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What is Significant Event Audit (SEA)? 

A process in which individual episodes (when there has 
been a significant occurrence either beneficial or 
deleterious) are analysed in a systematic way to 
ascertain what can be learnt about the overall quality of 
care, and to indicate changes that might lead to future 
improvements (Professor Mike Pringle, 1997) 

What are the benefits of SEA? Types of incidents Rainbows review 

Rainbows were trained in Significant Event Audit Methodology by the Clinical Audit Support Centre Limited. To find out more please visit www.clinicalauditsupport.com  

Significant Event Audit at Rainbows Children’s Hospice – a case study 

What others say about Rainbows Significant Event Audit Process  
“…Following the review of the death of [child’s name] panel members are asked to highlight areas of good practice/service provision. The information 
presented to panel outlined that Rainbows had provided significant support for family members under very challenging circumstances. The panel members 
wish to acknowledge the involvement of staff in these challenging circumstances and asked that this be formally noted” (Child Death Overview Panel: 
SEA was used following the family stay) 
 
“…All staff involved were invited to attend meetings along with parents/young people and used to examine the situation to see what could be learned for 
future reference. (Care Quality Commission, Rainbows received an overall Outstanding rating and Good for the Safety domain) 
 

•  Near miss incidents 
•  Medication incidents 
•  Deprivation of Liberty issues 
•  Tissue viability issues 
•  Managing challenging situations 
•  Celebrating best care in exceptional circumstances 
 

Rainbows constantly evaluate the SEA process in the 
organisation, a selection of the feedback is provided: 
“We all got the opportunity to have  a group meeting to be able 
to put all points across” (Staff) 
“Well organised and respectful meeting” (External provider) 
“To hear both sides of the argument and the SEA process is a 
good way to review incidents” (Parent) 
 
 
 

Step 1 
 Awareness and prioritisation of a 

significant event 

Step 2 
 Information gathering 

Step 3 
The facilitated team based meeting 

Step 4 
 Analysis of the significant event 

Step 5 
 Agree, implement and monitor change 

Step 6 
 Write it up 

Step 7 
Report, share and review 

Information was documented about a 
child’s sore bottom but not handed over to 

night shift. Night staff did not read 
previous evaluations. Child’s pad 

changed in poor light and therefore sore 
bottom not noted by care team member. 
Child was seen by doctor and treatment 

prescribed for very broken sore area. 
Mum complained and reported that child 

was away from school for 3 days to 
enable sore bottom to heal. 

 
This stage took place as soon as possible 
after the incident was reported. Members 
of Rainbows Care Team were responsible 

for collecting relevant information. This 
ensured a timely and accurate response 

from those involved.  
 

Care team notes and testimony from staff 
were available for the meeting. The child’s 
mum was encouraged to write an account 
of what happened and the impact this had.  
 
 

Rainbows has a standard format that is 
followed to write up each SEA. This report is 
anonymised and is available for all staff to 

read. This case study followed the SEA 
standard format with the report findings and 

key learning disseminated widely. 
 

Staff were asked to evaluate the meeting 
and their views about its usefulness.  

Staff, especially nurses and AHPs were 
encouraged to complete a reflection 

following each event. 

Rainbows share learning from their 
incidents across the organisation and 

where appropriate with other agencies. 
Rainbows work hard to involve parents and 
carers in the SEA process and they provide 

full feedback to families involved. 
 

Rainbows have also shared their SEA 
processes and documentation within the 

hospice community. 

 
“What happened” and chronology were 
prepared by Rainbows Lead Nurse who 

acted as the SEA facilitator.  
 

Mum was invited to the meeting, but 
declined. All staff involved in the incident 
invited to the meeting to contribute to the 

learning and action planning for the future. 
“What happened” and mum’s testimony 

read out at the meeting. 

The main purpose of the meeting was to provide a 
forum to review/discuss significant events. The team 
were invited to discuss why the incident happened. 

What contributed to the incident occurring? What were 
the main and underlying reasons that the incident 

occurred? The team present were asked to consider 
professionalism of staff, the lack of a system or the 
failure of a system. The facilitator encouraged those 

present to dig deep and avoid superficial causes. 

The team discussed what had been learned from the 
event and what might be done differently in the future. 
The team agreed that improvements were needed in 

communication. Information must be handed over and 
to be clear who is doing this. Staff taking over care 

should read previous evaluations. Documentation to be 
clear and concise. Additional training on 

documentation, accountabilities, roles and 
responsibilities delivered to staff in training week. 


