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Board of Directors meeting 
Thursday 29 January 2026 at 2.00pm 

Trust meeting room 
 

Agenda 
 

Patient story / clinical presentation:  Greater Manchester Aseptic project / CRF trials –  
Ev Dolan, Assoc Chief Nurse R&I / Dr Fiona Thistlethwaite, Director CRF / patient / John Wareing, 
Director of Strategy 
             30 mins 
 
 

 

 

Public items Decision  Lead Page Timing 
01/26 Standard business                                                                                      

a Apologies    Chair  

5 mins 
b Declarations of interest   Chair  
c Minutes of previous meeting – 27 November 2025 Approve * Chair 2 
d Action plan rolling programme, action log & matters 

arising 
Review * CEO 9 

       
02/26 Performance & finance      

a Trust report Review * Execs 12 5 mins 
b Integrated performance quality & finance report  Review * COO 18 5 mins 
c Value Improvement Programme update Review * COO 63 10 mins 
e Review of annual objectives Review  * CEO 71 5 mins 
       

03/26 Planning      
a Future Christie update Review * DFC 78 10 mins 
b Financial & operational planning Delegate 

authority * EDoF 83 5 mins 
       

04/26 Governance (regulatory / statutory compliance)      
a Reports from committees (November 2026 

meetings) 
• Workforce Assurance Committee 
• Quality Assurance Committee  
• Senior Management Committee 

Review 
 
* 
 

 
Committee 

chair 

 
 

85 
88 
91 

10 mins 

b Board assurance framework Review * CEO 95 5 mins 
       

05/26 Any other business      
       
 For information      
       
       
 Reflections on the meeting 

 
 
 

    

 Date and time of the next meeting      
 Thursday 26th March 2026 at 2:00pm 

 
     

D/CEO 
DFC 
COO 
DoE 

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

  * paper attached 
v      verbal 
p     presentation 



 

    

Public meeting of the Board of Directors  
Thursday 27th November 2025 at 12.45 pm 

Trust Meeting Room 
 
Present:  Chair:   Prof Joe Rafferty (JR), Chair 
 Roger Spencer (RS), Chief Executive Officer 
  Tarun Kapur (TK), Non-Executive Director 
  Alveena Malik (AM), Non-Executive Director 
   Grenville Page (GP), Non-Executive Director 
  Roy Dudley-Southern (RDS), Non-Executive Director 
  Dr Diana Tait (DT), Non-Executive Director  
  Amanda Oates (AO), Non-Executive Director 
  Marisa Logan-Ward (MLW), Non-Executive Director 
  Sarah Corcoran (SC), Non-Executive Director  
  Prof Chris Harrison (CJH), Executive Director / Deputy CEO  
  Claire McPeake (CM), Chief Operating Officer  
  Vicky Sharples (VS), Chief Nurse and Executive Director of Quality 
  Sally Parkinson (SP), Executive Director of Finance 
  Dr Neil Bayman (NB), Executive Medical Director 
  Eve Lightfoot (EL), Director of Workforce 
  John Wareing (JW), Director of Strategy  
  Prof Adrian Bloor (AB), interim Director of Future Christie  
  Prof Fiona Blackhall (FB), Director of Research 
  Prof Rikki Goddard-Fuller (RGF), Director of Education  
  Jeanette Livings (JL), Deputy Director of Communications 
       
Minutes:  Louise Westcott (LW), Company Secretary 
 

In attendance: Jo D’Arcy (JD), Assistant Company Secretary 
 
Clinical presentation: The Christie Breast Cancer Service, Dr Caroline Wilson & Dr Alexandra 
Lewis, Acute Oncology & Breast Medical Oncology consultants, Dr Carmel Anandadas, Clinical 
Oncologist, Suzanne Frank Specialist Breast Cancer Pharmacist and Joanne, a patient 
AL noted that she works from Christie @ Macclesfield. She described the way the Breast service is 
structured and what it involves and is made up of.  The multidisciplinary team were described, 
including consultants, nurses, trainees, pharmacists & administrators. 
Joanne described her experience as a patient. She found a lump, was diagnosed and was referred 
to Macclesfield. The tumour was aggressive, so the team advised chemotherapy first followed by 
surgery and radiotherapy. The plan was clear and there were people to talk to. Joanne described 
Macclesfield being very convenient as she lives in Buxton. She met the same nurses every time 
she came to site, the unit is small and so that was very important in terms of making it less scary. 
She stressed the importance of physiotherapy to help prepare her for radiotherapy post-surgery – 
that was particularly helpful. Radiotherapy starts in December and Joanne will then take Herceptin 
and bisphosphonates. 
CW thanked Joanne and stressed the importance of the other centres for patients. CW described 
the HER-2 SACT service – this has been lifted out of the service to provide for this group of 
patients with a streamlined service. Every patient has their treatment designed by CW and all their 
related support is done by the team and controlled by the service. The service is protocolised 
which standardises treatment and allows for less consultant time – chemo nurses can follow the 
protocols, letters are also standardised.  Breast surgeons are doing all on treatment imaging. 
Feedback from patients is being requested through a questionnaire. Initial feedback has been very 
positive. Audits of the service show good efficacy and comparable patient flow – streaming more 
patients through treatment with fewer consultants. 
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200 patients through the service so far, dedicated admin for the service. The service is expanding 
to new areas. 
AL described the current activity, with a pressure on the service due to increased survival and lots 
of new treatments coming online. Recruitment is difficult at consultant level and the workforce must 
be adapted to respond to this. 
The complexity of breast cancer treatment pathways was illustrated with contact with multiple 
teams, surgical, radiotherapy and SACT.  
Innovations were described including protocolised pathways to reduce appointments, use of 
patient feedback (ePROMs) and standard administrative letters. Specialised regional virtual clinics 
were described as well as the use of pathway coordinators and good patient information at all 
steps. The team noted that there is a gap with an early breast cancer nursing service. 
The Breast Pathway Navigator project was described to improve clinical productivity. Looking at 
equity of access and sharing workload across all consultants. The coordinators are arranging 
genomic testing and patient questionnaires to support decisions on treatment. They check in with 
patients after 6 months to ensure ongoing support is going well. 
The early breast cancer pathway described from referral to treatment to discharge and follow up. 
SF described the approval of adjuvant abemaciclib by NICE in July 2022. This has a huge impact 
on additional support to patients for an extra 2 years after discharge. There are toxicities that need 
to be monitored. Arranging the service has taken 2 years because of the extent of the requirement. 
We now have dedicated teams – phlebotomy, pharmacy, administrators, and the digital team. 
Much of the follow up is done over the phone and through ePROMs. Patients are seen face to face 
initially and when they need to be, dependant on their toxicities etc. Work has been done to work 
out whether patients need a phone call or can receive a text & prescription based on their ePROMs 
forms. Team are being used appropriately to see the patients that most need them. The service 
has been cited as an exemplar, and the clinic model has been taken internationally. There is a very 
high level of patient satisfaction. The service is delivered equitably across the whole region. 
A further drug has now been approved called adjuvant ribiociclib – this is a 3-year treatment course 
requiring an ECG at the start and in the first month and is suitable for a wider group of patients. 
The service is being designed currently to address this new therapy. 
The joint breast / endocrine clinic was described that supports women on follow up treatment that 
can have major impact on patients in the longer term. 10 GP’s have been employed to further 
support patients. 
The SACT sustainability plan was described. 
The radiotherapy service was described and the issues that were facing the standard of care. We 
now have state of the art equipment and techniques. We are recruiting to all breast cancer trials 
and they can be delivered close to home in our various centres. The workforce is a limiting factor 
and this is developing. Audit data is very good, fractionation rates are low, and the machines are 
the best. We have excellent techniques for DIBH and there are advanced planning capabilities, we 
are pioneering and establishing the breast proton service. We are open to every breast 
radiotherapy trial in the country, the technique is being spread across the world because of our 
work. An ACP has been trained, and a PhD student has gone through the service. This is all 
happening with a 40% increase in demand. 
Future aspirations were described, such as the migration to AI planning which is better for patients 
but takes longer. Plans will become more complex as advice on reduction in surgery and increase 
in radiotherapy is recommended.  
Major technical developments have been delivered in the last 5 years, and there is a resource gap. 
The complexity and numbers are increasing and ongoing investment is key to maintain momentum 
and sustainability. 
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NB thanked the team for the excellent description of the service we deliver. What the breast team 
are doing is innovative and delivered alongside huge pressures in demand and drug approvals – 
the number of patients impacted in this service is huge and its extremely hard to keep up. This is 
truly delivering the best care closer to home, using virtual appointments – this is neighbourhood 
oncology being delivered now. 
GP asked about the psychological support provided by The Christie and what other services are 
relied upon. Joanne felt this support came from the nurses as well as Macmillan and Maggie’s. She 
also got support from other patients that she met while having treatment. The nurses responded to 
questions and concerns when they came up. The gaps in support are mitigated through talks prior 
to treatment, patient information etc. We also have a psych-oncology service. 
JR thanked the team for their presentation and the infectious enthusiasm for improvement and 
excellence. 
DT commented on the huge job of coordination required to deliver this service. 
RS noted the lack of expertise in the wider system for breast cancer. The workforce issues are 
significant. 
The leadership of the team has changed which has driven this significant development in the 
service. 
Discussion took place on our place in the workforce problems and how we can support a pipeline 
of clinicians. NB noted the good practice we have in areas such as radiology. RGF described the 
increased focus on flexibility in the training of the future. NB described the recognition of MAHSC 
chair posts. 

Item Action 
37/25 Standard business   

A Apologies  

 Tom Thornber, Director of Future Christie  

b Declarations of Interest   

 No declarations made relating to the items on the agenda  

c Minutes of the previous meeting – 23rd October 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.   

38/25 Performance & Finance                                                                          

a Trust Report  

 • There are no adverse variances against objectives at month 7 and we are on 
plan for performance requirements. 

• We are a positive outlier regionally and nationally both financially and in respect 
to the national standards. 

• We have had notification from the CQC of an IR(ME)R inspection, the last one 
was 2 years ago. 

• The ICB has stood down the oversight arrangements with us. The ICB are in a 
deteriorating financial position. 

• Research set up times were discussed. We have a 60-day internal target to meet 
the overall 150-day national set-up target. This is a new requirement. Sponsors 
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could take up to a year previously. We are benchmarking and currently about 
30% of studies meet 60 days, digital systems and staff are being put in to get to 
an aspiration of 80%. Capacity is being addressed across the Trust to deliver 
this. 

• Further information will come to future Boards. Escalations are coming nationally, 
associated with research finances. 

• The specified committee for overall operational & financial issues will be 
amended to the most senior committee which is the Board of Directors. 

• The IR(ME)R inspection does not have a direct relationship to our overall CQC 
rating. There is a self-assessment process followed by a visit. This is part of our 
overall safety assessment. 

Report noted 

 
 
 
 
 
 

LW 

b Integrated performance quality & finance report  

 • CM outlined the report that aligns to the NHS Oversight Framework. 
• The executive summary notes the exceptions and what we are doing.  
• CM thanked colleagues for their feedback on the report through a session with 

the NEDs.  
• The report shows a high reporting, low harm culture. 
• We are delivering a surplus plan, and our capital spend is slightly over plan which 

is intentional. 
• Cancer pathway performance exceeds the standards alongside growth in 

demand. Haematology activity has been integrated, and we are delivering the 
faster diagnostic standard. 

• VTE assessment has been under the target, this has been looked at in QAC with 
a detailed report there. Further detail is coming back to that committee. 

• Cancer waits have also been discussed in depth at QAC. 
• Vacancy rate remains a focus, and this is looked at through the WAC. 
• There was discussion on the risk relating to unintended blood products. 

Mitigations are in place and the score has been continuously reviewed and has 
fluctuated. The aim is to put in a digital fix that may take up to 2 years to deliver. 
The R&QG committee are reviewing this and the effectiveness of the mitigations 
at their next meeting. 

 

c Value Improvement Programme update  

 • Paper shows the monthly update. 
• Delivered for 2025/26 and are now working on 2026/27. We are required to 

produce a submission in December and are working to a rolling programme of 
VIP rather than in year. 

• A self-assessment has been undertaken against the NHSE grip & control 
checklist (HFMA good practice). This enables Trusts to provide assurance. 70% 
assessed as green and 2% as red. We are scored overall at 98% compliance.  

• The areas assessed as red are around a non-clinical recruitment freeze and a 6-
facet estate survey. 

• We are ensuring that we have evidence against the self-assessment. 
• PwC insisted on a grip & control assessment 2 years ago that came through the 

Audit Committee. Query as to whether this should come through Audit 
Committee. Agreed that this will be added to the rolling programme. 

 
 
 
 
 
 
 
 
 
 

LW/JD 
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• Breakdown of VIP shows non-recurrent achievement, discussion around whether 
this is a problem. We will always rely on some non-recurrent VIP with good grip 
& control. The risks relating to non-recurrent are less for us than in other 
organisations. 

• Most other organisations have a freeze on non-clinical staff. We will not be doing 
this. 

The Board noted: 
• Plans for 2026/27 VIP 

39/25 Planning  

a Future Christie update  

 • AB presented the Future Christie update which is a transformation platform built 
around the patient, clinician and whole hospital. 

• Our International advisory panel had a presentation from MD Anderson. They 
spoke about their use of data and analytics. They have been doing this since 
2019 and we can learn from the successes they have had. We would like to 
invite them to speak to Board in the future. 

• We are getting an external view on what good looks like. We are at the 
foundation stages of this work. 

• Ambient Voice Technology (AVT) is going forward, we have some work to do on 
governance to ensure we do this right. There’s a lot of clinical support for this. 

• Electronic Patient Record (EPR), the process to move to an outline business 
case (OBC) is going well. Lots of workshops are taking place across the 
organisation and engagement is very high. 

• Board will see more on EPR in between now and February when the OBC will 
come to Board. Progress is going well. 

• AM noted that its great to get advice from those who have already done things 
and asked about management of the risks. 

• AB noted that we will be looking at this help around our data strategy and how 
we progress. We will look at the assurance routes for this that address risk. 

• There was comment about the EDI impact that needs careful consideration. It 
was noted that we will look at detailed assessments of each element of the 
programme as we introduce new things. 

• Discussion took place on the impacts on EDI, both positive and negative. 
• Timelines for approval of the posts described are realistic and the process of 

approval internally is progressing. 
• We must be very aware of the procurement challenge around EPR, and we are 

taking the best advice on this to ensure we are doing everything right. We 
anticipate there may still be some challenge. 

• The programmes of work have the impact on our workforce / culture at the 
forefront of our thought, we are engaging with staff and will look at the baseline 
situation to enable us to compare impact as the EPR project progresses. This 
will come through WAC. 

• We know the EPR impact will inevitably cause a dip in staff satisfaction – we are 
focused on digital education and change management support. 

• There was challenge & discussion around how we make sure we get the best 
value from consultants on the assessments they undertake that have already 
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been done in other organisations.  
• We must be very clear about what we need, and we must also have an external 

view. We must be aware of what we can do internally and what we cannot. The 
timing and context of doing some of the big things like EPR must also be 
considered by Board. 

40/25 Governance (regulatory / statutory compliance)  

a Reports from Committees (October 2025)  

i Audit Committee  

 GP noted the report in the papers – this was reported verbally at the last meeting. 
EPRR and Sustainability reports were received and assurance received on 
progress. 

 

ii Senior Management Committee  

 RS noted the most recent report that shows progress of items through the 
committee structure to Board and the assurance committees. 
No items to escalate. 

 

b Board Assurance Framework  

 • BAF has been updated to show the current position against the strategic risks. 
• Changes to the risk scores are outlined in the cover paper with explanations. 
• The NICE approval risk score relates to the Breast service that was discussed in 

the earlier presentation. This is anticipated to reduce in the coming months. 
• The ribociclib service is now available for breast patients – the unanticipated 

element is the existing patients that need to be accommodated. Complete 
implementation is underway, and the operational risk score will be reduced. This 
increased risk score reflects our ability to be agile and implement NICE 
recommendations with these unanticipated consequences. 

• The score relating to VIP refers to 2026/27. 
• It was noted that the 2025/26 VIP risk achieved its target score and was 

superseded by the risk for the following financial year. This has been noted in 
previous Board meetings. 

 
 

 

c Advanced Foundation Trust authorisation  

 • JW presented the paper that describes the new programme for advanced 
foundation trusts (AFT). 

• The guidance also includes reference to establishing Integrated Health 
Organisation’s and only AFTs can establish an IHO. 

• We are pursuing the opportunity to apply for reapplication as an AFT. 
• The guidance is out for consultation, we will prepare for reapplication in the 

meantime. 
• The Board will have more discussion on developing plans at Board Planning 

days including on Friday 5th December. 
• RDS asked about why the 8 initial Trusts have been identified for the AFT 

Programme. The Regional offices have chosen these organisations initially. 
• Guidance suggests the qualification requirements. 
• Discussions are ongoing with others in the system around this. 
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• This will help support the future ambitions of the organisation. 

 Reflections of the meeting  

 
The presentation was excellent. 
Good meeting with lots of discussion and challenge. 

 

41/25 Any other business  
 • TK’s last meeting, thanks extended to him for his ongoing support and wisdom 

over the last 9 years. TK thanked the Board for his time at The Christie and for 
the support of the team. 

 

 For information  
 Christie Higher Education Institution (HEI) project update  
 Noted.  
 Date and time of the next meeting  
 Thursday 29th January 2025 at 12:45pm  
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Agenda item 01/26d

Month From Agenda No Catego
ry

Issue Responsible Director Action To Agenda no

C Patient story CEO To hear a patient story Board presentation
Annual reporting cycle P Interim review of annual objectives CEO Review progress 02/26e
Annual reporting cycle P Integrated performance report COO Monthly report 02/26b

S Future Christie update DFC Review 03/26a
P Value Improvement Programme COO Review 02/26c

Planning session Board planning Chair Planning cycle - 16th January N/A

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

Planning & 
Development Day S Board development & planning - 5 year plan approval Chair Board Development programme N/A

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

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

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 and finance report COO Monthly report

G Register of matters approved by the board CEO 
Provider licence G Self certification declarations CEO To approve the declarations

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

Annual reporting cycle P Risk Management strategy 2025-26 annual review ECN Annual Review

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

March 2026

April 2026

Meeting of the Board of Directors - 29 January 2026
Action plan rolling programme after November 2025 meeting 

C Culture P Performance S Strategy G Governance

January 2026

February 2026  - no Board 
meeting

By emailCirculate
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Month From Agenda No Catego
ry

Issue Responsible Director Action To Agenda no

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

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

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

EDoF Approve

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

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

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

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

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

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

externally facilitated N/A

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

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

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

November 2026

December 2026 - no Board 
meeting Planning & 

Development / Council 

October 2026

September 2026

June 2026
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Agenda item: 01/26d 

 

Action log following the Board of Directors meetings held on  

Thursday 27 November 2025 

 
 

No. Agenda Action By who Progress Board review 

1 38/25c 
Review of VIP self-assessment against NHSE grip & 
control checklist to be added to Audit Committee 
rolling programme for February. 

LW Complete N/A 
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Meeting of the Board of Directors 

Thursday 29th January 2026 

 
 

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 review 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 
 Strategic Objectives 

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

performance 
3. To provide integrated clinical, research and education 

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

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

system 

Acronyms or abbreviations 
contained in the report 

NHSE NHS England 
FDS   Faster Diagnosis Standard 
PDR personal development review 
GM Greater Manchester 
VIP Value Improvement Programme 
EPR electronic patient record 
AI Artificial Intelligence 
NIHR National Institute for Health & Care Research 
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Trust Report 
January 2026 (December data) 

Introduction   
The Christie continues to perform well, strategically well positioned, with no current issues 
requiring escalation and a projected achievement of annual objectives across all strategic 
domains.   

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

Our self-assessment of full compliance against the NHS England provider capability domains 
was made at our September 2025 Public Board and submitted to NHSE by their October 2025 
deadline.  The table below summarises the position with all domains rated Green, with no 
escalation required.   
 

NHSE Board 
capability domain Relevant Indicators Evidence RAG 

rating 

1. Strategy & 
Leadership 

Oversight Framework 
segment; national ranking 

NOF Segment 1, Q2 ranked 7th nationally 
NHS Acute & Specialist Trusts.  

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

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

 

3. Workforce Sickness absence; PDR 
compliance; training 
compliance 

Sickness 4.8% (lowest in GM). PDR 
compliance (87.2%) and mandatory 
training compliance (95.1%)  

 

4. Partnerships & 
System Role 

GM Collaborative 
contributions; national 
audits 

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

 

5. Financial 
Sustainability 

Monthly surplus; VIP 
delivery 

Surplus (£5.56m) on plan; value 
improvement plan target achieved.  

6. Improvement & 
Innovation 

Clinical trial set-up; AI 
pilots; EPR milestones 

Research set-up below 60-days. Digital/AI 
projects and Future Christie milestones 
progressing to plan. 
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Operational Performance – Month 9 Position 
The Trust’s national ranking and Segment 1 status confirm our continued strong external 
assurance of our leadership and capability. 

The Christie continues to perform strongly across all domains. We are in Segment 1 of the NHS 
Oversight Framework, the highest possible rating, and at Q2 are ranked 7th nationally among 
acute and specialist providers. This position reinforces our international standing as one of the 
top 25 global cancer centres as reported at the September 2025 board meeting.     
Performance across quality, operational, financial and workforce domains remain compliant with 
requirements. Full details are provided in the Integrated Performance Report.   
 
Strategic Objectives – Month 9 Position 
Progress against the 2025/26 annual milestones of each of our six strategic objectives is 
currently rated Green, with risks actively managed and oversight of risks clearly assigned to 
committees or the board and tracked through the Board Assurance Framework.   
 

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

• Overall Status: Green   
• BAF Risks: 0 ≥15   
• Committee Oversight: Quality Assurance Committee 
• Executive Lead: Executive Chief Nurse 
There were no significant adverse quality variances in December. Three operational risks 
currently score above 12 and risks are actively monitored via the Risk & Quality Governance 
Committee, with mitigation plans in place.   
 
Strategic Objective 2: Excellent Financial and Operational Performance   
The Trust is financially stable and operationally compliant, with no deviation from plan and full 
delivery against agreed improvement targets. 

• Status: Green   
• BAF Risks: 2 ≥15   
• Committee Oversight: Board of Directors 
• Executive Lead: Executive Director of Finance  
At Month 9, the Trust is delivering a financial surplus of £5.56 million, in line with plan. The 
Value Improvement Plan for 2025/26 has been achieved, and operational performance remains 
compliant against all major cancer standards, including the 62-day, 31-day and Faster 
Diagnostic Standard (FDS) metrics.   
The NHSE Medium Term Planning Framework for the period 2026/27 to 2028/29 sets                
performance targets and requirements for NHS organisations, introduces a new operating        
model, and emphasizes local autonomy through a neighborhood health approach. It aims to      
return the NHS to better health by reducing waiting times and restoring access to local care.  
We made our first plan submission to NHSE in December. We have now received feedback on 
this first submission and are required to respond to this in the final draft that needs to be 
submitted to the NHSE Regional office by 11th February.  
The plan contains; 
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• 3-year revenue and 4-year capital plan return. 
• 3-year workforce return. 
• 3-year operational performance and activity return. 
• Integrated planning template showing triangulation and alignment of plans. 
• Board assurance statements confirming oversight of process. 

Full plan submissions include updated versions of these plus the five-year narrative plan. The 
Board will review the plans prior to submission and delegate authority for final sign off at the 
January Board. 
 
Strategic Objective 3: Integrated Clinical, Research and Education Services   
The Trust is strengthening its research and academic profile, with national investment secured 
and a strategic education proposal in development. 

• Status: Green   
• BAF Risks: 0 ≥15   
• Committee Oversight: Board of Directors 
• Executive Lead: Director of Research and Director of Education 
We are working towards the national 60-day benchmark for Research trial set-up times which 
have improved. Further process improvements are taking place to sustain and further improve 
this position. 
A proposal to establish a credentialled education suite and achieve Higher Education status was 
shared at the November 2025 Board of Directors. This represents a strategic opportunity to 
strengthen our academic partnerships and reinforce our position as a centre of excellence in 
cancer education. Work to develop new academic programmes and delivery partnerships in 
support of this proposal is well underway. 
 

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

• Status: Green   
• BAF Risks: 0 ≥15    
• Committee Oversight: Workforce Assurance Committee 
• Executive Lead: Director of Workforce 
Workforce indicators remain strong. Mandatory training compliance stands at 95.1%, and PDR 
completion is at 87.2%. Sickness absence is currently at 4.8%, the lowest in Greater 
Manchester. The Christie continues to be rated in the top category nationally for compassionate 
and inclusive culture, staff engagement, morale and flexibility, as confirmed by the NHS Staff 
Survey 2024.   
The November and December rounds of industrial action by resident doctors resulted in minimal 
disruption to services, thanks to robust operational planning and contingency measures. The 
current strike mandate has expired, with a national re-ballot underway that could extend action 
into the summer. While national discussions continue around a potential resolution, this remains 
an active risk on the Trust’s Risk Register. 
The Trust continues to prioritise sexual safety for staff and patients. We are working on new 
requirements published in December. The trust is demonstrating strong compliance against its 
commitments to the NHS Sexual Safety Charter. 
The national staff survey closed on the 28th November with a 47% response rate. This 
compares with a 48% response rate in 2024. NHS England has indicated that national 
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publication of the 2025 Staff Survey results is expected in Spring 2026, although exact dates 
have not yet been confirmed. 
 
Strategic Objective 5: Transform Services and Reduce Inequalities   
Transformation is progressing as planned, with digital infrastructure and service equity both 
advancing in line with strategic commitments. 

• Status: Green   
• BAF Risks: 0 ≥15   
• Committee Oversight: Board of Directors 
• Executive Lead: Future Christie Director, and Director of Strategy 
Our Future Christie transformation programme remains on track. The Patient Portal has been 
successfully rolled out, and development of a business case for a new electronic patient record 
(EPR) is underway. The capital programme is progressing to plan and remains within budget.   
We continue to address inequalities in access to services. Notably, we have consistently 
achieved the Faster Diagnostic Standard target for haematology patients in Mid-Cheshire, 
demonstrating our commitment to equitable care across the region.   
Strategic Objective 6: Leadership Within the Wider NHS Cancer System   
The Christie’s leadership role within the regional and international cancer system is recognised 
and expanding, reinforcing our strategic influence. 

• Status: Green   
• Key Updates: OECI reaccreditation; GM Collaborative leadership; network expansion   
• BAF Risks: 0 ≥15   
• Committee Oversight: Board of Directors 
• Executive Lead: Director of Strategy 
The Trust continues to play a leading role within the Greater Manchester Provider Collaborative, 
contributing to all eight shared priorities and leading the GM Aseptic programme. Our 
haematology network has expanded to include Macclesfield and Crewe with active plans to 
extend to additional sites, further consolidating our system leadership.   
 
The table below summarises our current delivery status against the six strategic objectives, 
including risk ratings and committee oversight. 

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

Committee 
2 Excellent Financial and Operational 

Performance  
 Board of Directors 

3 Integrated Clinical, Research and Education 
Services  

 Board of Directors 

4 Excellent Place to Work and Attract the Best 
Staff  

 Workforce Assurance 
Committee 

5 Transform Services and Reduce Inequalities   Board of Directors 

6 Leadership Within the Wider NHS Cancer 
System  

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

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

• This guidance sets out the finance business rules for integrated care boards (ICBs) and 
NHS trusts and foundation trusts (‘NHS trusts’) that will apply from 1 April 2026. The finance 
business rules include relevant statutory financial duties and other financial policy 
requirements set by NHS England and the Department of Health and Social Care (DHSC) 
that apply to ICBs and NHS trusts, as well as setting out how the impact of surpluses and 
deficits are managed in future years. https://www.england.nhs.uk/publication/nhs-finance-
business-rules-from-2026-27-guidance-for-integrated-care-boards-and-nhs-trusts/  
 

• The 2025/26 Q2 segmentation results and public performance dashboard are now live, 
including NHS league tables for acute, mental health, community and ambulance trusts. A 
more detailed version is available to NHS staff via the Model Health System. 
https://www.england.nhs.uk/publication/nhs-oversight-framework-nhs-trust-performance-
league-tables-process-and-results/   

 
• NHSE has written to trusts and ICBs with an update and new actions for all organisations 

delivering NHS care. This includes requiring trusts and ICBs to complete a new sexual 
misconduct audit by Monday 2 February 2026. The letter is accompanied by supporting 
documentation on improving chaperoning guidance and a downloadable checklist for 
primary care providers. https://www.england.nhs.uk/long-read/an-update-on-actions-to-
prevent-sexual-misconduct-in-the-nhs/ 

 
• The ICO has set out their public sector approach. Following feedback, the ICO has added a 

clearer definition of organisations in scope and the circumstances under which a fine may 
be issued.  
https://ico.org.uk/about-the-ico/our-information/policies-and-procedures/public-sector-
approach/  

 
Recommendation 
To note that The Christie continues to perform well and is strategically well positioned and has 
declared full compliance with the NHSE Board capability domains.   
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EXECUTIVE SUMMARY

Strategy and Leadership  The Trust remains compliant with the NHS Oversight Framework and continues to demonstrate strong governance 
through regular risk reviews and escalation processes. However, research and innovation KPIs are below national averages, with leadership focus on 
process efficiency and stakeholder engagement to maintain strategic positioning as a leading cancer centre

Safety Incident reporting culture is robust, with 96% of incidents resulting in low/no harm and 18% being near misses, which reflects proactive risk 
identification. 

IPC MRSA remains above trajectory, while E.coli and Klebsiella trends are improving. Sustained focus on IPC fundamentals and compliance 
monitoring continues to prevent future spikes and maintain patient safety

Workforce Agency spend remains stable at £0.3m per month, however bank spend has increased slightly, and clinical pay costs are steady. This 
suggests workforce stability with some ongoing reliance on temporary staffing. Continued monitoring of workforce resilience and strategies to reduce 
agency dependency while maintaining safe staffing levels is ongoing.

Financial Sustainability The Trust is delivering a £5.65m surplus in line with plan, and strong liquidity (£117.2m cash), meeting Better Payment 
Practice Code targets. However, the £1.3m shortfall in recurrent VIP savings is being compensated for with non-recurrent schemes. Focus remains 
on identifying recurrent efficiencies and controlling upward trends in drug expenditure.

Service Improvement Clinical outcomes remain within expected ranges, and trial recruitment in haematology has improved. However, research set-
up timelines and amendment implementation are below target with continued focus to support improvement. Cancer and access standards, long term 
SPC indicates positive special cause variation, but the service remains fragile during pressure periods

Overall Assessment  The Trust demonstrates strong financial control, positive safety culture, and compliance with governance frameworks. Key 
challenges remain in IPC performance, research efficiency, and recurrent cost improvement delivery. Strategic priorities focus on risk reduction, 
operational efficiency, and sustainable financial planning to maintain excellence and resilience.

A forecast of performance against the NHS Oversight Framework (from Q3 2025/26), will be presented in future reports.
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Incident Reporting

A total of 923 incidents were reported to DCIQ in December 2025.

• At the time of reporting, 67% of incidents have been finally approved. 5% of 
incidents have been rejected for reasons such as duplication and incidents which 
involve care provided by an external trust.

• 96% of all incidents reported resulted in low/no harm.
• 18% of incidents were reported to be a ‘near miss’, evidencing a positive reporting 

culture.
• Reporting trends in December were within the expected limits.
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Approval Status 

		

		Row Labels		Count of Ref

		Finally approved		615

		Incident being managed locally		239

		Rejected		44

		Learning response required		14

		Incident referred to DPSIG		8

		Incident awaiting allocation		3

		Grand Total		923





Approval Status 

		Finally approved

		Incident being managed locally

		Rejected

		Learning response required

		Incident referred to DPSIG

		Incident awaiting allocation

		Grand Total



Count of Ref

Incidents by Approval Status
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239
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Result

		

		Row Labels		Count of Ref

		No Harm		608

		Near Miss		168

		Harm		147

		Grand Total		923





Datix listing report

		Ref		ID		Incident date		Time		Reported		Description		Action taken		Department		Other Department		Speciality		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		Lessons learned		Department - Division

		I19490		19553				13:30		12/22/25		Theatre team briefing for prostate cases are not always done on time. There is resistance in following NaTSips  checklist guidelines except for one consultant.  Most Friday's The consultant operating has a meeting until 9am. This has been highlighted on meetings earlier. On this day the same no operating consultant was present for briefing, Also the ward had one trained nurse and the patient wasn't ready for theatre. So the List commenced later than what used to be late start anyway.				The Christie NHS Foundation Trust / Network Services						Incident affecting the organisation		No Harm		Clinical incident		Admission		Delay/ failure		Cox,  Margaret		Incident being managed locally		No Harm						Anaesthetist, nursing team and physics team are present and set up ready to start the list by 8am.Team brief done for two patients @8:40am without the operating consultant with consultant radiographer after  discussion with anaesthetist. While the second patient was on the table , anaesthetist reviewed the third patient on the ward. The consultant oncologist was requesting that any chance of skipping the briefing for the third patient and continue with the list, for which I refused and insisted on patient safety.
Again while at the of second case , while i am removing the catheter from the patient, the consultant radiographer requested that whether we can brief now for the third patient. Since the second patient is still on the table , end of anaesthesia, I refused to do so saying we need to concentrate on this patient who is on the table.
Briefed at 12:14pm and continued with the list. The patient had difficult IV access, though using ultrasound which took more than an hour to get IV access. The list finished very late, On debrief , the consultant wasn't happy about the late finish.				Network Services

		I19703		19766		3/5/20		00:00		12/31/25		patient underwent RALP 18.10.25 and for surveillance FU.  FU as expected until 5.3.20 then FU made for 03/09/2020 but cancelled on 24/08/2020 by R&B team, reason given 'Admin'.  A further appointment was booked for 24/09/2020, this was cancelled on 21/02/2021 - 4 months after the appt date) by surg sec, reason given 'Admin'.   unable to determine if referral sent to nurse led team at Oldham for expected FU.  patient then received ED appt (presumably as LTFU workstream) on 21.2.25				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 / Urology Surgery		Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Disneygoodwin,  Danial		Incident being managed locally		No Harm						patient given appt for urology clinic where PSA levels were increased and radiotherapy treatment planned, this would have been the same course of treatment offered to the patient.				Clinical Support and Specialist Surgery (CSSS)

		I18865		18928		11/10/21		08:00		12/3/25		Order Comms No- 9411622. Glucose CSF sample requested but incorrect sample type sent (please note- a CSF glucose should be sent in a CSF universal container, however a yellow top blood sample was sent).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		12/3/25		Sample rejected immediately on Synergy.				Clinical Support and Specialist Surgery (CSSS)

		I19296		19359		8/2/23		12:00		12/16/25		Patient now under care of Christie was treated for colon cancer under Mr Iqbal at the Beaumont in March 2023 (surgery). August 2023 Mr Iqbal referred the patient to the MFT HPB MDT with a scan demonstrating a liver metastasis. Patients case was discussed at the MFT HPB MDT on 2/8/23 - referral for chemo recommended or straight to surgery if declined. No further anno on CWP from that time - patient never had chemo or surgery and now has incurable disease.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Safety,  Patient		Rejected		Moderate Harm						I am reporting this now several months after seeing the patient - I wrote to Mr Iqbal in March 2025 to see if he could offer information but received no reply.				Network Services

		I19475		19538		2/19/24		15:00		12/21/25		Patient's scan dated 30/01/2024 discussed at North Manchester Hospital Breast Caner MDT (MFT) 19/02/2024 in my absence. I was on annual leave and the case was discussed without me present. Outcome was that the scan did not show metastatic disease, but a repeat scan was recommended in 3-months. The outcome did not come to me and as the patient did not need regular follow-up appointments n oncology, this was not picked up until an unrelated result received in Oct 25.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure outside of immediate team		Protano-Byrne,  Jordan		Incident being managed locally		No Harm						I obtained the MDT outcome from 19/2/24 and once received, I wrote to the patient on 27/10 advising her that I needed to see her and requested her to make an appointment in my clinic which she made for 18/12/25. In clinic on 18/12, she was made aware of the issue of her being lost to follow-up, apology given and restaging scans requested. Results are awaited, hence difficult to gauge 'harm' at this stage.				Network Services

		I18888		18951		4/15/24		00:00		12/3/25		TSRT9
Paediatric patient imaged daily- not protocol. x8 additional concomitant exposures above protocol without practitioner authorisation, additional dose to patient 25.6mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Hawkes,  Iain		Incident referred to DPSIG		No Harm		No harm				Incident found during retrospective imaging audit of paediatric patients in photon department. DATIX submitted and clinician informed. 
linked incidents i16560 ( level 1) and  I17442 -  i17442 is a multiple patient IRMER reportable incident - other  linked incidents:-  i18886, and i18891				Network Services

		I18891		18954		6/6/24		00:00		12/3/25		TSRT9 
Paediatric patient imaged daily- not protocol. x9 additional concomitant exposures above protocol without practitioner authorisation, additional dose 15.3mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 4						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Hawkes,  Iain		Incident referred to DPSIG		No Harm		No harm				Incident identified during retrospective imaging audit. DATIX submitted and clinician informed
linked incidents i16560 ( level 1) and  I17442 -  i17442 is a multiple patient IRMER reportable incident - other  linked incidents:-  i18886 and i18888,				Network Services

		I19671		19734		7/5/24		13:18		12/31/25		MR report scanned onto CWP under Michael LANE 460 718 2141.
Report is for Robert DUNN 612 108 9830.				The Christie NHS Foundation Trust / Corporate / Performance / MDT Coordinators						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation				Incident awaiting allocation		No Harm						Informed IT, reported.				Corporate

		I18893		18956		1/24/25		09:00		12/3/25		INCIDENT REPORTED BY NCA (POSSIBLY RELATED TO 8975) PLEASE SEE ATTACHED REPORT FOR MORE DETAILS: Suspected wrong site surgery carried out at The Christie by plastics.
Patient underwent 4mm punch biopsy to a 7mm nodule to the LEFT parietal scalp in
December 2024 in Dermatology. Photos were taken in clinic and uploaded to PACS for
site identification. Subsequently referred to Christie plastics for WLE.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7						Incident affecting Patient		Harm		Clinical incident		Return to theatre		Return to theatre		Byrarapu,  Padmarani		Learning response required		Severe Harm						Reviewed by Consultant Dermatologist in clinic. Listed for excision of remaining
melanoma from left parietal scalp following week in Dermatology.
Informed Christie of suspected wrong site surgery by letter, Dermatology Consultant
also contacted Plastics secretary at CFT by phone.
Explained suspected wrong site surgery to patient and daughter				Clinical Support and Specialist Surgery (CSSS)

		I19347		19410		1/27/25		10:00		12/17/25		patient was reviewed in clinic 27/01/2025 by lung CNS where there was a suspicion of bladder cancer and a referral to the urology team at MFT for cystoscopy was recommended.

this was not actioned until 29/11/2025				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Pabial,  Suneil		Incident being managed locally		Moderate Harm						brought to the performance teams attention by the cancer services team at MFT to query the delay and if he was upgraded to a cancer pathway.  the patient has a TURBT lined up for 22/12/2025				Network Services

		I18886		18949		4/10/25		00:00		12/3/25		TSRT9 
Paediatric patient imaged daily- not protocol. x10 additional concomitant exposures above protocol without practitioner authorisation, additional dose 17mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Hawkes,  Iain		Incident referred to DPSIG		No Harm		No harm				Incident found during retrospective imaging audit. DATIX submitted and clinician informed.
linked incidents i16560 ( level 1) and  I17442 -  i17442 is a multiple patient IRMER reportable incident - other  linked incidents:-  i18888, and i18891				Network Services

		I18938		19001		6/6/25		12:00		12/4/25		The export of PACS to Aria stopped working. 
This was identified in June but the staff had a workaround to get images another way so proceeded to carry on the second way. On 03/12/2025 there was a troubleshooting session to get the direct route working. In that it came to light that there was a set up issue in PACS that caused the Aria export to send to a different location. This seems to have been a typo in the ports of the PACS set up document.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics						Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Redikin,  Jacqueline		Finally approved		No Harm		No harm		12/9/25		The node is being remapped by the PACS team.
In the mean time any images sent to Aria from PACS using that node, will have been sent to OpenRem after speaking with the person who manages the system, its been identified these have been deleted and there wasn't any negative impact. All data also stayed on christie hardwire/site.				Network Services

		I19417		19480		7/21/25		16:35		12/18/25		Patient admitted to AAU at 16:35
Met PGD guidelines
Was not PGD due to acuity on ward
Seen by Dr and ivab prescribed
Identified from a complaint review		Discussion had with RN and an email sent out to nursing staff regarding delegating high importance jobs like PGD.
They are all very aware of this already as this is something that we perform daily.

Iv Abx were given at 1850, so 2.5 hours late.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Clarke,  Catherine		Finally approved		Low Harm		No harm		1/2/26		IVAB given when prescribed		Difficult to assess full lessons learnt as the shift was incredibly busy and each member of staff had very high acuity with sick patient's.
Staff very aware of the high importance of speed of PGD on AAU as this is a daily expectation of them.
The RN felt very concerned that this had happened and needed much support following this.		Clinical Support and Specialist Surgery (CSSS)

		I18800		18863		7/30/25		11:40		12/1/25		DXA scan completed based on request from unauthorised non-medic referrer (dated 10th July). GP first contact physiotherapist. Identified when reporting the scan results.		Informed the affected physios of error and asked if they have any other documentation demonstrating their entitlement to refer.
Radiographer will vet all future DXA requests.
Working with radiology governance lead to correctly manage external referrers in future		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Plain Film)				Incident affecting Patient		No Harm		Clinical incident		Exposure to harmful agent		Radiation		Murphy,  Rebecca		Finally approved		No Harm		No harm		12/17/25		Reported as usual. Checked with NMR and governance staff if there was currently a process for outside referrers for imaging procedures. Contacting GP surgery.		Thorough vetting is needed by trained professional at some stage before the patient is scanned.		Clinical Support and Specialist Surgery (CSSS)

		I19484		19547		9/3/25		09:00		12/22/25		Patient referred to Christie@Home for adjuvant phesgo. Upon screening pharmacist reviewed previous treatment to ensure regimen number correct. Patient received Neo-adjuvant Phesgo 3/9/25-17/12/25. Patient not registered on blueteq website. No funding for Neo-adjuvant phesgo, with 3 doses of phesgo receiving without funding in place.		R Wyatt Pharmacy Review 29/12/25: 
1. Incident discussed with screening pharmacist and their current practice discussed and reflected upon.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy				Incident affecting Patient		No Harm		Medication incident		Prescribing		Other		Collier-Dean,  Kayleigh		Incident being managed locally		No Harm						Emailed responsible consultant to ascertain retrospective funding form to be completed for neo-adjuvant phesgo. HER2 team emailed to ascertain adjuvant phesgo funding form to be completed. Attempted to email screening pharmacist for feedback however unable to find on outlook address book.		R Wyatt Pharmacy Review 29/12/25:
1. Screening pharmacist will ensure funding is in place for each cycle (including Cycle 1 and cycles thereafter), and will ensure eligibility to funding requirements moving forward. 
2.  Medical team do not always complete Blueteq forms at start of regimen for treatments where phesgo is starting at cycle 4. Please could we ask medical teams to complete funding once decision to treat with regimen containing phesgo is made.

		I19064		19127		9/9/25		15:30		12/9/25		Notes at pts FU for momentum trial, incorrect pt radiotherapy details in momentum CRF. 2 patient incorrect, therefore redacted and correct for. Redaction request - SR-127994 and Request - SR-129056				The Christie NHS Foundation Trust / Research and Innovation / Other Research Teams						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Turner,  James		Finally approved		No Harm		No harm		12/10/25		Note redacted, issue resolved.				Research and Innovation

		I18896		18959		9/12/25		11:00		12/3/25		INCIDENT REPORTED BY NCA PLEASE SEE ATTACHED REPORT:  Patients Abbott enteral feed not delivered. Unable to contact Abbott on H2H helpline (waiting 40 mins) or via email. Patient reported the GP had sent the prescription to the local pharmacy rather than Abbott.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Dietetics and Nutrition						Incident affecting Patient		Near Miss		Clinical incident		Nutrition		Delay/ failure		Harris,  Andy		Rejected		No Harm						Contacted the Christies dietetic team to request weekend worth of enteral feed. Contacted Salford Royal hospital acute dietetic team to request weekend worth of enteral feed, who kindly provided 15 bottles for the weekend. Community dietitian dropped off the feed to the patients home.
Informed the patient. Patient also explained Abbott have sent an emergency supply within 6 hours today.				Clinical Support and Specialist Surgery (CSSS)

		I19062		19125		9/12/25		10:39		12/9/25		Patients EOF has been marked as actioned, without the follow up appt being made by NCA Bury staff. Consultant highlighted it with team today 09/12 and patient had not had FU appt made.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		Safety,  Patient		Rejected		No Harm						- Consultant raised
- Secretary booked FUP appt
- RP raised with manager over at NCA and asked for a full review of all completed EOFs to avoid other patients being missed
- Datix raised - Datix to go to NCA - Bury outpatient management for investigation (not R&B at The Christie)				External Other Trust

		I19096		19159		10/5/25		12:00		12/10/25		Patient attended AACU and was discharged with 5mg BD and Oramorph 2.5-5mg PRN on 5/10/25

on 13/11/25 patient phoned as unable to source a repeat prescription from the GP 

Unable to identify a record of CD prescription on iqemo or CWP

Paper script sourced directly from pharmacy		No action needed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Record - no record/not recorded		Scott,  Sabrina		Finally approved		No Harm		No harm		12/15/25		ANP sent a letter to GP based on paper script to dispense further analgesia


Datix completed to suggest that paper prescriptions from  AACU should be scanned into CWP in order to maintain transparency of prescriptions and clear documentation		Process has changed since incident submitted, ANPs on AACU now scan in prescriptions		Clinical Support and Specialist Surgery (CSSS)

		I18867		18930		10/7/25		08:00		12/3/25		Order Comms no- 9409804. Haematology and Biochemistry request forms also sent with Microbiology blood culture sample. Haematology and Biochemistry samples had already been processed and resulted (please note as Haematology and Biochemistry samples are processed in house and Microbiology are sent away, these request labels should be separated).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		12/3/25		No action taken, all Microbiology, Haematology and Biochemistry samples had already been processed and resulted.				Clinical Support and Specialist Surgery (CSSS)

		I18897		18960		10/10/25		16:00		12/3/25		INCIDENT REPORTED BY NCA- PLEASE SEE ATTACHED REPORT FOR MORE INFORMATION: This patient was being treated with immunotherapy. Oncology advice was to administer methylprednisolone for pneumonitis however pneumonitis not evident on radiology images. Steroids were administered as advices. The patient later deteriorated and sadly died.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Protano-Byrne,  Jordan		Finally approved		Low Harm		No harm		12/30/25		Review of inpatient care at NCA, no clinical issues. Possible steroid learning identified and request to share with Christie for further review.				Network Services

		I18802		18865		10/16/25		12:00		12/1/25		The patient an family report that Mr Stapely was told that no one could help him transfer from a normal wheelchair to an MRI compatible wheelchair in preparation for his MRI head scan therefore his friend had to lift him into it himself with no help from staff and was told that if he didn't do it the scan would be cancelled. He is now reluctant to come for a repeat scan which has been recommended by neuro-onc MDT		A reminder email will be sent to all staff regarding filling in a moving and handling risk assessment to reinforce the correct processes within the MR department.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		No Harm		Clinical incident		Moving and Handling		Innapropriate patient handling		Harrop,  Dawn		Finally approved		No Harm		No harm		12/9/25		apologies given to the pt		This incident has highlighted that the moving and handling risk assessment from was not completed for this patient, despite it being required for anyone needing assistance.  Had this been done, we would have had more detailed information to support our review of the incident.		Clinical Support and Specialist Surgery (CSSS)

		I19027		19090		10/23/25		12:11		12/8/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL PLEASE SEE ATTACHED REPORT FOR MORE DETAILS RESPONSE NEEDED BY 19.12.2025- email referral sent to medical oncology - email acknowledgment received - patient readmitted to hospital when checking patient still not had appointment		discussed with member of staff		The Christie NHS Foundation Trust / Corporate / Performance / Tracking team				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Lockwood,  Marie		Finally approved		Low Harm		No harm		12/23/25		04/12/2025 : 11:21
Patient would not have been able to receive any treatment as readmitted. Appointment was then made.

09/12 RP - Email received from tracker on 25/11 noting - Hi please see the referral below, ive been informed by TGH that they did not send it to your team. thanks - Referrals team added this on 27/11/25 (RP will query why this wasn't added on as received 25/11 with the team). Emails attached - performance/tracking team to investigate delay .		the tracker is aware to check the email recipiants.    this was human error on this occasion		Corporate

		I18939		19002		10/24/25		12:00		12/4/25		-Referral following MDT to medical oncology was not on internal portal. 
-GP had followed up for patient to be seen urgently yesterday 3/12/25. 
-When queried with medical oncology team they have advised no referral was on therefore not triaged. 
-Referral has now been added and appointment booked within 24 hours of identification.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Rejected		No Harm						Queried appointment with relevant team, referral uploaded and patient has been booked.				Network Services

		I19241		19304		10/27/25		00:00		12/15/25		37 DPYD reports reissued from Liverpool GLH. There was no change to results so no clinical impact, however for these reports Liverpool used an old version of the report template in error which stated that patients had been tested for 4 variants, when in actual fact they had been tested for 5.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		Thirkettle,  Sally		Incident being managed locally		No Harm						New reports uploaded to CWP and comment added against results record to see new report. 
No further action required
No clinical impact				Christie Pathology Partnership

		I19434		19497		10/29/25		16:00		12/19/25		INCIDENT REPORTED BY MACCLESFIELD  HOSPITAL: 
Chemo take down.  
Lumen was fixed solid and could not unfasten to flush the line.  Portacath taken away, still attached to chemo pump, 
resulting in omission of Posiflush line flush. 
Once Portacath taken down realised there was no way of administering the flush.		Annotation from hotline call from DN indicates that the DN 'forgot to flush the line' before removing the gripper needle. 
Patient attended for treatment at Macclesfield as planned with no evident complication from omission of line flush upon removal of previous gripper needle/chemo pump.		The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Equipment incident		Medical		Failure of device/equipment		Jones,  Gemma		Finally approved		Moderate Harm		No harm		12/29/25		"Dressing applied to the site. Following morning contacted the CHAW co-ordinator to inform them of the error. 
Called the Christie Hotline at Didsbury for advice, who advised me to contact the Christie at Macclesfield, where I was hoping that the patient would be able to go along for temporary Porthacath needle and line flush to keep the line cleared.
Unable to speak to anyone at The Christie Macclesfield until 3pm, by which time they advised to go to main site Christie at Didsbury as they would be closing soon.  
Unable to contact the patient on the numbers supplied until 5pm, explaining the situation to the patient and offering profuse apologies."				Network Services

		I19307		19370		10/30/25		08:30		12/16/25		We maintain Level A QA data for ionising radiation equipment across the region.
Whilst troubleshooting some code on our database, I accidentally deleted the Level A QA data record for one piece of equipment owned by Northern Care Alliance NHS Foundation Trust.
This was raised by a local radiographer and together we identified the issue on 16/12/2025.
This is a breech of data retention guidelines.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Lost or stolen paperwork		Mairs,  William		Finally approved		No Harm		No harm		12/30/25		New record established to allow data to allow Level QA data to be recorded for this asset again. Customer re-assured that no harm has been caused due to this error and that no further action is needed from them.
I discussed with our Technical Services Manager who provided further guidance and reassurance on how to manage the equipment going forwards.				Network Services

		I19239		19302		10/31/25		00:00		12/15/25		Incident identified 12/12/2025
Two reports for plasma mets results taken as part of an AVS procedure were received from Wythenshawe, the first on the 12th Nov, the second on the 21st, both with the sample Christie sample access number on them. The first sample report received had the Christie sample number of the right adrenal vein sample, but was actually the peripheral sample and results were therefore entered into the incorrect request.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						It was only when the second report was received with the same Christie lab number but with significantly different results that the error was identified. 
Wythenshawe contacted and amended reports issued
Consultant phoned by Clinical Biochemist and issue explained. 
Root cause is that Wythenshawe booked samples in manually rather than accepting on NPEx which is standard process.				Christie Pathology Partnership

		I19503		19566		10/31/25		15:00		12/22/25		TSRT9/level 5/ 13OO/CF1c/SB13hh/ MD13jj

Treatment summary/outcome completed for fractionated treatment, secretary noted that previous single fraction radiotherapy treatment delivered prior had not had a radiotherapy treatment summary or end of treatment letter.
Band 7s informed.		all information now loaded		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13OO Completion of treatment exposure end of process checks		Davies,  Julie		Finally approved		No Harm		No harm		12/30/25		On investigation; treatment QCLs had not been appended for the single fraction treatment, treatment assessment had not been completed.
QCLs added and completed, treatment assessment completed.
treatment summaries uploaded in cwp		staff must append QCL lists		Network Services

		I18884		18947		10/31/25		14:00		12/3/25		There was a significant leak in the ceiling of the viewing room which was discovered shortly before a family were due to arrive to the bereavement suite to view their loved one. This put the viewing rom out of use and the family arrived before we had the opportunity to get in contact with them. The family had travelled over 30 miles to come for their appointment and said they wouldnt have the opportunity again.		The calorifier was emptied of all water and isolated from the water system.
The plant room was cleaned up and all excess water was removed to allow the area to dry off
Estates team completed the rectifications to the viewing room - new ceiling tiles and light fittings
Estates team have contacted our mechanical infrastructure external contractors for a quote to replace the existing faulty system with a new efficient water system this is currently been designed and we hope to have the work in underway by the end of January.
Estates are also planning the re-tanking of the plantroom floor and for a water bund to be installed with leak detection connected to our BMS system to alert if a similar event was to occur.		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Bereavement suite				Incident affecting Members of the public/visitors		No Harm		Equipment incident		Non-medical		Lack/ unavailability of equipment/device		Elliott,  Simon		Finally approved		No Harm		No harm		12/30/25		Estate's were called and the leak was mopped up with signs put out. The family we're willing to wait and therefore did so in the family room where the leak had not disrupted. Estate's came quickly to temporarily sort the leak and replace the ceiling tiles. The viewing was able to go ahead after this.				Capital, Estates and Facilities

		I19557		19620		11/5/25		12:00		12/24/25		Lab number 5119405614, 5119405539, 5119405568, 5119405827, 5119405927, 5119405648.  Multiple samples for Gut hormones picked up by courier on 05.11.25 but not delivered until 10.11.25 resulting in all samples received at destination - THAWED and therefore unsuitable for processing.		We have changed courier service to City Sprint who have an online portal and tracking system, therefore this will prevent re-occurrence,		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Finally approved		No Harm		No harm		12/31/25		Error logged, Duty Biochemist informed, comment put on patients records in synergy and Datix submitted against courier		Alternative courier sourced for more accessible tracking of samples being referred to other laboratories.		Christie Pathology Partnership

		I18958		19021		11/6/25		12:40		12/5/25		Concessionary release form signed as patient sample was not signed and therefore did not meet transfusion requirements. Patient difficult to bleed and staff were unable to repeat the sample.
Two units of blood transfused.		For monitoring purpose. All severe transfusion incident will be discussed with the transfusion team. 

11/12/2025 - Transfusion Practitioner - discussed issue with medical and nursing staff at the time of the incident, who fully understood the implications of signing the concessionary release form.		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Delay		Concessionary release		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/8/25		Clinical team and Hematologist asked to sign concessionary release to take responsibility of the consequences of accepting samples outside the guidelines.				Network Services

		I19514		19577		11/8/25		12:00		12/23/25		Chemo was prescribed, screened and given outside of protocol, as patient had abnormal LFTs. 
No documentation that this was queried at any point. 
Also received cycle 2 outside of protocol.
LFTs noted pre C3 and a dose reduction applied. 
LFTs have now worsened and patient needs further assessment and discussion.

24/12/25 - Dose was prescribed by medic based on bloods taken on 24/10/25 which were worse than bloods taken on 7/11/25. Dose should have been reduced at this point.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Other		Protano-Byrne,  Jordan		Incident being managed locally		No Harm						Patient arranged to come to clinic to discuss.				Network Services

		I18863		18926		11/9/25		08:00		12/3/25		Order Comms Request no- 9410871. Virology blood sample sent in the same bag as Biochemistry samples (please note- Virology samples should be sent in a separate red bag as they are sent to MRI). Label barcode was also only partially printed and could not be scanned to be booked in.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Incident being managed locally		No Harm						Samples separated and barcodes reprinted, Virology blood sample put into correct bag and sent to MRI.				Network Services

		I18860		18923		11/9/25		08:00		12/3/25		Order Comm request no- 9411006. Separate request number sent for magnesium but no sample sent. 1 x brown top sample sent in same bag with Christie profile request (9411007).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Missing		Paterson,  Ruth		Finally approved		No Harm		No harm		12/3/25		Magnesium request (9411006) rejected on Synergy and added onto onto Christie Profile sample (9411006) and processed.				Clinical Support and Specialist Surgery (CSSS)

		I18853		18916		11/9/25		08:00		12/3/25		Ordercoms req no 9409735.  Blood culture bottles in red virology bag with blood culture request  returned from Salford as test in wrong bag. Please note microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI,  Biochem/haem samples go in the clear bag and are processed here)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		12/3/25		Sample dated 07.11.25 - returned from Salford on 09.11.25.  Added comment on Synergy and samples rejected as too old to be processed.				Clinical Support and Specialist Surgery (CSSS)

		I18866		18929		11/10/25		08:00		12/3/25		Order Comms no- 9377996. Two 24hr urine samples sent on 8-9th November and 9-10th November  with the same request label. The request labels also stated the date 9/10/2025 (please note- each sample requires a unique request barcode with the date of collection of the sample).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 12- TCPC						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						New request created for one sample and date/ time changed for second.				Network Services

		I18789		18852		11/11/25		08:10		12/1/25		Case reviewed in PTS on 11/11/2025 where opinion was that disease recurrence was localised to rectal stump and MDT advised patient should have surgery at local hospital. Case rediscussed at PTS MDT on 25/11/2025 as patient undergone laparoscopy and attempted resection, however extensive peritoneal disease encountered. On review on CT from 4/10/2025 and PET-CT 29/10/2025, multi-focal peritoneal disease was evident and does not appear to have been appreciated by the MDT on 11/11/2025.		peritoneal team reviewing their own mdt processes to include all specialities recording mdt discussions		The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Surgery / Colorectal Surgery		Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure within a team		Cox,  Margaret		Learning response required		Severe Harm		Moderate harm		12/11/25		Disparity in MDT outcomes documented on MDT annotation and decision to report this incident made. Duty of candour to be followed and disparity to be explained to patient by the medical oncology team. Offer to be made to the patient for a discussion with surgical team at The Christie to explain MDT outcome.		Mdt processes that all specialities report mdt discussions		Network Services

		I18870		18933		11/11/25		08:00		12/3/25		Order Comm No- 9413935. Biochemistry Urine Osmality sample sent in a blue Microbiology bag, sample was sent to Salford then returned (please note Biochemistry samples should be sent in a clear bag as they are processed in house and Microbiology samples should be sent in a blue bag as they are sent to Salford).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/3/25		When sample was returned from Salford the following day it was processed by biochemistry.				Clinical Support and Specialist Surgery (CSSS)

		I18869		18932		11/12/25		08:00		12/3/25		Order Comm No- 9414963. Microbiology sample sent in Biochemistry bag, (please note Microbiology samples should be sent in a blue bag as they are sent to Salford and Virology should be in a red bag as they are sent to MRI).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 12- TCPC						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Sample sent to Microbiology for processing.				Network Services

		I18868		18931		11/12/25		08:00		12/3/25		Order Comms No- 9414607. Microbiology sample sent in Biochemistry bag, (please note Microbiology samples should be sent in a blue bag as they are sent to Salford and Virology should be in a red bag as they are sent to MRI).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		12/3/25		Sample sent to Microbiology to be processed.				Clinical Support and Specialist Surgery (CSSS)

		I18909		18972		11/12/25		16:00		12/3/25		Patient was on apixaban for AF, this was stopped in September due to PV bleeding. Pt came for brachytherapy treatment under anaesthetic (guideline states to stop apixaban for 48h before procedure).Patient did not restart apixaban throughout brachytherapy treatment. Brachy patients are not medically clerked (medical admission). Patient completed brachytherapy treatment and discharged home. H/O of AF on apixaban was picked up by anaesthetist who informed the team to restart apixaban.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Omitted medicine/ingredient (at least one dose missed)		Cox,  Margaret		Finally approved		No Harm		No harm		12/15/25		Anaesthetist informed oncology team to restart the patient on apixaban. That was put on the discharge summary. The h/o of the patient being on apixaban was not noticed earlier as the patient was not clerked when admitted to hospital.				Clinical Support and Specialist Surgery (CSSS)

		I18871		18934		11/14/25		08:00		12/3/25		Order Comm No- 9416805. Fluid Electrolyte Biochemistry sample sent in a blue microbiology bag (please note Biochemistry samples should be sent in a clear bag as they are processed in house and Microbiology samples should be sent in a blue bag as they are sent to Salford).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		12/3/25		Error was noticed before sample was sent to Salford and processed by Biochemistry.				Clinical Support and Specialist Surgery (CSSS)

		I18872		18935		11/14/25		08:00		12/3/25		Order Comm No- 9416796. Fluid Electrolyte Biochemistry sample sent in a blue microbiology bag (please note Biochemistry samples should be sent in a clear bag as they are processed in house and Microbiology samples should be sent in a blue bag as they are sent to Salford).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		12/3/25		Error noticed before sample was sent to Salford and processed by Biochemistry.				Clinical Support and Specialist Surgery (CSSS)

		I18873		18936		11/14/25		08:00		12/3/25		Order Comm No- 9416793. Fluid Electrolyte Biochemistry sample sent in a blue microbiology bag (please note Biochemistry samples should be sent in a clear bag as they are processed in house and Microbiology samples should be sent in a blue bag as they are sent to Salford).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		12/3/25		Error noticed before sample was sent to Salford and processed by Biochemistry				Clinical Support and Specialist Surgery (CSSS)

		I19440		19503		11/15/25		16:00		12/19/25		INCIDENT LOGGED BACK BLACKPOOL HOSPITAL - 2 INCIDENTS RELATING TO CONTACTING LABS Patient had a MTX level sent to The Christies Hospital at 10am.
Staff tried calling for the results numerous times throughout the afternoon but nobody was answering the phone.
This happens frequently and uses up a nurses valuable time.				The Christie NHS Foundation Trust / Christie Pathology Partnership						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Seals,  Deborah		Incident being managed locally		No Harm						AS ABOVE				Christie Pathology Partnership

		I18959		19022		11/16/25		08:00		12/5/25		Code WSB
 Ordercoms number 9418546 Blood culture bottles in biochem bag. (Please not microbiology samples go in the blue bags and are sent to Salford.  Virology samples go in the red bag and are sent to MRI. Biochem/haem samples go in the clear bag and are processed here.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		12/5/25		Error logged, booked in and samples sent to Salford with a delay due to them being put in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I18962		19025		11/17/25		08:00		12/5/25		CODE WSB  Ordercoms number 9419246 Ext3250 
Coag sample received in microbiology bag (Please note microbiology samples go in the blue bags and are sent to Salford.  Virology samples go in the red bag and are sent to MRI. Biochem/haem samples go in the clear bag and are processed here.)				The Christie NHS Foundation Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample past to the correct department (Haematology) for processing.  This sample was delay due to it being in the microbiology pile as it was in the wrong bag.

		I18960		19023		11/17/25		08:00		12/5/25		CODE ITR.  Ordercoms number 9418960. Extension 1556.  Troponin I requested on a coag sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		12/5/25		Error logged, booked in with a comment in synergy explaining why sample rejected				Clinical Support and Specialist Surgery (CSSS)

		I18961		19024		11/17/25		08:00		12/5/25		CODE WSB 
 Ordercoms number 9418886 Ext 3925
Virology sample in with Biochem samples . (Please note microbiology samples go in the blue bags and are sent to Salford.  Virology samples go in the red bag and are sent to MRI. Biochem/haem samples go in the clear bag and are processed here.)		Thank you for reporting this incident
For monitoring. Ordercom task and finish group has been established in the trust and key improvement actions will be developed from learning.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/8/25		Error logged, booked in and sample sent to MRI with delay as it had been put in the biochemistry pile due to it being in the wrong bag.				Network Services

		I18963		19026		11/17/25		11:00		12/5/25		Code WSB   Ext 1197
Ordercoms numbers 9419372 & 9419375.  Microbiology sample put in virology bag and virology sample put in microbiology bag.   (Please note microbiology samples go in the blue bags and are sent to Salford.  Virology samples go in the red bag and are sent to MRI. Biochem/haem samples go in the clear bag and are processed here.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		12/5/25		Error logged, booked in and samples put into new bag and then sent to the relevant hospitals with a delay due to them being in the wrong bag and staff having to de-bag and re-bag them.				Clinical Support and Specialist Surgery (CSSS)

		I18964		19027		11/17/25		12:00		12/5/25		Code WSB Ext number Alertive Ordercoms number 9419301  Virology samples received in Microbiology bag.  (Please note microbiology samples go in the blue bags and are sent to Salford.  Virology samples go in the red bag and are sent to MRI. Biochem/haem samples go in the clear bag and are processed here.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		12/5/25		Error logged, booked in and samples sent to MRI with a delay as they were in the microbiology pile due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I18965		19028		11/17/25		12:00		12/5/25		Code WSB
Ordercoms number 9419446 
Ext 7233 & 7234 Multiple samples including virology in biochem bag.  (Please note microbiology samples go in the blue bags and are sent to Salford.  Virology samples go in the red bag and are sent to MRI. Biochem/haem samples go in the clear bag and are processed here.)		Thank you for reporting this incident
For monitoring. Ordercom task and finish group has been established in the trust and key improvement actions will be developed from learning.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/8/25		Error logged, booked in, Samples separated and sent to relevant hospital/department.				Network Services

		I19244		19307		11/17/25		10:15		12/15/25		TSRT9 level4, 1300,SB13CC,MD13HH, cf1a,1c
Upon completing the end of treatment checks, I noticed the original prescription had been voided by the consultant. This sometimes happens when the prescription is opened after approval and then it creates a new one which had been left pending.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13OO Completion of treatment exposure end of process checks		Triffitt,  Clare		Finally approved		No Harm		No harm		12/29/25		Informed superintendent radiographer. Clinician informed and asked to approve pending prescription. Datix submitted.				Network Services

		I18899		18962		11/18/25		10:00		12/3/25		INCIDENT REPORTED BY TCPC; Alerted by Christie NHS staff that no delivery took place this morning of CO2 cylinders. This may have impacted on completion of operating list tomorrow. Three robotic procedures scheduled, all of which require CO2 for insufflation.				The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting the organisation		No Harm		Non-clinical incident		Estates		General estates issues		Lowe,  Melanie		Incident being managed locally		No Harm						Contacted Estates. They informed me that they had located two spare cylinders at the Paterson centre and would deliver them to provide adequate CO2 to ensure sufficient supply for theatre 9 tomorrow.				Capital, Estates and Facilities

		I18903		18966		11/18/25		10:00		12/3/25		INCIDNET REPORTED BY TCPC RESPONSE NEEDED BY 31.12.2025:"Patient admitted as an SOS with sepsis
Admission bloods and VBG sent 
There was a delay in blood results so ward team rang lab - initially lab informed nurse that bloods were resulted but delay in uploading to CWP due to IT fault. 
Multiple calls to lab 
Bloods were still not reported to RD attended lab who advised blood sample was never received. "				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Edgington,  James		Incident being managed locally		No Harm						"Escalated to lead RD 
repeat sample sent "				Christie Pathology Partnership

		I18904		18967		11/18/25		10:00		12/3/25		INCIDNET REPORTED BY TCPC RESPONSE NEEDED BY 31.12.2025: Fluid electrolyte test results to assess for post-op intra-abdominal urine leak not reported for over 12 hours. Sent in the afternoon on the day before and were still showing as pending the next morning. Attempted to contact lab several times by phone but no response. Escalated via alertive however no response. Escalated to line manager who then escalated to senior management. Was able to contact lab manager who followed up.				The Christie NHS Foundation Trust / Christie Pathology Partnership						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Edgington,  James		Incident being managed locally		No Harm						Results reviewed by RMO and appropriate medical action taken.				Christie Pathology Partnership

		I18812		18875		11/18/25		12:50		12/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Jackson,  Claire		Finally approved		No Harm		No harm		12/2/25		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.				Clinical Support and Specialist Surgery (CSSS)

		I18900		18963		11/18/25		08:00		12/3/25		INCIDENT REPORTED BY TCPC: Patient was late for first cycle appointment scheduled at 12:30. After contacting the patient he informed us he was contacted by a nurse on Friday to change his appointment to 1500. This was not someone from TCPC. After some investigation, he was contacted by the NHS treatment nurses as his booking form was sent to the NHS.   This led to patient feeling messed around, consultant schedule disrupted and staff staying out of hours to accommodate.		Apologies given to the patient and a discussions took place with other colleagues who have a PP to understand the process better.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Cox,  Margaret		Finally approved		No Harm		No harm		12/15/25		When the patient arrived on the unit apologise were made for miscommunication, treatment was administered. Correct appointments were given for next treatments.		Consultant has learnt that a chemo booking form does not need to be completed for PPs.		Network Services

		I18901		18964		11/18/25		10:00		12/3/25		INCIDENT REPORTED BY TCPC: "Patient stepped down from CCU
Oxycodone PCA, TPN and PRN ketoralac not prescribed on EPMA. Oxycodone PCA in use, paper chart was complete. "		Lesson learned from the incident will be shared with the CCU team		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Medication incident		Prescribing		Record - no record/not recorded		Seth,  Rajan		Finally approved		No Harm		No harm		12/30/25		"Clerking doctor prescribed TPN and PCA 
Pain team attended ward to review due to patient being in pain and advised patient was having PRN ketoralac on CCU with a further 24hrs PRN before stopping, RD prescribed "		To remain vigilant while transferring medication from Metavision to EPMA.		Clinical Support and Specialist Surgery (CSSS)

		I18937		19000		11/18/25		18:05		12/4/25		TSRT9 Level 5 13z
Confirmation 2d image pair has not been acquired by operators when verifying the MID isocentre. 18/11/25.  Logs and  cache reviewed by Varian and physics, indicate no evidence of missing image.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						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)		Kirk,  David		Finally approved		No Harm		No harm		12/16/25		Datix completed				Network Services

		I19068		19131		11/18/25		12:40		12/9/25		INCIDENT REPORTED BY MFT: During transfer to Christie Hospital for Proton Beam therapy the big elevators were out of service and there was difficulty in moving the patient back into the Ambulance. The therapy was completed uneventful and one of the lifts were out of service while moving up but both lifts were out of service after therapy.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre		The Christie NHS Foundation Trust / Capital, Estates and Facilities				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Hawkes,  Iain		Finally approved		No Harm		No harm		12/10/25		May we please ask for some feedback regarding this incident.				Network Services

		I18966		19029		11/19/25		07:00		12/5/25		Code DBN
Ext 7538
Ordercoms number 9421069, 9421071, 9421066, 9421068 - Duplicate numbers used from samples dated from 18.11.25				The Christie NHS Foundation Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged and ward informed.  Spoke to David and he said to discard samples and they will re-bleed.

		I18813		18876		11/19/25		09:08		12/2/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Thank you for reporting this incident
For monitoring purpose. All severe transfusion incident will be discussed with the transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/8/25		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.				Network Services

		I18820		18883		11/19/25		17:51		12/2/25		Transfusion Practitioner - Patient received 1 x unit of platelets and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. 
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		12/2/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 443 352 W				Network Services

		I19419		19482		11/19/25		14:30		12/18/25		My colleague and I were testing a CT scanner at Salford Royal Hospital. 
We were handling bulky Perspex phantoms which required a smaller section to be inserted in to a larger one. The sections became stuck so I turned them around to see if gravity would help. My colleague was supporting the blocks from underneath with their hands. I banged the Perspex down to see if the sections would align, causing a section to impact one of my colleague's hands.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics)						Incident affecting Staff		Harm		Equipment incident		Non-medical		Injury caused by non-medical equipment		Mairs,  William		Finally approved		Low Harm		Low harm		12/30/25		My colleague removed their hand from the area immediately. We assessed the injury. A bit of swelling and bruising came up with some pain but it was manageable at the time so they decided to continue with the work. Colleague was to monitor the hand during the afternoon/evening and seek medical advice if it felt worse.				Network Services

		I19422		19485		11/19/25		11:30		12/18/25		My colleague and I were testing a CT scanner at Salford Royal Hospital. We were measuring radiation leakage around the scanner gantry and had finished a measurement and I left the control room to reposition the dosemeter. A software glitch meant that the monitor screen had a dark bar obscuring a preprogramed scan protocol so my colleague could not delete it. I realised an exposure was happening and that my colleague was gesturing at me. I ran back to the control room.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics)						Incident affecting Staff		Harm		Non-clinical incident		Training needs		Lack of availability of training		Mairs,  William		Finally approved		Low Harm		No harm		12/30/25		We assessed what had happened. No injury had occurred other than possible exposure to radiation.				Network Services

		I18967		19030		11/19/25		08:00		12/5/25		Code ILS and WST
Extension - Alertive
Ordercoms number 9421556 & 9421555.  FBC label put on Serum sample and Biochem Serum label put on the EDTA (FBC) bottle. Therefore samples rejected				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/5/25		Error logged, booked in on synergy explaining why samples rejected				Clinical Support and Specialist Surgery (CSSS)

		I19236		19299		11/19/25		15:00		12/15/25		TSRT9
Paed CSI (Phase 1)
Higher than intended CBCT preset utilised #6 and #14
Image doc stated Thorax Low Dose to be used but Thorax Full Dose utilised on both occasions
Additional concomitant exposure proforma by practitioner covers dose however preset had been dropped after review by superintendent
Operator error in not following instructions on image review doc to amend mAs online				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						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		12/19/25		Incidental finding
D/w treating operators who do not recall reason for this being done or input from B7 at the time				Network Services

		I18934		18997		11/20/25		10:50		12/4/25		TSRT9 4H/ CF  1C/ MD 10n /SB 10l

Pacemaker not on radiotherapy booking form
Identified at RTP scan				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Incident being managed locally		No Harm						Cardiac triage team alerted
Pacemaker information requested and received prior to patients treatment (scheduled 2 days after RTP)
Post radiotherapy pacemaker check organised				Network Services

		I19435		19498		11/20/25		10:00		12/19/25		INCIDENT REPORTED BY EAST CHESHIRE: Attended to remove chemotherapy pump and flush Port-a-cath. 
Unable to disconnect pump from line despite multiple attempts and colleagues attending to assist. 
Attach far too tightly, Christies to be made aware.		Discussion held with all staff around tightening line to pump.		The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Aremia,  Laura		Finally approved		No Harm		No harm		12/23/25		"Contacted colleague for support, unable to resolve issue. 
Contacted The Christie at Macclesfield to inform patient will have to attend today, advised to attend after 3pm. 
Colleague has had the same issues twice also, where connection has been too tight and unable to disconnect. 
Christies to be made aware of issue please."				Network Services

		I19441		19504		11/20/25		17:40		12/19/25		20/11/25 14:14 Husband called hotline. Pembro c6 30/10/25. Reports patient is unwell 2/52
Fatigue grade 4, SOB grade 4, nausea grade 2 and anorexia grade 2 and loose stools grade 1
20/11/25: 14:28 Bed request submitted as priority 1.
17:40 Call from husband to say patient is deteriorating. 999 ambulance called.
17:55 Husband informed ambulance arranged and husband informed hotline patient is now unresponsive . Ambulance escalated. 
18:10 Bed managers informed space ready. 
Hotline contact husband and Paramedics inform hotline they are diverting to MRI as patient  peri-arrest
Pt died 21/11/25				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Harm		Clinical Event		Deteriorating Patient		Inappropriate escalation		Mcgough,  Sophia		Learning response required		Death						Bed requested for patient following hotline assessment. 
Ambulance arranged for patient following information from husband that patient had deteriorated.				Clinical Support and Specialist Surgery (CSSS)

		I19698		19761		11/20/25		10:00		12/31/25		INCIDENT REPORTED BY ROYAL STOKE HOSPITAL:  Blood sample taken from patient 10.10.2025 but they send away as a batch. Sent to Christies on 22.10.2025. 
Multiple telephone calls since 31.10.2025 chasing patient's blood results from The Christies.				The Christie NHS Foundation Trust / Christie Pathology Partnership / CPP- Division wide						Incident affecting the organisation		No Harm		Clinical incident		Lab investigation		Delay/ failure				Incident awaiting allocation		No Harm						Initially informed that their analyser was broken beyond repair and they were setting up a new machine / new assay. 
Plan for patient to be prioritised and results to be available by the end of the day on 18.11.25. 
Telephoned today to chase, informed that there is an unexpected problem with the new analyser / assay. 
An engineer is due out today to diagnose the problem and if it's fixable. 
Highlighted that patient is waiting for these results in preparation for her cancer surgery.				Christie Pathology Partnership

		I18815		18878		11/20/25		18:31		12/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Thank you for reporting this incident
For monitoring purpose. All severe transfusion incident will be discussed with the transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/8/25		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.				Network Services

		I18969		19032		11/20/25		08:00		12/5/25		Code WSB
Ordercoms number 9422652 
Ext 1197
Virology sample in biochem bag with biochem samples.   (Please note microbiology samples go in the blue bags and are sent to Salford.  Virology samples go in the red bag and are sent to MRI. Biochem/haem samples go in the clear bag and are processed here.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		12/5/25		Error logged, booked in, samples separated and sent to relevant department/hospital.				Clinical Support and Specialist Surgery (CSSS)

		I19520		19583		11/22/25		17:18		12/23/25		Incorrect date 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)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bushell,  Lyn		Finally approved		No Harm		No harm		12/24/25		Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I18971		19034		11/22/25		08:00		12/5/25		Code WSB
Ext 3250
Ordercoms numbers 9425129, 9425130, 9425131, 9425132 - Haematology and biochem samples in microbiology bag.  (Please note microbiology samples go in the blue bags and are sent to Salford.  Virology samples go in the red bag and are sent to MRI. Biochem/haem samples go in the clear bag and are processed here.)				The Christie NHS Foundation Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and samples processed here with a delay as they were put in the wrong pile due to being in the wrong bag.  These samples could have ended up at Salford Microbiology.

		I18801		18864		11/22/25		08:00		12/1/25		Datix done for audit and monitoring purposes.
Delay in chest drain management over the weekend.
There was a chest Xray requested for "next day" but the radiographer on-call was not informed about the Xray so didn't pick up the request (on call needs alertive for any out of hours requests).
Drain eventually "fell out" so could have been in situ much longer.		Discussion with clinical director 
weekly resident doctor education session 
Improved communication between teams with differing opinions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Downey,  Joanne		Finally approved		No Harm		No harm		12/10/25		.		Discussion with clinical director 
weekly resident doctor education session s
Improved communication between teams with differing opinions		Clinical Support and Specialist Surgery (CSSS)

		I18972		19035		11/22/25		12:00		12/5/25		Code WST
Ext 7151
Ordercoms number 9425189 EDTA (FBC) test requested but a blood culture bottle received, and sample rejected				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		12/5/25		Error logged, booked in with a comment in synergy explaining why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I18829		18892		11/23/25		12:00		12/2/25		Medication posted to patient via Royal Mail 23/11/25 3 x cycles 
Patient did not receive medication - contacted pharmacy to ask for tracking number
Pharmacy provided tracking number  AS236148406GB - does not work on website (unable to track whereabouts of parcel)
Around £12,000 NHS list price medication 

PostedMeds (added to enable identification of similar incidents)		Royal Mail phone number emailed to TCP and pharmacy homecare team, to assist in postal queries, with ask to phone this number if the tracking information is not sufficient in locating a delivery. 

Principal Pharmacist for Medicines Optimisation has emailed the manager for the Post Room to seek out a Royal Mail contact to discuss the service and understand the current SLA the Trust holds with Royal Mail. 

Patient informed of the location of medication and their need to collect it from the local delivery office. 

Royal Mail customer services informed of recipient presence in the address at the time of failed delivery, as well as the absence of a red card being left.		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Wyatt,  Rosalind		Finally approved		No Harm		No harm		12/11/25		Further cycle of medication prescribed in the interim to ensure patient does not run out		The phone number for Royal Mail customers services should be shared with TCP and the pharmacy homecare team to support tracking of medicines where the website is not providing sufficient information. Phone number is 03457740740.

Royal Mail informed of no red card being left for the patient and failed deliveries occurred when recipient was at the address, they will kindly feedback to the relevant teams. Royal Mail also informed of the error in tracking information and will escalate this to their digital team. 

As the Post Room were unable to give a contact number for Royal Mail, the SLA with Royal Mail needs to be reviewed by Pharmacy for understanding of the agreement and to see if any contact details are provided in the document. Improved relationship and understanding of Post Room processes.		Network Services

		I18830		18893		11/23/25		12:00		12/2/25		Medication posted to patient via Royal Mail 23/11/25 3 x cycles 
Patient did not receive medication - contacted pharmacy to ask for tracking number
Pharmacy provided tracking number  AS236148406GB - does not work on website (unable to track whereabouts of parcel)
Around £12,000 NHS list price medication 

PostedMeds (added to enable identification of similar incidents)		See Incident Review Record 18829 (DCIQ no 18892) - Incident entered twice into Datix. investigation and review documented on other record		The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		12/9/25		Further cycle of medication prescribed in the interim to ensure patient does not run out		See Incident Review Record 18829 (DCIQ no 18892) - Incident entered twice into Datix. investigation and review documented on other record		Network Services

		I18973		19036		11/23/25		08:00		12/5/25		Code WST & DBN
Ext 3925
Ordercoms number 9418347 - Urine sample received but the label says MRSA and the label had been issued on the 16.11.25		For monitoring. Ordercom task and finish group has been established in the trust and key improvement actions will be developed from learning.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/8/25		Error logged, booked in under a manual number 2681488 on synergy explaining why sample had been rejected.				Network Services

		I18975		19038		11/23/25		08:00		12/5/25		Code MAL
Extension 3770
Ordercoms numbers 9425866 & 9425870.  Two labels on one sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/5/25		Error logged, booked in and added the Troponin I to lab number 866 with a comment put on lab number 870				Clinical Support and Specialist Surgery (CSSS)

		I18976		19039		11/23/25		12:00		12/5/25		Code DBN
Ext 1197
Ordercoms number 9425088 - Urine sample received with a lable that had been used the previous day.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		12/5/25		Error logged, tried to phone the ward but no answer so sent sample to Salford in the hope that they will process it using one of their lab numbers.				Clinical Support and Specialist Surgery (CSSS)

		I19052		19115		11/23/25		12:00		12/9/25		CODE STC - Ordercoms number 9425865 Ext 3860 .  Fluid type not stated on sample.  Tried to phone and still no answer after 1hr 30mins of trying.		to speak with individual nurse relating to this error
participant of Ordercomms task and finish group		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Harris,  Andy		Finally approved		No Harm		No harm		12/10/25		Error logged, tried to ring the ward for 1hr 30mins but no answere so handed the sample over to the evening BMS.				Clinical Support and Specialist Surgery (CSSS)

		I18955		19018		11/24/25		20:00		12/5/25		TSRT9 Patient plan amended to include left neck nodes, consent form did not have left neck nodes ticked, patient booked on Monday at 8am. Called patient (late in day due to time of discovery of issue) to ask patient to attend at 10am to ensure someone present to reconsent patient.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4J Consent process and documentation		Abutaleb,  Mohamedkhalid		Incident being managed locally		No Harm						Call made to patient, apologies provided for calling at 8pm and for the 2 hour delay in #1 appointment time.
Emailed clinical team to arrange reconsent.
Note added to patient's appt.
Patient reconsented and began treatment.				Network Services

		I19070		19133		11/24/25		08:00		12/9/25		Code MAL  Ext 
 Ordercoms number 9426367 & 9426365 Two labels on one serum sample. 
Ext 3250				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in - profile added to 9426365 and comment put in synergy on 9426367.				External Other Trust

		I18791		18854		11/24/25		12:00		12/1/25		Patient rescanned due to concerns regarding putty + perspex used to immobilise treatment site and their relative effect on the dosimetry of the plan (electron scatter effect increasing severity of skin reaction on palm). Patient replan initiated #19/30. At time of writing DATIX, still awaiting update from dosimetry review, and have therefore put "no harm" as severity for questions below.		Patient rescanned due to concerns regarding putty + perspex used to immobilise treatment site and their relative effect on the dosimetry of the plan (electron scatter effect increasing severity of skin reaction on palm). Patient replan initiated #19/30.  Expected radiation induced reaction. Replanned without putty as agreed with the consultantto reduce any further skin reactions. Less stable immobilsation accepted as dose intended is covering treatment area for remainder of treatment fractions.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Hudson,  Scott		Finally approved		No Harm		No harm		12/28/25		Given patient relevant advice for management of their skin reaction (RTOG 1/2a at time of replan instigated). Patient notified as to reasons for replan (rescanning without putty+perspex under palm).				Network Services

		I19059		19122		11/24/25		17:17		12/9/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		For monitoring. All severe incidents will be discussed and investigated with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		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.				Network Services

		I19072		19135		11/24/25		08:00		12/9/25		Code DBN Ordercoms number 9426551 New number 2681728. Ext7289  Insufficient sample received - patient rebled but the same ordercoms number was used for the new sample				The Christie NHS Foundation Trust / Network Services / Proton Beam Centre 3rd Floor						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Pask,  Elizabeth		Finally approved		No Harm		No harm		12/17/25		Error logged, new sample booked in under manual number 2681728 and processed according to laboratory protocol		Staff informed new order comms number needed for new sample		Network Services

		I19099		19162		11/24/25		11:00		12/10/25		Code WSB
 Ordercoms number 9427008 
Ext number 3770  Microbiology sample (Blood cultures) received in biochemistry bag).  (Please note microbiology samples go in the blue bags and are sent to Salford, Virology samples go in the red bag and go to MRI and Biochem/haem samples go in the clear bags and are processed here.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/10/25		Error logged, booked in and sample sent to Salford with a delay due to samples being put in biochem pile as they were in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I19100		19163		11/24/25		13:00		12/10/25		Code WSB  
Ordercoms number 9427292 
Ext 2154
Respiratory (sputum) sample for microbiology sent in red virology bag.  (Please note microbiology samples go in the blue bags and are sent to Salford, Virology samples go in the red bag and go to MRI and Biochem/haem samples go in the clear bags and are processed here.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		12/10/25		Error logged, booked in and sample sent to Salford with a delay as sample had been put in virology pile due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I19260		19323		11/24/25		08:00		12/15/25		Code WSB
Ext: 1197
Ordercomms # (511)9427528
Microbiology sample received in Virology bag
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		12/15/25		Sample returned from Virology MRI to the Christie laboratory 26/11/2025, and forwarded on to Salford Microbiology. Estimated 48 hour delay.				Clinical Support and Specialist Surgery (CSSS)

		I19540		19603		11/25/25		12:00		12/23/25		I received a message from Christie at Home nurses on 25/11 to say that 2 Denosumab injections which had been delivered to the patient's home the day before had accidentally been left out of the fridge. The patient's son had removed them from the fridge in the middle of the night when he was getting a snack, then forgot to return them. The patient had returned them to the fridge in the morning when she found them on the side and she then contacted the nurses to check if they could still be used.		See above for lessons learned and actions currently underway		The Christie NHS Foundation Trust / Network Services / Pharmacy						Incident affecting Patient		No Harm		Medication incident		Storage		Items incorrectly stored at room temp		Wyatt,  Rosalind		Finally approved		No Harm		No harm		1/5/26		I looked on a fridge stability website to see if the syringes could still be used. I couldn't find an answer, so I alerted our homecare pharmacist to the query. I contacted the injection manufacturer to clarify if the injections could still be used if they were returned to the fridge following the temperature excursion and, if so, how this would affect the injections' expiry. I contacted the patient's team to request for 2 replacement Denosumab doses to be prescribed. I arranged for these to be sent out on the day administration would be due. Unfortunately when the treating nurse arrived, she found that these had also been left out of the fridge. She administered the dose required for that day. I agreed with our pharmacist to only send 1 cycle out at a time in future for this patient. I emailed the patient's team to request for another replacement dose to be prescribed for the patient for use next cycle. Our pharmacist contacted the Christie at Home nurses to request more information around this incident.		1. Christie@Home nurses could benefit from having a quick reference guide on what to do if a patient informs them that a medication has been out of the fridge. This should include certain questions in order to provide the pharmacy homecare team with the full information required to assist in review. Once developed Christie@Home nurses to read the guide to support learning. This guide is to be developed by the lead homecare pharmacist. 

2. Pharmacy homecare team to liaise with Christie@Home regarding any required additional or replacement deliveries made. 

3. Patient advised by lead homecare pharmacist to inform son of storage requirements for denosumab and agreed to receive monthly deliveries.		Network Services

		I19250		19313		11/25/25		08:00		12/15/25		Code WSB
Ext: 7996
Ordercomms # (511)9428753
Virology sample received in microbiology bag
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in, and sample sent to MRI with delay as it was initially placed in Salford Microbiology pile due to incorrect bag.				External Other Trust

		I19251		19314		11/25/25		08:00		12/15/25		Code WSB
Ext: 3481
Ordercomms # (511)9428713
Virology sample received in microbiology bag
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		12/15/25		Error logged, booked in, and sample sent to MRI with delay as it was initially placed in Salford Microbiology pile due to incorrect bag.				Clinical Support and Specialist Surgery (CSSS)

		I19101		19164		11/25/25		08:00		12/10/25		Code WSB
Ordercoms number 9428023
Ext 3924
Virology samples in a biochemistry bag.  (Please note microbiology samples go in the blue bags and are sent to Salford, Virology samples go in the red bag and go to MRI and Biochem/haem samples go in the clear bags and are processed here.)		Ordercoms incidents are now been managed by the Task and Finish group in the Trust. Actions to be developed by the group.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		Error logged, booked in and sample sent to MRI with a delay due to samples being put in Biochem pile as they were in the wrong bag.				Network Services

		I19252		19315		11/26/25		08:00		12/15/25		Code WSB
Ext: 3250
Ordercomms # (511)9429180
Microbiology samples received in Biochem/Haem bag
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in, and sample sent to Salford Microbiology with delay as it was initially placed in Biochem/Haem pile due to incorrect bag.				External Other Trust

		I19257		19320		11/26/25		08:00		12/15/25		Code WSB
Ext: No number, listed as "tcpc 3rd floor"
Ordercomms # (511)9429426
Biochemistry fluid sample received in microbiology bag
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in, and sample processed with delay as it was initially placed in Salford Microbiology pile due to incorrect bag.				External Other Trust

		I19555		19618		11/26/25		08:00		12/24/25		Code WSB
Ext: 7996
OrderComms # (511)9429690
Virology sample received in biochem/haem bag
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in, and sample sent to MRI with delay as it was initially placed in biochemistry pile due to incorrect bag.				External Other Trust

		I18787		18850		11/26/25		13:00		12/1/25		Patient had RTP scan on 26/11, no evidence of contrast reaction when left the department. Was given post contrast information. He came back on 28/11 to tell us he'd had redness over his skin, swelling and a rash. Took anti-histamines but did not ring hotline.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT Sim 2						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Hudson,  Scott		Finally approved		No Harm		No harm		12/2/25		Got the patient reviewed by our radiotherapy review team and deemed safe to go home, safety netted with hotline.				Network Services

		I18831		18894		11/26/25		11:00		12/2/25		Patient needed hCG prior to first treatment, urine sample sent. Called labs to ask how quick urine hcg could be processed & given time frame, however result on CWP later showed 'test unavailable'. Called labs again - unable to get through to biochem multiple times so called path. Told by path that all biochem analysers were down so could not process any blood or urine samples. Called biochem ~30mins later and told that there was no problem with analysers, but now told urine hCG's not accepted				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Edgington,  James		Finally approved		No Harm		No harm		12/18/25		(continued from above due to max character count)
Multiple phone calls with varying information given. Also multiple failed attempts at contacting labs - ringing out. Was not informed until 3rd succesful phone call that urine hCG's are no longer available here. This caused very prolonged delay to patient treatment which could have been avoided by informing on first phone call that the sample would not be accepted. Also asked why there was miscommunication regarding biochem analyzers being down but this is was unclear.

Action - Informed patient that urine sample could not be accepted, apologised for long delay. Blood sample then taken for serum hCG. Called labs to expedite urgent result to ensure no further delay.				Christie Pathology Partnership

		I18824		18887		11/26/25		15:17		12/2/25		Patient received a unit of RBC’s and the end digit of the pack number was documented incorrectly as the letter 'A' instead of the number '4' on the electronic prescription by the receiving nurse. 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						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		12/2/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 768 138 4				Clinical Support and Specialist Surgery (CSSS)

		I18933		18996		11/26/25		13:20		12/4/25		TSRT9
CBCT treatment image 26/11/25 auto-export to Mosiaq failed.  Upon end of treatment checks this was not identified and images were deleted from XVI. Unbale to assess image match for this fraction. Escalated to Superintendent Radiographer, Dose for image added and note added to image.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/8/25		Engineers unable to retrieve. dose and note added to image in mosaiq. Image is associated but not matched. Discussed with treatment staff importance of image write up ideally on the day and any issues with image export to escalate to band 7/engineers at the time. Also reminded the process of End of treatment image check QCL that this should have been picked up before complete deletion from XVI terminal.				Network Services

		I19349		19412		11/26/25		15:23		12/17/25		Patient was due to be booked to clinic to consent to treatment on 10/12/25 however appointment was outcomed but no follow up booked.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Kulesa,  Weronika		Finally approved		Moderate Harm		No harm		12/19/25		Patient attended for pre-treatment bloods but no consent was found.
SACT team contacted doctors to clarify situation.
Doctor emailed secretarial to overbook to clinic in 1 week's time.				Network Services

		I18915		18978		11/26/25		12:00		12/4/25		Date recorded is the date I was informed.
Breach of confidentiality by staff to patients' estranged daughter. The staff is friends with the patient's daughter and know that the patient and his daughter does not talk.
The staff told patient's daughter about patient's diagnosis and treatment. The patient got text messages from his daughter confirming the information that has been passed on her via the staff in question. Patient and his partner are not happy about this.		- Staff member spoken to regarding incident and conversation documented
- Staff member asked to repeat Information Governance Training
- Patient contacted and apologised on behalf of the Trust, advising on actions taken		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Waiting area				The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		Harm		Non-clinical incident		Confidentiality		Verbal disclosure of personal data		Edwards,  Rachael		Finally approved		Moderate Harm		No harm		12/31/25		I informed the staff's line manager.		Confidentiality and Information Governance refresher learning required by staff member.		Network Services

		I19254		19317		11/26/25		08:00		12/15/25		DIL

Samples unlabelled
Ext: 3870
Ordercomms # 9429043 and 9429044
2 Faeces samples for "Faeces Culture and PCR Inc C.Diff" & "Gastroenteritis Virus PCR". Bag label on correctly, but sample container labels were also on bag. Sample containers completely blank.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		12/18/25		Error logged & booked in. Comments added in laboratory system rejecting samples. Samples discarded.				Clinical Support and Specialist Surgery (CSSS)

		I19259		19322		11/26/25		08:00		12/15/25		Code: ICC
Ext: 7962
Ordercomms # (511)9429595
EDTA blood tube received with request of Christie Profile which requires Serum Brown top blood.

(Please note sample type is listed on order comms labels or is available on the Biochemistry User Guide on HIVE)		For monitoring purpose.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/21/25		Sample unable to be processed - rejected in laboratory system with relevant comment in results fields.				Network Services

		I19556		19619		11/27/25		08:00		12/24/25		Code DBN
Ext: 3870
OrderComms # (511)9429043
Request for 'Faeces Culture and PCR Inc C.Diff'; duplicate sample received with same number that had been sent for processing the day prior.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		12/27/25		Error log written in lab. Duplicate sample also sent to Salford Microbiology.				Clinical Support and Specialist Surgery (CSSS)

		I19240		19303		11/27/25		12:15		12/15/25		Patient alleges that £60 was taken from her bag while she was undergoing cannulation. Due to space limitations, her bag and walker were placed outside the cannulation room, as they could not fit inside. She states that she requested the door to remain open; however, it was closed by staff. The patient believes this was when the money was taken, as she remained with her walker at all other times during her CT procedure except for this period.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Security		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Incident affecting Patient		No Harm		Security incident		Property loss/ damage		Personal property stolen		Boulton,  Sean		Incident being managed locally		No Harm						Patient concerns have been listened to and acknowledged. Datix has been logged and patient encouraged to speak with the PALS team.				Capital, Estates and Facilities

		I18845		18908		11/27/25		18:19		12/2/25		TSRT9

For multiple patients, the planned final treatment task was scheduled incorrectly at treatment preparation. 
This were not picked up at post treatment check and impacted breakdown reports/ actions.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		12 Treatment data entry, data preparation process		Kirk,  David		Finally approved		No Harm		No harm		12/8/25		Superintendent radiographer aware. 
Planned final treatment tasks now scheduled correctly in care path.		Referred to AWG		Network Services

		I18818		18881		11/27/25		20:43		12/2/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Thank you for reporting this incident
For monitoring purpose. All severe transfusion incident will be discussed with the transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/8/25		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.				Network Services

		I18793		18856		11/27/25		08:00		12/1/25		The XVI x-ray tube cover on the Suite 6 LINAC had found damaged before the planned service work. Chips were found on the patient moveable step that positioned on A side of the gantry.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Technical Support Group (Engineering)				Incident affecting the organisation		No Harm		Equipment incident		Medical		Damaged equipment		Triffitt,  Clare		Finally approved		No Harm		No harm		12/16/25		Machine was stopped for use and delayed service as repair required. Photos of damage cover had been taken and incident had been reported to management.				Network Services

		I19150		19213		11/27/25		05:45		12/11/25		At end of transfusion, complaints of itchy tingly hands.		Transfusion reaction dealt with as per policy. Reaction resolved following intervention.
Linked to I18683		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		12/11/25		Given paracetamol and chlorphenamine, Dr informed, gone ahead with second bag of platelets with no issues

Specimens and unit sent to lab				Network Services

		I18794		18857		11/28/25		16:00		12/1/25		TSRT9 
Patient scanned without inclusion of all of C SPINE, SCF nodal chain missed therefore not able to be used for planning of 3fld plan however data set can be used for boost planning. One scan originally used for both 3FLD and boost plans scanned on 10 incline however higher incline needed - should have been actioned as per XR3.124, therefore no additional imaging as patients anatomy warranted 2 scans in total but only one performed on day - additional visit for patient. Rescan justified under CL3.31.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10C Localisation of intended volume (including insufficient scan length, incorrect scanning protocol, incorrect laterality)		Sutherland,  Emily		Finally approved		No Harm		No harm		12/16/25		Noted at vsim planning by Superintendent Radiographer, anno'd to justify rescan as per CL3.31, patient informed and apologised for inconvenience - rescan booked around her working pattern. Discussed with scanning radiographers, patient also for chabner bra therefore I think Staff focussed on that rather than scan limits.				Network Services

		I18797		18860		11/28/25		19:00		12/1/25		TSRT9 13Z/ CF 3/ MD13Z / SB 13CC

XVI fault after 390 frames

Additional dose to patient approximately 4.9mGy

Non-reportable				The Christie NHS Foundation Trust						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)		Hollis,  Ian		Finally approved		No Harm		No harm		12/16/25		*Engineer called
*B7 informed
*Engineer investigated
*Repeat acquisition successful

No job apparent in eQuip - see learning - will communicate importance of record keeping to team

		I18786		18849		11/28/25		11:40		12/1/25		TSRT9 13Z D04 SB3i MD13CC CF3a
XVI drop out after 316/346 frames
Additional scan required, approximate additional imaging dose of 5.6mGy
Modality D04		Checked logs - 'Error 49 The generator has lost communications with the remote console'. Removed patient and carried out test scan. Returned to clinical use.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						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		Finally approved		No Harm		No harm		12/15/25		Apologised to patient
Contacted engineers who investigated issue
Contacted treatment band 7, additional image approved
Patient treated elsewhere		Error 49 The generator has lost communications with the remote console		Network Services

		I18819		18882		11/28/25		15:43		12/2/25		Sent a letter on behalf of the Trust to inform local residents and neighbourhood forum members (all who have signed up to receive information from us) about the granting of planning permission for the new pathology laboratory centre.
This was sent not using bcc to the 183 recipients on the email list.
As soon as mistake was realised late on Friday afternoon I resent the email using bcc asking recipients to delete the previous email which was sent in error.		RCA completed
apology due to be issued		The Christie NHS Foundation Trust / Corporate / Corporate Development / Communications						Incident affecting Members of the public/visitors		No Harm		Non-clinical incident		Confidentiality		Failure to use BCC		Barton,  Hayley		Finally approved		No Harm		Low harm		12/10/25		As soon as mistake was realised late on Friday afternoon I resent the email using bcc asking recipients to delete the previous email which was sent in error.
Email sent to the DPO Louise Westcott advising her of the data breach.		Bcc should have been used.		Corporate

		I18852		18915		11/28/25		12:49		12/3/25		No date taken on sample for transfusion. 
Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Dale,  Emma		Finally approved		No Harm		No harm		12/3/25		Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I18880		18943		11/28/25		12:00		12/3/25		tsrt9
Incorrect fractionation for both phases present since previous breakdown BCR 13/11 - not picked up at chart QA's (now fixed via further BCR task) 13/11 breakdown activity also incorrect, prefix not changed to HCAN - still in as CSI				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13 EE Recording of patient attendance		Kirk,  David		Finally approved		No Harm		No harm		12/16/25		Fixed at second breakdown, tasks amended and fractionation corrected. Datix completed				Network Services

		I18924		18987		11/28/25		17:00		12/4/25		Errors in review of correct pathology specimen and resulted in incorrect information being given to patient.
Delays in pathology reporting meant that errors not identified and rectified within a timely fashion.		As per original details. Patient communicated with and correct treatment plan commenced		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 / Christie Pathology Partnership / Pathology / Histopathology				Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure outside of immediate team		Carden,  Jeni		Finally approved		No Harm		No harm		12/29/25		Apology letter sent to patient patient outlining all events and delivering correct information. CLinic appointment made for patient to discuss and agree management plan with correct information.		All clinical staff must quality check the clinical information and assess if the correct sample is being analysed.		Clinical Support and Specialist Surgery (CSSS)

		I19126		19189		11/28/25		12:05		12/10/25		Two Klebsiella BSI HOHA's attributed to Palatine ward in November. Both reviewed by Microbiology sources confirmed as line.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Harm		Infection control		Outbreak- Other		Outbreak - other		Anderson,  Rebecca		Incident being managed locally		Low Harm		Low harm				IPC matron informed. PII meeting to be arranged with Palatine Ward.				Network Services

		I19050		19113		11/28/25		13:00		12/9/25		Patient received a unit of FFP and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Staff nurse involved aware and reiterated to be more vigilant.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Paterson,  Ruth		Finally approved		No Harm		No harm		12/11/25		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.		To be more vigilant regarding transfusions		Clinical Support and Specialist Surgery (CSSS)

		I19051		19114		11/28/25		11:52		12/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/15/25		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.				Clinical Support and Specialist Surgery (CSSS)

		I18936		18999		11/28/25		18:00		12/4/25		I was unfortunately burgled on Friday whilst out for dinner. My work rucksack was stolen which contained my laptop, charger and NHS smartcard.		Checked that Jack had escalated to the appropriate channels and if he needed any further support. New laptop ordered.		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Staff		No Harm		Security incident		Property loss/ damage		Trust property lost		Sutherland,  Lydia		Finally approved		No Harm		No harm		12/8/25		I reported to police immediately and was given crime ref no:  CRI/06JJ/0023411/25.
I contacted tech bar on-call the following morning and explained the need to deactivate/secure laptop and ask if it had a tracker which it did not.		Jack is at no fault for this unfortunate incident, the only suggestion to any member of staff with Trust laptops is that they only take them home when working from home the next day. Also if possible to find a secure place in the home to store equipment, although this may not have prevented the theft.		Network Services

		I19615		19678		11/29/25		11:00		12/29/25		Code DBN
Ext 7996
Multiple samples and request numbers collected same time and received in same bag:

'FBC & Retics' on both Ordercomms # 9432998 and 9432995.
'Coag & Clauss Fib & Thrombin Time' all 3 on both Ordercomms # 9432997 & 9433002.
'Christie Prof. & CRP & Haptoglobin' all 3 on 3 separate samples Ordercomms # 9432994 & 9432999 & 9433004.

All requests processed and resulted but was this doubled/tripled sets of results and workload. Received much more blood samples than required				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						All requests processed with short delay.

		I18837		18900		11/29/25		00:00		12/2/25		Community onset healthcare associated E coli bloodstream infection. Recent admission through IPU for neph insertion on 18/11/25 and then to ward 10 for 1 night. 
Peripheral cultures taken 29/11/25 returned E coli +ve.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Patient		Harm		Infection control		E-Coli BSI		COHA (community onset – healthcare associated)		Dale,  Emma		Finally approved		Low Harm		Low harm		12/8/25		72 hr review to take place		ensure ANTT and HH training is attended by all staff. Ensure neph care plan is commenced		Clinical Support and Specialist Surgery (CSSS)

		I18906		18969		11/29/25		12:15		12/3/25		TSRT9 / Level / 13HH / MD 13BB / SB 13HH / CF 1A 1C 2C
Noted during systematic review that on #36, GA equipment and blanket/ bair hugger were in beam path.
This was not noted on image review document, so may not have been moved prior to treatment delivery.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13HH End of process checks (including checking of clearance for automated set-ups)		Redfern,  Holly		Finally approved		No Harm		No harm		12/19/25		Escalated to superintendent radiographer.
Physics assessment not required as per superintendent as treatment beams unlikely to be passing through equipment.
Note added to image review document to ensure GA equipment/ blankets are not in beam path.				Network Services

		I18855		18918		11/29/25		19:21		12/3/25		Incorrect hospital number on sample for transfusion. 
Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Caporn,  Alice		Finally approved		No Harm		No harm		12/3/25		Repeat sample requested by phone, sample discarded.				Clinical Support and Specialist Surgery (CSSS)

		I18799		18862		11/29/25		16:00		12/1/25		Epidural removed on day 6 post op as Dalteparin administered in the evening. No documentation from surgical ward round to remove epidural on day 5 therefore nurse did not remove despite this being standard protocol and being documented in pain team notes. 
Patient reviewed by ward doctor in the evening, decided that it would be safer to remove epidural the following day, 12 hours post last dose of Dalteparin as per policy.		member of staff reminded of epidural policy, and to read annotations from pain team also when judging whether to remove.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Downey,  Joanne		Finally approved		No Harm		No harm		12/17/25		As above.				Clinical Support and Specialist Surgery (CSSS)

		I19048		19111		11/29/25		17:11		12/9/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		For monitoring. All severe incidents will be discussed and investigated with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		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.				Network Services

		I19049		19112		11/29/25		17:53		12/9/25		Patient received a unit of RBC’s and no 15 minute or end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		all staff to be reminded of the importance of checking and recording of clinical observations with blood transfusions
Clinical Practice Educator to recheck understanding from staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Dale,  Emma		Finally approved		No Harm		No harm		12/10/25		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.				Clinical Support and Specialist Surgery (CSSS)

		I18905		18968		11/30/25		10:00		12/3/25		INCIDNET REPORTED BY TCPC RESPONSE NEEDED BY 31.12.2025: "Patient had bloods taken approx 18:30 on 29/11 - HTU inpatient being treated for chest infection.
On 30/11 - blood results still not available - had been chased. Contacted the lab who informed me there were significant delays overnight with biochemistry and all samples were being re analysed. 
result available 30/11 12 pm - approx 18 hours after being sent."				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Edgington,  James		Incident being managed locally		No Harm						"As above, discussed with lab.

Note all U&E samples on morning of 30/11 were delayed"				Christie Pathology Partnership

		I19559		19622		11/30/25		08:00		12/24/25		Code ILS
Ext: 2154
OrderComms numbers: (511)9433465 and (511)9433466

Requests for bloods FBC (EDTA red top) and Full Christie profile, Magnesium, CRP (Serum brown top) received with incorrect labels according to sample type.

Please note correct sample type is listed on labels or available in the Biochemistry User Guide on HIVE.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Bushell,  Lyn		Finally approved		No Harm		No harm		12/29/25		Error logged, booked in, and comments in laboratory systems/result fields rejecting samples as per laboratory specimen acceptance policy.				Clinical Support and Specialist Surgery (CSSS)

		I19561		19624		11/30/25		08:00		12/24/25		Code WSB
Ext: None given
OrderComms # (511)9433708
Virology sample received in biochem/haem bag
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Doherty,  Nicola		Finally approved		No Harm		No harm		12/29/25		Error logged, booked in, and sample sent to MRI with delay as it was initially placed in biochemistry pile due to incorrect bag.
Order coms task and finish group commenced with key stakeholders, monthly data and themes.
Most common theme identified samples in wrong bags.  Checklist added to all pods and local training and educators led by clinical educators commenced.				Clinical Support and Specialist Surgery (CSSS)

		I19564		19627		11/30/25		08:00		12/24/25		Code WST/ICC
Ext: 1375
Ordercomms # (511)9433684
Request for Serum Osmolarity (Serum brown top blood) but sample received was a spot urine.

Please note correct sample type is listed on order comms label or is available in the Biochemistry User Guide on HIVE.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Bushell,  Lyn		Finally approved		No Harm		No harm		12/29/25		Error logged, booked in, and sample rejected with error comment in laboratory system/results field.				Clinical Support and Specialist Surgery (CSSS)

		I18842		18905		11/30/25		00:00		12/2/25		Hospital onset healthcare associated klebsiella bloodstream infection. Admitted 25/11, +ve sample 30/11.		Discussion with IPC and microbiology regrading incident.
Micro discussed that positive HOHA due to ongoing frailty issues and secondary to disease progression.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Klebsiella BSI		HOHA (healthcare onset – healthcare associated)		Clarke,  Catherine		Finally approved		Low Harm		Low harm		12/5/25		72 hr review to take place		No further lessons learnt as all correct procedures followed.		Clinical Support and Specialist Surgery (CSSS)

		I18785		18848		11/30/25		21:20		12/1/25		Blood product second check and start of transfusion was not documented		For monitoring purpose. Any severe transfusion incident will be discussed with the transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/1/25		Alerted nurses who cared for patient during the time of transfusion (Day staff)				Network Services

		I19053		19116		11/30/25		17:45		12/9/25		Patient received a unit of RBC’s and the second independent check and starting information were not completed. Also the post transfusion vital signs were completed more than 60 minutes following it's completion at one hour and 50 minutes.		For monitoring. All severe incidents will be discussed and investigated with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 				Network Services

		I18788		18851		12/1/25		00:00		12/1/25		Received weekly On-Hold Outpatient Waiting List from ASM asking for it to be updated.  Checked entries for consultant and found one (only) for the Nurse Led telephone clinic which should have been a 4 month follow up in July 2025 but appeared to have not been booked.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Upper GI (Clinical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Checked Careflow, appointment was for the Upper GI Nurse Led telephone clinic which is on a Monday.  Patient had been booked into a telephone clinic that no longer exists but apparently is still available to book patients on via Careflow.  Not only that but the patient was for an Upper GI telephone clinic and had been booked into a Lung telephone clinic.  There's a comment on the booking saying "unable to locate clinic".
Booked patient into the next available correct telephone clinic and sent a letter, also send email to notify Upper GI nurses and ASM of what had happened

ASM response from DG2:

The clinic requested to be booked was “mon am ugi nurse led tel” but I think this is actually called CO UGI Tel Mon AM – so this is where the confusion has come and the ‘clinic cant be found’ as it is the incorrect name. 
However, the patient was then booked in the Lung Nurse led which is incorrect for this patient as it is an UGI patient. When Karla is doing the work on Access Tab 8, she discovered this appt was not outcomed and could not trace an annotation on CWP, therefore marked as DNA and placed on the OPWL.
The reporter of the DATIX is incorrect saying that the CO Lung Nurse Tel Clinic Thur AM clinic doesn’t exist, as it does and had another patient booked onto it that day which was outcome correctly.
So therefore there is no further action from our side to request any clinic template cancellations.

R&B ASM will pick up why the patient was incorrectly booked into lung nurse clinic with receptionist - RDLS please can you do this and feedback outcome on this.				Network Services

		I18796		18859		12/1/25		12:44		12/1/25		Missing page came into office later in day.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Staff		No Harm		Non-clinical incident		Record				Westall,  William		Incident being managed locally		No Harm						Datix, redaction, scanned on correct document				Network Services

		I18890		18953		12/1/25		00:00		12/3/25		DATIX completed due to out of hours starter TPN given over the weekend
- no documentation of commencing PN on CWP
- we no longer have OUT OF HOURS PN regimen (not available on HIVE)
- Paper copy has been signed off by pharmacist / medic for 29/11/25
- medics have not prescribed it on EPMA therefore it should not have been dispense				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Dispensing error		Mamat,  Mohd		Incident being managed locally		No Harm		No harm				Dietitian requested PN be stopped at review 01/12/25.
Discussed with pharmacist and nurse looking after patient
Patient lacked capacity - therefore could not provide duty of candor		If there is a change in provision for nutrition - parenteral or enteral in the trust, need to make sure all parties are aware of the changes. 
Is there a dietitian		Network Services

		I19069		19132		12/1/25		10:00		12/9/25		2 INCIDENTS REPORTED BY ANTHONY NOLAN PLEASE SEE ATTACHED EMAIL FOR FURTHER INFORMATION: 1. The clearance was sent by the collection centre at 16:44 on this date but the cover letter (clinic letter) was not sent to DPC until 12:28 on 21/11/2025. 2.Once the donor had been cleared by the CC doctor and MO, the collection centre coordinator sent over an updated clinic letter, signed by the consultant, which contained the incorrect name for the donor within the body of the letter				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		Myers,  Nicola		Incident being managed locally		No Harm						as above

update NM- 16/12/25 point 1 requires review by secretary's due to delay in typing of clinic letter for the registry. 
point 2 requires an action plan on all parts. Medically- incorrect by the doctor, typed wrong by the secretary and also not double checked by donor coordination team. Donor team will begin to review letters before sending.				Network Services

		I19138		19201		12/1/25		16:25		12/11/25		Massive blood loss - frank blood approximately 600ml via urostomy				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Safety,  Patient		Rejected		No Harm						MBL protocol activated.				External Other Trust

		I18790		18853		12/1/25		11:00		12/1/25		Pt vetted for an urgent US biopsy requiring bloods. Pt admitted to The Christie Clinic Ward on day of appointment and did not have up to date bloods done. Biopsy slot missed, when nurse looking after the patient called IPU US to enquire why there was a delay, they explained someone had told them the patient's last bloods from 19th Nov would be fine.				The Christie NHS Foundation Trust / External Other Trust		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Safety,  Patient		Rejected		No Harm						Pt had bloods taken at 11am (original appt time 10:30). Moved into emergency slot on afternoon list. On discussion with nurse in charge nobody had told staff on the unit that the old bloods were fine.

To be raised with The Christie Clinic				External Other Trust

		I18784		18847		12/1/25		03:00		12/1/25		Doing CD check 
Noticed Oxycodone 20mg instant release count was wrong 
Miscounted and not signed for when received from pharmacy				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Drug count incorrect		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/1/25		Escalated to band 6 
Re counted and corrected				Clinical Support and Specialist Surgery (CSSS)

		I19105		19168		12/1/25		14:52		12/10/25		Patient very unwell, platelets prescribed on 01/12/25 but not transfused until more than 24 hours later. 
Medical staff documented on CWP that he patient should received platelets on 02/12/25 as they had not been given on 01/12/25		Transfusion Practitioner - reported externally to SHOT 2025/012/010/HV3/007		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		Harm		Transfusion incident		Delay		Delay by clinical team		Brennan,  Naomi		Incident being managed locally		Moderate Harm		Low harm				Review by transfusion practitioner - 
- Platelet count 6 at 06:27
- Platelets prescribed on at 09:29
- Request received in laboratory at 11:28
- Platelets marked 'ready for collection' on electronic prescription at 14:52
- Platelet count 6 at 18:47
- Platelet count 4 on 02/12/25 
- Platelets eventually transfused on 02/12/25 at 18:20 and 21:05				Network Services

		I18834		18897		12/1/25		10:00		12/2/25		Patient attended IPU via Hotline on 1/12 due to eroded port.
OE port hub clearly visible at port site through 2 x small tears to right side and top of site. Skin appears very thin on top of and around port with the tissue being stuck to the hub. No signs of infection at site and patient is systemically well.
Patient reports redness and pain at site and states mentioned this at his last 4 SACT appointments (approximately) but only noticed opening to skin that morning after showering.		Unclear why port became destabilised from under the skin. Patient had treatment on 5th November and area was red but patient stated this was normal for him. No issues reported from any other annotations. Safety netted with hotline. Port subsequently removed and new port inserted. Patient has since recommenced treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / Ground Floor						Incident affecting Patient		Harm		Clinical incident		Skin condition		Other skin condition		Johnson,  Rhona		Finally approved		Moderate Harm		No harm		12/11/25		Port removed and site sutured and dressed.
Patient admitted to AACU for review and D/C on prophylactic antibiotics and anticoagulants (this is due to incidental finding of small thrombus at RIJ after line removed).
Team informed and next SACT deferred for 1/52.		Unclear why port became destabilised from under the skin. Patient had treatment on 5th November and area was red but patient stated this was normal for him. No issues reported from any other annotations. Safety netted with hotline. Port subsequently removed and new port inserted. Patient has since recommenced treatment.		Network Services

		I18851		18914		12/1/25		10:40		12/3/25		Tissue viability review took place on the 01/12/25 due to MASD to the apron fold,  a previous TVN plan was in place from CCU with advice on daily dressing given to Nursing staff.
On review Nusrat informed the area had not been attended to for 6 days ,  when reviewing Sterile Gauze had been placed along the apron fold and not changed for reportedly 6 days.
The gauze required soaking off to remove as had dried and adhered to wound bed.  Daughter present at time of assessment and had concerns		staff following the TVN plan
added to safety huddle and handover		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Dale,  Emma		Finally approved		Moderate Harm		Low harm		12/8/25		Safe removal of Gauze and dressing plan changed 
wound swab taken to rule out potential infection due to gauze being left in place for 6 days reportedly, although no obvious signs topically present at time of review
Escalation to ward manager and ward sister, registrar informed to discuss with Daughter
Informed ward sister I would Datix as care plan had not been followed				Clinical Support and Specialist Surgery (CSSS)

		I18804		18867		12/1/25		09:40		12/1/25		As soon as the surgery (under local)was finished, the surgeon started doing the op-note and discharge summery and patient was taken to IPU recovery by the anaesthetic practitioner. IPU refused to accept the patient without the opnote being done by the surgeon. Anaesthetic practitioner informed the staff that its getting done by surgeon then at that point.  IPU staff refused to allow the patient sit in the unit and asked to take the patient back to theatre.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Byrarapu,  Padmarani		Incident being managed locally		Low Harm						Patient was brought back to theatre by the anaesthetic staff. Patient looked stressed and anxious from this action. Assured and stayed with the patient until surgeon completed the op-note. The team had to pause the ongoing activities to facilitate this. Co-ordinator was informed and was band 7. Band 7 came up to the unit to discuss with the IPU staff and the theatre team about the concerns.				Clinical Support and Specialist Surgery (CSSS)

		I18809		18872		12/1/25		15:30		12/1/25		patient had 4 g2's to sacrum when skin was checked on arrival, 3 of them were healing and scabbed over and the other one was newer. nurse in charge made aware and Dr was present for skin check				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		Low Harm		No harm		12/2/25		patient can independently reposition, importance of repositioning was explained to patient and he is regularly prompted to do so. handed over to carefully monitor - needs medical photography tomorrow				Clinical Support and Specialist Surgery (CSSS)

		I19016		19079		12/1/25		15:34		12/8/25		Liquid biopsy test order (Target National trial) placed on FMI portal on 19.11.2025 included an error in patient reference that sebsequently resulted in FMI report with incorrect patient ID received on 01-DEC-2025. Due to this mistake, results report was uploaded onto CWP for the wrong patient who received feedback letter conveying false results. Mistake noticed 05-DEC-2025 late afternoon when another report with the same ID was received.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Turner,  James		Finally approved		Low Harm		No harm		12/9/25		Patient information on the reports carefully checked to identify the right patient to whom the results belong. Erroneous report updated with the correct patient ID and uploaded onto CWP. 
Notes of the incident logged on TRF team's error log. Consultant and trial team informed the next working day. Urgent request submitted to Tech-Bar to remove the report uploaded under the wrong patient. Protocol deviation including corrective actions recorded and reported to sponsor by the Project Manager.				Research and Innovation

		I18828		18891		12/1/25		10:30		12/2/25		Nuclear medicine made booking error with PET-CT request for patient - booked patient for scan and then advised they had made an error and contacted patient to cancel the scan, stating she can not have it at Christie due to being under 18 and must attend MRI. However, policy is that <18s can be scanned at Christie main site.
Similar incident occurred on 12th November whereby 17yo patient attended Oldham for PET-CT scan and was turned away on the day due to the site being unable to scan under 18y		While paediatric patients can be scanned at the Christie, and protocols and training are in place to support this, where possible these patients are scheduled to be performed by MFT since they have dedicated paediatric support staff available. PET-CT scanning at MFT is not always appropriate, depending on the patient and the waiting times, and as such referrals are managed on a case-by-case basis. 

In this instance the booking had been authorised appropriately and discussed with, and scheduled with support from, family members in line with local protocols. Original booking for 05/12/2025 was rescheduled at request of the family. Pt attended on 10/12/2025 but could not be completed due to poor venous access. A further booking has been made for 17/12/2025 at Christie.

(It is noted that the previous referral referenced was booked at an AML site which does not have protocols in place for scanning of paediatric patients. This booking had been made in error.)		The Christie NHS Foundation Trust / Network Services / Nuclear Medicine / Nuclear medicine						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Finally approved		No Harm		No harm		12/15/25		Email sent to consultant asking for new PET-CT scan to be ordered to take place at MRI. Escalated to wider team due to this being a repeat/ongoing problem.				Network Services

		I18856		18919		12/1/25		14:30		12/3/25		Incorrect DOB  on sample for transfusion. 
Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care.		Thank you for reporting this incident
For monitoring purpose. To discuss transfusion incidents with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/8/25		Sample rejected and discarded, repeat requested via phone call.				Network Services

		I18859		18922		12/1/25		10:00		12/3/25		No date taken on sample for transfusion. 
Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care.		Thank you for reporting this incident
For monitoring purpose. To discuss transfusion incidents with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/8/25		Sample rejected and discarded, repeat requested via alertive.				Network Services

		I18881		18944		12/1/25		13:00		12/3/25		Patient was discharged from Ward 10. District nurse referral was completed however no mention on DN referral of wound site and what is required. Patient had issues with wound following on from discharge and in turn DN's would not attend to wound as not on referral. Also having issues with catheter and adequate catheter care was not provided prior to leaving the ward. Patient was told to have flip flow valve on catheter over night and then it was bypassing as should have gone onto a night bag		added to safety huddle to ensure DN referrals are completed accurately, reminder about catheter care		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Discharge		Inappropriate		Dale,  Emma		Finally approved		No Harm		No harm		12/24/25		Discussion with team, notify DN's of what is required and provided patient with adequate catheter care support/ information				Clinical Support and Specialist Surgery (CSSS)

		I18875		18938		12/1/25		11:50		12/3/25		On 01/12/25 scheduler still waiting for confirmation of overbooking for a couple of patients for clinic on 02/12/25. Multiple phone calls received from patients anxious that they have not received appointments yet, scheduler maintained communication with consultant secretary. This was escalated to the overbookings team/SACT management.		- Patient was booked into clinic on the 02/12 and treatment.		The Christie NHS Foundation Trust / Network Services / SACT Services / SACT Admin and Scheduling		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		12/13/25		Appointments were force booked and secretary informed so patient's could be contacted.		- All staff aim to work one week ahead on overbookings but is not always achievable with high sickness and staff vacancies.
- Staff on overbookings are required to escalate any that are overdue or not receiving responses too.
- Delay maybe a factor of the team not having replies for their OB request which also causes delay to the booking of appointments and treatment.		Network Services

		I18816		18879		12/1/25		15:00		12/2/25		TSRT9/Level5/6A/SB12G/14C/MD14C/CF1C/CF2C/D13
Noticed during routine checks that phase 2 CSI appointments had been put in as 'CSI Paed Treatment' instead of 'CSI Paed Ph2 Treatment' - used for reporting purposes and dictates the length of the treatment slot, which was incorrect for ph2. 2 appts already captured, so unable to change them. Others changed to be correct.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		6A Booking made according to protocol		Booth,  Adam		Finally approved		No Harm		No harm		12/3/25		Changed future fractions to correct appt type. Journal note added for the 2 already captured.				Network Services

		I18792		18855		12/1/25		12:59		12/1/25		Documentation on wrong patient on cwp redacted immediately.		Incorrect annotation redacted		The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Cox,  Margaret		Finally approved		No Harm		No harm		12/15/25		Redacted immediately and informed Tech Bar.				Network Services

		I18798		18861		12/1/25		15:20		12/1/25		Secretary received referral on her desk, she scanned through to cwp and to email to ask new refs to action. the referral is dated 29/10/2025.

secretary was on AL and picked up this morning.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		McGillion,  Annemarie		Finally approved		No Harm		No harm		12/11/25		i added the referral on as urgent, called the secretary for more information. 
I will email the external organisation asking to only send referrals via email to ensure no delay in treatment.				Network Services

		I18795		18858		12/1/25		13:00		12/1/25		imaging preset and filter were incorrect for a 4# boost, picked up today #3/4. Was put in as a right breast and as a s20 filter whereas for a breast boost a fast right breast and s10 filter therefore instead of 1.7mgy dose being delivered 3.3mgy was delivered instead.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						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)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/10/25		looked at previous images as 1.7mgy was recorded to see whether it was glitch as the first 2 fractions were on suite 5 and the 3rd fraction was on suite 8. changed the last fraction preset and filter to the correct one.				Network Services

		I18803		18866		12/1/25		10:10		12/1/25		Consent form were signed using blue ink by the surgeon. It was raised in the past but not resolved.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Smith,  Lydia		Finally approved		No Harm		No harm		12/11/25		Checked whether the writing was gone through the carbon copy. Raised the concern to the operating surgeon who said it would be passed to the surgeon who consented the patient. Co ordinator was informed.  As the same happened in few cases, it delayed the cases. 
Unable to return to person raising the Datix no patient details to investigate which surgeon				Clinical Support and Specialist Surgery (CSSS)

		I18805		18868		12/1/25		18:00		12/1/25		Monthly temperature checks - 2 dates were not completed on the temperature monitoring form - 6/11/2025 (CD cupboard) & 29/11/2025 (Store cupboard). Task was signed for locally, but temperatures weren't recorded.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Waiting area						Incident affecting Staff		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Hawkes,  Iain		Finally approved		No Harm		No harm		12/10/25		Discussed with team, highlighting non-compliance and addressed training needs as appropriate. 
Datix completed				Network Services

		I18806		18869		12/1/25		14:00		12/1/25		Patients consent form stated left groin sentinel node biopsy procedure, when the patient needed to have a right groin sentinel node biopsy. needed to be rectified by surgeons before patient left dosa and came into theatre, but was not.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre wide				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Disneygoodwin,  Danial		Finally approved		No Harm		No harm		12/22/25		patient went to nuclear medicine in am before surgical procedure. On consent form it stated that the left nodes where to be taken out, except nuclear medicine highlighted that the right nodes where needed to be taken out. this was brought to the attention of the theatre staff and told it needed to be changed before the patient left dosa by theatre coordinator. Surgeons were informed by theatre staff and told theatre staff they would take care of it after they finished the current procedure as they could not step away. Patient was then sent from dosa into theatre waiting room despite the previous patient still on operating table, team brief (part of the WHO surgery checklist) not being completed and not being ready to be sent for by theatre staff. Resulting in the patient coming into theatre without the amended consent form.				Clinical Support and Specialist Surgery (CSSS)

		I18807		18870		12/1/25		19:26		12/1/25		Monthly PGD stock check - 1% Hydrocortisone cream (1), Benzydamine oral rinse (1), Ispaghula husks (1), Sodium Citrate Microlax enema (1) - unaccounted for in department patient group direction (PGD) stock.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Waiting area						Incident affecting Staff		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Hawkes,  Iain		Finally approved		No Harm		No harm		12/10/25		Amended local stock documentation. Weekly checks already being performed with regular feedback on poor compliance with local practice. Datix completed. On-going quality improvement project.				Network Services

		I18808		18871		12/1/25		18:00		12/1/25		cat 2 pressure sore noticed  on sacral area of the patient  during skin check.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		12/2/25		barrier cream applied 
kliniderm applied to the affected area
updated in purpose T pressure care plan 
nurse in charge aware				Clinical Support and Specialist Surgery (CSSS)

		I18913		18976		12/1/25		15:00		12/4/25		Patient was due TDS gabapentin. Afternoon dose missed by nurse. Patient reported pain later in the day and night nurse saw the afternoon dose had been missed.		To continuously monitor incidents		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Anderson,  Rebecca		Finally approved		No Harm		No harm		12/8/25		Dose given and night nurse reported to the day team to ensure that the error doesn't happen again.		To properly read prescription of medication for administration.		Network Services

		I18864		18927		12/1/25		12:00		12/3/25		Systematic review not completed after fraction 3. Scheduled for after fraction 4. Carepath potentially not amended correctly after the recent breakdown.		To be discussed at the next B7 meeting as to how the daily tasks/scheduling is managed and whether we need anything specific.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						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		12/18/25		Band 7 informed who was able to confirm that there were no systemic issues. Treatment completed successfully without the requirement for additional imaging				Network Services

		I18931		18994		12/1/25		16:30		12/4/25		TSRT 9/level 3/13S/cf1A/SB13F/MD13G

#4/5 Right Orbit IMRT plan
Picked up that small portion of SAO field splashes onto right neck. Not noticed #1-3.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13S Use of beam shaping devices		Shardlow,  Jemma		Finally approved		No Harm		No harm		12/15/25		- Established that unable to avoid this, not possible to amend patient position. 
- Physics attended. Portion splashing onto shoulder estimated to be approximately 1.5cm however with MLCs this is likely significantly less. 
- Determined as negligible dose impact so ok to treat. 
- Advised to inform clinician, email sent. 
- Added to staff meeting agenda to discuss checking daily, older technique with floor twists so no longer as 'routine' a technique. 
- Memo sent to staff.				Network Services

		I19566		19629		12/2/25		08:00		12/24/25		Code WSB
Ext: 7236
Ordercomms # (512)9435125
Virology sample received in biochem/haem bag
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Incident being managed locally		No Harm						Error logged, booked in, and sample sent to MRI with delay as it was initially placed in biochemistry pile due to incorrect bag.				Network Services

		I18825		18888		12/2/25		12:00		12/2/25		Patient has a pacemaker in situ. Not ticked 'yes' on booking form by consultant therefore cardiac team not aware.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Abutaleb,  Mohamedkhalid		Incident being managed locally		No Harm						Email sent to cardiac team to pass on patient information.				Network Services

		I18840		18903		12/2/25		08:30		12/2/25		Patient came to IPU for SIRT procedure. Bloods taken by admissions staff and marked as urgent- walked to labs by porter. Blood results not available until 11:15 (needed FBC, Coag and christie profile before procedure could commence). Advised when on the phone to pathology staff that one of the analysers was down in the morning which had caused a backlog- no communication of this. Risk of losing slot on nuclear medicine scanner				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Patient		No Harm		Clinical incident		Point of care testing		Analyser not working		Edgington,  James		Incident being managed locally		No Harm						Regular communication with labs and results given over the phone to enable procedure to commence.				Christie Pathology Partnership

		I18841		18904		12/2/25		16:00		12/2/25		Patient contacted service manager as thier radiotherapy appointment for tomorrow has been delayed due to a planning error, patient unhappy as was informed it was urgent.  Added to Vsim in error.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		11K Authorisation of plan		Abutaleb,  Mohamedkhalid		Incident being managed locally		No Harm						Susie Kilday rang @salford to understand reason for last minute cancellation - Apologies given to patient, Dr Sheikh has kindly agreed to contour tomorrow.  Patient away from 21st Dec, Team have now offered 10th Dec.				Network Services

		I18849		18912		12/2/25		18:00		12/3/25		CCOT received Marthas rule Altertive message.
Nursing staff on ward 14 concerned that patient is deteriorating and approaching EOL care but no recognition of dying in place.
Subject has been raised with consultant and team and staff feel this has not been addressed.
patient non verbal and more drowsy this evening.
Family have also raised concerns re; IV fluids and nutrition and several complex conversations have taken place with medical staff.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		Martha’s Rule call		Protano-Byrne,  Jordan		Incident being managed locally		No Harm						Advise given by DR Jamie Weaver 
CCOT attended ward to support further.				Network Services

		I19617		19680		12/2/25		08:00		12/29/25		Code: ILS/ITR/WST/ICC
Ext: 7289
Ordercomms # (512) 9436290
Request for Christie Profile (Serum brown top blood) but sample received was a red top EDTA blood sample.

Please note correct sample type is listed on order comms label or is available in the Biochemistry User Guide on HIVE.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Hawkes,  Iain		Finally approved		No Harm		No harm		1/2/26		Error logged, booked in, and sample rejected in lab system/results field. Ward informed by phone.				Network Services

		I19375		19438		12/2/25		16:30		12/18/25		TSRT9 
During write up of #2 image I noticed that mattress was present for treatment on #1 and #2 but not RTP. Site set up stated mattress was present so was incorrect. Site set up amended. Physics assessed impact - no impact on target/OARs. If not identified potential for significant increase of surface dose by up to 20%. When weighted for 30#, this has had minimal impact - an increase in surface dose of <2% and negligible effect on the other dose stats.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Hudson,  Scott		Finally approved		No Harm		No harm		12/22/25		Staff present during RTP made aware of error made, amended and reapproved site set up.
Treatment staff informed to ensure aware of change to site set up.
Physics consulted to determine impact.
I am unsure if this is classed as a near miss.		Highlighted importance of checking and verifying all set up parameters prior to exposure at RTP scan.		Network Services

		I18844		18907		12/2/25		17:00		12/2/25		Pt due C1D1 of treatment. 
As I was about to pre-med pt, I was informed by baxters that patient's treatment is not here and is in Macclesfield. I was told that it is too late in the day and we cannot get the treatment from Macclesfield delivered here to ORTC for today.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Baxters Hub		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay (late, but before next dose was due)		Safety,  Patient		Rejected		No Harm						Apologies made to the pt. 
NIC made aware. 
Note left in the diary for tomorrow's NIC to chase that ASAP in the morning. 
SACT update completed.				Network Services

		I18879		18942		12/2/25		15:00		12/3/25		14 patients bled at Arden House Medical Practice at New Mills on 02/12/2025 did not have all required bloods taken (brown bottle not taken), therefore all 14 samples rejected by pathology.  
Bloods were taken by an ANP covering the Christie blood clinic which is ran by New Mills staff.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Missing		Safety,  Patient		Rejected		No Harm						Ad hoc clinic put on at New Mills to re-bleed  patients on 03/12/2025 ahead of all treatment. 
5 patients bled at Macclesfield, one of those patient will be receiving same day bloods and treatment due to the incident. 
1 patient was found to not require bloods as not on treatment, therefore was not contacted to bring back to clinic for a re-bleed.				External Other Trust

		I19567		19630		12/2/25		08:00		12/24/25		Code WSB
Ext: 7544
Ordercomms # (512)9435646
Microbiology CPE swab sample received in biochem/haem bag
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in, and sample sent to Salford with delay as it was initially placed in biochemistry pile due to incorrect bag.				External Other Trust

		I18910		18973		12/2/25		21:30		12/4/25		Patient prescribed QDS antibiotics, flat neutropenic. Day staff missed evening dose. Escalated to nurse in charge, advised to give to patient with 4-5 hour interval within the night. Completed within the night shift.		Proper documentation and communication of updates to medication and other important patient information.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Anderson,  Rebecca		Finally approved		No Harm		No harm		12/8/25		Informed NIC and patient of this error, apologised to patient on behalf of the nursing team. Completed abx administration to return to QDS scheduled		Timely documentation of change of TDS to QDS not carried out.		Network Services

		I18902		18965		12/2/25		10:00		12/3/25		INCIDENT REPORTED BY TCPC: "Late Booking form received at 14.51 on 02/12/2025 for a Ultrasound guided liver biopsy scheduled for 03/12/2025 at 08.15, for 4 hours bed rest post procedure.		Feedback will be passed on to TCCW to hopefully avoid similar situations occurring in the future.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Mathieson,  Arima		Finally approved		No Harm		No harm		12/24/25		"Ward at capacity, Contacted IPU to see if we can move the TCI time to later in the day to accommodate, unfortunately not able as the list is full. 
Escalated to facility Matron, TCPC lists moved and patients scheduled later to accommodate Liver biopsy. 

Contacted the patient ahead of TCI to ensure aware, Patient informed that she was told to stop her tablets 3 days pre biopsy,( As per CWP documentation from Consultant). Due to short notice of booking patient has not stopped her medication pre biopsy. 

Biopsy therefore cancelled and IPU to reschedule and note medications to be stopped 3 days prior.  "		The core issues that led to confusion and delay of appointment weren't under Radiology control, they appear to be points of miscommunication within the TCC booking team and the patient's medical team.
There is proof of the booking occurring with significant time to not only organise and book the bed, but also to inform the patient of the booking and instructions from the team to omit their chemo.

Original request including no information regarding the stopping of chemo and as this isn't a requirement that we stipulate for our liver biopsy patients it is not the responsibilty of our ultrasound booking team to chase the patient or team regarding this.

The findings from this case review should be fed back to TCC for learning to be identified.		Clinical Support and Specialist Surgery (CSSS)

		I18885		18948		12/2/25		13:00		12/3/25		The referral letter was received on 02 Dec 2025, sent by the secretary at The Christie. However, the referral is dated 03 Oct 2025, which shows a two-month delay.		- Still awaiting reason for prolonged delay from Stepping Hill Hospital.
- Referral was added urgently
- Datix submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		12/13/25		Added the referral as urgent, asked the secretary and the referring trust why it has been delayed. The secretary reply to us that they have only just received the referral. I'm still waiting for the referring trust response.		- All referrals need to be sent in a timely matter via the new referral inbox to avoid patient delay.		Network Services

		I18810		18873		12/2/25		06:00		12/2/25		Drs alerted me- Unable to contact switch, phone line dead.		Advise given		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Security		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Tech Bar				Incident affecting the organisation		Near Miss		Equipment incident		Non-medical		Lack/ unavailability of equipment/device		Hollands,  Dan		Finally approved		No Harm		Low harm		12/22/25		Tried switch and x7560, unobtainable tone heard. I used my mobile to ring christies, I got through then line went dead. 
Noone signed into security role to alertive security team.
I walked to security to inform them all lines were dead and asked if someone could be in the alertive role. 6.30am received call from security-all  lines now working and someone has taken the alertive role.		Logging of IT tickets as incidents arise not just in Datix but also in our ticketing tool		Capital, Estates and Facilities

		I18811		18874		12/2/25		08:54		12/2/25		Trolley used for ward round have been removed from the ward. There is 1 of these trolleys left for 4 ward rounds, this means we have to use the Pharmacy trolley and we have been told we can use the BCP trolley as it is never used by the Nursing team. However, this is still 1 trolley short.
Today, the BCP trolley was being used by the Nurse for medication round. This meant I had to complete the Urology ward round using a silver dressing trolley. This put unnecessary strain on my lower back.		2 new laptops ordered, 2 trolleys available on ward. To be labelled Ward round 1 & 2. Surgical teams to be responsible for cleaning and maintenance of the laptops and ensuring they are charged. They are to be stored in doctors office		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services						Incident affecting Staff		No Harm		Equipment incident		Non-medical		Lack/ unavailability of equipment/device		Dale,  Emma		Finally approved		No Harm		No harm		12/10/25		None				Clinical Support and Specialist Surgery (CSSS)

		I18817		18880		12/2/25		10:30		12/2/25		Board round is to take place everyday on ward 12 at 10:00 this was missed due to no consultant review. The team waited for 40mins without attempting to complete the board round without a consultant.		escalated to Matron and patient flow team regarding delays in board round and delayed discharges
Escalated to service leads		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting the organisation		No Harm		Clinical incident		Communication failure		Communication failure within a team		Downey,  Joanne		Finally approved		No Harm		No harm		12/10/25		Informed Matron to escalate.		Escalated to Matron and patient flow team regarding delays in board round and delayed discharges
Escalated to service leads		Clinical Support and Specialist Surgery (CSSS)

		I18814		18877		12/2/25		09:00		12/2/25		a equipment record job was deleted in error. there was a minor loss of data (write ups within the job were lost however signed attachments were retained showing the progress of the job).				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Mechanical Workshop		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Clinical Technical Support Group (Engineering)				Incident affecting the organisation		No Harm		Equipment incident		Non-medical		User error		Redikin,  Jacqueline		Finally approved		No Harm		No harm		12/9/25		new job created for the attachments and write ups to be re-linked and added. management team informed and suggested we discuss mitigations at the next e-Quip user meeting.				Network Services

		I18832		18895		12/2/25		08:00		12/2/25		Came into shift this AM and it was not handed over that pt was on IVF. 
Pt came in with SOB ? PE ? overload 
Pt legs oedematous, given stat of furosemide for overload 
Saw pt had fluid running, 505mls infused of sodium chloride at the time of approx 9.30am. Night time bank nurse had gone home so unable to ask re this. 
Nothing recorded on fluid balance chart re IVF 
No fluids prescribed on EPMA
Medical note from doctors yesterday stated stop IVF due to ? overload ? pleural effusion		Email sent to bank nurse and discussion had regarding IV fluids.
EPMA and CWP annotation from night medic shows that they prescribed IV fluids for a stat dose and for over night.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Clarke,  Catherine		Finally approved		No Harm		No harm		12/8/25		informed medical team
informed NIC
datix 
IVF stopped

The drug administered is sodium chloride - unable to tick this as an option on drop down boxes please ignore chosen drug later in form		No lessons learnt.
Medic prescribed fluids and nurse commenced these in accordance with EPMA.		Clinical Support and Specialist Surgery (CSSS)

		I18833		18896		12/2/25		13:30		12/2/25		Pt came into hospital with x2 scabbed over previous cat 2 pressure sores to L buttock 
2 current cat 2 pressure sores to R buttock 
Pt and relative confirm he has had these for around 1 week
Purp t done yesterday states TVN referral done already
Med photo done today
Bed pump in place
to monitor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		12/3/25		see above				Clinical Support and Specialist Surgery (CSSS)

		I18835		18898		12/2/25		15:00		12/2/25		pt experienced laryngospasm at end of treatment. Easily rectified with heat pack and hot drink		Doctor on the unit at the time reviewed patient and the symptoms had then resolved. Patient discharged without any further issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		12/4/25		heat pack applied, hot drink given and Dr present .		Always remind patients of the risk of Laryngospasm and how Oxaliplatin reacts with the cold so they are prepared.		Network Services

		I18836		18899		12/2/25		14:00		12/2/25		Swelling on the site of the cannula no redness and inflammation and no pain.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Meek,  Crawford		Finally approved		No Harm		No harm		12/3/25		Stopped the treatment and tried to draw back the fluid but was no able to. removed the cannula and drawed around the swelling and medical illustration informed to get the picture.				Network Services

		I18839		18902		12/2/25		17:00		12/2/25		tsrt9/6b/level 4/CF1c/SB10i/MB10L
Established at prep that patient was not for VSIM treatment as had been booked but for conformal plan. 
Called planning unaware of patient as had been booked in as VSIM spine.
Treatment had to be delayed 1 week to allowed time for planning.
Called patient to inform.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6B Bookings made according to referral details (including additional requirements and requested changes following initial booking)		Shardlow,  Jemma		Finally approved		No Harm		No harm		12/4/25		Call to planning.
Treatment delayed.
Call to patient to inform.
Datix submitted.				Network Services

		I18843		18906		12/2/25		16:00		12/2/25		TSRT9
At prep bed shifts input incorrectly (correct directions, incorrect magnitude). Picked up after #1 as there were large bed shifts from the XVI. Additional xvi acquired to verify treatment position after shifts applied to visualise full extent of treatment volume. Total additional dose 0.8mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/10/25		Additional concomitant exposure approved under protocol.
Informed prep team.
Corrected bed shifts, cross checked by independent rad.				Network Services

		I18882		18945		12/2/25		13:10		12/3/25		tsrt9
Moving and handling checks not scheduled correctly on carepath, not completed since 18/11/25. Identified at #11 PBT treatment on 2/12/25.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Pask,  Elizabeth		Finally approved		No Harm		No harm		12/9/25		Tasks added to amend carepath and task to day unit to carry out M&H check following #11.				Network Services

		I18861		18924		12/2/25		11:00		12/3/25		Nurse inserted Chemfort vial spike into vial of Alemtuzumab (Campath). Rubber top went into vial causing damage to vial and for alemtuzumab to spill from vial				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Anderson,  Rebecca		Finally approved		No Harm		No harm		12/9/25		Stopped procedure
Treated as spillage using spill policy - SACT discarded appropriately
Photos attached to incident form
Used further available dose of Alemtuzumab and ordered further dose from pharmacy tech for the next day				Network Services

		I18862		18925		12/2/25		15:12		12/3/25		Incorrect NHS number on sample for transfusion. 
Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Dale,  Emma		Finally approved		No Harm		No harm		12/3/25		Sample rejected and discarded, patient rebled.				Clinical Support and Specialist Surgery (CSSS)

		I18854		18917		12/2/25		10:00		12/3/25		There was a severe leak in the viewing room of the bereavement suite that caused loss of electricity. A family was due to attend at 13:00 to see their loved one but this had to be postponed for the following day. As it currently stands there is still no electricity and may need to be rescheduled again, although there are people working to fix it.		The calorifier was emptied of all water and isolated from the water system.
The plant room was cleaned up and all excess water was removed to allow the area to dry off
Estates team completed the rectifications to the viewing room - new ceiling tiles and light fittings
Estates team have contacted our mechanical infrastructure external contractors for a quote to replace the existing faulty system with a new efficient water system this is currently been designed and we hope to have the work in underway by the end of January.
Estates are also planning the re-tanking of the plantroom floor and for a water bund to be installed with leak detection connected to our BMS system to alert if a similar event was to occur.		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Capital, Estates and Facilities- Division wide						Incident affecting Members of the public/visitors		No Harm		Equipment incident		Non-medical		Lack/ unavailability of equipment/device		Elliott,  Simon		Finally approved		No Harm		No harm		12/30/25		Estates we're informed and a reference of ERM-315877 was provided. The family we're informed as soon as the leak was apparent to explain the situation and rearrange their appointment.				Capital, Estates and Facilities

		I18847		18910		12/2/25		19:00		12/2/25		Pt had recent stay at MRI- should be isolated according to CPE policy until swab results back. No side room available		All correct procedures followed.
CPE screening sent and datix completed by bed management.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Infection control		Bed management		Bed not available		Clarke,  Catherine		Finally approved		No Harm		No harm		12/8/25		Escalated to AACU Coordinator and Bed Managers.

CPE swab taken		No lessons learnt.
All correct procedures followed.		Clinical Support and Specialist Surgery (CSSS)

		I18826		18889		12/2/25		10:30		12/2/25		2 boxes of ondansetron and 2 boxes of metoclopramide found in one of the drawers in the therapy trolley located in the BMRU corridor.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - therapy				Incident affecting the organisation		No Harm		Medication incident		Storage		Not locked/secured/sealed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/15/25		Medication brought to the nuclear medicine department and stored in the drugs safe.				Clinical Support and Specialist Surgery (CSSS)

		I18827		18890		12/2/25		11:00		12/2/25		Upon pt skin check found to have broken MASD to sacrum area. x3 broken areas, small in size with excoriation surrounding 
Pt states from recent diarrhoea and repeated cleaning
Applied barrier stick and given to pt and shown how to use 
Medical photo ordered
NIC aware
Skin chart updated
Pt came into hospital last night 1/12/25 and purpose T completed with no mention of this. Area reported as vulnerable on purpose T. ? acquired overnight or skin not checked appropriately by previous nurse.		MASD present on admission. Unable to disseminate learning from incident to agency nursing staff. AAU nursing staff took appropriate action once MASD identified		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		12/30/25		See above.		MASD identified 12-14 hours into admission to AAU. Likely MASD developed prior to admission. Unfortunately an agency nurse had admitted patient the night before and not completed skin assessment properly. Patient had been having loose stools at home. Reported as bowels not open over night 01/12-02/12, unlikely developed as an IP.		Clinical Support and Specialist Surgery (CSSS)

		I18821		18884		12/2/25		11:43		12/2/25		TSRT9
completing EoT and noticed previous 2 chart QA tasks were completed by the same rad (#1-11 inclusive). involves ensuring the correct number of #s are scheduled, weekly activities and delivered dose is correct				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Donnelly,  James		Finally approved		No Harm		No harm		12/4/25		informed B7, as part of EoT ensured the previous chart QA was correct.

On review: 04/12/25, Non conformity to protocol, risk and impact on patient, very low. Feedback to be given at next 5+6+7 meeting.				Network Services

		I18838		18901		12/2/25		16:50		12/2/25		Patient started to feel shaky, have a scratchy throat, and legs felt heavy. This happened approximately 40 mls before the end of the infusion.		Medical team aware of ?reaction to Oxali however due to stable observations they feel it is dysaesthesia rather than true reaction so want to rechallenge again at a lower dose continuing over a slow rate.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		Low Harm		No harm		12/16/25		Infusion stopped 10mg Chlorphenamine given and 200mg Hydrocortisone given. Observations taken. ACP S.Welby reviewed patient also.				Network Services

		I18822		18885		12/2/25		11:39		12/2/25		RN and Ward Manager recognised a Cat 2 on patient's sacrum.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		12/19/25		Medical illustration requested. 
Have been referred to TVN, awaiting review. 
Purpose T and datix done.
Air pro mattress and pump ordered. Advised that it will be here in 4 hours.		Inappropriate to take medical illustrations 1 week later as patient sadly deteriorated for EOL care.
All correct actions taken at time of incident.
Purpose T updated weekly throughout admission and on change of skin		Clinical Support and Specialist Surgery (CSSS)

		I18823		18886		12/2/25		11:30		12/2/25		Patient scheduled on ORTC diary for 1130 however appointment on patient flow and CWP for 1200. Patient did not arrive at 1130		The scheduler spoke to patient who unfortunately hasn't got the card anymore he since has a new one.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		Low Harm		No harm		12/23/25		Currently waiting for patient to arrive. Moved patient on the diary to 1200 however this means I only have 30 minutes to administer her treatment prior to a patient scheduled at 1230 which is not possible.				Network Services

		I18846		18909		12/2/25		18:20		12/2/25		Patient had mild allergic reaction to the contrast. This happened at PAT-SEED CT PR1.
Immediately after the scan, patient developed redness on the skin and mild itching in other regions.
Prior to this, patient was found safe to have the contrast after going through the safety questionnaire.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						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		No harm		12/5/25		Patient was explained what has happened with sympathy. Safety questions were asked and patient was found safe to have anti-histamine Chlorphenamine and 1 tablet of 4mg was given. 
Patient as given explanation of future actions including not giving the contrast again and keeping longer for 30mins to monitor the situation. 
Patient was advised to do allergy test before receiving contrast again.
Datix, CRIS, CWP and allergy form was filled as appropriate.				Clinical Support and Specialist Surgery (CSSS)

		I18908		18971		12/2/25		10:00		12/3/25		she had been using stockings for rt leg lymphoedema. she started to complaint it was hurting and when it was taken off, found there were blisters and red spots on her right foot.		TVN referral completed who came to assess and informed patient and ward staff about plan of care. This was added to the daily safety huddle. Spoken to the lymphedema nurse to always talk to the ward coordinator as well as the nurse looking after the patient if possible so any instructions can be added to the daily safety huddle.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Skin condition		Blisters (including epidural blisters)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		12/30/25		stockings taken off. cleaned and applied cream QDS. given PRN pain relief. pre- movement pain relief given. TVN referral sent. PURPOSE T updated. Requested for lymphedema nurse review for right size stockings. 

TVN 7 day review 8/12/2025 - 
Tissue Viability Nurse

Visited patient on Ward 2 for 7 day review of skin damage to her foot. She consented to TVN review. RN Taiba also present for review.

On examination:

On profiling bed, with hybrid mattress in situ. Wearing her own nightwear. R leg elevated with pillows.

R leg remains swollen; and multiple areas of dark red/purple discolouration remain to front of R foot and lower leg. Previously present blisters are now resolved to dark purple areas of bruising, skin is unbroken, no exudate, no clinical signs of infection.

Note wound swab sent 3/12 shows mixed skin flora, no acute infection.

She awaits lymphoedema nurse input.

Plan of care:

Please obtain medical illustration today (I have notified them) and repeat each 7 days whilst inpatient, plus on day of discharge.

Can discontinue dressing regime now no broken areas.

Continue to elevate her leg whilst in bed.

Regular (at least 2 hourly) skin checks and repositioning; and please document on SSKIN bundle.

Please add pump to her mattress.

TVN will review routinely in 7/7; please call on mobile number if advice/review required in the meantime.				Clinical Support and Specialist Surgery (CSSS)

		I18848		18911		12/2/25		18:30		12/2/25		Pt has been on 1:1 supervision due to ongoing intermittent confusion; slipper socks were insitu. At the time of incident, her friends were present. Ongoing diarrhoea, pt tried to go to the bathroom but she did not manage and opened her bowels next to her bedside. Pt slipped on her loose stools and fell on her front, hitting her face causing nose bleed and abrasions on top of her nose. Her friends alerted one of the staff and pulled the emergency buzzer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Finally approved		Moderate Harm		Low harm		12/10/25		Assessed A-E. Airway and Breathing stable. See NEWS 2 chart. Bms are stable. We repositioned her to her back and maintained pressure on her nose. Dr assessed that it might be fractured, aw Xray. We easily managed to stand her up with Assistance of 3 and sat her on the bed. We have assessed further skin damage and abrasions, found big lump on her head and red bruise on her right cheek. GCS normal 15. Ice pack applied on her lump.

Dr has reviewed, aw documentation.
Purpose T done 
M+H done 
PT/OT referral done.
Falls incident done. 
Aw medical illustration for 03/12
Datixed within 24 hours. 
Wound care plan done. 
Aw head scan 
Outreach aware. 
Husband made aware as per duty of candour				Clinical Support and Specialist Surgery (CSSS)

		I19090		19153		12/2/25		17:00		12/10/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Scott,  Sabrina		Finally approved		No Harm		No harm		12/10/25		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.				Clinical Support and Specialist Surgery (CSSS)

		I18974		19037		12/2/25		14:00		12/5/25		Radiotherapy consent form scanned under ECG.		Discussion to take place with the individual staff member when she is next in work regarding the need to ensure she is following the correct processes when documents are received in the OPD clinic 
Secretary requested via techbar that the incorrect document be removed and she re-scanned the correct form (consent)		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield						Incident affecting Staff		No Harm		Non-clinical incident		Record		Mis-filed documents		Davies,  Tara Victoria		Finally approved		No Harm		No harm		12/9/25		Yes, reported, asked for misfiled to be redacted, and re-scanned the consent form under radiotherapy.		Staff member needs to be clear about the process and recording under correct appropriate and correct subject headings and if in doubt should seek clarification from colleagues she is working alongside 
Explain the significance of the form not being easily identifiable and therefore consideration of no consent being visible which would impact the patients treatment proceeding as planned 
Also consideration of the impact on the admin staff members who identify the error and have to request for redaction of the incorrect document		Network Services

		I19620		19683		12/3/25		08:00		12/29/25		Code WSB
Ext: Not stated
Ordercomms # (512)9436911
Virology sample received in microbiology bag.
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Bushell,  Lyn		Finally approved		No Harm		No harm		12/30/25		Error logged, booked in, and sample sent to MRI with delay as it was initially placed in Salford Microbiology pile due to incorrect bag.				Clinical Support and Specialist Surgery (CSSS)

		I18920		18983		12/3/25		12:35		12/4/25		Received a group and screen sample for a theatre patient. Sample mislabelled, does not meet transfusion labelling requirements. Sample rejected and theatres asked for a repeat sample. 

Second sample not signed, theatres staff informed, refused to send repeat sample as patient was already in theatres, so this patient did not have a valid blood group before their surgery.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Rowen,  Maree		Incident being managed locally		No Harm						Samples rejected and communicated to wards.				Clinical Support and Specialist Surgery (CSSS)

		I18850		18913		12/3/25		06:30		12/3/25		Patient found on floor in patient room next to bed. She was sat upright on her knees.
Patient was placed onto 15 min checks as she was found sat at the edge of the bed when getting pain relief earlier on in the night. Informed patient the reasons why she needed to stay in bed and use the call bell.		See document in the document section		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Brennan,  Naomi		Finally approved		Moderate Harm		No harm		12/5/25		-Observations taken
-BM recorded 
-doctor informed
Hoisted back into bed
-patient denies pain
-Re checked observation and blood sugar
-documented on CWP		Learning identified
See document in the document section		Network Services

		I18889		18952		12/3/25		14:10		12/3/25		Interpreter booked for patient with D.A LANGUAGES LTD, but never arrived. 
when we called Interpreter company to find out where they were/if they were running late, we were told that they could not source a Kurdish interpreter themselves for today, and that they had outsourced the job to another company yesterday. This information was not relayed onto our department, and did not find out the company did not organise an Interpreter until the patient was already in the department.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Scott,  Andrea		Incident being managed locally		Low Harm						Spent over 30mins trying to organise a telephone interpreter to communicate with the patient but was told by an operator about 30 mins after being on hold that no telephone interpreter was available. 

Ended up having to speak to his daughter over the phone to explain that the scan couldn't be done today. The patient and his daughter were understandably very upset about this, as they were insistent that he had multiple scan previously without an interpreter present. I had reiterated that continuing to do the scan without an interpreter, or at least a family member who speaks English in the department  was something we could not risk. Both patient and his daughter extremely upset and frustrated with this outcome.				Clinical Support and Specialist Surgery (CSSS)

		I18874		18937		12/3/25		11:15		12/3/25		Student Nurse was preparing IV magnesium for a patient, when trying to insert the 20mmol magnesium to the 250ml saline bag when they pierced through the bag and straight through their thumb (so an entrance and an exit wound). Sterile needle, had not come into contact with the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Staff		Harm		Clinical incident		Contact with needle or sharp object		Needlestick from clean needle		Jackson,  Claire		Finally approved		Low Harm		No harm		12/3/25		Student ran her thumb under hot water to let it bleed for 3 minutes, then applied gauze and pressure until the bleeding subsided. The whole bag of magnesium/needle/saline was discarded. I remade the 20mmol magnesium in 250ml saline.				Clinical Support and Specialist Surgery (CSSS)

		I18887		18950		12/3/25		15:00		12/3/25		A yellow cannula in the wrist was put in for a TAP CT scan. Contrast enhancement was fine on scan. However, when we went in after the scan to get the patient off, we noticed his wrist was swollen and the contrast at the end of the injection had extravasated (about 15mls of contrast + saline - 20mls). I informed the patient about what had happened, I tried to aspirate but only about 1ml of clear fluid came out. Patient was happy for me to call med illustration. I dressed the area and marked it.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		12/4/25		I informed the patient what had happened, I tried to aspirate but only about 1ml of clear fluid came out. Patient was happy for me to call med illustration. I dressed the area, marked it with a pen and I gave him the cold pack. I then gave him a leaflet telling him to use arm as normal and that we would call him tomorrow for a follow up. I also told him to call the hotline if area gets worse. He said the area was not painful and that it felt okay.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I18857		18920		12/3/25		09:52		12/3/25		In accordance with treatment protocol baseline ECG had not been taken and reviewed prior to arriving at the chemotherapy unit for treatment.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		12/22/25		ECG to be taken on ORTC and sent for review prior to any treatment going ahead.
Apologies to patient for delays in treatment starting.
Incident report completed				Network Services

		I18858		18921		12/3/25		08:30		12/3/25		patient appointment time on IQEMO was scheduled at 0830, however pt was told appointment was at 0930 and was written in the appointment cart				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Neille,  Maxine		Finally approved		No Harm		No harm		12/4/25		patient treated as soon as nurse available				Network Services

		I18883		18946		12/3/25		11:15		12/3/25		Extra forceps found when opened sterile  general instrument tray		Discussed with staff.
Placed on huddle form.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting the organisation		No Harm		Equipment incident		Medical		Failure of device/equipment		Wilson,  Kay		Finally approved		No Harm		No harm		12/9/25		removed extra item from tray reported to TSSU, and Band 7  placed in bag labelled not to put back on set		Service reports need to be raised for Steris
Set numbers need to be provided on datix to be able to trace set.		Clinical Support and Specialist Surgery (CSSS)

		I18876		18939		12/3/25		12:00		12/3/25		TSRT9 Level 3 13z sb13cc md13 CF3a 
Confidence tone on 2DKV image but no image produced. Investigated to show normal AP dose delivered but no lateral dose. Additional mechanical image.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						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)		Donnelly,  James		Finally approved		No Harm		No harm		12/18/25		Rang MCR for approval to continue, reported to B7 and added confidence tone + additional 2D imaging task. 
On review 18/12/25: logs and additional dose calculated appears accurate, additional 2d imaging dose imparted to the patient. 
Outcome to be raised at TIG, operational lead informed as being audited				Network Services

		I18877		18940		12/3/25		08:00		12/3/25		Patient listed as NKA (Not known allergy) on theatre list generated on Opera. The list was checked the day before the operation date, and noticed the patient is allergic to Penicillin. It was written on the list before copying for distribution.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Friskney,  Caroline		Finally approved		No Harm		No harm		12/22/25		Reported to scheduling team to escalate				Clinical Support and Specialist Surgery (CSSS)

		I18878		18941		12/3/25		11:34		12/3/25		tsrt9
Multiple interlocks  appeared during the middle way of  the first beam including  generator timeout, lost of compensation etc.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Bentley,  Melissa		Finally approved		No Harm		No harm		12/31/25		contacted MCR, Compensated the couch, taken 2D images authorised by Superintendent.				Network Services

		I18892		18955		12/3/25		11:30		12/3/25		Patient due C2 Docetaxel following reaction on C1. Due treatment with pre medications, prescription says to given treatment at 1/4 rate for 15mins, then 1/2 rate for 15 mins, then 3/4 rate for 30 mins, then full rate. Usually these rates are worked out from the original duration of the treatment, which was 60mins. However the treatment duration had been changed to 90 mins. There was no clear documented to say if 1/4 rate etc. was to be calculated based on a duration of 90 or original 60 mins.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Record - illegible/unclear		Bayles,  Lauren		Finally approved		No Harm		No harm		12/12/25		alertive sent to late screen team, 1 pharmacist replied to say usually the rates (1/4, 1/2 etc.) are based on 60 mins, and they weren't sure why another pharmacist had increased it to 90. 
This makes it difficult to be sure how to calculate the rates. Meaning either the rate is too slow or fast, so impacting patient safety, or increasing their chair time. Patient had to wait for 40 mins while i got more confirmation from colleagues and pharmacy. I apologised for the delay and emailed the team to review the time of the treatment going forward.  Sometimes 90mins will refer to the total time of the treatment, and not the baseline time for which rates need to be worked out.				Network Services

		I18894		18957		12/3/25		15:00		12/3/25		TSRT9
Patient felt itchy after RTP scan with IV contrast. Itchiness on side/back lasted for a minute - no redness seen and patient felt well. CT staff contacted support workers for observations and review team contacted to review patient. Review team attended and reviewed patient, patient was deemed well and sent home, however cannula was not removed before being sent home by review team. This was noticed when CT staff could not find the patient (support worker had arrived to do observations).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT Sim 2						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Hawkes,  Iain		Finally approved		No Harm		No harm		12/10/25		Alertive to review team as to whether patients cannula had been removed before being sent home, they replied saying that it had not. CT staff called patient and asked them to come back to the Christie to get their cannula removed and observations taken. Patient agreed. Patient arrived back at The Christie, observations done and cannula removed. Patient well and sent home.				Network Services

		I18895		18958		12/3/25		12:00		12/3/25		Very unclear documentation of Docetaxel prescription. Previous reaction to treatment on 15/10/25 and due treatment on ORTC over 120mins. prescriptions states 'Administer as per hypersensitivity protocol', however no Hypersensitivity protocol available for doxetaxel sarcoma team. As per urology docetaxel hypersensitivity protocol it states to give treatment 1/4 for 15 mins, 1/2 rate for 15 mins, 3/4 rate for 30 mins and then full rate, but this is not documented on their prescription				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre				The Christie NHS Foundation Trust / Medical Oncology / Sarcoma (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Record - illegible/unclear		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		12/22/25		treatment duration confirmed with nursing colleagues and pharmacy. they confirmed to give at reduced rates of 1/4 for 15 mins, 1/2 rate for 15 mins, 3/4 rate for 30 mins, then full rate, based on the original 60 minute infusion. 
it very misleading to put 120mins for duration of treatment if reduced rates are required following a reaction. It would be helpful if medical team or pharmacy could clearly document the instructions in the prescription, rather than say 'see HSP'.				Network Services

		I18898		18961		12/3/25		10:00		12/3/25		patient due treatment on ORTC today and was seen in clinic on 2/12/25 but there is no CWP outpatient clinic annotation on CWP, only the clinic outcome.				The Christie NHS Foundation Trust / Network Services / Oak Road Reception				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Cox,  Margaret		Finally approved		No Harm		No harm		12/22/25		CWP message sent to professional who saw patient in clinic, they replied with ' clinic was dictated and it out of their control when the notes get dictated'. However this means I do not have enough information about the patient before proceeding with their SACT. Regardless of go ahead being given on their script, I know nothing about their SACT toxicities or if there were any specific instructions for their treatment or add on medications. 
As i write this, there is still no annotation following clinic on 2/3, a full 24 hours later. this is not an example of good communication between MDT, and could easily lead to poor patient care and outcomes. 

AM: Contacted Secs involved in the dictation and asked why there was an 8 day delay in typing the clinic letter they were typing oldest in the queue and dictation was not marked as urgent				Network Services

		I18907		18970		12/3/25		19:00		12/3/25		Pt's TTOs were dispensed on 26/11 but treatment was subsequently deferred. He then came for treatment on 3/12 and I could not give TTOs as they were already 'dispensed' but could not be found in ORTC or ward three. The pt was up after 17:30 - contacted the pharmacist at main pharmacy who advised it would need to be re-prescribed, as this would mean a wait, pt went home and did not want to wait any longer. Have emailed the treating team for this to be re-prescribed. 

TCP - medication sent up to W3 as per log attached to datix. Sent alongside meds for other patients on W3 on 26/11.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Worgan,  Howard		Finally approved		No Harm		No harm		12/17/25		NIC aware, contacted pharmacist for advice and have emailed treating team.				Network Services

		I18914		18977		12/3/25		09:40		12/4/25		Patient attended the blood room dept 35 for her appointment this morning.
Flow Manager has her booked in for 1350 hrs but she has a letter stating that her appointment was booked for 0930 hrs. In addition her Dr's appointment is listed on her letter as being 1510 hrs.

I checked with Care Flow and could see that the patient did have an appointment for 0930 hrs, with a Dr's telephone consultation for 1510 hrs, however the blood appointment was cancelled and re booked - patient was not informed				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		12/10/25		Apologised to patient, bloods obtained				Network Services

		I18916		18979		12/3/25		09:30		12/4/25		Patient had blood sample taken and labelled with wrong date.
Lab informed clinic.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Turner,  James		Finally approved		No Harm		No harm		12/5/25		Clinic resubmitted blood sample with correct date
Informed patient about the delay, and apologised. 
Doctor was updated and waited for the blood result 
Doctor gave go ahead for the treatment.
Patient had treatment. 
No complaint.				Research and Innovation

		I18917		18980		12/3/25		15:00		12/4/25		Patient discharged after cycle 1 day 1 of treatment finished. Post 4hr PK not take as clearly stated on CRF handover as well as being verbally handed over to treating nurse. This will be a protocol deviation. Patient safety potentially compromised as patient left hospital before 4hr observation period ended.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting the organisation		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Pickwell,  Thea		Finally approved		No Harm		No harm		12/5/25		CRF staff contacted trial nurse at time when sample should of been taken. Patient contacted by CRF nurse and already on their way home, patient well at this time. Inappropriate for patient to return as would be past the sample window for trial.				Research and Innovation

		I18918		18981		12/3/25		15:23		12/4/25		Incorrect DOB on sample for transfusion. 
Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care.		Thank you for reporting this incident
For monitoring purpose. To discuss transfusion incidents with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/8/25		Sample rejected new sample requested via phone.				Network Services

		I18919		18982		12/3/25		22:00		12/4/25		Staff member was travelling in a taxi with backpack containing trust laptop, ID card and smart card and left it in taxi when getting out. When it was realised, contact has been attempted to taxi driver but as of yet the staff member has been unable to speak to the driver. Management were made aware on 04/12/25. Laptop, smart card and ID card have been cancelled and confirmed not been used since they were lost.		None		The Christie NHS Foundation Trust / Corporate / Workforce / Human Resources						Incident affecting Staff		No Harm		Security incident		Property loss/ damage		Trust property lost		Wilkinson,  Richard		Finally approved		No Harm		No harm		12/16/25		Staff member attempted to contact the tech bar team to make them aware but was unable to get through. There was a message on the line stating line was unavailable (staff member unable to remember exact message due to panic).		N/A		Corporate

		I18921		18984		12/3/25		13:30		12/4/25		Incorrect DOB on sample for transfusion. 
Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care.		For monitoring purpose. To discuss transfusion incidents with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/8/25		Sample rejected and discarded, repeat requested.				Network Services

		I18922		18985		12/3/25		18:34		12/4/25		Incorrect date taken on sample for transfusion. 
Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care.		all staff reminded of importance of correct sampling
task & finish group for Ordercomms
new floorwalking to be arranged to minimise errors		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Dale,  Emma		Finally approved		No Harm		No harm		12/17/25		Sample rejected, discarded and new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I18911		18974		12/3/25		21:30		12/4/25		Patient prescribed QDS antibiotics, TLS risk dysfunctional neutrophils . Day staff missed evening dose. Escalated to nurse in charge, advised to give to patient with 4-5 hour interval within the night. Completed within the night shift.		Proper documentation  and communication between staff on the ward		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Anderson,  Rebecca		Finally approved		No Harm		No harm		12/8/25		Informed NIC and patient of this error, apologised to patient on behalf of the nursing team. Completed abx administration to return to QDS scheduled.		Documentation not done by staff who changed the dose		Network Services

		I18926		18989		12/3/25		13:00		12/4/25		Patient needed to withhold cabozantinib 2 days prior to starting Radiotherapy. I checked with patient on the 4/12 of which she had taken the medication at 8am on the 3/12.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Hawkes,  Iain		Finally approved		No Harm		No harm		12/22/25		I was told by the patient and her partner that she had rang her consultant's secretary on the 3/12 regarding this medication as she had recalled being told to stop taking it. She was told that someone would get back to her. Patient rang again 2 hours later and was told the same. No further contact was made. They also told me that they rang Main-site as it was the only number they could find, but couldn't get through to anyone. 

I explained to the patient that we need to delay treatment due to the time between withholding from the medication to starting radiotherapy. Gail was upset that this had to happen when they had attempted contact multiple times to avoid a situation like this. I explained that I had spoken with my Band 7 and our Review team and that the RT could not go ahead today.

Changed pts appointments to fit with timings of medication. Escalated to Band 7s and review team.				Network Services

		I18930		18993		12/3/25		16:00		12/4/25		Blood samples missing from bloods closer to home site - Moya Cole, Little Hulton - outreach SACT senior nurse informed samples missing prior to treatment. 
Senior charge nurse informed labs samples were missing 04.12.25, labs explained they have just had a bag put on their desk that were samples that was supposed to be processed yesterday. Charge nurse went to review bag - no one can recall where or why this bag of samples had arrived 24 hours post service.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Kulesa,  Weronika		Finally approved		No Harm		Low harm		12/30/25		Senior sister informed, service manager informed, senior lab tech informed, all patients contacted and appointments rescheduled, transport contractor informed				Network Services

		I18953		19016		12/3/25		15:30		12/5/25		Datix for audit and monitoring purposes.
Chest drain has been more than 48hrs. No evidence of escalation at 24hr point.
Initial management of the drain was good, 2 hourly drainages but when drain output tailed off there was no troubleshooting documented.
Nurse on the night shift has written "2hourly drainages" but fluid balance chart show only 2 drains all day and night.
Drain could have been managed and removed earlier.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Finally approved		No Harm		No harm		12/17/25		as above				Clinical Support and Specialist Surgery (CSSS)

		I18954		19017		12/3/25		18:10		12/5/25		TSRT9 13Z D04 SB3i MD13CC CF3a
XVI drop out at 590/606 frames (Pelvis M15 CC),  repeat image approved by B7, additional concomitant exposure of 9.0 mGy
Modality D04		Performed test scan with no further issues. patient successfully scanned. Logs show Generator		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						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		Finally approved		No Harm		No harm		12/15/25		Patient left room to allow for a test scan
Additional concomitant exposure approved by B7		Logs show Generator ERROR 14 Anode-Cathode voltage not reaching final value in designated rise time.		Network Services

		I18978		19041		12/3/25		11:43		12/5/25		Echcardiogram referral scanned to cwp, shouldn't have been scanned on, instead it should have been taken to the cardirespiratory unit at Macclesfield Disctrict Hospital.		Discussion to take place with the individual staff member when she is next in work regarding the need to ensure she is following the correct processes when documents are received in the OPD clinic 
Explain the significance of the form not being taken to the correct department which would impact the patients treatment proceeding as planned		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield						Incident affecting Staff		Near Miss		Non-clinical incident		Referral		Delay/ failure		Davies,  Tara Victoria		Finally approved		No Harm		No harm		12/9/25		downloaded the echo referral from cwp and emailed to cardiorespiratory, asked for confirmation of reciept of the email.		Consideration of the impact on the patient as the request would not have been actioned if the error had not been identified 
Impact on the admin staff members who identify the error and have to request for redaction of the incorrect document 
Staff member needs to be clear about the process and if in doubt should seek clarification from colleagues she is working alongside		Network Services

		I19094		19157		12/3/25		19:05		12/10/25		Patient received a unit of platelets and no starting information or end vital signs recorded. The vital signs documented as the end of transfusion vital signs are NOT for this transfusion and were documented on 09/12/2025.
NEWS not completed within the timeframe for transfusion vital signs.		For monitoring. All severe incidents will be discussed and investigated with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		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.				Network Services

		I18940		19003		12/4/25		16:30		12/4/25		Skin checked by RN. Discovered a category 1 pressure ulcer to the left buttock and a category 2 pressure ulcer to the coccyx.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Caporn,  Alice		Learning response required		No Harm						Documented on skin bundle and increased skin checks to 2 hourly. 
PURPOSE T Pressure ulcer risk assessment and careplan completed on CWP. 
Medical illustrations to be requested next working day (attempted to call medical illustrations department at 16:45pm however no answer).
Patient is on an air mattress and a PU prevention cushion in place on chair also.
Encouraged mobilisation and movement in bed. 
Duty of candour completed. 
Incident report completed.				Clinical Support and Specialist Surgery (CSSS)

		I19044		19107		12/4/25		15:40		12/9/25		additional clinical 3D CBCT was required and was authorized by a B7.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						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)		Booth,  Adam		Rejected		No Harm						Additional 3D CBCT was taken and signed by B7 authorization however additional 3D imaging task was not submitted.				Network Services

		I19628		19691		12/4/25		08:00		12/29/25		Code WSB
Ext: Not stated
Ordercomms # (512)9437876
Virology sample received in biochemistry/haem bag.
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in, and sample sent to MRI with delay as it was initially placed in biochemistry pile due to incorrect bag.				External Other Trust

		I18925		18988		12/4/25		10:30		12/4/25		gave zolendronic acid c1 without consent form				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Failure to obtain consent		Johnson,  Rhona		Rejected		No Harm						informed clinical educators if one is required for zolendronic acid- unsure if required for this disease group. emailed team to clarify if one is needed. informed pt that he may require consent form for this treatment and he has not signed on. explained to them that i will email team to ask if one if required- pt  happy with this				Network Services

		I18977		19040		12/4/25		21:00		12/5/25		On 4/12/25 the ambi hotbed on palatine was used to admit a patient. There are currently 5 ambi patients on the hotbed list including a TYA on methotrexate awaiting clearance and 3 on blinatumomab at risk of CRS/ICANS.
This is a breach of policy that needs to be investigated as there should always be a hotbed available as per policy for the ambulating patients.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Eboiyehi,  Oseyaede		Rejected		No Harm						After ward round only 1 patient can be discharged from palatine. TTO's are done, awaiting those to come up and there will be an ambi bed by COB today.				Network Services

		I19621		19684		12/4/25		08:00		12/29/25		Code WSB
Ext: 3925
Ordercomms # (511)9438080 & 9438047
Microbiology samples received in biochemistry/haem bags.
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Incident being managed locally		No Harm						Error logged, booked in, and sample sent to Salford Microbiology with delay as it was initially placed in biochemistry pile due to incorrect bag.				Network Services

		I19630		19693		12/4/25		08:00		12/29/25		Code WSB
Ext: 1081
Ordercomms # (512)9437383
Virology sample received in biochemistry/haem bag
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Incident being managed locally		No Harm						Error logged, booked in, and sample sent to MRI with delay as it was initially placed in biochemistry pile due to incorrect bag.				Network Services

		I18932		18995		12/4/25		13:00		12/4/25		Patient on ward 12 was suppose to be NBM from 06:00 and clear fluids until 11:00 am for a oesophageal stent removal and a GastroJej on Interventional Radiology. When the Dr went to the ward to consent her she had just starting eating an ice lolly at 11:30 am.		Added to the learning from incident bulletin in december		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure with patient or relative		Spooner,  Jennie		Finally approved		No Harm		No harm		12/22/25		As the Dr said she had only had 1 lick we discussed with the anesthetist and he was happy to continue. This was a near miss as the procedure had already been cancelled for the same procedure.		Ward staff reminded that nil by mouth for procedures means no ice lollies and very literally nil by mouth
Staff to inform and ensure patients understand that are nil by mouth for a procedure and why		Clinical Support and Specialist Surgery (CSSS)

		I18927		18990		12/4/25		10:45		12/4/25		Attempted stair assessment with patient in ward stairwell, with PT (Physiotherapist) and OT (Occupational Therapist) providing stand-by assistance, R) ascending rail // On 2nd step, patient's R) lower limb gave away. PT was able to support Joanne to prevent fall and assist her back into standing. Joanne denies any injury or knee contact with steps. Joanne assisted to return to transit chair. Able to mobilise following event with nil concerns.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Andrews,  Rachael		Finally approved		No Harm		No harm		12/8/25		Patient assessed for any injury or contact with the floor, to which the patient denies same.
Reviewed mobility following near-miss, to which there were no concerns.
Patient's nurse notified of event.
Plan for ongoing Physiotherapy input.				Clinical Support and Specialist Surgery (CSSS)

		I18928		18991		12/4/25		12:30		12/4/25		pt after starting treatment complained of chest pain and was red in the face		ACP reviewed patient on ORTC after a reaction to paclitaxel form cycle 1 day 8 Pembrolizumab in combination with Paclitaxel and Carboplatin.

Complaints of chest pain/tightness felt short of breath and lower back pain. Treatment stopped and reaction medications given with good effect. Symptoms settled quickly.

For an ECG prior to treatment restarting, can then be rechallenged following the protocol. Nursing team will email the medical team to alter the script for her next treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/9/25		infusion stopped, hydrocortisone give, obs taken, senior clinician involved.		Medication given for drug reaction
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken
obs taken, ecg recorded, senior clinician involved

ACP reviewed , team informed via email
NEWS2 score - 0		Network Services

		I18929		18992		12/4/25		13:00		12/4/25		Patient reported chest tightness during stem cell infusion. 
Observations checked, new oxygen requirement as 91% on RA. New increased respiration rate. 
Patient feeling nauseous and flushed.		To discuss at QMM.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Anderson,  Rebecca		Finally approved		No Harm		No harm		12/8/25		Escalated to haem reg for medical review. 
Stat methylprednisolone given as prescribed. 
Rest of stem cells infused as planned. 
Patient reports chest tightness is resolving.		Incident is a deviation		Network Services

		I18912		18975		12/4/25		07:30		12/4/25		Was helping putting trousers and underwear to pt in the toilet, has pt stood he legs gave way, I assisted him to the ground, did not hurt himself in the proccess		Learning outlined above fed back to team and discussed with Ward Manager		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Clarke,  Catherine		Finally approved		No Harm		No harm		12/15/25		Press emergency bell
DATIX
Prevented Dr		No harm to patient, staff present at time of fall, helped lower to the ground, no injury.  Medical review obtained post fall. 
Moving Handling and Falls Risk Assessment not repeated post fall 
Falls incident form not completed post fall.		Clinical Support and Specialist Surgery (CSSS)

		I18923		18986		12/4/25		10:30		12/4/25		A member of staff in CTSG raised a concern, as they had loaded the incorrect config to an infusion pump during a repair they caught it and loaded the correct config and checked it before returning the pump to clinical use. they also informed me that there was a config missing and the couldn't find it to upload to 3 repaired pumps to return them to use.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Clinical Technical Support Group (Engineering)						Incident affecting the organisation		Near Miss		Equipment incident		Medical		Failure of device/equipment		Redikin,  Jacqueline		Finally approved		No Harm		No harm		12/9/25		Contacted Head of Clinical Engineering and discussed the issue initial plan of action created (see below):

- Level 2 QS document for the management of Configs.
- Level 3 Work instructions on: 
      - how to open configs records (new method to be developed - attach to model in equip).
      - any config changes on devices to be counter checked and signed off by second engineer in equip (config checks can be carried out by one engineer)
       - Config update and check Checklist to be created for carrying out config changes/updates.
       - configs should not be accessed directly from the drive folder as this contributed to the confusion.
- standard naming structure required e.g. Model_Issue_Date with draft and archive files in each model folder.				Network Services

		I18944		19007		12/4/25		22:00		12/5/25		Pt's daughters have been assisting pt w/ self care and stated that they were worried about pt's sacral area as they had noticed open skin and bleeding. I assessed the pts skin following this. Found a query category 2 pressure ulcer to pt's sacral coccyx area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Caporn,  Alice		Finally approved		Low Harm		Low harm		12/17/25		Comforted pt and daughters that we will put a plan in place to treat the area and prevent reoccurrence. Repositioned pt on bed w/ pillows to relieve pressure. Will document that Pt will now be on 4 hourly turns/re-positioning. TVN referral completed. Handover will be updated.
TVN review:
On assessment of the buttocks there is a new moisture lesion to the left of inner buttock/ lower natal cleft area, irregular shape , superficial 100% granulation, exudate serous, no pain on examining the area.		Recognised that there is uncertainty within the ward team in assessing pressure damage. 
Implement that all new pressure damage requires band 6 or 7 to assess to support correct assessment, and ensure appropriate management.		Clinical Support and Specialist Surgery (CSSS)

		I18951		19014		12/4/25		12:00		12/5/25		Pt presented with CAT 1 to left buttocks on admission on the 04/12/25. Healing well and dressed with a simple foam adhesive dressing.		For monitoring purpose		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Eboiyehi,  Oseyaede		Finally approved		Low Harm		No harm		12/8/25		Dressings being changed daily currently for small amounts of exudate on foam. Medical illustration referral done.		Good care by staff to patient		Network Services

		I19558		19621		12/4/25		11:00		12/24/25		The above patient was reviewed in the nurse led oral sact clinic stream and a medication error was identified. The patient stated that the latest box of medication that was posted out to them stated on the label 150mg x3 BD per day which calculates to 900mg per day as opposed to the correct dose which is 1500mg x2 per day= 3000mg. I triple checked the patient was not provided an additional box to equate to the correct dose.				The Christie NHS Foundation Trust / Network Services / Pharmacy						Incident affecting Patient		Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Dose or strength - wrong/unclear		Patel,  Rizwan		Finally approved		Low Harm		Low harm		12/30/25		Pharmacy notified, it was asked if the patient could send a picture of the medication label. However the have now been disposed of and live in a communal area- flat therefore shares bins. Is going to try and locate but advised if not at the top of the bin not too root. 

Team emailed to update has received less of the dose required

Apologies provided to the patient				Network Services

		I18945		19008		12/4/25		20:00		12/5/25		Patient had RIG insertion in IPU approx 1600, arrived on the ward approx 1830. Nil analgesia prescribed for patient apart from one single stat dose of IV paracetamol in IPU. Patient presenting with pain ++. Unable to give any pain relief due to there being none prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Byrarapu,  Padmarani		Incident being managed locally		Low Harm						Doctor on call informed of patients circumstances and alerted for analgesia. 
Attempted to alert doctor covering another ward to prescribe some subcutaneous analgesia for the patient due to the DR covering the ward being busy and unable to do so.
Informed patient of the lack of medication prescribed and that doctors have been alerted to review.				Clinical Support and Specialist Surgery (CSSS)

		I19436		19499		12/4/25		10:00		12/19/25		INCIDENT REPORTED BY EAST CHESHIRE: Concerns again regarding the delay in image transfers from The Christie.
They continue to present poor response times to MDGH transfer requests causing delays for MDT / patient care				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology						Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Moderate Harm						"Image import request received 4.12.25 @ 12.37 -  needed for MDT on 5.12.25
IEP request made 4.12.25 @ 12.55 
10.12.25 IEP request declined by the Christie reason - patient didn't undergo scan with them
10.12.25 IEP request made to Alliance Medical - also declined - reason this study was booked as an unreported scan service - Alliance do not retain the imaging for this type of referral - images are sent back to the referring  location for report & review
11.12.25 IEP request made to WWL - declined advising to try the CHRISTIE
11.12.25 Further IEP request made to The Christie
12.12.25 PET scan images finally transferred across to MDGH from the Christie"				Clinical Support and Specialist Surgery (CSSS)

		I18981		19044		12/4/25		16:00		12/5/25		Patient had MR whole spine 10/10/25. Only referred to the MSCC coordinator 04/12/25 after a none urgent referral for radiotherapy was reviewed by a clin onc consultant in another consultants absence. Very unclear what has happened in the 2 month period.				The Christie NHS Foundation Trust / External Other Trust		The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Clinical Oncology / Skin (Clinical Oncology)		Incident affecting Patient		Harm		Clinical incident		Malignant Spinal Cord Compression (MSCC)		Delay in treatment		Safety,  Patient		Rejected		Moderate Harm		Moderate harm				Contact GP/hospice/nursing home to try and gather more info and then discussed with clin onc onc call team re. next actions. Unsure at this point if XRT is appropriate or not now.				External Other Trust

		I19095		19158		12/4/25		19:17		12/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Spooner,  Jennie		Finally approved		No Harm		No harm		12/10/25		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.				Clinical Support and Specialist Surgery (CSSS)

		I18982		19045		12/4/25		15:10		12/5/25		In theatre performing a pain list. I had a look around the room at the doors and at the members of staff to make sure that it was safe to expose, I pressed the button to take a fluro x-ray. As soon, as I pressed the button, a member of staff stepped back and I noticed that they were not wearing a lead gown. As soon as I saw I tapped the staff members shoulder and told them they needed to put a lead gown on right away.		reflection from radiographer and theatre staff being informed of importance of wearing lead in theatre		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Plain Film)				Incident affecting Staff		No Harm		Clinical incident		Exposure to harmful agent		Radiation		Madden,  Sarah		Finally approved		No Harm		No harm		12/15/25		Yes immediate action was taken, I asked the member of staff to put a lead gown on.		Radiographer learnt to check each member of the team individually and the theatre staff have been told the importance of wearing the lead gowns when the c-arm is present in theatre		Clinical Support and Specialist Surgery (CSSS)

		I18983		19046		12/4/25		18:00		12/5/25		DTI discovered on patient in CILDOL when turned. Patient on mattress with pump and having regular turns when appropriate. Skin was very vulnerable.		Documentation reviewed - very good examples of repositioning and skin bundles. Patient sadly passed away, skin deterioration broke down despite 2-hourly repositioning. Likely end of life skin changes.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Finally approved		No Harm		No harm		12/15/25		For two hourly pressure relief, dressing applied to sacrum

TVN review 8/12/25
Tissue Viability Nurse

Referral received for ?DTI to buttock. Attended Ward 12 to review patient, alongside RN Florence. RN Matthew also in attendance during consultation. Patient consented to review.

Please note also attended at 09:30, 10:30 though not able to review at these times due to patients clinical condition. 

On examination:

On profiling bed, with hybrid mattress in situ, with pump running. Tilted to her R side, supported by pillows. Heels elevated with a pillow. Oxygen (nasal specs) in situ. Urethral catheter in situ. Wearing a hospital gown.

SSKIN bundle is in situ and up to date, on 2 hourly turns L to R.

Oedema ++ to lower legs, extending up to her waist. To the upper area of her L buttock, an area of dark red/purple non-blanching discolouration extending around 4cm x 2cm. Kliniderm foam border dressing in situ – removed for examination. Red (blanching) discolouration extends across both buttocks. Dusky discolouration (non-blanching) at her heels. Elbows, ears, nose, bony prominences of spine all clear at present. Appearance of end of life skin changes, which would be in keeping with her clinical condition.

Medical illustration declined.

 

Plan of care:

Please continue with frequent (at least 2 hourly) skin checks and repositioning; with the aim to completely relieve pressure from damaged areas.

If needed, can utilise repose wedge for heels – available from emergency TVN cupboard in dept 45.

If needed, can utilise Kliniderm non-adhesive foam cut to size and applied to oxygen tubing or catheter tubing to cushion and prevent from marking skin.

Continue to utilise pump on mattress; and consider stepping up to dynaform pro mattress if needed.

No requirement for further TVN input as can be managed at ward level following advice in pressure ulcer prevention pathway. I will discharge from TVN service, please re-refer if further review required.				Clinical Support and Specialist Surgery (CSSS)

		I18935		18998		12/4/25		12:10		12/4/25		Patient reported feeling, unwell and like she was going to vomit, patient then began vomiting and stated she didn't feel 'right'. Observations taken and patient treated for a reaction to the SACT treatment CARBOPLATIN that was running.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Finally approved		No Harm		No harm		12/11/25		1X PIRITON and 1X HYDROCORTISONE given initially. Observations are as followed BP 97/51, SATS 94% PULSE 79 TEMP 36.7 BM 7.9 RR 19. 250ML bolus of normal saline administered. Patient still reported feeling unwell and 'hot', sweating evident on patients face and skin appeared red and had a slight rash on her chest. Decision made to give a second dose of hydrocortisone due to clinical presentation not improving. ORTC Doctor contacted and metoclopramide 10MG IV prescribed and administered as patient continued to vomit. Second observations were as followed BP 94/52 PULSE 69 SATS 95% TEMP 35.6. As patient reported feeling hot fan obtained from the clinical area. Third observations taken BP 126/70 SATS 95% TEMP 36.1 HR 75 RR20. Patient at this stage reported feeling better, visually she looked to have improved, redness and rash not evident. Contact made with patient team via alertive as ORTC Medical doctor not happy to advice. On call doctor stated to repeat observations after 30minuites to omit this dose of chemotherapy and if well patient can go home after next observations. Observations repeated and were as follows BP 118/65 SATS 97% PULSE 63 TEMP 36.1 RR 18. Patient states she feels well and is happy to return home. Advised to take her take home medications as prescribed and closely safety netted. Patient and her partner happy with this plan.				Network Services

		I18941		19004		12/4/25		15:30		12/4/25		patient due C1D1 docetaxel, but height and weight mixed up and inputted wrong by cycle 1 prescriber.
so weight was put down at 170kg and height at 65kg. 
this was noticed after pre assessment checked inputted but before medication given to patient.		The member of staff who screened the script has apologised and will be more vigilant going forward and ensure that the Height and Weight are checked especially if the dose appears to be lower than anticipated.  
There are no alerts in iQemo if there is an erroneous weight/height added and this is something that could be explored with iQemo.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Cox,  Margaret		Finally approved		No Harm		No harm		12/19/25		escalated concern to late screen pharmacy, oncall SpR (as disease group not signed in to alerted) and iqemo team. details and correct dose not obtained before 4pm (after baxters cut off).
i apologised to the patient and his wife for the mistake, and explained we wouldnt be able to give his treatment today as new medication cant be made. But we could bring him back tomorrow, once correct dose etc. has been sorted. He was happy with this plan. His team was emailed to inform of the mistake.				Network Services

		I18942		19005		12/4/25		17:30		12/4/25		Patient using commode, family member pressed emergency buzzer, stated that patient has had a fall. On conversation with patient  stated she tripped while changing bed sheets, and has not hit her head.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Finally approved		No Harm		Low harm		12/8/25		Medic informed. 
Emergency buzzer.
Observations taken. 
BMs taken. 
Assisted to bed with hoist.
Unable to completed L/S BP due to patient being unsteady and risk of falls ++.
M+H completed/				Clinical Support and Specialist Surgery (CSSS)

		I18943		19006		12/4/25		14:00		12/5/25		Intravenous Sodium valproate 300mg/3ml solution for injection (time critical Intravenous medication utilised for seizure prevention) withheld for 2 doses.		added to safety huddle re time critical medication
CPE to speak with member of staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Dale,  Emma		Finally approved		No Harm		No harm		12/17/25		- Upon review of EPMA records, this medication was prescribed for patient (MF) on 04/12/25 at 08:00hrs and 14:00hrs with reasons for medication being withheld as clinically inappropriate as "NG tube" in situ and "vomiting".
- Informed nurse in charge 
- Medication restarted overnight 
- Added this information clearly to ward handover and safety huddle to avoid incident occurring again. 
- Information added to patient bedside board to highlight to nursing staff clearly that this patient is receiving time critical medications as an inpatient.				Clinical Support and Specialist Surgery (CSSS)

		I18946		19009		12/4/25		22:00		12/5/25		When getting out oromorph for patient noticed the current level recorded in CD book was wrong 
285.5mls recorded - there was actually 490mls. Appears to be error from misinterpretation of handwriting.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Drug count incorrect		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/15/25		Recalculated level and updated CD book 
Datix 
Inform nurse in charge at huddle				Clinical Support and Specialist Surgery (CSSS)

		I18947		19010		12/4/25		22:00		12/5/25		When getting out oxycodone liquid for patient noticed the current level recorded in CD book was wrong 225.5mls recorded - there was actually 507mls. Appears to be error from misinterpretation of handwriting.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Drug count incorrect		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/15/25		Recalculated and changed in CD book
Datix 
Informed nurse in charge at huddle				Clinical Support and Specialist Surgery (CSSS)

		I18948		19011		12/4/25		11:00		12/5/25		T/C to Christie room to inform of a 'couple' waiting at reception for myself. Dealing with a patient currently so could not take the call. Managed to become free approx 30 mins later, and greeted by the reception staff on by 'i don't know who they where or what they wanted or where they have gone'. Staff member was very abrupt and rude and not helpful.		Message sent to schedulers manager at St Ann's to escalate concerns, to monitor and report any future issues		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Staff		No Harm		Clinical incident		Communication failure		Communication failure within a team		Meek,  Crawford		Finally approved		No Harm		No harm		12/17/25		'couple' waiting where a young family and a baby who wanted to come in to thank us for caring for their parent who was dying in a local hospice. Family where flustered that they had been waiting around with no contact or communication. Apologised to family and listened to what they had to say. Had the family have been sent to the christie room, communication could have been better and family would have been seen quicker.				Network Services

		I18949		19012		12/4/25		09:00		12/5/25		Pt was due c1d1 treatment, funding did not come through until midday.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Delay (late, but before next dose was due)		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		12/22/25		Script not screened as there was no funding. Pharmacist had to chase the funding on the day of treatment.
Script should have been ready at least 72hrs before start date of treatment.				Network Services

		I18986		19049		12/4/25		11:00		12/5/25		Inappropriate comments made about members of the team.
Patients behaviour escalated to operational lead radiographer.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre						Incident affecting Staff		No Harm		Security incident		Abuse to staff from patient		Verbal		Booth,  Adam		Finally approved		No Harm		No harm		12/19/25		Discussion with patient regarding comments made about members of the team (specialist radiographer and operational lead present)
Informed patient that behaviour and comments were unacceptable
Patient became verbally aggressive and left the clinic room.
Patient given the opportunity to calm down for a couple of minutes
Patient refused to engage further with operational lead radiographer
Patient engaged with specialist radiographer, and calmed down and proceeded to have pre-treatment processes
Consultant, clinical director, clinical services manager & governance informed of situation.
Review of violence, aggression, and unacceptable behaviour policy - patient issued letter confirming verbal warning had been given.
OMS updated to indicate 2 members of the team to be present at all times during patients care
Annotation submitted in CWP for global team awareness
Risk assessment completed
Email sent to teams to ensure 2 members of staff present at all times.
Security informed of patient details and situation (should further escalation be neccessary)				Network Services

		I19005		19068		12/4/25		17:30		12/8/25		tsrt9
2D confirmation image taken prior to initial moves being actioned resulting in additional 2D image.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Booth,  Adam		Finally approved		No Harm		No harm		12/15/25		Pt bed moves applied. 2D confirmation re-taken.				Network Services

		I19293		19356		12/4/25		09:30		12/16/25		patient's IMP IV preparation was scheduled on the ASU tracker a few weeks ago by team member.
During huddle which was one day before the patient's clinic visit, noticed the IMP was in the am slot on the ASU tracker, and noticed there is 0 min of ASU pm preparation (none of team members was notified there won't be pm prep in ASU on the day)				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research OP clinic first floor						Incident affecting Patient		No Harm		Medication incident		Prescribing		Other		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		12/24/25		Contacted ASU after huddle, and requested to prep the patient 's IMP at the end of the morning.
ASU agreed. The patient 's previous blood result shows lipase was higher than normal range.
Therefore, doctor likes to wait for lipase result. The cutting off time in ASU is 10 am for morning IMP prep, but lipase result came back later than this.  Doctor gave go ahead before cut off time. nursing team took off green hand to let ASU go ahead make the IMP.
patient's lipase result back later which was normal. 
patient had treatment.				Research and Innovation

		I19212		19275		12/4/25		13:21		12/13/25		Wrong date on sample. Sample does not meet transfusion labelling requirements.		For monitoring. All severe incidents will be discussed and investigated with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		Sample rejected new sample requested via phone.				Network Services

		I19214		19277		12/4/25		15:15		12/13/25		Wrong date on sample. Sample does not meet transfusion labelling requirements.		For monitoring. All severe incidents will be discussed and investigated with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		Sample rejected new sample requested via phone.				Network Services

		I19341		19404		12/5/25		20:50		12/17/25		Transfusion Practitioner - Patient received albumin and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Spooner,  Jennie		Finally approved		No Harm		No harm		12/18/25		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.				Clinical Support and Specialist Surgery (CSSS)

		I19190		19253		12/5/25		08:00		12/12/25		This patient underwent Excision BX ??SCC Right Scalp +STSG and ??SCC Right Calf + Healing by 2ry intention on 04-Dec-2025 14:24 under GA. He is a known alcoholic withdrawal and received Librium as per the trust protocol after discussion by the Anaesthetist and the on call SHO on Ward 10 during the pts shifting from recovery. The dose wasn't amended as per the policy and the patient received Librium 30mg QDS initially. He was drowsy since then.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Scott,  Andrea		Incident being managed locally		No Harm						Requested AAY & Med Onc team to review, but didn't receive any input from either. Discussed with pharmacist regarding weaning of the dose and stepped down as per the trust protocol.				Clinical Support and Specialist Surgery (CSSS)

		I19379		19442		12/5/25		12:00		12/18/25		TSRT9

CTV2 structure on XVI incorrect; interpolated outside of PTV2 structure - identified during online image review #9; not noted prior to this. 

XVIs reviewed retrospectively; incorrect structure present on all previous images on different machines.

Pt off bed for investigation with physics team.

Additional image required (0.7mGy).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Whitehurst,  Philip		Incident being managed locally		No Harm						Multiple attempts to re-import/re-send to XVI to try and resolve as structure appearing correctly in planning software + MOSAIQ. Unable to resolve.

2nd attempt - online XVI reviewed alongside Pinnacle software to ensure CTV2/PTV2 coverage adequate.

Appears to be a known but rare fault with XVI software.

Importance of assessing appropriateness of structures during image prep/review reiterated to team.

PTV2 coverage assessed without CTV2 structure for future #s as unable to resolve; fortunately only a small volume abutting sup/inf aspects of PTV1.				Network Services

		I19026		19089		12/5/25		16:41		12/8/25		Unaware a DATIX was required however submitting within 48 hours if excluding the weekend.
Duplicate ECG uploaded in error on CWP. Contacted TechBar to delete one of two ECGs on CWP. Was advised on 08/12/2025 by TechBar to submit a DATIX. Outcome - no harm.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Turner,  James		Rejected		No Harm						Contacted TechBar to delete one of two ECGs on CWP. TechBar confirmed one of two ECGs have been deleted and advised to submit a DATIX				Research and Innovation

		I19562		19625		12/5/25		09:00		12/24/25		Unit of red cells returned to the transfusion stock fridge but not signed back in, unable to establish a cold chain.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Wastage		temperature control not maintained		Safety,  Patient		Rejected		No Harm						Due to broken cold chain the unit of red cells had to be wasted.				External Other Trust

		I19312		19375		12/5/25		17:00		12/16/25		Pt inappropriately discharged with a rocket bag attached to Aspira tunnelled chest drain, this confused the district nursing team and unfortunately led to the bag being left attached for a week - leaving the patient open to infection and increasing the risk of damage to the drain/bag that could result in a pneumothorax.

Incident reported as occurring on 5th December - on ward 11 at this time.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Harm		Clinical incident		Discharge		Inappropriate		Bostock,  Louise		Incident being managed locally		Low Harm						patient attended AACU on 12/12/25 where they were reviewed by IPU Radiology staff and a more appropriate care plan for community drainage was decided as well as having the bag removed and additional Aspira supplies given.				Clinical Support and Specialist Surgery (CSSS)

		I19007		19070		12/5/25		01:09		12/8/25		Klebsiella positive in PORT blood culture 5/12/25. Previous discharge from ward 15 17/11/25 (19 days ago). COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Infection control		Klebsiella BSI		COHA (community onset – healthcare associated)		Caporn,  Alice		Finally approved		Low Harm		Low harm		12/22/25		Reported to HCAI DCS, Medical team aware. 72 hour review requested.		Ensure all clinical staff have completed ANTT training		Clinical Support and Specialist Surgery (CSSS)

		I18957		19020		12/5/25		08:00		12/5/25		Initial A-E assessment of patient completed this morning. Noted blistering to margin of right CVC line dressing appearing to be a reaction to the dressing. Unsure of what dressing has been used as it was applied in theatres.		Dressing removed and area cleansed ANTT
New dressing placed over CVC
Datix completed and Medical illustration done 5/12/25		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres				Incident affecting Patient		Harm		Clinical incident		Skin condition		Blisters (including epidural blisters)		Dimaline,  Helen		Finally approved		Low Harm		No harm		12/9/25		Medical illustration requested dressing changed to 3M tegaderm CGH. ANTT used.
Patient made aware of blister.				Clinical Support and Specialist Surgery (CSSS)

		I18979		19042		12/5/25		12:55		12/5/25		Pt started treatment (bevacizumab), felt nauseous and unwell.		Chlorphenamine 10mg, administered under PGD
Hydrocortisone 100mg, administered under PGD
Other, 250ml normal saline
Patient discharged safely after above actioned and reviewed - patient stated they felt better and observations improved to NEWS2 score 0 

Doctor annotation - Message from Chemo Team. Reaction to bev today.  Systolic BP <90, therefore gr3 reaction.  For clinic review next week.  Consultant updated.  likely to discontinue bevacizumab.  iQemo script on hold pending outcome of F2F clinic review.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		12/9/25		Treatment Stopped.
Observations done, low BP 82/52.IV fluids 250mls, IV hydrocortisone 100mg and IV chlorphenamine 10mg administered. Spoke to ANP on ORTC, once observations stable, he said she could go home after 30 minutes if stable, team emailed and schedulers		well managed and reaction protocol followed - no harm came to patient.		Network Services

		I18988		19051		12/5/25		08:00		12/5/25		chest drain found by day nurse to be missing a bung to three way tap
chest drain had leaked on the bed
small  pneumothorax found on CXR		Appropriate actions and escalation once the root cause of the leakage was discovered.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Paterson,  Ruth		Finally approved		Low Harm		Low harm		12/9/25		escalated to drs
observations checked
patient went for CXR
drain specialist nurse came to review 
chest drain removed by specialist nurse, air aspirated.		Reiterated to be more vigilant when observing chest drain and to check all connections		Clinical Support and Specialist Surgery (CSSS)

		I18990		19053		12/5/25		13:00		12/5/25		Patient was having ambisome for the first time. Switched from fluconazole, to ambisome due to rising bilirubin. Following 17 mls administered, pt buzzed. Colleague went into patient who said they were feeling a bit light headed, and flushed. Observations done, SBP ~60. Escalated to NIC who monitored pt. SBP ~80. I went in to see pt as nurse had let me know what was happening. Escalated to Dr as per NIC advice. Ambisome had been stopped. Had an incontinent movement, t6/7. Commode given. BO.		For monitoring purporse		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Anderson,  Rebecca		Finally approved		Low Harm		No harm		12/8/25		Dr advised to stop ambisome, and administer hydrocortisone. Hydrocortisone given. Dr advised to discard ambisome. I disconnected the ambisome, and drew back remaining fluids. Saw a small amount of yellow, with good blood flush back. Glucose flush given, then posi flush. NIC assisted pt to clean pt up, stool samples taken, and sent.		Clinical event		Network Services

		I18991		19054		12/5/25		08:00		12/5/25		Patient for EOL care. 
Turned patient in the morning during day shift, DTI discovered across buttocks and on heels, non blanching area to sacrum. 
As per sskin bundle and handover, patient not repositioned overnight. No mattress pump on bed.
Heels not offloaded and directly pressing into mattress - no sheet under their feet.
No pads insitu, patient wearing pyjama pants that were digging in due to oedema.
Patient had been incontinent, small smear in own underwear.		Pressure training to be completed by staff. To be picked up by EoL working group in the trust.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Brennan,  Naomi		Finally approved		Low Harm		No harm		12/15/25		Escalated to medics and SCT for review as very uncomfortable during turns initially. Has since responded better to PRNs at tolerating turns better.  
Patient transferred onto tilt bed for easier pressure relief. 
Mattress pump put on bed. 
Minimal 4 hourly turns throughout the day.
Purpose T updated. 
Heels offloaded all day, foam border applied as now seeping fluid.		To use case for education on the ward on EoL care		Network Services

		I18992		19055		12/5/25		18:00		12/5/25		Upon end of procedure staff noticed a skin tear and a bruise to the left lateral abdomen. Surgeon suggested this was from the thompson retractor.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin tears		Kennedy,  Pamela		Finally approved		Low Harm		No harm		12/17/25		I escalated this to to the tissue viability lead on shift, handed over to recovery and documented this on opera. Both myself and the Tissue Viability Link took the security camera from security, took the picture and filled in the request form. Handed over to CCU.				Clinical Support and Specialist Surgery (CSSS)

		I18950		19013		12/5/25		08:40		12/5/25		Patient attended for a CT scan. On injection, no contrast was noted in the monitoring scan so I stopped the injection at about 60mls. I went in to check on the patient, he said he was fine, no pain or discomfort. I checked for swelling in the area and higher up but there was nothing. I asked if he was happy for me to put another cannula in just to be safe and he agreed. Scan was completed  successfully.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		12/12/25		I informed the patient about what had possibly happened but patient said he was fine. However on decannulation, a swelling was noted lower down on his forearm. I marked the area and elevated his arm. I gave him a cold pack and asked his permission to photograph the area, then I called medical illustration. Patient still insisted that he was fine, no pain or cramping. I gave him the leaflet and asked to call the hotline if it gets worse.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I19215		19278		12/5/25		23:59		12/13/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD Platelet 

Donation number: G095 625 061 774R				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Spooner,  Jennie		Finally approved		No Harm		No harm		12/15/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS				Clinical Support and Specialist Surgery (CSSS)

		I19208		19271		12/5/25		13:19		12/13/25		Incorrect name on sample. Sample does not meet transfusion labelling requirements.		For monitoring. All severe incidents will be discussed and investigated with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		Sample rejected new sample requested via phone.				Network Services

		I19144		19207		12/5/25		23:26		12/11/25		Patient received 1 x platelets and the end digit of the pack number was documented incorrectly as the letter 'L' instead of the letter 'I' on the prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		12/11/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Network Services

		I19238		19301		12/5/25		12:00		12/15/25		TSRT9
Confidence tone heard and no image - confidence tone task investigated and logs came back showing additional mechanical dose delivered equivalent to half an extremity normal 2DkV pair				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						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		12/18/25		On set at the time, rads got authorisation for addtional 2D image just in case dose was delivered . After logs returned, datix task added and submitted.				Network Services

		I19310		19373		12/5/25		16:00		12/16/25		Patient's homecare prescription was posted to Alcura instead of Sciensus in error. Alcura emailed to say they'd received this prescription in the post.		Plan moving forward for prescriptions to be placed in envelopes and posted separate for each homecare provider i.e. once all prescriptions for Alcura have been placed in an envelope, individual member of staff is to undertake a different task before returning to place the next homecare providers prescriptions in the correct envelope.		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Wyatt,  Rosalind		Finally approved		No Harm		No harm		12/22/25		Lead homecare pharmacist informed, datix submitted. Requested Alcura to post back the prescription and sent to Sciensus instead.		Agreed with lead homecare pharmacy technician and administrative assistant, that will a more structured approach to posting homecare prescriptions. 
Due to increased medications on homecare services there is an increased number of prescriptions to place in envelopes each day, increasing the risk of errors. 

Plan moving forward for prescriptions to be placed in envelopes and posted separate for each homecare provider i.e. once all prescriptions for Alcura have been placed in an envelope, individual member of staff is to undertake a different task before returning to place the next homecare providers prescriptions in the correct envelope.		Network Services

		I18987		19050		12/5/25		17:52		12/5/25		Wrong Pt sticker was scanned at POCT hence wrong results uploaded.		Action taken at time of event appropriate		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical Event		Unwell visitor		Unwell visitor		Gahan,  India		Finally approved		No Harm		No harm		12/30/25		Reported incident to NIC, called laboratory to report error and take down results so clinical decisions are not made		Human error. Action taken at time of incident appropriate.		Clinical Support and Specialist Surgery (CSSS)

		I18989		19052		12/5/25		16:00		12/5/25		Hyperemesis, Diarrhoea, Back pain and chest tightness following the completion of  oxaliplatin.		NEWS 2 score between 3 + 1 
Contacted med on call- advised to do abx and sepsis screening
Doctor then stated for emergency admission -  Oxaliplatin reaction-hyperemesis and diarrhoea
T-38.2
For further assessment
Abx ?- has got h/o epilepsy ( cannot PGD )

Doctor then decided - discussed with NIC Halema as this patient has got childhood epilepsy. Happy to prescribe meropenem iv stat. Given slowly over 20 mins. Patient feels better now. T-37.8.
I have sent alertive message to Med on call- happy to sent home
Safety netted with hotline.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/9/25		Reviewed by Dr Y
advised to consider as a reaction.
Given chlorphenamine 10 mg iv stat
Hydrocortisone 100 mg iv stat
Iv metoclopramide				Network Services

		I18993		19056		12/5/25		19:30		12/6/25		Night shift staffed 5RN + 2HCA.
Duty manager instructed that 1 RN be moved to ward 4 to provide support.
A RN arrived for their booked shift and was informed of the planned redeployment. The RN declined to support ward 4 and subsequently left the premises, resulting in both wards being left short-staffed.		I have spoken to the Staff member who declined to move and left the shift. Advised of my disappointment with her behaviour and lack of professionalism in choosing to leave the shift, highlighted professional obligations under NMC code of conduct and the Trusts behaviours. I advised that should this behaviour be repeated formal action would be taken.  
Email sent to all the ward team. 
Subject: Redeployment of bank and substantive Staff
Important reminder to all staff 

 Good Afternoon All

 Hope you are all well.  It is increasingly being brought to Ward Managers and Lead Nurses attention that our Christie team including bank staff are refusing to be redeployed to other clinical areas based on trust acuity and the safe nursing care tool, particularly.  This has presented a significant challenge and it is imperative we maintain a compassionate and professional approach towards patient safety.  As healthcare professionals it is vital, we are willing, positive and responsive to supporting our wider teams and welcome that support on arrival as we all know this gratitude goes a long way!  We are all incredibly grateful for your support and positive approach when redeployed to clinical areas that may not be familiar to you 

 Please can you remind all staff in your teams of our trust policies and the sections within the roster policy and nursing establishment and staffing escalation policy that reiterate to staff there may be a requirement to be moved depending on staffing/skill mix or acuity.  This is also encompassed in our job descriptions as employees of the organisation.

Good Rostering Policy FINAL (2).PDF

 5.17 Unplanned Gaps
Please also refer to the Bank & Temporary Staffing Policy, Agency Staff Booking Procedure & for Nursing areas the Nurse Establishment & Escalation Policy for guidance on escalating staffing concerns. There will be times when staff will be expected to be moved/ temporarily redeployed to other clinical areas to ensure adequate staffing numbers and skill mix across all areas of the Trust. These requests must be reasonable and equitable across the team, giving due regard to any staff who have agreed reasonable adjustments

 Nurse Establishment Policy FINAL.pdf
6.2 Escalation of risk The nurse in charge on individual shifts will make the on-the-day assessment of nursing staff requirements.

Nursing establishment and escalation policy for inpatient wards Document Ref: RM29 Version 2.0 Page 11 of 13

· Staff may be moved from another ward

· The ward may temporarily reduce the ward capacity and activity to match the staff availability

· A non-ward based nurse maybe asked to support the staff on the ward

· The senior sister/charge nurse may have to move from a supervisory capacity into the staffing numbers

· The ward coordinator may have to move from a supervisory capacity into the staffing numbers

 

There may be occasions in which a member of staff is restricted to an area and redeployment is not an option at the time in line with HR and Ward Manager guidance and this can be documented at the time as a mitigation.  Moving forward please can we escalate all incidents to Ward Managers and Lead Nurses to investigate fully and report in accordance with patients safety and safe staffing.  Using a transparent and fair staff movement record has always been beneficial in the past for our teams.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Surgery / Ward 10 (Surgical Ward)		Incident affecting the organisation		No Harm		Monitoring and Information		Staffing		Staffing Issue		Doherty,  Nicola		Finally approved		No Harm		No harm		12/10/25		The duty manager was informed and advised that this should be escalated to ward manger in the morning as bank staff is also ward staff.				Clinical Support and Specialist Surgery (CSSS)

		I18998		19061		12/5/25		15:00		12/7/25		cannula blocked when attempting to give morning medications around 10:00. Cannula removed and resite attempted by named nurse. Unable to find vein with torniquet, escalated to nurses on ward. No cannulation attempt made by nurses on ward. Continued to escalate to ward nurses and medics, cannulation attempted by CPE around 15:00 but was unsuccessful. IV meropenem was due around 15:00 and fluids also prescribed. Also escalated to CCOT who were dealing with emergency on another ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		1 hour IV antibiotic breach		Difficult venous access		Caporn,  Alice		Finally approved		No Harm		No harm		12/18/25		Continued to escalate to ultrasound guided cannula trained staff, only one of which was signed in to alertive, they were not on shift that day. Apologised to patient and relatives who were becoming increasingly concerned that the patient was not having their fluids. Escalated to night practitioner when they came on shift who came to the ward and were able to get access.				Clinical Support and Specialist Surgery (CSSS)

		I19030		19093		12/5/25		15:47		12/8/25		TSRT9 
Switching on for mid iso imaging. 
Operator released "kv beam on" too early, interlock appeared, confidence tone heard but no images appeared.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						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		12/19/25		Escalated to MCR and superintendent radiographer. 
Logs show that additional head lateral only dose was delivered.
This is less than 50% of a full head 2DKV pair therefore not counted towards additional imaging.

*Operator error as per description*				Network Services

		I19012		19075		12/5/25		17:43		12/8/25		TSRT9 
During patients final treatment, there was a prolonged period of cyclotron downtime. 
Unable to treat final beam, after approximately 20 minutes waiting for the issue to be resolved the patient asked to come out of mask.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		12/19/25		Escalated to MCR 
Escalated to superintendent radiographer who authorised additional imaging (x1 CBCT additional mechanical, x1 2DKV pair additional mechanical)  
After approximately 60 minutes of downtime, the  issue was resolved and patient's treatment was completed with no further issues.				Network Services

		I19042		19105		12/5/25		17:55		12/9/25		TSRT9 LEVEL 3 13CC sb13cc md13 CF3a
Machine Breakdown across all 3 gantries after treating 2/3 beams for this patient.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Donnelly,  James		Finally approved		No Harm		No harm		12/18/25		Pt had to be taken down and resume treatment once machine breakdown had been resolved. An additional initial 2DKV was then taken and all values were within tolerance, moves did not need to be applied therefore no confirmation 2DKV was taken. Additional 2DKV was authorized by B7.

On review 18/12/25:Treatment timeline and AC appear accurate: additional 2d imaging imparted to the patient, protocol followed. 
At the time of review additional imaging under SAUE does not exceed local and national protocol, no need to report externally.				Network Services

		I19043		19106		12/5/25		19:15		12/9/25		tsrt9
Cyclotron issues/machine breakdown resulting in patient having to come off treatment couch after initial imaging (3D & 2D).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		12/15/25		Patient reset up once breakdown resolved. Additional mechanical CBCT and 2DkV pair taken.				Network Services

		I19045		19108		12/5/25		17:00		12/9/25		Multiple interlocks on PTC including unexpected motion resulting in loss in compensation of treatment couch.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Kirk,  David		Finally approved		No Harm		No harm		12/19/25		Treatment couch recompensated and additional mechanical 2DkV pair taken to confirm.				Network Services

		I18952		19015		12/5/25		09:30		12/5/25		Patient discharged from Ward 10 on 1st Dec with catheter. Advised to attend IPU for TWOC on 5th Dec. Booking made. Contacted from Ward 10 Drs to move TWOC appt to 11th Dec. Appt moved. 
Patient arrived to IPU on 5th Dec for TWOC. States he received a call to attend this date again. Annotation on CWP stating for TWOC appt to be moved back to the 5th Dec. No communication with IPU made. TCI still remained on 11th Dec.		ward 10 staff reminded to make it clear on appointments of any changes		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Surgery / Urology Surgery		Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Disneygoodwin,  Danial		Finally approved		No Harm		No harm		12/12/25		Patient was seen due to traveling a long way and was 80 yo. 
Patient was x4 TWOC on a heavy acuity day, apologised to patient for delay in seeing him. 
TWOC performed.				Clinical Support and Specialist Surgery (CSSS)

		I18968		19031		12/5/25		14:02		12/5/25		TSRT9
completing chart QA task and noticed last moving and handling check completed 24/11. task not added				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Pask,  Elizabeth		Finally approved		No Harm		No harm		12/17/25		asked day unit to complete on monday		Ongoing issue around aria task for manual handling review and  completion date. This is already being investigated by ward manager and superintendent radiographer.		Network Services

		I18956		19019		12/5/25		10:55		12/5/25		tsrt9
"Air pressure within nozzle " pop ups before starting the 1st beam. Contacted MCR, cleared the interlocks, But unable to request beam. MCR asked to close patient and reload. Bed position screen clips taken prior to close the patient.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13M Setting of treatment machine parameters (including overrides)		Booth,  Adam		Finally approved		No Harm		No harm		12/19/25		Reloaded the patient as per MCR. Verified bed using clips, Beams are able to request. beams delivered by using GO TO function ( Gantry and Snout only) as per Superintendent.				Network Services

		I18970		19033		12/5/25		14:00		12/5/25		We received a referral forwarded from Stream one, the previous emails were from consultant and secretary. 

the referral letter is dated 04/11/2025 and we received the referral this morning 05/12/2025.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		12/9/25		i added the referral on as urgent and asked the secretary why it was sent so late.				Network Services

		I18984		19047		12/5/25		11:00		12/5/25		When team briefing for our list, the surgeon, noticed that there was a scheduling error. The patient was listed for a procedure on her left arm, when in fact we needed to operate on her left leg.
This was picked up hours before patient came to theatre and escalated to the coordinator.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Friskney,  Caroline		Finally approved		No Harm		No harm		12/22/25		Coordinator informed, list amended and printed for all staff.
We amended our theatre board and briefed as usual.
No error with patient care and cases proceeded efficiently.		Spoke to scheduler, human error not something that has happened before. Reiterated importance of cross checking before submitting.		Clinical Support and Specialist Surgery (CSSS)

		I18985		19048		12/5/25		15:30		12/5/25		Patient on Pac Carbo regime. Administered IV paclitaxel drug too quickly over 1 hour instead of 3 hours. 

Following infusion of Paclitaxel, pt reported hot flushing. Obs taken and all okay, self resolved without any interventions. Since patient feeling well, carboplatin hung. Once 2nd treatment running, Band 6 noticed the error and raised with me.		Nurse and patient aware, correct process followed, patient reviewed, observed and discharged with no further issues. SEIPS carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		12/11/25		Obs retaken immediately, informed doctor on the unit and advised to monitor post treatment for 1 hour.  Patient informed and sincerely apologised-  very understanding. Safety netted to hotline.		Nurse and patient aware, correct process followed, patient reviewed, observed and discharged with no further issues. SEIPS carried out.		Network Services

		I18980		19043		12/5/25		15:00		12/5/25		IMP not returned to ECMT. 

No documentation of any attempts made by lead nurse to recover IMP by relative or courier when patient came off trial and did not return IMP.

Identified by pharmacy when sponsor requested medication kits to be destroyed. 

Patient came off trial in April 2023.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Record - no record/not recorded		Wickert,  Gemma		Finally approved		No Harm		No harm		12/17/25		Senior CRN team informed for advice on how to procced no action taken at present. 

Discussed with lead nurse of the trial at the point in time and explained situation and that IMP return should have been organised but was missed. 

Regarding actions to be taken this happened in 2023 it’s unlikely that the IMP can be recovered at this point, but should we try by contacting the patient’s (now deceased) family? I’m not sure if this is appropriate balanced against the need to return IMP. 

Will also inform sponsor of outcome.				Research and Innovation

		I19098		19161		12/5/25		13:36		12/10/25		Medication label incorrect on tablets received by patient				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield Pharmacy						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Medicine label - wrong/transposed/omitted		Miller,  Hannah		Finally approved		No Harm		Low harm		12/10/25		Asked to come and speak to a patient regarding a complaint about the tablets they had received.
In short the patient had been given Duloxetine 30mg tablets and instructed to take 1 tablet a day. When the patient came for treatment they spoke to the treating nurse and explained the tablet wasnt really working and they were still in pain, the nurse spoke to the ACP who instructed that the patient could increase the dose to 2 tablets a day meaning they would be taking 60mg. The patient said they would need more tablets which were given to them by pharmacy. The patient wanted to raise the concern/complaint as they had been feeling quite unwell with the increased dose and the pain was not managed. When their daughter- who is a Doctor had looked at the tablets they noticed that the label on the box read 30mg tablets take 1 a day but the box of tablets were 60mg tablets. The patient had been taking 120mg Duloxetine instead of 60mg. They stopped this straight away and within a day felt much better.		Dispensing error.		Network Services

		I19066		19129		12/5/25		19:00		12/9/25		Grade 1 pressure sore found on admission 5/12/25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		12/11/25		Not sure if Datix was completed on admission. I connected pt to air mattress on the night shift of the 7th Dec. Photo done 9th Dec. TVN ref sent 9th Dec. Barrier cream supplied and applied from the night shift on the 7th Dec, ? f this was supplied pre this date.				Clinical Support and Specialist Surgery (CSSS)

		I19109		19172		12/5/25		10:12		12/10/25		TSRT9- Patient has been treated for 3 treatments post replan and no treatment history has been done. As per protocol, this should have been completed post #1 of replan by the Radiographers.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13OO Completion of treatment exposure end of process checks		Triffitt,  Clare		Finally approved		No Harm		No harm		12/15/25		After this was noticed, the treatment history was checked and there was no issues.				Network Services

		I18995		19058		12/6/25		21:00		12/6/25		Resident Dr reported to DM in the morning (witnessed) that they would not be able to come in for his night shift on 6th Dec due to sickness.
This message was not actioned on and at medical handover at 9pm it came to light that the organisation was a dr down for the night shift.
Attempted to get cover via usual channels including Whatsapp groups. We had 1 response from a Reg who wanted more than published escalation rates.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)						Incident affecting Staff		No Harm		Monitoring and Information		Staffing		Staffing Issue		Scott,  Andrea		Incident being managed locally		No Harm						Exec on call unable to offer what the Reg asked for (100p/hr) Unable to fill shift. Through good fortunate, AAU is not too busy. Resident Dr is managing the wards well. Haem and Surgical Reg informed of staffing shortage I have communicated to all staff to limit correspondence with the resident dr. CCOT and myself helping out where possible.				Clinical Support and Specialist Surgery (CSSS)

		I19011		19074		12/6/25		10:15		12/8/25		There was an incident  on Saturday following the death of a muslim patient. No death certificate was completed at the time.  No medical team onsite out of hours to complete death certificate.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Downey,  Joanne		Incident being managed locally		No Harm						The patient died at 11.49pm on 5/12/25. His death was certified and recorded on CWP by (FY2).  The following day we were unable to find a doctor on site who had been involved in the patient's care permitted to complete the death certificate. The consultant oncologist overseeing the patient's care was not on call, and not contactable. After several hours, and significant distress to the family, one of the Drs who had been involved in the patients care had kindly agreed to come in during his own time to  complete the certificate.

11/12 - CSSS Gov.; ?Resident doctors should have been able to deal with this?				Clinical Support and Specialist Surgery (CSSS)

		I19018		19081		12/6/25		10:15		12/8/25		There was an incident today following the death of a muslim patient. The patient died at 11.49pm on 5/12/25. His death was certified and recorded on CWP by Dr (FY2). A death certificate was not completed. The following day we were unable to find a doctor on site who had been involved in the patient's care permitted to complete the death certificate.  Unable to contact the out of hours mortuary service.  Switch board was forwarding the calls to the MEO phone which is left on site and not covered.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Switchboard						Incident affecting Staff		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Hall,  Matthew		Incident being managed locally		No Harm						Numerous voice messages left without any response.  Email sent to mortuary manager who informed us that the messages were found on the MEO phone when they had arrived into work on Monday morning and this number should not be in circulation.  Mortuary manager asked to ensure that switch have the correct contact number for the out of hours mortuary service to prevent this from happening in the future.				Capital, Estates and Facilities

		I18996		19059		12/6/25		23:00		12/7/25		Patient had an unwitnessed fall in his room (as reported by himself) and sustained an extensive graze on his left arm.		falls information completed.
Staff reminded of the importance of completing incident form with any falls, and updating accordingly		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Dale,  Emma		Finally approved		Low Harm		Low harm		12/24/25		Observations of vital signs and neurologic assessments done
Wound cleaned and dressed
Room cleared of all equipment including dustbin
Resident doctor on call and staff on shift made aware
Constant reminders to use call bell and checks made on patient				Clinical Support and Specialist Surgery (CSSS)

		I18994		19057		12/6/25		17:20		12/6/25		patient found on the floor in room 4 at the end of the bed. {ward 15 at the christie hospital)

Patient states trying to get her shoes on and slipped and hit her head on the floor.

patient was laid on her right side, able to talk and was alert.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		Moderate Harm		No harm		12/17/25		Observations taken including neuro observations
As patient had no pain, we assisted into a seating position
blood sugar checked and okay
Doctor and outreach informed.
Assisted back into bed when safe to do so
datix done
NIC informed
Handover updated 
Falls risk assessment updated				Clinical Support and Specialist Surgery (CSSS)

		I19118		19181		12/6/25		11:00		12/10/25		A patient attended the MR dept on Sat 6th December for a head and spine scan.  We were made aware that they had a ventricular shunt implanted (this had not been indicated on the request card).  The patient did not know the make and model and we were unable to ascertain this after looking through documents on CRIS and CWP.  We therefore had to turn the patient away, resulting in the loss of a 60 minute scan slot.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Harrop,  Dawn		Finally approved		No Harm		No harm		12/11/25		It was immediately explained to the patient why we were unable to perform the scan.  A message was sent to the referrer via CWP to inform them what had happened.				Clinical Support and Specialist Surgery (CSSS)

		I19006		19069		12/6/25		16:00		12/8/25		Had C1 FOLFIRINOX, pt reported some slurred speech at end of treatment. Airway remained patent,  no throat tightness, no difficulty breathing, tongue felt normal, and was able to swallow freely.		ACP review on ORTC

ATSP by treating SN due to slurring of speech change during treatment

Treatment: C1 FOLFIRINOX 

Review:

Patient has so far completed Oxaliplatin and Irinotecan infusion. He tells me that he felt fine during Oxaliplatin infusion and noted a change in his speech towards the end of the Irinotecan infusion. Had been provided with a warm drink and heat pack with no improvement. 

Feels well in himself - hot and sweaty but no abdominal cramps or urges to open bowels. 

NEWS = 0

MOA, talking in full sentences

No laryngeal spasms, no throat tightness, no difficulty breathing, tongue feels normal, able to swallow freely. 

PGD Piriton 10mg and Hydrocortisone 100mg IV

Still some mild slurring of speech but wife and Gary feels it has improved. 

Continue monitoring at present and repeat observations. 

Update:

NEWS - 0 

Feeling much better speech wise - very mild slur at certain points of talking but a vast improvement. Still feels very well in himself. 

Heavily safety netted with hotline. 

Continue with 5FU pump and go home. Wife and son at home with Gary. 

Team emailed to escalate reaction and ask if scripts need amending for next cycle		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/9/25		- Warm drink given
- Reported to ANP who came and reviewed
- Asked by ANP to treat as late reaction, 10mg piriton and 100mg hydrocortisone given via PGD
- Symptoms settled with time		Uncommon reaction but managed well. Patient treated and managed safely as per reaction policy.		Network Services

		I19014		19077		12/6/25		00:00		12/8/25		patient was discharged from ward without restarting package of care as was in place prior to hospital admission - cannot see discussion with patient recorded prior to discharge identifying that patient did not need this restarting.		AB to speak to staff involved to understand better events around incidents.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Anderson,  Rebecca		Finally approved		No Harm		No harm		12/8/25		once physiotherapist reviewed notes, telephone call to patient to ensure coping at home, patient telephoning carers to restart visits.				Network Services

		I19221		19284		12/6/25		10:00		12/13/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD Platelet 

Donation number: G095 625 461 206k		For monitoring. All severe incidents will be discussed and investigated with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS				Network Services

		I19086		19149		12/7/25		19:00		12/9/25		Whilst reviewing notes for a patient fall I read family were concerned a patients AKI1 was not managed well.
On reading in the notes I was concerned with the fluid management.
Whilst a inpatient patient developed AKI3
VBG reviewed and incompatible with life. Patient died a few hours later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		AKI Management		Fluid balance monitoring		Doherty,  Nicola		Rejected		Severe Harm						Discussed at DPSIG
Discussed at PSIRF				Clinical Support and Specialist Surgery (CSSS)

		I19091		19154		12/7/25		19:00		12/10/25		Concerns with management of AKI identified whilst investigating patient fall as below:
Whilst a inpatient patient developed AKI stage 3, VBG reviewed and incompatible with life. Patient died a few hours later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		AKI Management		Delayed escalation of AKI		Caporn,  Alice		Learning response required		Severe Harm						reported on behalf of divisional governance ( previous incident submitted had incorrect patient details within which could not be amended - rejected ( ref I19086)) - for MDT review to ERG				Clinical Support and Specialist Surgery (CSSS)

		I19024		19087		12/7/25		14:22		12/8/25		Two group and screen samples sent to the lab for same patient. The printed addressograph on the request form was cut off on the left side showing the DOB as 8/1/1947 (the correct DOB on CWP was 18/1/1947). On both samples the DOB is written 08/01/1947, which is wrong.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bostock,  Louise		Rejected		No Harm						Sample rejected and requested a new sample.				Clinical Support and Specialist Surgery (CSSS)

		I19110		19173		12/7/25		00:00		12/10/25		E.coli BSI in CVC blood cultures 7/12/25.  Inpatient on ward 14 30/11/25-7/12/25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Caporn,  Alice		Finally approved		Low Harm		Low harm		1/5/26		Reported to HCAI DCS, Medical team aware. 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I19015		19078		12/7/25		16:48		12/8/25		The date on the referral letter is on 5 Nov, New referrals team received the referral on 4 Dec.
When the referral team asked for the reason of delay referral, the referrer replied the referral was actually dictated on the 24th November (using the clinic dated 5th November) and was approved on the 2nd and sent to referral team at that point - clinician delay.		- Queried referral delay.
- Added as urgent for consultant triage.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		12/13/25		Marked referral as urgent.		- All referral should be sent in a timely manner to avoid patient delay.		Network Services

		I19020		19083		12/7/25		16:30		12/8/25		Three units of FFP taken to ward altogether instead of individually at 14:55. 
Left at patients bedside. Ward phoned at 16:30 to see whether they could still be used.		All 4 FFP delivered due to bleed and septic shock		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Equipment		Equipment used incorrectly in clinical area		Millington,  Kerry		Finally approved		No Harm		No harm		12/18/25		Spoke to senior member of lab team - Ok to transfuse as long as within 4 hours of collection.				Clinical Support and Specialist Surgery (CSSS)

		I18999		19062		12/7/25		11:50		12/7/25		Patient walking to bathroom, felt unsteady and lowered himself to the floor. Patient on DoLS due to risk of absconding and fluctuating capacity. No issues raised with mobility during IP stay.		All appropriate actions taken post fall, no harm		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		12/9/25		Called for assistance straight away, walked back to bed. Observations checked. Doctor and NOK informed. 
Moving and handling risk assessment checked - negative. Observations escalated to Doctor. Patient now on bed and being 1:1. Behaviour chart continued throughout the morning, no issues raised.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I19000		19063		12/7/25		18:00		12/7/25		Patient was discharged without completing an authorisation form to the District nurses for their GCSF injections.		reitterated esscalation process		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre		The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Pabial,  Suneil		Finally approved		No Harm		No harm		12/8/25		Informed the duty manager who kindly completed and sent one.		N/A		Network Services

		I19001		19064		12/7/25		23:00		12/8/25		Oxycodone injection - documented as 44 vials. 
22 vials in cupboard. 
unable to check the amount received on 5.12  against CD book as currently in pharmacy.		Staff reminded to take care when counting CD's arriving from pharmacy		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Lost or missing CDs		Spooner,  Jennie		Finally approved		No Harm		No harm		12/15/25		Re calculated and documented. 
Will inform day team.		Take care when counting in from pharmacy and reference pharmacy order book to double check		Clinical Support and Specialist Surgery (CSSS)

		I19002		19065		12/7/25		01:00		12/8/25		Fridge temp over 8 degrees when checking temperatures. 
TPN fridge, overloaded with TPN for the weekend.		Correct actions taken at time of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting the organisation		No Harm		Equipment incident		Medical		Failure of device/equipment		Spooner,  Jennie		Finally approved		No Harm		No harm		12/22/25		Arranged fridge so not in front of fan, although difficult due to limited space		Nil lessons learnt		Clinical Support and Specialist Surgery (CSSS)

		I19004		19067		12/7/25		21:15		12/8/25		It was handed over that patient blood transfusion had been commenced , 15min observation had been carried out, I went in introduced myself, patient alert, speaking in full sentences, I was not concerned.  I returned to do observations as patient was due to have platelets following the blood transfusion. Patient was having rigor, Temp was 39.8, blood pressure 169 systolic , heart rate 130 following chest pain and SOB 
Blood transfusion immediately stopped, crash call				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		Low harm		12/8/25		Transfusion stopped
urgent medical review crash team present 
IV chlorphenamine given 
ECG, paired cultures, blood including trop 
Transfusion reaction bloods sent 
observations monitored closely until symptoms subsided				Clinical Support and Specialist Surgery (CSSS)

		I18997		19060		12/7/25		07:20		12/7/25		Patient had an unwitnessed fall in the bathroom @ around 07:20 hours. 
Nursing staff had checked on patient regularly who said he was okay however had not a very good feeling and manually unlocked the door to find him on the floor curled up underneath the sink. 
Cannula had fallen out. 
Stoma bag in the the toilet ?
Patient confused and low in mood.		Please see attached SWARM huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Finally approved		No Harm		No harm		12/23/25		Emergency buzzer pulled. 
Medical team informed - CT head requested.
Observations taken, stable - NEWS 2. 
Blood sugar stable. 
Neuro observations taken and commenced on observations. 
Dignity maintained at all times, patient able to be assisted to the commode with assistance x 3 and transferred back to his bed space where all hygiene needs were met. 
Moving and handling (Lying and standing blood pressure completed and uploaded on CWP.)
Falls risk care plan completed. 
Patient now on 1:1 supervision due to increased confusion and huge falls risk again as uncompliant with asking for help/pressing buzzer.				Clinical Support and Specialist Surgery (CSSS)

		I19023		19086		12/7/25		14:22		12/8/25		Two group and screen samples sent to the lab for same patient. The printed addressograph on the request form was cut off on the left side showing the DOB as 8/1/1947 (the correct DOB on CWP was 18/1/1947). On both samples the DOB is written 08/01/1947, which is wrong.		Human error / lapse in venepuncture policy verbally checking ID at bedside to fed back to ward.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Gahan,  India		Finally approved		No Harm		No harm		12/30/25		Samples both rejected and new samples requested.		Human error leading to samples being discarded. 
RN who obtained blood samples should have verbally checked ID at bedside after bleeding patient. If this had taken place likely would have identified labels had been cut off leading to ID error at labs.		Clinical Support and Specialist Surgery (CSSS)

		I19057		19120		12/7/25		11:23		12/9/25		Radiology Registrar On call at Wythenshawe Hospital not able to vet or report a couple of CT scans due to not being able to use CRIS. This also happened with a couple of patient scans last Tuesday evening on my on call shift. This is an issue for Radiologist Registrars reporting remotely from MFT Trust hospitals.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Incident affecting the organisation		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Iddles,  Sarah		Finally approved		No Harm		No harm		12/23/25		Had to wait for the Radiology Registrar from Wythenshawe to report and emailed the report to the referring clinician. Informed CT Lead, On call Consultant Radiologist and CT deputy leads of this error.
This system is called the CRIS system, it is the Radiology communications system. When Radiologists report on this system, the report is then linked to CWP so the referring clinicians can see the report and then manage the patient. This error is causing a delay in the time the referring clinicians is receiving the reports which in turn affects the treatment/management of the patient.				Clinical Support and Specialist Surgery (CSSS)

		I19022		19085		12/8/25		09:00		12/8/25		Patient was not given breakfast on two consecutive days and was also not given lunch on one day. Escalated this to team on the day but no food was given.		The ward now has 2 managers which will rotate on clinical and managerial duties daily. Clinical duties will ensure patients' care are optimal and patients are provided with required needs. 
To keep incident opened and get feedback from ward manager.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Incident being managed locally		No Harm						Discussed with patient. Escalated to ward manager.				Network Services

		I19025		19088		12/8/25		15:00		12/8/25		Patient prescribed oropmorph by clinical fellow. Patient called keyworker after they had got home to say they are allergic to morphine. Patient had not taken the medication.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Patient allergic to treatment		Abutaleb,  Mohamedkhalid		Incident being managed locally		No Harm						Advised patient not to take the medication. Apologised. Advised to bring the medication in following day for next appointment to return drugs to pharmacy. Made prescribing doctor aware. Plan is to review patient next day to prescribe appropraite medication.				Network Services

		I19040		19103		12/8/25		22:00		12/9/25		A patient who had an unwitnessed fall yesterday at around 5pm, he had a spinal x-ray on the day shift which still has not been reviewed after escalating this multiple times to the on call and radiology.  Due to this we have had to log roll the patient overnight and they remain with the headblock on now as we do not know the extent to his injuries, he has stated multiple times on movement neck pain and has been very agitated with the headblock on. CT head was also not complete until around 00:00.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Images for diagnosis		Delay/ failure		Spurrett,  Annemarie		Incident being managed locally		No Harm						I escalated this to the resident doctor on call and radiographer, also informed surgical reg as requested. CT head has now been complete, the x-ray has still not been reviewed so we are still unsure whether it is safe to mobilise, I have asked again for an update on this on Alertive (no response as of yet). Remaining with headblock and log rolling.				Clinical Support and Specialist Surgery (CSSS)

		I19054		19117		12/8/25		10:00		12/9/25		Blood samples were taken in blood room but not labelled.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eaton,  Alison		Incident being managed locally		No Harm						Patient contacted and has had to return to be re-bled.				Network Services

		I19141		19204		12/8/25		18:00		12/11/25		A TPN bag was ordered for a patient on CCU. The TPN was not delivered to the CCU. The patient have not received TPN overnight as prescribed.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Worgan,  Howard		Incident being managed locally		No Harm						The following morning a dietitian reported to the pharmacy technician that the patient TPN was not on the ward so not given to the patient. The pharmacy (dept 36) says the TPN bag was dispensed and sent via porter on 10/12 evening. Following morning another request has been made and the TPN re-dispensed and delivered to CCU.				Capital, Estates and Facilities

		I19635		19698		12/8/25		08:00		12/29/25		Code: WPD
Ext: 7519
Ordercomms # (512)9441638
Culture & Sensitivity General Swab received in lab. Ward later reported sample had incorrect patient's details.
(Sample listed as patient 202310792 as detailed below. Actual patient not known)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Bushell,  Lyn		Finally approved		No Harm		No harm		12/30/25		Transport had not yet arrived - Error logged, booked in, and error comment added to results field in laboratory system. Sample discarded.				Clinical Support and Specialist Surgery (CSSS)

		I19636		19699		12/8/25		08:00		12/29/25		Code: DBN
Ext: 7519
Ordercomms # (512)9441638

MRSA swab general: Same ordercomms request label re-used on request that had previously been rejected due to incorrect patient details (see DATIX I19635).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Bushell,  Lyn		Finally approved		No Harm		No harm		12/30/25		Error logged and sample sent to Salford Microbiology with delay.				Clinical Support and Specialist Surgery (CSSS)

		I19645		19708		12/8/25		08:00		12/30/25		Code WSB
Ext: Not stated
Ordercomms # (512)9441573
Microbiology sample received in biochemistry/haem bag.
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Williams,  Louisa		Finally approved		No Harm		No harm		12/31/25		Error logged, booked in, and sample sent to Salford Microbiology with delay as it was initially placed in biochemistry pile due to incorrect bag.				Clinical Support and Specialist Surgery (CSSS)

		I19646		19709		12/8/25		08:00		12/30/25		Code: DBN
Ext: 8586
Ordercomms # (512)9415088

Two 24 hour urine samples received for a patient, taken over two different time periods according to collection time stickers also on samples. However, both samples had the same order comms label on - risk of sample mix up.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Jackson,  Claire		Finally approved		No Harm		No harm		12/31/25		Error logged, booked in one sample using order comms request with edited collection time. Manual lab request created for the second sample. Samples processed with delay.				Clinical Support and Specialist Surgery (CSSS)

		I19647		19710		12/8/25		08:00		12/30/25		Code WSB
Ext: 7997
Ordercomms # (512)9438980
Virology sample received in microbiology bag
(Please note virology samples go in red bags and are sent to MRI; microbiology samples go in blue bags and are sent to Salford; Biochemistry & Haematology samples go in clear bags and are processed on site here)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in, and sample sent to MRI with delay as it was initially placed in Salford Microbiology pile due to incorrect bag.				External Other Trust

		I19003		19066		12/8/25		01:00		12/8/25		Patient was seen on the floor it was an unwitnessed fall. Patient explained that they were walking with TPN pump and Syringe driver and ryles bag. She twisted the wrong way when she putting her SD and ryles on the bed. She started to be unbalanced that she fell on the floor and hit her head on the wall.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		Low Harm		No harm		12/17/25		The emergency call bell was activated. Observations were taken immediately. The NIC was made aware and attended the ward. Blood glucose levels were checked and full neurological observations were completed. Assisted patient back on the bed. The doctor was informed. FBC, Christie profile, and VBG blood samples were taken. Analgesia was administered as the patient reported a pain from her head.				Clinical Support and Specialist Surgery (CSSS)

		I19029		19092		12/8/25		12:50		12/8/25		I was the oncall plastics SPR in melanoma clinic seeing a patient. I was asked on alertive to come and review a patient who had fallen and was still on the floor. I asked the individual who had raised the alertive to seek help immediately from the ward doctor in the office and they stated that SHO doesn't see plastics patients. There is a dedicated ward SHO and this was also an emergency situation as the patient was still on the floor. I left clinic immediately to go and see the patient as I was		seen by on call doctor and ward doctor as patient on floor and needed urgent review		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Staff		Harm		Non-clinical incident		Referral		Delay/ failure		Sutherland,  Lydia		Finally approved		Low Harm		No harm		12/17/25		I immediately attended to the patient and performed a falls assessment 
I raised this to management in plastics team (Lydia)				Clinical Support and Specialist Surgery (CSSS)

		I19036		19099		12/8/25		13:22		12/8/25		when his machine was beeping i was noticed extravasation on his cannulation site, 35 ml of cisplatin gone through ,		Incident managed appropriately, follow up call made to patient, area now resolved.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		12/11/25		immediately stopped treatment , explained to patient , aspirated 2.2 ml of extravasated drug with blood , cannula removed ,marked area ,applied hydrocortisone cream and warm heat pack, reviewed by unit ACP, medical illustration taken , advised to apply heat pack 20 mts , 4 times a day for 1 to 2 days , advised to move hand , treatment restarted on next hand , 
swelling was reduced before he go home  , made a note on diary to follow up		Incident managed appropriately, follow up call made to patient, area now resolved.		Network Services

		I19038		19101		12/8/25		13:30		12/8/25		On 8th December 2025 at approximately 13:30, while walking on the red brick area of the ground outside the Christie my left leg suddenly went through the ground, sinking approximately one metre deep and creating a large hole and causing me to fall to the ground. The incident was witnessed by two to three staff members from Christie, who immediately came to assist me. Three photographs documenting the hole in the ground are attached for reference.		The area was cordoned off and our external building contractor made an initial investigation.
It was decided to bring in the Trusts trusted structural engineer for a further investigation and to advise our external building contractor on the best way to repair hole and reinstate the brick pathway.
External builder is currently waiting for the report and will act accordingly on the surveyors recommendations.		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Estates and Facilities Department						Incident affecting Staff		Harm		Non-clinical incident		Estates		Maintenance		Elliott,  Simon		Finally approved		Low Harm		Low harm		12/30/25		While I was on the ground, a couple of staff members contacted (I believe) the maintenance department at The Christie and while waiting these staff members helped me go inside the Christie to sit down and they waited until the christie team arrived to cordon off the area. I suffered from a sprain to my left knee and ankle but I was able to weight bear and I have some ongoing tenderness and bruising on my left knee.				Capital, Estates and Facilities

		I19017		19080		12/8/25		10:00		12/8/25		TB contact patient admitted 3/12/25 to ward 10 bay 2 bed 8. Had surgery 4/12/25 in Theatre2 in main theatres. Was returned to ward 10 side room 1 post op. Developed TB symptoms 6/12/25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Infection control		Outbreak- Other		Outbreak - other		Dale,  Emma		Rejected		Moderate Harm		No harm		12/9/25		Medical team contacted on call microbiologist 6/12/25. Sputum samples taken and chest xray ordered.
IPC contacted by Ward 10 NIC. Ward 10 obtained FFP3 masks and gowns. Reviewed fit testing records and listed potential exposed personal. 
IPC team escalated situation to the appropriate personnel. Contact Theatre co-ordinator regards staff and PPE, Contacted occupational health regarding staff exposure, Organised outbreak meeting, Traced contacts from his admission (awaiting microbiologists review) and Stockport community TB nurses contacted.				Clinical Support and Specialist Surgery (CSSS)

		I19019		19082		12/8/25		12:00		12/8/25		During bone marrow procedure, bone marrow handle snapped and broke off 
Unable to remove trephine needle				The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care						Incident affecting Patient		Harm		Equipment incident		Medical		Failure of device/equipment		Redikin,  Jacqueline		Incident being managed locally		Low Harm		Low harm				Escalted to Haem consulatant who was unable to remove needle. 

SpR Haem contacted surgical team, please see anno for details.
Patient admitted to HTDU for emergency admission		This is a incident of equipment failure - literature is sparce on this subject. 2004 article : bone marrow biopsy morbidity and mortality 2002 ~UK date had 2 reports of broken needle in over 13000 procedures. However the article do note that this might be due to underreporting.		Network Services

		I19104		19167		12/8/25		19:47		12/10/25		C.diff PCR positive, toxin positive 8/122/5. Has been an IP since 1/12/25.		incident referred to governance manager, patient RIP 3 days post sample date.  
Micro and AMS review awaiting completion		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Infection control		Cdiff		HOHA (healthcare onset – healthcare associated)		Bostock,  Louise		Learning response required		Low Harm		Low harm				Reported to HCAI DCS, Medical team aware. 72 hour review requested.		SIGHT not followed due to not testing on first episode, medical team states send only if more episodes 
Severity not documented by medical team.		Clinical Support and Specialist Surgery (CSSS)

		I19058		19121		12/8/25		13:30		12/9/25		TSRT9 
Patient was on 2nd phase of their CSI treatment. Staff performing the systematic (fraction 8) both incorrectly stated 2D remaining when there was still 1 CBCT (Fraction 13) to be completed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Kirk,  David		Finally approved		No Harm		No harm		12/19/25		Image review doc amended and datix filled out. Both staff members informed.				Network Services

		I19079		19142		12/8/25		11:00		12/9/25		Patient attended for C1D1 pemetrexed/ carboplatin. Informed by Baxter's pemetrexed out of date- checked IQemo ran out of date 05/12/2025		Patient was apologised to by nurses on ORTC and also CNS from his team.
Have discussed reasons why this happened with pharmacy and senior management. Treatment was deferred almost 4 weeks due to illness and scheduling issues.
Nurse released treatment too early before assessing patient previously. If the treatment had not been released from Baxters - Baxters would of highlighted that the treatment was near being out of date and prompted staff to re-order new treatment before treatment date. 
Educating nurses on importance of fridge checks and labelling treatment with "USE BY or "NEAR EXPIRY - checking Iqemo to see when patients next date of treatment is and if treatment needs re-ordered by Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Ohara,  Natalie		Finally approved		No Harm		No harm		12/16/25		Informed patient and apologised for this. Explained we can re order for today so they can have treatment today or different day this week. 
Apologised to family as they came to unit unhappy, informed them of PALs service		Will liaise with scheduler to discuss missed appointments on 24/11/25.
Fridge checks on ORTC should be done daily to check if any treatment out of date or close to out of date - this needs to be re-iterated to staff and processes of how to highlight if something is out of date or near out of date and who to inform and contact as this could of prevented this issue.		Network Services

		I19128		19191		12/8/25		10:00		12/10/25		Delay in processes and review of patients medical needs for acceptance of treatment pathway for surgical patient requiring medical input		Doctor who referred did not confirm acceptance. Learning response give to Dr		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Marley,  Heather		Finally approved		No Harm		No harm		12/31/25		Escalated at surgical ward round to Registrar, contact made with service manager to request surgical consultant  review and plan for ongoing management 

Email sent by CNS asking process 23.12.2025. DOM discussed with matrons to ensure they followed the correct process for transfer through patient flow. Informed to make sure internal transfer form is filled in. Doctor stated they had spoken to MRI and they did the letter and sent to Dr on-call at  MRI. 
Consultant called to say patient flow had stated that MRI were refusing to accept. DOM called Acute ward at MRI to speak to accepting consultant who was not on call 30.12.2025 spoke to a number of people and then informed that the Consultant needed to speak to the Dr on-call that day. Phone call made and referral accepted		Doctor who referred did not confirm acceptance. Learning response give to Dr		Clinical Support and Specialist Surgery (CSSS)

		I19028		19091		12/8/25		15:45		12/8/25		Patient had complained of feeling nauseous, needing to open bowels and feeling hot/ sweaty. 
Then noticed that treating nurse had administered Irinotecan over 30 min rather than the 90 min.		Discussed with treating nurse, treatment was given as prescription still said to administer over 30 minutes, this should have been changed to 90 minutes as patient has atropine at beginning. Team now informed to change prescription.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		12/11/25		treatment stopped and rescue meds given.
Observations taken. 
Seen by ANP and fluids given.		Discussed with treating nurse, treatment was given as prescription still said to administer over 30 minutes, this should have been changed to 90 minutes as patient has atropine at beginning. Team now informed to change prescription.		Network Services

		I19013		19076		12/8/25		00:00		12/8/25		ECG scanned into the wrong patient's notes.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		12/9/25		Datix done so that I can put a request in with IT for this to be removed.				Network Services

		I19046		19109		12/8/25		18:00		12/9/25		Patient received C1 D1 rituximab on HTDU, spiked temp of 38 given piriton / hydrocortisone but not physically reviewed by medics or started on sepsis 6 pathway when transferred over to Palatine ambulatory care at 6pm.		Lymphoma team is going to update protocol. Emailed Lead SACT in the trust and inform about this so can be discussed abroad and reflected in other SOP/ protocols -		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Martinspitacas,  Irina		Finally approved		No Harm		No harm		12/31/25		On call medic contacted urgently, reviewed at bedside advised to continue rituximab on half rate and documented not for Abx / cultures as infusion reaction. due to half rate decision I contacted bed managers so patient could finish treatment in inpatient dept.		Discussion with lymphoma medical team and they were not aware that every time patient reacts to Rituximab or Obinutuzumab and spikes temperature the infusion has to be stopped, septic screen completed and antibiotics PGD, medical review - following sepsis policy. Protocol to be updated early 2026		Network Services

		I19031		19094		12/8/25		12:10		12/8/25		TSRT9 level 3/ 13Z/ CF 1C/ SB 13CC /MD 13Q

Panel collision with treatment couch bar during XVI acquisition
XVI terminated after 43 frames
Estimated additional dose to patient = 0.4mGy
Non-reportable		staff reminders		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						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)		Davies,  Julie		Finally approved		No Harm		No harm		12/12/25		*B7 informed
*Engineers called
*Bar moved for repeat acquisition
*Repeat acquisition successful		Automaticity 

staff reminded to take additional care		Network Services

		I19032		19095		12/8/25		10:30		12/8/25		Complaints of feeling hot, back pain, pressure to chest.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		12/22/25		Infusion stopped.
Observations recorded.
Hydrocortisone administered.				Network Services

		I19033		19096		12/8/25		18:05		12/8/25		TSRT9
Confidence tone task on care path. On review of machine logs and Air Kerma doses additional 2d imaging dose imparted to the patient for the superior isocentre. 

Difference detected = 0.044557809 which is equivalent  to 1x AP or LAT exposure on the extremity  2d pre-set.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						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		12/15/25		AC updated.  Operational 8 informed to track for audit purposes.				Network Services

		I19034		19097		12/8/25		17:43		12/8/25		Patient treated with 1.5cm Bolus instead of 1cm in error for one fraction out of 10				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13U Use of compensators (including bolus)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/15/25		Physics alerted to assess impact. Believed to be acceptable for one fraction. Physics to annotate on Navigator after dose calculation.				Network Services

		I19035		19098		12/8/25		16:40		12/8/25		TSRT9 level 3/ 13Z/ CF 1C CF 2C/ SB 13i/ MD 13i

Incorrect surface chosen for boost set up resulting in large mismatch and displacements
Repeat image approved due to magnitude of above
Additional dose to patient - 1.4mGy
Non reportable		staff reminded nded		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		Near Miss		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)		Davies,  Julie		Finally approved		No Harm		No harm		12/12/25		*B7 called
*B7 identified issue
*B7 approved repeat image
*SGRT surface set up information amended		staff reminded to select correct surface		Network Services

		I19037		19100		12/8/25		15:00		12/8/25		patient was on commode with assistance of wife, forgot to move footrest so when stood up, he tripped over and fell to floor.				The Christie NHS Foundation Trust / 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		12/10/25		attended to patient, dr reviewed, Obs recorded NEWS 0, hoisted back in to chair, M+H risk assessment completed and updated, datix complete				Clinical Support and Specialist Surgery (CSSS)

		I19021		19084		12/8/25		14:55		12/8/25		Pt came to Dr Kershaws for bloods, managed to get small amount of blood on 4th attempt.  Pt became a pale colour, and felt unwell and vomited.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Faint		Johnson,  Aishling		Finally approved		No Harm		No harm		12/10/25		Observations done, BP dropped significantly, chair legs elevated BM 7.1. Repeated observations, clean clothes put on, once BP came to normal range assisted daughter to the car, borrowed a wheelchair from Dr Kershaws. Encouraged oral fluids and to call the hotline if there are further episodes.				Network Services

		I19008		19071		12/8/25		10:10		12/8/25		BCON dial touched metal trolley and came off				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting the organisation		No Harm		Equipment incident		Medical		Damaged equipment		Triffitt,  Clare		Finally approved		No Harm		No harm		12/17/25		escalated to BCON delegated staff James Kelly				Network Services

		I19009		19072		12/8/25		10:00		12/8/25		Wrong date scanned on (correct patient)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Disneygoodwin,  Danial		Finally approved		No Harm		No harm		12/10/25		Rescanned to correct date and requested redaction

10/12 - CSSS Gov. A urology Pt				Clinical Support and Specialist Surgery (CSSS)

		I19010		19073		12/8/25		10:30		12/8/25		Patient had been referred for blood transfusion by lymphoma team .
Transfusion prescribed on CWP
Transfusion organised to be administered on Endocrine unit.
ANP's on AACU asked to complete cross match paper forms.
Inappropriate given I have never seen this patient, do not know them and am not familiar with their regimes.
I declined to complete form as not safe practice and asked the team to complete forms.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by medical team		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		12/22/25		Refused to complete forms and team contacted to complete				Network Services

		I19108		19171		12/8/25		13:00		12/10/25		TSRT9
Radiographers were setting up for patients first treatment. The headrest required was missing from the set up information provided.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Hudson,  Scott		Finally approved		No Harm		No harm		12/24/25		Looked at plan and image in attempt to visualise which head rest was required. Escalated to Band 7 radiographer, G Court who contacted scanner where patient had pre treatment scan and confirmed this information.				Network Services

		I19247		19310		12/8/25		09:30		12/15/25		Patient seen in trials clinic had observations done (confirmed with patient) however they were not uploaded to CWP or patient workbook. No observations recorded.		Discussed with research team as this is not a research clinic but staffed by Standard of care team.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research OP clinic ground floor						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Pickwell,  Thea		Finally approved		No Harm		No harm		1/2/26		DATIX
Informed manager
Added to deviation log				Research and Innovation

		I19209		19272		12/8/25		15:23		12/13/25		Incorrect name 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)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		12/15/25		Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I19199		19262		12/8/25		15:00		12/12/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a
XVI fault after 374 frames
Estimated additional dose to pt =4.8mGy
Non reportable		Test scan completed OK. Issue with kV Arm Locking mechanism was picked up a few days later so may be related.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						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		12/23/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a
*Engineers called
*B7 informed
*Engineers investigated
*Repeat XVI successful
*Images deleted before DATIX could be completed
*Engineer had to retrieve number of frames therefore additional dose estimated		Test scan completed OK. Issue with kV Arm Locking mechanism was picked up a few days later so may be related.		Network Services

		I19327		19390		12/8/25		18:11		12/17/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		For monitoring purpose		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/21/25		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.				Network Services

		I19085		19148		12/9/25		22:00		12/9/25		Patient was transferred from Proton to Outpatients for admission to hospital.
Patient waited in Outpatients for a bed for 5 hours.
Outpatients department closes at 6 pm.
No doctors in the department after 6 pm. 
Patient was looked after one nurse and one  HCA who finished work at 10 pm				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)		The Christie NHS Foundation Trust / Network Services / Outpatients A				Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						Liaised with bed manager who gave reassurance.
After 7 pm alerted Duty managers asking for an update of the beds situation however there was no response for hours. 
Bed managers didn't respond later when phoned or alerted. 
At approximately 9.20 pm HCA was send to AAU to check and AAU nursing staff informed that bed is ready and explained that they didn't inform us as were extremely busy. 
Patient transferred, handover given to nursing staff.				Clinical Support and Specialist Surgery (CSSS)

		I19123		19186		12/9/25		17:30		12/10/25		Known Alcohol history and TB contact on Admission
 ETOC Patient  stepped down as confusion resolved recommenced 07.12 following fall and further confusion, further fall 08.12.25 requiring head block due to neck pain extended wait for review following xray escalated multiple times. 
09.12.25 Patient deterioration noted  and escalated with increased confusion and clinical concern - 
TB management Plan chased with primary team and deescalated as not symptomatic with no Respiratory symptoms				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Downey,  Joanne		Incident being managed locally		No Harm						Following Xray multiple request made for review to allow removal of blocks, patient remained in head block for over 12 hours.				Clinical Support and Specialist Surgery (CSSS)

		I19067		19130		12/9/25		10:00		12/9/25		INCIDENT REPORTED BY MFT: UI requested 2 PET CT's for patients. In my settings the box for "send email notification when PET CT is scheduled / erported" is checked.
I received email notification of the appointments but not the results - and have been reminded to check the Christie portal for results following a patients blood results.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Missing		Harris,  Andrew		Incident being managed locally		No Harm						03.12.25 MN - Emailed team to understand if patient came to harm and if this is a Christie issue.
05.12.2025 - SM - Email sent to Trust to request Chrisite feedback.				Network Services

		I19304		19367		12/9/25		09:30		12/16/25		I requested a trial phlebotomy and clinic appointment for the patient with the secretary. Advised by Secretary there are no trial blood appointments available before the afternoon and the patient does not like to wait in clinic. I completed a written handover and post it note check list for the patients notes as I was on A/l stating no blood appointment available, please do blood tests in clinic. No blood collected for the patient. Patient unable to return to have them completed later.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research OP clinic ground floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Taylor,  Claire		Incident being managed locally		No Harm						Manager informed. 
DATIX completed. 
Deviation log updated.				Research and Innovation

		I19305		19368		12/9/25		00:00		12/16/25		Delay in offering an outpatient appointment to discuss adjuvant RT to the breast				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Leighton						Incident affecting Patient		Near Miss		Clinical incident		Appointment		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		No Harm		Low harm				Offer an immediate appointment to discuss RT to the breast				Network Services

		I19437		19500		12/9/25		10:00		12/19/25		INCIDENT REPORTED BY ANTHONY NOLAN: GRID: 6354 0000 0056 3781 817
Medical Date: 09/12/2025 10:15
Collection Date: 05/01/2026
Clearance Date: 22/12/2025
Donor urine dip at medical appointment showed trace of blood. Urine sample sent for MSU. MSU showed no blood in urine but Christie said the MSU does not test for blood, so it’s not that there was no blood but instead that it wasn’t tested.CC contract says:·				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Myers,  Nicola		Incident being managed locally		No Harm						In case of isolated haematuria, the Collection Centre must send a midstream sample of urine (MSU) for microscopy for red cell count and culture and, if still indicated, complete a repeat urine dipstick two weeks later.· In cases of both haematuria and proteinuria, the Collection Centre shall do an ACR and send a MSU for testing – as required in the steps above.

Please can you provide the root cause and corrective action.

NM- 29/12/25 ongoing review into this.				Network Services

		I19080		19143		12/9/25		18:00		12/9/25		Patient was due to be admitted to The Christie after GP to reg referral - pt reported as SATS in 80s and unwell. GP said they would call an ambulance for admission. Patient flow contacted me 3 hours later to chase where patient was up to but we had all assumed she had gone to A&E with paramedics. I called the husband and he said she was still waiting for an ambulance. Escalated with the ambulance service to find out a cat 4 ambulance had been requested by the GP.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		Inappropriate escalation		Safety,  Patient		Rejected		No Harm						Upgraded to a cat 2 by myself, informed patient flow and informed patient's husband. Asked patient's husband to escalate directly with 999 if concerned or call hotline back if worried				External Other Trust

		I19092		19155		12/9/25		10:00		12/10/25		Patient prescribed CB12 TPN bag on 8/12/25 - ordered with pharmacy on the ward.
9/12 - Advised patient did not have TPN the night before as TPN bag did not arrive.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Worgan,  Howard		Rejected		No Harm						Discussed with pharmacy tech on CCU on 9/12  who checked the system and showed that the bag had been dispensed around 16:25 on 8/12 however no bag on CCU or ward 10 identified.
Asked for bag to be dispensed and sent to ward asap on 9/12 to be put up as soon as available.				Capital, Estates and Facilities

		I19684		19747		12/9/25		08:00		12/31/25		Code WSB.  
Ext 3250
Ordercoms number 9444032 & 9444033.  Biochem and Haematology samples in microbiology bag.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and samples processed here with a delay due to them being in the microbiology pile as they were in the wrong colour bag,  (Please note that Biochem/haem samples go in the clear bags and are processed here, microbiology samples go in the blue bags and are sent to Salford, Virology samples go in the red bag and are processed at MRI.)				External Other Trust

		I19685		19748		12/9/25		08:00		12/31/25		Code  WSB.
Ext 1079
Random urine (Biochem test) received in a microbiology bag.				The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Corry,  Jenny		Incident being managed locally		No Harm						Error logged, booked in and sample processed here with a delay due to being in the microbiology pile as it was in the wrong colour bag.  (Please note that Biochem/haem samples go in the clear bags and are processed here, microbiology samples go in the blue bags and are sent to Salford, Virology samples go in the red bag and are processed at MRI.)				Network Services

		I19686		19749		12/9/25		08:00		12/31/25		Code WSB
EXT 7544
Ordercoms number 9443917
Microbiology sample (CPE swab) received in biochem bag.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to Salford with a delay as it had been put in the biochem pile due to being in the wrong bag.  (Please note that Biochem/haem samples go in the clear bags and are processed here, microbiology samples go in the blue bags and are sent to Salford, Virology samples go in the red bag and are processed at MRI.)				External Other Trust

		I19412		19475		12/9/25		01:05		12/18/25		Pre-transfusion care completed by staff member not trained or assessed as competent in transfusion administration. They should not be involved in the transfusion process.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Participated but out of date with training		Safety,  Patient		Rejected		No Harm						Incident reported when discovered
No action taken locally at time of incident				External Other Trust

		I19084		19147		12/9/25		09:00		12/9/25		Omitted doses of sertraline and quetiapine as NBM aw ERCP				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						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						Background - WM discussed with family - patient has learning disability and hospital passport in place. 
Risk of withdrawal and worsening of symptoms due to omission of medications pre-procedure
WM discussed with ward medics who will look into options tomorrow - NBM then for clear fluids today, can build up diet post stent/crush medications
SG referral in place
Psych Onc referral made for advice on alternate routes/medications				Clinical Support and Specialist Surgery (CSSS)

		I19076		19139		12/9/25		14:00		12/9/25		Patient attended The Christie today for bloods. Review of the patient’s record showed that:

Funding approval for treatment has not yet been confirmed.
Clinical Information → CWP shows Bolton bloods were collected on 3rd December, but full results are not visible in our system. Patient therefore had repeat bloods today.
No recent eGFR/renal function result is available to support safe chemotherapy administration		Clarification gathered from consultant that treatment could go ahead without NM GFR assessment as per protocol, meaning patient could be treated a couple of days later, earlier than originally planned. Patient scheduled for 13/12/25 - senior nurse in SACT escalated appropriate prescription and screening of treatment in absence of NM GFR. Service Manager confirmed Blueteq funding.

Reminded scheduling team to ensure booking of phlebotomy appointments ideally 48 hours in advance, not on the day of treatment unless in extenuating circumstances.

Discussion with Disease Group Service Manager regarding responsibility of arranging NM GFRs as unclear.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Non-clinical incident		Breach of policy		Breach of policy		Cowley,  Hollie		Finally approved		Moderate Harm		No harm		12/30/25		Colleagues had attempted to contact the relevant team regarding funding but no response was received.

Due to these outstanding issues, the patient was unable to receive treatment today. The patient expressed frustration and disappointment regarding the delay and lack of communication.				Network Services

		I19039		19102		12/9/25		03:30		12/9/25		Around 22:00 on 8/9/25 patient left the ward and came back at 23:00 stumbling and smelt like alcohol. When confronted stated he had drank alcohol but would not tell us if he had any on him or how much he had drank. At this point was not being aggressive and compliant - stated he wanted us to leave him so he could sleep. Duty manager informed and checked on him throughout the shift and was sleeping in bed. At around 3:30 heard a bang.		staff reminded of correct process following a fall		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical incident		Collapse/faint/fit		Collapse		Dale,  Emma		Finally approved		Low Harm		No harm		12/17/25		Went into the bay and he was on the floor - fully incoherent and non-compliant, he was also being aggressive. Refusing obs and BM. Security and duty manager informed who both attended the ward. There was also a strip of pregablin on the patients table - he would not say how much he had taken. When asked earlier on the shift he denied he had any medications with him and he didn't take pregablin (had none prescribed on EPMA). Security got him back into bed. He then stated he is leaving the ward and going home - we told him this is not safe but he would not listen. DoLS was put in place. Strict 1:1 following this and IM lorazepam given.				Clinical Support and Specialist Surgery (CSSS)

		I19061		19124		12/9/25		09:00		12/9/25		Patient on floor of bathroom- states 'lost balance' when asked, no reports of hitting head when asked and no reports of pain when asked.		Positive feedback given to staff member who completed falls incident form and repeated risk assessment post fall. 
Learning regarding closer consideration of enhanced observations and early intervention for high falls risk patients fed back to nursing team		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Clarke,  Catherine		Finally approved		Low Harm		No harm		12/17/25		Medics informed and reviewed, outreach made aware as also high NEWs, nurse in charge made aware, moving and handling care plan updated and falls incident care plan completed. Neuro obs completed on paper form at bed end.		Apparent from review fall precipitated by acute change in functional ability due to brain mets, new neurological deficits. A01/2 on admission. Appropriate risk assessment complete at time. 
Post falls care adequate, as outlined above. Medical reviewed patient immediately, neuro observations commenced, MR scan complete. Falls risk assessment updated, Fall Incident Form complete on CWP. Increased enhanced observations (bay tag) commenced, physio reviewed patient. Unclear if patient was wearing non slip socks 

Staff involved have followed falls protocol well in this incident. Although, patient a significant falls risk on admission, possible earlier intervention of enhanced observations may have been appropriate.		Clinical Support and Specialist Surgery (CSSS)

		I19065		19128		12/9/25		14:00		12/9/25		I noticed patient was coughing occasionally and itching hands.		Medication given for drug reaction
Oxygen
Chlorphenamine 10mg, administered under PGD
Hydrocortisone 100mg, administered under PGD
Hydrocortisone 200mg, administered under PGD
Adrenaline 1:1000 solution 0.5mL

Actions and result of actions taken
Treatment stopped. Obs taken. NEWS2 score between 1-4.
 Red rash visible to hands and face. Coughing worsened. Emergency call bell rung.
 Chlorphenamine and hydrocortisone administered, second hydrocortisone administered when symptoms didn't settle. Patient complained of heaviness in chest and swelling sensation to lips and face. Adrenaline administered. Symptoms settled and observations settled and patient was reviewed by doctor and sent home while being safety netted to the hotline.

Clin onc breast team informed via email so script can be amended.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		12/17/25		Treatment stopped. Obs taken. Coughing worsened. Emergency call bell rung. Chlorphenamine and hydrocortisone administered, second hydrocortisone administered when symptoms didn't settle. Patient complained of heaviness in chest and swelling sensation to lips and face. Adrenaline administered.		Adrenaline given as soon as symptoms not resolving on 2nd dose of 100mg of hydrocortisone and patient presented with potential airway issues with lip and face swelling. This quick action with adrenaline will have resulted in better outcomes for the patient.		Network Services

		I19280		19343		12/9/25		19:00		12/16/25		HCA took patient off ward in a wheelchair. This was at the end of the first shift. 
Email received 11/12 informing WM she had hurt her knee.
Not informed on the evening or on the next day. 

Said 'i felt a jolt in my knee'
Has tear in knee and will now be absent.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Staff		Harm		Clinical incident		Moving and Handling		Innapropriate patient handling- Other		Williams,  Louisa		Incident referred to DPSIG		Low Harm		Low harm		12/23/25		WM contact with staff member.				Clinical Support and Specialist Surgery (CSSS)

		I19111		19174		12/9/25		14:00		12/10/25		Handed over that patients epidural was removed yesterday and there were blisters underneath this. Staff were unable to act upon this due to staffing levels and patient acuity yesterday. Upon skin inspection there are blisters on the patients back on the site of the epidural dressings.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres				Incident affecting Patient		Harm		Clinical incident		Skin condition		Blisters (including epidural blisters)		Dimaline,  Helen		Finally approved		Low Harm		No harm		12/10/25		Medical illustrations completed
TVN referral to be completed to request advice regarding wound management				Clinical Support and Specialist Surgery (CSSS)

		I19130		19193		12/9/25		14:00		12/10/25		Hca reported that a pt had been review by external agency re discharge home. Following the meeting Barry was very distressed and sat in front of the main entrance of the ward on the chair.
He later remained very distressed and punched himself in the face causing his nose to bleed.

Another incident reported to me was that he headbutted the window on a previous occasion, this was also following a meeting regarding discharge.
Barry has also been shaved by his friend today and has a cut to lips		The Doctor was asked to review Barry and he assisted Barry back into bed.  
Compression applied to nose bleed.

Dr Advised to stop picking scabs to lips and Medical illustrations' to be requested 11/112		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Security incident		Abuse- patient to patient		Physical		Spooner,  Jennie		Finally approved		Low Harm		No harm		12/23/25		The Doctor was asked to review Barry and he assisted Barry back into bed.  
Compression applied to nose bleed.

Dr Advised to stop picking scabs to lips and Medical illustrations' to be requested 11/112				Clinical Support and Specialist Surgery (CSSS)

		I19268		19331		12/9/25		15:00		12/15/25		Was asked to accompany patient (who was intubated and ventilated) from theatre to CT scan as theatre staff were not familiar with the portable ventilator. When the patient was transferred on to the CT scanner, the Nor-adrenaline pump switched off due to low battery. The patient's blood pressure dropped from around 120systolic to around 80 systolic.		Spoke to staff member who confirmed anaesthetist had handed over prior to transfer		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op				Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Rowen,  Maree		Finally approved		No Harm		No harm		12/29/25		The consultant was able to give IV Metraminol bolus and the patient's blood pressure improved. The The Nor-adrenaline was switched to another pump and the patient remained normo-tensive during the remainder of the scan.		Prepare fully prior to transfer, and brief all involved.		Clinical Support and Specialist Surgery (CSSS)

		I19200		19263		12/9/25		16:40		12/12/25		one hour after first cetuximab infusion completed and just before administering irinotecan and folinic acid, patient reported feeling itchy. Pink spotty rash appeared on arms.		100mg hydrocortisone administered under PGD
Obs showed low sats and so put on oxygen and titrated for sats 96-98
NEWS2 score between 5-2
Assessed by ANP and second hydrocortisone administered as symptoms not settling
ACP also asked for chlorphenamine to be PGDd as pre med dose was given much earlier at 11.30AM
After chlorphenamine administered itch stopped
Rash eventually cleared as well.
Also weaned off oxygen as SATs at room air 96% even after mobilising to toilet
In light of this ACP advised start irinotecan and folinic acid at 17.30 with atropine pre med as precaution to avoid second reaction.
109mls into irinotecan and folinic acid infusion patient reported sever diarrhoea and feeling hot once back from toilet.
Also reported return of previous reaction symptoms: rash on arms, systemic itch.
infusion stopped.
Obs showed tachycardia and low sats on room air - same as previous reaction earlier today
Put back on 3l oxygen via nasal cannula
symptoms improving significantly now infusion stopped. Denies any itch or swelling in mouth/throat.
Still complains of 'background itch' across whole body.
Liaised with medonc on call Nicola Flaum who prescribed extra dose of atropine
unable to finish treatment today due to time constraints but Dr Flaum happy to discharge patient once symptoms resolved and oxygen requirement gone.
 advised to call hotline if reoccurrence of symptoms
remaining treatment discarded
to email team re: plan going forward

ACP Review documented on CWP

Update from Nurse 

rash resolved
itch gone
diarrhoea resolved
feeling well
weaning off oxygen slowly
discussed with on call who advised can be sent home once oxygen requirement gone and safety net to hotline
sent home once weaned off O2 and advised to call hotline if reoccurrence of symptoms
remaining treatment discarded
to email team re: plan going forward		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		12/27/25		100mg hydrocortisone administered under PGD
Obs showed low sats and so put on oxygen and titrated for sats 96-98
Assessed by ANP Jenni Booth and second hydrocortisone administered as symptoms not settling
Jenni also asked for chlorphenamine to be PGDd as pre med dose was given much earlier at 11.30AM
After chlorphenamine administered itch stopped
Rash eventually cleared as well.
Also weaned off oxygen as SATs at room air 96% even after mobilising to toilet
In light of this Jenni advised start irinotecan and folinic acid at 17.30 with atropine pre med as precaution to avoid second reaction.
109mls into irinotecan and folinic acid infusion patient reported sever diarrhoea and feeling hot once back from toilet.
Also reported return of previous reaction symptoms: rash on arms, systemic itch.
infusion stopped.
Obs showed tachycardia and low sats on room air - same as previous reaction earlier today
Put back on 3l oxygen via nasal cannula
symptoms imporoving significantly now infusion stopped. Denies any itch or swelling in mouth/throat.
Still complains of 'background itch' across whole body.
Liaised with medonc on call Nicola Flaum who prescribed extra dose of atropine
unable to finish treatment today due to time constraints but Dr Flaum happy to discharge patient once symptoms resolved and oxygen requirement gone.
 advised to call hotline if reoccurrence of symptoms
remaining treatment discarded
to email team re: plan going forward		very good documentation in regards to this incident.		Network Services

		I19140		19203		12/9/25		09:00		12/11/25		2x patients photographed on Monday 8/12/2025. Images were uploaded Tuesday 9/12/2025. Patient one's images were uploaded to patient two's records on Sectra, and vice versa. 1 set of images were of a scar on the neck. The other set were of 2 lesions of the neck. No surgical intervention imminent for either patient after photography.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Medical Illustration						Incident affecting Patient		Near Miss		Clinical incident		Images for diagnosis		Delay/ failure		Thomson,  Kelsey		Finally approved		No Harm		No harm		12/23/25		Image mix up noticed by clinical staff - rectified as soon as was made aware on 11/12/2025.				Network Services

		I19142		19205		12/9/25		12:00		12/11/25		Patient upset following consultation
Angry about the appointment system, did not receive letter.
Only told about treatment the day before, needs more notice so family can arrange time off work to bring her to appointments/treatment
Patient had gone to PALS to discuss		The clinic the patient comes through (treatment clinic) has now been taken of the patient Portal until we have finalised all the clinics. Patients
were receiving cancellation messages, which has been disabled

The scheduler will phone the patient and check she has all her appointments		The Christie NHS Foundation Trust / Network Services / Oak Road seating area				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Neille,  Maxine		Finally approved		No Harm		No harm		12/23/25		Apologised
Spoke to daughter
Given appointment times and scan date				Network Services

		I19134		19197		12/9/25		23:40		12/11/25		Consultant returned in the evening at 22.00 to review a patient .
At approx 22.30pm I received a telephone call from the consultant asking as to the whereabouts of the night team Drs. I explained we left the drs handover at 21.30 and I was under the impression the registrar and junior Dr covering AAU had gone to the Unit to clerk and senior review the patients. There were at least 6+ patients awaiting review. 
Consultant attempted to alertive the registrar, however his messages were declined		Feedback from lessons learnt has been given to the MO SpR on-call for the effected shift.		The Christie NHS Foundation Trust / Network Services		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 / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Pabial,  Suneil		Finally approved		No Harm		No harm		12/22/25		I began to look for the Drs and sent alertive messages out, informing the Drs covering AAU that the consultant was asking as to their wherabouts. At 23.40 I was on AAU and 1 junior Dr had arrived. Consultant asked again if I could locate the Registrar. I informed the registrar he should return to AAU as a matter of Urgency, The consultant was still on the unit, he was supporting with the admissions and  AAU nurses concerns. The registrar arrived- apologised, he had been busy with back to back calls and reviewing unwell patients on the wards, this resulted in a delay with transfering patients- only senior reviewed patients can transfer to the wards . 
We had unfortunately used all of the beds on AAU and an unwell female patient required admission. At midnight a female patient was transferred to The  Brachy unit, this created a female bed for the admission.		SpR is aware that in times of clinically stained circumtstances that active communication with other team members is important to ensure that patient care is not comprimised.		Network Services

		I19253		19316		12/9/25		16:00		12/15/25		Pt planned D/C 9/12 - TTO feed ordered by RD at 9am (pharmacy stores email). Received alertive at 4.50pm (outside of work hours) from ward nurse informing feed had still not arrived to ward. Transport was booked for 6pm and patient would not want to wait any longer for feed to arrive. Email + phone call to pharmacy stores to clarify where order was. Received email that wholesaler had not sent feed and only 2x bags in stock and unable to provide remaining 5x bags requested for full TTO supply.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary						Incident affecting Patient		Near Miss		Clinical incident		Nutrition		Dispensing error		Nolan,  Russell		Finally approved		No Harm		No harm		1/5/26		Ward nurse gathered alterative brand of feed (Fresubin) however only able to make up 4x days worth of TTO (1000mL and 500mL rather than 1500mL bags ordered/required), therefore only 6 days of TTO provided instead of 7x days required.
To note - this feed (Nutrison Energy Multifibre) is a stocked item at The Christie and the most common enteral feed patient's are discharged on, and only 2x bags were in stock in the hospital at this time.				Network Services

		I19041		19104		12/9/25		06:45		12/9/25		Patient buzzed, was found on the floor, said she lost her balance when she was trying to get changed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		12/17/25		NEWS taken, CBG taken 
Neuro obs taken, on call informed 
falls care plan completed 
L/S BP completed				Clinical Support and Specialist Surgery (CSSS)

		I19047		19110		12/9/25		09:30		12/9/25		Echo uploaded onto wrong patient which needs redacting				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Staff		No Harm		Non-clinical incident		Record		Mis-filed documents		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		12/10/25		Request for redaction				Network Services

		I19131		19194		12/9/25		17:00		12/10/25		TSRT9/ L3/ 13R/ CF 1c 1d /MOD 13I / SB 13i
Radiographers images without knee bolster. 
3.5 degrees x rotation noted on image. 
Rads escalated to B7 as nodal coverage tight.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		12/22/25		B7 called, 
reauthorisation of image required to re-set up with knee bolster. 
Pt  treated as planned.
Additional image
Feedback given to staff at time of incident				Network Services

		I19120		19183		12/9/25		17:00		12/10/25		During prep of ORTC patient lists for the following day, there was a patient on the side of the diary with no treatment prescribed. This patient was seen in clinic 5 days prior to their cycle 1 day 1 appointment, and upon looking at the prescription history, a scheduler had unscheduled the appointment. There was no documentation as to why the appointment was unscheduled.				The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Kulesa,  Weronika		Finally approved		No Harm		No harm		12/16/25		I tried to contact the scheduler however, they were not in office. I spoke to another scheduler who also did not know the reason why this was done. I attempted to get the treatment prescribed by the patient's team registrars, however, no Drs were signed into the role. The on call SpR suggested I email the consultant to prescribe. This managed to be prescribed and screened before the patients appointment, and a slot was found to reschedule, however, this could have resulted in a delay of treatment.				Network Services

		I19112		19175		12/9/25		15:55		12/10/25		Patient had a reaction to C1D8 Paclitaxel chemotherapy; felt hot and flushed.		Treatment stopped - asked for help- reaction treated as per policy.

Hydrocortisone 100mg, administered under PGD
NEWS2 completed - scoring - 0 

CNS reviewed
Patient developed an infusion reaction after receiving 26 mL of paclitaxel during her second infusion. Reaction characterised by flushing, chest tightness, no back pain or rash noted. Infusion was stopped immediately.

Hydrocortisone 100 mg IV administered with good effect; symptoms resolved fully. Patient remained stable throughout observation period with no further concerns.

Due to this infusion reaction, desensitisation pre-medication has been prescribed for the patient to take home today in preparation for her next cycle.

Chemo nurse asked to contact team to request for prescription to be changed to desensitisation regime. 

treatment restarted at slow rate , treatment finished with out any issues , desensitization medication given for next time and explained how to take it , patient left ward after treatment.

Team emailed to highlight all these issues and change script accordingly.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/17/25		Infusion stopped. Observations taken. 100 mg of Hydrocortisone administered. Patient reviewed by a medical team, agreed to re-challenge the treatment at a reduced rate.  De-sensitising medications for her next treatment prescribed.  An email sent to the team to review the patient prior to next SACT.		Reaction managed well and was reviewed promptly,
Good documentation was completed.		Network Services

		I19081		19144		12/9/25		14:00		12/9/25		Pt was scheduled on iQemo for treatment @ 14:30pm green team, however noticed the pt had no bloods taken. Upon contacting the pt to see if he could come earlier for bloods, he informed that he said he received a call yesterday saying his appt was cancelled due to scheduling. He was unable to remember who had called and I am unable to find any documentation and can see no CWP appts for today.		Will speak to scheduler MR. 
Have sent email to all SACT schedulers to document all phone conversations with patients on CWP.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Cowley,  Hollie		Finally approved		No Harm		No harm		12/17/25		Pt was disappointed to not be told he would not having treatment today - apologised for this and explained I would look into it. Team and schedulers emailed.				Network Services

		I19082		19145		12/9/25		15:30		12/9/25		Pt daughter alerted staff that pt was experiencing back pain. Facial flushing. Hot. Nauseous, did not vomit. Oxygen and bp dropped from baseline.		Observations completed -NEWS2 score 7, 6, 1 then 0.

Medication given for drug reaction
Hydrocortisone 200mg, administered under PGD
Other, Normal saline stat 250mg

Stopped tx immediately. Administered 100mg hydrocortisone. Obs taken. ACP came to review. Pt became unresponsive. Crash team called. Medics advised not to give adrenaline but to give another 100g hydrocortisone. Cannula tissued, recannulated, gave hydrocortisone. 
Obs continued to be taken, bp and sats dropped from baseline. ACP advised to give stat 250mls normal saline. Administered 2 ltrs oxygen via nasal specs. BP and oxygen became stable. Medics advised to not rechallenge today and to contact team for plan. Pt observed and medically reviewed before being advised she could go home. Cannula removed. Left unit, fully mobile, feeling well, with daughter. Advised to contact hotline with any concerns. Team and chemoappts emailed.

ACP done a full review before discharge.
Reaction to paclitaxel felt hot, had back pain and felt short of breath, treatment stopped IV hydrocortisone 100mg given, when I came round to the yellow team from the main unit patient had became unresponsive. Crash team called.

Patient was unresponsive for around 1 min, unfortunately her cannula had blown unable to administer 2 nd dose of hydrocortisone. Oxygen administered and chair tipped back and she began to come around.

Chest sounds clear, continued to have chest tightness and low saturations when off oxygen. Re-cannulated an 2nd hydrocortisone dose given and her symptoms began to settle. 

Unfortunately her BP dropped and stat 250ml normal saline given with good effect.

Observed for over an hour. Now feels back to normal, declined anymore treatment today. 

Plan: to be seen in clinic prior to next cycle. Explained that she will probably have the treatment slower the next time.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/17/25		Stopped tx immediately. Administered 100mg hydrocortisone. Obs taken. ACP came to review. Pt became unresponsive. Crash team called. Medics advised not to give adrenaline but to give another 100g hydrocortisone. Cannula tissued, recannulated, gave hydrocortisone. Obs continued to be taken, bp and sats dropped from baseline. ACP advised to give stat 250mls normal saline. Administered 2 ltrs oxygen via nasal specs. BP and oxygen became stable. Medics advised to not rechallenge today and to contact team for plan. Pt observed and medically reviewed before being advised she could go home. Cannula removed. Left unit, fully mobile, feeling well, with daughter. Advised to contact hotline with any concerns. Team and chemoappts emailed.				Network Services

		I19083		19146		12/9/25		12:00		12/9/25		Agency RN unable to input observations or nursing notes on CWP		TechBar ticket associated to problem record for ongoing issue with AD account passwords do not sync to CWP.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)		The Christie NHS Foundation Trust / Digital Services				Incident affecting the organisation		No Harm		Equipment incident		Medical		Lack/ unavailability of equipment/device		Breslin,  Deirbhle		Finally approved		No Harm		No harm		12/23/25		Escalated to techbar, they were unable to fix on the day but logged a ticket
Had to input observations and nursing summaries on another RNs account - clearly documented the named RN was the agency nurse but likely breaching policy.
Due to acuity of the ward and no other staff available not possible for other nurses to take on extra patients to prevent using other users CWP account.
Agency nurse reported this has happened on previous agency shifts 
Extra pressure on ward staff to support with using IV pumps, IV medications as not trained on trust devices/CVADs				Clinical Support and Specialist Surgery (CSSS)

		I19087		19150		12/9/25		23:50		12/10/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD Platelet 

Donation number: G095 625 062 251 S		For monitoring. All severe incidents will be discussed and investigated with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS				Network Services

		I19088		19151		12/9/25		21:00		12/10/25		Patient was administered campath by the day shift and I was told during handover the flush was up and running. Went in when patient buzzed and realised the flush had been running however the clamp was open on both the flush line and the campath line. The bag of campath had about half left in it still.		Thank you for reporting this incident
Campath bag was not clamped completely. Incident is a  one-off. To further monitor incident.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Anderson,  Rebecca		Finally approved		No Harm		No harm		12/15/25		Told the NIC and rang the haem reg, was advised to carry on with infusion at the same rate as pt needed whole dose of medication. Pt had previously had a reaction from past 2 doses of campath so administered iv chlorphenamine when it was next due. Explained to patient what had happened and understood.				Network Services

		I19073		19136		12/9/25		12:15		12/9/25		patient attended for cycle 1 day 1 paclitaxel,  only 16.7mls was when he complaint of feeling unwell, clammy, pain and  looking flushed.		Observations not recorded on CWP- contacted the nurse who stated she completed observations but did not document on CWP.
IV Hydrocortisone 100mg, administered under PGD. Once symptoms settled patient was rechallenged at a slow rate as per protocol.
Team emailed to highlight incident as slow rate will be needed going orward.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor		The Christie NHS Foundation Trust				Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/17/25		Treatment stopped , Hydrocortison 100mg was given PGD,  BP 204/92 , Sats 93%, O2 15 litre given,  temp 36.7, resp 21. patient settled after few minutes, rechecked BP  after 3mins and recorded 126/80.		Follow up observations not documented on CWP. Please ensure observations are recorded accurately and completed at the correct intervals.
No documentation regarding patients condition before being sent home. Will highlight this to reporting nurse.		Network Services

		I19074		19137		12/9/25		15:00		12/9/25		TSRT9 13G SB 13hh MD 13I Cf 1c 2c
Patient set up to origin tattoo on LHS and previous isocenter 'dot' on RHS. S/I shift between origin and iso 9cm. 10 degree Z rotation, acceptable match not achievable. Additional concomitant exposure approved. Patient reset up and reimaged additional imaging dose 424uGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/17/25		Contacted treatment b7
Image reviewed, warranted resetting up and reimaging.
When resetting up the cause of the issue was identified.
Treatment delivered.
Feedback given to treatment staff along with identifying points where the issue could have been identified.				Network Services

		I19075		19138		12/9/25		12:30		12/9/25		Patient was attended to at the unit for C3D1, Port was assessed on arrival and standard of care bloods done, Reviewed by the doctor and treatment deferred for one week due to Neutropenia, patient was informed about it , however she was noticed to have left the unit before her port needle was removed. I  rang patient on the phone to confirm if she was still in the hospital but she said she had already gone home.		Once it was noticed, nurse followed correct procedure. No harm to patient.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Infection control		Devices		TiVAD		Pickwell,  Thea		Finally approved		No Harm		No harm		12/30/25		I apologise to the patient and confirm if its possible for her to come back to get the needle removed, I also informed the team about this. patient assured me she will be coming back to get the needle removed				Research and Innovation

		I19077		19140		12/9/25		13:00		12/9/25		Grade 4 reaction to rituximab
23mls administered
Initial event: temp 38.1 and gently shaking, PO paracetamol given and other observations stable. 5-10 minutes later temp 39.5-40.5, RR up to 32, patient cyanosed and unable to maintain oxygen reading. Oxygen increased sats 96-98% when obtained. Pethidine and further hydrocort given, pt stopped shaking and began to stabilize over the next few hours. Reg and outreach review completed. Ritux discontinued.		Good practice by staff following reaction. All process followed, No harm to patient.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Brennan,  Naomi		Finally approved		No Harm		No harm		12/15/25		As above, please see nursing notes for more detail				Network Services

		I19078		19141		12/9/25		16:00		12/9/25		Patient was on slow rate Opdualag today with pre-medications however patient started to feel lower back pain.  As he 
He reported that the pains felt similar to when he had previous reactions. 
No SOB/redness reported. 
Patient was able to communicate clearly.		-Treatment stopped
-Obs completed and charted
-No hydrocortisone administered as per new PGD guidelines regarding Immunotherapy reactions.
-Paracetamol and chlorphenamine administered as a pre-medication.
-Treatment taken down as per team advise.

Reviewed by ANP who advised not to restart treatment as this is his 3rd reaction to this treatment and plan explained to patient , he is happy with the plan , vital signs checked and recorded at the end of 30 minutes observation time by HCA.

 Email sent to team to highlight this reaction and ask for a plan moving forward.  Clinic booked for 5th January 2026.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/17/25		Treatment stopped. 
Observations completed and charted 
Hydrocortisone not administered due to updated PGD from Immunotherapy reactions. 
ACP's informed. 
Review completed-decision to take treatment down after team contacted for further advise				Network Services

		I19093		19156		12/9/25		12:00		12/10/25		A patient prescribed quetiapine 550 mg modified release (MR) once daily at night was incorrectly documented during medicines reconciliation. The drug history was recorded as quetiapine 550 mg every other day in the morning, and the formulation was not specified as modified release.

As a result of this error, the patient was inappropriately dispensed 22 x 25 mg quetiapine immediate release tablets instead of the correct MR formulation and dose and had it administered during the evening.		Discussion with CD
Discussion with clinical supervisors
Discussion at weekly education sessions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Medication incident		Prescribing		Formulation - wrong		Downey,  Joanne		Finally approved		No Harm		No harm		12/10/25		I changed the formulation on ePMA so that it could be re-dispensed as modified release quetiapine 550 mg, I also left a comment that the patient took a combination of different strength and brand quetiapine to make up the dosage. I should have quarantined the immediate release tablets but I am still in training and did not realise the implications, I informed a pharmacist about the error.		Discuss with CD
Discussion with weekly training sessions 
Reduction in use of locum staff		Clinical Support and Specialist Surgery (CSSS)

		I19060		19123		12/9/25		11:30		12/9/25		Informed by SHCA that DOB on blood form was incorrect. When further detail checked. Correct patient name, but wrong DOB, address and hospital number. Was a different patient.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Patient identification (non medication/ tranfusion incident)		Patient identification (non medication/ transfusion incident)		Johnson,  Aishling		Finally approved		No Harm		No harm		12/10/25		Correct details found. Second checked with patient. New blood form written				Network Services

		I19063		19126		12/9/25		13:20		12/9/25		Patient has 11.30 on card but has a chair for 3.00pm today. Patient has travelled from Wigan and has been waiting since 10.30 this morning downstairs.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Kulesa,  Weronika		Finally approved		No Harm		No harm		12/17/25		Apology given. Unable to treat patient earlier as cold cap and none available until 2.40 at the earliest. Patient very unhappy, PALS information given as patient wishes to complain				Network Services

		I19071		19134		12/9/25		14:00		12/9/25		A patient was referred for in a specific clinical trial. After obtaining consent, we commenced the required screening assessments, including up-to-date MRI of the brain and CT imaging. However, limited radiology scheduling availability resulted in a nearly three-week delay for the CT and two-weeks for MRIB scan. During this interval, the patient’s disease progressed, rendering them ineligible for the treatment.		Please note we do not have MR research slots, we ask for 2 weeks’ notice as a minimum typically for all MR research scans due to overall capacity planning. Discussed with the MR Research team and the Research Nurse Matron in the PAN tumour team.		The Christie NHS Foundation Trust / Research and Innovation / Other Research Teams						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Conroy,  Vicki		Finally approved		No Harm		No harm		12/12/25		We regularly liaised with radiology department highlighting the clinical urgency of the scans.		- Why are there no CWP messages regarding the MR Brain yet the Datix stated that the research team contacted the MR department, why were these not sent on CWP? – will tell the team to do this going forward. They were contacting in person or email.

- Why was the CT Tho-Abd requested for the 17th December as the datix states this was too late? It seems the timing of the MR Brain and CT Tho-Abd were not aligned so that they were requested for shared a randomisation date?  - correct this should have been done as a shared randomisation date the MRIB is the one needed to be within 14 days of randomisation and so the CT THO-ABD even has 5 weeks needs to be done before/same time of the MRIB

- Why has the study team raised an incident against radiology when both scans were booked within the allowed study baseline or on the requested date – sorry it was thought that the delay was due to capacity but looking into it, it’s the teams processes that need to be changed.		Research and Innovation

		I19055		19118		12/9/25		00:00		12/9/25		TSRT9 Level 3 13z SB 13hh MD 13JJ Cf 1c 2c

Pt had XVI scan, on acquisition the gantry collided with the bar on the bed 3/4 of the way through.
scan terminated.
RPT XVI required and authorised, approx additional dose 0.7mGy.
1st occurrence, not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						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)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/17/25		Engineers called.
RPT scan authorised and acquired.
Pt treated correctly.				Network Services

		I19056		19119		12/9/25		07:40		12/9/25		Cannula leaked and Vancomycin extravasated.		All appropriate actions taken, Extravasation guidelines followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Paterson,  Ruth		Finally approved		No Harm		No harm		12/9/25		Infusion stopped and extravasation guidelines followed. Cannula removed and cold pack applied to area. Drawn around the area to mark it.
Re-cannulated patient and Vancomycin restarted.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I19311		19374		12/10/25		14:28		12/16/25		Patient was clerked 09/12/2025 at 18:47 on AAU. Inpatient review 21:54: plan for regular medicines to be added. Medication not recorded by ward team at time of admission "see EPMA", first history created at 14:28 10/12/25

Patient moved to Ward 4 prior to medicines reconciliation.
Pharmacy technician completed medicines reconciliation at 14:30. Key medicines were missed, including anti-epileptic drugs, diabetic medicines, and glaucoma eye drops. Dr. note 11/12/2025 13:42 discrepancies in DHx.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Prescribing		Omitted medicine/ingredient (at least one dose missed)		Holt,  Faye		Incident being managed locally		No Harm						Pharmacy noticed discrepancy 16/12/25 at 14:00.
Patient had been taking these medicines on admission and had continued to do so.
Omission of these medicines on the medicines reconciliation could have led to improper prescribing and administration of essential medicines that may have led to adverse effects on the patient's health.				Network Services

		I19124		19187		12/10/25		12:00		12/10/25		NQN struggling with EPMA/CWP access. Nurse a few weeks into their supernumerary period which is effecting their work. Unable to sign for critical medications and write notes for patients that they have been looking after. This is causing a delay in learning.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Staff		No Harm		Non-clinical incident		Training needs		Lack of availability of training		Knight,  Friday		Incident being managed locally		No Harm						Reported to IT, EPMA and CWP.				Clinical Support and Specialist Surgery (CSSS)

		I19106		19169		12/10/25		12:00		12/10/25		Scanning duplicated				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Reported to Datix and redaction				Network Services

		I19603		19666		12/10/25		14:45		12/28/25		Confidence tone with no image.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Booth,  Adam		Incident being managed locally		No Harm						MCR informed and any interlocks cleared. Image successfully taken 2nd time. This was investigated and found to have delivered dose equivalent to 50% of a 2D kV pair. Updated on 2D additional imaging questionnaire on Aria.				Network Services

		I19536		19599		12/10/25		17:30		12/23/25		Patients attended Apheresis. Team informed HTDU the patients needed plerixafor and required HTDU to give as team finished at 5pm. Discrepancies in prescription and dosage, poor communication, unable to get hold of consultant. Both patients left in Apheresis room and HTDU staff were not informed of this. HTDU staff do not have access to this room as there is a swipe badge access. In case of clinical emergency nursing staff unable to get to patients. Patients left unhappy with treatment/care.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Eboiyehi,  Oseyaede		Incident being managed locally		No Harm						Rectified prescription error, advise given to patient and PALs leaflet. Highlighted to nursing staff and team leader the safety issues.				Network Services

		I19285		19348		12/10/25		17:45		12/16/25		Patient received a unit of RBC's and the 2nd independent check was completed by an agency nurse who is not trained in transfusion and SHOULD NOT take any part in the transfusion process. (Agency staff are not trained or allowed to take any part in the transfusion process at the Trust)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Participated but not trained to transfuse		Safety,  Patient		Rejected		No Harm						Ward manager contacted				External Other Trust

		I19114		19177		12/10/25		14:15		12/10/25		A man came to Oak Road reception & enquired in broken English about his sister.  He smelled strongly of alcohol & looked dishevelled.  He was unable to give any details such as name & stated she had had a heart attack, so we were unable to establish if she is even a Christie patient.  When our receptionist Paul was unable to offer help he became very agitated & started shouting.  Several schedulers went into reception area to offer backup.  The man continued to shout & one of us called security.		Reminded staff of the violence aggression and unacceptable behaviour policy and to escalate to senior managers immediately after the event or during the event for support if required.		The Christie NHS Foundation Trust / Network Services / Oak Road Reception						Incident affecting Staff		Harm		Non-clinical incident		Breach of policy		Breach of policy		Cowley,  Hollie		Finally approved		Low Harm		Low harm		12/16/25		Security were called and the man was escorted away.  However, several minutes later a scheduler went to the main foyer and witnessed him being brought back into the hospital in a wheelchair.				Network Services

		I19116		19179		12/10/25		09:00		12/10/25		patient had approx 70ml of compact milkshake- patient allergy listed as lactose- apologies made and confirmed reaction with patient, patient very kind advised it 'doesn't matter' and it can give her 'slight Diarrhoea'. Doctors and senior nurse informed. Doctor kindly advised for no further action and just to document. 
Apologies made to patient, patient advised not a problem, advised her I had also informed doctors and would complete incident form		No further action required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Nutrition		Allergy		Clarke,  Catherine		Finally approved		Low Harm		No harm		12/17/25		Doctors and senior nurse informed. Doctor kindly advised for no further action and just to document. 
Apologies made to patient, patient advised not a problem, advised her I had also informed doctors and would complete incident form		Human error, no harm to patient, transparent with patient at time of event 
Nurse who made error aware (individual who submitted incident form)		Clinical Support and Specialist Surgery (CSSS)

		I19119		19182		12/10/25		12:18		12/10/25		Patient attended CRF for trial treatment. Had first treatment of Durvalumab without issues through cannula. On the second treatment of the day, consisting of Cisplatin and hydration infusion, approximately 20 minutes into the infusion the machine started to beep and on inspection there was a small bump on the wrist where the cannula was present. Patient did not feel any pain on the site,		Datixed as appropriate to the type of situation that arose.
Extravasation Policy followed.  Patient supported throughout and re-cannulated.  Safety netted prior to going home after receiving all treatments.
Medical review was appropriate and timely.
Documented on SACT Care plan.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Donovan,  Helen		Finally approved		Low Harm		No harm		12/16/25		Infusion was stopped, NIC informed.  Extravasation protocol followed - flow chart D. Cannula resited to continue treatment on opposite hand.  Able to draw back 1 ml of treatment from previous site before cannula removed. Site marked with pen. Covered site with gauze, applied heat and elevated arm. Ward ACP reviewed patient. During the treatment, swelling completely disappeared and hand appeared back to normal. Patient alerted to contact if any changes appear.		Datixed as appropriate to the type of situation that arose.
Extravasation Policy followed.  Patient supported throughout and re-cannulated.  Safety netted prior to going home after receiving all treatments.
Medical review was appropriate and timely.
Documented on SACT Care plan.		Research and Innovation

		I19089		19152		12/10/25		07:20		12/10/25		Patient had mechanical fall after tripping over his feet outside M&S. Deep cut his head R side above his eye. Was accompayomh hos wife who had an appointment on IPU.				The Christie NHS Foundation Trust / Network Services / Oak Road Reception						Incident affecting Members of the public/visitors		Harm		Clinical Event		Collapse/faint/fit		Collapse		Jones,  Gemma		Finally approved		Low Harm		No harm		12/17/25		On arrival patient was on floor sat up, blood coming from head with wife. Alert and orientated, no chest pain, not clammy or sweaty.  Able to stand to move to wheelchair not dizzy.

History - No cardiac history, previous TVA, no pulmonary issues not diabetic. Is on clopidogrel for a liver transplant.
On assessment NEWS 0, PEARL 3, Good power in all limbs, Some R sided weakness but this is not new. Patient feels shaken. Wound cleaned with Nacl 0.9% and sterile gauze applied. Wound stopped bleeding shortly after cleaning. 

As he is not a christie patient I have strongly suggested he goes to A&E or a walk in centre for CT head and to get his wound looked after, he was worried about his wife going for her procedure. 

His son was phoned who will come in and take him to a hospital. He was moved to IPU waiting area if he starts to feel dizzy/worse then go to A&E. 

Unknown DOB				Network Services

		I19154		19217		12/10/25		19:20		12/11/25		Hca reported she had injured her back whilst trying to assist a pt to get comfortable in bed.
She reports - lifting the headrest and sliding her arms around his back whilst holding him, she instructed the pt to push back with his knees, unfortunately the pt was unable to follow the instructions and pt pushed on the headboard which put instant pressure on the hca's back causing her to feel an instant shooting pain through her back.		Occupational Health referral sent 
Phone call to staff member made by Ward Manager to offer support
Moving and handling risk assessment requested be made in the New Year
Health and Safety Lead informed and reported to RIDDOR		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Staff		Harm		Clinical incident		Moving and Handling		Innapropriate patient handling		Spooner,  Jennie		Finally approved		Moderate Harm		Low harm		12/27/25		Hca stopped immediately and called for assistance.
No harm to pt, but to Hca's back.
Hca remind of correct protocol for moving and handling, 
Moving and handling update to be arranged.		Nil lessons learnt		Clinical Support and Specialist Surgery (CSSS)

		I19103		19166		12/10/25		00:30		12/10/25		Two units of blood ordered for a patient in the early hours of the morning. Hb 53g/l. Labels for units were incorrectly attached to each unit so the donation number was incorrect for the unit that was transfused.
Wasn't picked up by porter or nurse on ward.
G095 625 442 998 9
G095 625 770 534 2 (transfused)		Reported externally to SHOT 2025/012/010/HV3/005		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on component or product		Diggory,  LornaJeanette		Incident referred to DPSIG		No Harm		No harm				Bring back other unit of blood for quarantine. Re-issue two units of blood that are correctly labelled. Report to SHOT and investigate.				Christie Pathology Partnership

		I19188		19251		12/10/25		16:25		12/12/25		E.coli positive in CVC blood culture 10/12/25. Inpatient on AAU since 8/12/25. HOHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Clarke,  Catherine		Learning response required		Low Harm		Low harm				Reported to HCAI DCS, 72 hour review requested. Medical team aware.				Clinical Support and Specialist Surgery (CSSS)

		I19097		19160		12/10/25		09:40		12/10/25		Clean Utility 51-2-27  - door found not to be properly closed when walking past.
Observed that the door does not close properly without intervention to pull it closed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting the organisation		No Harm		Security incident		Site security		Doors unlocked		Booth,  Adam		Finally approved		No Harm		No harm		12/22/25		Closed the door and to go and do job number for estates to review
Checked with another staff member that the drug cupboards were locked 
Note placed on door as temporary reminder to ensure the door is pulled shut behind on leaving.
Email to senior team to remind staff to ensure that the door is always closed when leaving and currently requires intervention for the door to be secured				Network Services

		I19113		19176		12/10/25		13:30		12/10/25		TSRT9 
Incline incorrectly recorded on site set up- noted due to large pitch #1.
Two neck rests annotated and no depth for left arm rest annotated.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9H Recording of information in patient record (includes communication/handover/documentation of patient specific information etc)		Sutherland,  Emily		Finally approved		No Harm		No harm		12/16/25		Scanner called- incline checked by 3 independent radiographers. Annotate on site set up.
B7 aware.
Treatment captures utilised on SGRT to ensure correct arm position- annotated correctly.
One neck rest removed from site set up.
IGRT and SGRT satisfactory #1 with these amendments.				Network Services

		I19115		19178		12/10/25		11:25		12/10/25		carboplatin reaction on desensitising regiment - 92.6ml was administered and the patient started to feel hot and rash was forming down both arms .		Hydrocortisone 100mg, administered under PGD
Observations completed x 4 - NEWS2 score -0
Documentation poor - will discuss with reporting nurse.
Patient sent home when settled. Team emailed and patient booked into clinic.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/17/25		treatment stopped at 11:25
observation was taken and are documented on cwp at the taken time. 4x through out .
hydrocortisone 100mg was given through cannula at 11:28. (LOT:MM2149, EXP 02/2030)
Has been seen by the ORTC practitioner and advised to stop the treatment and for the patient to go home and will be seen in the clinic.
team contacted to update		The documentation around this incident needs to be more thorough. It does not document who reviewed the patient, whether the rash needed creams. Whether the symptoms resolved quickly and if the patient continued treatment at a slow rate or stopped treatment until review and script amending.		Network Services

		I19117		19180		12/10/25		08:30		12/10/25		Patient was called by the scheduling team on 9/12/25 and told her appointment time was 08:30 rather than 14:00. No documentation of this call, and no one on the treatment unit was aware of a changed appointment and the patient was still scheduled for 14:00.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Kulesa,  Weronika		Finally approved		No Harm		No harm		12/16/25		Patient checked in at 08:30 and contacted the nurse in charge. Nurse in charge checked capacity of the unit to fit the appointment into the diary				Network Services

		I19102		19165		12/10/25		09:00		12/10/25		MASD to sacrum ? grad 1 to sacrum also red flakey heels. present on admission.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		12/10/25		cleaned cream applied, mattress in place.				Clinical Support and Specialist Surgery (CSSS)

		I19107		19170		12/10/25		08:05		12/10/25		TSRT9
KV drop during acquisition of Fast Head and Neck scan. Touch guard collided with bars causing scan to stop. Escalated to engineers. B7 present. Bars pushed in and clearance checked to repeat scan. Note added to plan document for future #s. Scan repeated, treatment delivered. Additional imaging dose ~0.6mGy. 153 frames Fast H&N S20				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						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)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/17/25		Engineers called to determine cause of fault. Escalated to B7 online to authorise additional image.  Treatment delivered.				Network Services

		I19121		19184		12/10/25		11:00		12/10/25		Patient admitted for surgical daycase procedure, consent form was signed on a previous date but not in notes, but was scanned on digital system. Surgeon due to operate requested physical consent form. Then refused to operate until the consent form is found, skipped this patient and perform next scheduled procedure. Consent form could not be found until eventually copy of notes folder was dropped off at unit containing consent form. Procedure then went ahead at delayed time, delayed for patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7				Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Edwards,  Kerrisha		Finally approved		No Harm		No harm		12/22/25		Patient was admitted for surgical daycase procedure. Consent form was signed in clinic on a previous date but not present in notes, was however scanned in on digital system. Surgeon due to operate requested physical consent form - I informed him it is not here, offered him blank consent form to another one which he refused. He then stated he refused to operate until the original consent form is found and will instead skip this patient and perform next scheduled procedure. Contacted medical secretary who also could not find consent form, could not be found anywhere in the hospital. Escalated to NIC of the unit who spoke with him and explained that we have looked and it's simply not here, still refusing. Eventually a second copy of the notes folder was dropped off at our unit - containing original consent form. Informed surgeon that it had arrived and procedure then went ahead at delayed time, delayed for patient.				Clinical Support and Specialist Surgery (CSSS)

		I19122		19185		12/10/25		12:00		12/10/25		I noticed there was a Trabectedin Pump due later on in the day. Bloods in range and acknowledged  go-ahead given after patient had been through clinic. Trabectedin off-hold
 Weight today was 84kg. When I  inputted onto Iqemo weight warning was issued as baseline weight had, on previous cycle, been inputted as 64kg. Patient had been receiving incorrect doses/underdosing from previous cycles. 
Escalated to team.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		12/30/25		I escalated to Dr Sadeg (Medonc Sarcoma) and Stephen Wardell (pharmacy late screen) to confirm error. 
Dr Sadeg had spoken with consultant regarding plan. 
Plan was to increase dose to match patients actual weight. 
Trabectedin from today wasted. 
New trabectedin node released to be administered to patient today.  

19/12/25 - Awaiting pharmacy to confirm if cycle 1 nurse inputted 64kg ready for cycle 2, error could lie with both cycle 1 and cycle 2 nurses.		Weight issues should be identified at the pre-admin check stage, iQemo will flag a note to identify differences in weight at this stage.		Network Services

		I19125		19188		12/10/25		14:00		12/10/25		Patient 1 called to say she had received appointment invite  letters for 2 other patients in with her appointment letter.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Goodall,  Robert		Finally approved		No Harm		No harm		12/12/25		Called patient 2 and 3 to explain what had happened and apologised for the error and data breach. Advised that letter have now been destroyed. New appointment letters sent.		to check that all correspondence is for the correct patient when sending via the post		Clinical Support and Specialist Surgery (CSSS)

		I19127		19190		12/10/25		16:10		12/10/25		TTO for arranged, Pharmacist screened, given to technician to take to TCP. Patient in a hurry. Nurse informed patient had all meds, showed Tech, Docusate was labelled for a different patient, Nurse states was in patient drawer. Asked to dispose and correct meds would be brought up from TTO as arranged.
Tech dispensed Docusate in TCP and brought to ward for patient - on supplying to patient, noted the nurse had given the patient discharge meds including the docusate box with label removed.		Nurse in charge informed to pass on to all nurses working on W10.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Medicine label - wrong/transposed/omitted		Holt,  Faye		Finally approved		No Harm		No harm		12/23/25		Existing docusate unlabelled box taken from patient, correct patient labelled docusate given to patient by pharmacy technician. Nurse informed, explained legalities, can not supply unlabelled meds/ wrong labelled to a patient. Must go through pharmacy. Could have harm implications to patient as no checks/dose instructions.
Not the first time wrong patient labelled meds have been found in drawers on ward 10.		Ward 10 is a surgical ward with mostly short stay patients, and fast turn. When patients are discharged the patients pod locker should be completely emptied ready for the next admission.  All medications in patients drawers should be checked for correct patient information on the label before administering/supplying. If a medication is identified to be for a different patient, then this should be taken out of the patients locker and either put in the correct patients pod locker or disposed of in the pharmacy green bin/sharps bin and not given to the incorrect patient. All medications for discharge should have a dispensing label on with the correct directions, patient information etc.		Clinical Support and Specialist Surgery (CSSS)

		I19132		19195		12/10/25		14:20		12/10/25		Attended to patient on pressing call bell. 
RBC transfusion completed - G095 625 461 185 Z
Patient received RBC over 2 hours instead of prescribed 3 hours. 
Patient reason for 3 hours was due to oedema to lower limbs up to hips. 
Patient informed of transfusion time being shorter than prescribed. Medical team made aware.
Oral furosemide given to help with existing oedema and minimise issues following incident. 
Observations stable post transfusion, no oxygen increase. 
Datix completed		Transfusion Practitioner - Report externally to SHOT 2025/012/011/HV3/001		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		12/19/25		Patient informed of transfusion time being shorter than prescribed. Medical team made aware.
Oral furosemide given to help with existing oedema and minimise issues following incident. 
Observations stable post transfusion, no oxygen increase. 
Datix completed				Network Services

		I19133		19196		12/10/25		15:45		12/10/25		Patient stated she slipped while mobilising, no shoes on, didn't bang her head.
Found on the fall, conscious.
Assisted back to bed with 3 people		Rapid Review completed and added to document section. No harm to patient.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Trip		Brennan,  Naomi		Finally approved		No Harm		No harm		12/15/25		Observations done stable
Reviewed by the doctor
Nurse in charge aware				Network Services

		I19129		19192		12/10/25		17:30		12/10/25		231MLS of carboplatin administered.
Eileen c/o of blotchy skin, red palms and feeling nauseous.
Observations taken, see NEWS2 chart.
Treatment stopped, IV piroton and IV hydrocortisone given.
Waited for patients symptoms to resolve and then patient to be sent home.
Email sent to team for them to review patient in clinic prior to treatment and to be pxd desensitising medications.
Safety netted.		Observations taken,  NEWS2 score 0-1.
Treatment stopped, IV piroton and IV hydrocortisone given.
Waited for patients symptoms to resolve and then patient to be sent home.
Email sent to team for them to review patient in clinic prior to treatment and to be pxd desensitising medications.
Safety netted.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/17/25		Observations taken.
SACT reaction medications given.
Email sent to team.		Good efficient handling of SACT reaction		Network Services

		I19151		19214		12/10/25		08:40		12/11/25		tsrt9
Initial 2Dkv pair taken and match accepted. Confirmation 2DkV pair taken prior to applying table moves from initial image (table values highlighted orange on PTC).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Booth,  Adam		Finally approved		No Harm		No harm		12/15/25		Moves from initial image applied and repeat 2DkV pair confirmation image taken (approved by B7).				Network Services

		I19219		19282		12/10/25		10:41		12/13/25		Sample bottle expired. 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						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Jackson,  Claire		Finally approved		No Harm		No harm		12/15/25		Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I19220		19283		12/10/25		03:00		12/13/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 
Blood product = FFP X2
Donation number: G095625773613U + G095625417272R		For monitoring. All severe incidents will be discussed and investigated with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		Blood product wasted on blood bank system. Recorded on logs and BSMS				Network Services

		I19135		19198		12/10/25		05:30		12/11/25		Patient own stored medication miscalculated morphine sulphate liquid 250ml but re calculated to 50ml in the bottle				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Medication incident		Storage		Storage - wrong		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/29/25		Datix 
Informed Band 6				Clinical Support and Specialist Surgery (CSSS)

		I19137		19200		12/10/25		12:00		12/11/25		When drawing up pembrolizumab from a vial using a closed system, on aspiration of the drug, struggle to aspirate experienced. When a syringe plunger released, the drug started spilling out from a vial.		Unable to investigate further as vial discarded. No harm caused to nurse.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Equipment incident		Non-medical		Failure of device/equipment		Johnson,  Rhona		Finally approved		No Harm		No harm		12/24/25		Drawing up stopped. 
Concerns escalated to CPEF. 
Spillage in the medical tray contained as per CPEF. 
Hand hygiene maintained. PPE safely disposed of.
Incident reported.		Unable to investigate further as vial discarded. No harm caused to nurse.		Network Services

		I19148		19211		12/10/25		15:00		12/11/25		TSRT9/13Z/CF3a/MD13i/SB13i

#1 Lymphoma. Fast Lung M20 CC preset 324/350 frames = additional dose to pt: 6.2mGy

kV enable fault during XVI acquisition causing termination.
Engineers called
B7 informed.
Pt off bed				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						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)		Hollis,  Ian		Finally approved		No Harm		No harm		12/16/25		Engineers investigated
B7 Approved additional exposure

Additional dose to pt = 6.2mGy
First occurrance / non-reportable

eQuip job number - 340486 , patient removed from room , test scans completed without error, logs examined - "reset motors" inhibit caused kV dropout - suspect Touchguards				Network Services

		I19149		19212		12/10/25		09:30		12/11/25		TSRT9
Noted during end-of-treatment checks that the planning record was still pending - had not been approved by planning, and not picked up during treatment prep or whilst on treatment				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11P Management of authorisation process		Goldstraw,  Rhiannon		Finally approved		No Harm		No harm		12/16/25		Escalated to treatment B7				Network Services

		I19210		19273		12/10/25		15:22		12/13/25		Incorrect name on sample. Sample does not meet transfusion labelling requirements.		For monitoring. All severe incidents will be discussed and investigated with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		Sample rejected new sample requested via phone.				Network Services

		I19322		19385		12/10/25		13:00		12/16/25		Patient PB  attended AACU with wife, EB on the 10th of December 2025.
Whilst the patient was receiving treatment, wife experienced a witnessed generalised tonic clonic seizure that lasted 5 minutes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Members of the public/visitors		No Harm		Clinical Event		Collapse/faint/fit		Fit		Bostock,  Louise		Finally approved		No Harm		No harm		12/17/25		Patientwas attended to by the staff on the AACU, including myself. The fit occurred whilst she was sat up on a chair. Staff held her so that she did not fall. 
After the fit has subsided, she was moved to a stretcher and into a bed-space with the assistance of 2 staff members.
Pt explained that wife has epilepsy, is known to SRFT and is managed with pregabalin, topiramate and a vagal nerve stimulator. She had taken her morning medications. She suffers from fits approximately every 4 months. She usually takes 10mg of clobazam after a fit to avoid further seizures. 
I prescribed 10mg of clobazam on a paper Kardex and this was administered to Ewife
She remained post-ictal for approximately half an hour after the episode but there was no further episodes of seizure.
Obs were taken immediately after the event and were normal. Blood sugar was normal. I performed a neurological examination which was also normal. There was no obvious cause for the seizure on history or examination. Examinations were consented to verbally by wife after she had regained consciousness.
Wife remained in the stretcher for 1.5 hours in AACU. She improved fully, remained asymptomatic and left with husband when he was discharged.
Wife was discussed with Dr TC who agreed that she would stay on the ward for a short period of observation.
Please note DOB was written on the Kardex at the time of the incident but I have not retained this information - DOB has been completed as today on this form.				Clinical Support and Specialist Surgery (CSSS)

		I19320		19383		12/10/25		17:00		12/16/25		This patient's plain CT pelvis was accidently not done and included together with the plain chest and abdomen scan. It was missed. The mistake was not known to me until yesterday when the CT Deputy Lead told me. The patient was recalled for the completion of the scan which was the plain CT scan of the pelvis. This was an honest and unintentional mistake.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Clinical incident		Images for diagnosis		Delay/ failure		Iddles,  Sarah		Finally approved		No Harm		No harm		12/30/25		Patient is being recalled for a plain CT scan of his pelvis for completion of the scan. No IV contrast is needed for this patient as he is allergic to it.				Clinical Support and Specialist Surgery (CSSS)

		I19287		19350		12/10/25		17:10		12/16/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		For monitoring purpose.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/21/25		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.				Network Services

		I19290		19353		12/10/25		20:01		12/16/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		12/16/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 467 463 1				Clinical Support and Specialist Surgery (CSSS)

		I19687		19750		12/11/25		08:00		12/31/25		Code WST.  
Ext 1376
Ordercoms number 9446409.  FBC sample received for Christie profile.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		12/31/25		Error logged, booked in and sample rejected in synergy with a comment.				Clinical Support and Specialist Surgery (CSSS)

		I19689		19752		12/11/25		08:00		12/31/25		Code WST
Ext 7233
Ordercoms number 9446223  EDTA sample received for Christie profile		Incident to be mentioned on the January HTDU Incidents Newsletter		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Martinspitacas,  Irina		Finally approved		No Harm		No harm		1/5/26		Error logged, booked in and sample rejected in synergy with a comment - wrong sample type		Staff to send to right label in the right bottle		Network Services

		I19342		19405		12/11/25		14:45		12/17/25		Suspected transfusion reaction				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		12/17/25		ACP review. Paracetamol given with effect and patient discharged.
Policy not followed as nil specimens or the transfusion bag sent to lab.				Clinical Support and Specialist Surgery (CSSS)

		I19401		19464		12/11/25		14:36		12/18/25		Transfusion Practitioner - Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		12/18/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 473 693 5				Network Services

		I19431		19494		12/11/25		15:40		12/19/25		Transfusion Practitioner - Patient received a unit of platelets and no starting information or end vital signs recorded. 

NEWS not completed.		Support to be given by Link Nurse Biola to ensure this does not  happen again. 
Transfusion education drive scheduled during JAN 2026.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Pickwell,  Thea		Finally approved		No Harm		No harm		1/2/26		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner estimated staring information and  completed prescription on CWP and provided evidence for traceability.				Research and Innovation

		I19161		19224		12/11/25		13:30		12/11/25		Patient found on the floor in her bathroom. Had unwitnessed fall, hit her head				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Spooner,  Jennie		Incident being managed locally		Moderate Harm		Low harm				Emergency call bell pulled
Area around patient made safe
Observation taken , BM taken. Doctor review.
Patient assessed for injuries, safely transferred to bed with assistance of ward physio.
ECG done, Neuro obs and normal obs taken . Bloods obtained. pain relive given.
Patient has skin cut on fore head. cleaned and steri strips applied on. 
Patient reviewed by doctor and Ct scan head ordered and performed
Neck collar put on by physio				Clinical Support and Specialist Surgery (CSSS)

		I19168		19231		12/11/25		19:50		12/11/25		patient attended for a CT SCAN  with us and finished the scan, after about 5 minutes after scan is completed she mentions she has tightness in her chest and not breathing well.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						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		Moderate Harm		Low harm		12/15/25		we immediately put her on a trolley and and called the crash to come over. started her Obs, Oxygen and blood pressure. The Crash team came over to take over the situation and we were here  to help with the situation.				Clinical Support and Specialist Surgery (CSSS)

		I19164		19227		12/11/25		17:30		12/11/25		nurse assisted patient to toilet, physio had assessed as AO2 w/ Zimmer frame due to attachments of O2 and drip stand, staff unaware. Patient has capacity. On assisting the patient back from toilet with attachments, I turned around to move obstructions out of his path by the bed, as I was turning back to face him he leant onto the curtain and fell backwards onto floor. Fell onto bottom, he confidently stated that he did not hit his head. Complaint only of pain on his bottom which he landed on				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Trip		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		12/12/25		Emergency buzzer pulled. Observations taken and recorded, see CWP. Medics alerted and informed, came to ward to review at 18:20. CBG taken. Head to toe assessment completed.  Skin checked. Assisted up onto chair by 5 members of staff and then assisted back into bed. Will update moving and handling, and ensure skin assessment updated.  Offered to alert his next of kin however he said he wanted to do this himself as he didn't want them to worry				Clinical Support and Specialist Surgery (CSSS)

		I19166		19229		12/11/25		14:00		12/11/25		TSRT9 level 5 , 13JJ, SB13CC, MD13F, CF3D
Insufficient supply of carbogen to treat all BCON patients who had been booked in for Radiotherapy. 3 patients currently on treatment with 2 more due to start before estimated date of next delivery.
Many contributary factors have lead to this.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13JJ Other		Triffitt,  Clare		Finally approved		Low Harm		No harm		12/29/25		There was an awareness that our supply was tight on 8/12, however it was expected to cover all fractions booked in prior to an expected delivery due 19/12. Due to issues with treatment on MRL between 8/12-10/12 more gas was used that is usual, it became apparent on 10/12 that supply would not cover.
Contacted BOC to discuss expediting order or transferring gas from satellite centre, BOC unable to facilitate so far.
Contacted consultants in charge of care of effected patients to make them aware of situation.
Contacted satellite centres to discuss feasibility of  transferring patients. Macclesfield agreed to transfer 1 patient to them for course of treatment, patient lived closer to that centre so agreed to transfer. 
Will review our current use, ordering and forward planning for stock levels.
Another full cylinder was found in supplies gas cupboard, MRL reviewed process for when they turn on gas in relation to reviewing MR images, asked pharmacy if we can set up account directly in radiotherapy to minimise leasd time on ordering.				Network Services

		I19281		19344		12/11/25		13:21		12/16/25		A patient on 24_DOG03_529 trial, A CT TAP scan was requested on 23rd September by the consultant, this was vetted and booked for the 11th December as per scheduling notes. Patient is still listed as 'On Trial' on CWP, patient attended for their scan, received oral prep, and was on the CT table when they confirmed they were 'off study'. Any patients withdrawn from a study should have had all future scans, blood, appointments associated with the study cancelled.		Reiterated the importance of cancelling protocol related tasks once a patient has come off study.  
Reiterated the importance of updating clinical trial proformas to reflect the patients status in CWP.   
Senior RN will send an email to all RN's detailing a list of tasks to complete when a patient is no longer on trial or moving to follow-up.		The Christie NHS Foundation Trust / Research and Innovation		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT		The Christie NHS Foundation Trust / Research Delivery Team / Hepatobiliary Research Team		Incident affecting Patient		Near Miss		Clinical incident		Images for diagnosis		Request form inaccurate/ incomplete		Taylor,  Claire		Finally approved		No Harm		Low harm		12/18/25		Scanning Radiographer rang Research Nurse while the patient was on the CT table, who confirmed the patient was 'off study' and they forgot to cancel the scan request. Scan was not performed.		Reiterated the importance of cancelling protocol related tasks once a patient has come off study.  
Reiterated the importance of updating clinical trial proformas to reflect the patients status.  
Discussed that emails had been sent to remind RN's to update proformas in CWP and the importance of these.		Research and Innovation

		I19211		19274		12/11/25		15:14		12/13/25		Wrong date on sample. Sample does not meet transfusion labelling requirements.		For monitoring. All severe incidents will be discussed and investigated with the Transfusion team.		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		Sample rejected new sample requested via phone.				Network Services

		I19143		19206		12/11/25		10:00		12/11/25		Colleague arranged Windows/CWP access for an onsite monitoring visit. Monitor was successfully able to log onto Windows but when logging into CWP they had been given access to a different trial than requested, and patient details were on display.

Upon review it was confirmed that the initial Tech Bar request was for the correct trial - 24_CLPHA_278.

The actual access that was granted was for a trial with a different team - 22_DOG_379 - Electra				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Research and Innovation First floor -administration office		The Christie NHS Foundation Trust / Digital Services / External Digital Environment				Incident affecting the organisation		Near Miss		Non-clinical incident		IT issues		Software Failure		Breslin,  Deirbhle		Finally approved		No Harm		No harm		12/17/25		Highlighted to team and line manager.				Network Services

		I19139		19202		12/11/25		08:00		12/11/25		Beatrice is lying most of the time in bed. using commode at bedside- reduced mobility. found cat1  left side of small left toe				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/29/25		informed the the patient importance of pressure relief and regular movement- encouraged mobility. make her in chair . dressing applied to toe. pressure relief done. she is on pump mattress. already referred to PT/OT				Clinical Support and Specialist Surgery (CSSS)

		I19136		19199		12/11/25		02:00		12/11/25		External radiology resident doctors covering on call are unable to access the radiology information system (CRIS) to enter their reports.
This has been an issue all week, but overnight, a patient had an urgent CT scan to investigate active GI bleeding. The radiology resident phoned a verbal report to the clinician and emailed a written report to the radiology consultant on call, but this was not available to the clinical team.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure outside of immediate team		Iddles,  Sarah		Finally approved		No Harm		No harm		12/23/25		The report was copied into Sectra by the radiology consultant by 9am in the morning and would then be available to the clinical team on CWP.				Clinical Support and Specialist Surgery (CSSS)

		I19145		19208		12/11/25		07:00		12/11/25		Patient had an ascitic drain inserted at around 10am on 10/12/2025. Procedure was performed on the IPU and the patient was then transferred back to the ward. Hand over to ward SN and written copy of the drain protocol sent with the patient. 
Patient re referred the following day (11/12/2025) and referral stated the drain had been pulled out at around 6am, with only 1L drained.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Spooner,  Jennie		Finally approved		No Harm		No harm		12/27/25		Ward contacted to ask why only 1L drained over a 20 hour period. Spoke to ward Dr who said the drain was clamped of due to the fluid being blood stained but no further action taken. I have explained that is normal and that the patient should have been drain as per protocol. Second procedure would not be necessary if this was the case.		Nil lessons to learn		Clinical Support and Specialist Surgery (CSSS)

		I19146		19209		12/11/25		09:00		12/11/25		Skin check completed with consent, no pain or previous reports of pressure ulcer when asked, skin generally very dry and dry scab to right buttock, ?C2 pressure ulcer as patient reports can be painful and can 'come and go', barrier cream applied and kindly consented to TVN referral				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		12/12/25		Skin check completed with consent, no pain or previous reports of pressure ulcer when asked, skin generally very dry and dry scab to right buttock, ?C2 pressure ulcer as patient reports can be painful and can 'come and go', barrier cream applied and kindly consented to TVN referral, skin bundle and purpose T. updated.				Clinical Support and Specialist Surgery (CSSS)

		I19147		19210		12/11/25		12:37		12/11/25		Partial extravasation. Cannula sited first attempt. Flushed well, VIP 0. Connected to contrast, flush prior to scan and test injection given - no problems. Contrast given as per protocol. Upon entering the room patient complained of pain during when contrast given. Swelling noticed on medial upper arm.  No ongoing pain and no erythema.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Hudson,  Scott		Finally approved		No Harm		No harm		12/23/25		Tried to draw back approx 2mls. Cold compress applied.		Reminder to tell patients to use emergency buzzer if sensations of pain when injecting contrast through power injector		Network Services

		I19178		19241		12/11/25		14:30		12/12/25		TSRT9
Table parameter check task  for inf isocentre not completed. 
Table parameter input task was completed at post treatment check, however table parameter check task was not linked to treatment appointment. 
Therefore treatment was not "blocked" 
Noted incidentally whilst patient was on bed, during sup isocentre. 
Table parameters were input incorrectly. Out by ~52cm on the long due to transcription error (minus used instead of a plus)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13 Treatment unit process (including EXBRT, Protons and Superficial)		Kirk,  David		Finally approved		No Harm		No harm		12/24/25		Escalated to superintendent radiographer.
Decision made to go back to origin and work out moves (as per day 1 process). Without changing table planned position in treatment preparation workspace. 
Unable to image as planned table position was outside what the machine could achieve, despite couch being in correct position. 
Online input from MCR + superintendent radiographer. 
Patient closed on PTC, and correct planned table position input by two radiographers. 
Treatment resumed with no issues. 

No additional imaging.				Network Services

		I19232		19295		12/11/25		13:00		12/15/25		Email sent to admin booking team for patient to be booked in for bloods and Telephone appointment on Monday 8th at 10:10 - appt requested for Thursday 1th. Patient called on Friday 12th to say she didn't receive Thursday's telephone call. On review appointment was not scheduled.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / HPB/NET (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Pabial,  Suneil		Finally approved		No Harm		No harm		12/30/25		Apologised to patient and explained that we would complete a datix.

RP 30/12 -Emailed reporter and secretary asking for email where they asked for appt to be made - unable to see it in S2 inbox - after receiving the email it was sent to HPB Admin and not R&B - attached email to datix and redirecting to DG2 mgmt.				Network Services

		I19222		19285		12/11/25		10:00		12/13/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD Platelet 

Donation number: G095 625 062 3746				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Clarke,  Catherine		Finally approved		No Harm		No harm		12/15/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS				Clinical Support and Specialist Surgery (CSSS)

		I19152		19215		12/11/25		14:28		12/11/25		Patient's consent uploaded to CWP, however, later it was identified that patient actually no eligible for the study. Asked IT team to remove the consent from CWP. Patient informed.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Turner,  James		Finally approved		No Harm		No harm		12/15/25		Asked IT team to remove the consent from CWP. Patient informed. Line manager informed.				Network Services

		I19153		19216		12/11/25		13:53		12/11/25		Rude phone call from patient, despite advice, patient carried on to shout on the phone.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Staff		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		12/22/25		Informed patient's treating consultant, team attending consultant, CNS and research nurse. Recorded the conversation on CWP.				Network Services

		I19155		19218		12/11/25		14:00		12/11/25		Pt added to teletracking at approx. 10am. 
Cancelled from teletracking at 11:40 as own staff from radiotherapy department went to ward. 
Unable to collect patient from ward as pat slide not available on ward 14. 
Pt added to teletracking again at 12:55. 
Own staff went to ward to collect at 14:50. 
No communication from portering team to explain reasons for delay.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Incident affecting Patient		No Harm		Clinical incident		Portering service		Teletracking		Worgan,  Howard		Finally approved		No Harm		No harm		12/15/25		Band 7 in XRT informed. 
Attempted to contact porters hub but no answer. 
own staff collected patient from ward				Network Services

		I19156		19219		12/11/25		11:00		12/11/25		When carrying out the RAI clinic, one of the patients on the list had a different patient's scanned in referral letters (person A had person A + person B's referral letters on their CWP - person B had no referral letters scanned on to their CWP as they were on person A's by mistake)		to be more careful when scanning on to CWP		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Central administration				Incident affecting the organisation		No Harm		Non-clinical incident		Record		Mis-filed documents		Goodall,  Robert		Finally approved		No Harm		No harm		1/5/26		Let the secretaries and admin know about the discrepancy - filling in this DATIX - it has since been removed from the incorrect CWP		To be more careful when scanning patient information on CWP		Clinical Support and Specialist Surgery (CSSS)

		I19157		19220		12/11/25		08:57		12/11/25		tsrt9
Patient had initial 2D and conf 2D images before RF issues on the machine for ~20 minutes. Came out of mask so repeated 2x2DKV pair.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		12/15/25		Contacted super, auth'd additional imaging. Additional 2D and complete datix tasks added to care path.				Network Services

		I19158		19221		12/11/25		15:00		12/11/25		X-Ray performed at today at 15.00 to check for NGT position
NG tube was seen in right bronchus on Xray				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Spurrett,  Annemarie		Finally approved		No Harm		No harm		12/17/25		NG tube removed in Xray department following the SOP for preliminary clinical evaluation and removal of incorrectly placed nasogastric tubes by diagnostic radiographers. Nurse on ward not available after calling twice informed Dr Khaliq on ward 4				Clinical Support and Specialist Surgery (CSSS)

		I19159		19222		12/11/25		14:30		12/11/25		Patient brought in stool sample.  The sample sent with correct microbiology form, however sample its self was unlabelled and it was not processed. Patient needs to bring in another sample when she next comes for treatment.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		Turner,  James		Finally approved		No Harm		No harm		12/15/25		Patient informed and asked to please do another one and apologies made. 
Datix submitted - this to be reviewed and plan of action to be made				Research and Innovation

		I19160		19223		12/11/25		09:00		12/11/25		Patient attended Macc SACT today. On arrival informed me she had had 60mg Prednisolone on the ward. Chemo prescription listen 100mg as the dose. This would have been duplicated as should have been crossed off iqemo. Also, ward administered wrong prescription of prednisolone as it was supposed to be 100mg. Dr S looked at their system and can see it was prescribed but the wrong dose given. Patient given 40mg extra but the prescription not changed on iqemo.		No action to be taken, No harm to patient.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Haematology Macclesfield						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/15/25		Informed NIC. Spoke to consultant. Informed patient. Left documentation.				Network Services

		I19162		19225		12/11/25		09:00		12/11/25		We provide a regional physics service via shared outlook calendar (DX Diary) to track visits to customer hospitals. Recently noticed random entries being deleted. Some go back to Jan 25, some for jobs booked next year. No obvious pattern. At last count 20-30 entries gone missing - suspect much higher. Is disruptive & causes issues managing service delivery. Impacts customers (other NHS Trusts) if miss scheduled jobs. Further issues copying meetings back to shared calendar from personal calendars		This is being managed through Techbar		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting the organisation		No Harm		Non-clinical incident		IT issues		Software Failure		Mairs,  William		Finally approved		No Harm		No harm		12/16/25		Team informed.
A 'back up' of survey booking is to be recorded with intended surveyor (if known) and/or Technical Services Manager		This is being managed through Techbar		Network Services

		I19163		19226		12/11/25		14:00		12/11/25		During the oxaliplatin infusion, pump stopped infusing.
On observing the cannula swelling was noted to the site.
250mls infused, estimated.
Treatment stopped, and extravasation policy followed. Attempted to draw back from cannula and cannula removed.
Site drawn around and heat pack applied.		Correct procedure followed- photograph taken at time of observed swelling and patient remained on the unit for some time after the event to monitor. 
Call to patient the next day and pt stated 
'Patient states there is no pain or swelling to the site and he feels okay

Advised to monitor this and if this worsens to contact the hotline.

Patient aware and happy with this plan'		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Johnson,  Rhona		Finally approved		No Harm		No harm		12/16/25		Cannula resisted in opposite arm by Sr E.Hood
Photo taken and will attempt to update to CWP
Will contact patient tomorrow to check in and see if hand is okay and datix completed regarding this.
Patient discharged with hydrocortisone cream if required
Advised if this changes at all, notes any pain or redness to site to contact the hotline.
Settled on discharge, no new concerns				Network Services

		I19165		19228		12/11/25		17:20		12/11/25		fainted and fell when standing near to bed-witnessed fall		All appropriate actions taken post fall as per guidelines		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Faint		Paterson,  Ruth		Finally approved		No Harm		No harm		12/30/25		called   for help
assessed for bleeding or injury -NAD
observations checked and recorded-low Bp , flush given via RIG
enquired for any banging of head with patient-patient refused
BM checked-normal
assisted back to bed
informed duty doctor for review
post fall protocol followed through out
moving and handing done-Re referred to PT 
neuro obse  started as per doctor advice
Call bell kept in reach, advised to call for help		None identified		Clinical Support and Specialist Surgery (CSSS)

		I19167		19230		12/11/25		11:00		12/11/25		Patient has bruisse on left side of sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Bruising		Spooner,  Jennie		Finally approved		No Harm		No harm		12/12/25		Medical illustration requested. TVN requested to exclude DTI
Skin bundle updated				Clinical Support and Specialist Surgery (CSSS)

		I19169		19232		12/11/25		21:30		12/12/25		Patient was found on her knees by a nurse after patient was trying to get up from toilet seat.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Caporn,  Alice		Finally approved		No Harm		No harm		12/22/25		Clinical observations BP-64/45,HR-112, Temp -36.4, Sats-97%
Blood glucose check--5.9mmol/dl
Assessment of cognitive state 
Assessments of body for any visible cuts or bruises.
Medics and outreached bleeped.
Blood samples taken
IV fluids and IV abx administered.
Stabilised currently, current obs BP-96/54, HR-81, Temp 36. 3				Clinical Support and Specialist Surgery (CSSS)

		I19170		19233		12/11/25		23:00		12/12/25		Patient has a permanent aspira drain in situ, which is for daily drainage. Day team did not drain as could not contact ward 12 to receive equipment. Went to drain tonight, patient declined as does not want to be disturbed overnight, it can make her nauseous, and impacts sleep. Apologised, reassurance given that it will be drained in the morning. Equipment left at bedside. Abdo now very distended as has not been drained in over 24 hours. NEWS2 4 Tachycardic and hypotensive. Drained this morning.		learning added to LFI newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Finally approved		No Harm		No harm		12/18/25		Reassurance given that it will be drained today as per plan 
Escalated to medic on call		to chase with other wards for equipment appropriately . 
escalated as appropriate.		Clinical Support and Specialist Surgery (CSSS)

		I19172		19235		12/11/25		18:00		12/12/25		Patient was seen for final review for radical prostate cancer. No PSA blood test taken at start of treatment. No appointment appears to have been booked on the system		Feedback/reminder to scheduling team by lead scheduler. 

Clarification provided to pre-treatment team regarding the need for PSA test for prostate SABR patients. Reminder to said team to check that this test is booked and therefore ensure safety net in case of scheduler error.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Holt,  Daniel		Finally approved		No Harm		No harm		12/24/25		Patient informed and apologised to. Datix completed.				Network Services

		I19173		19236		12/11/25		12:50		12/12/25		Reviewed outstanding EOFs that weren't completed as part of division wide meeting, flagged from a previous incident learning. One EOF identified as unactioned, patient FUP wasn't booked - booking form dated 28/01/25, FUP requested for 18/02/25 wasn't booked . Patient passed away 12/11/25.		Spoke to the scheduler to ensure EOFs such as this are closed down with appropriate evidence attached where appropriate. They have ensured me they are aware of the process and are not sure what happened in this instance.		The Christie NHS Foundation Trust / Network Services / SACT Services / SACT Admin and Scheduling						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Kulesa,  Weronika		Finally approved		No Harm		No harm		12/31/25		Reviewed patient appointments and noted that they had since had several interactions and follow ups with the Christie, continued on treatment.				Network Services

		I19174		19237		12/11/25		14:15		12/12/25		I received a call from a Patient this yesterday asking me to interpret her blood results. She is currently not one of our trial patient. When I said I couldn't, she started shouting, she said that we don’t care about her because she is old. She said we are murders, we have murdered more people in the NHS than the terrorists have done.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Staff		No Harm		Security incident		Abuse to staff from patient		Verbal		Gibson,  Jane		Finally approved		No Harm		Low harm		12/22/25		I offered to get in touch with her consultant or speak to the liver team who initially took the bloods but she then hang-up before I could agree on a solution with her.		as above		Network Services

		I19175		19238		12/11/25		08:50		12/12/25		Staff member raised a video of their child was posted on social media related to Christie Charity without consent.				The Christie NHS Foundation Trust / Corporate / Corporate Development / Charity						Incident affecting Staff		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		Barton,  Hayley		Finally approved		No Harm		No harm		12/15/25		Raised with comms team who directed concern to Christie Charity, video has been removed approximately an hour later.		No learning for the Trust		Corporate

		I19432		19495		12/12/25		21:30		12/19/25		Patient received a unit of RBC’s and the second independent check was not completed at the patient side prior to commencing the transfusion.

Also, the starting information was not completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Clarke,  Catherine		Finally approved		No Harm		No harm		12/19/25		Transfusion Practitioner - On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I19397		19460		12/12/25		16:28		12/18/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a

#20/30 VMAT 

iGuide fault on application of moves during image for Arc 2. Had to return to pre-imaging position resulting in 1 additional 2D kV ETD pair. 
Expected image pairs = 8, actual image pairs = 9. 
Additional dose approximately 2uSv. 
1st additional image in course, not reportable.		Following ET images moves applied, message on iGuide, movement detected. decided to return to imaging position to retake ET images. workflow completed ok. suspect patient/array movement detected. additional image required to confirm position.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						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		12/24/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a

- Band 7, physics and engineers informed and attended. 
- Additional concomitant exposure approved under protocol. 
- Couch returned to pre-imaging position.
- Image captured and moves applied. 
- Treatment delivered as planned. 
- Documented. 
- DATIX submitted.		Following ET images moves applied, message on iGuide, movement detected. decided to return to imaging position to retake ET images. workflow completed ok. suspect patient/array movement detected. additional image required to confirm position.		Network Services

		I19356		19419		12/12/25		12:00		12/17/25		tsrt9
No B7 authorisation present for repeat 2D imaging when patient came off bed due to beam delays. No additional imaging task added either so inaccurate entries on questionnaire.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Booth,  Adam		Finally approved		No Harm		No harm		12/18/25		not noticed until 17/12				Network Services

		I19367		19430		12/12/25		12:00		12/17/25		TSRT9 level 5 8c SB 8c 10o MD 13E CF1d

Pt attended for #1 XRT - identified in Mosaiq assessment that pregnancy status check not carried out prior to RTP (assessment states pt outside 12-55 age range).

Pt age = 45 years therefore pregnancy check required.		Incident will be fed back to team via next staff meeting		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		8C Confirmation of fertility/pregnancy status		Hudson,  Scott		Finally approved		No Harm		No harm		12/22/25		Pregnancy status check carried out + documented prior to XRT (during 1st day chat).		Importance of accurate documentation regarding pregnancy status prior to exposure.		Network Services

		I19182		19245		12/12/25		09:30		12/12/25		Patient came to theatre with low heart rate between 33-41, the was discovered when monitoring was applied in theatre. Patient informed us this had been mentioned to them previously but this information had not been communicated to the surgical team from either pre-op or admission that morning. Patients admission observations on the care plan showed low heart rate but this was not communicated to the surgeon or theatre team. 

This patient did not attend pre-op as was a local anaesthetic				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Byrarapu,  Padmarani		Incident being managed locally		No Harm						Monitored heart rate and blood pressure during the procedure. Blood pressure was acceptable and patient felt well so it was deemed by the surgeons that it was suitable to continue with the surgery. Patient was advised to see their GP regarding their low heart rate for further investigation.				Clinical Support and Specialist Surgery (CSSS)

		I19184		19247		12/12/25		11:09		12/12/25		Staff nurse pre-meded patient with hydrocortisone for a Rituximab infusion when it was not needed. iQemo script says only use if required for secondary prophylaxis - the patient has not reacted before so should not have been given this. Also, the SACT has not been checked on the day of administration. Patient was initially for treatment on 11/11 but got deffered , the nurses this day checked the sact but this has not been rechecked on 12/12				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Donovan,  Helen		Incident being managed locally		No Harm						Informed medic Dr Z, manager WM and rang CRF to explain that this is not correct.				Research and Innovation

		I19187		19250		12/12/25		11:25		12/12/25		Spoke to Biochemistry after a long period of trying to get through to them, because the Patients results hadn't appeared on the system even though they had been booked in at 9.30.  I was informed that the bloods had not reached the biochem lab and were still sat in reception. I was told that I needed to ring the reception which I also had been trying to get hold of but this was also ringing out. Which resulted in a delay with the patient getting treated.				The Christie NHS Foundation Trust / Christie Pathology Partnership / CPP- Division wide						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Edgington,  James		Incident being managed locally		No Harm						Apologised to patient				Christie Pathology Partnership

		I19189		19252		12/12/25		12:00		12/12/25		Broken MASD / skin tears to R buttock and bottom of scrotum found on skin check today
Pt incontinent of urine and faeces
Cleansed and dressed with mepilex for protection
Catheter inserted				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Clarke,  Catherine		Incident being managed locally		No Harm						Broken MASD / skin tears to R buttock and bottom of scrotum found on skin check today
Pt incontinent of urine and faeces
Cleansed and dressed with mepilex for protection
Catheter inserted 
Will require medical photography		Theme on AAU emerging of pressure ulcers/MASD identified in first 24 hours of admission, usually following morning after admission at night. Discussed with Ward Manager regarding likelihood of this skin damage being acquired during admission with first 12-24 hours vs. admitting nurses completing rushed/undetailed assessments immediately on admission. 
 
In this incident, skin damage (MASD) identified while having wash the morning after admission to AAU (approx 12-14 hours) into admission. Patient had been doubly incontinent in the community and had pads in situ on admission, unlikely acquired overnight in light of this. Learning identified for ward staff for more thorough and detailed assessment on admission. Challenges on AAU due to influx of admissions at late evening, pressure to complete admission assessments before patient go to sleep potentially leading to rushed assessments. Patient		Clinical Support and Specialist Surgery (CSSS)

		I19192		19255		12/12/25		11:45		12/12/25		THEATRE 2 11:45AM 12/12/25 - WHO SIGN IN NOT COMPLETED PRIOR TO INDUCTION OMISSION IDENTIFIED AFTER INTUBATION.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Rowen,  Maree		Incident being managed locally		No Harm						ANAESTHETIST, TEAM LEADER, CHARGE NURSE INFORMED, SIGN IN ELEMENTS VERBALLY CONFIRMED. DOCUMENTATION AND DATIX COMPLETED.				Clinical Support and Specialist Surgery (CSSS)

		I19202		19265		12/12/25		19:16		12/12/25		Patient had been assessed by hotline and needed to come in for assessment, and email sent to book transport at 16.30pm, email sent back with ref from transport, when followed up with patient transport had not arrived, called transport desk who informed it had been cancelled but nobody informed
NWAS booked for patient but delay in admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Scott,  Andrea		Incident being managed locally		No Harm						datix completed and NWAS booked				Clinical Support and Specialist Surgery (CSSS)

		I19218		19281		12/12/25		15:09		12/13/25		Sample not signed. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Outpatients A				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shaw,  Andrea		Incident being managed locally		No Harm						Sample rejected new sample requested via phone.				Network Services

		I19248		19311		12/12/25		13:00		12/15/25		Multiple samples  (16) DPYD's had been sent to Sheffield laboratory in error.  Samples should have gone to MRI.				The Christie NHS Foundation Trust / Christie Pathology Partnership						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Incident being managed locally		No Harm						Consultant Clinical biochemist informed consultants of the delays in the results due to the error.  Sheffield will send the sample directly to MRI.				Christie Pathology Partnership

		I19343		19406		12/12/25		14:29		12/17/25		TSRT9
Noted during treatment preparation task that RTQA states "PBT clinical protocol" however photon prescription used.
Prepping radiographer escalated to superintendent and clinician emailed, journal note present explaining that RTQA stated PBT protocol despite a photon protocol being used. 
Clinician confirmed prescription via email however did not amend RTQA note. 
Patient proceeded to #1 16/12.
Noted during post treatment check 17/12 that RTQA was still incorrect.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		5J Recording of non-standard information/protocol variations		Abutaleb,  Mohamedkhalid		Incident being managed locally		No Harm						Escalated to superintendent radiographer
Clinician emailed to amend RTQA note
Advised by superintendent radiographer that it is acceptable to proceed to treat #2, as picked up approximately 2 hours before treatment.				Network Services

		I19249		19312		12/12/25		14:43		12/15/25		Transplant information on the request form was not ticked for a transplant patient . CWP states the patient had transplant 29 years ago, but received no information from the clinical team regarding this.				The Christie NHS Foundation Trust / External Other Trust		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment				Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on paper prescription		Safety,  Patient		Rejected		No Harm						Got in touch with the patient's consultant for more information, consultant replied back saying his hands are tied and he is very busy and will get in touch with the lab when he has time.				External Other Trust

		I19171		19234		12/12/25		08:18		12/12/25		CT scan with contrast - scan triggered but there was no contrast appearing on the scan. Contrast extravasated but despite checking with the patient, she stated no issues during the scan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		12/15/25		Informed patient, explained to elevate arm and information leaflet given. Photo taken with patient consent. documented.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I19197		19260		12/12/25		17:15		12/12/25		Security team responded to assist ward staff with a confused patient attempting to leave. During planned sedative administration by a nurse, the patient slipped downwards in the wheelchair as the injection was being prepared. This sudden movement caused the needle to deviate and puncture the left little finger of a Security Officer who was assisting in stabilising the patient.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Security		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting Staff		Harm		Security incident		Restraint		Restraint		Boulton,  Sean		Finally approved		Low Harm		Low harm		12/19/25		The attending nurse wiped the blood off the puncture wound with a cotton pad. A glove was placed over the finger as a temporary dressing and to prevent blood getting on the patient.				Capital, Estates and Facilities

		I19358		19421		12/12/25		15:30		12/17/25		Staff member sustained a musculoskeletal injury when setting up a patient for radiotherapy treatment. Patient unharmed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1						Incident affecting Patient		Harm		Clinical incident		Moving and Handling		Innapropriate patient handling		Shardlow,  Jemma		Finally approved		Low Harm		Low harm		12/19/25		Staff member was rolling patient on treatment couch to align XRT tattoos and felt a twinge of pain in neck/shoulder region. They then used a step to help further position the patient as the bed was high and had no further pain/discomfort for the remainder of their shift. That evening the pain began and increased and became similar to when they had previously had a trapped nerve in neck which GP determined was torticollis.

This got worse over the weekend following which they had a 2 day absence from work. Role adjustment in place following injury, on desk based duties while recovering. Risk assessment being completed. Has existing OH referral for musculoskeletal issue with up coming appointment. 
Discussed repeating manual handling training, due to multiple MSK injuries related to moving patients.				Network Services

		I19176		19239		12/12/25		08:23		12/12/25		Patient on Imatinib for GIST has been dispensed Teva brand of imatinib this has previously resulted in increased toxicity with this patient therefore was switched to Sandoz brand.
Despite information clearly written on the prescription instructions, a pop up on the patients CMM dispensing record and the pharmacy medication request form on CWP stating for 'Sandoz brand only' this patient has repeatedly being dispensed Teva brand Imatinib. Patient is now reporting exacerbation of toxicities

23/12  - TCP response (please seen incident review). Transferred over to homecare.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Formulation - wrong		Patel,  Rizwan		Finally approved		Moderate Harm		Low harm		12/26/25		Pharmacy dispensing team contacted as will need a new prescription sent out to this patient.				Network Services

		I19181		19244		12/12/25		09:30		12/12/25		Pt said that she went to Christies department 11 on 27/11/25 at 11:10, she went into a side room but it was too small for her mobility walker to go in, she requested that the door was kept open so she could keep an eye on her bag however the door was closed. She reports that £60 was stolen from her bag, she only noticed when she got home.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Harm		Non-clinical incident		Finance incident		Loss of cash or cheque		Whelehan,  Sarah		Incident being managed locally		Low Harm						I have advised her speak to the nurse in charge as she is there on Monday, also PALs and documented on CWP				Network Services

		I19194		19257		12/12/25		10:00		12/12/25		ON OBTAINING IV ACCESS PATIENT CAME UP[ IN HIVES / REDNESS ON BOTH ARMS, SIDE OF TORSO AND BACK, THOUGHT TO BE FROM CHLORHEX WIPES USED TO CLEAR AREA PRE IV ACCESS, AIRWAY AND BREATHING FINE, NO KNOWN DRUG OR DRESSING ALLERGIES ONLY ALLERGY OT CATS. PT ALSO UNAWARE OF SUSPECTED ALLERGY				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		Harm		Clinical Event		Anaesthetic		Anaesthetic complication		Seth,  Rajan		Incident being managed locally		Low Harm						REMOVED SUSPECTED SOURSE AND MONITORED PT INTRA AND POST OP SWAPPING OUT CHLORHEX SURGICAL PREP				Clinical Support and Specialist Surgery (CSSS)

		I19177		19240		12/12/25		11:00		12/12/25		Macerator in Radiotherapy - misuse. Overfilled and containing incopads/plastics which were preventing the blades from turning.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Waiting area						Incident affecting Staff		No Harm		Equipment incident		Non-medical		Failure of device/equipment		Triffitt,  Clare		Finally approved		No Harm		No harm		12/29/25		Discussed with staff using the machine at the time. Advised to remove items. Plastic debris removed from the macerator. Function check by running a clean cycle. Datix submitted and memo sent to staff reminding of inappropriate use.				Network Services

		I19206		19269		12/12/25		22:00		12/13/25		PU1 observed to right buttock		Blister/cat 1 to buttock
Repositioned frequently, on pressure matress with pump.
Unwell intubabed and ventilated, at high risk		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		No Harm		No harm		12/18/25		On pressure mattress - repositioned onto left side to relieve pressure				Clinical Support and Specialist Surgery (CSSS)

		I19179		19242		12/12/25		08:30		12/12/25		Found patient sat on floor at side of bed. attempted to get bed unassisted to go to the toilet but legs gave way due to weakness. 
 Fall witnessed by patient opposite.
No loss of consciousness. 
 Did not hit head. 
Recent brain mets, with neuro symptoms.		All appropriate action post fall as per Datix documentation. Falls risk added to daily safety huddle and patient will be bay tagged with another patient. Encouraged to ask for assistance at all times when trying to mobilise.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Collapse/faint/fit		Collapse		Paterson,  Ruth		Finally approved		No Harm		No harm		12/12/25		Walked patient to the toilet, patient very unsteady then assisted back to bed. Advised patient not to mobilise on his own and to ask for assistance when mobilising. call bell within reach. 
Moved patient from bed 6 to bed 8 where he can be easily observed by staff who is on 1;1 nurse with another patient nearby (bed 1). 
NEWs  score 0
Ward doctor informed to review.
Moving and handling risk assessment updated. 
Physio informed.
NOK to be informed.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I19180		19243		12/12/25		11:20		12/12/25		On multiple occasions the catering staff have failed to bring the patient food requested on the daily requisition forms. When asked, a member of the catering staff informed me that unless handed directly to the correct member of staff (who are consistently unavailable in the morning time), then the requisition forms are discarded by the rest of the kitchen personnel. Endocrine Department repeatedly goes without, and subsequently wastes, a lot of food needed to maintain patient nutrition...				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Catering / Main Kitchen		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Incident affecting Staff		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Gill,  Rosie		Finally approved		No Harm		No harm		12/18/25		and provide a satisfactory experience on the department.				Capital, Estates and Facilities

		I19183		19246		12/12/25		10:15		12/12/25		At 10:15 , 12/12/2025 - an email was sent to the sponsor for a clinical trial with the Patients initials in the subject box instead of trial specific ID number, the email was not able to be recalled and no other identifiable information was included.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Failure to redact		Turner,  James		Finally approved		No Harm		No harm		12/15/25		A follow up email was sent apologising for this and then a separate email was sent requesting for the sponsor to delete the original email.				Research and Innovation

		I19185		19248		12/12/25		12:00		12/12/25		TSRT9 LEVEL 3 13CC sb13cc md13 cf3a
Greater than 10 minute delay in delivering proton beam. Patient unable to manage in shell, shell taken off and patient off the bed.  Beam delivery restored, patient back on the bed and remainder of treatment beams delivered. Additional 2d mechanical imaging acquired when the patient was reset up.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Donnelly,  James		Finally approved		No Harm		No harm		12/18/25		AC check completed
On review 18/12/25 : Treatment timeline and AC appears accurate. Protocol followed. Additional imaging dose imparted to the patient. At the time of review additional imaging does not exceed local and national thresholds under SAUE. No need to report externally.				Network Services

		I19186		19249		12/12/25		13:30		12/12/25		Methotrexate sample put onto analyser without quality control being performed. Result accidentally validated prior to QC being ok. Result repeated once QC had passed and result different to originally reported result.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Edgington,  James		Finally approved		No Harm		No harm		12/31/25		Correct result reported on Synergy. Dr looking after patient informed by Consultant Biochemist and amended report form completed				Christie Pathology Partnership

		I19191		19254		12/12/25		10:25		12/12/25		Upon 20.9mls of paclitaxel infused pt, started coughing.
I have asked if pt is feeling ok. I have stopped the infusion immediately. Pt told me that her throat is feeling weird.		reaction managed appropriately, patient received remainder of treatment with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		12/19/25		Treatment stopped. 
I have pulled the emergency bell.
Help received.
NEWS2 completed and documented on the NEWS2 chart.
Within the seconds, pt had a flush to the face and lost consciousness.
As per ACP 15L of oxygen administered via non-rebreathable mask.
IV hydrocortisone 100mg administered under PDG by Sister on ORTC. Pt came back to being alert.
Complained of back pain and chest pain.
Another 100mg of hydrocortisone administered under PGD by the same sister with a good effect.
IV 1g of paracetamol administered for pain by the Sister.
ACP present during the drug reaction.
NEWS2 completed as per ACP.
ECG completed and sent to the team to review via alertive.
Dr has reviewed ECG and reported that no concerns regarding ECG.
ACP instructed that pt had a grade 2 reaction and recovered very quickly.
Pt settled in 40 minutes post reaction medications.
NEWS2 completed.
Pt denies any pain.
Treatment re-started as per hypersensitivity protocol as per ACP instruction.
Pt tolerating it well.
I will email team to make them aware.
Pt aware to call the hotline if any issues at home.		reaction managed appropriately, patient received remainder of treatment with no issues.		Network Services

		I19193		19256		12/12/25		11:30		12/12/25		Crash Call to histology department 45. Staff member unresponsive on the floor. Been put in the recovery position by colleagues. 
Office colleagues already called 999 before our arrival.		See timeline above for all actions as well as the incident details		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology						Incident affecting Staff		No Harm		Clinical Event		Collapse/faint/fit		Fit		Wrathall,  Neil		Finally approved		No Harm		No harm		12/24/25		Observations done - RR 14, Sats 99% on RA, BP 150/60, HR 70, unresponsive. 
A- MOA 
B-Chest clear, good AE throughout. Sat 99% on RA. 
C-Pulse regular and bounding. BP and HR stable. 
D-Unresponsive. Blood glucose 5.6mmols. PEARL 3/3mm
E- No rashes. 
Cannula inserted - FBC, Christie Profile and VBG taken. 
IVF N.Saline started STAT. 
Partner works in the trust and was contacted for medical background and further details.
Started having seizure activity intermittently lasting for 1 minute. Imogen started to become more responsive with voice then starting seizing again. Decision made to give 1mg lorazepam with minimal effect. 
VBG - slight metabolic acidosis. Nil other concerns. 
Paramedics arrived within 20minutes. Manually lifted onto the stretcher.
Christie ID created to be able to run VBG and blood tests.		All relevant procedures were followed correctly.

What was apparent was that although a large number of people responded to the call there was no clear leadership amongst the people who responded - Advise that team who respond to call are ranked and designated as Team Members / Team Leaders to assist in an improved response. 

To be clear - They did everything right. Leadership just needs finetuning.		Christie Pathology Partnership

		I19195		19258		12/12/25		13:00		12/12/25		Patient attempted to use urine bottle at side of bed, patient stood up but legs gave way. Did not head.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Paterson,  Ruth		Finally approved		No Harm		No harm		12/12/25		Assisted back to bed. 
Observations done - NAD. CBG - NAD
Ward doctor informed and reviewed patient.
Escalated to matron-on-call, has been cohorted for enhanced observation, now escalated to 1:1 as this is the second time today this has happened. patient not compliant with using buzzer or calling for help.
NOK informed. 
Re-escalated to physio, but they not able to see this  patient today due to busy workload and higher priority patients				Clinical Support and Specialist Surgery (CSSS)

		I19196		19259		12/12/25		15:53		12/12/25		TSRT9 LEVEL 3 13z sb13cc md 13 CF1c
Patients gown ties, dropped down while CBCT was being acquired. CBCT interrupted, unable to resume CBCT. Partial CBCT not suitable for matching. 2nd CBCT acquired.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						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)		Donnelly,  James		Finally approved		No Harm		No harm		12/18/25		Superintended informed

On review: 18/12/25: unexpected incident, out of control of radiographers. Review of treatment timeline and AC, which appears accurate. Additional imaging dose imparted to patient, however at the time of review this falls below local and national thresholds for reporting under SAUE. No need to report externally. Action radiographers to remain vigilante prior to CBCT acquisition added to next 5.6.7 meeting agenda.				Network Services

		I19198		19261		12/12/25		18:30		12/12/25		NIC of CTU was checking through consultation rooms on CTU Short Stay - pillow on patient assessment chair (and the chair itself) in consultation room 6 had a significant amount of dried blood on it.		Cleaning responsibilities of nurses included on the daily huddle document plus the CRF Improvement bulletin.
Stress the importance of undertaking IPC procedures on the CRF.
Ensured that cleaning products are available and accessible to ensure the above can be undertaken.
HD currently updating the CRF Cleaning SOP as it is due for review.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting the organisation		No Harm		Infection control		Cleaning		Insufficient cleaning		Turner,  James		Finally approved		No Harm		No harm		12/15/25		NIC cleaned the pillow and chair/area appropriately.		Nurses / HCAs are required to ensure cleaning of any material / apparatus (e.g. pillows ) after undertaking blood access procedures to ensure patient and staff safety.		Research and Innovation

		I19201		19264		12/12/25		18:30		12/12/25		Patient was receiving her first cycle of Caleyx chemotherapy when she complained of feeling like her "head was going to explode", lots of pressure around her eyes and tightness in chest. She appeared quite red in the face too. Approximately 22ml of chemo had been administered.		Medication given for drug reaction
Chlorphenamine 10mg, administered under PGD
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken
Monitored pt, her bp was quite high 171/91.
NEWS2 score before going home was -0 
After the reaction medications had settled in she felt much better and she was happy to go home.

team emailed to make aware and make a plan going forward.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/17/25		Infusion immediately stopped. Hydrocortisone and Chlorphenamine administered.
Observations monitored. Nurse in charge informed.		There is no SACT assessment and delivery form completed for her treatment on that day. - Will email nurse to highlight this and and ask them to write in retrospect.		Network Services

		I19203		19266		12/12/25		23:36		12/13/25		A portering task for a suspected brain haemorrhage was delayed for almost 2 hours despite marking the job as urgent using the CT Priority job tab.
Porters explained that staffing was short but they had to prioritize Bloods delivery over CT Tasks				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Incident affecting Patient		Near Miss		Clinical incident		Portering service		Teletracking		Worgan,  Howard		Finally approved		No Harm		No harm		12/15/25		Called the potters to inform them of the urgency. Called the ward to see if someone could bring the patient down but there was no answer. The job was picked up soon after I called the I rang the ward but this was after almost a two hour delay.				Capital, Estates and Facilities

		I19216		19279		12/12/25		14:20		12/13/25		Sample not signed. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Outpatients A				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Johnson,  Aishling		Finally approved		No Harm		No harm		12/29/25		Sample rejected new sample requested via phone.				Network Services

		I19217		19280		12/12/25		14:20		12/13/25		Sample not signed. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Johnson,  Aishling		Finally approved		No Harm		No harm		12/29/25		Sample rejected new sample requested via phone.				Network Services

		I19302		19365		12/13/25		18:00		12/16/25		Wrong drug was written on TTO for patient. Dr documented that pt was on Celiprolol instead of Celecoxib. Drug was not dispensed by pharmacy as pharmacy were only asked to dispense controlled drugs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Discharge		Delay/ failure		Downey,  Joanne		Incident being managed locally		No Harm						Error spotted post discharge by myself 16. Pharmacist James Mottershead is going to amend TTO, Contact Pt and GP re error.				Clinical Support and Specialist Surgery (CSSS)

		I19213		19276		12/13/25		08:30		12/13/25		C1 on sacrum - reported by night staff		None		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Harris,  Andy		Finally approved		Low Harm		No harm		12/15/25		Bed pump applied 
Barrier cream given to patient to self apply 
Education on repositioning given - encouraged to reposition regularly
TVN referral sent 
Will need medical illustration in Working hours		None		Clinical Support and Specialist Surgery (CSSS)

		I19204		19267		12/13/25		01:27		12/13/25		Patient arrived on the ward from AACU with a unstageable pressure sore on left elbow 
Swab and photo taken on AACU				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Device related unstageable		Clarke,  Catherine		Finally approved		No Harm		No harm		12/15/25		Informed sister in charge 
No dressing needed as it is dry				Clinical Support and Specialist Surgery (CSSS)

		I19205		19268		12/13/25		02:20		12/13/25		Hotline notified DM that TCPC could not accept a Haem SOS admission because they were completely full. Consultant insistent they come here. Spoke with TCPC DM who confirmed their Exec had authorised it. I attempted to contact the NHS Exec on-call multiple times but there was no answer???				The Christie NHS Foundation Trust						Incident affecting Members of the public/visitors		No Harm		Clinical incident		Admission		Inappropriate		Vickers,  Benjamin		Finally approved		No Harm		No harm		12/18/25		In light of no Exec to discuss the issue with I took the decision to admit the patient to AAU. TCPC will have beds tomorrow as they will be opening their 2nd floor for tci's from 7:30am, so we can transfer them over there then. 

I'm unsure why they couldn't open their 2nd floor to SOS patients. Or what the actual policy if for this situation.

		I19207		19270		12/13/25		09:41		12/13/25		Small cat 2 to sacrum identified cream and dressing applied looks like its healing		Do the following apply:
• opportunity for learning
/improvement is significant - NO, just 1x missed Purpose-T, but MASD careplan's done so PA's assessed
• there is an identified risk
from the incident - no, Pt was independent
• further scrutiny is required - NO
• Incident relates to patient
safety priority - No		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Paterson,  Ruth		Finally approved		No Harm		No harm		12/15/25		cream applied dressing applied pressure relief maintained 
TVN referral done 

TVN review 15/12/2025: 
Tissue Viability Nurse

Referral received to TVN service for ?pressure ulcer. Attended Ward 2 where I reviewed Susan. RN Hannah present during consultation and plan communicated to her. Medical illustration also obtained during consultation.

On examination:

Lying in bed, on profiling bed with hybrid mattress, and pump in situ. Wearing a hospital nightie and net knickers, and an incontinence pad. Able to roll in bed independently and to remove/replace her own clothing to enable examination.

To fleshy part of her inner R buttock, a small lesion measuring 0.2cm x 0.3cm, and pink/red in colour. Surrounding tissue is normal in colour and texture. No clinical signs of infection. Area is painful when pressed, describes pain as moderate. Per Susan, this has been present for around 2 years and is largely unchanged in appearance or symptoms since it first appeared. She had been seeing her doctor about it and was planning a biopsy for a definitive answer on what is causing the lesion – however given current diagnosis/health status this is not something she wishes to pursue at the moment and would like to focus on symptom control. She tells me that she does have pain at this site when she sits directly onto the site of the lesion, and that having a dressing on has improved it. Currently the ward nurses had applied Kliniderm foam silicone border dressing and Susan feels this has helped a lot. She would like to continue with this; and I am in agreement that this seems reasonable. She has some red, unbroken skin between buttocks and in natal cleft, with appearance of MASD. She is currently using Medi Derma-Pro ointment to this area, which she would also like to continue as feels it works well for her.

Plan of care:

To lesion on her buttock:

Apply Kliniderm foam silicone border adhesive 4cm x 5cm dressing to area after washing and drying. Dressing can remain in situ for up to 7 days if not damaged or dislodged.

To areas of MASD/at risk of MASD:

Apply Medi Derma-Pro barrier ointment each day after washing and drying area. Reapply after every occasion of washing or cleaning the area throughout the day.

Can swap to Medi Derma-S barrier cream if skin remains unbroken. This would be applied each day after washing and drying area, and reapplied after every 3rd occasion of washing or cleaning area throughout the day.

 

Please refer to DN service today for ongoing management of wound at home. Please supply dressings and barrier products on discharge, enough for first week.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I19234		19297		12/13/25		16:00		12/15/25		Datix for monitoring/audit purposes.
Chest drain left in situ for prolonged length of time (103hrs).
13.12.25 review by SpR and instruction to remove the drain passed to nursing staff. Drain wasn't removed until at least 24 hrs later when the SpR picked this up on re-review.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Spooner,  Jennie		Finally approved		No Harm		No harm		12/27/25		There was also conflicting advice given regarding the drainage protocol for this patient. Doctors initially ordered slower drainage due to hypotension - 250mL per 2hrs - however the nurse was confused as one doctor instructed not to drain below 100 systolic but the consultant also said to "free drain" as low as 80 systolic.		To follow chest drain protocol		Clinical Support and Specialist Surgery (CSSS)

		I19223		19286		12/13/25		14:50		12/13/25		C4 PACLITAXEL
48.5 ML has gone gone through
reported back pain and chest tight ness		Medication given for drug reaction

Hydrocortisone 100mg, administered under PGD
IV paracetamol given as PGD for back pain

Actions and result of actions taken
Stopped infusion
Patient felt ok with in 5-10 mins
Observations -  Normal
Reviewed by ANP 

Patient settled quickly however refused to start on slow rate. I have emailed the team and chemo appts so Team can make a plan.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/18/25		stopped infusion
followed hypersensitivity protocol
Patient recovered within 5-10 mins
obs- N
Reviewed by ANP Sarah
patient decided not to re start treatment on slow rate.		Well managed and followed patients wishes not to restart and escalated to team.
Previously documented that Chlorphenamine IV was given but when speaking to the reporting nurse it was IV paracetamol that she should of documented.		Network Services

		I19224		19287		12/13/25		19:00		12/13/25		chest xray request to ?location of NG tube
Chest x-ray performed in radiology department at 1900, NG tube was in patients left lung
NG tube removed by radiographer - Olivia Jayne at time of xray 
referrer informed through alertive - acknowledged by Zoulikha Zair 
Documented on CWP also				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Plain Film)						Incident affecting Patient		Near Miss		Clinical Event		Known complication		Known complication		Frost,  Faye		Finally approved		No Harm		No harm		12/23/25		Ng tube removed in department - documented on CWP and referrer informed on alertive				Clinical Support and Specialist Surgery (CSSS)

		I19225		19288		12/13/25		19:07		12/13/25		Patient walking next to HCA to the bathroom, whilst walking to the bathroom Pt screwed up his face & then threw himself onto the floor in a sitting position & then banged his head back onto the floor. Then HCA told him not to bang his bed back on purpose and he sat up saying I can't breathe & I  can't sleep.
Obs done & recorded.
Blood sugar done.
Escalated on dr on call to review.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Security incident		Violence and aggression		Assault by other		Paterson,  Ruth		Finally approved		No Harm		No harm		12/15/25		Obs done. Doctor alerted. Bm done.				Clinical Support and Specialist Surgery (CSSS)

		I19226		19289		12/13/25		22:00		12/14/25		Inaccurate number of morphine sulphate 10mg/1ml vials. Stated there was 22 but 21 when counted. It was written in book 'wrong patient - wasted' but there were no no record of patient details as to who the wrong patient was.		Staff reminded to take care when documenting in the CD book
All correct actions taken at time of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Lost or missing CDs		Spooner,  Jennie		Finally approved		No Harm		No harm		12/30/25		Nurse in charge informed. 
Recalculated number of morphine injection 10mg/1ml vials.
Datix completed. 
CD check outstanding due to staff shortages.		Ensure clear and accurate documentation in CD book		Clinical Support and Specialist Surgery (CSSS)

		I19282		19345		12/14/25		16:30		12/16/25		We received a referral for this patient on monday morning ( 15/12/25). 
I visited the patient on ward 12 to find that she already had a CB12 TPN bag running via her PICC from the day before without a dietetic assessment -this had been  prescribed on EPMA by a locum doctor.
There was no paper TPN  regimen for the nurses to document batch number/lumen .
This is not following trust Nutrition policy .
Ward pharmacists reported that they were not aware of this feed being prescribed out of hours				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Downey,  Joanne		Incident being managed locally		No Harm						I updated ward nurse & ward pharmacist . The locum doctor was not on the ward to talk to.				Clinical Support and Specialist Surgery (CSSS)

		I19389		19452		12/14/25		04:00		12/18/25		Highlighted by transfusion practitioner about copied and pasted nursing summery.  Original note from the 11th Dec nightshift.  Notes copied onto the 12th 13th and 14th nightshifts - patient not prescribed transfusion on these dates.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Incident being managed locally		No Harm						Discussed with WM RB				Network Services

		I19266		19329		12/14/25		11:00		12/15/25		Pt had a Left sided Double Lumen Picc line inserted on 9/12/25 on the Palatine Ward.
The dressing remained intact but the line has been pulled back by 6cm on the  - on insertion the line had been inserted to 49cm - total length of line 50cm.
The line is now too short and cannot be used as it is not bleeding back - pt requires blood tests and medication which needs to be administered centrally.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Incident being managed locally		No Harm						Picc line removed on 15/12/25 and new Picc inserted on 15/12/25				Network Services

		I19229		19292		12/14/25		21:00		12/15/25		Palatine Ward, Ward 4, W14/15, AAU & W10 had no HCA's on the floor.
W12 had 1 hca but high acuity and very busy, 

All areas compromised.		Will discuss with the matrons to try and come up with a plan to support		The Christie NHS Foundation Trust / Corporate / Workforce		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Incident affecting Staff		No Harm		Monitoring and Information		Staffing		Staffing Issue		Doherty,  Nicola		Incident being managed locally		No Harm		No harm				Myself and the Clinical Night Practitioner assisted through the night. Unable to give the care we would want. Sub-optimal conditions.
I kept inconstant communication with the wards, updated where I could but realistically  my hands were completely tied. 

In fairness, all the staff were working hard and very understanding of the situation. Sundays are often short staffed, I feel staffing for Sundays needs re-examining as the wards are busy and bank shifts are often left unfilled.				Corporate

		I19383		19446		12/14/25		19:44		12/18/25		Transfusion request form not signed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on paper prescription		Scott,  Sabrina		Finally approved		No Harm		No harm		12/18/25		New form requestd.				Clinical Support and Specialist Surgery (CSSS)

		I19390		19453		12/14/25		01:50		12/18/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.
Next NEWS completed at 12:20 on 14/12/25		Added to learning from incidents bulletin and reminded nursing staff to ensure accurate documentation completed at point of care when administering blood transfusions and to always take a set of observations when a blood transfusion is finished.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Spooner,  Jennie		Finally approved		No Harm		No harm		12/18/25		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.
Start time not documented nor the rate.		Nursing staff to take care to ensure accurate documentation completed at point of care when administering blood transfusions		Clinical Support and Specialist Surgery (CSSS)

		I19230		19293		12/14/25		22:15		12/15/25		Patient was struck on the eye with the fluid pump because the patient in the bed next to him on a 1-1 fell into the curtain and fell onto it, causing it to fall. The pump falling caused his eye to bleed and swell.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Struck by an object		Struck by an object		Langstaff,  Alexandra		Finally approved		Low Harm		Low harm		12/23/25		Observations taken including neuro observations. Colleague cleaned and dressed his eye and a cold compress was put on to it. Analgesia offered and declined. Dr informed and came to review.				Clinical Support and Specialist Surgery (CSSS)

		I19231		19294		12/14/25		22:40		12/15/25		Patient on a 1-1 been sat in armchair stood up quickly unsteady on is feet when standing and fell backwards landing on his buttocks. witnessed fall
Small red mark to middle of spine				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		12/29/25		Observations taken
ensured patient had no major injuries
assisted back on to his feet with A02- sat back in armchair				Clinical Support and Specialist Surgery (CSSS)

		I19361		19424		12/14/25		00:00		12/17/25		Hospital onset healthcare associated klebsiella bloodstream infection. Admitted 16/10/25, attributed to ward 12.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		Klebsiella BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Finally approved		Low Harm		Low harm		1/5/26		72 hr review requested		Ensure dressing changed every 7 days.		Clinical Support and Specialist Surgery (CSSS)

		I19227		19290		12/14/25		15:00		12/14/25		Doing the CD check for ward stock, noted Severdol missing - Nil in CD cupboard.

Pg 33 of CD book				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Lost or missing CDs		Spooner,  Jennie		Finally approved		No Harm		No harm		12/16/25		Ward manager and pharmacist informed. 
Datix completed				Clinical Support and Specialist Surgery (CSSS)

		I19228		19291		12/14/25		10:00		12/14/25		Went to do weekend checks on fridge's and error codes (fridge 1 Y32) (fridge 3 Y17) and flashing unable to re set none of the buttons on the fridge working. 
Checks not completed since 10.12.25 unsure of when the fault was noted nil audible alarms going off. 
Unable to use fridge/emergency drugs.		Ward Manager to highlight to Band 6's to cover House Keeper's checklist on weekdays when on AL/off sick going forwards.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting the organisation		No Harm		Equipment incident		Medical		Failure of device/equipment		Clarke,  Catherine		Finally approved		No Harm		No harm		12/30/25		Isolated drugs in fridge informed staff not to use and sign placed on fridge. 
D/w security and estates who came to look at fridge but that estates tech could not do anything as it is not them who deal with it.
Escalated to on call pharmacy who came and as the internal thermometer was reading 30.2f (-1) advised not to use any of the drugs and they will dispose of them. 
Escalated to duty manager and informed CCO as nil emergency drugs i.e lorazepam/glucagon and intubation drugs on ward nearest are ward 2 and crash team would need to bring intubation box with them in the event of needing to intubate on the ward.		Lapse in communication among management/senior nurses re House Keeper AL and requirement to cover her daily checklists.
Actions taken by Nurse In Charge at time of event appropriate. 
Fridge repaired following day, known from discussion with CBE on reviewing incident.		Clinical Support and Specialist Surgery (CSSS)

		I19256		19319		12/14/25		13:00		12/15/25		Nurse call bell used to alert staff about patient feeling distressed during platelet infusion. Felt hot all over, itchy and panicky. Half of platelet bag infused.		Reported externally to SHOT 2025/012/019/HV3/007		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		Low harm		12/19/25		Transfusion stopped and observations taken, no change from pre obs but patient feeling short of breath so O2 started 15 litres via non rebreathe mask. Reviewed by registrar, to discontinue platelets and send bloods as per protocol. Hydrocortisone and chlorpheniramine given IV. Tongue started swelling just before administration of medications. SpO2 maintained at 100% on 5L O2. Patient family with patient and asked to inform nursing staff if they were planning to leave. Tongue swelling gradually settled. Slightly wheezy breath sounds, 5mg salbutamol given with good effect.				Network Services

		I19378		19441		12/15/25		11:28		12/18/25		Transfusion form not signed by doctor.		For monitoring purpose		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/21/25		New form requested.				Network Services

		I19381		19444		12/15/25		16:38		12/18/25		No year on the date on sample.		For monitoring purpose		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/21/25		New sample requested on CWP.				Network Services

		I19385		19448		12/15/25		08:21		12/18/25		No year on the date on sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Hibbert,  Caroline		Finally approved		No Harm		No harm		12/18/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I19369		19432		12/15/25		10:00		12/17/25		Patient discharged and had left dosette box behind, he was returning to the ward to collect it. 

Dosette box contained Pregabalin. Staff could not locate medications when patient attended ward. 

Staff Nurse had put dosette box in lost property. Concerned - unsafe storage of controlled drugs.		As above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Staff		Near Miss		Medication incident		Controlled drugs (regulation/process errors)		Storage - wrong		Clarke,  Catherine		Finally approved		No Harm		No harm		1/5/26		Ward Manager involved at time 
Incident submitted 
Controlled drugs returned to patient 
Unsure if tablet count was known by patient or were checked by staff at time		Near Miss incident		Clinical Support and Specialist Surgery (CSSS)

		I19351		19414		12/15/25		11:00		12/17/25		Patient attended for bloods and HCA had needle stick injury				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Staff		No Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Martinspitacas,  Irina		Finally approved		No Harm		No harm		12/22/25		HCA bled back and washed with water
Patient and HCA had bloods taken 
HCA referred to OH		Staff followed the protocol		Network Services

		I19404		19467		12/15/25		12:15		12/18/25		TSRT9
Happened on Gantry 3 in treatment room.
Incorrect image prep using extremity preset which is only authorised for paediatrics. During imaging on #1 the extremity preset was used for 1 KV pair. This should have been head preset. The patient wasn't treated afterwards due to machine breakdown however this should have been caught prior to initiating exposure.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						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		12/19/25		Was not caught till 1 day after the incident. It did not impact patient setup and treatment.				Network Services

		I19271		19334		12/15/25		20:30		12/15/25		Patient had recent stay in MRI within the last year. No side room available in AAU as per CPE screening policy				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Infection control		Bed management		Bed not available		Mcgough,  Sophia		Incident being managed locally		No Harm						CPE screen requested from patient
Escalated to bed managers
Transferred to AAU bay 4				Clinical Support and Specialist Surgery (CSSS)

		I19337		19400		12/15/25		14:00		12/17/25		Patient had a reaction n 8/12/25.(I19032)/.Team were notified by email and acknowledged and  patient was  reviewed in clinic 10/12/25 .

No hypersensitivity changes were  made to prescription to infusion time made on the iqemo script, do documentation on clinic outcome re hypersensitivity or plan.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Reid,  Claire		Incident being managed locally		No Harm						Treating from 15/12 has documented she has followed the hypersensity protocol				Network Services

		I19313		19376		12/15/25		12:00		12/16/25		Leak spotted by Canon engineers in IR2 (IPU Radiology) inside shuttered generator area in main IR suite. Leak noticed and escalated before any damage inflicted to equipment. Room taken out of action due to health and safety concerns. Previous leak has occurred in this generator area, causing over £70,000 of damage.				The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting the organisation		Near Miss		Non-clinical incident		Estates		General estates issues		Beedle,  Alex		Incident being managed locally		No Harm						Room taken out of action and issue escalated to estates management as urgent. No patients cancelled on IR lists fortunately, though some timing and rooms changes necessary. Estates had leak fixed at least temporarily in time for complex cases on the 16th Dec pm session.				Capital, Estates and Facilities

		I19382		19445		12/15/25		13:17		12/18/25		Transfusion sample and request form not signed.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Garcialopez,  Tamara		Incident being managed locally		No Harm						New sample and request form requested via telephone.				Research and Innovation

		I19384		19447		12/15/25		08:36		12/18/25		Transfusion form not signed.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on paper prescription		Pickwell,  Thea		Incident being managed locally		No Harm						New form requested .				Research and Innovation

		I19386		19449		12/15/25		19:56		12/18/25		Transfusion form not signed.				The Christie NHS Foundation Trust / Network Services / Outpatients A				The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on paper prescription		Pabial,  Suneil		Incident being managed locally		No Harm						New form requested.				Network Services

		I19496		19559		12/15/25		10:30		12/22/25		Call received from patient's wife to secretaries in Clinical Oncology. Patient had been seen in Clinical Oncology and was awaiting for a referral to Medical Oncology. Patients wife wanted to check where the Medical Oncology referral was up to. Secretary checked on CWP. Two referral letters had been scanned to CWP - one for Med Onc and one for Clin Onc. The Clinical Oncology referral had been triaged and patient had been seen in clinic but the Med Onc had not yet been put on triage.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Secretary checked with the Clinical Oncology consultant who had seen the patient. Consultant advised the Medical Oncology consultant was aware of the patient and asked the secretary to confirm if we had results that were needed for the Medical Oncology referral.  Secretary then sent the Medical Oncology referral letter from CWP to new referrals and bookings email to advise patient's wife had called to chase the referral. Secretary also copied in the Medical Oncology consultants secretary into the email to new referrals. Secretary then informed manager of incident.				Network Services

		I19691		19754		12/15/25		07:30		12/31/25		Code MAL
Ext 3926
Ordercoms numbers 9449552 & 9449550 Two labels on one sample. Methotrexate label added to sample for biochem				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Anderson,  Rebecca		Incident being managed locally		No Harm						Error logged, booked in, methotrexate sample added on to lab number 9449550 with a comment in synergy stating the same.  Please note the analyser cannot analyse a sample with two barcodes on.				Network Services

		I19233		19296		12/15/25		08:20		12/15/25		Patient had extravasation of CT IV contrast. Test injection was done, patient felt okay. During the contrast injection, contrast was not observed on the SVC, patient felt okay even at that. Scan was however stopped and upon checking the patient, local swelling was observed. This is in keeping with extravasation. Happened at CTPR2.		Patient was followed up the following day and reported on CWP.
Called patient this morning to follow up. As per patient , swelling has gone down, no redness and pretty much ok
Let the patient know that if the symptoms worsen and persist, they've got the hotline or go to the nearest A and E.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Nicholson,  Kim		Finally approved		Low Harm		No harm		12/24/25		Scan was stopped. Patient was observed and explained what has happened with empathy. About 3ml of contrast was aspirated with 10ml syringe.  Area was marked with pen and cold pack applied. Arm was elevated and medical illustration called. Another cannula was placed in the opposite arm and scan was completed. Patient was given follow up instruction and will be called the following morning at 10am. Extravasation management leaflet was given and medical photograph taken after the scan.		Radiographer has learnt to closely monitor patient during injection.		Clinical Support and Specialist Surgery (CSSS)

		I19269		19332		12/15/25		09:00		12/15/25		Tablet of Oxylan oxycodone 5mg prolonged release (Gerot Lannach) missing when doing count for administration.		Nurses involved made aware of error and reminded of importance of diligence with controlled drugs.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting the organisation		Harm		Medication incident		Controlled drugs (regulation/process errors)		Lost or missing CDs		Clarke,  Catherine		Finally approved		Low Harm		No harm		12/17/25		Nurse in charge informed, CD book checked back through pages to ensure count correct and cupboard and boxes checked for missing tablet- unable to find		No controlled drug stock missing		Clinical Support and Specialist Surgery (CSSS)

		I19270		19333		12/15/25		09:05		12/15/25		MASD to sacrum discovered on admission during personal care. Likely related to faecal incontinence				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Scott,  Sabrina		Finally approved		Low Harm		No harm		12/16/25		Reviewed by ACP. Recorded in skin bundle.
TVN referral made- barrier cream and ointment applied to infected area.
Medical illustration handed over to AAU				Clinical Support and Specialist Surgery (CSSS)

		I19279		19342		12/15/25		19:00		12/16/25		patient on 1:1 knelt on floor to pick object off floor. unable to stand from floor onto bed. assisted back to bed with assistance of 2. 
staff injured from moving and handling - appropriate moving and handling. 
1 staff - injured left shoulder and lower back
1 staff - injured lower back
no injury to patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Staff		Harm		Clinical incident		Moving and Handling		Handling equipment/ object		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		12/29/25		escalated to ward manager day after event				Clinical Support and Specialist Surgery (CSSS)

		I19609		19672		12/15/25		12:15		12/29/25		Pt received a letter that contained her personal medical information and a pre-filled questionnaire containing her (and next of kin’s) personal information. The envelope was open and torn when it arrived. The images are attached sent are attached.				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Complaints and PALS						Incident affecting the organisation		Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Hagan,  Vicky		Incident being managed locally		Low Harm						Letter issued from PALS - confirming all letters leave the Trust in tact				Corporate

		I19235		19298		12/15/25		09:10		12/15/25		Student Nurse, who is currently 32 weeks pregnant, was sat observing a consultation with myself and a patient and her son. Chair leg completely gave way/broke leading to the Student Nurse falling off it. 
Fell on her right hand side of her body, slightly in shock immediately after. Now experiencing pain to her right elbow and leg and obviously worried as she is 32/40 pregnant.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op						Incident affecting Staff		Harm		Equipment incident		Non-medical		Injury caused by non-medical equipment		Shaw,  Andrea		Finally approved		Moderate Harm		No harm		12/24/25		Received help from fellow colleague to assist in helping her get to her feet and taken to a separate room.
Patient and her relative concerned but reassurance given, as they witnessed the incident. 
Ensured Student Nurse felt ok and advised to get checked over. Now on her way to MRI. 
Matron informed.				Clinical Support and Specialist Surgery (CSSS)

		I19273		19336		12/15/25		20:00		12/16/25		Handed over from day nurse that paramedics informed them that patient has been staying/sleeping in only his chair for the last 2 weeks and has been incontinent also as patient is not able to mobiles to bathroom. Required 4 paramedics to help get patient out the house and into the ambulances. Patient is living with partner and has been having District Nursing visits to his house for daily/every other day dressing changes.		Patient appropriately referred to safeguarding team. 
Patient adequately safeguarded.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Low harm		12/23/25		nil		Patient appropriately referred to safeguarding team. 
Patient adequately safeguarded.		Clinical Support and Specialist Surgery (CSSS)

		I19267		19330		12/15/25		17:37		12/15/25		Most patients in Haematology clinic- no results by end of the evening.
Potential risk for missed transfusions/treatment changes that can be critical.		To follow up recommendations from RR		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Seals,  Deborah		Learning response required		Moderate Harm		Low harm				Repeated attempts to contact lab/trace results and respond appropriately.				Christie Pathology Partnership

		I19258		19321		12/15/25		12:15		12/15/25		pt reacted to her SACT		Observations taken - NEWS2 score - 1
Hydrocortisone 200mg in total administered under PGD
Reviewed by ACP and rechallenged once settled.
Upon restarting at a slow rate she then begun to develop a headache and it was decided to stop paclitaxel, only around 30mls had been given

Team emailed and clinic review planned.
Seen in clinic - annotation on CWP
script amended for next treatment		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/23/25		SACT stopped, hydrocortisone given, obs taken, pt review by senior clinician		Documentation could be clearer on CWP by nurse writing about reaction.		Network Services

		I19255		19318		12/15/25		14:05		12/15/25		Patient had stomach cramps and urgency to move bowels after completing Irinotecan infusion.		Symptoms settled after atropine administration
Team will be emailed to update and change irinotecan infusion time to 90 mins.
Atropine will be given pre treatment next time.		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/22/25		Atropine administered as prescribed for Cholinergic reaction
Symptoms then resolved quickly		Cholinergic reactions are common in Irinotecan infusions.		Network Services

		I19261		19324		12/15/25		14:00		12/15/25		Pt came in for Docetaxel at reduced rate (hypersensitivity protocol). At the quarter rate, 12 mls in the pt shouted for help. She said she was struggling to breathe and she went really red and sob. 
Immediately me and a senior nurse stopped the chemo.		Reaction managed appropriately, patient not for further treatment with this drug.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		12/19/25		Shouted for further assistance. We brought over the reaction kit, 10mg of piriton given and we popped her on 15L of oxygen. Observations were taken. Not able to re start as already on slow rate. She felt well after a few minutes. Observations checked again. 

Sact discarded, safety netted with hotline.
Team has been contacted		Reaction managed appropriately, patient not for further treatment with this drug.		Network Services

		I19262		19325		12/15/25		16:45		12/15/25		1)QScan document uploaded on 20/DEC/2025 (Future Date) in error
2)Unable to amend / undo 
3)GP Correspondence contains/states dates it relates to within the single page document
4) Correct Patient				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Foxley-Hine,  Julie		Finally approved		No Harm		No harm		12/22/25		1) Datix
2) Reported to IT to remove - SR-130273				Network Services

		I19263		19326		12/15/25		12:22		12/15/25		TSRT9
Claustrophobic patient on first day of treatment so had taken 2mg lorazepam prior to coming into gantry 3. Patient was setup okay, imaging went as planned however was not able to treat any beams due to beam issues with the cyclotron. 
Waited 15 minutes as was unsure if the cyclotron would be working but got patient off bed. 
Therefore additional repeat images will be required due to breakdown.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		12/19/25		Patient made aware of breakdown and sent home. Additional imaging tasks added.				Network Services

		I19264		19327		12/15/25		12:25		12/15/25		TSRT9 LEVEL 5 13cc sb13 md13 Cf3a
Machine breakdown (Spot timeout) 97.55 through the final beam
No additional imaging required as clinician authorised combining the remaining MU's with following #s				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Donnelly,  James		Finally approved		No Harm		No harm		12/22/25		Patient off the bed and situation explained with parents.
Escalated to clinician to discuss dose and compensation

On review 22/12/25: Treatment timeline and activity capture appear accurate. As per incident details no recordable additional imaging required under protocol. at review additional imaging sits well below reportable threshold under SAUE for local and national protocols. Reason for breakdown to be highlighted in TIG meeting. Local protocols followed for partial treatment management.				Network Services

		I19265		19328		12/15/25		12:15		12/15/25		TSRT9 LEVEL 3 13CC SB13CC MD13 CF3a
Machine breakdown, Partial fractionation.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Donnelly,  James		Finally approved		No Harm		No harm		12/22/25		Informed  Superintendent.

On review 22/12/25- treatment timeline and activity capture accurate, additional imaging required to deliver remaining partial fraction. Route cause of breakdown to be investigated and be fed back in TIG meeting. As of 22/12/25, the number of additional images do not exceed the local and national thresholds to report under SAUE. No need to report externally. On review treatment delivery of partial treatment followed protocol.				Network Services

		I19242		19305		12/15/25		10:00		12/15/25		Patients husband had brought their pet dog into PBT ground floor waiting area.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Ground floor/reception						Incident affecting the organisation		No Harm		Infection control		Cleaning		Other		Parry,  Catherine		Finally approved		No Harm		No harm		12/24/25		Spoke to both husband and then later the patient. Explained due to infection control policies we cannot allow any pets into the hospital building.  Both were understanding but confused as they explained they've been bringing the dog in every day last week and no-one had flagged this as an issue. They also thought it was fine as they were in the "Pet corner". Explained this is only for organised therapy pet sessions.
After speaking to staff members, there has been another patient bringing a pet dog into the department with them who has been spoken to.				Network Services

		I19243		19306		12/15/25		13:18		12/15/25		Patient on hypersensitivity rate. 3/4 rate was at 216mls/hr for 30 minutes. Upon approaching pump I can see that that 216mls had been entered into the volume to be infused instead of rate resulting in rate being 432 mls/hr. Total infusion length over one hour but infusion given too quickly (as per hypersensitivity rate) as a result.		Error spotted by nurse and corrected. Apology and explanation given to patient and patient observed for a period after infusion finished. Pt remained well throughout.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Aremia,  Laura		Finally approved		No Harm		No harm		12/23/25		Nurse in charge informed. Pharmacist informed. Duty of candour to patient. Observed for 30 minutes post infusion.				Network Services

		I19245		19308		12/15/25		13:24		12/15/25		she was having D1C1 paclitaxel after  16.8 ml she had reaction. flushes, chest tightness and breathlessness		Hydrocortisone given @ 13:26 via cannula.
Observations taken x 3 - NEWS2 score 

Reviewed by ACPs, happy to recommence treatment at slower rate as per protocol and will prescribe desensitising meds for next trx. Pt feels well again in self.
Pt restarted on slower rate paclitaxel - tolerated well. Now on full rate dose. Call bell to hand.

Desensitising medications prescribed and given to patient to take before next cycle.


Seen by ACPs. Team emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/17/25		stopped treatment. hydrocortisone 100 mg given obs done.				Network Services

		I19246		19309		12/15/25		07:30		12/15/25		Large ceiling leak above procedure team, interventional radiology and scheduling admin desk on IPU. This leak has been occurring for the last 6 months whenever there has been rainfall. However, the situation has deteriorated significantly today, with the area being unfit to be used as a workspace due to water coming from ceiling light and pouring onto computer equipment.		The area was clean up and all items removed the blockages were removed and the water flowed freely into the drains as per the deign of the roof.
The internal areas were also repaired by the external building contractor.		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin				Incident affecting the organisation		No Harm		Non-clinical incident		Estates		General estates issues		Elliott,  Simon		Finally approved		No Harm		No harm		12/30/25		Procedure team coordinator moved into a procedure team room. 
IR coordinator using IR room 1. 
Scheduling using hotdesk in Ward Manager's office. 
Estates supervisor contacted and attended. 
There is damage to the roof which needs a permeant repair, however this is unlikely to be done until spring. 
Pig drainage system set up to temporarily capture the volume of water in the ceiling but this is making the workspace unfit for use at present. This has the potential to impact on IPU patient activity.		This area has now been added to our "At risk list" and will be regularly checked in 2026		Capital, Estates and Facilities

		I19237		19300		12/15/25		10:10		12/15/25		Pt knocked cannula whilst in the bathroom and treatment was running. Noticed some swelling and tenderness. Upon review, likely extrav/ infiltration.		Extravasation managed appropriately, no further issues reported. Follow up call made.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Johnson,  Rhona		Finally approved		No Harm		No harm		12/24/25		Treatment stopped
Attempted aspiration without success
Extrav site marked
Phot evidence taken on patients phone for monitoring purposes
Heat pack applied as per extrav policy
Hydrocortisone cream applied as per policy
Gauze applied
Re cannulated and treatment continued
Swelling had resolved by end of treatment.		Extravasation managed appropriately, no further issues reported. Follow up call made.		Network Services

		I19284		19347		12/15/25		15:00		12/16/25		Pharmacy technician misinterpreted the order status of a TPN bag on the EPMA system resulting in this not being ordered for the patient dated 15/12. The mistake occurred as the system shows "supply dispensed" which on first glace can lead you to believe that the order has been placed. This was not checked with ward technician which would have prevented this occurring. Patients on TPN are clearly marked on the handover to show which beds require a TPN feed bag. This was simply a mistake.		A daily check list for Pharmacy Technicians typed up as well as a guide for how to manage supply requests for TPN's. This has been passed on to the trainee and trainer. Discussion had with both members of staff to check their understanding and demo given.		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Incident affecting Patient		No Harm		Clinical incident		Nutrition		Dispensing error		Holt,  Faye		Finally approved		No Harm		No harm		12/23/25		upon being informed by the ward staff i have spoken to the technician involved and explained this needs to be checked each time to ensure no orders are missed. the dietician has been made fully aware also.		The supply status for supply requests stay on the EPMA chart for 96 hours for all drugs but can not be configured per drug. Pharmacy technicians aware that the TPN's are ordered daily and 3 bags for the weekend but the Pharmacy Technician is newly qualified and in training. The supply status on the prescription card, when clicked, shows the date last dispensed. If the last date dispensed is a previous day then a new supply request should be made. The technician in training should have checked with Pharmacy Technician training him and all work done by the trainee should be checked by a competent Pharmacy Technician.		Network Services

		I19286		19349		12/15/25		16:45		12/16/25		Emails were sent on 05 Dec at 15:17 to wrong recipients (trial company mail box), due to human error.
Immediately recalled all the emails at 15:33, and reported to manager. 

On 15 Dec, received email back from one of the recipients that the recalled email was unsuccessful, but already deleted the email as per replacement email I sent on the same day .				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Members of the public/visitors		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Turner,  James		Finally approved		No Harm		No harm		12/16/25		Emails were sent on 05 Dec at 15:17 to wrong recipients, due to human error.
Immediately recalled all the emails at 15:33, and reported to manager. 

On 15 Dec, received email back from one of the recipients that the recalled email was unsuccessful, but already deleted the email as per replacement email I sent on the same day .				Research and Innovation

		I19272		19335		12/15/25		19:00		12/15/25		on Post op inspection patient appeared to have significant bruising to lower abdomen, upper left thigh/hip and left side of sacrum. Bruising was not there on time out.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 8				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Kennedy,  Pamela		Finally approved		No Harm		Low harm		12/18/25		theatre staff discovered bruising and documented and handed over to recovery staff and CCU staff. anaesthetist requested photography be taken. Anaesthetist stated that patient common to bruise easily. As bruising discovered out of hours, the theatre staff member took the out of hours medical illustration camera to document bruising in CCU but was only able to get photo of lower abdomen. as on attempt to roll the patient over, the patients blood pressure plummeted and the patient became unstable. this was documented on the out of hours form for medical illustration to take as soon as possible. 

datix has also been done by theatre staff				Clinical Support and Specialist Surgery (CSSS)

		I19274		19337		12/15/25		23:00		12/16/25		Patient ongoing TPN, around 21:00 hours went to take TPN out of the fridge however TPN not on the ward? 
Checked EPMA, 3 x bags dispensed on the 12th December.
No TPN for patient on the ward, unsure whether or not this has actually been ordered?				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Spooner,  Jennie		Finally approved		No Harm		No harm		12/16/25		Re-assured patient who is visibly upset due to a lack of nutrition.
Alerted all nurse in charges from other wards to see whether or not the TPN had been delivered to the wrong ward. 
Informed duty manager. 
Rang on call Pharmacist.				Clinical Support and Specialist Surgery (CSSS)

		I19275		19338		12/15/25		20:30		12/16/25		Went into patients room post handover to introduce myself to patient. When entering the room patient has 2 bags of IV fluids running - 0.9% sodium chloride 1L and 500mls Glucose 10% bag running. When handing over was informed patient was having treatment for server hyperkalaemia so was aware that Act rapid was being administered but no reconstitution labels on the bags of fluids.		As above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		12/17/25		Stopped fluids and asked the RN on previous shift if the act rapid was in the 10% Glucoses 500mls as they were still present on the ward. Reconstitutions label wrote and placed on to bag and IV Fluids started back up until completion.		Discussed incident with Staff Nurse involved, she has reflected on incident, acuity/pressures of ward contributed to lapse in correct practice of labelling IV medications. Insulin needle used. Correct dose of both insulin and diluent used. Near miss of insulin dose/EPMA unclear identified as a result of investigation, to be fed back to CBE and potentially EPMA team in next meeting		Clinical Support and Specialist Surgery (CSSS)

		I19277		19340		12/15/25		23:00		12/16/25		Patient sat on end of bed
1-1 care 
Described as placing himself on the floor from the bed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/29/25		Pt placed himself on the floor - confirmed no fall or assisted fall. 
Took observations taken and top to toe check, no injuries.
Assisted back onto feet and into bed
Not necessary to follow fall protocol				Clinical Support and Specialist Surgery (CSSS)

		I19330		19393		12/15/25		12:12		12/17/25		TSRT9/ L5/ 16B/ CF 1C 2C/ MOD 16B/ SB 16B
Treatment summary created before patient has finished treatment therefore the summary submitted to CWP in accurate. 
Created early due to radiographers completing finisher ready QCL early before treatment finished.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		16B Recording of treatment summary informationin notes		Holt,  Daniel		Finally approved		No Harm		No harm		12/22/25		Document redacted from CWP by techbar and the correct treatment summary added. 
Spoken with the schedulers to remind to always check the patient has finished treatment before creating treatment summary. 
Informed superintendents for radiotherapy as a radiographer completed the finisher early and sent the QCL to admin team. They have sent an email out to all radiographers to remind them to check that the patient has finished before completing finisher tasks.				Network Services

		I19539		19602		12/16/25		12:12		12/23/25		TSRT 9 

5# Weekly breast XRT. 

On delivery of #5 it was picked up that a verification image was not taken on #4/5.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Ensum,  Hannah		Incident being managed locally		No Harm						- Band 7 informed.
- Reviewed previous images which were in tolerance and comparable to DRR.
- Same surface used in SGRT which provides some reassurance that set up should have been accurate.
- Discussion with staff involved. 
- Documented. 
- DATIX submitted.				Network Services

		I19334		19397		12/16/25		14:00		12/17/25		Patient prescribed pentamadine nebuliser for 12/12/2025, not administered until 16/12/2025				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Tebb,  Meryl		Incident being managed locally		No Harm						pentamadine given on day of cells, checked with pharmacy and medical teams				Network Services

		I19346		19409		12/16/25		11:48		12/17/25		Patient consented for pre-screening for a clinical trial (1st line).
However, standard of care treatment prescribed as a back up, but was not deferred, patient unaware that the standard of care treatment should have been deferred due to pre-screening for a trial. As a results the patient attended their appointment and has had SACT treatment, which made them ineligible for the trial option.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Wilding,  Rachael		Incident being managed locally		No Harm						Datix completed. 
Patient informed, PI informed, line manager informed.				Network Services

		I19288		19351		12/16/25		11:30		12/16/25		Pt was admitted for Post-op breast abscess with surrounding cellulitis. Microbiologist recommended Co-trimoxazole. The same was prescribed for 5 days as she received 2 days of Antibiotics while in the hospital. Pt came back to IPU dressings clinic today stating that she didn't receive the Antibiotics.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing				Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Quantity - wrong		Dale,  Emma		Incident being managed locally		No Harm						Had to prescribe again on iQemo on the request of on call plastics reg giving the benefit of doubt to patient safety and to treat the Breast infection.				Clinical Support and Specialist Surgery (CSSS)

		I19301		19364		12/16/25		09:00		12/16/25		TSRT9
#2/12 lymphoma stomach, b7 noted GTV volume exceeded that of PTV				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						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)		Abutaleb,  Mohamedkhalid		Incident being managed locally		No Harm						Escalated to physics bleep. 
Physics confirmed with clinician via email to continue with currently plan				Network Services

		I19309		19372		12/16/25		09:30		12/16/25		MSCC patient attended for scan and treatment from peripheral trust. No beds available in the Trust. Unfortunately, the patient was nil by mouth as their nasogastric tube had come out over the weekend and not been replaced.  On arrival patient was hypoglycaemic. Patient required intravenous (IV) supportive medicines whilst in Radiotherapy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Waiting area		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Patient Flow				Incident affecting Patient		No Harm		Clinical incident		Bed management		Bed not available		Mcgough,  Sophia		Incident being managed locally		No Harm						Patient care and IV medications administered as required. Sublingual fast acting dextrose given. Overall, radiotherapy department not the most appropriate location for the patient's required level of ward based care.				Network Services

		I19366		19429		12/16/25		14:30		12/17/25		An external user of the PET-CT Portal alerted Nuclear Medicine on the 16th January that they had submitted two referrals that had not yet been booked. It was determined that the two referrals were submitted on the old PET-CT Portal which has been out of use since October 27th, resulting in an approximate two/three week delay to the appointing of the two scans.		Discussed with the member of staff. The legacy portal will continue to be monitored but given the limited period that the referral portal will remain accessible, further mitigation is not necessary.		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Regional services						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Harris,  Andrew		Incident being managed locally		No Harm		No harm				The two patients were given urgent appointments upon awareness of the incident.		Limitations with needing to maintain a legacy system have been highlighted by this incident.		Network Services

		I19278		19341		12/16/25		00:00		12/16/25		Patient handed over from AAU staff. Pt had been an inpatient in a UK hospital known to have a high prevalence of CPE. CPE swab taken on AAU before handover on early hours on 16/12, a/w results. PT currently in bay of other patients as there is no side room available.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Infection control		Infection screening / Sampling		Other		Harris,  Andy		Incident being managed locally		No Harm						Pt has commode isolated at bedside to help prevent spread to other patients. Proper hygiene to be carried out when cleaning commode/disposing of pan. Pt aware of proper hand hygiene. Escalated to Nurse in charge on shift.				Clinical Support and Specialist Surgery (CSSS)

		I19411		19474		12/16/25		05:30		12/18/25		Patient moved into side room 1 due to loose stool. Patient deteriorated rapid and ?upper GI bleed. No wall suction inplace.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/30/25		Re-reviewed patient due to high NEWS. Patient had significantly deteriorated - noisy breathing and unable to get saturations. Reviewed by On-Call and decision made to change care to best supportive care. 
Breathing deteriorated further, starting cheyne stoking following by hematemesis. Got a hand towel then tried to suction but no wall suction connected. Further large amount of hematemesis and was unable to suction. She then took her last breath immediately afterwards. 
I don't feel the outcome would have been different however the patients daughter had to watch her mum die in traumatic manner which could have been slightly more dignified. 
NOK was obviously destressed due to the rapid and unexpected manner of her death. Lots of reassurance given.				Clinical Support and Specialist Surgery (CSSS)

		I19402		19465		12/16/25		02:00		12/18/25		Table lost comp while moving to next gantry angle .
This resulted in additional imaging for patient .				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Kirk,  David		Finally approved		No Harm		No harm		12/29/25		Called MCR to resolve issues. 
Then called b7 to approve further imaging				Network Services

		I19409		19472		12/16/25		08:02		12/18/25		CT Scanner malfunctioned after patient was scanned. However, patient images could not be transferred to PACS as they have been corrupted. Patient has to be recalled.		Engineers attended to repair scanner.
A new CT thorax exam was requested by a consultant radiologist.
Datix logged.
Radiation incident feedback form filled and submitted to CMPE.
Dose assessment report completed by CMPE indicating non-significant exposure.
The clinical justification for a repeat examination along with the associated radiation risk was explained to the patient over the phone. The patient was made to understand that the radiation exposure in this instance was non-significant as per the dose assessment report.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Cofie,  Afua		Finally approved		No Harm		No harm		12/23/25		Engineers attended to repair scanner.
A new CT thorax exam requested.
Datix logged.
Radiation dose form to be filled and submitted to CMPE.
Dose report assessment completed by CMPE.		Hardware malfunction.		Clinical Support and Specialist Surgery (CSSS)

		I19439		19502		12/16/25		19:30		12/19/25		Email received by Safeguarding Team from unknown person on behalf of patient's father which advised that upon discharge, from Department 27 on 16/12/2025, the patient (child) became homeless with his father. Despite numerous calls to Manchester City Council Out-of-Hours Emergency Team, emergency accommodation was refused, leaving the child at immediate risk in cold winter conditions (night-time temperatures ≈ 2°C).		1. Safeguarding Team then made referral to Manchester Children's Services and provided chronology of events. 
2. Safeguarding Team also contacted Bolton Children's Services to establish whether a safeguarding children referral would be appropriate.  
3. Housing information passed on to TYA Lead who planned to discuss with Dad and if unable to speak with him, would email instead to signpost him to Bolton Town Hall for support. 
4. Safeguarding emailed anonymous reporter advising that Dad should contact TYA Lead Nurse and contact details provided.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Safeguarding		Children		Latham,  Sarah		Finally approved		No Harm		No harm		12/23/25		Upon receipt of email the safeguarding team:
1. Contacted Manchester City Council Children's Social Care to discuss further.
2. Completed referral to Manchester Children's Social Care. 
3. Contacted TYA Lead Hanna Simpson to discuss further and who in turn attempted to contact patient's father. 
4. Contacted Bolton Children's Safeguarding Team to discuss further as it was believed the child was in Bolton staying in a hotel at this point. 
5. Responded to email advising the patient's father to telephone Hanna Simpson. 
6. Signposted family to Bolton Housing department at the town hall who can provide homelessness support.		1. Appropriate advice/discharge plans had been made in advance with father of the patient. 
2. Duty manager ensured that the patient and father had access to safe accommodation for that evening and safeguarding referral was completed to assist with referrals for ongoing support with housing. 
3. On identification of the incident, appropriate contact was made with both Manchester and Bolton Children's Services.		Network Services

		I19353		19416		12/16/25		12:00		12/17/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a

XVI fault after 189 frames acquired
Additional dose to pt approximately 1.4mGy
Non reportable		During scan, when the rads paused the beam to give PT chance to breath, message popup stating that KV generator was not ready or in fault condition.
Clicked Okay.
Checked system - No indication of why. Rads suggested that possibly too long had elapsed during the pause.
Reattempted scan.
Scan paused by RT 3 times to allow breathing - Scan taken successfully. 
May be attributed to recent kV Source arm switch issue.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						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		12/23/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a

*Engineers called
*B7 informed
*Engineers investigated
*Repeat acquisition approved under protocol and successfuel		During scan, when the rads paused the beam to give PT chance to breath, message popup stating that KV generator was not ready or in fault condition.
Clicked Okay.
Checked system - No indication of why. Rads suggested that possibly too long had elapsed during the pause.
Reattempted scan.
Scan paused by RT 3 times to allow breathing - Scan taken successfully. 
May be attributed to recent kV Source arm switch issue.		Network Services

		I19335		19398		12/16/25		11:01		12/17/25		It was requested on the CWP outcome form when the patient was last reviewed to book back through the nurse led oral sact MO stream for 16/12, however this appointment was not made. The  patient was missed and rang up the secretary worrying. The nurse led oral sact service is within it's first few years and with hopes to expand errors as such as these can prevent clinicians and patients wanting to utilise our service.				The Christie NHS Foundation Trust / Network Services / SACT Services / SACT Admin and Scheduling						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Kulesa,  Weronika		Finally approved		No Harm		No harm		12/30/25		Apologies provided to the patient and rebooked as soon as made aware of the error				Network Services

		I19336		19399		12/16/25		15:30		12/17/25		Medical staff was seen on Palatine ward with False Nail (Acrylic) whilst trying to go into the side room. The medical staff did not perform any hand hygiene before trying to go into the room and was not wearing any PPE even when the isolation precaution sign indicated the need to wear a PPE before going in. The scrub they were putting on was green, which I believe isn't the uniform policy but was informed after speaking to the service manager that the staff was a locum.		Feedback passed on to agency and also suggestion made that uniform policy should be added to agency booking system		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Read,  Chloe		Finally approved		No Harm		No harm		12/31/25		This was reported immediately to the departmental lead and the service manager of the medical team.		Feedback passed on to agency and also medical workforce team asked if uniform policy is added to the Tempre booking system which is used to book agency drs.		Network Services

		I19364		19427		12/16/25		09:30		12/17/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a
XVI fault after 201 frames acquired
Additional dose to patient approximately 3.8mGy
Non reportable		XVI Scan drop out - kV enable -DATIX -Fast Lung M15 CC - removed patient from room performed scans both CC and CW without error - logs analysed kV source arm inhibit, possible faulty microswitch 
Later confirmed to be the microswitch and no further instances.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						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		12/23/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a
*Engineers called
*B7 informed
*Engineers investigated
*Repeat image approved under protocol and successful		XVI Scan drop out - kV enable -DATIX -Fast Lung M15 CC - removed patient from room performed scans both CC and CW without error - logs analysed kV source arm inhibit, possible faulty microswitch 
Later confirmed to be the microswitch and no further instances.		Network Services

		I19365		19428		12/16/25		09:30		12/17/25		We had been asked by a medical agency to reserve a room in the staff accommodation for a male coming to work for a placement for several months .
He arrived and after 10 minutes said that the bed frame had collapsed.
The frame was removed and a substitute bed provided, and made up with fresh linen.
The following day the agency said that the bed collapse had injured the males' hip and he had left the organisation and was not returning				The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting Members of the public/visitors		Near Miss		Non-clinical incident		Estates		General estates issues		Gill,  Rosie		Finally approved		No Harm		No harm		12/29/25		bed frame was removed from room 4 and substituted with another frame that was intact, The bed was made up and male said all was fine.
the following day the agency said that the male claimed the bed had broken in the night and that he was not paying for the room and not staying to complete the placement as the facilities were poor. He had left the keys and an id badge issued to him by Histopathology in the room.
Reported to H&S Manager who took photos of broken bed which will be stored in another vacant room over Christmas until a new bed is procured.
Discussed IRF with Workforce Manager responsible for recruitment from agency, who confirmed other issues with IP. 
Moving forward we will renew all bed frames in January/February to ensure all fit for purpose. Some rooms have been used more than others.
IP was employed via agency as Locum Dr so maybe should be entered as staff not member of public?
No further contact made by IP and new bed frame ordered.				Capital, Estates and Facilities

		I19340		19403		12/16/25		13:38		12/17/25		Samples sent for Christie Profile on patient.
Result not available on CWP following morning.		•	Process changes - we have discussed completing an outstanding list towards the end of the routine shift to pick up outstanding tests.  Additionally, we are reviewing capacity within the laboratory.
•	If a test is noted on CWP as pending, the ward can contact the laboratory and we can investigate this individually.  
•	As an additional resource, TDWeb is available and the interim results are visible for completed test in the Christie Profile when there are other associated tests.  All wards have access to TDWeb as part of business continuity.
•	We are liaising with the LIMS provider to look at improvements in reporting workflow and transmission of results to CWP.
•	There will be a LIMS analyst and IT manager starting at CPP in the new year which and therefore be more responsive to IT issues.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Seals,  Deborah		Finally approved		No Harm		No harm		12/19/25		Incident reported to Pathology Head of Service and Blood Science Service MAnager		Review of process and staff to complete outstanding lists to ensure that outstanding tests are completed.		Christie Pathology Partnership

		I19387		19450		12/16/25		08:52		12/18/25		Transfusion form not signed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on paper prescription		Clarke,  Catherine		Finally approved		No Harm		No harm		12/18/25		New form requested.				Clinical Support and Specialist Surgery (CSSS)

		I19298		19361		12/16/25		11:12		12/16/25		Patients Wife called the hospital to say that they had received another patients appointment letter with theirs. I took down all the details of both patients, appointments and departments and who actually sent the letters. I then told the patients wife to send the letter back to us by freepost. I told her that we will get in touch with the patient to let them know about the appointment. I spoke to the secretary to let her know. She said she will contact the patient and the department.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		DeLaceySmith,  Roxanne		Learning response required		No Harm						Spoken to the secretary who in turns said she will contact the patient to make sure they know about the appointment, and also the department were the letters were sent from.				Network Services

		I19533		19596		12/16/25		12:19		12/23/25		tsrt9
Gantry touchgaurd collision into the treatment couch bars for Head and Neck treatment while acquiring in image. The incident occurred at 139/200 frames ~0.5mGy fast H&N s10 preset.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						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)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/23/25		This resulted in moving away the treatment bars and re-imaging the patient. Additional imaging authorisation was put in by Superintended Treatment Radiographer.				Network Services

		I19331		19394		12/16/25		09:13		12/17/25		TSRT 9 
Pt set up in room and CBCT scan taken. Noticed on scan patient had dentures left in when they should have been taken out. Contacted Band 7 to confirm patient needed re setup and re scanned without dentures in. 

**DATIX TO BE DELEATED IS A DUPLICATE**				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Rejected		No Harm						Contacted band 7 and asked to confirm with patient if they had dentures left in or not. Patient confirmed they had not taken their dentures out. Patient re set up with dentures then taken out and rescanned. 

**DATIX TO BE DELEATED IS A DUPLICATE**				Network Services

		I19380		19443		12/16/25		13:54		12/18/25		Wrong dob on the sample.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Rejected		No Harm						New sample requested via Alertive.				External Other Trust

		I19474		19537		12/16/25		13:00		12/21/25		Over 20 hour delay in reporting biochemical profile bloods test - sent prior to clinic on 16/12/25 at 13:38. Patient was in clinic to discuss chemotherapy which was due on 18/12/25. Results not available until over 21 hours later, approx  at 10:30 on 17/12/25. Bloods showed worsening of LFT and raised potassium.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		Harm		Clinical incident		Lab investigation		Delay/ failure		Edgington,  James		Incident being managed locally		Low Harm						Call to biochem lab and escalation to biochem managers on 17/12/25 at approx 08.30 to ask for bloods to be analysed and incident to be investigated. Initial response from biochem dept was that the ''bloods had been missed as they were very busy with a backlog on 16/12/25''.				Christie Pathology Partnership

		I19276		19339		12/16/25		05:00		12/16/25		Patient had transferred from commode to bed, managed to lie down in bed unable to reposition into the middle- pushed table away from the bed  and fell facedown on the floor
States he had banged his head				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Harris,  Andy		Incident being managed locally		Low Harm						Doctor/CCTO/Duty manager alerted
Observations taken- CBG
Tried to make patient as comfortable as possible- placed pillow under head and between legs
Covered with gown and blanket- for dignity and warmth 
Doctor reviewed before assisting into bed using lifting device
recannulated bloods taken
Neuro observations comppleted				Clinical Support and Specialist Surgery (CSSS)

		I19323		19386		12/16/25		10:00		12/17/25		DTI found on patient's big toe, to left foot				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Deep tissue injury		Dale,  Emma		Learning response required		Low Harm		No harm				SKINN bundle updated. Patient is currently on 2 hourly repositioning due to APR wound. Pressure relieving pump in place. Purpose T risk assessment updated. Medical illustration of DTI completed.				Clinical Support and Specialist Surgery (CSSS)

		I19324		19387		12/16/25		09:30		12/17/25		Patient had a witnessed fall in the bay. Patient was standing at bedside, bending over to put on pyjama bottoms, stumbled and fell against the side of bed. Witnessed by named nurse, states patient slightly hit their head against the bed. No obvious injuries.		none outstanding		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Dale,  Emma		Finally approved		Low Harm		No harm		12/24/25		Nurse and physio assistant assisted patient back into bed. Surgical Dr reviewed patient. Neuro obs completed as per protocol. Falls care plan commenced and moving and handling risk assessment updated on CWP.				Clinical Support and Specialist Surgery (CSSS)

		I19332		19395		12/16/25		17:00		12/17/25		TSRT9
electron patient , the treatment field had not been approved through prep however when we rang prep the radiographer who checked over this had gone home and the radiographer who intially  input this was not comfortable approving this field so the field had to be approved on set and had to get a band 7 around to ensure we were all happy to do so therefore this resulted in the patient being on the bed for a long period of time and the patient was in pain due to positioning				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12G End of process checks (including OMS data import)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/22/25		called b7, double checked our information and approved field				Network Services

		I19333		19396		12/16/25		16:00		12/17/25		TSRT9
Scanning abdomen however pt was wearing dungaree so tried to pull the metal down as much as we could however it was not far down enough.
Approximate additional imaging dose 1.6mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/22/25		paused scan when the metal showed up , bleeped b7 who checked the treatment field and then authorised another scan as the artefact would have been in the treatment field.				Network Services

		I19283		19346		12/16/25		09:31		12/16/25		Doctor wanted amendments made to the outpatient history but delayed in sending me the amendments - in which time it was locked. Requested IT to unlock but they said it had to be deleted and reinput.

Have saved the outpatient history in word and will reinput with corrections once old one removed.		Apps team member have been reminded that, going forward, we must follow the agreed procedure and not amend clinical information		The Christie NHS Foundation Trust / Digital Services						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Williams,  Joanne		Finally approved		No Harm		No harm		12/24/25		Asked the doctor  to make the amendments.				Digital Services

		I19294		19357		12/16/25		10:00		12/16/25		**** Surgery cancelled on day of surgery 16/12/25 due to unavailability of critical care bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		12/30/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I19295		19358		12/16/25		10:00		12/16/25		TSRT9
Moving and handling questionnaire not completed since 05/12.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre						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		Kirk,  David		Finally approved		No Harm		No harm		12/24/25		Completed at point of identification. No changes in mobility.				Network Services

		I19297		19360		12/16/25		12:00		12/16/25		Consent form missing from medical notes for LA plastic patients despite already being completed in clinic. 
Delay waiting on surgical secretaries to bring consent form down to theatre caused delay in theatre.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Edwards,  Kerrisha		Finally approved		No Harm		No harm		12/22/25		Surgical secretaries contacted by IPU staff to bring consent form down to IPU.				Clinical Support and Specialist Surgery (CSSS)

		I19299		19362		12/16/25		12:00		12/16/25		IPU list with 3rd patient consent lost.
A new consent needed to be done as staff refused the printed one.
Delay of the list.				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		Incident affecting Staff		No Harm		Clinical incident		Admission		Delay/ failure		Edwards,  Kerrisha		Finally approved		No Harm		No harm		12/22/25		Spoken to management and head nurse.
New consent signed.				Clinical Support and Specialist Surgery (CSSS)

		I19300		19363		12/16/25		12:00		12/16/25		TSRT9
No skin render present #1 of VSIM lung plan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner				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)		Holt,  Daniel		Finally approved		No Harm		No harm		12/24/25		B7 informed. VSIM called to produce skin render. Patient informed and taken off the bed whilst this occurred. Skin render then added into the plan.				Network Services

		I19303		19366		12/16/25		14:58		12/16/25		Staff member took a call from a patient who thought he should be due an appointment with Dr Serra around 30/12 for a review post chemo treatment. He completed C6 of Docetaxol on 12/11 but appointment has not been arranged. (This was emailed to the Dr)

Dr replied 

It looks like someone from bookings has just put the patient back in chemo clinic and randomly also a hormone clinic - please can someone Datix it

He needs an appt in the Serra Mon AM clinic in early Jan		- Individual spoken too and advise given.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / Ground Floor		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		12/22/25		datix submitted for investigation		- Read all the EOF notes - If it is for another team to action please amend the booking team at the top and send a email highlighting.		Network Services

		I19306		19369		12/16/25		14:00		12/16/25		Folinic Acid was made up in sodium chloride and ran alongside Oxaliplatin.		Correct procedure followed after event, discussed with Dr, observations taken, patient safety netted with hotline. SIEPS carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Johnson,  Rhona		Finally approved		No Harm		No harm		12/19/25		Only noticed when treatment finished and was switching to fluorouracil - Observations completed and pt inform she is feeling well - explained and apologised to patient - patient was very understanding - contacted pharmacist and safety netted patient with hotline		Correct procedure followed after event, discussed with Dr, observations taken, patient safety netted with hotline. SIEPS carried out.		Network Services

		I19291		19354		12/16/25		09:00		12/16/25		Ongoing extensive leak through ceiling light panel on Brachytherapy nursing unit 
Posing risk to patients and staff as blocking corridor in front of bays
Leak likely from radioiodine patients - radiation risk		The toilet Cistern was replaced and monitored by the Estates Engineers and the room was returned to service.		The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting the organisation		Near Miss		Non-clinical incident		Estates		Plumbing		Elliott,  Simon		Finally approved		No Harm		No harm		12/30/25		Escalated urgently to estates, ward manager, nuclear medicine and lead nurses
Ward manager discussed with AD
Ground floor brachy patients moved to other rooms in unit to ensure immediate safety				Capital, Estates and Facilities

		I19292		19355		12/16/25		00:00		12/16/25		TSRT9.
Pt did not remove dentures for treatment, and not requested by staff.
Initial XVI scan acquired and noticed at time of image review.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/22/25		B7 called.
Dentures removed and RPT XVI acquired.
Pt treated correctly.				Network Services

		I19289		19352		12/16/25		10:00		12/16/25		**** Surgery cancelled on day of surgery 16.12.25 due to unavailability of critical care bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		12/30/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I19314		19377		12/16/25		16:22		12/16/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a
#6 ONLINE IMAGE XVI CHEST M10 198 FRAMES DELIVERED OF 350
KV enable dropped - fault, imaging stopped. Not usable clinically.
Additional 3mGy dose delivered.		XVI Scan drop out - kV enable -DATIX -Fast Lung M15 CC - removed patient from room performed scans both CC and CW without error - logs analysed kV source arm inhibit, possible faulty microswitch		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						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		12/23/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a
Band 7 informed and Engineer
Patient off the couch and fault investigated by engineers
Additional imaging note added by band 7 to authorise repeat scan as per protocol.
Image repeated and treatment delivered without event.		XVI Scan drop out - kV enable -DATIX -Fast Lung M15 CC - removed patient from room performed scans both CC and CW without error - logs analysed kV source arm inhibit, possible faulty microswitch		Network Services

		I19315		19378		12/16/25		09:30		12/16/25		Patient came down to IPU Radiology for RIG insertion. Blue performa (pre-procedure checklist) was not completed on the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/29/25		Checklist was completed by the Nurse in IPU Radiology				Clinical Support and Specialist Surgery (CSSS)

		I19316		19379		12/16/25		15:00		12/16/25		SACT spillage. 
Connected A line to the patient but then spiked SACT bag before connecting the B line to the valve on the pump. This unfortunately resulted in a small spillage (approximately 20 - 30ml). B line closed immediately after noticing the B line was running with SACT.		nurse to re-do pump competency with ward educator.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Spillage		Contained spillage		Caporn,  Alice		Finally approved		No Harm		No harm		12/17/25		SACT went on my glove, removed glove and disposed of accordingly. Washed hands with soap several times. Ran hand under warm water. Double gloved when taking care of SACT spillage afterwards. Isolated the area and appropriately cleaned the area. 
Spoke to the lead clinical educator Yvonne and gained advise.
Informed registrar and spoke to her on the telephone regarding the SACT spillage- she informed me I can continue to administer the SACT. 
Apologised to the patient and relative. Duty of candour completed. 
Incident report completed and documented incident on CWP.				Clinical Support and Specialist Surgery (CSSS)

		I19317		19380		12/16/25		17:30		12/16/25		On completion of carboplatin patient complaining of feeling hot and flushed in the face and a sudden onset of diarrhoea. Observations checked  BP 141/ 99, HR 133, resps 20, sats 98% on air, temp 36.4.

100mg hydrocortisone given under PGD, symptoms settling immediately.		Reaction managed appropriately, no further issues noted.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		12/19/25		hydrocortisone 100mg given initially, patient felt better however redness persists in the face and also noticed swelling to right hand and rash on arms. A further 100mg given as per ACP  instruction's. 

Discussed with on call reg via alertive whom was happy for patient to go home once symptoms have settled.		Reaction managed appropriately, no further issues noted.		Network Services

		I19318		19381		12/16/25		13:00		12/16/25		Pt's wife has told me that pt is flushed to the face and if I could have a look.
On assessment pt's face flushed upon nivolumab 56.6 mls infused.		NEWS2 completed and stable.
Concerns escalated to ACP on ORTC who advised me to give Chlorphenamine 10mg IV and to treat this as a reaction, if pt settled to restart nivolumab at half rate and continue with ipilimumab as normal as per IQEMO.
IV 10mg Chlorphenamine administered under PGD by RGN with a good effect.
Pt observed for 30 minutes afterwards.
As symptoms settled, treatment restarted at half rate by PEF
NEWS2 score- 1 
Call bell to hand.

Team emailed to highlight - reaction - reply below

G1 transient infusion related reaction during infusion of nivolumab (flushing). For pre-med with chlorphenamine and slower infusion rate of nivolumab from C3. To discuss in clinic prior to C3.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/22/25		Treatment stopped.
Sister Esther Haddow present as concerns escalated to her for support .
Pt reports feeling absolutely fine. Flush on the face came on during the treatment as per pt's wife.
NEWS2 completed and stable.
Concerns escalated to ACP on ORTC who advised me to give Chlorphenamine 10mg IV and to treat this as a reaction, if pt settled to restart nivolumab at half rate and continue with ipilimumab as normal as per IQEMO.
IV 10mg Chlorphenamine administered under PGD by RGN with a good effect.
Pt observed for 30 minutes afterwards.
As symptoms settled, treatment restarted at half rate by CPEF
Call bell to hand.		managed well and followed protocol		Network Services

		I19319		19382		12/16/25		16:45		12/16/25		23.5ml paclitaxel infused. patient reported back pain, chest tightness, shoulder pain, hot, nausea and dizziness.		23.5ml infused. treatment stopped. hydrocortisone 100mg given. 
baseline observations taken and recorded on CWP. 
Reviewed by ACP. go ahead advised once symptoms settled. team informed. treatment recommenced once symptoms settled, on hypersensitivity rate with no issues.
Team emailed to highlight issue.

Reviewed by team - 19/12/25 -  Noted G2 reaction and settled with premed and reduced rate
Noted she has infusion-related reaction following C1 D8 and was rechallenged on hypersensitivity rate without any problem again. Script amended.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/22/25		23.5ml infused. treatment stopped. hydrocortisone 100mg given. baseline obs taken on cwp. rv'd by ACP Jenny Booth. go ahead advised once symptoms settled. team informed. treatment recommenced once symptoms settled, on hypersensitivity rate with no issues.				Network Services

		I19321		19384		12/16/25		10:00		12/16/25		Pt attended for Sact appointment. Pt stated that they had been constipated from having vinc the last time. Advised pt I would need to speak to dr to clarify whether can have next vinc or not and get a dr review. Alerted med onc sarcoma spr at 10am with no response messaged them again at 11am with no response. Again messaged at 12 with no response.				The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Corry,  Jenny		Finally approved		No Harm		No harm		1/2/26		Added CNS med onc sarcoma to chat and only got a response at 1pm stating they couldn't review and to call  med onc reg on call. Contacted reg on call at 2pm asked for review. Reg on call stated he wasn't sure of protocol and to just prescribe laxatives and defer. This wasn't done until 16:00. Pt left in department with no medical review or plan and struggling to get in touch with team.

Discussed with Consultant who has provided an additional name of medical cover for circumstances like this should it arise again. No harm to patient, Consultant agreed for patient to miss this dose rather than counting as a deferral.				Network Services

		I19308		19371		12/16/25		15:30		12/16/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a
#5/5 Lung SABR
Communication failure between XVI and linac when sending CMA moves through following image match. >10 minute time delay following image therefore repeat CBCT required to re-verify position. 
1st additional image in course, not reportable. 
Additional dose of 5.9mGy, 
4D Lung 180-340 S20 CC preset.		When transferring the couch shifts, message appeared indicating communication failure between XVI and Mosaiq. Restarted the XVI software, communication established. Since it is a LUNG SABR patient and take a while for image registration, the time was above 10 mins. so need to acquire the image again. Restart mosaiq and xvi and acquire the image. Shifts send working okay.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1						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		12/24/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a
B7 reviewing image, engineers informed. 
XVI software restarted. 
Additional image approved. 
2nd image taken, CMA successfully sent through. 
Treatment delivered as planned.		When transferring the couch shifts, message appeared indicating communication failure between XVI and Mosaiq. Restarted the XVI software, communication established. Since it is a LUNG SABR patient and take a while for image registration, the time was above 10 mins. so need to acquire the image again. Restart mosaiq and xvi and acquire the image. Shifts send working okay.		Network Services

		I19325		19388		12/16/25		23:00		12/17/25		Nurse in bay heard patient shout help 
Nurse went to patient and patient found on the floor sat on bottom with back against the wall 
Cannula had fell out as a result of the fall 
Catheter bag had detached from the catheter but catheter remained insitu
Please note bed rails where up at the time of the fall				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/29/25		Help gotten - nurses attended as well as doctor who was already on the ward
New catheter bag attached 
Doctor reviewed and stated happy for patient to be assisted onto bed 
Assisted patient onto knees and then to standing position and then placed onto bed and laid down 
Observations completed as well as CBG - all within range
Head to toe assessment - no bruises or injuries observed 
Patient  stated did not hit head 
1:1 now insitu 
Duty manager informed				Clinical Support and Specialist Surgery (CSSS)

		I19328		19391		12/16/25		18:00		12/17/25		CAR-T stem cells given out of hours. Cells delivered to ward at 15:30. Patient had been in AF so awaiting medical clearance to go ahead. Due to type of product there was increased paperwork, checking and thawing time. Cells started at 18:00		Cells given safely		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Clout,  Ruth Elizabeth		Finally approved		No Harm		No harm		12/30/25		Cells administered out of hours, x2 Clinical educators present				Network Services

		I19481		19544		12/17/25		14:23		12/22/25		TSRT9

Couch top change task completed incorrectly (PTP scan record not copied - incorrect information on current scan record as patient had not yet commenced phase 2). PTP scan record has now been reverted to match previous version and task re-opened.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Kirk,  David		Finally approved		No Harm		No harm		12/31/25		PTP scan record has now been reverted to match previous version and task re-opened.				Network Services

		I19391		19454		12/17/25		09:01		12/18/25		Patient details illegible on transfusion sample.		For monitoring purpose		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/21/25		New sample requested.				Network Services

		I19377		19440		12/17/25		08:50		12/18/25		No date and time on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Spooner,  Jennie		Finally approved		No Harm		No harm		12/18/25		New sample requested via Alertive at 10:10				Clinical Support and Specialist Surgery (CSSS)

		I19370		19433		12/17/25		13:31		12/17/25		PT on slow rate Paclitaxel today and on last infusion rate patient began to cough and described having a tickly throat. Airway remained patent
 No swollen lips/tongue noted. Patient has also had cough throughout previous paclitaxel infusions.
Patient tolerated this well however at the end of the treatment patient began to cough again. 
Patient reported that cough throughout treatment had happened previously.		Reaction managed appropriately, no further concerns noted.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		12/19/25		Patient was on slow rate Paclitaxel today and on last infusion rate patient began to cough and described having a tickly throat. No swollen lips/tongue noted. Patient has also had cough throughout previous paclitaxel infusions.
Observations checked and charted and ACP J.Booth informed.
She advised x1 dose 100mg Hydrocortisone to be administered and to administer the remainder of the treatment via 1/2 rate.
Patient tolerated this well however at the end of the treatment patient began to cough again.
Obs re-checked and charted and 2nd dose of hydrocortisone administered as per advise of J.Booth.
Patient was very keen to go home and explained that she felt better as infusion had finished. Pt went onto explained that this is a recurring issue and she feels better once she leaves to go home.
J. Booth advised that we don't flush the treatment and to take it down.
Treatment taken down and patient safety netted to hotline		Reaction managed appropriately, no further concerns noted.		Network Services

		I19338		19401		12/17/25		10:15		12/17/25		news2 score entered for wrong patient on cwp		Staff to attend to face to face NEWS session as part of her training. Under supervision in taking and documenting observations until being signed off		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Martinspitacas,  Irina		Finally approved		No Harm		No harm		12/22/25		reported via cwp. wrong obs removed and then input to correct patient		To document right observations in the right patient		Network Services

		I19339		19402		12/17/25		12:45		12/17/25		TSRT9 LEVEL3 13CC 
Table compensation loss prior to treatment. Table re-compensated  2d additional imaging acquired.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Kirk,  David		Finally approved		No Harm		No harm		12/29/25		B7 aware				Network Services

		I19344		19407		12/17/25		09:10		12/17/25		Beam issues resulted in pt needing off the bed and additional 2d image being required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Kirk,  David		Finally approved		No Harm		No harm		12/30/25		Band 7 was informed and additional 2d image was authorised. Patient resumed treatment as normal.				Network Services

		I19345		19408		12/17/25		13:04		12/17/25		Patient highlighted to not have started adjuvant Kadcyla planned to have been consented for in clinic 17/11/2025 - no EOF completed  and no plan for new appointment made. Patient has not had adjuvant HER2 treatment since 09/09/2025.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Clinical incident		Appointment		Delay/ failure		Roberts,  Joanne		Finally approved		No Harm		No harm		12/23/25		Highlighted to nurse who was allocated the patient in 17/11/2025 clinic for update and annotation of plan. EOF completed and new urgent appointment arranged.

update 23.12 from breast APs
patient didnt attend t/c appointment on 17.11 and new appointment wasnt made.
We have been in contact with the patient since then and she has declined Kadcyla and is restarting Phesgo instead. 
As she has since declined  the treatment we were calling about in November, and she wasn't rediscussed at the Breast MDT until December 8th (after her second surgery) which is when her treatment plan was reconfirmed.
She is restarting Phesgo next week and she is all booked in with Christie@Home now. 
Awaiting consultant to confirm level of harm
23.12 Response from CW consultant is that based on trial evidence potential harm can be caused in treatment delays >6 weeks.  However as the patient has refused to switch to Kadcyla and will be continuing with Phesgo then this harm potentially can be corrected with a re-loading dose which she will receive 30/12/2025.		completion of the electronic outcome form		Network Services

		I19348		19411		12/17/25		08:30		12/17/25		TSRT9
incorrect filter input in image field, recognised this before started scan , this was due to staff image prepping whilst not being 3d image signed off . Input as 4d abdo m20 when it should have been normal abdo m20.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/22/25		Changed filter to correct filter before starting the scan				Network Services

		I19350		19413		12/17/25		13:00		12/17/25		TSRT9
Unexpected motion interlock as treating operators leaving treatment room. 
No apparent cause.
Loss of table compensation and additional mechanical imaging required as a result.
1 x additional 2D pair required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		12/19/25		MCR contacted
B7 contacted to authorise additional imaging				Network Services

		I19354		19417		12/17/25		15:10		12/17/25		Paclitaxel reaction. Pt presented with hot flush and acute lower back pain. Also felt as though she could not breathe but talking in full sentences so airway not compromised.		Patient returned the following day for carboplatin as re-challenged paclitaxel today post reaction and not within unit time to give carboplatin.
Reserved slot for tomorrow at 9am for carbo patient aware, Carbo in treatment room to give off todays script.
Stat pre-meds prescribed on on iqemo and also desensitising meds for prior to next cycle to collect.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/22/25		Treatment stopped
ANP's notified
Obs taken 
100mcg hydrocortisone given
Waited 5mins to review effectiveness
Second dose of 100mcg hydrocortisone given
Recommenced on desensitising rate when back to baseline.		protocol followed		Network Services

		I19355		19418		12/17/25		12:00		12/17/25		tsrt9
Patient verbally consented for BCON radiotherapy, no carbogen prescription completed. identified at treatment prep, evening before #1.		process clarified with urology team and passed onto all staff		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12I Other		Welby,  Sarah		Finally approved		No Harm		No harm		12/31/25		#1 patient attended. Radiographer communicated to review team that carbogen prescription and reconsent needed doing. 
Patient then reconsented without cause. 
prescription completed and patient received treatment. 
resulted in extended time in department for patient and unnecessary additional time for review team member contact.		Correct process clarified with staff		Network Services

		I19357		19420		12/17/25		16:25		12/17/25		I validated an ABG using the incorrect patient details		Made NIC aware, called Point of Care team who removed on CWP, noted as 'error' on Metavision. Completing Datix. Will email POC team with Datix number		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Staff		No Harm		Equipment incident		Non-medical		User error		Millington,  Kerry		Finally approved		No Harm		No harm		12/18/25		Made NIC aware, called Point of Care team who removed on CWP, noted as 'error' on Metavision. Completing Datix. Will email POC team with Datix number				Clinical Support and Specialist Surgery (CSSS)

		I19359		19422		12/17/25		17:30		12/17/25		3rd bag of stems cells administered out of hours				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Clout,  Ruth Elizabeth		Finally approved		No Harm		No harm		12/31/25		No issues throughout infusion. Patient well
Datix completed for monitoring purposes				Network Services

		I19360		19423		12/17/25		16:12		12/17/25		reaction to docetaxol. cycle 1. after 25.6mls.		IV hydrocortisone 100mg and IV chlorphenamine 10mg given as per PGD. 
Observations recorded. oxygen sats 90-93. temp 36.6. bp 148/58.pulse 85. Oxygen applied and ANPs reviewed. symptoms settled quickly and sats improved. 
Infusion restarted on slow rate protocol. No issues.

Team emailed to make aware. next treatment will be at slow rate.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/22/25		infusion stopped. obs recorded. iv hydrocortisone 100 and iv chlorphenamine 10mg given as per PDG. oxygen applied as sats 90. reviewed by ANPs. infusion re started at reduced rates		No observations documented on CWP under NEWS2 but documented on SACT reaction form.		Network Services

		I19362		19425		12/17/25		17:00		12/17/25		Patient was prescribed Avelumab at a slow (2 hour rate) due to having a previous reaction to Avelumab. Pre-medications had been administered and 30 minute flush had happened. Unfortunately it was realised at the end of the transfusion, that even though the duration had been programmed for 2 hours, the VTBI was entered into the incorrect box (into the dose box instead), therefore the rate was put through significantly faster than it should have been (effectively over 1 hour instead of 2).		Error entering information on the pump, VTBI entered into wrong section, patient assessed and observed for extended period of time. No further issues reported.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		12/19/25		Senior nurse informed. Informed patient as to what had happened and apologised profusely. 
Observations monitored and patient monitored carefully for over one hour. No adverse reaction was noted. Patient's team emailed and clinical documentation completed.		Error entering information on the pump, VTBI entered into wrong section, patient assessed and observed for extended period of time. No further issues reported.		Network Services

		I19363		19426		12/17/25		13:12		12/17/25		IV Cisplatin was infused as error over 1 hour instead of 2 hours
 IVF SoC which was running concurrently with the Cisplatin was ran at the correct rate over two hours. 
Next infusion of Gemcitabine was put through at correct rate 
Patient feeling fine				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Donovan,  Helen		Finally approved		No Harm		No harm		12/30/25		NIC and team was informed of error. Team contacted the sponsor and doctor. Observations were taken and recorded NEWS-0, patient was feeling fine and was informed of the error. 
Next treatment went through at correct rate and further observations were taken and recorded NEWS-0
Patient has been informed to use the hotline number if any reactions occur				Research and Innovation

		I19410		19473		12/17/25		00:00		12/18/25		Occupation health blood result for a staff member has been sent through to the IPC team. This occurs relatively regularly and is a breach of staff confidentiality.				The Christie NHS Foundation Trust / Corporate / Workforce / Occupational Health		The Christie NHS Foundation Trust / Corporate / Quality and Standards / Infection Prevention and Control Service				Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		Halsall,  Paula		Finally approved		No Harm		No harm		1/2/26		Occupational health informed of the result.				Corporate

		I19396		19459		12/17/25		14:16		12/18/25		TSRT9 13Z D04 SB3i MD13CC CF3a

kV enable drop fault occurred during a routine scan. Engineers were called to diagnose the fault, and a Superintendent Radiographer was called to authorise an additional scan. Patient was moved to another suite for treatment while the engineers ran a test scan.

 A dose of 0.67mGy was delivered (167 frames, Fast Head & Neck S20 CW).		Patient removed from the bed (rads moved to another suite). Performed test scan using the same protocol (Fast head & neck S20, CW) and the scan completed without further issue. 
Handed back to rads.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						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		Finally approved		No Harm		No harm		12/22/25		Engineers and a B7 radiographers were made aware of the fault immediately. The patient was informed and moved to another suite for treatment.		Logs examined, generator log returned error 14,		Network Services

		I19456		19519		12/17/25		17:50		12/19/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a

XVI fault following 90 frames
Estimated additional dose to patient =1.7mGy
2nd occurrence
Non reportable		During scan, when the rads paused the beam to give PT chance to breath, message popup stating that KV generator was not ready or in fault condition.
Clicked Okay.
Checked system - No indication of why. Rads suggested that possibly too long had elapsed during the pause.
Reattempted scan.
Scan paused by RT 3 times to allow breathing - Scan taken successfully.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						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		12/23/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a
*Engineers called
*B7 informed
*Engineers investigated
*B7 approved repeat image under protocol
*Repeat acquisition successful		During scan, when the rads paused the beam to give PT chance to breath, message popup stating that KV generator was not ready or in fault condition.
Clicked Okay.
Checked system - No indication of why. Rads suggested that possibly too long had elapsed during the pause.
Reattempted scan.
Scan paused by RT 3 times to allow breathing - Scan taken successfully.		Network Services

		I19415		19478		12/17/25		17:00		12/18/25		TSRT9
VSIM patient plan published using previous IRMER from June. This radical radiotherapy had been cancelled following RTP. No new IRMER had been made for VSIM plan
Radiographer noted during VSIM check and highlighted to b7		After discussion with band 7 pre treatment team. The staff member will have further training in vsim planning with checks done by experianced pre treament staff until the team is satisfioed with the staff competency level.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / V Sim						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11F Choice of dose and fractionation inputs		Hudson,  Scott		Finally approved		No Harm		No harm		12/28/25		Contacted Dr via email as after hours. 
VSIM plan rejected in webpub. 
VSIM plan checked in Acqsim and republished in Webpub with 20Gy/5#'s
No delay to patient #1
b7 in vsim discussed with radiographer involved in publishing plan with incorrect dose		More training given to staff member		Network Services

		I19418		19481		12/17/25		18:00		12/18/25		Indexing of lock bar/bone bar incorrect on PTP scan record for CSI patient #1. Placed at the only point it fitted on bed at correct level for vacbag indents.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		10J Documentation of instructions/information		Parry,  Catherine		Finally approved		No Harm		No harm		12/24/25		Scan sheet amended and datix task added.				Network Services

		I19420		19483		12/17/25		11:00		12/18/25		Brachytherapy ICT patient ready for their MR scan in protons at 11.10am from recovery. 11.30am Proton had scheduled for MR scan. When recovery nurse rang to say patient was ready they said patient would have to go back to the ward they were busy. 
Patient taken to ward. Rang MR hourly to see when our patient could go for scan and was informed they had other patients they were taking on the bed. 
Patient was ready for scan 20 minutes before her allocated time and not scanned until 14:08.		The Brachy service has moved back to Radiology for its MRI scanning from week commencing 22nd Dec		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / MR scanner						Incident affecting the organisation		No Harm		Radiotherapy incident		BT - Brachytherapy		18 Timing		Parry,  Catherine		Finally approved		No Harm		No harm		12/24/25		Checked on patient regularly as she was on the MR bed for 3 hours before she was allowed in protons for scan. Apologised to the patient and said we would keep ringing protons for updates. 
Once eventually scanned patient was transferred off the MR trolley and onto her bed.				Network Services

		I19393		19456		12/17/25		12:27		12/18/25		Wrong DOB on the sample.		For monitoring purpose		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		12/21/25		New sample requested via telephone.				Network Services

		I19413		19476		12/17/25		22:30		12/18/25		HPN pt px PN (Triomel N7) by SHO out of hours based off last IP Dietitian assessment 08/12/25, pt not referred to or assessed by Dietitian as states in trust nutrition policy (section 39.9.1).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Clarke,  Catherine		Incident being managed locally		No Harm						Incident submitted				Clinical Support and Specialist Surgery (CSSS)

		I19414		19477		12/17/25		10:11		12/18/25		The PM of Radial Artery Access emailed a database of details collected from patients to the Contracts manager. The database doesn't have any identifiable information such as name, dob however the latter person is not on the delegation of duties and this should not have been sent to them. The email chain was discussing what kind of data can be used to share to the funder for stats support. The PM didn't think anything was wrong with this as the Contracts manager is another NHS colleague.				The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting Staff		No Harm		Non-clinical incident		Confidentiality		Failure to redact		Pearson,  Sally		Incident being managed locally		No Harm						The Contracts manager escalated this to their manager who informed the RIGM who told the Contracts manager to delete the spreadsheet and also ask the PM to report this. The PM didn't see this as a deviation so I have reported it as the Governance Facilitator for this study.				Research and Innovation

		I19352		19415		12/17/25		16:00		12/17/25		Patient had WLE of Melanoma in situ left shin and SSG. Theatre team communicated that patient did not need physio however for partial weightbearing. Patient discharged on this advice. Physio attended this afternoon to see patient for physio review however not on unit as discharged. Patient needed physio before discharged.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Rowen,  Maree		Incident being managed locally		No Harm						Physio to make plan for patient either for review or community referral. 
Called patient, apologises given and instructions given.
Made theatre team aware that patients with any altered weightbearing status needed physio to communicate this with the wider team for effective handover.				Clinical Support and Specialist Surgery (CSSS)

		I19329		19392		12/17/25		08:35		12/17/25		Blood Product wasted. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = FFP x2

Donation number: G095625399458 5
Donation number: G095625407837 H				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Wasted out of laboratory		Safety,  Patient		Rejected		No Harm						Blood product returned (Wasted as expired time limit to use) to stock and wasted on blood bank system.
Recorded on logs and BSMS				External Other Trust

		I19326		19389		12/17/25		04:40		12/17/25		Patient had an unwitnessed fall. Patient is known to have right sided weakness and intercranial mets which is believed to be affecting his mobility. Patient also had 4 falls from 15/12 to 16/12 at home, within 24 hours. 

Patient denies hitting head. Reported his 'legs gave way.' Was trying to get to bathroom. 

High falls risk already highlighted on handover. Patient understands he's been advised to use urine bottles at the bedside and to use call bell for assistance to mobilise if required		learning added to LFI 
query starting 15 mins checks?		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		Low Harm		No harm		12/18/25		- Observations taken. 
- CBG taken. 
- Dr to review.
- Will repeat risk assessment in morning.		learning added to LFI newsletter		Clinical Support and Specialist Surgery (CSSS)

		I19371		19434		12/17/25		18:45		12/17/25		Patient received 500mls nacl 0.9% with 20mmols of potassium 4mmol of magnesium over 1 hr.

Patient should have received 1L of nacl 0.9% of 20mmols of potassium 4mmol of magnesium over 2 hrs.

Realised as infusion seemed to finish 1 hr too early.		No harm, patient  reviewed, more fluid prescribed. SEIPS carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		Low Harm		No harm		12/19/25		Patient informed of mistake safety of patient established.
Obs taken and recorded
Dr made aware
Plan for additional fluids to be prx and administered.		No harm, patient received correct dose over the correct time but in two halves, 500 mls per hour. SEIPS carried out.		Network Services

		I19374		19437		12/17/25		19:00		12/18/25		The patient sustained a 5 cm skin tear to the right arm after it caught on his shirt while he was unbuttoning it. The patient did not notice the injury until he observed bleeding.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin tears		Caporn,  Alice		Finally approved		Low Harm		No harm		12/22/25		The skin was cleaned with gauze and a Klinderm dressing was applied. The night nurse later observed bleeding through the dressing. The dressing was removed, and the wound was cleansed with sterile water and gauze. 

The dressing was changed, and no further bleeding was noted. The on-call doctor was informed and attended. The area was monitored overnight, and a medical illustration was requested for today.				Clinical Support and Specialist Surgery (CSSS)

		I19443		19506		12/17/25		12:20		12/19/25		Whilst cleaning up after the children's lunch in the nursery there was some food on the floor the staff member slipped . She lost  her balance , fell forward tried to stop the fall by putting her right hand out onto  a small wooden table. This didn't stopped the fall but slowed it down. She fell onto the floor banging right knee on the floor.				The Christie NHS Foundation Trust / Corporate / Workforce / Nursery						Incident affecting Staff		Harm		Non-clinical incident		Spillage in non- clinical area		Contained spillage		Holland,  Colette		Finally approved		Low Harm		Low harm		12/30/25		Got up slowly as was in shock , colleagues helped her up, cols compress and ice pack applied. Elevated right leg				Corporate

		I19368		19431		12/17/25		19:11		12/17/25		cat 2 pressure ulcers found on admission, family says these were acquired during last admission which ended on the 9th December and they have been applying cream to manage it.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Harris,  Andy		Incident being managed locally		Low Harm						skin care plan completed, TV referral put in place, handed over to ward staff to keep a close eye on and reposition regularly				Clinical Support and Specialist Surgery (CSSS)

		I19416		19479		12/18/25		14:30		12/18/25		CWP request received for PICC line insertion - patient due to start chemo today. Contacted ward team to enquire about eradication therapy, ward team advised only done 1 day of eradication but wished to go ahead with PICC line due to urgent clinical need.
After inserting PICC line, patient advised he was not commencing chemo until the next day - this decision change had been made during the day.
Patient has also been an IP since 16/12 (2 days) but only started eradication this morning (18/12).				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Anderson,  Rebecca		Incident being managed locally		No Harm						Contacted ward doctors to clarify when starting chemo. Advised ward team to ensure patients have 2 days eradication as per Trust policy as much as possible e.g. when admitting patients with the intention to commence chemo etc. to prevent patients having CVADs inserted without the appropriate eradication.
In this instance, eradication is especially relevant as patient has an abscess to left axilla, so is increased risk of infection due to known wound.
Asked doctor to feed this back to the rest of the team for awareness.				Network Services

		I19428		19491		12/18/25		18:00		12/18/25		Needle stick injury from insulin needle at bedside 
HCA obtained injury when cleaning bedside following patient's discharge 
unable to complete patient's bloods following policy at this time				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Staff		No Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Dale,  Emma		Incident being managed locally		No Harm						followed needle stick injury policy
occupational health referral completed in response 
Unable to contact patient - escalated to be reviewed for GP input and completion of bloods				Clinical Support and Specialist Surgery (CSSS)

		I19433		19496		12/18/25		18:00		12/19/25		2 admissions been waiting in the room for 1hr+ (1 patient end of life).  Rang patient flow at 17:50pm to chase up bed status, told patients need clerking in. I asked why this was needed as usually patients are clerked on AAU, I was told due to reg strike all admissions needed clerking at the time of bed request and all consultants should have been made aware. Most of the team had already left and the 2 consultants still in clinic were not aware of this.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / Ground Floor						Incident affecting the organisation		No Harm		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						Explained the situation to the consultants and the time patients had been waiting, consultants were not aware of the clerking need but clerked patients in. Informed patient flow one of the patients was end of life and needed a bed as soon as possible, she said she would enquire if patient could be accepted for a bed and clerked on ward due to circumstances.				Network Services

		I19446		19509		12/18/25		10:00		12/19/25		A patient was referred for breast radiotherapy. The information about the type of surgery that the patients had ie a ANC rather than a TAD was not clear. An assumption by the clinical team was made due to only 5 lymph nodes taken. This meant that the proposed plan made was not the correct one which could have lead to irradiation of an unintended area.
Thankfully the incident was detected by the Breast care nurse and the plan was amended. This was a near miss.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU- Outpatient clinics				Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Protano-Byrne,  Jordan		Incident being managed locally		No Harm						Contacted patient and explained the change of plan - very understanding
Changed the radiotherapy booking
Informed the clinical leads that we need to tighten up the documents sent over as part of MDS to include operation notes and have started this process with the pathway navigators.

RP - JPB/KCD redirecting to you as it looks like RB added referral to CareFlow and pathway navigators also mentioned. If MDS needs changing for speciality please advise.				Network Services

		I19473		19536		12/18/25		16:40		12/21/25		Patient with advanced ca breast - it was arranged for her to attend the ORTC chemo unit on 18/12/25 and have repeat bloods prior to chemotherapy as the pre-chemo bloods from 16/12/25 had showed abnormal LFT and low Platelets.
Blood test on 18/12/25 showed low neutrophils of 0.3. patient sent home by ORTC nursing team without notifying clinical team. 
I went to the unit at 16:40 to review the patient with a view to sending her home with GCSF only to be informed that she had been sent home.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Arrangements made to send GCSF to patient at home - this required executive permission fo ruse of a taxi due the urgency of the situation.
Patient was informed about the need for GCSF.				Network Services

		I19394		19457		12/18/25		10:10		12/18/25		First name spelt wrong on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Scott,  Sabrina		Finally approved		No Harm		No harm		12/18/25		New sample requested at 10:17 via telephone.				Clinical Support and Specialist Surgery (CSSS)

		I19395		19458		12/18/25		10:00		12/18/25		Patient attended for EC treatment. Had previous deferral and dose reduction. Upon checking medication realised 1 syringe of 100mg Cyclophosphamide had expired.		Contact made with Baxter healthcare to highlight the expired drug. 
Nursing check successfully avoided administration of an expired drug. Drug reordered and administered with no patient harm.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Expiry date - passed/omitted/wrong		Jones,  Gemma		Finally approved		No Harm		No harm		12/29/25		Discussed with pharmacy. Decision to give the remaining dose (Epirubicin and 1000mg Cyclophosphamide) due to patient having poor venous access and concerns about getting another cannula in later and then reordering 100mg Cyclophosphamide in to give later. Patient had appt at 12.30 so had to leave unit between first 3 syringes and final 100mg.				Network Services

		I19398		19461		12/18/25		11:23		12/18/25		A wrong patient ID was picked up and the Topogram was scanned on and monitoring slice before it was noticed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Near Miss		Clinical incident		Images for diagnosis		Patient incorrectly identified		Iddles,  Sarah		Finally approved		No Harm		No harm		12/31/25		scanning was paused and re-postioned and the actual scan done on the correct patient details. after the scan, the error was explained to the patient who understood and was re-assured that the scan was done on her ID.				Clinical Support and Specialist Surgery (CSSS)

		I19399		19462		12/18/25		12:05		12/18/25		Patient is deceased.  Family have made a donation to the Christie.  Photograph of receipt sent to consultant. Photograph scanned under inaccurate heading - no obvious heading to scan document under.		There is not category in the scanning that would cover this and therefore I would not scan a copy of the receipt to CWP.  If you want to record that we have received the donation and banked it appropriately with the charity department, I would do an annotation to the effect : a donation has been received and the receipt has been passed to the consultant.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Morrissey,  Nicola		Finally approved		No Harm		No harm		12/19/25		Requested IT to remove and to be scanned under alternative heading when known		There is not category in the scanning that would cover this and therefore I would not scan a copy of the receipt to CWP.  If you want to record that we have received the donation and banked it appropriately with the charity department, I would do an annotation to the effect : a donation has been received and the receipt has been passed to the consultant.		Network Services

		I19405		19468		12/18/25		00:00		12/18/25		Document scanned to incorrect patient's notes for TCPC patients.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Foxley-Hine,  Julie		Finally approved		No Harm		No harm		12/19/25		Scanned to correct patient's notes. Tech bar request to be submitted for redaction (SR-130978).		Ensure correct record is selected/correct document is being scanned, when scanning documents into patient records.		Network Services

		I19406		19469		12/18/25		12:17		12/18/25		Observations entered under wrong person. Recognised very quickly IT emailed to removed. They have instructed to raise a datix here is the reference number  SR-130964		Error noticed almost immediately- tech bar notified and incident reported.
Staff member very aware of mistake and importance of correct documentation.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Aremia,  Laura		Finally approved		No Harm		No harm		12/29/25		As above				Network Services

		I19407		19470		12/18/25		13:30		12/18/25		TSRT9 13Z D04 SB3i MD13CC CF3a
Patient set up and 2dkV image acquired and reviewed. Unable to implement table shifts using CMA due to table clutch error. Contacted engineers to investigate issue. Due to time elapsed to treatment bed patient needed to come off for a rest. Additional concomitant exposure required, additional dose 394uGy.		Logs examined, generator log returned error 14, anode-cathode voltage not reaching final value in designated rise.

Patient removed from the bed (rads moved to another suite). Performed test scan using the same protocol (Fast head & neck S20, CW) and the scan completed without further issue. 

Handed back to rads.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		12/22/25		Contacted engineers, investigated issue
Contacted treatment b7
Apologised to patient, patient treated elsewhere so engineers could investigate		Generator log returned error 14, anode-cathode voltage not reaching final value in designated rise.		Network Services

		I19408		19471		12/18/25		12:40		12/18/25		Forwarded an email containing an attachment (a GP letter dated 15/12/25) to the ClinOncScanandPrint email address and asked for attachment to be scanned to CWP.
Accessed patient record this afternoon and GP letter has been scanned to CWP under the date of 11/12/25.		email to clinic prep team to kindly remind them to check that the date entered during scanning matches the date shown on the document?		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Upper GI (Clinical Oncology)		Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		12/19/25		Re-sent email and asked for it to be scanned under the letter date of 15/12/25, separately will request version scanned under 11/12/25 to be redacted.		email to clinic prep team to kindly remind them to check that the date entered during scanning matches the date shown on the document?		Network Services

		I19421		19484		12/18/25		16:10		12/18/25		Pt had reaction to docetaxel C2. Had 18.7mls. Pt pressed call bell, was visibly flushed, had complaints of stomach pain, nausea and chest pain. Immediately called for help.		Pt had reaction to docetaxel C2. Had 18.7mls. Pt pressed call bell, was visibly flushed, had complaints of stomach pain, nausea and chest pain.

10mg chlorphenamine given @ 16:10pm.

100mg hydrocortisone given at 16:12pm. Since symptoms ongoing, a further 100mg given at 16:16pm.

Paracetamol IV 1000mg given on free flowing drip @16:18pm for stomach pain.

Pt feeling better. Reviewed by Dr - advised to restart as per protocol. Pt has just been restarted on slow rate, currently tolerating 1/4 rate well. DATIX completed and emailed team.

NEWS2 score 1-2

On 3/4 rate of hypersensitivity rate when patient reported feeling hot and itchy. Flushed face/chest and arms/hands, itchy on hands/arms chest.
Treatment stopped and taken down. Baseline observations taken, on CWP. Contacted medonc on call Dr  who came down to rv patient. Certirizine 10mg PO given as pxd on kardex. Advised to monitor and discharge once symptoms settled. Discharged once settled. Thoroughly safety netted. Team and schedulers informed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/23/25		10mg chlorphenamine given @ 16:10pm. 100mg hydrocortisone given at 16:12pm. Since symptoms ongoing, a further 100mg given at 16:16pm. Paracetamol IV 1000mg given on free flowing drip @16:18pm for stomach pain. Pt feeling better. Reviewed by Dr on unit, advised to restart as per protocol. Pt has just been restarted on slow rate, currently tolerating 1/4 rate well. Will email team.		managed well and safety considered at all times		Network Services

		I19423		19486		12/18/25		18:07		12/18/25		Followed SOP for scanning the patient in CT. The blue cannula in her right ACF was tested at 2.2mls a second and it worked with 10mls of saline test. At the time of injection of IV contrast I asked the patient if the injection felt fine. At first she said yes. She said 'OW' to indicated pain at the end of the 63mls of contrast IV injection. I stopped the scan and went into check. The contrast had extravasated. The cannula was removed and immediate action taken.		The Radiographer called the patient. 'The patient described the swelling has gone down a bit, not sore anymore, still a little bit of redness but better than yesterday. Told the patient if symptoms persist and worsen, call or go to the nearest A and E to have them check it out.'		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Nicholson,  Kim		Finally approved		No Harm		No harm		12/24/25		Stopped any administration of IV contrast and saline solution. Disconnected the cannula. Aspirated any residual contrast with a 10ml syringe. I removed the cannula and marked the area. I applied a cold pack for 20 minutes. The arm was elevated. I got consent from the patient to take a photograph of the area for medical illustration. I gave the patient a CME advice sheet. I will make a record of CWP and CRIS. Another cannula (yellow) was inserted in the right and this did not work. Third attempt with cannulations. The patient consented to a plain scan of thorax, abdomen and pelvis.		Radiographer learnt to closely monitor patients during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I19424		19487		12/18/25		15:00		12/18/25		Pt presented to AAU, upon skin check staff nurse noticed altered skin tone to sacrum skin. Pt is not aware of any previous pressure ulcer although skin looks like a scar tissue.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		12/19/25		Explained to patient skin is vulnerable and applied barrier cream and encouraged to mobilise. Datix done				Clinical Support and Specialist Surgery (CSSS)

		I19425		19488		12/18/25		18:00		12/18/25		Noticed when imported at prep stage that setup information was missing in site setup.
Spoke to radiographer that scanned patient some information filled in. 
Datix submitted.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9 Mould room, workshop activities (these activities are not limited to mould room or workshop areas)		Hannelly,  Lisa		Finally approved		No Harm		No harm		12/24/25		Band 7 informed
Spoke to staff member involved in scan. 
Datix submitted				Network Services

		I19426		19489		12/18/25		18:20		12/18/25		On 3/4 rate of hypersensitivity rate when Sarah reported feeling hot and itchy. Flushed face/chest and arms/hands, itchy on hands/arms chest.		Treatment stopped and taken down. Baseline observations taken, on CWP. Contacted medonc on call Dr , who came down to rv patient. Certirizine 10mg PO given as pxd on kardex. Advised to monitor and discharge once symptoms settled. Discharged once settled. Thoroughly safety netted. Team and schedulers informed.

Written in retrospect. I have discussed with Sarah that she will not be able to use cold cap going forward as she has reacted to her treatment. Sarah understands.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/23/25		Treatment stopped and taken down. Baseline observations taken, on CWP. Contacted medonc on call Dr J. Weaver, who came down to rv patient. Certirizine 10mg PO given as pxd on kardex. Advised to monitor and discharge once symptoms settled. Discharged once settled. Thoroughly safety netted. Team and schedulers informed.		managed well as reacted to rechallenge		Network Services

		I19427		19490		12/18/25		19:00		12/18/25		#1 head rest not documented in site setup.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9C Production of immobilisation devices		Hannelly,  Lisa		Finally approved		No Harm		No harm		12/24/25		Staff called band 7 
Established best head rest to fit patient.
CBCT preformed, head and neck position comparable. 
Datix completed				Network Services

		I19430		19493		12/18/25		15:30		12/19/25		PATIENT ADMITTED FROM HOME ; ACUTELY UNWELL ; SKIN CHECK ON ADMISSION BY DAY STAFF IDENTIFIED AN UNSTAGEABLE PRESSURE ULCER TO SACRAL AREA				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Unstageable		Clarke,  Catherine		Finally approved		No Harm		No harm		12/19/25		WOUND DRESSED WITH APPROPRIATE DRESSING OVERNIGHT ( UNABLE TO DO DURING DAY SHIFT DUE TO PATIENTS CONDITION) REFERRAL MADE TO TVN SERVICE , PATIENT NURSED ON DYNAMIC MATTRESS WITH PUMP ATTACHED AND IN WORKING ORDER. REGULAR CHECKS OF PRESSURE AREAS COMPLETED DURING NIGHT SHIFT AND REGULAR POSITION CHANGES AS TOLERATED BY PATIENT ; ASSKING BUNDLE UPDATED/MAINTAINED.				Clinical Support and Specialist Surgery (CSSS)

		I19448		19511		12/18/25		09:30		12/19/25		TSRT9
Patient marked out for electron treatment, no prep QCLs added thus prep team not aware ready to prep		Admin error on completion of mark up. Excessive workload on this partcular day- explored and no fuether training needed fro relevant staff member.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11 Pre-treatment planning process (including virtual simulation and replans)		Hudson,  Scott		Finally approved		No Harm		No harm		12/28/25		Prep then delayed putting more pressure on prep team.		Admin error on completion of mark up. Excessive workload on this partcular day- explored and no fuether training needed fro relevant staff member.		Network Services

		I19376		19439		12/18/25		08:00		12/18/25		During handover it was noticed that the TPN bag was almost empty despite having 10 hours remaining. The rate was checked together and no errors could be identified. NIC was called to assess. She was also not clear on why this had happened but she did pick up and notice that the sound of the pump sounded very fast. Too fast for what the rate was so it has been suspected that it is a fault with the pump.		I have been to the ward area and tried to find the infusion pump.  No one on the ward knew where the infusion is.  I Have logged the failure on the equipment database management system for trending.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Redikin,  Jacqueline		Finally approved		No Harm		No harm		12/24/25		TPN was stopped. The patient was made aware of what had happened. I have contacted the on call Dr and also the dietician on today. The NIC is also aware. The pump has been stopped and isolated.				Clinical Support and Specialist Surgery (CSSS)

		I19392		19455		12/18/25		11:00		12/18/25		The patient has been booked F2F for their review when we are a nurse led telephone service. Patient has now unnecessarily come into the hospital, when they have had bloods closer to home and the tablets could have been posted out to her. Apologies provided on the behalf of the scheduling team.				The Christie NHS Foundation Trust / Network Services / SACT Services / SACT Admin and Scheduling						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Kulesa,  Weronika		Finally approved		No Harm		No harm		12/30/25		Datix
Apologies to the patient and reiterated that we are predominately telephone based in case the error occurs again				Network Services

		I19388		19451		12/18/25		09:30		12/18/25		Patient prescribed paracetamol and ibuprofen on iQemo. Pharmacy dispensed paracetamol, ibuprofen and prednisolone. No prednisolone was prescribed for this patient on iQemo.		Medication returned to pharmacy
Prednisolone was already dispensed for the correct patient on the same day when it was noticed the patients prescription had not been fulfilled		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit				Incident affecting Patient		Near Miss		Medication incident		Preparation of medicines/dispensing in a pharmacy		Drug/medicine - wrong		Nolan,  Russell		Finally approved		No Harm		No harm		1/5/26		TTO not given to patient, pharmacist informed, medications to be returned to pharmacy. No medications given to patient, apology given to patient and family on behalf of pharmacy.		Ensure each prescription is allocated its own basket
Ensure only one prescription is dispensed at any one time 
When checking prescriptions ensure the patient details are checked for each prescription (often on multiple sheets of paper)		Network Services

		I19519		19582		12/18/25		16:48		12/23/25		No time 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)		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bushell,  Lyn		Finally approved		No Harm		No harm		12/24/25		Patient re-bled. Delay to patient care. 
Sample rejected new sample requested via phone				Clinical Support and Specialist Surgery (CSSS)

		I19527		19590		12/18/25		16:48		12/23/25		No time 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)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bushell,  Lyn		Finally approved		No Harm		No harm		12/24/25		Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I19554		19617		12/18/25		16:00		12/24/25		Incident occurred on 18/12/25
Romiplostim injection dose was 400mcg. 
Incorrect dose given - miscalculated the dose required despite two person check 
Dose given was in 0.48ml which was under the required dose
Platelets therefore, have not come up as much as expected.
Today 24/12/25 - previous error was noted by Ward Sister and Pharmacist.		Quite confusing medication to draw up. Reached out to supplier and other satelite units to see how they ensure accuracy. 
Discussed with team and patient informed.
Dummy packs provided for practice.
Nurse aware of error and has reflected on this		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Montgomerie,  James		Finally approved		No Harm		No harm		12/29/25		Patient informed. 
Team updated. 
Reflection undertaken.				Network Services

		I19403		19466		12/18/25		12:00		12/18/25		Incorrect consent form scanned onto CWP.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Broomhead,  Jan		Rejected		No Harm						Correct consent form scanned onto CWP to replace incorrect form.  To report to IT so they can redact incorrect form				Network Services

		I19373		19436		12/18/25		05:00		12/18/25		Unwitnessed fall. Patient reported he fell from bed and landed on bottom. Denied hitting head. 

- Has had multiple falls at home and as an IP. Roughly 6 falls within a couple of days. Unsteady on their feet and is known to PT. Patient can be quite agitated and restless, although patient understands to use his buzzer if required, does forget.

- Patient found on floor, head against a bag full of clothes. Observations taken, similar to previously taken NEWS. Assisted to chair then bed.		learning added to LFI 
query starting 15mins checks?		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Incident being managed locally		Low Harm		No harm				Alerted on-call dr, a/w review

Repeat L+S outstanding

Documented on CWP		learning added to NFI newsletter		Clinical Support and Specialist Surgery (CSSS)

		I19429		19492		12/18/25		18:00		12/18/25		Patient weight under 50kg and was prescribed with IV paracetamol 500mg  4 times a day. Patient was in pain, pre-made IV paracetamol 1000mg in 100ml was administered over 30mins instead of 500mg. Nurse in charge noticed error when infusion finish and informed responsible nurse.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Millington,  Kerry		Incident being managed locally		Low Harm						Informed doctor, liver function checked, doses in last 24 hours checked not exceed 2g. Advised by doctor to omit midnight dose and not to give further dose until 05:00am on 19/12/2025. Handed over to night shift nurse about incident and actions.				Clinical Support and Specialist Surgery (CSSS)

		I19611		19674		12/18/25		12:00		12/29/25		Patient complained to me that he had felt as though he was being strangled by his 5 point fixation device and that he felt that he was ignored. He is now having panic attacks about the event at home.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		9D Checking/fitting of immobilisation devices		Triffitt,  Clare		Finally approved		Low Harm		Low harm		12/31/25		Allowed time for the patient to tell me about his feelings regarding the incident and also his wife contacted me to inform me that the patient is really struggling to cope with what happened.				Network Services

		I19372		19435		12/18/25		02:00		12/18/25		The clinical incident was EXTRAVASATION not infiltration. 
Overnight the patient had a polyfuser running through her cannula, it was started at 21.00pm. The patient complained of pain surrounding her cannula site and asked for it to be removed at 2:00am. Infusion stopped and the extravasation policy was followed, doctor informed. 37.5mls had gone through since it was started. Attempted to draw back and got 1ml. Explained what had happened to patient and leaflet given.		learning identified, all actions followed appropriately.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Caporn,  Alice		Finally approved		Moderate Harm		Low harm		12/18/25		Infusion stopped.
Policy followed.
Attempted to withdraw.
Cannula removed. 
Drew around affected area. 
Gauze and cold compress applied. 
Explained to patient what had happened, leaflet given. 
Doctor informed. 
Monitoring ongoing.		correct protocol followed 
escalated appropriately		Clinical Support and Specialist Surgery (CSSS)

		I19400		19463		12/18/25		12:00		12/18/25		Pt had a vasovagal episode post subcut NIVO.
Felt sweaty, clammy, lost consciousness fell backwards.
Pt reports when he was on IV nivo he had pre meds as he had a previous reactions.
Pt then reports he was given pre meds to take at home to take for the first sc nivo but no pre meds documented on iqemo.Pt then had enough to take for cycle 2- so took them. Pt says he checked with the nurse last time who confirmed there was no pre meds prescribed on the script.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		Moderate Harm						No pre meds given pre treatment today as per prescription.
Obs checked.
Pt cannulated  and IV chlorphenamine administered IV
Obs re -checked.
Pt still feeling very clammy, asked unit ACP to review pt.				Network Services

		I19654		19717		12/19/25		15:05		12/30/25		Unit of RBC's was 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						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		1/2/26		Transfusion Practitioner - Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I19530		19593		12/19/25		08:56		12/23/25		Tube expired.  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)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bushell,  Lyn		Finally approved		No Harm		No harm		12/24/25		Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I19525		19588		12/19/25		08:39		12/23/25		Incorrect hospital number 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)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bushell,  Lyn		Finally approved		No Harm		No harm		12/24/25		Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I19505		19568		12/19/25		17:10		12/22/25		Receiving cetuximab.
Reported feeling dizzy and some pain in chest.		Hydrocortisone 100mg, administered under PGD
Infusion stopped
Obs taken - NEWS2 score - 0
Hydrocortisone given
ECG taken
Dr informed
Team informed via email

Shirley monitored for 2 hours post ? cetuximab reaction. Obs stable as charted. Unable to re-start Cetux due to unit opening times. ECG was reviewed by doctor on unit and all ok, sent for scanning. Discussed with on call Dr via alertive happy for Shirley to go home if well. Discharged with safety netting.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/23/25		Stopped infusion
Obs taken
Hydrocortisone administered
Dr informed
ECG taken		managed well and team involved		Network Services

		I19464		19527		12/19/25		15:00		12/20/25		patient discharged home in ambulance and few of the discharge meds was left behind.
rang patient 20/12/25 to check if anyone can collect meds she said no, DN was present at the time of call she said patient is due her steroids and furosemide tablet so if we can sent meds ASAP, informed duty manager and managed to sent meds by taxi.		Incident discussed with the nurse at the time. 
Incident also shared in the learning from incidents newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Caporn,  Alice		Finally approved		No Harm		No harm		1/5/26		patient was informed, and next day 20/12/25 meds was taxied home.
talked to nurse involved she said patient had lots of meds with her and she thought she gave this bag of meds as well , but later find that it was left out.				Clinical Support and Specialist Surgery (CSSS)

		I19467		19530		12/19/25		09:30		12/20/25		Noticed when doing morning meds we were 1 vial of oxycodone injection missing and 1 extra vial of morphine injection.		Staff to be more vigilant when administering controlled medication, general reminder added to daily safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Drug count incorrect		Paterson,  Ruth		Finally approved		No Harm		No harm		12/30/25		Informed nurse in charge, re-calculated and corrected in CD book.		Staff to be more vigilant when administering controlled medication		Clinical Support and Specialist Surgery (CSSS)

		I19470		19533		12/19/25		17:35		12/21/25		Plan record for different patient added to another patient's Mosaiq documents & approved before noticing it was the wrong patient				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Goldstraw,  Rhiannon		Finally approved		No Harm		No harm		12/23/25		Document voided but cannot be removed from Mosaiq. Note added to Navigator for patient whose documents this was added to to avoid confusion on treatment.				Network Services

		I19477		19540		12/19/25		17:44		12/22/25		TSRT9 13Z D04 SB3i MD13CC CF3a
XVI fault in the middle of CBCT scan. Gantry angle around 355.		kV enable dropped - mid way through scan.
kV generator log shows issues:
Error 139: Inverter Failure.
Error 9: The inverter module has been overloaded.
Rads moved to another machine while I investigated.

2x test scans completed without issue. To be monitored.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						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		Finally approved		No Harm		Low harm		12/22/25		Inform Band 7. Call engineer. Additional image was authorised. Patient was treated in different machine.		Error 139: Inverter Failure.
Error 9: The inverter module has been overloaded.		Network Services

		I19458		19521		12/19/25		22:15		12/20/25		Arrived on the ward for admission skin checked and found pressure sore on left buttock				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		12/22/25		Informed nurse in charge 
Datix 
Skin bundle				Clinical Support and Specialist Surgery (CSSS)

		I19442		19505		12/19/25		09:00		12/19/25		A patient along with their next of kin attended IPU reception to book in for a clinic this morning.  The Nok informed the receptionist that they had received a letter for a future clinic appt , for January next year.  Along with their letter there was a letter for another patient, that had been mistakenly sent, they brought the letter back and this was then sent out to the patient. On checking CWP both the letters were sent out by a secretary on the 05/12.25.				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		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Edwards,  Kerrisha		Finally approved		No Harm		No harm		12/22/25		The receptionist thanked and apologised to the NOK for returning the other patients letter back to IPU reception.  They checked that no appointments had been missed due to the error.  No appointments were missed.  This was escalated to the Admin team leader.  .  The admin team leader phoned the Access and Administration Manager to make aware of the incident.  CWP annotations were made on both the patients.  Admin manager asked Access manager to contact the patient who hadn't received their letter.  The secretary who sent the letters was not in the Trust today.				Clinical Support and Specialist Surgery (CSSS)

		I19444		19507		12/19/25		08:30		12/19/25		Patient did not attend for their appointment for a blood transfusion and crossmatch, called an hour past the appointment time to be informed by the patient that they were never told about the appointment and were unable to attend today.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit		The Christie NHS Foundation Trust / Network Services / Outpatients A				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure with patient or relative		Gudger,  Amelia		Finally approved		No Harm		No harm		1/5/26		Informed bed managers and let their team know and alerted them to rerefer to us if necessary next week.				Clinical Support and Specialist Surgery (CSSS)

		I19513		19576		12/19/25		12:40		12/23/25		Made aware by colleague that patient had two fluouracil bags and pumps stored in treatment room, one set of chemotherapy out of date and the other in date. Colleague noticed this as she was checking the date on patient pump during administration checks, and realised it was out of date. Appears as if chemo deferrals are not being done as morning checks.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Storage		Other		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Incident reported as a near miss, as there was potential out of date chemotherapy could have been given to patient.				Network Services

		I19445		19508		12/19/25		12:30		12/19/25		TSRT9. Patient broke out into a few hives after IV contrast given during RTP scan.  Noticed when completing CRIS (post RTP scan) that there was an alert stating patient was allergic to contrast, patient had informed us during pre-contrast questionning that she has had no previous problems with contrast for CT scans.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT Sim 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hudson,  Scott		Incident being managed locally		No Harm						CSW contacted for observations and review team alerted to review. NEWS 0. Patient stayed in department for an hour to confirm hives have settled before going home. Chlorphenamine dispensed under PGD and given to patient by trained staff member. CRIS amended to note that she is allergic to iodine based contrast.				Network Services

		I19552		19615		12/19/25		12:01		12/24/25		A patient (Warren 202526563) received another patients appointment letter in with theirs (Cetiner 202528380) and brought it to their appointment to return to us.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Near Miss		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Issue was handled at Leighton and reported to me for feedback to staff member responsible, I have resent the appointment letter and fed back to the member of staff.				Network Services

		I19524		19587		12/19/25		11:50		12/23/25		Incorrect hospital number on sample. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Incident being managed locally		No Harm						Sample rejected new sample requested via phone.				Network Services

		I19526		19589		12/19/25		14:33		12/23/25		No time on sample. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Incident being managed locally		No Harm						Sample rejected new sample requested via phone.				Network Services

		I19604		19667		12/19/25		12:00		12/28/25		TSRT9

Incomplete XVI acquisition due to KV fault.

381 frames acquired; additional dose to pt = 5.4mGy. Pelvis M15 CC Preset used.

1st occurrence - not reportable. 

Modality - D04.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Incident being managed locally		No Harm						B7 + engineers informed.

Pt taken off bed for engineers to run test scan.

Additional concomitant exposure approved in Mosaiq.

Pt reimaged + treated.				Network Services

		I19447		19510		12/19/25		13:00		12/19/25		Member of the public passing by the Christie but felt light headed, had palpitations and felt lightheaded. Watched recorded 150bpm.
Some staff members were close by and stopped to help. Ambulance rang by the staff.
Fast bleep put out to CCOT.
Attended to review, observations – RR16, sats 99%, BP 180/98, HR 109. BM 5.7.
Palpitations on going. 
ECG obtained in pre op – ST
Asked duty manager to attend for support.
Awaited ambulance for 50mins.
Ambulance arrived at 13.45				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Members of the public/visitors		No Harm		Clinical Event		Unwell visitor		Unwell visitor		McLeod,  Kirsty		Incident being managed locally		No Harm						Handed over to ambulance.				Clinical Support and Specialist Surgery (CSSS)

		I19449		19512		12/19/25		14:30		12/19/25		pt came in for a CT TAP scan but had a CT TAP at Royal Liverpool Hospital 2 days ago which is not available for us to see on CRIS or PACS. pt was asked and did not mention scan when being prepped. full prep given to pt, cannulated and brought into scan room. questionnaire was rechecked with pt and that's when pt's son told us about the scan 2 days ago.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure with patient or relative		Whelehan,  Sarah		Incident being managed locally		No Harm						confirmed it was definitely CT scan with pt and her son (pt was not english speaking). discussed with radiologist, no reason to rescan. explained situation to both and why scan was no longer need and both were very understanding.
details given to pacs team and import of images in progress.				Clinical Support and Specialist Surgery (CSSS)

		I19451		19514		12/19/25		10:52		12/19/25		No pictures of patients arm position in site set-up to aid with set-up in the room. Also, orange knee bolster marked as used but no position on the bed given.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Holt,  Daniel		Incident being managed locally		No Harm						Escalated to B7. CT informed to look for any possible photos of patient position. No photos were found. Arm position on image was comparable to that at RTP.				Network Services

		I19452		19515		12/19/25		12:30		12/19/25		Patient received into IPU recovery following Excision of recurrence MCC left calf and SSG. Patient mobilised from theatre with wheeled walker. Handed over to IPU nurse by theatre nurse that patient was for full weight bearing. Incorrect weight bearing status handed over, differentiating from operation note when this was compared and checked.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7				Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Inadequate handover		Mlambo,  Sukoluhle		Incident being managed locally		No Harm						Nurse receiving handover asked theatre nurse about weight bearing status, as usually SSG to lower leg requires physio review. Theatre nurse verbally handed over "full weight bearing" as the patient had walked from theatre 7 to IPU recovery. There was also nothing on wound instruction sheet to document need for physio.

IPU nurse checked operation note where it was requested for "forefoot weight bearing" status. Physio review requested and obtained. Patient discharged safely.				Clinical Support and Specialist Surgery (CSSS)

		I19453		19516		12/19/25		12:00		12/19/25		Patient booked in for 1 unit red blood cell transfusion, to arrive at 11:30 having already been cross matched and group and saved at 08:00 in clinic. Patient arrived at 12:00 with no cross match or group and save and they had not had a transfusion before. We close at 16:00 so escalated back to the patient's team and bed managers - no beds available - transfusion added to TCI tomorrow at AACU by bed managers				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Protano-Byrne,  Jordan		Incident being managed locally		No Harm						bed managers aware. team made aware via alertive. patient updated and in agreeance with plan.
Not booked by R&B -redirecting to Haem  as CK who noted appt details on CWP is Haem nurse. BL if this is not Haem issue please redirect to relevant person.
BL 30.12.2025 - redirecting as seen by lymphoma team.				Network Services

		I19455		19518		12/19/25		15:00		12/19/25		Planned for discharge today at 15:00. Confirmed for POC to start to commence at tea time.  This was a Fast Track EOL discharge which had been complex due to patient's lack of capacity. Several referrals completed for FT POC, DNs, CPCT, involvement of GP to ensure a safe EOL discharge. TTO's not completed promptly and discharge was cancelled. Doctors were informed on Wednesday 17/12 evening regarding this discharge and TTO's not completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical Event		Known complication		Known complication		Downey,  Joanne		Incident being managed locally		No Harm						Made contact with family throughout the day to inform them of any updates including all community teams (care agency and DNs). Apologies to all involved for the delay. Escalated this to ward manager and matron.				Clinical Support and Specialist Surgery (CSSS)

		I19457		19520		12/19/25		13:00		12/19/25		Patient was in the bathroom on toilet, asked to not stand alone and let HCA know when he was finished, HCA and mum waiting outside bathroom. Patient stood alone and walked out of bathroom and became unsteady on feet, HCA assisted patient to slump against the wall so as not to fall. Patient did not fall to the ground, remained slumped on wall and assisted back to bed. Patients head grazed the wall as he leaned against it.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Brennan,  Naomi		Incident being managed locally		No Harm						Set of physiological observations completed
GCS completed 
Alerted Dr 
Physio alerted to review mobility				Network Services

		I19438		19501		12/19/25		11:00		12/19/25		Pt due for treatment 19/12/25 at 1130.
Bloods taken 18/12/25 at 12:53 they were checked into the lab.
Today- christie profile is still pending on the sytem.
Pt presented for treatment and is now going to be delayed because the bloods werent processed.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Thirkettle,  Sally		Incident being managed locally		No Harm						Rang the labs to chase the result- they informed us there had been an error and the blood wasnt processed yesterday.
They said it would be an hour from then that the result will be on the system.
Apologies given to the patient for the delay in starting treatment.				Network Services

		I19489		19552		12/19/25		13:30		12/22/25		Theatre team briefing for prostate cases are not always done on time. There is resistance in following NaTSips  checklist guidelines except for one consultant.  Most Friday's The consultant operating has a meeting until 9am. This has been highlighted on meetings earlier. On this day the same no operating consultant was present for briefing, Also the ward had one trained nurse and the patient wasn't ready for theatre. So the List commenced later than what used to be late start anyway.				The Christie NHS Foundation Trust / Network Services						Incident affecting the organisation		No Harm		Clinical incident		Admission		Delay/ failure		Cox,  Margaret		Rejected		No Harm						Anaesthetist, nursing team and physics team are present and set up ready to start the list by 8am.Team brief done for two patients @8:40am without the operating consultant with consultant radiographer after  discussion with anaesthetist. While the second patient was on the table , anaesthetist reviewed the third patient on the ward. The consultant oncologist was requesting that any chance of skipping the briefing for the third patient and continue with the list, for which I refused and insisted on patient safety.
Again while at the of second case , while i am removing the catheter from the patient, the consultant radiographer requested that whether we can brief now for the third patient. Since the second patient is still on the table , end of anaesthesia, I refused to do so saying we need to concentrate on this patient who is on the table.
Briefed at 12:14pm and continued with the list. The patient had difficult IV access, though using ultrasound which took more than an hour to get IV access. The list finished very late, On debrief , the consultant wasn't happy about the late finish.				Network Services

		I19454		19517		12/19/25		11:50		12/19/25		patient had arrived to department and was being weighed when her legs started to look unsteady. As there was no way to safely catch her she was safely guided to the floor and did not hit her head.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Outpatient)		Assisted to ground		Harris,  Andy		Finally approved		Moderate Harm		No harm		12/24/25		reviewed by nurse in charge and ANP's, observations and blood glucose taken, assisted to chair and then wheeled to patient bed for continued treatment. outreach informed of patient condition				Clinical Support and Specialist Surgery (CSSS)

		I19450		19513		12/19/25		14:00		12/19/25		patient turned post op and found to have no blanching redness on the sacrum area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Kennedy,  Pamela		Finally approved		Low Harm		Low harm		12/29/25		call medical illustration, informed recovery staff, informed tissue viability lead and datix done				Clinical Support and Specialist Surgery (CSSS)

		I19478		19541		12/19/25		00:00		12/22/25		Hospital onset healthcare associated CPE Pseudomonas bloodstream infection. Attributed to palatine ward. Admitted 28/11/25.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Harm		Infection control		Pseudomonas BSI		HOHA (healthcare onset – healthcare associated)		Anderson,  Rebecca		Incident referred to DPSIG		Low Harm		Low harm				Water sampling on rm 17 and 24 requested with Estates. 
72 hr review to take place.				Network Services

		I19459		19522		12/20/25		06:00		12/20/25		I was sitting at the nursing station when the emergency call bell went off. I ran to the patient's room and saw the patient sitting on the floor next to his bed and the HCA who rang the emergency bell. The patient expressed that he was trying to get to the toilet and that he didn't hit his head when asked.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Trip		Caporn,  Alice		Incident being managed locally		No Harm						Patient was alert and oriented on interaction. A-E assessment carried out, and reassurance given. Observations and blood sugars within normal range. Other staff nurse carried out neuro obs. Patient expressed no complaints of pain/dizziness at this time when asked. Patient expressed that he was just trying to get to the toilet. Explained to patient that he knows that he is meant to let staff know when he needs to use the toilet due to his mobility issues. The patient was prompted to use the call bell. Patient was assisted to standing by staff and assisted back into bed. He was also incontinent of urine at this time. Staff assisted him with hygiene and with changing his sheets. Doctor alerted to come review the patient. The patient was placed back onto a 1:1 supervision, as he was recently on 15min checks. Doctor came to review soon after.				Clinical Support and Specialist Surgery (CSSS)

		I19460		19523		12/20/25		07:45		12/20/25		Carer with and on 1:1, carer came out and asked for help to get patient off the floor as he had been assisted to the floor.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Clinical incident		Assisted to sit/ ground		Assisted to ground		Caporn,  Alice		Incident being managed locally		No Harm						Assisted by RN Matthew and carer to stand from the ground. Observations taken, no concerns. CBG checked 4.2mmol. No complaints of pain or injury. Left to have a drink and some breakfast.				Clinical Support and Specialist Surgery (CSSS)

		I19694		19757		12/20/25		08:00		12/31/25		Code SPM
Ext 3860
Ordercoms number 9456209,9456206, 9456204.  Informed by ward that the wrong patient bloods were in the bottles.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		12/31/25		Error logged, booked in with a comment in synergy stating why samples had been rejected.				Clinical Support and Specialist Surgery (CSSS)

		I19570		19633		12/20/25		05:30		12/24/25		concessionary release required for pt as clinical team could not wait for bloods to come from RCI.

Pt was on daratumumab and therefore lab unable to perform crossmatch in house. ( pan reactivity in crossmatch).  Hb 62				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Delay		Concessionary release		Millington,  Kerry		Incident being managed locally		No Harm						contacted haem reg, crossmatched and released units.				Clinical Support and Specialist Surgery (CSSS)

		I19461		19524		12/20/25		10:30		12/20/25		Methylphenidate 5mg tablets actual count is 5 tablets, CD register book count is 4 tablets.		Staff nurses involved spoken to and aware that they need to be more vigilant when administering controlled medication		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Medication incident		Storage		Other		Paterson,  Ruth		Finally approved		No Harm		No harm		12/30/25		Escalated to duty manager on call. ?patient was  incorrectly given 1 tablet instead of 2.		Staff to be more vigilant when administering controlled medication		Clinical Support and Specialist Surgery (CSSS)

		I19462		19525		12/20/25		12:20		12/20/25		patient alerted us that they felt sick, hot and dizzy after 22.2mls of paclitaxel treatment.		Medication given for drug reaction
Hydrocortisone 200mg, administered under PGD

Actions and result of actions taken
Observations taken and NEWS2 score 0-1
symptoms settled with hydrocortisone.
patient rechallenged as per hypersensitivity protocol

team informed via email to update.
managed with help of ACP on unit 

ACP REVIEW
Attends for chemo

c/o feeling hot, tickly cough

Observations NAD

Infusion 22ml given, stopped

Given hydrocortisone IV, settled quickly

No rash, stridor, swelling

Chest clear

Plan; review when settled and restart at slower rate

Inform team

Nurse treating patient - explained to patient that due to drug reaction we wouldn't be able to carry on with cold cap, although understandably upset with this she was understanding of the situation and wig service information given.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/23/25		treatment stopped 22.2mls infused.
observations taken as per CWP.
2 x 100mg hydrocortisone IV administered under PGD. Symptoms then settled.
patient was reviewed by ANP on unit and decided to rechallenge patient as per taxane breast hypersensitivity protocol.

after 30 minutes, obs rechecked and treatment restarted as per hypersensitivity protocol sucessfully.

team emailed to update.

allergy status updated on CWP and Iqemo		managed well - protocol followed		Network Services

		I19463		19526		12/20/25		14:20		12/20/25		Paclitaxel had completed  ready for post flush pt said they had stomach pain and a weird feeling in the throat.		Hydrocortisone 100mg, administered under PGD
 IV paracetamol given as PGD for stomach pain

Actions and result of actions taken
Flush not started 
Observations done and recorded  - NEWS2 score -0
ACP on unit reviewed and 100mg of hydrocortisone given and 1g iv paracetamol for the pain.
This then resolved. After 30mins re checked obs and patient said she felt okay.
ACP stated To put up carbo.
Team and chemo apps emailed
Desensitisation medication prescribed and pharmacy aware.
script now amended to slow rate for next treatment		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/23/25		Flush not started OBS done and recorded ACP on unit review and we gave 100mcg of hydro and 1g iv paracetamol for the pain. 
This then resolved. After 30mins re checked obs and pt said they felt okay. 
To put up carbo. 
Team and chemo apps emailed 
Desensitisation medication prescribed and pharmacy aware.		Reaction managed well 
patient kept safe throughout		Network Services

		I19476		19539		12/20/25		14:00		12/21/25		Patient bed rail caught under rtp scanner bed during pat slide. Therefore when moved patient bed part of ct  bed broke off		Engineers fixed scanner couch and ok for clinical use.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT Sim 2						Incident affecting the organisation		No Harm		Equipment incident		Medical		Damaged equipment		Forshaw,  Laura		Finally approved		No Harm		No harm		1/2/26		Part that broke off was not related to xrt couch top, lasers was checked and tombstone scan carried out which was in tolerance therefore band 7 authorised ok for vsim scan but alerted scanner staff for next morning to liaise with engineers first thing		Staff members must be careful when operating the scanner couch next to a stretcher during pat slides. The stretcher must be away from the side of the couch before the scanner couch is raised and/or lowered.		Network Services

		I19468		19531		12/20/25		21:09		12/21/25		Power supply issue to W14- 
Bio bank fridges alarming and incorrect temperatures
Generator did not activate
Affecting theatre 8&9, K Kendall labs and fridges on W14		none		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 8				Incident affecting the organisation		No Harm		Non-clinical incident		Estates		Electricity		Morgan,  Nigel		Finally approved		No Harm		No harm		12/31/25		Estates on-call escalated to manager - 
Company called out to check generator and managed to get it working
Electricity North West called out to check supply, no supply issues, potentially a problem with a switch.
Awaiting engineer to come out to check that- not confirmed when this will be as of 06:00
Emergency blood kept in labs- to call MBL mobile number for this.
3000L of crown oil ordered to keep generator working for now		.		Capital, Estates and Facilities

		I19469		19532		12/20/25		15:00		12/21/25		Blood culture samples taken for patient (SR), incorrectly sent to pathology laboratory using blood request forms identified for patient (DW) at approx. 15:17 20/12/2025				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Patient incorrectly identified		Dale,  Emma		Finally approved		No Harm		No harm		12/22/25		Error occurred by myself- identified by nursing staff overnight and informed during nursing handover. 
Informed ward round medics morning of 21/12/2025 of clinical error to make aware to disregard these results not to impact clinical management plan. 
Contacted pathology Laboratory this morning- advised of error. Pathology staff advised will remove incorrect results from CWP results reporting digital system- Blood cultures not yet transported and advised these will be disregarded. 
Bloods re-taken for patient (SR) by night team and sent to pathology laboratory. 
Reflective account to be completed by myself and discussed with Line manager.				Clinical Support and Specialist Surgery (CSSS)

		I19465		19528		12/20/25		08:00		12/20/25		Clinical waste bins in waste room not emptied yesterday and now overflowing. 
Infection control risk due to overflowing bins
Potential safety risk from debris falling		Bins not emptied due to staff shortages and the team were behind schedule
Estates called and made aware, and the bins were collected and emptied and returned to the dept.		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Incident affecting the organisation		No Harm		Non-clinical incident		Estates		Inappropriate disposal of waste		Elliott,  Simon		Finally approved		No Harm		No harm		12/30/25		Estates called to collect bins and bins collected				Capital, Estates and Facilities

		I19466		19529		12/20/25		10:30		12/20/25		*Documented as equipment incident as relating to CVC line*

The patient was on quad noradrenaline and vasopressin. When I went to piggyback the noradrenaline the cvc lumen (brown) appeared clamped however neither pump was alarming for the blockage. The noradrenaline was infusing at 2.75ml/hr and vasopressin at 1ml/hr. Pump pressure on the norad pump was 10.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)						Incident affecting Patient		Near Miss		Equipment incident		Medical		User error		Redikin,  Jacqueline		Finally approved		No Harm		No harm		12/22/25		Noradrenaline was commenced on a free lumen. Dr informed. SSN nurse informed. Lumen labelled not to use and ensured clamp was fully across line.		Occlusion pressure to set correctly		Clinical Support and Specialist Surgery (CSSS)

		I19486		19549		12/20/25		21:00		12/22/25		MCRC Biobank Freezer alarms triggered due to power outage - emergency generator didn't kick in and freezers without power for approx. 1 hour risking loss / damage to HTA regulated material and potential regulatory breach. Power cycled on and off for next 2.5 hours and then for a final time on Sunday 21/12/2025 at 12:45. Power restored before any damage to samples occurred.				The Christie NHS Foundation Trust / Research and Innovation / Human Tissue Research / MCRC Biobank						Incident affecting the organisation		Near Miss		Non-clinical incident		Estates		Electricity		Morgan,  Nigel		Finally approved		No Harm		No harm		1/5/26		Contacted security and confirmed estates were aware and sorting the issue. Biobank on-call arrangements enacted to check the temperate of the freezers on Saturday evening, Sunday morning and Sunday afternoon. Temps manually recorded these whilst the power issues were being investigated and restored.

Contacted estates Monday 22/12/2025 - who confirmed as follows: "The probability of this incident happening is a very extreme possibility, we believe we had a small blip in the electrical supply which caused the generator to start but then the electrical supply reinstated itself causing a fault current to pass down the neutral and trip he protection on the main ABB MCCB. The generator was sensing an electrical supply so would not operate on its own, so I had to manually start the generator. We have not done a Datix for this incident."				Research and Innovation

		I19553		19616		12/20/25		17:14		12/24/25		Query transfusion reaction. Patient attended AMBC from AACU for 2 units RBC. First one already connected when transferred. Obs stable throughout. After second unit finished, patient spiked temp 38.4.
No reaction form submitted. Recorded in retrospect by Transfusion CPF.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		12/29/25		Routine bloods, cultures and transfusion reaction bloods taken and sent to labs along with both bags of RBC. Informed labs of ?transfusion reaction. Dr alerted and came to review. Prescribed paracetamol and stat Taz. ECG completed.				Clinical Support and Specialist Surgery (CSSS)

		I19497		19560		12/20/25		00:00		12/22/25		Hospital onset healthcare associated E coli bloodstream infection. Attributed to palatine. Inpatient since 10/12/25.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Anderson,  Rebecca		Incident being managed locally		Low Harm		Low harm				72 hr review to take place		Ensure CVAD dressing changed every 7 days		Network Services

		I19498		19561		12/20/25		00:00		12/22/25		Community onset community associated klebsiella bloodstream infection. Sample taken on admission on 20/12/25. PORT in situ				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Infection control		Klebsiella BSI		COCA (community onset – community associated)		Scott,  Sabrina		Incident being managed locally		Low Harm						IPC review of case completed				Clinical Support and Specialist Surgery (CSSS)

		I19523		19586		12/21/25		02:15		12/23/25		Incorrect hospital number 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)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bushell,  Lyn		Finally approved		No Harm		No harm		12/24/25		Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I19479		19542		12/21/25		15:00		12/22/25		I was contacted by the on-call pharmacy team regarding insufficient supply of tocilizumab on Palatine Ward. The weekend team were able to use existing stock obtained from other clinical areas, namely CCU and the emergency drugs cupboard. Upon questioning TCP the following morning I was told there were 5 orders on back-order, and the supplier had only received stock on Friday 19th December. The haematology pharmacy team were not made aware of a lack of available stock for our CAR-T patients.				The Christie NHS Foundation Trust / Network Services / Pharmacy						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Nolan,  Russell		Finally approved		No Harm		No harm		1/5/26		Asked TCP to order stock
Asked the on-call team to retrieve doses of tocilizumab from other areas of the hospital				Network Services

		I19560		19623		12/21/25		17:00		12/24/25		Tone sounding but no image appeared, proceeded and followed by acquisition interruption error messages approx 17:19 PTC. Log show additional Head lateral dose. <50% of pair so not added to act cap, but dose datixed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						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						Tone sounding but no image appeared, proceeded and followed by acquisition interruption error messages approx 17:19 PTC. Log show additional Head lateral dose. <50% of pair so not added to act cap, but dose datixed. Repeated + imaged as normal.				Network Services

		I19485		19548		12/21/25		13:10		12/22/25		Patient was placed on IV route of Oxycodone I/R alongside Oxycodone M/R via PO route. Patients not to receive multiple routes of analgesia while on ward environment due to safety risks with lack of 1:1 monitoring (unless directed by the Pain Management Team or Anaesthetic Team). 

Patient received 5 x doses of Oxynorm (given PO route by nursing staff) but they used the IV route prescription resulting in an administration error.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Medication incident		Prescribing		Route - wrong		Myriokefalitaki,  Eva		Incident being managed locally		No Harm						EPMA prescription suspended and patient reviewed 1st on Pain Team ward round.

After review, prescription discontinued and patient placed on appropriate prescription (PO route).

Patient informed of error in initial prescription and was understanding of this information.

Unfortunately no senior members of SOU team were on shift today to report this incident to. 

DATIX completed.				Clinical Support and Specialist Surgery (CSSS)

		I19471		19534		12/21/25		10:40		12/21/25		TSRT9
Vacbag check not completed, check was due 17/12/25.
Not picked up at chart QA.
NB CSWs unable to complete so vacbag checks assigned to the gantries.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		9D Checking/fitting of immobilisation devices		Kirk,  David		Incident being managed locally		No Harm						Vacbag check completed, no issues.				Network Services

		I19472		19535		12/21/25		13:20		12/21/25		Patient teletracked from AAU to Palatine ward at 10:37. Time of datix 13:21, patient still not taken by porters. Have asked a member of AAU staff to transfer patient. Unknown reason why porters have not picked up the job for this duration of time.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Portering service		Teletracking		Worgan,  Howard		Incident being managed locally		No Harm						Incident report made. Patient is teenage young adult so eager to go to Palatine ward. Transferred with AAU staff to avoid delay and distress.				Capital, Estates and Facilities

		I19571		19634		12/21/25		16:03		12/24/25		Klebsiella BSI in peripheral Blood culture 21/1/2/25. Previous overnight stay on AAU 9-10/12/25. COHA. 
SACT treatment 17/12/25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Klebsiella BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Learning response required		Low Harm		Low harm				Report to HCAI DCS, medical team aware, 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I19499		19562		12/22/25		17:00		12/22/25		District nurses contacted the hotline to inform that a pt has a expired chemotherapy pump attached. District nurses has attended to remove the pump and sent a picture to the AOMS email. 
Hotline have informed ORTC and NIC asked hotline to inform the doctor regarding this. 

Hotline informed ORTC NIC that they need to escalate this and the NIC replied 'I would just be doing what you do babe and ring the doctor' and 'well the patient has called hotline so why cant you ring the doctor'				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Storage		Unknown		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						ORTC informed of incident and asked to escalate.
Datix completed				Network Services

		I19502		19565		12/22/25		15:18		12/22/25		patient felt nausea during paclitaxel infusion. 274ml given. treatment stopped immediately.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						hydrocortisone 100mg given under PGD and metoclopramide given. observation took and charted in CWP.  patient felt better after. she doesn't want to continue with the treatment today. the rest of chemotherapy discarded.				Network Services

		I19507		19570		12/22/25		19:00		12/22/25		Found on nursing station a Blood prescription.  Noted that patient was not a inpatient on the unit. but it was perscribed for 22/12.  Noticed writing underneath stitcher, so peeled back and noticed another patient name.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting the organisation		Near Miss		Clinical incident		Patient identification (non medication/ tranfusion incident)		Patient identification (non medication/ transfusion incident)		Anderson,  Rebecca		Incident being managed locally		No Harm						esculated to NIC, and nurse looking after the written name who didnt need blood as HB 72 and only required it below 70.				Network Services

		I19509		19572		12/22/25		21:00		12/23/25		Pt has been admitted with a DTI on left big toe				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Deep tissue injury		Anderson,  Rebecca		Incident being managed locally		No Harm						Pressure relief maintained
Pt has been referred to TVN				Network Services

		I19510		19573		12/22/25		21:00		12/23/25		Pt has been admitted with a moisture associated damage on left buttock				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Anderson,  Rebecca		Incident being managed locally		No Harm						Escalated to nurse in charge
Ensuring pt continence care needs are met
Referral to TVN made				Network Services

		I19480		19543		12/22/25		10:15		12/22/25		For audit purposes
Line removed due to infection within 2 weeks of insertion				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Procedure Team						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Hill,  Steve		Incident being managed locally		No Harm						Line removed.
Datix completed
Added to procedure team peri- insertion complication database				Clinical Support and Specialist Surgery (CSSS)

		I19483		19546		12/22/25		09:50		12/22/25		Patient had a skin reaction post Iodinated Contrast IV Injection after his CT scan. It was noted when his cannula was ready to be removed but I did not remove his cannula. Patient did not alert us before this time. I did not know myself of this patient having a previous reaction.

1mg chlorphenamine given and observed for  1 hour. He did have the same reaction at home last time but this was a suspected reaction. MBT told radiographer scanning to continue with CT plus IV contrast.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						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		Incident being managed locally		No Harm						Given the 1 mg chlorphenamine and observed. Checked patient was ok and the exclusion criteria for giving medicine.

Checked with the patient at 11:00 and the symptoms had completely gone and cleared up.				Clinical Support and Specialist Surgery (CSSS)

		I19491		19554		12/22/25		10:00		12/22/25		- Patient attended HTDU for blood and review
- CVAD PICC line not been flushed since 05/12/2025
- No signs of infection
- PICC line still functioning				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		No Harm		Infection control		Devices		PICC		Martinspitacas,  Irina		Incident being managed locally		No Harm						- Dressing changed using ANTT and following policy
- Line cleaned and flushed appropriately				Network Services

		I19492		19555		12/22/25		07:45		12/22/25		Procedure on theatre list was listed  incorrect, patient consented and marked for Left block dissection of pelvic nodes. 
Checked with surgeon, confirmed that the procedure was on the left side, checked with patient and also got confirmation for right sided operation.		IPU - Discussion with IPU/DOSA Staff Nurse  who prepared the patient for theatre. She states that she was interrupted during the checklist by the surgeon and when she went back – she checked the mark against the consent but did not complete the triangulation against the theatre list. The discrepancy between the theatre list and the consent form was then not identified until theatre. Staff Nurse acknowledges the error and has reflected on it both professionally and personally. Incident also debriefed in IPU daily safety huddle for one week for team awareness.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Bevan,  Ellie		Incident being managed locally		No Harm		No harm				confirmed with the surgeon, checked the lists, informed Co-ordinator and completed datix.		IPU - missed the initial opportunity to identify the discrepancy and it should have been identified in DOSA. Individual nurse reflection and team debrief of incident in IPU safety huddle. 

Admin - consideration to be taken when completing surgical booking form to ensure correct information entered.		Clinical Support and Specialist Surgery (CSSS)

		I19493		19556		12/22/25		15:20		12/22/25		Medication was electronically prescribed at 13:24pm. Phoned 7952 to screen and release from iQemo straight away  (doesn't need to supply medication as we have it on the ward) Phoned pharmacy 3x to follow it up as patient has an MR scan at 15:30pm. Finally released at 15:15 pm. Patient experienced anxiety due to delay in receiving the infusion along with the added stress of attending her next appointment on time. As medication not screened, this caused a delay in treatment.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Patel,  Rizwan		Incident being managed locally		No Harm						Medication given as soon as it was released on iQemo. Apologised for the delay.				Network Services

		I19543		19606		12/22/25		11:30		12/23/25		Patient became unwell in renal clinic. HTDU asked to take patient for IVabx and fluids. No capacity for this at the time. Renal dr stated patient awaiting bed on AACU and that he would chase. No handover given about patient to HTDU staff. Renal clinic finished and doctors left unit with patient still in clinic room. Nothing communicated to HTDU. No bed ready and no ETA for bed. Patient was left in clinic room for several hrs - taking space during haem clinic until AMBC had capacity to take pt.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		No Harm		Clinical incident		Bed management		Bed not available		Martinspitacas,  Irina		Incident being managed locally		No Harm						Informed doctor that HTDU had no capacity and advised to escalate to patient flow. Nurse from HTDU attended to patient in clinic room to do bloods/cultures/give ivabx as per protocol. HTDU staff followed up with patient flow but no bed ready and unable to give ETA for bed. Escalated to HTDU senior sister. Patient transferred to ambulatory care after several hours waiting in clinic room once they had capacity as HTDU remained at full capacity. AMBC staff struggled to get in contact with a doctor to review patient and make decision about discharge.				Network Services

		I19544		19607		12/22/25		11:00		12/23/25		patient has tracheostomy, on sedation, pulling at tracheostomy site to remove it. Sought advice, nurse in charge and myself put mitts on patient to prevent her from pulling the trache out. They were removed when not required, but patient was agitated and at risk of losing airway.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Equipment incident		Non-medical		User error		Dimaline,  Helen		Incident being managed locally		No Harm						DOLS meeting set up for today and completed. 
Restraint policy printed off at bedside.				Clinical Support and Specialist Surgery (CSSS)

		I19528		19591		12/22/25		16:43		12/23/25		Surname spelt incorrectly. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Incident being managed locally		No Harm						Sample rejected new sample requested via phone.				Network Services

		I19515		19578		12/22/25		16:05		12/23/25		Teletracked Pt to come down from Ward for eletron treatment at ~16:00 with intent to treat 16:30 due to complications with pain, dressings and mobility. By ~19:00 no progress nor update had been made and patient had remained pending for that duration.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Worgan,  Howard		Incident being managed locally		No Harm						Attempted to contact Porters lodge directly on 3799, no response. x2 rads took XRT trolley up to themselves to the ward to collect patient and once finished treatment, took the patient back.				Network Services

		I19517		19580		12/22/25		15:00		12/23/25		newly qualified nurse 3 week supernumerary come off 1 week A/L. given 2 patients to look after, first time taking patients independently. unable to sign off meds (NIC was aware) -  not given access by IT -been requested. meds plan made for day identified IV medications for pts. not signed off for this, seeked support from member of staff-2 days out of supernumerary. iv taz prepared and given together - given to my 2nd patient on accident. within 10 mins identified my mistake when reviewing plan				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Brennan,  Naomi		Incident being managed locally		No Harm						recognised my mistake within 10 mins of setting up IV taz when reviewing plan. informed the nurse that i had prepared medication with and set up with as she was present with me whilst i was reviewing plan. IV immediately stopped and patient informed. checked for allergies. patient obs remained stable - no reports of pains or discomfort. informed NIC and Dr's. followed advice from dr's to continue with the patients correct medication - meropenem given instead.				Network Services

		I19605		19668		12/22/25		12:00		12/28/25		TSRT9

Incomplete XVI acquisition due to KV fault.

236 frames acquired; additional dose to pt = 3.6mGy. Pelvis M20 CC Preset used.

1st occurrence - not reportable. 

Modality - D04.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Incident being managed locally		No Harm						B7 + engineers informed.

Pt taken off bed for engineers to run test scan.

Additional concomitant exposure approved in Mosaiq.

Pt reimaged + treated.				Network Services

		I19487		19550		12/22/25		12:00		12/22/25		TSRT9 level 3 / 13cc / CF 
xvi termination fault
engineers and band 8 called
patient removed from couch
205 frames of 410 delivered estimated 2.7mgy
not reportable				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Hollis,  Ian		Finally approved		No Harm		No harm		1/5/26		engineers and band 8 called
patient removed from couch

linac checked
patient then treated correctly				Network Services

		I19488		19551		12/22/25		12:15		12/22/25		Procedure team coordinator liaised with ward who confirm the patient had been eradicated for 2 days in preparation for the procedure. This was not true the patient explained he has just had his arms washed prior to coming to the IPU Procedures. D/W nurse in charge who said she nor the ward manager was aware of the eradication policy. I will compete a Datix to highlight the higher risks associated with this approach to practice		D/W ward team,
Thorough chlorhexidine 2% skin prep and full barrier precautions 
Datix completed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU- Outpatient clinics				Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Spooner,  Jennie		Finally approved		No Harm		No harm		12/31/25		D/W ward team,
Thorough chlorhexidine 2% skin prep and full barrier precautions 
Datix completed		Staff thought eradication was for upper body only for procedures.
Education to staff that this is for full body wash for procedures.		Clinical Support and Specialist Surgery (CSSS)

		I19494		19557		12/22/25		09:30		12/22/25		I was reconstituting Pembrolizumab on Ward 03 using the closed system devices. 
When drawing up the Pembro from one of the vials, I noticed that medication was leaking from the place where the closed system spike enters the vial. This dripped into the blue tray I was using. This did not come into contact with me and I was wearing full PPE. 

Equipment involved : 
20ml syringe
spinning spiros
closed system spike 
medication vial

Vial batch number : Z010942
Vial expiry date : 01-202		Incident managed appropriately, no harm to nurse.

Reported to yellow card - GB-MHRA-DEFECT-202512241238540010-FTRHJ		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Staff		Near Miss		Equipment incident		Medical		Failure of device/equipment		Johnson,  Rhona		Finally approved		No Harm		No harm		12/24/25		I informed clinical educator Dan Faulkner. He took a photograph of the vial with the closed system attached. He has sent the vial with the system attatched in a sharps bin to the manufacturer to be examined. The blue tray was thoroughly cleaned. The other vials used at this time did not have this issue.		Incident managed appropriately, no harm to nurse.

Reported to yellow card - GB-MHRA-DEFECT-202512241238540010-FTRHJ		Network Services

		I19500		19563		12/22/25		12:45		12/22/25		pt started on her paclitaxel SACT 30mls into the treatment she developed severe back pain		Hydrocortisone 200mg, administered under PGD
back pain settled 
ACP informed 
was rechallenged at slower rate 
Team emailed to highlight this		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		12/23/25		infusion stopped, hydrocortisone administered 200mg, observations monitored, senior clinician informed.		No observations recorded - will escalate to nurse		Network Services

		I19506		19569		12/22/25		12:00		12/22/25		Whilst in Crash call on palatine, Medical team wished for MBL to be activated. 2222 rang By NIC WINTER. 

2222 answered, I asked for MBL to be activated Palatine ward. She was unable to connect me to Blood bank. I had to ring back and try again 2 more time. 

In the end To discuss it with blood bank I had to Ring 3287 and activate it.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting the organisation		Near Miss		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Gill,  Rosie		Finally approved		No Harm		No harm		12/29/25		Discussed with Annie Transfusion nurse Late afternoon to be aware of the issues.				Network Services

		I19508		19571		12/22/25		22:00		12/23/25		strip of diazepam found in the side of one of the portable computers in the side pocket section. 6 tablets in the strip, not in a box.		Diazepam removed from CD book
remind staff of MPOP and appropriate storage of medication		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting the organisation		No Harm		Medication incident		Storage		Not locked/secured/sealed		Caporn,  Alice		Finally approved		No Harm		No harm		12/29/25		removed from computer, informed nurse in charge, locked away in treatment room cupboard and signed in with other RN on shift.		Medications not to be left unattended
reviewing types of medications and to place in appropriate storage		Clinical Support and Specialist Surgery (CSSS)

		I19518		19581		12/22/25		12:45		12/23/25		Image prep had been completed and imaging field approved, however no preset selected. Noticed when Pt on the bed and rads went to image. 
Rads then selected Y Head & Neck S20 instead of Fast Scan Head and neck S20 in error, resulting in 1.5mGy dose given instead of 0.8mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						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)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/23/25		Noticed on #2 prior to image exposure. Preset amended to fast H&N s20. 

Smaller filter of s10 should have been selected based on length of field. See datix 19522				Network Services

		I19535		19598		12/22/25		00:00		12/23/25		TSRT9 Level 5  D08 SB3f  MD3  CF1d
a patient being treated on the POBIG trial (patient MRN: 202527417) was scheduled for
treatment delivery on that Thursday. Given the immobilisation and treatment technique used for the POBIG trial, it was not unreasonable to assume that only the shorter QC check was required.  These treatments are however single fraction, so the Winston Lutz check should have been carried out. However, the treatment staff at Salford had scheduled the routine shorter treatment slot shorter QC				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics						Incident affecting Patient		No Harm		Radiotherapy incident		DY - Dosimetry		3 Routine machine QA		Budgell,  Geoff		Finally approved		No Harm		No harm		12/23/25		Once it was identified that the Winston Lutz test had not been carried out on the 18th Dec 2025, the full ExacTrac QC results (including the Winston Lutz test) were reviewed from the day before (17th) and the day after (19th), which both demonstrated excellent agreement between ExacTrac and the Linac 6FFF MV isocentre.  The daily ExacTrac consistency check was carried out on the 18th Dec, and was comfortably within specification and demonstrated similar values to the results the day before and the day after.				Network Services

		I19521		19584		12/22/25		14:22		12/23/25		Incorrect date 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)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bushell,  Lyn		Finally approved		No Harm		No harm		12/24/25		Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I19504		19567		12/22/25		17:00		12/22/25		Phone call from hotline, out of date pump detached from patient by district nurses. Pump attached on 20/12/2025 had expired 9/12/2026.		Nurse informed of error, patient informed of error, discussed with pharmacy, unable to ascertain efficacy of drug as out of date. Patient advised to contact hotline if any issues. Nursing team emailed and advised not to cut and paste batch numbers, also added to newsletter.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Expiry date - passed/omitted/wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		1/3/26		On investigation the pump which was in date was still in the treatment room which correct batch number. 

Contacted Pharmacy and ACP advised to advise patient to contact hotline if showing any signs of infection. Safety netted patient to call hotline if any temperatures and/or feeling unwell. 

Discussed with nurse whom administered the drug.		Nurse informed of error, patient informed of error, discussed with pharmacy, unable to ascertain efficacy of drug as out of date. Patient advised to contact hotline if any issues. Nursing team emailed and advised not to cut and paste batch numbers, also added to newsletter.		Network Services

		I19569		19632		12/22/25		20:33		12/24/25		Query transfusion reaction: Temp spike and increased RR on post-transfusion vital signs.
Labs not made aware of reaction. Unit bag not returned to lab for testing.
FBC, CRP, Mg, Christie Profile received at 23:53. Repeat G+S samples sent 24/12/25 07:54.
RN not transfusion trained who completed post-transfusion vital signs and recorded adverse event.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		12/30/25		Documented by RN: 'alerted the Drs. Checked hourly until NEWS score down to 5 from 7. Temp down to 37.4 as at the time of this recording. No blood cultures done as already done during the day shift. 2nd bag of blood not given because patient had spiked' - pt. on reg. paracetamol and abx.				Clinical Support and Specialist Surgery (CSSS)

		I19580		19643		12/22/25		18:12		12/24/25		Forename in forename and surname section on 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)		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		12/30/25		New sample requested at 20:45				Clinical Support and Specialist Surgery (CSSS)

		I19529		19592		12/22/25		08:50		12/23/25		Sample not signed. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Rejected		No Harm						Sample rejected new sample requested via phone.				External Other Trust

		I19482		19545		12/22/25		10:00		12/22/25		Patient attended endocrine dept with a PICC line insitu. Dressed inappropriately in the community, very difficult to remove dressing. Incorrect bung in situ. External length of line appeared very long.				The Christie NHS Foundation Trust / External Other Trust		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Safety,  Patient		Rejected		No Harm						Checked notes for insertion of PICC. Initial external length was 6cm, now 16 cm. Discussed with procedure team and DoD on endocrine dept. PICC to be removed. Informed DoD would need to be re-requested if still needed. PICC removed as per protocol using ANTT. 
Bloods taken using butterfly instead.				External Other Trust

		I19633		19696		12/22/25		16:00		12/29/25		Patient self administered denosumab on 22.12.25 without pre assessment.
Due clinic review on 22.12.25. Patient knew to await her blood results. 
Patient called the office to provide batch number and expiry of denosumab today. No discussion mentioned of confirming treatment can go ahead in clinic. 
Blood results from 22.12.25 (acknowledged) showed phosphate 0.53. According to protocol treatment should have been deferred.				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Medication incident		Self administration		Contra-indication in relation to drugs or conditions		Meek,  Crawford		Incident being managed locally		No Harm						Informed patient she should not self administer until she has been pre assessed by the nursing team.
Team emailed to inform them of low phosphate and to check if any supplements prescribed. 
Repeat bloods booked on 14.01.26.
Go ahead not given on iqemo despite having the BN and Expiry as treatment treatment out of protocol.				Network Services

		I19619		19682		12/22/25		19:45		12/29/25		First #,(12Gy/4# electron).  Field size 10cm x 20cm. Unable to locate 10cmx20cm cut out in prep, therefore 16cm x 20cm cut out selected with view to "lead down" to field size 10cm x20cm. 
During set-up, no lead was used due to mistake of incorrectly thinking "leading down" was required laterally and not superiorly. Focus with sup/inf was matching inferiorly level with base of nose as per prescription. Incorrectly over treated patients forehead. Very challenging set up.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13S Use of beam shaping devices		Triffitt,  Clare		Incident being managed locally		No Harm						Only noted following day (23/12) after email discussion with Dr Brocklehurst regarding field size and "leading down". Acknowledge incorrectly over treated patients forehead. Dr Brocklehurst response  "I was accepting of a fairly large degree of set up uncertainty and pragmatic about coverage so clinically I am not worried about the extra coverage sup doing any harm as he does have tumours here"
Discussed with B7 due to treat #2 and explained error in #1. Aware to ensure appropriate "leading down" of field size takes place for remaining #s.				Network Services

		I19650		19713		12/22/25		11:30		12/30/25		Patients haemoglobin was 67g/L on 22/12/2025, one unit of RBC's prescribed at 10:25, falling to 63g/l on 23/12/2025.
However the patient did not receive the transfusion until 02:47 on 24/12/2025				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Anderson,  Rebecca		Incident being managed locally		No Harm						Transfusion Practitioner - request forms reviewed 
1st request received in the transfusion laboratory on 22/12/25 at 11:33 was incomplete.
2nd request form received on 23/12/25 at 07:53 was ticked for group & screen only.
1 x unit of RBC's issued on 23/12/25 at 09:28 and made ready for collection at 09:29 on prescription dated 22/12/25.
23/12/25 1 x RBC prescribed at 10:02, ready for collection at 12:07, transfusion commenced at 02:47 on 24/12/2025.				Network Services

		I19511		19574		12/22/25		19:55		12/23/25		After inserting the rectus sheath catheter it was found a piece of peel away sheath was left inside patient.(white plastic tubing which comes out in two pieces after use).Informed surgeon and anaesthetist also aware. Tried to look for it and left as surgeon said it was okay to leave it.
381
CIMPAX C-CAT ANAESTHESIA CATHETER NRFIT 15CM X 70CM, REF C44_22_015, LOT; 381401				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Patient		Harm		Equipment incident		Medical		Missing needle, swab,equipment		Thomas,  Preethi		Incident being managed locally		Low Harm						As soon as the concern was rectified surgical team and anaesthetic team were informed. Surgeons tried to find the missing piece ,but failed. Then surgeon said it was okay to leave it and was not concerned about it. Band 7 was informed.				Clinical Support and Specialist Surgery (CSSS)

		I19495		19558		12/22/25		16:00		12/22/25		Patient attended PBT centre for SAV.
Booking form stated treatment site of 'intracranial GCT'. Patient was consented and proceeded to have immobilisation and CT scan of head only as per booking form.
Took a call from keyworker who informed us that the patient had been consented for craniospinal irradiation and that booking form was incorrect and that the CT scan was incorrect.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		Harm		Radiotherapy incident		PR - Proton Radiotherapy		10J Documentation of instructions/information		Abutaleb,  Mohamedkhalid		Incident being managed locally		Low Harm						Keyworker informed clinician who submitted correct booking form for CSI treatment. Keyworker and clinician informed patient (and parents) of error in booking form and the need for new immobilisation and CT rescan. Pre-treatment team proceeded to make correct immobilisation and patient will return tomorrow for CT rescan and MR scan.				Network Services

		I19501		19564		12/22/25		16:30		12/22/25		During the case it was noted that the outflow pressure monitor was high having pressure fluctuations between 0-200. This was for almost 75mins. Ran machine at approximately 600mls minute for this duration with the alternate flow switch to try and re-direct fluid. The liver had been worked and that a chest drain was to be placed in the right hemi-diaphragm once surgery ended. When emptying by machine around 250-300 mls could only be emptied. Approx 1200mls emptied manually through chest drain		Duty of candour taken place , surgeon informed patient. Patient reviewed in ccu post op appears well and tolerating pain,however intermittent episodes of coughs. No further issues or side effects at this point 

Surgeon spoke to oncologist , no further concerns just closely monitoring was advised

Chest xray taken , further monitoring in CCU		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres						Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Mlambo,  Sukoluhle		Finally approved		Low Harm		No harm		12/29/25		Prof Renehan from 75 mins
S Mlambo (HIPEC services manager) informed
Dr Scott Warren informed.

All fluid accounted for 2100mls patient volume with approx 1500mls accounted for. Discrepancy can be accounted for due to absorption/fluid in difficult places to extract and approx 500mls in the tubing system		Better communication between surgeons and HIPEC Practitioners. HIPEC practitioner needs to speak up and address concerns were possible. 

Identifing the need to abandon the case a lot sooner , in situations where a defect or injury has occured. Though there were no obvious signs of chemo leaking/ no airway or ventilation issues  .		Clinical Support and Specialist Surgery (CSSS)

		I19565		19628		12/23/25		06:30		12/24/25		Unit of red cells medically and not used before expiry.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Bushell,  Lyn		Finally approved		No Harm		No harm		12/30/25		Unit of red cells wasted.				Clinical Support and Specialist Surgery (CSSS)

		I19522		19585		12/23/25		11:50		12/23/25		TSRT9
Incorrect imaging filter used #2.  S20(0.8mGy) used however S10 (0.7mGy) should have been used based on Y jaw size as per protocol. Filter changed for future #s.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						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)		Triffitt,  Clare		Finally approved		No Harm		No harm		12/23/25		Preset changed for future #s.				Network Services

		I19531		19594		12/23/25		10:40		12/23/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a

Error 15 - generator fault on CBCT acquisition. 9mGy delivered. Engineers and B7 informed.		Pelvic M20 CC scan. 583 slices acquired. GA -169. Copied XVI error logs to W drive. Did 2 test scans in CC and 1 in CW with Pelvic M20 preset. Test scans completed without any issues. Handed over back to clinical.

Error logs were checked later on, ERROR 14: Anode-Cathode voltage not reaching final value in designated rise time found in the generator log. 

Issue to be monitored and corrective action to be taken if issue seen again.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						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		12/24/25		TSRT9/TS/Level3/SB3i/MD13z/CF3a

Pt taken off bed- treated on other linac. Engineers collected logs and ran test scans. Additional image authorised by B7.		Pelvic M20 CC scan. 583 slices acquired. GA -169. Copied XVI error logs to W drive. Did 2 test scans in CC and 1 in CW with Pelvic M20 preset. Test scans completed without any issues. Handed over back to clinical.

Error logs were checked later on, ERROR 14: Anode-Cathode voltage not reaching final value in designated rise time found in the generator log. 

Issue to be monitored and corrective action to be taken if issue seen again.		Network Services

		I19532		19595		12/23/25		13:30		12/23/25		Treatment finished 11.26am for endometrial patient, on completion of treatment patient taken back to room. Nurses were immediately informed of patients treatment finishing and told patient was ready for removal of applicators. Noticed information hadn't been understood so I informed a second time of treatment finishing with no acknowledgement. 

Attended ward at 1.30pm to take applicators to TSSU for sterilisation and colleague noticed applicators for both morning ladies were still in situ				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Lane,  Laura		Finally approved		No Harm		No harm		1/5/26		Nurses were asked why applicators for both ladies were still in situ 2 hours after treatment and they informed us 1 was supernumerary and 2 other nurses on unit had been too busy to remove applicators when patients had finished.

Spoken with patient and apologised for long wait of removal of applicators and asked if they wanted to contact PALS to complain about the delay. Patient said she was very uncomfortable and couldn't understand why there was a 2 hour delay.		BMRU study day planned in new year to address training need
RN based on Brachy for next 6 months to support continuity of specialised care 
To discuss with radiographers to also escalate to NiC/WM on Ward 4 if immediate concerns re care		Clinical Support and Specialist Surgery (CSSS)

		I19538		19601		12/23/25		15:00		12/23/25		Patient had cut right index finger at home , whilst getting onto treatment bed finger got caught and began bleeding again. Plaster applied , patient okay.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		Near Miss		Clinical incident		Skin condition		Skin tears		Shardlow,  Jemma		Finally approved		No Harm		No harm		12/31/25		Plaster applied. Patient asked if okay. B7 informed and datix filled out. Blood cleaned with actichlor.				Network Services

		I19541		19604		12/23/25		16:20		12/23/25		TRST9/LEVEL3/CF3a/13z/13cc

During CBCT the equipment developed fault, terminating capture prematurely. Band 7 and engineers called.

Additional imaging note required from band 7
CW FAST RIGHT BRAEST 1280  CBCT SCAN
Additional dose 0.69mGy
1st event
not reportable				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						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)		Hollis,  Ian		Finally approved		No Harm		No harm		1/5/26		Engineer completed multiple test scans completed in both directions without error  and greased KV arm.

See eQuip job number 342993 - kV arm switches replaced 24/12/2025 no recurrence of problem since				Network Services

		I19549		19612		12/23/25		23:30		12/24/25		Patient admitted to ward. Known C2 pressure ulcer to left elbow (present on previous admission)
Dressed at home and scab covering ulcer was catching on her bedding at home.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bushell,  Lyn		Finally approved		No Harm		No harm		12/24/25		Datix completed. 
TVN referral sent.
Redressed and wound swab sent. 
For medical illustrations in hours.				Clinical Support and Specialist Surgery (CSSS)

		I19601		19664		12/23/25		00:00		12/28/25		Head preset used to acquire initial image as opposed to extremity normal.
Detected after exposure.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						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						Image review document amended.
Datix submitted				Network Services

		I19602		19665		12/23/25		12:45		12/28/25		Patient reacted to Iomeron 350 (CT contrast) and vomited after 46ml of 60ml delivered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		10P Use of contrast (including unplanned event such as leaking out, extravasation, timing of contrast etc)		Parry,  Catherine		Incident being managed locally		No Harm						Continued with post contrast scan after patient felt better after 8 minute delay. Day Unit contacted to review. Documented on CRIS.				Network Services

		I19581		19644		12/23/25		14:48		12/24/25		Incorrect hospital number on  sample. Does not meet transfusion guidelines				The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Incident being managed locally		No Harm						new sample requested at 16:06 on alertive.				Network Services

		I19537		19600		12/23/25		14:00		12/23/25		called over by patient whom noticed red rash area to right wrist.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		SACT reaction		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						treatment stopped immediately. Observations checked BP 146/102, hr 95, RR 13, sats 95% on air, temp 36.6. 

100mg hydrocortisone given under PGD. 

Discussed with ACP whom agreed not to continue with treatment and to inform team of treatments going forward.				Network Services

		I19534		19597		12/23/25		13:50		12/23/25		Discovered patient had consented for Kadcyla in October 2025, but treatment had not been prescribed or started, with follow up arranged for February 2026.				The Christie NHS Foundation Trust / Network Services / Outpatients A				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Collier-Dean,  Kayleigh		Incident being managed locally		No Harm						Requested for chair to be reserved for start date. Highlighted to managers. Added to clinic for urgent review.				Network Services

		I19545		19608		12/23/25		07:00		12/23/25		Patient fell in bathroom when having a shower- reports slipping, not banging head or loosing consciousness. Patient crawled himself back to bed and only alerted staff of fall when staff next came into room.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Anderson,  Rebecca		Incident being managed locally		No Harm						Medical review, PLT cover whilst waiting on CT head as unwitnessed even though patient reports no bang on his head as precautionary. Nurse caring for patient on day shift to update falls risk assessment and L&S BP. Family aware. Patient reminded to use buzzer for assistance and in agreement.				Network Services

		I19547		19610		12/23/25		17:45		12/23/25		After receiving 31.6 ml of treatment pt felt very nauseas, had abdominal pain, both arms went numb and tingly and the patient appeared very spaced out.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Treatment stopped.
Obs checked 
100mg IV hydrocortisone administered.
Symptoms did not settle so a 2nd dose of 100mg hydrocortisone administered.
Treatment re started at a reduced rate.
Team informed via email.				Network Services

		I19550		19613		12/23/25		23:30		12/24/25		Patient came to unit after emergency surgery, commenced post-op fluids including dex saline. Later on commenced TPN, did not stop DexSaline at this time which i should have done. Blood sugar levels became raised.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Wrong infusion rate		Dimaline,  Helen		Incident being managed locally		No Harm						I made the Dr aware of high blood sugars monitored/managed accordingly but did not realise he reason they were high. Error noticed by colleague on day shift.				Clinical Support and Specialist Surgery (CSSS)

		I19542		19605		12/23/25		15:00		12/23/25		Pt attended for bloods and query treatment on 1/12/25.
Bloods taken and Port needle left in situ for 4wks.

No intimate examination carried out
Number CVADs in situ BEFORE review
1
Number CVADs in situ AFTER review
1
CVAD A
Description	Status	Events	Maintenance	Site health at last review
Implanted port
Chest
Left side
CVAD IN SITU
Needle in situ

Line insert 04-Nov-2025
Reviewed 01-Dec
Flushed 01-Dec

Needle ins 01-Dec

No signs of infection
This anno is from 1st Dec 2025				The Christie NHS Foundation Trust / Network Services / SACT Services				The Christie NHS Foundation Trust		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Berman,  Danielle		Incident being managed locally		No Harm						Pt attended for port removal - port needle removed and area cleaned and then went onto remove the port.				Network Services

		I19577		19640		12/23/25		18:00		12/24/25		Suspected paclitaxel reaction.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Rushton,  Yvonne		Finally approved		No Harm		No harm		12/31/25		Stopped 
Observations 
Dr informed 
IV hydrocortisone / IV chlorphermine				Clinical Support and Specialist Surgery (CSSS)

		I19631		19694		12/23/25		16:00		12/29/25		Received syringe driver in the post from a nursing home where we discharged a patient to. Driver still had syringe insitu with patient details along with the line along with the needle attached, clear infection control and needle stick injury risk.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Staff		Near Miss		Infection control		Devices		Other devices		Safety,  Patient		Incident being managed locally		No Harm						Disposed of syringe, line and needle safely using correct protocol and ANTT. Disinfected syringe driver.				External Other Trust

		I19548		19611		12/23/25		14:30		12/23/25		Upon checking patients skin- MASD present to buttocks, 2x skin tears to buttocks and DTI to sacrum.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Dale,  Emma		Learning response required		Severe Harm						Escalated to NIC. Medical illustration contacted as soon as however they have not been on the ward, this will be handed over to get photographed in the morning. Barrier cream applied with a kliniderm foam dressing.				Clinical Support and Specialist Surgery (CSSS)

		I19512		19575		12/23/25		08:00		12/23/25		Cat 1 on sacrum on admission 
Patents states district nurses aware				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Bushell,  Lyn		Finally approved		Low Harm		No harm		12/24/25		Bed pump in situ
Pressure cushion in situ on chair
TVN referral completed
Patient education regarding pressure and repositioning completed
Medical illustration contacted to take images				Clinical Support and Specialist Surgery (CSSS)

		I19516		19579		12/23/25		11:00		12/23/25		patient got referred for abdomen xray at 04:24 on 23/12/2025
Chest x-ray requested but no clinical, was rejected on CWP and Cris - requested on 23/12/2025 at 10:11 Referrer called at 10:20 to say no clinical info for chest In the time this has taken CT TAP had ben requested, this was not mentioned on the phone when spoken to referrer patient was in department when referrer was called  chest and abdomen x-ray performed, CT booking office staff came to ask if patient can be taken to CT		The doctor was unaware that the CT was going ahead so imminently and so requested both as a means of gaining some clinical information ASAP for the patients care. 
The radiographer did check at  the time of the request being made but did not check again on CRIS when attending the patient. It has also been highlighted t the person in the booking office that when booking a CT in there is an Xray requested for the same area that they contact Xray to inform them a scan has been booked for the same area.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Plain Film)						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Spurrett,  Annemarie		Finally approved		Low Harm		Low harm		12/31/25		Datix filled in and team lead for x-ray informed		The doctor was unaware that the CT was going ahead so imminently and so requested both as a means of gaining some clinical information ASAP for the patients care. 
The radiographer did check at  the time of the request being made but did not check again on CRIS when attending the patient. It has also been highlighted t the person in the booking office that when booking a CT in there is an Xray requested for the same area that they contact Xray to inform them a scan has been booked for the same area.		Clinical Support and Specialist Surgery (CSSS)

		I19546		19609		12/23/25		17:30		12/23/25		patient requested tin of heinz mushroom soup 
Hostess put in microwave 
Upon removal of soup after heating in bowl soup spilt over the side onto hostess right hand and burned palm - blister forming				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Staff		Harm		Clinical incident		Burn		Hot liquid or steam		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		12/29/25		Hand placed under cold water 
NIC informed 
Hand then placed in bowl of ice 
Incident done				Clinical Support and Specialist Surgery (CSSS)

		I19563		19626		12/24/25		11:06		12/24/25		tsrt 9 
5 monitor units were not deducted from the beam after completing a portfilm image.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						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)		Triffitt,  Clare		Incident being managed locally		No Harm						Band 7 bleeped and informed. Given the approval to continue with treatment.				Network Services

		I19583		19646		12/24/25		17:35		12/24/25		At 141mls of infusion at 17:35 patient c/o pain and 'tight' sensation in her throat. She also had a flushed appearance to her face				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Infusion stopped immediately. 
Observations done (see NEWS2 chart)
Hydrocortisone and Chlorphenamine given under PGD. 
Patient reported that this settled her symptoms. 
Re started using re challenge rate, no further symptoms reported.
Team emailed.				Network Services

		I19573		19636		12/24/25		13:10		12/24/25		Went to put flush post C1D1 Bev on this pt when she reported suddenly feeling hot and flushed. Had had full 116ml.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Help called, obs taken and IV hydrocortisone 100mg given at 13:16pm. Had had chlorphenamine as pre med. Symptoms not easing so another 100mg hydrocortisone given @ 13:23. Obs repeated throughout, pt feeling better.				Network Services

		I19574		19637		12/24/25		10:51		12/24/25		Appointment not outcomed as per Outpatient clinical outcome. Shows actioned by Referrals and bookings but an appointment was not made for this patient therefore patient was not contacted when she should .				The Christie NHS Foundation Trust / Network Services / Outpatients A				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Urgent appointment requested via Team secretary				Network Services

		I19575		19638		12/24/25		11:42		12/24/25		Patient C3D1 Paclitaxel and carboplatin treatment today. 15.3ml paclitaxel infused, then informed me of being cold with mild shivering, dizziness and hot flushes.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped treatment , 100mg hydrocortisone given under PGD. Obs taken as charted as per CWP. NEWS2:0. 
Escalated to ACP and advised to treat her as a hypersensitivity reaction. 
Informed case nurse about this incident, will need hypersensitivity TTOS pre-meds prescribed at the time of documentation and to email the primary team
Restarted the treatment at a reduced rate as per protocol after symptoms subsided
ACP and patient agreed with plan				Network Services

		I19578		19641		12/24/25		14:30		12/24/25		The incorrect headboard was used for a brain treatment. It was noted after the CBCT image was taken. A band 7 was called to ask if it was necessary to repeat the image or not. The image was viewed, and it was decided that the match was good, and that the PTV was covered well. There was no need to repeat the image and change the head board for a brain treatment.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Incident being managed locally		No Harm						A band 7 was asked to review the image and it was concluded that a repeat image was not necessary.				Network Services

		I19579		19642		12/24/25		12:09		12/24/25		Patient attended for Treatment today and while having Paclitaxel had reaction after 27.4ml has been infused. Patient complained of severe back pain, and redness.
Treatment stopped, 200mg of hydrocortisone administered,
ANP reviewed patient
500mg administered, Observations done and recorded
 250ml of saline given as a bolus
blood sugar done and is ok, patient felt better after that. 30mins later treatment re-started again as per hypersensitivity protocol and patient tolerated well				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						Treatment stopped, 200mg of hydrocortisone administered,
ANP reviewed patient
500mg administered, Observations done and recorded
 250ml of saline given as a bolus
blood sugar done and is ok, patient felt better after that. 30mins later treatment re-started again as per hypersensitivity protocol and patient tolerated well				Network Services

		I19568		19631		12/24/25		09:00		12/24/25		Unit of platelets medically ordered and not used before expiry.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Eboiyehi,  Oseyaede		Incident being managed locally		No Harm						Unit of platelets wasted.				Network Services

		I19612		19675		12/24/25		14:00		12/29/25		TSRT9 Measurement not provided in plan for the thickness of 5 point board to allow for calculation of correct post pin value for a parallel opposed pair treatment. Not noticed during data input stage. Radiographers setting up patient for #1 noted a 2.5cm discrepancy between planned post pin and actual post pin value seen, queried with B7 prior to treatment whilst patient on bed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / V Sim						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Hudson,  Scott		Incident being managed locally		No Harm						B7 made call and thickness of 5 point board at iso provided. New post pin calculated and checked by another competent radiographer. Page added to plan containing this measurement, yellow box amended on plan. Patient set up using correct values, treatment continued as planned.				Network Services

		I19572		19635		12/24/25		10:00		12/24/25		Grade 2 pressure sore.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bushell,  Lyn		Finally approved		No Harm		No harm		12/24/25		Photo taken. CQuinns updated. TVN ref sent. HCA to connected mattress to air pump. Dressing applied. Swab done. Heel elevated on pillow.				Clinical Support and Specialist Surgery (CSSS)

		I19655		19718		12/24/25		18:36		12/30/25		Unit of platelets was 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						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Rejected		No Harm						Transfusion Practitioner - Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I19622		19685		12/24/25		10:06		12/29/25		I suspected patient had symptomatic iron deficiency and request to check Ferritin and Iron studies on her sample from clinic that morning. The intention was to arrange iron infusion if indicated based on these results. 

Requests were accepted and appeared on CWP with "P" symbol indicating that these results were pending. By the 29th December results still unavailable - checked with biochemist lab and tests were forgotten and the sample now out of date to process.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting the organisation		No Harm		Clinical incident		Lab investigation		Delay/ failure		Edgington,  James		Incident being managed locally		No Harm						Had to arrange for repeat samples to be taken today.				Christie Pathology Partnership

		I19663		19726		12/24/25		13:27		12/30/25		TSRT9
Confidence tone task logs show that additional dose delivered on 24/12/25 - equivalent to 50% of extremity normal 2DkV pair therefore included in additional imaging count.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						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						logs checked with MCR and image added in additional image questionnaire				Network Services

		I19676		19739		12/24/25		00:00		12/31/25		Patient attended clinic for cape/ temozolomide, weight had recently been entered as 15kg (?via christie@home nurses when attending to administer denosumab as per usual process?) which had filtered through to all prescriptions. At the point of prescribing this had been added to the prescription (Dr believed same doses as previous were being prescribed) and this was screened by pharmacy and handed out to the patient. The patient phoned the hotline to alert us of the error.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department		The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home		The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Pabial,  Suneil		Incident being managed locally		No Harm						Patient doubled up on cape doses (had been prescribed 500mg BD instead of 1000mg BD) and didn't take temozolomide. Returned to clinic 31/12/25 for 7 further days of cape and temozolamide.				Network Services

		I19695		19758		12/24/25		09:30		12/31/25		5mg/2.5mls of oramorph was dispensed for a patient, but was signed out on IV morphine in the CD book 
the correct dosage reached the right patient but was documented in the wrong place. 
This was not pick up on till the following week when this datix is completed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Record - no record/not recorded		Hibbert,  Caroline		Incident being managed locally		No Harm						incident reported with nurse in charge informed 
contacted pharmacy and corrected drug book with pharmacy present 
recount of all drugs performed				Clinical Support and Specialist Surgery (CSSS)

		I19551		19614		12/24/25		06:50		12/24/25		PEA arrest - Full crash team at bedside including numerous ward staff. 

Ward team performing CPR upon arrival. 

Patient in PEA. Struggling with additional access, suggested I/O after rhythm check. CPR stopped as futile.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Incident being managed locally		Death						Please see Dr Cooksley annotation on CWP				Clinical Support and Specialist Surgery (CSSS)

		I19576		19639		12/24/25		13:00		12/24/25		Patient attended for c1d1 of paclitaxel. 23.1mls into infusion he went red in the face and reported pain in his lower back and chest. Infusion stopped. Emergency bell pulled. Patient was given 100mg hydrocortisone at 13:04 and a further 100mg at 13:07. Initial observations were as follows - BP-187/84, Temp-36.8, Resp-18, O2- 98, HR- 80. IV paracetamol given for pain. Obs rechecked. BP-143/68, HR-62, O2 98, Temp-36.9, Resps-17. Patient restarted on slow rate and is currently tolerating well.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		Low Harm						Infusion stopped. Emergency bell pulled. Patient was given 100mg hydrocortisone at 13:04 and a further 100mg at 13:07. Initial observations were as follows - BP-187/84, Temp-36.8, Resp-18, O2- 98, HR- 80. IV paracetamol given for pain. Obs rechecked. BP-143/68, HR-62, O2 98, Temp-36.9, Resps-17. Patient restarted on slow rate and is currently tolerating well.				Network Services

		I19582		19645		12/24/25		13:00		12/24/25		A patient was seen in clinic at main site. Outcome form was completed for an appointment in 3 weeks time. Outcome form was put under Oldham Booking Team. Christie @ Oldham confirmed that they outcome patients appointment who are seen in Oldham clinics and this is done off a clinic list rather than a grid list on CWP. Outcome form hasn't been picked up by the team at The Christie where the appointment happened, nor has Oldham picked it up in error.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Cox,  Margaret		Incident being managed locally		Moderate Harm						Consultant was informed. Asked to complete a datix & have the patient booked in for the next clinic.				Network Services

		I19586		19649		12/25/25		12:30		12/25/25		Portering incident
pt for urgent CT scan and indicated so on teletracking was on teletracking for nearly 2 hours without being brought to the department. Other jobs were selected over this patient being brought to the department				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Incident affecting Patient		No Harm		Clinical incident		Portering service		Teletracking		Worgan,  Howard		Incident being managed locally		No Harm						ward was contacted to bring patient down and the urgency and consultant had to discuss with doctor on the ward that they themselves would need patient to be brought down in the next half an hour or not to be performed as portering could be indefinite				Capital, Estates and Facilities

		I19588		19651		12/25/25		16:30		12/26/25		documentation for 25/12 copied and pasted by medical team from medic on 24/12, plan for 25/12 unclear as conflicting information- medication dose not changed and no annotation regarding decision; conflicting information as for when chemotherapy to be given				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Anderson,  Rebecca		Incident being managed locally		No Harm						Escalated to Nurse in Charge, Haem reg on call contacted in regards to chemotherapy and whether to be given as per protocol, given to patient out of hours				Network Services

		I19589		19652		12/25/25		06:04		12/26/25		** Incident form completed on behalf of CCU consultant.
Neutropenic sepsis, CPE+ve patient in AKI S3,  high amikacin levels, ergo level being sent daily, treatment paused at present 
amikacin level sent off on am bloods at 06:04 on 25/12/25
CCU medics had rang labs multiple times in the day chasing level -> have been told still awaiting results to come back from MRI.				The Christie NHS Foundation Trust / Christie Pathology Partnership		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry				Incident affecting Patient		Harm		Clinical incident		Lab investigation		Delay/ failure		Thirkettle,  Sally		Incident being managed locally		Moderate Harm						20:45 on 25/12/25 level still pending of CWP, contacted labs asked to double check if they have received result, in case there is an issue with CWP - lab technician double checked and asked me to chase with MRI biochemistry. 
MRI biochemistry reported that no amikacin sample was tested today (25/12/25)
21:20 Contacted Christie's labs again asked lab technician re exact collection/ delivery time of said sample from Christie to MRI, after checking it was found out that sample was not sent off in am. Lab technician stated that error most likely occurred due to multiple tests ordered on the same sample, despite the same being done previous 5 consecutive days without an issue.				Christie Pathology Partnership

		I19584		19647		12/25/25		00:30		12/25/25		New TPN regime prescribed on 24/12/25 by dietician's for over the bank holidays, ? not dispensed 
Bowel perforation post op patient has been on TPN ongoing prior to surgery				The Christie NHS Foundation Trust / Network Services / Pharmacy						Incident affecting Patient		Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Quantity - wrong		Watt,  Loretta		Incident being managed locally		Low Harm						Checked ward 10, ward 11, ward 12's TPN fridges 
also called ward 14 and 15 
None of the ward had the patient's TPN
CCU reg immediately made aware and prescribed IV dex saline to meet nutritional needs. 

** paracetamol selected as medication below as will not let me complete Datix				Network Services

		I19614		19677		12/25/25		10:32		12/29/25		E.coli positive in PICC blood cultures 25/12/25. Also E. Coli positive in urine 25/12/25. Previous admission to IPU 23/12/25 for Nephrostomy catheter exchange. COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology						Incident affecting Patient		Harm		Infection control		E-Coli BSI		COHA (community onset – healthcare associated)		Ross,  Emma		Incident referred to DPSIG		Low Harm		Low harm				72 hour review requested, reported to HCAI DCS, Medical team aware. Microbiology review requested.				Clinical Support and Specialist Surgery (CSSS)

		I19585		19648		12/25/25		00:30		12/25/25		dressing around cannula noticed to be wet by patient- patient requested assistance. IV vancomycin paused. Slight swelling and slight redness to the area.		IV vancomycin paused. Extravasation kit used flowchart followed. 10ml syringe used to attempt to withdraw fluid with no success. Area drawn around with skin marker. Cannula removed, sterile gauze applied and cold pack applied. Cannula re-sited. Nil pain expressed. On call dr informed. As OOH will need medical illustration. 
Education provided to patient. 
CWP care plan to be completed with datix number.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Paterson,  Ruth		Finally approved		Low Harm		No harm		1/2/26		IV vancomycin paused. Extravasation kit used flowchart followed. 10ml syringe used to attempt to withdraw fluid with no success. Area drawn around with skin marker. Cannula removed, sterile gauze applied and cold pack applied. Cannula re-sited. Nil pain expressed. On call dr informed. As OOH will need medical illustration. 
Education provided to patient. 
CWP care plan to be completed with datix number.				Clinical Support and Specialist Surgery (CSSS)

		I19587		19650		12/25/25		19:30		12/25/25		Patient has x2 bilateral skin tears to each lower leg - noticed during bedside handover. Location of skin tears suggest that this has happened during transfer on Sara steady.
As per physio assessment, patient was transferred to armchair using Sara steady. Lower legs dry and skin vulnerable - pressure/friction from legs resting against knee block has caused bilateral skin tears.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin tears		Dale,  Emma		Finally approved		Low Harm		Low harm		1/5/26		RN receiving handover kindly cleaned and dressed skin tears. Doctors informed. Medical illustration to be completed and physio assessment for alternative transfer equipment.				Clinical Support and Specialist Surgery (CSSS)

		I19590		19653		12/26/25		09:20		12/26/25		patient seen standing with zimmer frame , HCA approaching to patient but before he reaches patient lost balance and had a fall and banged her head  in patient locker.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Caporn,  Alice		Incident being managed locally		No Harm						alerted doctor, CCOT, obs checked, Moving and handling, falls incident care plan, blood sugar monitored, datix, supported patient to come back to bed as she felt ok.				Clinical Support and Specialist Surgery (CSSS)

		I19594		19657		12/26/25		19:35		12/26/25		She open the door and she uses her foot to hold the door and she went into put a hand bucket down and she remove her  foot and the door hit her face.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Site Services / Domestic Services- cleaning						Incident affecting Staff		No Harm		Equipment incident		Non-medical		User error		Herbert Cronin,  Gaynor		Incident being managed locally		No Harm						I asked her are you ok? she said yes. Is there anything you want me to do to help you. She said no.
She said she's feeling better and she want to go home. I told her to calm down and relax and she should always ask for help whenever she need.				Capital, Estates and Facilities

		I19592		19655		12/26/25		16:00		12/26/25		Patient admitted with c2 pressure ulcer				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		12/30/25		Pressure relived
Does not required TVN input at this time 
Med ills to be completed in hours				Clinical Support and Specialist Surgery (CSSS)

		I19593		19656		12/26/25		15:20		12/26/25		reaction to cetuximab patient had rigors and pyrexia and back pain		All appropriate actions taken once reaction was noticed, continued with chemotherapy at 50% rate without further issues		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Paterson,  Ruth		Finally approved		No Harm		No harm		12/30/25		Hydrocortisone administered , ibuprofen and chlorpehnamine prior to chemotherapy 
informed oncall docotor and Registar 
reviewed by Registrar to continue chemo at 50% rate		None identified		Clinical Support and Specialist Surgery (CSSS)

		I19651		19714		12/26/25		09:00		12/30/25		Patient was booked into a clinic with an appointment on 26/12/25 but there was no clinic running this day - patient turned up to Dep 1 expecting to be seen in clinic.				The Christie NHS Foundation Trust / Network Services / Oak Road Reception				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Collier-Dean,  Kayleigh		Incident being managed locally		No Harm						Receptionist apologised and assured patient it would be looked into.				Network Services

		I19591		19654		12/26/25		15:00		12/26/25		Needlestick injury with an insulin needle.
i administered insulin to a patient using an insulin syringe, as i was disposing of the needle the end of it pierced my finger.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Staff		Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Hill,  Ella		Incident being managed locally		Low Harm						ran my finger under water until it stopped bleeding.
escalated to nurse in charge and informed him of what happened.
Explained to the patient the incident that occurred and gained informed consent for Hepatitis B, hepatitis c and HIV screen. sent bloods to the labs.
obtained serum blood sample for Hepatitis B and storage for myself. 
i Filled in the Management of potential exposure to blood viruses following a sharps /needlestick injury or other fluid exposure form and sent it via email to occupational health.
could not call occupational health as it was out of hours, will contact them as soon as possible on the next available day.				Clinical Support and Specialist Surgery (CSSS)

		I19595		19658		12/26/25		19:00		12/26/25		? C3 pressure ulcer identified				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 3		Williams,  Louisa		Incident being managed locally		Low Harm						pressure relief, barrier ointment and dressing applied, documented on skin bundle, purpose t updated, tvn ref sent, awaiting med ill. 
TVN Review 29/12 - DTI sacrum, MASD				Clinical Support and Specialist Surgery (CSSS)

		I19627		19690		12/26/25		19:30		12/29/25		Patient came for CTPA - had CT compatible PICC. went to use PICC line @ 4mls/sec and it pressured out and stopped the test injection. straightened PICC line out and retried. PICC line burst at a kin in the line below where lumen meet and near to insertion site.
escorting nurse called ward for advise and assistance as wasn't confident removing line.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Equipment incident		Medical		Failure of device/equipment		Whelehan,  Sarah		Incident being managed locally		Low Harm						line was clamped using needle holder so not too bleed too much. ward sister came down and removed line. cannula access was attempted one scanner one time, left wrist, but unsuccessful (known difficult cannulation). Ward said they were going to attempt us guided cannula. when the Dr alerted me to say cannula was in it was a yellow i said it would have to stay on hold until appropriate access was gained.				Clinical Support and Specialist Surgery (CSSS)

		I19623		19686		12/26/25		09:01		12/29/25		E.coli and Klebsiella positive in Blood cultures 26/12/25.
Last Inpatient stay 8-28th May 2025. 
Last SACT delivery 17/12/25. 
Last in person Outpatient appointment 16/12/25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		E-Coli BSI		COCA (community onset – community associated)		Clarke,  Catherine		Rejected		Low Harm						Reported to HCAI DCS.				Clinical Support and Specialist Surgery (CSSS)

		I19598		19661		12/27/25		11:00		12/27/25		C1 pressure ulcer to R buttock. States it has been there for about 3 days, thought she had scratched it ad cut it herself, explained it looks more like a pressure ulcer than scratch. Cleaned and 4cm x 5cm klinaderm foam with border applied to area. Looks clean, not sloughy. Will handover to ask med ill to photograph on Monday. Monitor regularly.		Actions taken at time appropriate		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		12/30/25		Cleaned and dressed, purpose T updated, skin bundle filled out, datix and informed NIC.		Pressure ulcer present ON admission

Admitting nurse on AAU does not identify this initially, noticed 12 hours into admission. Evidenced by speaking to patient was present in community. Appropriate referrals and risk assessments complete.		Clinical Support and Specialist Surgery (CSSS)

		I19599		19662		12/27/25		13:20		12/27/25		Patient was with her daughter. sitting down on the chair with a pressure cushion.
Daughter alerted people outside that she had fallen down
Met the patient on the ground but sat up .
Patient stated that it was an a slow assisted fall , that's she had slipped into the floor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Williams,  Louisa		Finally approved		No Harm		No harm		12/29/25		Made sure the environment was safe made sure that patient alertness.
Checked for any wounds or bleeding
Checked the patient observations and blood sugar .
Assisted the patient back into the chair				Clinical Support and Specialist Surgery (CSSS)

		I19596		19659		12/27/25		00:00		12/27/25		Upon skin inspection a total of 8 Category 2 ulcers detected to both buttocks. Appears to be category 2's however this needs confirming by TVN. I will complete a TVN referral.
Pad was matted to patient's skin - unsure when the last skin inspection had been but patient reports that the last skin check and pad change was 5 days ago? 
Previous skin inspection was documented by RN on 26/12/25 - documented as MASD to sacrum and buttocks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Caporn,  Alice		Learning response required		No Harm						Assisted with hygiene needs, skin cleaned and new pad and pyjamas applied as per patient's preference. Bedding changed. Air mattress checked- functioning.
Skin damage recorded on SKIN bundle and on the additional information page. Handover/huddle updated with new skin damage detected. 
Frequency increased to 2 hourly skin checks. 
Incident report completed. Documented on CWP and TVN referral completed. 
Medical illustrations outstanding- documented this on huddle.				Clinical Support and Specialist Surgery (CSSS)

		I19597		19660		12/27/25		10:00		12/27/25		Upon skin check, noticed a category 2 to right buttocks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Caporn,  Alice		Learning response required		No Harm						applied flaminol and a appropriate dressing on top.
Tried to apply a mattress pump but non on the ward so Health care assistant will find one to put on the bed.
Datix completed
NIC informed
family aware of incident
Encouraged patient to mobilise.
Skin assessment updated
TVN referral done 
will update it in my notes later.
skin bundle moved to 4 hourly skin checks
Updated handover				Clinical Support and Specialist Surgery (CSSS)

		I19600		19663		12/27/25		10:00		12/27/25		patient felt hot looked flushed				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Incident being managed locally		No Harm						treatment stopped
hydrocortisone 200mg given 
anp reviewed				Network Services

		I19642		19705		12/27/25		10:00		12/30/25		27 cold cap treatments scheduled on iqemo in one day, with only 7 cold cap machines available. 2 cold cap treatments not identified on iqemo. This delayed patients treatments until a plan was put in place This also had a knock on affect for many treatments on the unit as this not only delayed patients who are waiting for cold caps but for chair spaces throughout the day.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting the organisation		No Harm		Clinical incident		Appointment		Delay/ failure		Kulesa,  Weronika		Incident being managed locally		No Harm						All patients whom were delayed were contacted. 

Contacted private inpatient to borrow cold machines from their outpatients. They were happy to help supply ORTC with 6 cold cap machines. Highlighted to band 7 on unit.				Network Services

		I19674		19737		12/27/25		14:00		12/31/25		Patient was handed over from AAU- they handed over patient was slightly confused and sleepy. 
On arrival, patient was responsive to voice but only responding in one word answers. Patient was talking in full sentences that morning. He continued to deteriorate. There was no siderooms in the hospital for him to go to.

We moved him into a 4 person bay and blocked the other beds

At the end of my shift, he was unresponsive. I did ask the family to come in. I asked again that the drs reviewed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical Event		Deteriorating Patient		Inappropriate escalation		Bushell,  Lyn		Finally approved		Low Harm		No harm		12/31/25		Escalated to resident dr, outreach, supportive care, spr on call, duty manager, bed managers to ask for support. 

The spr expressed she would not put a ROD in place as this would go against the consultant's review from the previous day.				Clinical Support and Specialist Surgery (CSSS)

		I19638		19701		12/27/25		16:02		12/29/25		Klebsiella Blood culture positive 27/12/25. Inpatient since 24/12/25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Infection control		Klebsiella BSI		HOHA (healthcare onset – healthcare associated)		Dale,  Emma		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DCS, medical team aware 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I19610		19673		12/28/25		16:25		12/29/25		Patient had taken lorazepam in preparation for their tx appointment (30 min warning)
Patient ready for tx and was unable to open appointment in Varian Queue as his systematic image review 2 had not been completed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13A Availability, timeliness of all required documentation and data		Booth,  Adam		Incident being managed locally		No Harm						Superintendent informed - task linked to next #.				Network Services

		I19606		19669		12/28/25		15:40		12/28/25		Doing the CD check noted Morphine sulphate 30mg recorded as 26 present in cd cupboard.
Actually 27 present.

Also CD book Says Nil Zomorph and Diazepam present. Both present but expired.		Datix completed
Staff reminded to be vigilant whilst doing CD and both checkers to actively check.
Ward manager informed via email. Pharmacy emailed to remove expired CD's.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Drug count incorrect		Spooner,  Jennie		Finally approved		No Harm		No harm		12/31/25		Datix completed
Staff reminded to be vigilant whilst doing CD and both checkers to actively check.
Ward manager informed via email. Pharmacy emailed to remove expired CD's.		Expired CD's still need to be recorded in the CD book
Staff to take care when counting CD's		Clinical Support and Specialist Surgery (CSSS)

		I19607		19670		12/28/25		10:00		12/28/25		she is independently mobile, maintains self pressure relief. Moisture associated damage to sacrum, skin red and blanchy. skin bundle and purpose T updated. Encouraged patient to move 2-4hrly. Needs medical illustration. She also has a abdominal tumor wound dressing intact. TVN referral sent for a dressing plan. she states tumor dressing done 2weeks ago, but no any dressing plan to change dressing		TVN referral sent for dressing plan for abdominal tumor. assking bundle and purpose T updated. updated hand over. she is on dynamic mattress now. Encouraged patient to maintian pressure relief. needs medical illustration for both. Informed nurse incharge		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Skin condition		Other skin condition		Spooner,  Jennie		Finally approved		Low Harm		No harm		12/31/25		TVN referral sent for dressing plan for abdominal tumor. assking bundle and purpose T updated. updated hand over. she is on dynamic mattress now. Encouraged patient to maintian pressure relief. needs medical illustration for both. Informed nurse incharge				Clinical Support and Specialist Surgery (CSSS)

		I19608		19671		12/29/25		01:15		12/29/25		Unwitnessed fall
Patient states he was getting something off the floor- from a lying position in bed and rolled out of bed- landing on his face
on entering the room- patient lay flat on the ground face down
Unable to roll over on his back as his arm was underneath him- 
Placed pillows underneath him for comfort


RAPID REVIEW OF MULTIPLE FALLS FROM PATIENT BEING COMPLETED UNDER INCIDENT NUMBER TO INCLUDE: I18608 / I18611 / I19608				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Langstaff,  Alexandra		Finally approved		No Harm		No harm		12/29/25		Observations taken- NEWS= 6- Doctor alerted
Asked patient was he in any pain- voiced he was not
2 skin tears to both left and right arm- cleaned and dressing applied
Doctor RV CT requested
Assisted to bed via scoop- full body check- no concerns 
Neuro obs started				Clinical Support and Specialist Surgery (CSSS)

		I19613		19676		12/29/25		09:55		12/29/25		Once the theatre discharge summary has been completed, the surgical wounds, drains and pressure areas no longer show an image of the location of wounds etc. It is shown as an unusual abbreviation i.e. {"underlay":"Skin","svg":" and to anyone trying to interpret these will struggle or not relate to the patient. This posses a risk to the patient documentation and causes issues when investigating issues such as SSI or pressure areas and understanding the care for the patient.		Resolution being managed via TechBar Ticket - #INC-131831		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic		The Christie NHS Foundation Trust / Digital Services / Internal Digital Environment		The Christie NHS Foundation Trust / Surgery		Incident affecting Staff		No Harm		Non-clinical incident		IT issues		Software Failure		Breslin,  Deirbhle		Finally approved		No Harm		No harm		12/29/25		informed the digital team.				Clinical Support and Specialist Surgery (CSSS)

		I19616		19679		12/29/25		14:00		12/29/25		Cannula flushed fine before TAZ and Paracetamol however  when I went to flush off the tazocin after half an hour, noticed very large bulge/ swelling around cannula site where the tazocin has gone into the tissues.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Caporn,  Alice		Finally approved		No Harm		No harm		12/29/25		tried to remove any fluid from the canula with a 10 ml syringe but unable to get any out. 
Cannula removed .
elevated arm
Informed doctor
Apologised to patient for what has happened
Nurse in charge made aware.
Datix completed				Clinical Support and Specialist Surgery (CSSS)

		I19637		19700		12/29/25		17:00		12/29/25		TSRT9/ L5/ 9C/ CF 1C 1D/ MOD 13R/ SB 10l 12g13HH

When completing weekly Vacbag checks, this patients was found in the treatment room. 
Double checked that the patient had finished treatment in November, so deflated bag. 
Went to record deflating of vacbag and found that the patients has never had a vacbag document or any QCLs input to monitor pressure during treatment.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9C Production of immobilisation devices		Holt,  Daniel		Finally approved		No Harm		No harm		12/31/25		Escalated to Band 7. Vacbag deflated and returned to CT. Annotation input into Navigator.
B7 reviewed patients notes, no apparent set up issues identified during treatment or with vacbag, thus no impact to treatment. AlignRT used. 
Feedback provided to radiographers involved in scanning, prepping and treatment completion checks by b7.				Network Services

		I19634		19697		12/29/25		15:00		12/29/25		Upon a post operative pressure area check, we noticed a small area of broken skin in the sacral cleft not mentioned prior to surgery.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Friction damage		Kennedy,  Pamela		Finally approved		No Harm		No harm		1/2/26		dried the area and applied barrier spray, handed over to recovery that datix would be completed, viewed the area with the recovery practitioner (with the patients consent) and to handover to ward 10 to ring medical illustration in the morning.				Clinical Support and Specialist Surgery (CSSS)

		I19643		19706		12/29/25		12:00		12/30/25		Patient treatment delayed 3 hours, due to bloods not being uploaded to CWP.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Kulesa,  Weronika		Incident being managed locally		No Harm						Patient had 0900 appointment, had to be rebled on the unit. Treatment then going ahead at 1200, when treating nurse had already got another patient at this time. Patient was also for a cold cap- which then further caused delays to other patients waiting for that cold cap				Network Services

		I19644		19707		12/29/25		12:00		12/30/25		Patient appointment time 1030, however did not get treated till 1230 due to cold cap not being avaliable				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Medical		Lack/ unavailability of equipment/device		Kulesa,  Weronika		Incident being managed locally		No Harm						Patient delayed 2hrs, treated at 1230 not 1030. Caused stress to treating team as ended up treating multiple patients at once				Network Services

		I19639		19702		12/29/25		00:00		12/29/25		TSRT9/ level 5/ 12G/ 
RTQA form including IRMER Justification not present, picked up at Post Tx Check missed at Treatment Prep. Patient had Previous RT in 1990- Overlap accepted on Px, However RTQA form lacking.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		12G End of process checks (including OMS data import)		Abutaleb,  Mohamedkhalid		Incident being managed locally		No Harm						consultant emailed to upload ASAP- Covered under IRMER as justification present on Px and accepted overlap.				Network Services

		I19640		19703		12/29/25		10:20		12/29/25		patient undergoing laparoscopic procedure in theatre 8 using laparoscopic stacker already set up in theatre. whilst using the camera to look down into the patients abdomen the electricity to the laparoscopic stacker cut off. turning the stacker and screens off mid procedure.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 8				The Christie NHS Foundation Trust / Surgery / Colorectal Surgery		Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Thomas,  Preethi		Incident being managed locally		No Harm						attempted to turn the laparoscopic stacker back on to no avail. escalated to coordinator who helped bring in the mobile laparoscopic stacker and screens to continue the procedure. informed private theatre staff about problem. they already knew of the problem but thought it was already fixed. they helped sort out the problem and we were able to get the stacker working again but as we were already set up on the mobile stacker the surgeon decided to keep using the mobile stacker as this seemed like the safer option.				Clinical Support and Specialist Surgery (CSSS)

		I19649		19712		12/29/25		13:00		12/30/25		TSRT9 LEVEL 3/ 10N/ CF 7 / SB13w / MD 13w

Patient arrived for radiotherapy but immobilisation mask could not be located. scanned at another site and transferred by courier GMWS00004085
rescan required additional DLP1743.8				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10N Other		Davies,  Julie		Incident being managed locally		No Harm						full apology to patient and relative
chased courier delivery confirmed to another unit ROH. contacted other department no immobilisation present 
patient rescanned not reportable				Network Services

		I19680		19743		12/29/25		11:18		12/31/25		The date on the letter is on 30 Oct, but our secretary just forwarded the referral to us on 29 Dec.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Foxley-Hine,  Julie		Incident being managed locally		No Harm						Marked referral as urgent, and asking the referrer the reason of delay referral				Network Services

		I19624		19687		12/29/25		10:00		12/29/25		patient did not attend for pre op appt
annotation on CWP said he had had voicemail and email with appt details
called pts mobile number (two on system, first one called)
person who answered was not the patient and also said he had had a number of calls, voicemails and texts regarding appts including from salford hospital				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Edwards,  Kerrisha		Incident being managed locally		No Harm						apology given, admin staff in pre op removed the mobile number from system
called other mobile number and correct person answered
he did not know about pre op appt and said he did not have surgery date 
checked email address which was deemed correct 
has a scan today 13.20hrs in The Christie so offered a pre op appt after that at 14.30hrs
attended pre op at 3pm after scan				Clinical Support and Specialist Surgery (CSSS)

		I19625		19688		12/29/25		14:45		12/29/25		Patient was taken down off bed and left the treatment room following delivery of first arc of treatment by staff. Treatment not completed and still 1 arc remaining for fraction. B7 called. Patient reset up and additional CBCT required for verification. Remainder of treatment delivered.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13OO Completion of treatment exposure end of process checks		Ensum,  Hannah		Incident being managed locally		No Harm						B7 called. Patient called back in to the treatment room. Remainder of treatment delivered. Datix completed.				Network Services

		I19629		19692		12/29/25		09:10		12/29/25		Off label use of MIC trans gastric jejunostomy directly into jejunum, placed at Salford 10-11 weeks ago.
Patient has leakage at stoma, with associated skin breakdown. Unclear if balloon ever inflated, or if this remains inflated, patient cannot advise - lack of balloon inflation will exacerbate ongoing  stoma leakage.
Disc sutured to skin, but nothing maintaining tube within stoma/disc. 
Unclear if given above it is suitable to feed via jejunostomy.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Equipment incident		Medical		User error		Safety,  Patient		Incident being managed locally		No Harm						Contacted Salford UGI CNS team for advice - there has been previous contact but nil response to questions regards suitability to utilise tube in this manner, and Salford plan/guidelines when issues arise, given off label use of trans gastric jejunostomy directly in to jejunum.

Discussed with dietetic colleagues. Given lack of guidance with regards use of this tube it was felt we could not advise adequately with regards suitability to continue to use this tube for active feeding, therefore to discuss with Salford team re plan moving forward for this patient.

Given this practice with these tubes is new and not common, Salford team will need to review suitability to use in this manner as well as a plan for their care of these patients post jejunostomy, as issues with tube as follows:
Nil balloon inflation means tube has no internal retention in the stomach.
Nil balloon inflation will lead to potential leakage and skin breakdown at the site.
Sutures will only retain disc and will not maintain tube in stomach, so potential for tube displacement.
suture at disc makes cleaning site, especially with jejunal leakage difficult to manage - can exacerbate skin breakdown.

The lack of guidance regards off label use of these tubes also needs to be addressed, despite raising concerns regards this previously with the Salford team.

This incident should be referred back to Salford Royal for review please.				External Other Trust

		I19632		19695		12/29/25		12:30		12/29/25		This patient was due to receive her first dose of Denosumab with the Christie at home team on 31/12/25. No baseline Vitamin D level available so I phoned her to arrange for this blood test and to tell her that we wouldn't be able to go-ahead with the first dose of Denosumab this week. She spoke very little English (first language Polish) and had to hand me over to her grown-up son to speak. He informed me that he had administered the Denosumab to the patient himself today.				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Medication incident		Self administration		Contra-indication in relation to drugs or conditions		Meek,  Crawford		Incident being managed locally		No Harm						Patient and son made aware that this drug is only for self-administration once taught how to do so and not for cycle 1. Also informed that the treatment should not have gone ahead as Vitamin D not checked and patient not assessed by Christie nurse with regards to dental issues etc. Note of batch number and expiry date taken. Breast clinical oncology team, consultant and pharmacy homecare team emailed to notify of incident and for instruction on how to proceed.		Pharmacy review 5/1/26
1. Referral process for Christie@Home currently being reviewed and updated process to be implemented in 2026. With the new referral process patients need to have their suitability assessment done prior to the pharmacist screening treatment in order to prevent medicines being posted to the patient before they know about the service. 
2. Medical team to appropriately inform and consent patients to the Christie@Home service. Project ongoing within Christie@Home team to promote the service and educate clinicians.		Network Services

		I19618		19681		12/29/25		14:30		12/29/25		A patient was due to receive a melphalan dose before an autologous stem cell transplant on the 29th December. The prescription was completed on the 24th December giving half a day's notice to schedule this in with aseptics, the 25th and 26th were bank holidays and the 27th and 28th were weekend days. This is too late to schedule a dose of melphalan in  with aseptics so the patients transplant was delayed.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Prescribing		Delay (late, but before next dose was due)		Clout,  Ruth Elizabeth		Incident being managed locally		No Harm						Patient was informed. Baxters contacted to manufacture the dose on the 30th.				Network Services

		I19641		19704		12/29/25		11:00		12/29/25		Patient got up from chair in the waiting room once called by the reviewing doctor. Doctor witnessed patient fall from standing. Patient did not lose consciousness and did not hit head. Patient appeared to lose footing from underneath him and legs appeared to go weak.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Outpatient)		On the same level/ from standing position		Donovan,  Helen		Incident being managed locally		Low Harm						Vital signs checked, no apparent signs of postural hypotension. Blood glucose checked. Patient reviewed by the medical team, Consultant made aware. Emergency bed admission placed for further investigation. DATIX completed.				Research and Innovation

		I19626		19689		12/29/25		09:30		12/29/25		Extravasation site of cannula to right arm infusing polyfuser phosphate- LOT 25NA19 at the time- swollen, purple and red, site- aspirated 1ml from cannula , unable to aspirate more, cannula removed with ANTT, covered with gauze, site drawn around with surgical pen, medical illustration have taken a photo, Medics and nurse in charge informed, cold pack applied for 20 minutes and arm elevated, as per flowchart c of extravasation policy.		None required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Clarke,  Catherine		Finally approved		Low Harm		Low harm		1/5/26		Extravasation site of cannula to right arm infusing polyfuser phosphate- LOT 25NA19 at the time- swollen, purple and red, site- aspirated 1ml from cannula , unable to aspirate more, cannula removed with ANTT, covered with gauze, site drawn around with surgical pen, medical illustration have taken a photo, Medics and nurse in charge informed, cold pack applied for 20 minutes and arm elevated, as per flowchart c of extravasation policy.		Cannula sites has been monitored adequately since admission as per cannula care plans. 
Staff involved followed Extravasation policy and continued to monitor after incident. From documentation appears skin condition did not worsen in following days and no further intervention was required.		Clinical Support and Specialist Surgery (CSSS)

		I19664		19727		12/30/25		16:00		12/30/25		HCA took patient to wythenshawe for stent, after procedure HCA was waiting and had been to cafe having a coffee 
In the mean time ambulance men arrived to collect patient, HCA had been looking out for crew to arrive
HCA returned back to the ward where the patient came walking agressively down the corridoor and started to swear at HCA, very verbally abusive asking where he had been ( for 15 minutes )
HCA apologised to patient but had continuously checked in on patient during procedure		- Informed ward manager
- Datix submitted 
- To inform security so they have patient on there radar
- To escalate accordingly if rude to staff members again		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Staff		No Harm		Security incident		Abuse to staff from patient		Verbal		Spooner,  Jennie		Finally approved		No Harm		No harm		12/31/25		- Informed ward manager
- Datix submitted 
- To inform security so they have patient on there radar
- To escalate accordingly if rude to staff members again				Clinical Support and Specialist Surgery (CSSS)

		I19653		19716		12/30/25		13:17		12/30/25		TSRT9

completing chart QA as per weekly tasks however noticed previous chart QA was completed 19/12/2025 and been 7#s since last check was completed				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						informed B7 and asked to complete datix, remaining weekly task schedules checked				Network Services

		I19656		19719		12/30/25		12:20		12/30/25		Patient had a skin reaction after being given IV IOMERON 300 IODINATED CONTRAST AGENT. He described itching all over and on face. He said he took a sedative, Zopiclone, which is a medication listed under the PGD as caution for Chlorphenamine tablets. 
His skin appeared red and he was scratching. I checked with the Clinical Medical Registrar on call Dr Anuja AMANNARKANDT (GMC-7498817). I took some clinical observations and the Dr agreed they were fine and it is ok to give a Chlorphenamine tablet				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Whelehan,  Sarah		Incident being managed locally		No Harm						The actions as above. We observed the patient. Colleague said the patient's symptoms had resolved after half an hour of taking the antihistamine tablet. The patient left the department. Patient CRIS alarm put on and on CWP also.				Clinical Support and Specialist Surgery (CSSS)

		I19657		19720		12/30/25		14:30		12/30/25		TSRT9
Paediatric patient set up to alignment tattoos not origin tattoos.
Discovered after CBCT acquisition.
Patient re set up to correct origin, additional concomitant exposure scan approved under protocol. 
Patient scanned and treated.

Total additional imaging dose of 0.7mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Incident being managed locally		No Harm						Patient reset up using correct origin
Additional concomitant exposure approved
Discussed with treatment staff using site set up to aid location of origin, and that the isocentre position corresponds anatomically between patient and treatment plan.				Network Services

		I19658		19721		12/30/25		14:00		12/30/25		Patient is receiving radiotherapy to her vulva but at time of review on 22/12/25 by her consultant and Oldham based advanced practitioner and was found to have some faint pinkness to her left sacrum (3cm in diameter) this has now become a deeper pink with some dry flaky skin which could have been aggravated by friction of getting on and off the radiotherapy bed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Davies,  Julie		Incident being managed locally		No Harm						Following review on 22/12 due to other risk factors including significant weight loss and some likely  dose to the sacrum, she was referred to the District nursing team (for assessment for pressure relieving aids) and encouraged to change her position regularly. Daily skin checks of the area were put in place and she was given mediderma S barrier cream for regular application. Care was taken by staff when moving and positioning. District nurses did not respond and contact despite referral and needed chasing on 23/12 and they finally visited on 24/12. During her treatment visits on 29th and 30th of December she was assisted onto a stretcher trolley to allow her to rest on her side as she is a transport patient, as she has become generally unwell and less mobile.				Network Services

		I19659		19722		12/30/25		14:45		12/30/25		Patient is biological male but uses she/her pronouns and prefers the title "Mx". There is no option for Mx in Care Flow. The only option that might be suitable is "Unknown", but patient prefers Mx. Patient had been registered as Mr, so her first appointment letter has unfortunately gone out with this title.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Palfreyman,  Rebecca		Incident being managed locally		No Harm						Preferred name updated. Title changed to "Unknown". This removes the title completely from EPRO letters. I've not had the opportunity to generate an appointment letter to check whether this pulls through on Care Flow appointment letters.				Network Services

		I19660		19723		12/30/25		15:30		12/30/25		A new CWP list has been implemented without key information, including no column for requested FU date, preventing prioritisation. There is no clear process, lead or timely response for haematology overbooking requests, causing backlog, repeated chasing and delays to patient appointments. Staff have received no clear training on the new system, including removing patients once booked. The new comments function is complex and led to a patient temporarily disappearing from the list.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Read,  Chloe		Incident being managed locally		No Harm						Repeatedly emailed asking for advice on where to book patients and requested guidance. There are also two overbooking lists patients are appearing on. 

Escalated to service managers and staff awaiting response on issues raised. Multiple patients can attach email with information.				Network Services

		I19661		19724		12/30/25		16:20		12/30/25		Notified by our SACT deputy service manager a hotline call has been forwarded to them as a patient has rang up with a temperature and infective symptoms. Reiterated that we are not an acute emergency line/service and to call the hotline back to gain advise.				The Christie NHS Foundation Trust / Network Services / SACT Services						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure with patient or relative		Mcgough,  Sophia		Incident being managed locally		No Harm						Patient contacted to follow the correct procedure- confirmed had hotline number 
Datix completed				Network Services

		I19677		19740		12/30/25		09:00		12/31/25		A new radionuclide calibrator (S/N: 559371) undergoing acceptance testing/commissioning was mistakenly used for measurement of clinical patient injections.

The calibrator undergoing testing was left in a room temporarily being used for patient injection preparation, alongside a fully commissioned and clinical calibrator. Calibrator 559371 was not labelled (e.g. "not for clinical use").

It was used for patient Tc-99m measurements on at least 30/12/2025. Not clear if used 22-24/12				The Christie NHS Foundation Trust / Network Services / Nuclear Medicine / Nuclear medicine						Incident affecting Patient		Near Miss		Clinical incident		Resources		Equipment		James,  gregory		Incident being managed locally		No Harm						Sign placed on calibrator stating "not for clinical use"

Confirmed I-131 measurements 30/12/2025 were performed on correct, commissioned, calibrator.

Reviewed preliminary test results for calibrator 559371, performed by trainee clinical scientist. These show acceptable linearity performance, Tc-99m accuracy of -1% compared to secondary standard on #80 factor.				Network Services

		I19678		19741		12/30/25		00:00		12/31/25		RBC unit ordered for patient but not transfused. Unit is now expired and is no longer suitable for any other patient. Unit must now be discarded.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Spooner,  Jennie		Incident being managed locally		No Harm						RBC unit discarded.				Clinical Support and Specialist Surgery (CSSS)

		I19665		19728		12/30/25		19:00		12/31/25		During handover, the day staff nurse informed me that the patient’s antibiotic was due at 02:00. Upon reviewing EPMA, it was noted that IV Tazocin had already been administered at 14:00 and again at 19:00 the same day. This resulted in a 5-hour interval between doses, which is not in line with the prescribed TDS (every 8 hours) dosing schedule. This indicates that the antibiotic was administered too close together in timing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Frequency - wrong		Spooner,  Jennie		Incident being managed locally		No Harm						Escalated this to the nurse in charge and the on call medic who has reviewed the patient. The on call medic informed me to miss the next dose and give the next dose at 06:00.				Clinical Support and Specialist Surgery (CSSS)

		I19667		19730		12/30/25		22:00		12/31/25		when separating plasma from a blood sample in CRF lab after taking the 8hr PK for C1D14 1st dose i accidently split that plasma between the aliquots for the 1,2 and 3hr post PKs needed on the second dose - I did not recognise this mistake for a few hours by which time the plasma in these aliquots had frozen				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Processing Laboratory						Incident affecting the organisation		No Harm		Clinical incident		Resources		Equipment		Turner,  James		Incident being managed locally		No Harm						to solve this problem overnight i took the 8hr PK aliquots for the second dose were used and 4 spare aliquots used and labelled from lab to dispense the 1,2 and 3hr PK plasma into - all aliquots are in freezer and no bloods were missed				Research and Innovation

		I19704		19767		12/30/25		00:00		12/31/25		TSRT9
Final # XVI acquired and reviewed as normal. Image did not transfer to Mosaiq, presumably a dicom issue. Pt completed treatment and images deleted from XVI terminal on S11 before staff realised the image was missing.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13OO Completion of treatment exposure end of process checks		Triffitt,  Clare		Incident being managed locally		No Harm						Unable to retrieve image.
Discussed with staff.				Network Services

		I19699		19762		12/30/25		09:00		12/31/25		TSRT9/ level 5 / 5i / CF 1d / SB 5l/ MD 5l
Patient treated at Withington site. cardiac patient. admin team followed protocol all device info requested and cardiac input reported low risk. 
Post cardiac check requested at Bolton as protocol
Bolton failed to make appointment
admin noted appointment not made and informed Bolton.
Bolton informed staff member patient had died				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6F Communication of appointment between staff groups (including requested changes following initial booking)		Davies,  Julie		Incident being managed locally		No Harm						full review
patient low risk cardiac with no follow up appointments at christie 
post check not related to patient passing				Network Services

		I19673		19736		12/30/25		14:30		12/31/25		The shifts were applied from old set up tattoos and not the origin tattoos. The patient was imaged and the error was discovered.  A secondary image was necessary after the patient was re set up.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Incident being managed locally		No Harm						The error was reported to a band 7.
Secondary additional image approved. 
Repeat XVI image. 
The patient was re set up, and re-imaged.				Network Services

		I19662		19725		12/30/25		15:00		12/30/25		Extravasation of cannula caused by Digoxin - vesicant drug. 
55ml given when recognised.		Following extravasation protocol. 
Stopped infusion, withdrew (was around 2ml) 
Drew round the area, sterile gauze in place.
Cold pack given Medical illustration completed. 
Nurse in charge informed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Spooner,  Jennie		Finally approved		Low Harm		Low harm		12/31/25		Following extravasation protocol. 
Stopped infusion, withdrew (was around 2ml) 
Drew round the area, sterile gauze in place.
Cold pack given Medical illustration completed. 
Nurse in charge informed.				Clinical Support and Specialist Surgery (CSSS)

		I19648		19711		12/30/25		09:55		12/30/25		Patient attended for C2 of Docetaxel. 29.2mls into infusion patient went red in the face and felt sick. Infusion stopped. Obs taken and are as follows RR-19, HR-90, BP-132/79, O2-100%,Temp-36.4. 10mg chlorphenamine given and 100mg hydrocortisone given. Patients redness and sickness settled, however she felt dizzy. Obs rechecked - HR-68, O2-100%, Temp-36.2, BP-72/41, RR-20. 250mls NaCl given and patients legs raised. Obs checked afterwards at 10:20 - HR-85, BP-118/70, O2-98%, RR19, Temp-36.2.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		Low Harm						Infusion stopped. Obs taken and are as follows RR-19, HR-90, BP-132/79, O2-100%,Temp-36.4. 10mg chlorphenamine given and 100mg hydrocortisone given. Patients redness and sickness settled, however she felt dizzy. Obs rechecked - HR-68, O2-100%, Temp-36.2, BP-72/41, RR-20. 250mls NaCl given and patients legs raised. Obs checked afterwards at 10:20 - HR-85, BP-118/70, O2-98%, RR19, Temp-36.2. Restarted at slow rate, however 5.5mls into this she complained of feeling like her throat closed up. Infusion stopped again, and obs checked. Temp-36.8, HR-91, O2-98%, BP-117/65, RR-19. Treatment not restarted again. Team emailed.				Network Services

		I19652		19715		12/30/25		12:28		12/30/25		I came over to the patient to check he was ok and he reported feeling shivery in his stomach.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		Low Harm						IV infusion was stopped after 193mls of trastuzumab was infused. Observations were taken and ACP came to review the patient. Chlorphenamine 10mg, Hydrocortisone 100mg and IV paracetamol 1g were administered.				Network Services

		I19669		19732		12/30/25		11:00		12/31/25		3x Trial patients were due treatment on 30-Dec, however no new IMP shipment had been received and remaining stock had expired on 25-Dec. As a result, one patient was unable to start their planned cycle and was sent home untreated. One patient was partially supplied using available 20mg stock.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Other		Foden,  Gillian		Incident being managed locally		Low Harm						(This trials IRT system should automatically notice & flag that a new shipment needed.) 
Treating consultant & pharmacy contacted sponsors to request more IMP urgently
3 patients risk assessed (Had enough IMP for 1 patient, and some 20mg tablets) 
Patient 009 deferred and informed - plan to start once stock available
Patient 003 given enough 20mg tablets for 5 days (As this pt is on lower dose) 
IRT records reviewed to identify discrepancies that we may have missed. 
Ongoing communication with sponsor

Not fully reviewed IRT / CWP notes / Pharmacy dispensing logs but currently - 1 patient had discrepancies with their IRT records, however this was known and sponsors were aware of this. Appears to be an issue with their system/ auto-restocking function, but need to fully review to confirm this.				Network Services

		I19672		19735		12/31/25		09:00		12/31/25		Treatment room door is sticking and not closing fully		Reported to estates immediately and datix		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting the organisation		No Harm		Security incident		Site security		Doors unlocked		Spooner,  Jennie		Finally approved		No Harm		No harm		12/31/25		Reported to estates to fix ERM-317005		nil lessons to learn		Clinical Support and Specialist Surgery (CSSS)

		I19675		19738		12/31/25		10:30		12/31/25		Alerted by relative that patient was unable to get up off the floor. Attended room, patient had attempted to stand from toilet, legs gave way and landed on knees. No injuries reported, did not bang head.		Reviewed by doctor and no obvious injuries, encouraged to ask for assistance when going to the bathroom, commode now over the toilet so it's easier for her to get up, mobility assessment updated		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Paterson,  Ruth		Finally approved		No Harm		No harm		1/2/26		Assisted to standing and mobilised back to bed. Dr informed and reviewed. Observations recorded. Physio referral sent. Risk assessments to be updated. Patient already informed NOK.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I19681		19744		12/31/25		09:30		12/31/25		Missing patient group direction supplies over the month:
- 2 boxes of ispaghula Husks 
- 62 individual missing Microlax enemas				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Waiting area						Incident affecting Staff		No Harm		Medication incident		Storage		Drugs missing/cannot be found		Hawkes,  Iain		Finally approved		No Harm		No harm		1/2/26		Memo sent to all staff reminding of the local governance procedures. Local quality improvement project on-going to review local processes and improve compliance to medicine safety. Datix complete.				Network Services

		I19700		19763		12/31/25		12:30		12/31/25		SpR has requested a PET/CT (pre-treatment investigation) on 17/12. 
On 31/12 at 12.30pm I called NM reception to enquire about date of scan. Receptionist located request. I was informed this had been made via the "old portal" and should have been made via the "new portal" that has been in use since 28/10.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		James,  gregory		Incident being managed locally		No Harm						Receptionist agreed to ask for the request to be vetted for scheduling. 
Receptionist was unable to state at that time why the "old portal" was still active for new requests.
I received a call from the receptionist (at 2pm) who stated the request could not be processed and should be re-requested via the new portal. Link sent to me on email. 
Receptionist advised that the old portal will be closed on 05/01/26 but was running in parallel with the new portal for handling of legacy requests made before the new portal was launched. Receptionist advised there were no manager present in the department to whom I could escalate concerns from then (2pm on 31/12) and until 05/01.				Network Services

		I19701		19764		12/31/25		13:30		12/31/25		Three way tap not screwed on fully, came loose.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Spillage		Contained spillage		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped the treatment, got the spillage kit and followed correct spillage protocol.				Network Services

		I19702		19765		12/31/25		11:00		12/31/25		Patient transferred from AACU post review for completion of blood transfusion. Patient reports a rash on her lower legs, says it has been present for 2 weeks and wants it reviewing by a doctor. AACU ACP review on CWP states there is no rash present. Patient states they reported the rash on AACU and were told to ask to see a doctor once on Endocrine to have someone look at her rash.				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 / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Mcgough,  Sophia		Incident being managed locally		No Harm						On-call doctors contacted via Alertive to have a review by a doctor on the Endocrine department - delaying the patient's discharge and causing additional and unnecessary work for Endocrine staff and on-call doctor.				Clinical Support and Specialist Surgery (CSSS)

		I19706		19769		12/31/25		17:30		12/31/25		Patient attended for treatment today C2 day 1 Cabazitaxel and had reaction after 29.3ml has been infused, he complained of hot flushes and chest tightening
Treatment stopped
100mg of hydrocortisone administered
10ml of saline flush given
Observations done and recorded,.
 Patient feels ok after that and 30 minutes later treatment re-started at slower rate and patient tolerating well at the moment 
No other concerns				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Treatment stopped
100mg of hydrocortisone administered
10ml of saline flush given
Observations done and recorded,.
 Patient feels ok after that and 30 minutes later treatment re-started at slower rate and patient tolerating well at the moment 
No other concerns				Network Services

		I19696		19759		12/31/25		13:30		12/31/25		TSRT9 - Bolus fell off patient after full scan acquired and reference capture completed, prior to any treatment delivery. Plenty of tape was applied to bolus but it still fell. B7 in attendance, unsure if patient moved as it fell and no usable surface in this instance as moves already applied following image. Opted to reset up. Additional concomitant exposure approved by B7, additional imaging dose of 1.7mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13U Use of compensators (including bolus)		Triffitt,  Clare		Incident being managed locally		No Harm						Apologised to patient.
Sourced alternative paper tape as micropore tape in room not that sticky.
B7 present and approved additional concomitant exposure.
Patient reset up following protocol, reimaged and treated as planned with bolus in position.				Network Services

		I19697		19760		12/31/25		14:30		12/31/25		Patient having C2 Nivo/Ipi, 61.7ml infused when patient began having severe back pain and appeared red and flushed. IV piriton and IV paracetamol given and observations recorded. Patient reported feeling nausea so IV metoclopramide given. Side effects settled and on call doctor allertive'd for a rechallenge plan. Patient monitored.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						IV piriton and paracetamol given				Network Services

		I19693		19756		12/31/25		13:30		12/31/25		I called the patient to inform her of her bloods and treatment times on the 03/01 and 05/01.
This lady was meant to be treated on the 27th and due to issues with Baxter’s she wasn’t treated until Monday, this meant her C1 D15 would have to be deferred to 05/01, so it was a full seven days between her doses. 
Patient was not happy with this and began shouting at me immediately I tried to explain the best I could, but she continued to shout questions/statements at me.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / Ground Floor						Incident affecting Staff		No Harm		Security incident		Abuse to staff from patient		Verbal		Kulesa,  Weronika		Incident being managed locally		No Harm						I tried to explain the best I could, but she continued to shout questions/statements at me including.
“You at the Christies are very good at all the PR but rubbish at patient care”
“The care I have received up to now is shocking”
“ I have never seen an oncologist in clinic, they send in research doctors who don’t have a clue”
“You gave me steroids on Saturday then sent me home with no chemo and the steroids would have fed my cancer all weekend”
“ Would you like this to happen to your mum or family member”
“Should I even carry on with treatment after you have messed my days up”
“ I want an oncologist to call me and tell me this won’t affect my outcomes”

I reported the incident to the medical team and my managers.				Network Services

		I19688		19751		12/31/25		13:30		12/31/25		Patient got hot flush and stomache during paclitaxel infusion. 17 ml fluid infused. treatment stopped immediately.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Observation took and charted in CWP. hydrocortisone given under PGD at 1332. patient still felt pain. paracetamol 1000mg IV given after. patient felt better then. paclitaxel infusion given again under slower rate according to protocol.				Network Services

		I19690		19753		12/31/25		08:15		12/31/25		The first case was cancelled after the surgeon informed the theatre team that the patient did not have the letter which is used to verify consent. Therefore  the first case on the list could not proceed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin		The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Smith,  Lydia		Incident being managed locally		No Harm						The co-ordinator was informed and a datix to be done by scrub team lead.				Clinical Support and Specialist Surgery (CSSS)

		I19670		19733		12/31/25		08:45		12/31/25		2Dkv confirmation image taken prior to applying moves from initial CBCT. Additional 2DKv taken.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Booth,  Adam		Incident being managed locally		No Harm						Superintendent informed and datix submitted				Network Services

		I19679		19742		12/31/25		11:30		12/31/25		patient was C1D1 sacituzumab patient became nauseous, clammy skin and chest felt tight				The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						treatment stopped 
hydrocortisone given 1000mg
250ml saline given
contacted team for further advice				Network Services

		I19683		19746		12/31/25		08:30		12/31/25		Patient came into the room and was identified and details attended on the machine. However she urgently needed the bathroom. Whilst waiting the second patient came into the room for her x-ray, however she was x-rayed under the first patient's details. This was immediately identified and changed before the second patient was x-rayed. I was told to complete the patient and the images were immediately moved to the correct patient by a PACs radiographer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Plain Film)						Incident affecting Patient		Near Miss		Clinical incident		Patient identification (non medication/ tranfusion incident)		Patient identification (non medication/ transfusion incident)		Whelehan,  Sarah		Incident being managed locally		No Harm						Images immediately moved to the correct patient's packet and then the original patient was x-rayed				Clinical Support and Specialist Surgery (CSSS)

		I19682		19745		12/31/25		12:30		12/31/25		Extravasation of approx 18ml of Dotarem IV contrast during MR scan in PBT MR scanner, Cannula site left hand.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / MR scanner						Incident affecting Patient		Harm		Clinical Event		Radiotherapy clinical event		Radiotherapy Clinical event		Parry,  Catherine		Incident being managed locally		Low Harm						Followed extravasation local policy. Attempted to aspirate (unable to aspirate any contrast), cannula removed, pen marks drawn around swelling. Cold compress and elevate arm.
Pt reviewed by clinical fellow, clinical photography attended at took photographs.
Sent home with safety net advice and hotline, pre-treatment team to phone on Friday to review,				Network Services

		I19692		19755		12/31/25		14:10		12/31/25		Patient attended for C1 of Paclitaxel. 15.4mls into infusion patient complained of back pain, feeling sick and went red in the face. Infusion stopped. 100mg hydrocortisone given. Obs checked and are as follows - 36.4, 175/83, rr-26, hr-84, 95%. Patient still had back ache and sickness. 100mg hydrocort given again and 10mg metoclopramide given. Patients symptoms resolved. Obs rechecked. rr-16, 97%, 36.4, 141/75, hr-90. Paclitaxel restarted at slow rate and patient is currently tolerating.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		Low Harm						Infusion stopped. 100mg hydrocortisone given. Obs checked and are as follows - 36.4, 175/83, rr-26, hr-84, 95%. Patient still had back ache and sickness. 100mg hydrocort given again and 10mg metoclopramide given. Patients symptoms resolved. Obs rechecked. rr-16, 97%, 36.4, 141/75, hr-90. Paclitaxel restarted at slow rate and patient is currently tolerating.				Network Services

		I19666		19729		12/31/25		02:50		12/31/25		Patient attempted to mobilise from bed to commode independently despite multiple occasions of needing assistance. She had been informed to use the buzzer and had been answered promptly at all times but was suffering from severe diarrhoea.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Dimaline,  Helen		Incident being managed locally		Low Harm						The patient was assisted back into bed by 3 nurses and the incident was escalated to the registrar on call.				Clinical Support and Specialist Surgery (CSSS)

		I19668		19731		12/31/25		06:30		12/31/25		Patient receiving second unit of red blood cells pulled out canular 
health care present 1.1 care due to ongoing confusion 

-				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Transfusion incident		Duration		Patient undertransfused		Caporn,  Alice		Incident being managed locally		Low Harm						Attempted to re-canulate, Patient refused 
medical team informed 
pending capacity assessment and dols 
review medication to manage agitation				Clinical Support and Specialist Surgery (CSSS)

		I19705		19768		12/31/25		17:52		12/31/25		Patient complained that is finding difficult to breath.				The Christie NHS Foundation Trust / Other						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)				Incident awaiting allocation		No Harm						Treatment stopped immediately
SACT Reaction medication administered as hypersensitive reaction protocol
Sets of observation done				Other







Incidents identified that require a Learning Response

• Learning responses are triggered when an opportunity for new  learning is identified. 
• Potential learning responses are discussed and agreed at the PSIRF delivery group 

which is held weekly and attended by the patient safety team and divisional 
governance teams.

• 7 Learning responses were triggered locally and via the divisional PSIGs in December 
2025:

• 2 triggered for presentation to the ERG 
• 5 triggered for a local learning response

• Patient Safety Incident Investigations (PSII) are triggered when there is a significant 
opportunity for learning and improvement. PSIIs are extensive investigations which 
result in specific outcomes recommended by trained investigators.

• 1 PSII was reported in December 2025:
• I18893 - WLE carried out to right scar site on crown of scalp, no WLE carried out at 

intended site of melanoma to left parietal scalp ( wrong site surgery)
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From early 2025 onward, the trend shows steady and sustained improvement, rising from 
89–91% in spring 2025 to 92–94% by late summer. Performance surpasses the 95% target 
in November and December 2025, reaching a peak of 95.4%.This upward trajectory 
suggests that recent interventions—such as strengthened ward workflow, improved digital 
prompts, or targeted education—are having a positive and cumulative effect. The 
reduction in variation during 2025 indicates more reliable processes and greater 
compliance across clinical areas. Sustaining above-target performance will require 
maintaining current practice, continuing oversight and addressing any pockets of 
underperformance.

Achieve and maintain ≥95% VTE 
assessment completion for three 
consecutive months by Q2 2026.
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• Sustained low numbers of pressure ulcers
• Evidences improvement work related to skin assessment and 

pressure ulcer prevention having impact

• Continue to monitor practice via ward area monthly quality audits 
(mini-CODE)

• Continue education from tissue viability team
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• Since June 2025 we have seen increase in falls however, below 
national average of 6.8 falls per 1000 OBD

• Thematic review completed; falls associated with increased 
complexity of patient cohort, especially inpatients

 

Falls improvement group set up, chaired by Deputy Chief Nurse, initial 
focus on:
  Enhanced Therapeutic Observations of Care standards
 Use of falls prevention equipment (pressure sensors, low rise beds)
 Patient and staff education
 Improving assessment process with therapy involvement 
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Risk Profile

• In December 2025 there were 312 open risks recorded in DCIQ
• Of the 312 risks open, 67% ( n= 209) were rated as high
• 1 risk was rated ‘extreme ( ≥15)
• 92% of all active risks reviewed within planned timeframes (26 risks were overdue scheduled review26



Trust wide risk register
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Movement of extreme risks

Movement of extreme risks

Risks with a current risk score of 15 and above: 

• As of the current reporting period, 1 risk has a score of 15 and above.
• In December, extreme risks were reviewed within the required trust timescales and so were compliant with the trust’s risk review process.
• 2 risks were downgraded in December ( ID 236&562) 

Risks downgraded from extreme:
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Safe Staffing

29



30



HCAIs against thresholds 2025-26 – HOHA & COHA only

Healthcare Associated Infections

HCAIs being monitored

Indicator Threshold Position 
Year so far 

(as at month 
9)

Threshold 
adjusted to 

month 9
Difference

C.Difficile ≤ 52 Below 
trajectory 28 39 -11

E.coli BSI ≤ 43 Above 
trajectory 45 32 +13

Klebsiella spp. 
BSI ≤ 24 Above 

trajectory 27 18 +9

P.Aeruginosa 
BSI ≤ 8 Below 

trajectory 4 6 -2

Indicator Target Position 
Year so far 

(as at month 
9)

Threshold 
adjusted to 

month 9

MRSA BSI Zero 
tolerance 

Above 
trajectory 2 -

MSSA BSI No target No target 17 -

There have been no further spikes in E.coli and Klebsiella hence the 
difference is now gradually reducing each month. The Trust held a 
well-attended IPC summit in October with NHSE representation. The 
summit focused on the thresholds and on the importance of the 
fundamentals of IPC practice for clinical staff.
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Cancer Standards – Health Inequalities Analysis
62 Day Treatments between 01/04/2023 – 31/12/2025 analysed by gender, age and ethnicity.
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Finance (Executive Summary)

This report outlines the M9 consolidated financial performance of The Christie NHS Foundation Trust and its wholly owned subsidiary The Christie Pharmacy Ltd.

I&E 
• The Trust is reporting a surplus at the end of month 09 of (£5.65m) against a YTD plan of (£5.63m), which gives a YTD variance of (£0.02m). 
• Identified in-year VIP is £25.3m against a target of £25.3m. The VIP shortfall against the recurrent VIP target is £1.3m (RAG rated shortfall £1.3m), where £11.4m 

has been identified against a target of £12.6m (90% of recurrent target identified). Non-recurrent identified VIP is £13.9m against a target of £12.6m, overachieving 
by (£1.3m).

Balance sheet / liquidity 
• The cash balance as at 31st December 2025 is £117.2m, with a forecast yearend balance of £109.3m. 
• Capital spend for 2025-26 was £16.6m, this was £0.5m above the revised plan submitted to NHSE.
• Targets have been achieved against payment of creditors paid within the 30-day Better Payment Practice Code target.

Month 09 YTD position Annual Plan YTD Budget YTD Actual Variance

£'000 £'000 £'000 £'000

Clinical Income (470,558) (352,861) (355,390) (2,528)
Other Income (81,320) (60,968) (61,700) (732)
Pay 267,333 199,638 196,097 (3,541)
Non Pay (incl drugs) 258,589 194,636 200,704 6,067
Operating (Surplus) / Deficit (25,957) (19,555) (20,289) (735)
Finance expenses/ income 22,739 17,142 17,949 808
(Surplus) / Deficit (3,218) (2,413) (2,340) 73
Exclude impairments/ charitably funded capital donations (4,282) (3,212) (3,311) (99)
Adjusted financial performance (Surplus) / Deficit (7,500) (5,625) (5,651) (26)
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Finance (Expenditure)

Agency spend in month 09 is £0.3m, £2.5m YTD, in line with month 08. The spend is predominantly on medical agency.

Alongside this, bank spend in month 09 is £0.5m and £3.9m YTD, an increase of £0.1m from month 08.
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Finance (Expenditure)

• Drugs spend in month 09 is £15.0m, an increase of £4.3m from month 08 driven by an increase in cost and volume drug expenditure and a £1.9m prior year non-
recurrent credit in month 08.

• Non-Pay – Other spend in month 09 is £9.2m, a decrease of £1.2m from month 08 driven by decreased spend clinical supplies and services.
• Key elements of ‘Non-Pay Other’ spend consist of clinical supplies and services, premises and infrastructure costs and R&I costs.
• Pay – Agency spend in month 09 is £0.3m, in line with month 08.
• Pay – Clinical spend in month 09 is £14.7m, in line with month 08.
• Pay – Other spend in month 09 is £2.8m, an increase of £0.8m from month 08 driven by partial release of annual leave accrual in line with Trust policy in month 0835



Finance (Capital)

The Trust has incurred £16.6m up to month 09 on capital schemes overspending by 
£0.5m against the 2025-26 plan. Capital expenditure is primarily on the ASIC 
scheme, the estates backlog programme, digital projects and a significant 
operational asset replacement programme across all divisions.
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Finance (CIP)

Total In year CIP
• Total identified VIP schemes reported 

are £25.3m (£13.9m non recurrent / 
£11.4m recurrent). 

• Risk adjusted identified schemes value 
£25.3m, leaving £0.0m unidentified.

Recurrent
• Schemes totalling £11.4m have been 

identified recurrently against a 
recurrent target of £12.6m

• This leaves £1.3m of the recurrent 
target unidentified, RAG rated 
unidentified £1.3m. 

Red
25%

Unidentified
0%

Delivering
100%

Green
75%

Amber
50%

Target Identifed Unidentified
Risk-Adjusted 

Identified
Risk-Adjusted 
Unidentified

Target Delivered Variance

£0 £0 £0 £0 £0 £0 £0 £0
Total VIP 25,298 25,298 0 25,275 23 18,848 18,848 0

Recurrent VIP 12,649 11,371 1,278 11,371 1,278 9,487 8,484 1,003
Non-Recurrent VIP 12,649 13,927 (1,278) 13,903 (1,254) 9,361 10,364 (1,003)

Annual Year To Date
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Variable performance noting the changing targets required over the 20 
month period shown.
A significant recovery and upward trend from mid-2025.
Evidence of special-cause improvement, indicating recent changes are 
taking effect.

Introduce a rapid-access escalation protocol for patients approaching 
Day 50, ensuring early intervention before breaches occur.
Reduce the number of >62-day patients on the PTL by 15% over the 
next 12 weeks.
Achieve and sustain at least 80% compliance by Q2 2026.
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A gradual upward trajectory is visible after the low point in March. By Oct–Dec 2025, 
performance climbs above 80%, with December achieving 82.2%, the strongest performance 
in the year. While not yet reaching the 85% target, the consistent improvement suggests 
that earlier interventions are beginning to have an effect, with pathway delays reducing and 
flow stabilising. In summary, performance is improving but fragile. The service is trending in 
the right direction but remains vulnerable to operational pressures, and achieving the 85% 
target will require continued focus on pathway optimisation, capacity resilience, and 
proactive oversight of bottlenecks.

Increase treatment capacity at peak demand times
Strengthen proactive breach monitoring
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The MR 6-week waiting time compliance has remained consistently high throughout the 
reporting period, generally staying above 98% and frequently at or close to 100%. This 
indicates strong performance in meeting the national diagnostic standard. However, the 
SPC chart highlights two points of concern: A drop to 97.3% in April 2025, which falls 
outside the typical performance range and is marked as a concerning data point. In 
practical terms this is a total of 5 patients

Aim to restore monthly compliance to ≥ 98% for the next 6 
consecutive months.
Reduce number of radiotherapy/brachy scans on the MR scanners and 
maximise the utilisation of the proton MR scanner

46



47



48



49



50



51



52



Oversight Framework 2025/26

The new NHS Oversight Framework 2025/26 describes a consistent and transparent approach to assessing ICBs and NHS trusts and foundation trusts, ensuring public accountability for 
performance and providing a foundation for how NHS England works with systems and providers to support improvement. The data below relates to Q2 (Access to services module data has been 
excluded for specialist cancer Trusts whilst the national team work on a different way of displaying this data). Metrics have been grouped into domains and will be scored individually and across 
each domain, with Trust’s being segmented into an overall score for comparison against other Trusts. The information is to be publicised on the Model Hospital platform.
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Oversight Framework 2025/26
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Oversight Framework 2025/26
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Clinical Outcomes

Clinical Trial Entries

During Dec 2025 there was an increase in recruitment to Haematology trial.

56



Clinical Outcomes

Current rates of 30-day post SACT mortality are within the normal 
range expected and are consistent with those published by NDRS* 
for The Christie and for national average rates.
*30-day mortality post-Systemic Anti-Cancer Therapy - Case-Mix Adjusted Rates – NDRS

The control line shows the 30-day mortality rate over the entirety of 
time frame shown: 01/10/2023 – 30/09/2025
The UCL and LCL are the upper and lower confidence limits 
(respectively) around the CL. 95% Confidence limits.

30-Day SACT Mortality
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Research & Innovation
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14% of studies that received HRA approval in September 2025 were opened to 
recruitment within 60 days. In October, the UK CRD reported the latest figure for this KPI 
as 20% nationally and an average of 27% over the same period. Nationally the data is still 
evolving and in January 2026 we should align to the national reporting to give a more 
accurate picture.
Set-up is a complex process with multiple stakeholders so granular data and broad actions 
will be required for improvement. 
December two studies achieved; 1st in Europe and 1st in UK ( ALlight and ALE1006)

• Escalation meeting – incorporate granular performance data into 
meeting to formalise issues with performance and determine agreed 
actions. 

• Develop process for ‘Commercial Site Selection Letter of Intent’ trial and 
measure effect on set-up times

• Implementation of EDGE to further streamline the process with 
additional reporting abilities.

Nationally, this KPI is not meeting the 
target level. The Christie is performing 
below the national average.
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14% of studies that opened to recruitment in August 2025 have recruited a 
participant within 30 days. This is within the expected range based on the 
performance since April 2024.
 In October, the UK CRD reported the latest figure for this KPI as 0% and an 
average of 38% over the same time period. 

Nationally, this KPI is not meeting the 
target level. The Christie is performing 
below the national average.

• Develop a set of granular data which can provide meaningful indicators 
as to why the KPI is not met.
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This is not a national measured and published KPI so cannot be benchmarked. 
57% of all amendments completed in December were implemented within 35 
days. The number is 64% for amendments which do not have resource 
implications and 27.3% for those that do have resource implications. 

• Escalation meeting – incorporate granular performance data into 
meeting to formalise issues with performance and determine 
agreed actions. 

• Set-up a working group for amendment implementation
• Implementation of EDGE to further streamline the process with 

additional reporting abilities.

Nationally, the target is 35 days for 
implementation for amendments. The 
Christie is performing below this target.
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 Agenda item 02/26c 

Meeting of the Board of Directors  
Thursday 29th January 2026 

Subject / Title Value Improvement Programme (VIP)  

Author(s) Jo Bolger Leece, Assistant Director for Value Improvement 

Presented by  Claire McPeake Chief Operating Officer  

Summary / purpose 
of paper 

This report provides: 
• An overview of progress in developing the 2026/27 VIP plan, 

including the integration of NHS IMPACT principles and specialty-
led improvement reviews. 

• Assurance that programme delivery is supported by robust 
Quality Impact Assessment (QIA) governance, clinical 
engagement, and alignment with national and local strategic 
priorities. 

• A summary of how the VIP plan aligns to planning submission for 
the Medium Term Operational Planning triangulating with 
performance, activity, workforce and finance.   

Executive Summary 
The Value Improvement Programme (VIP) 2025/26 delivered its 
annual financial improvement target of £25.3 million.  
Identification of the 2026/27 VIP are well underway, with an enhanced 
focus on recurrent financial sustainability, clinical-led specialty 
reviews, and embedding data-driven improvement across operational 
and clinical services.  
Governance oversight remains robust through the Operational 
Performance Improvement Group (OPIG), with clear escalation 
routes to senior management and the Board. While risks remain 
(notably workforce capacity and demand growth), the strengthened 
infrastructure and culture of improvement position the Trust well for 
continued delivery and regulatory assurance. 
 

Recommendation(s) 

The Board is asked to: 
1. Note the position, XX 
2. Support continued focus on recurrent efficiency delivery, ensuring 

sustainability beyond 2025/26. 
3. Endorse the approach to Quality Impact Assessment (QIA) of the 

VIP schemes 
4. Acknowledge ongoing risks (workforce, demand, and financial 

sustainability) and endorse continued mitigation through oversight 
and benchmarking (GIRFT, Model Health System). 

5. Receive further updates on specialty review outputs and 2026/27 
planning progress at the February Board. 
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Background papers VIP reports to Board 2025 

EDI Impact 
Achievement of the value improvement target is expected to advance 
equity, improve access, or reduce disparities for one or more protected 
or disadvantaged groups 

Risk score 
Risk 3629 – Score 12 
Board Assurance Framework: Risk 1, Risk 6, Risk 7, Risk 9, Risk 10 

Link to: 

 Trust strategy 
 Strategic 

objectives 

Executive objective: 
1. To deliver safe, effective & equitable care 
2. To deliver excellent financial and operational performance 

Acronyms or 
abbreviations used 
in the paper 

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) 
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Agenda item 02/26c 
Board of Directors 

Thursday 29th January 2026 

Value Improvement Programme (VIP) 

1.0 Background and Introduction 
National planning guidance sets out clear expectations for providers to deliver financial 
sustainability, recurrent cost improvement, productivity gains and reduced unwarranted variation 
over the next five years as part of their Cost Improvement Programme (CIP). 

The Christie’s response to these requirements is delivered through our Value Improvement 
Programme (VIP) which is the Trust’s overarching, organisation-wide approach to CIP, efficiency 
and improvement. VIP is fully aligned to the Five-Year Integrated Delivery Plan, ensuring that 
financial, operational, workforce and digital plans are coherent, realistic and mutually reinforcing. 

The Medium-Term Operational Planning Guidance, NHS Planning Framework and Provider 
Oversight Framework collectively require providers to: 

• Deliver recurrent CIPs and operate within allocated resources 
• Achieve a minimum 2% annual productivity improvement 
• Reduce unwarranted variation using GIRFT, Model Hospital and national standards 
• Align activity, workforce and financial plans 
• Strengthen system collaboration to support the left shift 
• Ensure digital transformation delivers measurable productivity benefits 
• Maintain strong financial governance, grip and control 

The Christie’s Value Improvement Programme (VIP) provides the structured, organisation wide 
mechanism through which these requirements will be delivered. This paper provides: 

• An overview of progress in developing the 2026/27 VIP plan, including the integration of 
NHS IMPACT principles and specialty-led improvement reviews. 

• A summary of how the VIP plan aligns to planning submission for the Medium-Term 
Operational Planning triangulating with performance, activity, workforce and finance.   

• Assurance that programme delivery is supported by robust Quality Impact Assessment 
(QIA) governance, clinical engagement, and alignment with national and local strategic 
priorities. 

 
2.0 2026/27 Value Improvement Programme (VIP) 

The Trust has successfully achieved its Value Improvement Programme (VIP) target for 
2025/26 financial target, demonstrating assurance to the Board and system partners that The 
Christie continues to deliver sustainable value in alignment with national expectations and local 
strategic priorities. 

Planning for the 2026/27 VIP is underway, building on the success of 2025/26. The focus will be 
on delivering sustainable, recurrent efficiencies while maintaining high-quality, patient-centred 
care. The programme continues to follow NHS IMPACT principles, promoting data-driven and 
clinically led improvement. 
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2.1 Key areas of progress: 

• Scheme identification: Divisions are identifying schemes and reporting weekly to the 
Chief Operating Officer their position, which is also reported nationally.  

• Delivery planning: Detailed implementation plans, milestones, and performance 
measures will be completed by March 2026. 

• Governance: An updated Quality and Equality Impact Assessments process based on 
learning from last year will ensure changes remain safe and fair. 

• Engagement: The HIVE system provides staff with access to FAQ, resources, and 
operational excellence programmes are being expanded to develop staff capacity and 
capability. 

• Specialty reviews: Clinically led reviews have commences using GIRFT and Model 
Health System data to identify opportunities, reduce variation, and drive improvement, 
aligning our clinical strategy to the NHS 10 year plan, and medium term planning 
guidance. 

• Productivity and efficiency: opportunity packs have been developed to support us to 
benchmark, reduce variation, improving workforce planning, and reduce reliance on 
temporary staffing. 

• Procurement, digital, and estates: Ongoing work to optimise resource use, improve 
flow, and support sustainable service delivery continues with the development of 
Ambient Voice Technology (AVT)  

• Culture and capability: NHS IMPACT training and coaching will help embed 
continuous improvement into everyday practice. 

2.2 VIP performance  

 

 

The Trust is working to submit a compliant Value Improvement Plan in line with national planning 
requirements as part of the agreed planning submission deadlines. At the time of writing, the 
Trust has identified £8.9m of value improvement, with further schemes in development. 

By the point of submission on 12th February, the Trust expects to have 100% of the required 
value improvement identified. This will be delivered through a combination of productivity 
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schemes and transactional efficiencies, which are currently being fully scoped and costed to 
ensure robustness and deliverability.  

As a result of additional governance, support and performance interventions now in place, the 
Trust anticipates that the remaining gap will be closed and identified, and compliant plan will be 
achieved within the required timescales. 

 

3.0 National Requirements and Organisational Commitments  

A clear understanding of the Trust’s position against national requirements is essential for 
assurance that our VIP financial sustainability and productivity commitments are both credible 
and deliverable. The NHS Operational Planning Guidance places a strengthened emphasis on 
recurrent efficiency, productivity, grip and control, and system collaboration. 

The Christie’s response is delivered through our Value Improvement Programme (VIP), which 
provides the overarching framework for delivering our Five‑Year Integrated Delivery Plan to 
ensure a coherent approach to improvement in the following areas: 

3.1 Recurrent CIP Delivery and Financial Sustainability 

National guidance requires providers to deliver recurrent CIPs, reduce underlying deficits and 
minimise reliance on non-recurrent measures. The Trust is committed to delivering a recurrent 
and sustainable CIP programme aligned to the Five-Year Integrated Delivery Plan. 

Delivery will be supported through our Quality Management System, strengthened organisational 
grip and control, and improved improvement capability across all divisions. VIP will ensure that 
opportunities are identified through national productivity packs, local opportunity analysis and 
benchmarking against Model Hospital, GIRFT and wider best practice.  We will support the 
delivery of high-impact schemes and ensure improvements are embedded and sustained with 
robust benefits realisation. 

Key elements of delivery include: 

• strengthened forecasting, financial governance and early escalation 

• national and local productivity packs to identify opportunities 

• benchmarking against GIRFT, Model Hospital and best practice 

• for high-impact programmes 

3.2 Minimum 2% Productivity Requirement 

National expectations require providers to deliver a minimum 2% annual productivity 
improvement. The Trust is committed to achieving this through VIP, with a focus on pathway 
redesign, operational efficiency and digital innovation. Priority areas include theatres, outpatients, 
diagnostics and inpatient flow, where there are opportunities to release capacity and reduce 
non-value-adding activity. 

Our approach will include: 

• standardising pathways and reducing variation, including adoption of GIRFT clinic 
methodology, and peer review outcomes  

• improving productivity across outpatient, diagnostic, surgical and inpatient pathways 
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• deploying digital innovation through Future Christie (EPR, automation, AVT, FDP) 

• building operational excellence and QI capability to support continuous improvement 

3.3 Reducing Unwarranted Variation 

National guidance emphasises the need to reduce variation in clinical practice, length of stay, 
theatre utilisation and outpatient models of care. The Trust is committed to systematically 
reducing unwarranted variation across all pathways to improve quality, productivity and patient 
experience. 

This will be achieved through: 

• using GIRFT, Model Hospital and internal analysis to identify variation 

• standardising clinic templates, MDT processes and follow-up models 

• embedding GIRFT clinic methodology where clinically appropriate 

• monitoring variation through divisional performance reviews 

• expanding Advice & Guidance and shared care 

• supporting Single Queue Diagnostics and networked imaging 

• using the Federated Data Platform to support pathway optimisation 

3.4 Workforce Efficiency and Pay Cost Control 

National requirements include reducing agency spend by 30%, optimising skill mix and 
modernising workforce models. The Trust is committed to maintaining a safe, sustainable and 
efficient workforce aligned to activity and financial plans, with a clear trajectory to reduce variable 
pay. 

Key areas of focus include: 

• strengthened rostering, job planning and deployment 

• targeted recruitment and retention initiatives 

• reducing administrative burden through automation 

• building QI capability to support workforce-led improvement 

• aligning workforce capacity to demand through improved modelling 

 

3.5 Digital Transformation as a Productivity Enabler: Future Christie 

Digital transformation is a core enabler of improved access, productivity and experience. National 
guidance requires digital investment to deliver measurable productivity gains. Future Christie is 
central to this ambition, ensuring that digital programmes are aligned to benefits realisation and 
productivity plans. 

Key priorities include: 

• implementation of the new EPR 
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• deployment of automation and ambient voice technology 

• use of the Federated Data Platform to support diagnostics, PIFU and operational 
decision-making 

• alignment of digital programmes with productivity and transformation objectives 

3.6 Alignment of Activity, Workforce and Financial Plans 

National expectations require providers to ensure that activity, workforce and financial plans are 
fully aligned, credible and deliverable. The Five-Year Integrated Delivery Plan provides this 
alignment for The Christie, ensuring that operational, workforce, digital and financial assumptions 
are coherent and mutually reinforcing. 

This includes aligning capital investment with digital and operational priorities, strengthening 
procurement efficiency and reducing non-pay costs through standardisation and improved 
governance. VIP will support the delivery of non-pay efficiencies and maintain strong financial 
resilience through clear risk mitigation, early escalation and robust performance oversight. 

• Using FDP for Single Queue Diagnostics and Patient Initiated Follow up, supporting 
operational decision-making 

• Aligning digital programmes with benefits realisation and productivity plans 

 

4. Quality Impact Assessment (QIA) 

The NHS Operational Planning Guidance sets a clear expectation that providers must deliver 
financial sustainability without compromising the quality or safety of care. At The Christie, this 
principle is embedded within our Value Improvement Programme (VIP), which is designed to 
deliver efficiency and transformation in a way that protects, and where possible enhances, the 
quality of services we provide. 

To ensure that value improvement activity does not adversely affect patient care, The Christie 
operates a Quality Impact Assessment (QIA) process aligned to the Equality and Health Impact 
Assessment (EHIA). This ensures that patient safety, clinical effectiveness, patient and staff 
experience, and equity are systematically considered as part of all VIP schemes. 

The QIA reflects national expectations that quality impacts must be identified, mitigated, 
monitored and reviewed, providing assurance that decisions remain within organisational risk 
appetite and quality standards. 

The QIA framework ensures that quality considerations are embedded throughout the lifecycle of 
a scheme, from early development and approval through to implementation, monitoring and 
post-delivery review. Accountability for the QIA process is embedded within existing clinical and 
corporate governance arrangements, ensuring that schemes with potential quality impacts 
receive appropriate scrutiny. 

Through this approach, the Trust can provide assurance to the Board that VIP schemes are 
delivered safely, transparently and in line with national expectations. 
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5. Recommendations 

The Board is asked to: 

1. Note the overall VIP position and risks 

2. Note the national requirements for financial sustainability, productivity and transformation 
and the organisational commitments set out in this paper. 

3. Support the approach to Quality Impact Assessment as part of the Value Improvement 
Programme (VIP). 

4. Agree the alignment of the Five-Year Integrated Delivery Plan with VIP, CIP and 
productivity priorities. 
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Agenda item 02/26d 

Subject / Title Review of the Annual Objectives 

Author(s) Louise Westcott, Company Secretary 

Presented by  Chief Executive Officer 

Summary / purpose of paper 
This paper outlines progress against the agreed annual 
objectives for 2025/26. 

Recommendation(s) 
The board of directors are asked to; 

• Review and note the progress with the annual 
objectives  

Background papers Strategic objectives, Board assurance framework  

Risk score N/A 

EDI Impact 
Achievement of the annual objectives is expected to 
advance equity, improve access, or reduce disparities 
for one or more protected or disadvantaged groups. 

Link to: 
 Trust strategy 
 Corporate objectives 

• Trust’s strategic direction 
• Divisional implementation plans 
• 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. 

BAF  Board assurance framework 
ECN Executive Chief Nurse  
EDoF  Executive Director of Finance  
EMD  Executive Medical Director 
COO  Chief operating officer 
DoW  Director of workforce 

NHSE  NHE England 
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Meeting of the Board of Directors 
Thursday 29th January 2026 

 
Review of Annual Objectives 2025/26 

 
1. Introduction 
 This paper outlines progress against the annual objectives for 2025/26 (appendix 1). 
 
 
2. Background 
 Our Strategy 2023-28 describes where the Trust wants to be, and the operational plan 

describes how we will achieve this in year. A simplified set of 6 strategic objectives, annual 
objectives 2025/26 and revised strategic risks were reviewed at the Board Planning Day in May. 
The strategic risks form the Board Assurance Framework. This paper updates on progress 
against the agreed annual objectives. 

 
 
3. 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 and cascade to the annual objectives feed into divisional objectives.  
Monitoring of the objectives is done through the integrated performance report and reports to 
board and the assurance committees.  Assurance is managed through the board assurance 
framework and the assurance committees. 
 
Our Strategic Objectives are; 

1. To deliver safe, effective & equitable care 
2. To deliver excellent financial and operational performance 
3. To provide integrated clinical, research and education services 
4. To be an excellent place to work and attract the best staff 
5. To transform our services to improve access and reduce health inequalities  
6. To provider leadership within the wider NHS cancer system 

 
The review of the annual objectives has not highlighted any issues for escalation to the Board. 
 

 
4. 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. 

 
 
5. Recommendation 

The board of directors are asked to; 
• Review and note the progress with the 2025/26 annual objectives  
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Appendix 1: Annual Objectives 2025/26 
 

1. To deliver safe, effective, patient orientated & equitable care 
 BAF 

risk 
Strategy 
Theme 

ref 

Annual objective Reporting Timescale Director Progress 

1.1 2 TCE 
BE 

Achieve the year 3 actions of the Quality Plan 2023-
2026 

QAC – March 2026 
31.03.2026 ECN Achieved - complete 

1.2 2 BO Achieve the year 1 actions of the Risk Strategy  QAC – March 2026 / 
Board of Directors – 
April 2026 

26.03.2026 
30.04.2026 

ECN Achieved - complete 

1.3 2 TCE 
BO 

Achieve the year 3 actions of Patient Experience and 
Engagement Plan 2023-2026 QAC – June 2026 31.03.2026 ECN Achieved – complete. 2026-28 

will be in the Quality Plan 

1.4 2 TCE Develop a revised Quality Plan for 2026-29  QAC – March 2026 31.03.2026 ECN On track. Launch April 2026 

1.5 2, 
12 

TCE 
BO 

Ensure compliance with the CQC regulations & 
quality standards 

QAC / WAC / Board 

31.03.2026 ECN 

Excellence in action programme 
continues. No reinspection. 
IRMER – 2 minor 
recommendations 

 
2. To deliver excellent financial and operational performance 

 BAF 
risk 

Strategy 
Theme 

ref 

Annual objective Reporting Timescale Director Progress 

2.1 5,6 
10 

LCC Achieve the agreed revenue financial plan 
including value-improvement programme VIP. 

Board of Directors 
meetings / planning 
sessions 

31.03.2026 EDoF VIP achieved 2025/26 

73



 
 

2. To deliver excellent financial and operational performance 
 BAF 

risk 
Strategy 
Theme 

ref 

Annual objective Reporting Timescale Director Progress 

2.2 4, 
10 

LCC 
 

Achieve mandated national targets as per the 
Performance Assessment Framework (PAF) for 
2025/26. 

Integrated 
Performance Quality & 
Finance Report 
(IPQFR) to each Board 

31.03.2026 COO 
On plan to achieve all targets in 
year 

2.3 5 LCC Achieve the agreed Trust capital plan in 
2025/26. 

Board of Directors 
meetings / planning 
sessions 

31.03.2026 EDoF On plan 

2.4 10 LCC Achieve the nationally mandated corporate 
services savings. 

Board of Directors 
meetings 31.03.2026 EDoF On plan 

2.5 4, 
10 

LCC 
TCE 

Ensure compliance with the CQC Regulations & 
quality standards. 

QAC / WAC regular 
reports 31.03.2026 ECN / DoW On plan 

 
3. To provide integrated clinical, research and education services 

 BAF 
risk 

Strategy 
Theme 

ref 

Annual objective Reporting Timescale Director Progress 

3.1 9 LCC 
BO 

Achieve the year 3 actions of the Research Plan QAC 6 monthly 
31.03.2026 DoR Achieved 

3.2 9 LCC Achieve the year 3 actions of the Education Plan 6 monthly WAC 
Reports 31.03.2026 DoE Achieved 

3.3 1, 
15 

LCC Achieve the year 3 actions of the Clinical Outcomes 
Plan 

QAC 
31.03.2026 EMD Achieved 

3.4 9 LCC 
BO LSP 

TCE 

Achieve the year 3 objectives of the Trust Strategy 
Board of Directors 31.03.2026 DoS Achieved 
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3. To provide integrated clinical, research and education services 
 BAF 

risk 
Strategy 
Theme 

ref 

Annual objective Reporting Timescale Director Progress 

3.5 9 LCC Refresh arrangements and strategy for MCRC in 
collaboration with new appointments in University and 
CRUK-MI Director Board of Directors 31.03.2026 DoR 

In progress – discussion with 
UoM & CRUK continuing 
following new senior appointment 
at UoM 

3.6 9 LCC Achieve OECI re-Accreditation as a Comprehensive 
Cancer Centre Board of Directors  30.07.2025 DCEO Complete – achieved  

 

4. To be an excellent place to work and attract the best staff 
 BAF 

risk 
Strategy 
Theme 

ref 

Annual objective Reporting Timescale Director Progress 

4.1 3, 
12 

TCE 
LSC 

Achieve the year 1 actions of the Inclusive Culture 
Strategy 

WAC 
31.03.2026 DoW Achieved 

4.2 3, 
12 

TCE Achieve the year 3 milestones of The Christie People 
& Culture Plan 2023/26 

WAC 
31.03.2026 DoW Achieved – incorporated into 

Inclusive Culture Strategy 

4.3 3, 
12 

TCE 
LSC 

Achieve the delivery of objectives set in EDS 
2025/26. WAC 31.03.2026 DoW On track 
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5. To transform our services to improve access and reduce health inequalities 
 BAF 

risk 
Strategy 
Theme 

ref 

Annual objective Reporting Timescale Director Progress 

5.1 15, 
13 

LCC 
BO 

Achieve the year 1 objectives of the Future Christie 
programme focusing on patient access to 
information 

Board of Directors – 
every meeting 31.03.2026 DFC Achieved 

5.2 15 LCC 
TCE 
BO 

Achieve the next steps in our plans to develop 
modern imaging capability Board of Directors 31.03.2026 COO Approvals complete. Decant 

started. 

5.3 13, 
2 

TCE 
BO 

Achieve year 1 objectives for implementation of new 
clinical model for acute oncology & inpatient care 

Senior Management 
Committee 31.03.2026 EMD Achieved 

5.4 3, 
12 

LSC Achieve the annual health inequalities milestones 
set out in the Equality and Diversity Plan (Domain 
1). 

QAC 31.03.2026 DoS On plan 

5.5 4 LSC Achieve the annual milestones set out in our Green 
Plan. 

Audit Committee 
October 31.03.2026 DoS Achieved 

 

6. To provider leadership within the wider NHS cancer system 
 BAF 

risk 
Strategy 
Theme 

ref 

Annual objective Reporting Timescale Director Progress 

6.1 9, 15 LCC Contribute to development of proposals for a 
National Cancer Institute to provide national 
leadership and coordination of standards of cancer 
care in England 

Board of Directors 31.03.2026 DCEO Overtaken by publication of 
National Cancer Plan 

6.2 7 LCC 
LCS 

Lead agreed improvements to cancer care 
pathways across Greater Manchester and Cheshire Board of Directors 31.03.2026 DoS Leading GM Aseptic project 
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KEY:            Strategy Themes; 
BAF – Board assurance framework DoS – Director of Strategy  LCC  Leading Cancer Care 
(D)CEO – (Deputy) Chief Executive Officer DoW – Director of Workforce  CE  Christie Experience 
EDoF – Executive Director of Finance ECN – Executive Chief Nurse  LCS  Local & Specialist Care 
COO – Chief Operating Officer EMD – Executive Medical Director  BO  Best Outcomes 
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Agenda item 03/26a 

Meeting of the Board of Directors 

Thursday 29th January 2026 

Subject / Title Future Christie Update 

Author(s) Adrian Bloor, Medical Director of Future Christie 

Presented by Adrian Bloor, Medical Director of Future Christie 

Summary / purpose 
of paper 

To update the Board on progress delivered to date within the Future 
Christie Programme, outline upcoming priorities for Year 1 delivery, and 
seek endorsement of programme direction and next-stage actions, 
including: 

• Deployment of Ambient Voice Technology (AVT) 
• Advancement of the Electronic Patient Record (EPR) procurement 
• Implementation of the Joint Analytics for Cancer (JAC) initiative – the 

foundation of the intelligent hospital vision. 
The Future Christie Programme continues to deliver significant progress 
toward building a world-leading, intelligent, and data-driven cancer 
centre. Over the past quarter, the programme has achieved major 
milestones across digital transformation, patient engagement, and data 
integration. 

Recommendation(s) The Board is asked to: 

1. Note the ongoing progress made across key Future Christie 
workstreams.  

2. Note the progress made with EPR business case and the timeline for 
delivery 

3. Acknowledge the ongoing challenges and the mitigating actions in 
place. 

4. Note the development of the NHS Federated Data Platform which is 
aligned to the Future Christie ambitions.  

Background Papers Trust Strategy 2023-2028 
NHS 10 year plan  
Future Christie Overview  

Risk Score See Board Assurance Framework Risk 13 and Risk 15 

EDI impact / 
considerations 

The proposals are expected to advance equity, improve access, or 
reduce disparities for one or more protected or disadvantaged groups. 
Proposals focus on better communication with patients and staff to 
streamline care and treatment. 
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Link to: 

 Trust’s 
Strategic Direction 

 Strategic 
Objectives 

1. To deliver safe, effective & equitable care 
2. To deliver excellent financial and operational performance 
3. To provide integrated clinical, research and education services 
4. To be an excellent place to work and attract the best staff 
5. To transform our services to improve access and reduce health 

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

Acronyms or 
abbreviations used 
in the paper 

EPR Electronic patient record  
JAC Joint analytics for Cancer 
AI Artificial Intelligence 
AVT Ambient Voice Technology 
SQD Single Queue Diagnostics 
PSFU Patient Stratified Follow up 
FDP Federated Data Platform 
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Agenda item 03/26a 
Meeting of the Board of Directors 

Thursday 29th January 2026 

Future Christie Update 

 

1.0 Future Christie Programs of work 

The programme has moved from design into delivery, with progress across all core 
workstreams: 

Electronic Patient Record (EPR): 

The program team is finalising an Outline Business Case (OBC) for a new EPR system to be 
presented to Board in February 2026. Over 140 stakeholders across multiple staff groups have 
contributed to the engagement workshops defining requirements and pathways, focusing on 
delivery of patient-centred, data-driven care. 

The new EPR will enable real-time patient pathway tracking, structured data capture, clinical 
decision support, workflow automation, integration with NHS and partner systems, a patient 
portal, and consolidated records.  

Four strategic options are under consideration: maintaining current systems, deploying a core 
EPR, procuring a comprehensive enterprise EPR, or adopting an enterprise EPR through 
partnership. The preferred option is a partnership model, sharing a single EPR instance to 
facilitate efficient patient flows across Greater Manchester and beyond.  

Joint Analytics for Cancer (JAC): 

A £3m business case was approved to establish the Christie Data Platform, appoint a Chief 
Data Officer, and undertake foundational data work. Recruitment for key roles is underway. 
Applications for the Chief Data Officer closed stakeholder panels and interviews scheduled for 
February 2026.   

Patient Portal: 

Over 9,000 patients are now registered, accessing appointment details and clinical 
correspondence electronically. The next phase includes expanding functionality to phlebotomy, 
supportive care, and radiology appointments, aiming to meet NHS targets for elective 
appointment visibility.  

Ambient Voice Technology (AVT): 

AVT has completed technical validation and roll out in Surgery and Haematology will commence 
on 19th January 2026 with wider implementation at the end of Q2 2026. Regional 
Transformation Fund support (£2.4m) will enable broader deployment of the technology; areas 
being investigated include MDT meetings, acute admissions and the hotline. 
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2.0 Federated Data Platform 

The NHS Federated Data Platform (FDP) is a £330 million national initiative to unify data across 
trusts and integrated care systems, enabling advanced analytics, AI-driven insights, and 
improved operational efficiency. The Christie will host the Greater Manchester FDP service and 
integration with FDP underpins the Future Christie vision and the JAC program, creating a 
single, high-quality data resource.  

Initial deployment focuses on Single Queue Diagnostics (SQD) enabling clinicians to request 
diagnostic tests from external providers, and a digital follow-up tool (Patient Stratified Follow Up 
- PSFU) providing digital remote monitoring for post-treatment cancer patients, supporting 
personalised follow up pathways.  

The SQD and PSFU platforms have been configured and data sharing arrangements across 
Greater Manchester Trusts are in place allowing initial roll out during by the end of the current 
financial year. A project board is being convened to enable deployment at the Christie.   

 

3.0 Strategic Alignment and Benefits 

The Future Christie Programme directly supports the Trust Strategy and Corporate Objectives, 
particularly in improving patient experience, operational excellence, and research capability. It 
aligns with the NHS Long-Term Plan through digital enablement, data-driven care, and 
partnership-based innovation. 

 

4.0 Challenges and Mitigations 

EPR Programme Risks: 

Condensed timescales may limit stakeholder engagement, risking delays or gaps in information. 
This has been mitigated by excellent engagement at workshops, and the business case 
development remains on schedule. Procurement plan delays could impact on timelines, and the 
project team is assessing options.  

Patient Portal Risks: 

Delayed implementation of enhanced functionality due to requirement for integration with NHS 
application and plans for the electronic patient record replacement. A prioritisation exercise is 
planned but additional functionality will not be available until later in 2026. Failure to meet NHS 
target for elective appointments in the NHS app is being managed via ongoing dialogue with 
NHS England to define targets and close engagement with operational teams. Significant 
progress has been made to achieve the target for displaying 70% of outpatient appointments.  

AVT Programme Risks: 

Cultural change and adapted roles for staff may challenge implementation. Mitigation involves 
co-designed plans, staff education, and formal consultation with HR. Quality and accuracy of 
patient communication could be affected by AVT. Mitigation includes phased implementation, 
post go-live assessment, and robust clinical safety sign-off. 
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FDP risks  

The scope of the SQD and PSFU projects remain uncertain beyond April 2026. Broad utilisation 
will optimise the benefits however require capacity from operational digital teams to deploy. The 
PSFU platform will also need integration with the electronic patient record for clinical operability 
although will require additional scoping and work from the digital teams to deliver.  

 

5.0 Next Steps  

• Continue progress with patient portal and AVT deployment. 

• Initiate discovery work on the data platform and infrastructure for the JAC program. 

• Complete the Outline Business Case for EPR with Deloitte and procurement/legal 
teams. 

• Key dates for board and committee approvals are scheduled throughout January and 
February 2026, culminating in outline business case approval. 

• To work with the FDP team to facilitate deployment of SQD and PSFU.  

82



 

 

 

 

  

Agenda item 03/26b 

Board of Directors 

Thursday 29th January 2026 

 

Subject / Title Financial & operational planning 

Author(s) Sally Parkinson, Executive Director of Finance 

Presented by Sally Parkinson, Executive Director of Finance 

Summary / purpose of paper This paper describes key financial planning updates  

Recommendation(s) The Board is asked to: 

• note the progress on the financial plan and matters 
outstanding 

• delegate authority to the Chief Executive and 
Executive Director of Finance to submit a compliant 
plan pending agreement of income with 
commissioners 

Background Papers Papers to the October and November Board meetings 
regarding approach to financial planning 

Risk Score BAF Risks 5 / 6 / 10 

EDI impact / considerations Assessed as part of the individual components of the 
proposed plan 

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. 

GM ICB – Greater Manchester Integrated Care Board 
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Agenda item 03/26b 

Board of Directors 

Thursday 29th January 2026 

Financial and operational planning 

1. 2026/27 planning

The Board has previously received update papers regarding the approach and progress on 
financial and operational planning for 2026/27 in its October and November meetings. 

The initial plan was submitted mid-December 2025 and was compliant with the performance 
targets and prescribed financial control total (£7.5m surplus).  At this point, we had not had 
contract offers from either commissioner (NHS England Specialised Commissioning or GM 
ICB), the income had been included as per calculations from the contracts but not formally 
agreed with commissioners. 

At the time of writing, we still do not have confirmation that the income will be as per the 
contract and assumed in the plan.  We have responded to several queries but are yet to 
receive formal confirmation. 

As such, the Board are requested to, subject to a confirmation of income aligned with the 
contract and assumed in the plan, delegate authority to the Chief Executive and Executive 
Director of Finance to submit the compliant plan by the due date of 4th February 2026. 

2. Recommendation

The Board is asked to: 

• note the progress on the financial plan and matters outstanding

• delegate authority to the Chief Executive and Executive Director of Finance to submit
a compliant plan pending agreement of income with commissioners
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Agenda Item 04/26a 

 
Meeting of the Board of Directors 

Thursday 29 January 2026 
 
 
 

 
 
 
 
 
 

Subject / Title Workforce Assurance Committee report – November 2025 

Author(s) 
Jo D’Arcy, Assistant Company Secretary 
Amanda Oates, Committee Chair 

Presented by  Amanda Oates, Committee Chair  

Summary / purpose of paper 
(alert / advise / assure) 

This paper provides the Board with a AAA summary of the 
items considered by the Workforce Assurance Committee 
at their November meeting and any subsequent actions 
required by the Board. 

Recommendation(s) To note the report and any actions required. 

Background papers / 
sources of assurance 

Workforce Assurance Committee papers – 20 November 
2025 

EDI impact / considerations No direct EDI impact identified: The subject matter has 
been assessed and found to have no foreseeable 
implications for equality, diversity, inclusion, or opportunity. 

Link to: 

 Board Assurance 
Framework 

 Trust strategy 

 Corporate objectives 

 CQC Quality standard 

 Regulation 

• Board Assurance Framework – Risks 3, 4 and 12 
• Corporate objective 4 - to be an excellent place to work 

and attract the best staff 
• CQC Regulations – 9, 10, 12 and 18 

 

Risk score N/A 

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. 

EDI – Equality, Diversity & Inclusion 
MIAA – Mersey Internal Audit Agency 
PDR – Performance Development Review 
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Agenda Item 04/26a 

 
Meeting of the Board of Directors 

Thursday 29 January 2026 
 

Workforce Assurance Committee summary report – November 2025 
 
 
1 Introduction 

 
The committee took place on 20 November 2025. Quoracy met with 4 of 4 members 
present, including the Chair. All decisions are valid.  
 
 

2 AAA summary from committee meeting 
  

The summary in Appendix 1 gives the Board information on the items that were 
considered by the committee at their meeting and the key items agreed for reporting 
under the headings of Alert / Advise / Assure. 
 
An assurance level was discussed and agreed for each item presented as an ‘assure’ 
item using the following criteria: 
 

Strong High Medium Low 

Controls are 
suitably designed, 
being consistently 
applied and are 

effective in practice 

Some issues 
identified that if not 
addressed, could 

increase the 
likelihood of the risk 

materialising 

Some assurances in 
place or controls are 

still maturing so 
effectiveness cannot 

be fully assessed 
but should improve 

Assurance 
indicates poor 

effectiveness of 
controls 

 

 
The committee Chair will note any actions required by Board and make escalations to 
Board, as necessary. 
 
 

3 Recommendation 
 The Board are asked to note the summary report from the committee in November 

2025.  
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Appendix 1  

Alert Assurance 
rating (if 
applicable) 

Action (to be 
taken) 

By Whom Target Date 

Mandatory training compliance – assurance 
increased from low to medium. Further assurance 
sought on how the plan addresses sustainability of 
thresholds being met and the monitoring of areas 
that fall in and out of the threshold. 

Medium Further update to 
come back to the 
committee in June. 

Deputy 
Director of 
Workforce  

June 2026 

Role essential training: 
• Low assurance on staff completion of training 

through information provided.  
• Transfer of data to ESR – good progress being 

made with a completion date set for December 
2025. 

Low Further updates to 
come back to the 
committee in 
January and March. 

Assistant 
Director of 
Education 

March 2026 

Medium 

National training survey – actions noted as high 
level within the report, a more granular level of 
detail on the actions sought for assurance as part of 
a further update in March. 

Medium Progress update to 
come back to the 
committee in March  

Director of 
Education 

March 2026 

 

Advise: Assurance 
rating (if 
applicable) 

Improving resident doctors’ working lives 10-point plan: progress noted but external reporting 
issues persist, to be resolved through lead employer (not the Trust) and NHSE. Further update to 
committee in June. 

N/A 

Consistency on completion of EDI section on cover papers to be improved, noted by all committee 
members for future reports. 

N/A 

 

Assure: BAF 
reference 

CQC 
reference 

Assurance 
rating 

• Workforce dashboard – voluntary turnover down to 8.5% (12% in 
2023); vacancy rate 6.7%; sickness 4.9%, PDR compliance 87.2%. 
Threshold review welcomed. 

3, 4, & 12 18 High 

• Admin bank review (MIAA) – high assurance provided; the majority 
of the recommendations have been completed. 

3 N/A High 

• Nurse staffing bi-annual report - establishment slightly above 
requirement which is a positive. Mitigations in place for higher falls 
linked to complexity.  

3 & 4 9, 10 & 12 High 

 
Risks discussed (including any new risks identified): 

• Workforce supply risk remains at 9; regularly reviewed by Workforce Committee. 
• Previous low assurance for mandatory training compliance escalated to Trust risk register. 
• Patient safety risk due to staffing noted in the guardian of safe working hours report, this was resolved. 

 
The following agenda items were also discussed during the meeting: 

• Approval of previous minutes and a review of actions 
• Board assurance framework (BAF) 2025/26  
• Internal audit recommendation tracker 
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Agenda Item 04/26a 

 
Meeting of the Board of Directors 

Thursday 29 January 2026 
 
 
 

 
 
 
 
 

Subject / Title Quality Assurance Committee report – November 2025 

Author(s) 
Jo D’Arcy, Assistant Company Secretary 
Sarah Corcoran, Committee Chair 

Presented by  Sarah Corcoran, Committee Chair  

Summary / purpose of paper 
(alert / advise / assure) 

This paper provides the Board with a AAA summary of the 
items considered by the Quality Assurance Committee at 
their November meeting and any subsequent actions 
required by the Board. 

Recommendation(s) To note the report and any actions required. 

Background papers / 
sources of assurance 

Quality Assurance Committee papers – 26 November 
2025 

EDI impact / considerations No direct EDI impact identified: The subject matter has 
been assessed and found to have no foreseeable 
implications for equality, diversity, inclusion, or opportunity. 

Link to: 

 Board Assurance 
Framework 

 Trust strategy 

 Corporate objectives 

 CQC Quality standard 

 Regulation 

• Board Assurance Framework – Risks 1, 2, 4 and 7 
• Corporate objective 1 - To deliver safe, effective & 

equitable care  
• Corporate objective 3 - To provide integrated clinical, 

research and education services 
• Corporate objective 5 - To transform our services to 

improve access and reduce health inequalities 
• Corporate objective 6 - To provider leadership within 

the wider NHS cancer system 
• CQC Regulations – 9, 10, 12, 16 and 20 

 

Risk score N/A 

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. 

EDI – Equality, Diversity & Inclusion 
MIAA – Mersey Internal Audit Agency 
PDR – Performance Development Review 
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Agenda Item 04/26a 
 

Meeting of the Board of Directors 
Thursday 29 January 2026 

 
Quality Assurance Committee summary report – November 2025 

 
 
1 Introduction 

 
The committee took place on 26 November 2025. Quoracy met with 4 of 5 members 
present, including the Chair. All decisions are valid.  
 
 

2 AAA summary from committee meeting 
  

The summary in Appendix 1 gives the Board information on the items that were 
considered by the committee at their meeting and the key items agreed for reporting 
under the headings of Alert / Advise / Assure. 
 
An assurance level was discussed and agreed for each item presented as an ‘assure’ 
item using the following criteria: 
 

Strong High Medium Low 

Controls are 
suitably designed, 
being consistently 
applied and are 

effective in practice 

Some issues 
identified that if not 
addressed, could 

increase the 
likelihood of the risk 

materialising 

Some assurances in 
place or controls are 

still maturing so 
effectiveness cannot 

be fully assessed 
but should improve 

Assurance 
indicates poor 

effectiveness of 
controls 

 

 
The committee Chair will note any actions required by Board and make escalations to 
Board, as necessary. 
 
 

3 Recommendation 
 The Board are asked to note the summary report from the committee in November 

2025.  
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Appendix 1  

Alert Assurance 
rating (if 
applicable) 

Action (to be 
taken) 

By Whom Target Date 

No alerts to raise to Board.     
 

Advise: Assurance 
rating (if 
applicable) 

Quality plan – Committee noted the extension of the current plan approved at Risk & Quality 
Governance Committee with the new draft plan to be presented to the committee in January 
followed by approval in February and to Quality Assurance Committee in March. The committee 
agreed there is a high level of assurance based on the report and discussion. 

High 

Discharge management MIAA review – Review received moderate assurance, identifying 1 high, 3 
medium, and 2 low-risk recommendations. Timescales for completion discussed. Valuable learning 
from the review noted. A progress update will be brought to the committee in June. 

N/A 

 

Assure: BAF 
reference 

CQC 
reference 

Assurance 
rating 

Cancer waiting times - current performance shows strong compliance, 
with FDS above standard and 62-day RTT improving. 25–30% of 
referrals arriving after day 38 continue to impact delivery, prompting 
efforts to strengthen partnerships and leverage the new EPR, alongside 
mutual aid to reduce delays. Overall performance noted as excellent, 
and confidence remains high for upcoming pathways.  

4, 7 N/A High 

National cancer patient experience survey and adult inpatient survey 
2024 results – Committee noted the excellent results across both 
surveys. Identification of improvements given the great results 
commended.  

N/A N/A High 

Annual reports for Complaints, Claims, Quality Improvement & Clinical 
Audit - the reports confirmed the Trust is meeting regulatory 
requirements with no breaches. Complaints continue to rise year-on-
year, outpacing activity, prompting efforts to resolve more issues through 
PALS. Claims remain low.  

4 16 High 

 
Risks discussed (including any new risks identified): 

• No risks to highlight to Board. 

 
The following agenda items were also discussed during the meeting: 

• Approval of previous minutes and a review of actions 
• Committee terms of reference 
• Medicines safety – annual update 
• Integrated governance assurance report 
• Patient experience plan update 
• VTE assurance update 
• Board assurance framework (BAF) 2025/26  
• Internal audit progress report and audit recommendation tracker 
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Agenda Item 04/26a 

 
Meeting of the Board of Directors 

Thursday 29th January 2026 
 
 

 
 
 
 
 

Subject / Title Senior Management Committee report – November / 
December 2025 

Author(s) Louise Westcott, Company Secretary 

Presented by  Committee Chair  

Summary / purpose of paper 

This paper provides the Board with a summary of the 
items considered by the Senior Management Committee 
at their November & December meetings in a triple A 
format. 

Recommendation(s) To note the report and any actions. 

Background papers Senior Management Committee papers – November & 
December 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 

 Strategic objectives 

• Trust’s strategic direction 
• Divisional implementation plans 
• Our Strategy 
• 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. 

CAG Clinical Advisory Group 
CQC Care Quality Commission 
WRES workforce race equality standard 
WDES workforce disability equality standard 
EPR electronic patient record 
PET positron emission tomography 
BAF Board Assurance Framework 
EPRR emergency preparedness, resilience & response 

91



 

 

 
Agenda Item 04/26a 

 
Meeting of the Board of Directors 

Thursday 29th January 2026 
Senior Management Committee report November & December 2025 

 
NOVEMBER MEETING 
Items Considered were: 
• Approval of previous meeting minutes and review of actions 
• Mandatory training compliance and associated risks  
• Risk register cleansing, training, and calibration 
• Clinical Advisory Group (CAG) role and engagement 
• Value Improvement Plan update 
• Future Christie Programme updates, including Patient Portal, Ambient AI, and EPR 
• Financial planning 
• IPC and Flu ipdate 
• Strategy update 
• Business cases -  
See also the Trust Report and Integrated Performance Quality & Finance Report  
 
ALERT  
Anaesthetic Rota Delays (Risk Score 16) 
A new extreme risk affecting CSSS and Network Services; operational impact noted and 
requires urgent mitigation. 
Regulatory Pressures – IR(ME)R Inspection 
Organisation placed on notice; self-assessment underway with a 5 December submission 
and 18 December site visit. High scrutiny, no serious concerns. 
Aseptic Unit Contamination Risk (Score 15) 
Risk remains high pending results; continues to pose a significant safety and operational 
impact across services. 
 
ADVISE 
Strengthen Risk Management Capability 
Risk Register Owners need improved calibration and consistency in scoring; training 
programme ongoing and must be prioritised. 
Improve Compliance Hotspots 
Despite 95% overall mandatory training compliance, pockets of low compliance persist; 
divisions advised to implement strengthened governance and consequences for 
non-compliance. 
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Enhance Workforce Support & Supervision 
Growth of the supervision pool, registrar training, and identification of consultants lacking 
clinical supervision (due January 2026) remain critical workforce priorities. 
 
ASSURE  
Cancer Pathway Recovery Ahead of Target 
62-day recovery performance at 75%, above trajectory planned for March 2026. 
Financial Position Stable 
Year-to-date £4.4m surplus delivered on plan; capital investment ahead of plan supporting 
digital and infrastructure improvements. 
Regulatory Feedback Positive 
Recent CQC visit to TCPC completed with positive verbal feedback and no issues identified, 
demonstrating strong quality and safety culture. 
 
DECEMBER MEETING 
Items Considered were: 
• Approval of previous meeting minutes and review of actions 
• Mandatory training compliance and associated risks  
• Risk register cleansing, training, and calibration 
• Clinical Advisory Group (CAG) role and engagement 
• Value Improvement Plan update 
• Future Christie Programme updates, including Patient Portal, Ambient AI, and EPR 
• Financial planning 
• IPC and Flu update 
• Strategy update 
• Business cases; 

o Remodelling of CRF 
o Telephony equipment renewal 

• Contract awards; 
o Re-roofing and replacement / refurbishment of existing AHU ventilation            
o Main Contractor for the refurbishment of Ward 11  
o Replacement of Virtual Simulation (vSim) in Radiotherapy      
o Aseptically-prepared Systemic Anti-Cancer Therapies (SACT)       
o Telephony equipment renewal         

  

o AlignRT Advanced system for four linear accelerators   
o Replacement of RayStations applications servers          
o Replacement of Virtual Simulation (vSim) in Radiotherapy     
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ALERT 
62-Day Cancer Performance Deterioration 
January performance is tracking below target, increasing pressure on the rest of the 
quarter and delivery of the required trajectory.  
Research Performance Below National Expectations 
Research metrics continue to underperform; delays in support services (radiology, 
pathology, Aseptic) are impacting study setup times. Improvement actions in place.  
Clinical Correspondence & Operational Risks 
Escalation discussions highlighted ongoing issues with clinical correspondence 
pathways & booking/referral processes. Histopathology turnaround times require 
continued monitoring.  
 
ADVISE  
Well-led review 
An independent well-led review that includes stakeholder engagement has been 
initiated. SMC members will be interviewed. Focus groups, questionnaires, document 
reviews and 1:1 interviews underway.  
EPR Programme – Strategic Direction Emerging 
Options appraisal concluded that a partnership model is the preferred approach. Full 
business case returning February 2026. 
Neighbourhood Oncology – Strategic Shift in Care Model 
Emerging model (Systemwide SACT, Ambulatory Acute Oncology, Supportive Oncology) 
aligns with national cancer strategy and will require workforce, digital and governance 
redesign.  
 
ASSURE  
Risk Profile Improving 
Active risks reduced to 312, with overdue risks cut from 80+ to 26, reflecting improved 
oversight and responsiveness. 
Anaesthetic Staffing Position Stabilising 
Use of agency cover has improved anaesthetic staffing sufficiently to lower the related 
risk score. 
CQC Preparedness Strong 
Mock inspections, evidence mapping and action plans are progressing well across key 
clinical areas, with good engagement reported. “What We’re Proud Of/Working On” 
updates to be circulated. 
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Agenda Item 04/26b 

 
 

Board of Directors meeting 
Thursday 29th January 2026 

 
 
 

 
 
 
 

Subject / Title Board Assurance Framework 

Author(s) Louise Westcott, Company Secretary 

Presented by  Louise Westcott, Company Secretary 

Summary / purpose of paper 

This paper provides the Board with the Board 
Assurance Framework that summarises the risks to 
achievement of the strategic objectives.  
The cover paper gives detail of the updates. 

Recommendation(s) 

• To note the risks and controls relating to the 
strategic risks on the Board Assurance Framework, 

• To note that updates will be made to the risks that 
are the responsibility of the Board following 
discussion. 

Background papers 
Board assurance framework. Strategic objectives 
2025/26, operational plan and revenue and capital plan 
2025/26. 

Risk score N/A 

Link to: 

 Trust strategy 

 Strategic objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• Our Strategy 

• 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. 

BAF Board assurance framework 
ECN Executive chief nurse  
EDoF Executive director of finance  
EMD Executive medical director 
COO Chief operating officer 
DoW Director of workforce 
DCEO Deputy chief executive officer 
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Agenda Item 04/26b 

 
 

Board of Directors meeting 
Thursday 29th January 2026 

 
Board Assurance Framework 

 
1 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.  

 
2 Background 

The Board Assessment Framework reflects the risks to achievement of the strategic 
objectives. These are regularly reviewed by the company secretary and executive 
directors. 

 
2  Updates to risks 

All risks in the framework have been reviewed to reflect the current position. Controls, 
gaps and assurances have been updated. Quarter 3 risk scores have been added for all 
risks. 
 
Risk 3 – Recruitment & retention of skilled staff – addition of reference in key 
controls to 10-point plan to improve resident doctors lives.  

 
3 Recommendation 

The Board are asked; 
• To note the risks and controls relating to the strategic risks on the Board Assurance 

Framework, 
• To note that updates will be made to the risks that are the responsibility of the Board 

following discussion. 
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RISK 
No. Risk Title Risk Description Responsible 

Committee
Risk 

Appetite

Inherant 
Risk 

Score

Q4 
24/25

Q1 
25/26

Q2 
25/26

Q3 
25/26

Q4 
25/26

Target 
Risk 

Score

Current 
Risk 

Score
Target date

RISK 
6

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 
growth in activity there is a risk that we will not be able to 
provide optimum care 

Board of 
Directors Cautious 16 0 16 16 16 0 4 16 Reviewed Q2 

25/26

RISK 
10 Financial balance

If we do not achieve the operational plan and our planned 
efficiency savings there is a risk that we won’t achieve 
financial balance on NHS activity.

Board of 
Directors Averse 25 0 5 5 15 0 5 15

Reviewed Q2 - 
achieved VIP 

25/26.
From Q3 - 

focus on VIP 
26/27

RISK 
15

Technological 
advancements

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

Board of 
Directors Cautious 20 0 12 12 12 0 4 12 Reviewed Q2 

25/26

RISK 
7

Ineffective Greater 
Manchester system-
wide cancer pathways

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.  

Quality 
Assurance 
Committee

Cautious 25 0 12 12 12 0 8 12 Reviewed Q3 
25/26

RISK 
4

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. 

Board of 
Directors Averse 15 0 12 12 12 0 4 12 Reviewed Q4 

25/26

RISK 
13

Transformational 
capacity & capability

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

Board of 
Directors Cautious 20 0 12 12 12 0 8 12 Reviewed Q2 

25/26

RISK 
1

New technologies and 
increased standards of 
care

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.  

Quality 
Assurance 
Committee

Cautious 20 6 6 6 12 0 4 12 Review Q3 
25/26

RISK 
8 Emergency event

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 delayed 
or cancelled care.

Audit 
Committee Averse 20 12 10 10 10 0 5 10 Review Q3 

25/26

RISK 
2

Learning from patient 
safety incidents

If we do not follow the 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

Quality 
Assurance 
Committee

Averse 15 0 12 12 9 0 4 9 Reviewed Q2 
25/26

RISK 
14 Supply chain

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.  

Audit 
Committee Averse 12 9 9 9 9 0 3 9 Review Q3 

25/26

RISK 
3

Recruitment and 
retention of skilled staff

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.

Workforce 
Assurance 
Committee

Averse 20 0 9 9 9 0 6 9 Reviewed Q4 
25/26

RISK 
12 Staff engagement

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.

Workforce 
Assurance 
Committee

Averse 16 0 8 8 8 0 4 8 Reviewed Q2 
25/26

RISK 
9

Integrated research, 
education & service

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.  

Board of 
Directors Averse 12 8 8 8 8 0 4 8 Reviewed Q2 

25/26

RISK 
5 Capital funding

If we don’t receive adequate CDEL 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

Board of 
Directors Eager 15 0 5 5 5 0 5 5

Reviewed Q3 
25/26 / Within 

tolerance

BOARD ASSURANCE FRAMEWORK - OVERVIEW OF RISKS
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RISK 1

L I Score L I Score L I Score L I Score L I Score L I Score
5 4 20 2 3 6 2 3 6 4 3 12 0 2 2 4

RISK 2

L I Score L I Score L I Score L I Score L I Score L I Score
3 5 15 3 4 12 3 4 12 3 3 9 0 2 2 4

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

The Trust has undertaken external training 
for the patient safety strategy covering all 
components of the patient safety strategy.
The patient safety team have/ will continue 
to host training for incident handlers to 
ensure management of incidents across 
teams is standardised.
Improvement workstreams have been 
established to implement 
recommendations following the publication 
of learning responses.
Review through Patient Safety & 
Experience Committee and Risk & Quality 
Governance. 
Introduction of new DATIX system

New ways of working 
require new skills across the 
organisation and resource 
at a team level to manage 
incidents.

Level 1 – Data and management 
reports
• PSIRF reports to Patient Safety 
Committee / Risk & Quality 
Governance / Senior Management 
Committee
• ERG	
Level 2 – Management team and 
committee scrutiny
• Review  compliance through patient 
safety reports to QAC	
Level 3 – External assurances
• MIAA review of PSIRF processes 
confirms substantial assurance
• Updates presented to ICB

None identified

Further focus on 
improvement - 
Embed agreed 
Quality Improvement 
methodology across 
the Trust

Target date for 

Reviewed Q2 25/26

Associated 
Strategic 

Objectives
To deliver safe, effective & equitable care

Executive Lead Exec Chief Nurse
Responsible 
Committee

Quality Assurance 
Committee

Assurance Level Medium

Risk Appetite Averse

Learning from patient safety incidents Date Risk Current Risk Score

Description If we do not follow the 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

Jun-25
9Date of Last 

Jan-26

Target Risk

Key Control established

Inherant Risk
Scoring

Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26

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	

Complete 
adherence to 
NICE guidelines 
relating to a 
specific breast 
cancer treatment

Forward views of 
upcoming NICE 
guidelines assessed

Actions

Key Gaps in Controls Assurance Actions to address Gaps in Target date

Review Q3 25/26

Medium

Jan-26
Executive Lead

Current Risk Score

Exec Medical Director

Associated 
Strategic 

Objectives

Quality Assurance 
Committee

Annual planning process with divisions. 
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. 
Issue with breast cancer 
treatment - scale of impact

New technologies and increased standards of care
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.  

To deliver safe, effective & equitable care

Apr-24
Date of Last 

Review

Responsible 
Committee

Assurance Level

12Description

Date Risk 

Risk Appetite Cautious
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RISK 3

L I Score L I Score L I Score L I Score L I Score L I Score
4 5 20 3 3 9 3 3 9 3 3 9 0 2 3 6

RISK 4

L I Score L I Score L I Score L I Score L I Score L I Score
5 3 15 4 3 12 4 3 12 4 3 12 0 4 1 4

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Self assessments underway against 2022 
must do actions and well-led quality 
indicators. Attendance at CQC briefings / 
NHS Providers briefings
Engagement in national updates and 
regulatory briefings.
Designated leads for statutory 
requirements across the Trust reporting 
into committee structure.
Policies and procedures in place e.g. 
conflicts of interest, SFI's, Document 
ratification processes.
Membership of NHS Providers to recieve 
most up to date advice and guidance. 
Exec Team engagement in national 
briefings. 
Close working with regulators, GM ICS / 
ICB and NHSE. 
Attendance at system level and national 
meetings.
Leads identified internally for each 
statutatory requirement e.g. health & 
safety / IRMER / CQC etc
Excellence in action programme 
underway.

External political factors

Level 1 – Data and management 
reports
• Self assessment against 2022 Must 
Do's	
• Self assessment against Well Led / 
Safety quality indicators
Level 2 – Management team and 
committee scrutiny
• QAC /WAC review of CQC 
regulations - all on rolling 
programmes	
• Board level training on new CQC 
assessment framework Feb 24
• Board reporting on regulatory 
changes	
• Work of the 3 assurance committees
• Board capbility self-assessment
Level 3 – External assurances	
• CQC Inspection Reports (IR(M)ER)
• NOF Rating 1 (Q1 rated 3/134 acute 
& specialist trusts)
• MIAA role specific training audit 
(CQC Reg 19) - Limited assurance 
Oct 24	
• MIAA data quality audit Oct 24 - 
moderate assurance
• OECI accreditation

Full review of well-
led quality 
indicators to 
indentify gaps

Plan in development 
for full review of all 
domains (1 per 
quarter)
Actions relating to 
role specific training 
data reporting and 
compliance

Target date for 

Reviewed Q4 25/26

Associated 
Strategic 

Objectives

To deliver safe, effective & equitable care
To deliver excellent financial and operational performance
To be an excellent place to work and attract the best staff

Executive Lead Exec Chief Nurse
Responsible 
Committee Board of Directors

Assurance Level Medium

Risk Appetite Averse

Compliance with regulatory standards Date Risk Current Risk Score

Description 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. 

Jun-25
12Date of Last 

Jan-26

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Staffing levels maintained through 
coordinated and risk based utilisation of 
bank and agency
Christie People and Culture Plan 2023-26 
Quarterly oversight of Trust wide 
vacancies and recruitment activity 
presented to the workforce committee & 
WAC
Divisional oversight of recruitment activity 
and vacancies discussed at the monthly 
service review meetings
Turnover analysis and 'next chapter' data 
presented and discussed six monthly at 
the workforce committee
Robust sickness absence management 
and health and wellbeing offer
Connect & reflect sessions in place for 
new starters within first 3 months of 
employment
Weekly executive led vacancy 
management panel in place
Recruitment of onboarding coordinator 
Nursing workforce lead appointed
Completion and reporting to WAC of 
progress against the 10 point plan to 
improve resident doctors lives.

National staff shortages 
impacting recruitment.

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 & Culture plan updates and 
update on compliance with CQC 
regulation
• F&PP Compliance report to WAC / 
Board
• Safe staffing 6 monthly reviews to 
external standard
Level 3 – External assurances
• National staff survey	
• CQC Inpatient survey
• OECI accreditation
• MIAA Bank & Admin audit - Moderate 
assurance

Actions outlined 
by MIAA in Nov 
24 Divisional 
Recruitment audit

None identified

Target date for 

Reviewed Q4 25/26

Associated 
Strategic 

Objectives

To deliver safe, effective & equitable care
To deliver excellent financial and operational performance
To be an excellent place to work and attract the best staff

Executive Lead Workforce Director
Responsible 
Committee

Workforce Assurance 
Committee

Assurance Level High

Risk Appetite Averse

Recruitment and retention of skilled staff Date Risk Current Risk Score

Description 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.

Apr-24
9Date of Last 

Jan-26
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RISK 5

L I Score L I Score L I Score L I Score L I Score L I Score
3 5 15 1 5 5 1 5 5 1 5 5 0 1 5 5

RISK 6

L I Score L I Score L I Score L I Score L I Score L I Score
4 4 16 4 4 16 4 4 16 4 4 16 0 1 4 4

RISK 7

L I Score L I Score L I Score L I Score L I Score L I Score
5 5 25 4 3 12 4 3 12 4 3 12 0 4 2 8

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Target date for 

Reviewed Q3 25/26

Associated 
Strategic 

Objectives

To deliver safe, effective & equitable care
To deliver excellent financial and operational performance

Executive Lead Chief Operating Officer
Responsible Quality Assurance 

Assurance Level Medium
Risk Appetite Cautious

Key Gaps in Controls Assurance Gaps in Actions to address 

Executive led monthly divisional 
performance review meetings. Integrated 
performance & quality report to 
Management Board and Board of 
Directors monthly. 
Weekly 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. 

NHS pressures leading to  
delays in referrals from 
other Trusts

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 QAC		
Level 3 – External assurances
• MIAA review of 62 days / Cancer 
Alliance	

Evidence of 
progress in 
underperforming 
parts of the 
pathway

Supporting cancer 
improvement plans in 
GM Cancer
Pathway 
improvement 
workstream in GM 
Cancer

Ineffective Greater Manchester system-wide cancer pathways Date Risk Current Risk Score

Description 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.  

Apr-24
12Date of Last 

Jan-26

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Senior team attendance at national and 
regional meetings to keep updated on 
policy changes and influence discussions 
on cancer.
Monthly service & operational reviews to 
ensure efficient delivery of service.
Board member attendance at national 
events to influence policy.

External political factors

Level 1 – Data and management 
reports
•  SOR's
•  Divisional Boards reports
Level 2 – Management team and 
committee scrutiny
• SMC reporting		
Level 3 – External assurances
• External Audit VfM assessment

None identified

Continued attendance 
at regional & national 
events and on going 
discussions with ICB 
to understand funding

Target date for 

Reviewed Q2 25/26

Associated 
Strategic 

Objectives
To deliver excellent financial and operational performance

Executive Lead Exec Director of Finance
Responsible Board of Directors

Assurance Level
Risk Appetite Cautious

NHSE Financial Framework and support for growth Date Risk Current Risk Score

Description If the changes in the NHSE financial framework do not maintain the level of income needed to support the planned growth in 
activity there is a risk that we will not be able to provide optimum care 

Jun-25
16Date of Last 

Jan-26

Financial planning includes utilisation of  
'capital freedoms' (CDEL) to increase the 
CDEL allocation to deliver our plan.
Capital planning is part of our planning 
process and based on risk assessment 
within divisions.

National / local funding rules 
/ arrangements. 

Level 1 – Data and management 
reports
• Monthly finance reports		
Level 2 – Management team and 
committee scrutiny
• summary of progress with capital 
plan/strategy implementation at Board 
/ Planning Days	
• Regular reporting to Senior 
Management Committee & Board of 
Directors		
Level 3 – External assurances
• ICB allocation - maximum capital 
freedoms

None identified

Capital bids collated 
including level of risk, 
impact on patient 
care and activity 
should the bid not be 
approved. 
Manage capital 
priorities within 
existing ICB allocation 
and support the ICB 
to deliver a compliant 
capital plan. 

Associated 
Strategic 

Objectives
To deliver excellent financial and operational performance

Executive Lead Exec Director of Finance
Responsible Board of Directors

Assurance Level High
Risk Appetite Eager

Target date for 

Reviewed Q3 25/26 / 
Within tolerance

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Capital funding Date Risk Current Risk Score

Description If we don’t receive adequate CDEL 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

Jun-25
5Date of Last 

Jan-26

100



RISK 8

L I Score L I Score L I Score L I Score L I Score L I Score
5 4 20 5 2 10 5 2 10 5 2 10 0 5 1 5

RISK 9

Target 
date for 
completi

on

L I Score L I Score L I Score L I Score L I Score L I Score
3 4 12 2 4 8 2 4 8 2 4 8 0 1 4 4

Chief Operating Officer

Emergency event

Associated 
Strategic 

Objectives
To maintain excellent operational, quality and financial performance.

Executive Lead

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Responsible Audit Committee
Assurance Level Medium

Risk Appetite Averse

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

No ability to reduce likelihood as an 
organisation, however we do have an 
Annual Assurance process that is 
externally reviewed to develop our 
Statement of Compliance
Adaptations to existing buildings / 
equipment to manage temperature rises. 
GM approach.
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

The Trust does not currently 
have cyber security 
insurance.

Level 1 – Data and management 
reports
• SDMP compliance
• BCP compliance and effectiveness
• Approved Extreme weather plan
• Regular updates from NHS Digital - 
Vulnerability Monitoring Service
Level 2 – Management team and 
committee 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 
Assurance Committee)
• Statutory disclosures in Trust Annual 
Report
• Reports to Senior Management 
Comittee and Audit Committee
• Annual Assurance Report and 
Statement of Compliance- substantial 
compliance	
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)
• MIAA  Data Protection Toolkit 
assessment (DPST) - Substantial 
assurance July 2024

Not at 100% 
compliance for 
self-assessment / 
external 
assessment

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 
Adaptation plan in 
development for 
future developments

Target date for 

Review Q3 25/26

Date Risk Current Risk Score

Description 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 delayed or cancelled care.

Apr-24
10Date of Last 

Jan-26

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in 
assurance

Actions to address 
gaps

Target date 
for 

implementatio
n

Research  / Education / CODU plans all 
approved and being monitored through 
divisional boards and SMC
OECI accreditation achieved and reported 
to Board
Business case for expansion of CRF going 
to January Board.

Level 1 – Data and management 
reports
• 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	

None identified None identified
Reviewe

d Q2 
25/26

Associated 
Strategic 

Objectives
To provide integrated clinical, research and education services

Executive Lead Chief Executive Officer
Responsible Board of Directors

Assurance Level High
Risk Appetite Averse

Integrated research, education & service Date Risk Current Risk Score

Description 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.  

Jun-25
8Date of Last 

Jan-26
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RISK 10

L I Score L I Score L I Score L I Score L I Score L I Score
5 5 25 1 5 5 1 5 5 3 5 15 0 1 5 5

RISK 12

L I Score L I Score L I Score L I Score L I Score L I Score
4 4 16 2 4 8 2 4 8 2 4 8 0 2 2 4

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Inclusive Culture Strategy developed 
through extensive engagement with staff  
and approved by Board. Board 
responsibilities outlined.
Service & Operational reviews include 
'people & culture' focus for all divisions.
Progress reports to WAC.
Divisions report staff engagement activity / 
priorities to Workforce Committee on 
rolling programme
Workforce Assurance committee recieve 
regular presentations from divisions on 
cultural activities.
Strategic Leaders Forum - scheduled 
across the year
Divisional plans in place for events and 
meetings across the year

None identified

Level 1 – Data and management 
reports
• Divisional action plans from staff 
survey
• Service & operational reviews	
Level 2 – Management team and 
committee scrutiny
• Reporting to Workforce Committee, 
Workforce Assurance Committee and 
Board of Directors
• Board development session on 
Inclusive Culture facilitated by NHS 
Providers expert Sept 2024
• Board approved Inclusive Culture 
Plan Nov 2024	
Level 3 – External assurances
• Annual CQC Staff Survey 2024 

None identified

Implementation of 
next phase of 
Inclusive Culture 
Strategy
Extension of People 
& Culture Plan

Target date for 

Reviewed Q2 25/26

Associated 
Strategic 

Objectives
To be an excellent place to work and attract the best staff

Executive Lead Director of Workforce
Responsible Workforce Assurance 

Assurance Level Medium
Risk Appetite Averse

Staff engagement Date Risk Current Risk Score

Description 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.

Jun-25
8Date of Last 

Jan-26

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

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. Identification and 
consideration of new models of working to 
deliver and finance the Trust's strategic 
plan.  Agreed governance of VIP schemes 
and escalating VIP reporting and 
responsibility to SMC.  VIP delivery at a 
divisional level monitored via the Trusts 
Service Operational Review framework
Board has recieved monthly financial 
report showing performance
2025/26 VIP achieved from month 6 - 
focus on 2026/27

Commissioning intentions. 
Funding growth.

Level 1 – Data and management 
reports
• Monthly Divisional scrutiny of 
financial position	
• Trust Operation Group (TOG) review 
weekly	
Level 2 – Management team and 
committee scrutiny
• Reports to Senior Management 
Committee, 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

None identified

Complete Quality 
Impact Assessments 
for all identified 
schemes

Target date for 

Reviewed Q2 - 
achieved VIP 25/26.

From Q3 - focus on VIP 
26/27

Associated 
Strategic 

Objectives
To maintain excellent operational, quality and financial performance.

Executive Lead Exec Director of Finance
Responsible Board of Directors

Assurance Level High
Risk Appetite Averse

Financial balance Date Risk Current Risk Score

Description If we do not achieve the operational plan and our planned efficiency savings there is a risk that we won’t achieve financial 
balance on NHS activity.

Apr-24
15Date of Last 

Jan-26
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RISK 13

L I Score L I Score L I Score L I Score L I Score L I Score
5 4 20 3 4 12 3 4 12 3 4 12 0 2 4 8

RISK 14

L I Score L I Score L I Score L I Score L I Score L I Score
3 4 12 3 3 9 3 3 9 3 3 9 0 3 1 3

RISK 15

L I Score L I Score L I Score L I Score L I Score L I Score
5 4 20 3 4 12 3 4 12 3 4 12 0 1 4 4

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Future Christie team leading service 
change ambitions incorporating 
technological advances with partners.
Engaing with other health providers 
around effective systems on the market.
Development of strategic outline case for 
new EPR
Year 1 objectives on track for delivery - 
patient portal / expanded AI / EPR outline 
case / staff engagement

Recognition of fast moving 
market

Level 1 – Data and management 
reports
•  reports to Board of Directors
Level 2 – Management team and 
committee scrutiny
• Execs, SMC and Board reports
Level 3 – External assurances
• Deliotte engaged in options appraial 
for new EPR
• OECI accreditation

Development of 
full business 

cases

Seeking expertise 
internally & externally 
around best option -  
'expert customer'

Target date for 

Reviewed Q2 25/26

Associated 
Strategic 

Objectives
To transform our services to improve access and reduce health inequalities 

Executive Lead Dir of Future Christie
Responsible 
Committee Board of Directors

Assurance Level

Risk Appetite Cautious

Technological advancements Date Risk Current Risk Score

Description 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

Jun-25
12Date of Last 

Jan-26

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

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
Medical Physics - close relationship with 
national 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 management of supplies incl 
escalations & triggers / communication. 

National / international 
shortages / supply issues

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

None identified Review of alerts

Target date for 

Review Q3 25/26

Associated 
Strategic 

Objectives

To deliver safe, effective & equitable care
To deliver excellent financial and operational performance

Executive Lead Chief Operating Officer
Responsible 
Committee Audit Committee

Assurance Level
Risk Appetite Averse

Supply chain Date Risk 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.  

Nov-24
9Date of Last 

Jan-26

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Future Christie Director and Medical 
Director in place. Director of 
Transformation appointed.
Service Planning day with senior 
leadership team.
Communication plan with wider 
organisation commenced.
Alignment of Digital & Transformation 
under Future Christie.
Year 1 objectives on track for delivery - 
patient portal / expanded AI / EPR outline 
case / staff engagement

None identified

Level 1 – Data and management 
reports
•  Exec review weekly
Level 2 – Management team and 
committee scrutiny
• Monthly to SMC and Board	
Level 3 – External assurances
•  Deliotte engaged in options appraial 
for new EPR

External 
assessment of 
capability and 
readiness to be 
developed

Development of the 
EPR OBC.
Expansion of patient 
portal adoption and 
compliance with NHS 
App standards.
Progression of data 
preparedness for JAC 
and Intelligent 
Hospital.
Broader evaluation of 
AI pilots and 
automation 
opportunities
Development of 
external partnerships 
for delivery of 
ambitions.

Target date for 

Reviewed Q2 25/26

Associated 
Strategic 

Objectives
To transform our services to improve access and reduce health inequalities 

Executive Lead Dir of Future Christie
Responsible 
Committee Board of Directors

Assurance Level Medium

Risk Appetite Cautious

Transformational capacity & capability Date Risk 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

Jun-25
12Date of Last 

Jan-26
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