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Introduction 

This guide has been produced for staff working in primary care settings to support the 

effective reporting and management of all patient safety incidents, including Serious 

Incidents and never events. This applies to services for which the clinical commissioning 

groups (CCGs) have delegated commissioning responsibilities. 

The reporting of patient safety incidents is a sign that an open and fair culture exists, 

where staff learn from things that go wrong. Practices with a culture of high reporting are 

more likely to have developed proactive reporting and learning to ensure the services they 

provide are safe and prevent recurrence. 

NHS England published guidance for general practice staff on the reporting patient safety 

incidents to the National Reporting and Learning System (NRLS) in Feb 2015 which can 

be found here. 

This document should be read in conjunction with this guidance and with the Serious 

Incident Framework, 2015 click here, although it is anticipated that a revised serious 

incident framework will be published towards the end of 2018.   

The aim is to embed a culture of primary care reporting to capture and enable sharing of 

learning from these events on a wider footprint across practices and localities. 

What should be reported 

All patient safety incidents (clinical and non-clinical) should be reported where a patient 

was harmed or could have potentially been harmed. This includes near misses and 

incidents where there is a beneficial outcome, for example, where appropriate barriers and 

defences prevented an incident from occurring.  

Reporting these incidents identifies what has worked in practice and are excellent sources 

of learning. It is important to share these locally and nationally to help develop and spread 

best practice.  

This is also an opportunity to share best practice learning outcomes with your quality team 

at the CCG and use as evidence of an open and fair reporting culture to the Care Quality 

Commission (CQC) during inspections. 

  

https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/02/gp-nrls-rep-guide2.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf
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Red Amber Green (RAG) Rating Significant Events in Primary Care 

Significant events in primary care can be defined as ‘any unintended or unexpected 

incident which could have or did lead to harm for one or more patients receiving NHS 

funded healthcare’. 

The key objective behind reporting of significant events (SE) and Serious Incidents (SI) in 

primary care is; to ensure there is a robust procedure for reviewing and managing such 

events, and to ensure that all appropriate learning is achieved to minimise the event 

recurring. It is also an opportunity to communicate when an aspect of Practice activity has 

worked well, and should be shared with all staff  

All Staff: 

It is the responsibility of all staff to report such events immediately they occur. When any 

member of the Practice team has information about an incident that has occurred which 

could have led to a breach in patient care or to maladministration, (e.g. information 

security breaches), a significant event form should be completed. 

Reporting of patient safety incidents and rating of significance: 

Incidents should be RAG rated depending on the significance; in relation to the degree of 

harm to the patient in line with the National Reporting and Learning System (NRLS). 

RED 

(via NRLS) 

SEVERE 

HARM 

or 

DEATH 

Any patient safety incident that appears to have resulted 
in permanent harm 

Any patient safety incident that directly resulted in death 

AMBER 

(via NRLS) 

MODERATE 

HARM 

Any patient safety incident that resulted in a moderate 
increase in treatment and which caused significant but not 
permanent harm 

GREEN 

(via 

provider/ 

practice) 

NO HARM 

or 

LOW HARM 

Any patient safety incident that did not result in harm or 
injury. 

Any patient safety incident with the potential to cause 
harm, that was prevented from happening, therefore no 
harm or injury was caused. 

Any patient safety incident that required extra observation 
or minor treatment 

How to report a patient safety incident via the NRLS 

All patient safety incidents (clinical and non-clinical) that have been RAG rated Red or 

Amber should be reported using the NRLS e-form for primary care. Click here for Patient 

Safety eForm  or through the ‘e-form icon’ which can be downloaded to a desktop. 

Reporting to the NRLS using the GP e-form can take only a few minutes and will support 

local learning to embed a safety culture. Practices must report all RED and AMBER rated 

incidents via NRLS. 

These reports will help build an accurate picture of patient safety in general practice to 

enable us to work together to actively develop ways to address underlying causes of harm 

https://report.nrls.nhs.uk/GP_eForm
https://report.nrls.nhs.uk/GP_eForm
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that may currently be unrecognised within general practice.  

Fully utilising the NRLS as a safety reporting tool for all patient safety incidents will 

ultimately lead to better learning about patient safety, the sharing of best practice solutions 

and the innovation of new and improved ways to keep our patients safe from avoidable 

harm. 

All Green significant events can be investigated by the provider / practice ensuring the 

learning outcomes are embedded into practice and may not need to be reported to the 

NRLS. 

Serious Incidents 

Serious Incidents in health care are adverse events, where the consequences to patients, 

families and carers, staff or organisations are so significant or the potential for learning is 

so great, that a heightened level of response is justified. Investigations carried out under 

the serious incident Framework are conducted for the purposes of learning to prevent 

recurrence. Using the RAG rating above it would be expected that all Red and some 

Amber patient safety incidents are declared by the provider to the CCG as serious 

incidents. Where it is not clear whether or not an incident fulfils the definition of a serious 

incident, providers and commissioners must engage in open and honest discussions to 

agree the appropriate and proportionate response. 

Once an agreement has been reached the incident should be reported onto STEIS within 

2 working days, which is the target for notification set out in the NHS England Serious 

Incident Framework. Where a Provider does not have access to STEIS (as is the case for 

primary care settings) the CCG will notify the incident onto the STEIS database on behalf 

of the provider / practice. 

Serious Incidents in the NHS include: 

 Acts and/or omissions occurring as part of NHS-funded healthcare (including in the 

community) that result in: 

o Unexpected or avoidable death of one or more people. This includes 

 suicide/self-inflicted death; and 

 homicide by a person in receipt of mental health care within the recent 

past; 

o Unexpected or avoidable injury to one or more people that has resulted in 

serious harm; 

o Unexpected or avoidable injury to one or more people that requires further 

treatment by a healthcare professional in order to prevent:— 

 the death of the service user; or 

 serious harm; 

o Actual or alleged abuse; sexual abuse, physical or psychological ill- 

treatment, or acts of omission which constitute neglect, exploitation, financial 

or material abuse, discriminative and organisational abuse, self- neglect, 

domestic abuse, human trafficking and modern day slavery where: 

 healthcare did not take appropriate action/intervention to safeguard 
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against such abuse occurring; or 

 where abuse occurred during the provision of NHS-funded care. This 

includes abuse that resulted in (or was identified through) a Serious 

Case Review (SCR), Safeguarding Adult Review (SAR), Safeguarding 

Adult Enquiry or other externally-led investigation, where delivery of 

NHS funded care caused/contributed towards the incident. 

 A Never Event - all Never Events are defined as Serious Incidents although not all 

Never Events necessarily result in serious harm or death. See Never Events Policy 

and Framework for the national definition and further information; 

 It is anticipated the Never Event list will be reviewed annually by NHS England click 

here 

 An incident (or series of incidents) that prevents, or threatens to prevent, an 

organisation’s ability to continue to deliver an acceptable quality of healthcare 

services, including (but not limited to) the following: 

 Failures in the security, integrity, accuracy or availability of information often described 

as data loss and/or information governance related; 

 Property damage; 

 Security breach/concern; 

 Incidents in population-wide healthcare activities like screening and immunisation 

programmes where the potential for harm may extend to a large population; 

 Inappropriate enforcement/care under the Mental Health Act (1983) and the Mental 

Capacity Act (2005) including Mental Capacity Act, Deprivation of Liberty Safeguards 

(MCA DOLS); 

 Systematic failure to provide an acceptable standard of safe care (this may include 

incidents, or series of incidents, which necessitate ward/ unit closure or suspension of 

services); or 

 Activation of Major Incident Plan (by provider, commissioner or relevant agency) 

 Major loss of confidence in the service, including prolonged adverse media coverage 

or public concern about the quality of healthcare or an organisation. 

For more details re: The Serious Incident Framework, 2015 click here  

The Role of CCGs in the Management of Serious Incidents  

Commissioners have responsibility to quality assure the robustness of their providers, 

serious incident investigations and the action plan implementation undertaken by their 

providers. Commissioners do this by evaluating investigations and gaining assurance that 

the processes and outcomes of investigations include identification and implementation of 

improvements that will prevent recurrence of Serious Incidents. 

Currently the CCGs are responsible for oversight and closure of SIs from all commissioned 

providers; these include acute, community, mental health, primary care and independent 

providers. 

https://improvement.nhs.uk/resources/never-events-policy-and-framework/
https://improvement.nhs.uk/resources/never-events-policy-and-framework/
https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf
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The Professional Duty of Candour 

Every healthcare professional must be open and honest with patients when something that 

goes wrong with their treatment or care causes, or has the potential to cause, harm or 

distress.  

This means that healthcare professionals must: 

 Tell the patient (or, where appropriate, the patient’s advocate, carer or family) when 

something has gone wrong 

 Apologise to the patient (or, where appropriate, the patient’s advocate, carer or family) 

 Offer an appropriate remedy or support to put matters right (if possible) 

 Explain fully to the patient (or, where appropriate, the patient’s advocate, carer or 

family) the short and long term effects of what has happened. 

The duty of candour came into effect for all non-NHS bodies registered with CQC 

(including all General Practices) from 1 April 2015. This is Regulation 20 of the Health and 

Social Care Act 2008 (Regulated Activities) Regulations 2014 which sets out Fundamental 

Standards. 

 It aims to ensure that providers are open and transparent with people who use services 

and other ‘relevant persons’ (people acting lawfully on their behalf) in general in relation to 

care and treatment. 

Regulation 20 defines what constitutes a notifiable safety incident. Paragraph 9 of the 

regulation describes the harm thresholds and is consistent with thresholds for the existing 

CQC notification system for reporting deaths and serious injuries.   

These are: 

 the death of the service user, where the death relates directly to the incident rather 

than to the natural course of the service user’s illness or underlying condition, 

 an impairment of the sensory, motor or intellectual functions of the service user which 

has lasted, or is likely to last, for a continuous period of at least 28 days 

 changes to the structure of the service user’s body 

 the service user experiencing prolonged pain or prolonged psychological harm 

 the shortening of the life expectancy of the service user 

 Requirement for additional treatment to prevent one of the harms described above. 

Investigating Serious Incidents in Primary Care 

Once a serious incident has been identified and reported an investigation will be 

commenced. The goal of an investigation is to find the cause when things go wrong, 

promoting fair and consistent treatment of staff within and between health organisations; it 

is not a process of attributing blame. 

The NHS England SI Framework outlines three levels of investigation. Once it has been 

agreed that an incident meets the criteria for the serious incident, the CCG will jointly 

agree with the provider (practice) what level of investigation is appropriate for the SI. The 

nature, severity and complexity of SIs vary on a case by case basis so the level of 

response in relation to the investigation, should be dependent on and proportionate to the 

http://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-20-duty-candour
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circumstances of each specific incident. 

The resulting investigation report must be fully anonymized and contain a high level of 

detail and should evidence that it has completed by an appropriately qualified team.  

Click here for suggested investigation report writing templates  

  

http://www.nrls.npsa.nhs.uk/resources/?entryid45=75419


 

Page 12 of 15 

East Kent Clinical Commissioning Groups 

Oversight of Serious Incident Reports from Primary Care 

The CCG will offer appropriate advice and support of the serious incident investigation, 

which should be undertaken by the provider. The investigation report should be submitted 

to the overseeing CCG within 60 working days of the notification of the incident on to 

STEIS.  Once the final root cause analysis investigation report is submitted to the CCG, 

the Serious Incident Review Group will review and scrutinize the report and associated 

action plan. The provider will be invited to the serious incident review group to present 

their individual investigation report. 

Where the report is robust and clear lessons have been learnt and reflected in a SMART 

action plan, the incident will be closed on STEIS on the basis that no additional information 

is required. Closure is not recommended until adequate assurance is provided that all 

necessary actions are included. 

Actions taken following closure 

Following closure of the serious incident, all documentation and correspondence will be 

archived by the CCG and closed on STEIS. The provider takes responsibility for 

implementing the action plan with appropriate level of oversight and support from their 

CCG. If there are significant delays or barriers to the completion of required actions this 

should be escalated to the CCG for discussion of how progress could be facilitated.  

These action plans will be followed up as part of the primary care quality visit schedules by 

the CCG quality teams. To meet the goal of working together to embed learning across 

primary care settings, opportunities for sharing anonymised learning across localities will 

be discussed with the practice. 

Training Implications 

Continuing Professional Development (CPD) credits by reporting to the NRLS 

 Reporting a patient safety incident to the NRLS can gain CPD credits. After 

submission of a patient safety incident report to the NRLS using the e-form a CPD / 

Serious Event Analysis (SEA) template is sent via bounce back email. This template 

can be used for team based learning and also personal reflective learning for CPD, 

Appraisal and Revalidation. 

 Investigation Training 

 Root cause analysis training is recommended for managing serious incidents in 

primary care settings. 

 Care Quality Commission requirements 

 The templates and learning outcomes can be used as evidence for CQC inspections. 
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Contact Details  

 

NHS Ashford, Canterbury and Coastal, South Kent Coast and Thanet CCG’s: 

Serious incident email address: si.ekccgs@nhs.net  

Telephone: 03000 424743 

 

NHS West Kent CCG: 

Serious Incidents email address: wkccg.sui@nhs.net 

Telephone: 01732 375266 

 

NHS Dartford, Gravesham, Swanley and Swale CCGs: 

Serious Incidents email address: swccg.sui@nhs.net 

Telephone: 03000424950 

  

mailto:si.ekccgs@nhs.net
mailto:wkccg.sui@nhs.net
mailto:swccg.sui@nhs.net
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Further Information and References 

NRLS reporting: NHS England: Guide for general practice staff on reporting patient 
safety incidents to the National Reporting and Learning System: 

https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/02/gp-nrls-
rep-guide2.pdf 

Serious Incident Framework 2015:  

https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/04/serious-
incidnt-framwrk-upd2.pdf 

Never Events Policy and Framework:  

https://improvement.nhs.uk/resources/never-events-policy-and-framework/ 

Professional body guidance for Duty of Candour from the GMC/NMC is available at: 

https://www.nmc.org.uk/standards/guidance/the-professional-duty-of-candour/ 

http://www.gmc-uk.org/guidance/ethical_guidance/27233.asp 

CQC guidance is available at:   

http://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-32-duty-candour-general-

practice-regulation-20 

NHS Improvement:  

https://improvement.nhs.uk/about-us/who-we-are/ 

Root Cause Analysis Investigation Guidance (NPSA): 

http://www.nrls.npsa.nhs.uk/resources/?entryid45=75355 

Seven Steps to patient safety in general practice:  

http://www.nrls.npsa.nhs.uk/resources/collections/seven-steps-to-patient-
safety/?entryid45=61598 

The newly formed Health Safety Investigation Branch (HSIB) was launched in April 2017 
to investigate and showcase learning from incidents across healthcare and primary care 
will be one area of focus:  

https://www.gov.uk/government/groups/independent-patient-safety-investigation-service-
ipsis-expert-advisory-group 

  

https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/02/gp-nrls-rep-guide2.pdf
https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/02/gp-nrls-rep-guide2.pdf
https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/04/serious-incidnt-framwrk-upd2.pdf
https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/04/serious-incidnt-framwrk-upd2.pdf
https://improvement.nhs.uk/resources/never-events-policy-and-framework/
https://www.nmc.org.uk/standards/guidance/the-professional-duty-of-candour/
http://www.gmc-uk.org/guidance/ethical_guidance/27233.asp
http://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-32-duty-candour-general-practice-regulation-20
http://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-32-duty-candour-general-practice-regulation-20
https://improvement.nhs.uk/about-us/who-we-are/
http://www.nrls.npsa.nhs.uk/resources/?entryid45=75355
http://www.nrls.npsa.nhs.uk/resources/collections/seven-steps-to-patient-safety/?entryid45=61598
http://www.nrls.npsa.nhs.uk/resources/collections/seven-steps-to-patient-safety/?entryid45=61598
https://www.gov.uk/government/groups/independent-patient-safety-investigation-service-ipsis-expert-advisory-group
https://www.gov.uk/government/groups/independent-patient-safety-investigation-service-ipsis-expert-advisory-group
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Appendix 1: Summary of Process for managing Serious Incidents in 

primary care 

 

 

Incident 

Identified 

 Incident is reported by the provider / practice using NRLS        

e-form or contact CCG quality team for guidance 

 If serious incident criteria is met, the CCG will enter it on 

STEIS, CCG then send appropriate forms and resources to 

provider. 

Investigation 

commenced 

 72 hour update completed by provider/ practice and sent to 

CCG serious incident inbox for review and adding to STEIS 

 Once investigation is concluded a thorough report is 

compiled and sent to the CCG serious incident inbox within 

60 working days. Receipt acknowledged and date for CCG 

serious incident review group meeting communicated to 

provider / practice.  

Review and 

Closure 

 Report reviewed by CCG serious incident review group 

 Where the report is robust and clear lessons have been 

learnt and reflected in a SMART action plan, the incident will 

be closed in STEIS on the basis that no additional 

information is required. 

Learning 

 To meet the goal of working together to embed learning 

across primary care settings, opportunities for sharing 

across anonymized learning across localities will be 

discussed with the practice. 


