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! patient Safety Incident, or an incident concerning patient safety, means any unexpected or unintended incident which did lead to or could have led to harm
for a patient (The National Health Service (Concerns, Complaints and Redress Arrangements) (Wales) Regulations 2011).

2Health Bodies should record details of patients who are considered within this category but no investigation is required, except to manage any associated
processes such as individual concerns or inquest process, in keeping with local and national regulations and guidance.

3 Health Bodies can use the outcome of mortality to reviews to help inform this decision, and/or referral to the Medical Examiner Service in the event of new
cases. Note however, that mortality reviews, nor the Medical Examiner process, constitute an ‘investigation’ under the investigation requirements of regulation
23 of the National Health Service (Concerns, Complaints and Redress Arrangements) (Wales) Regulations 2011.

4 Health Bodies can make an operational decision to commission further investigation in the absence of any individual concerns raised.
5> Health Bodies can choose the appropriate method by which to investigate based on the degree of harm.
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