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1.0 Scope 

1.1 The policy aims to ensure that: 

• All members, staff and/or employees working for, or on behalf of, NHS Coventry and 
Warwickshire Integrated Care Board (‘the ICB’) are aware of their duties when reporting, 
investigating or managing incidents. 

• Providers of commissioned services report Serious Incidents in a timely manner, respond 
appropriately and learn from incidents; 

• The ICB has an open and honest approach to provider incidents affecting patients, 
relatives and carers, and a commitment to sharing lessons learned; 

• Lessons learned and incident trends are acted upon by commissioned providers and are 
shared across the wider health economy. 

2.0 Introduction  
2.1 This policy is intended to support NHS Coventry and Warwickshire Integrated Care Board’s (‘the 

ICB’) commitment to ensure that patients receive the best quality of care delivered through 
services which are safe, clinically effective and patient centred. The ICB recognises that within 
the complex environment of healthcare, things will sometimes go wrong. Therefore the NHS has 
a duty to ensure that systematic measures are in place to respond to incidents in order to 
safeguard people, property, resources and reputation. 

2.2 The role of the ICB is to gain assurance from its provider organisations that serious incidents are 
identified correctly, investigated thoroughly, learned from to prevent the likelihood of similar 
incidents happening again, and improvements are implemented. The ICB will triangulate 
information from serious incident reports and other intelligence to inform actions to improve 
services. The ICB will share intelligence with relevant regulatory and partner organisations 
through locally established mechanisms. 

2.3 This document reflects national policies in relation to serious incidents, including: 

• Serious Incident Framework – NHS England (March 2015); 
• Revised Never Events Policy and Framework, and Never Events List 2018 – NHS 

England (January 2018); 
• Statutory Duty of Candour. 

3.0 Details of Policy 

3.1 Duty of Candour is a statutory requirement has been introduced to ensure health care providers 
operate in a more open and transparent way. The regulation for Duty of Candour applied to 
health service bodies from 27 November 2014, and was extended to all other providers from 1 
April 2015. This regulation requires an NHS body to:  

• ensure it acts in an open and transparent way with relevant persons in relation to care 
and treatment provided to people who use services in carrying on a regulated activity;  
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• tell the relevant person in person as soon as reasonably practicable after becoming 
aware that a ‘notifiable safety incident’ has occurred, and provide support to them in 
relation to the incident, including when giving the notification; 

• provide an account of the incident which, to the best of the health service body’s 
knowledge, is true of all the facts the body knows about the incident as at the date of the 
notification;  

• advise the relevant person what further enquiries the health service body believes are 
appropriate;  

• offer an apology;  

• follow this up by giving the same information in writing, and providing an update on the 
enquiries;  

• keep a written record of all communication with the relevant person;  

• complete the Duty of Candour section of the StEIS reporting form for each incident 
reported.  

3.2 Serious incident: There is no definitive list of events/incidents that constitute a serious incident; 
however every incident must be considered on a case-by-case basis using the description below. 
Inevitably, there will be borderline cases that require open and honest discussion between the 
ICB and provider to agree the appropriate and proportionate response. A serious incident in the 
NHS includes: 

• 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 caused or contributed to by 
weaknesses in care/service delivery (including lapses/acts and/or omission). This 
includes suicide/self-inflicted death and homicide by a person in receipt of mental 
health care within the recent past (generally  within the last 6 months - but this is a 
guide and each case should be considered individually);   

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 the provider of NHS funded care did not 
take appropriate action/intervention to safeguard against such abuse occurring  
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3.3 Never Event – particular incidents that meet the criteria below and require investigation under 
the Serious Incident Framework (see Never Events Policy and Framework (2018) for the national 
definition and further information). The never event criteria is as follows: 

• The incident is wholly preventable where guidance or safety recommendations that 
provide strong systemic protective barriers are available at a national level and have been 
implemented by healthcare providers; 

• Each never event type has the potential to cause serious harm or death. However, 
serious harm or death does not need to have happened as a result of a specific incident 
for the incident to be categorised as a Never Event; 

• There is evidence that the never event has occurred in the past - for example, via reports 
to the National Reporting and Learning System (NRLS) – and that the risk of recurrence 
remains; 

• Occurrence is easily recognised. This requirement helps minimise disputes around 
classification and ensures focus on learning and improving patient safety. 

3.4 An incident, or series of incidents, that prevents or threatens to prevent and 
organisation’s ability to continue to deliver an acceptable quality of healthcare services, 
including (but not limited to) the following: 

• Failures in security, integrity or availability of information often described as data loss 
and/or information governance related issues; 

• 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 enforcements under the Mental Health Act (1983) and the Mental Capacity 
Act (2005) including Mental Capacity Act (MCA), Deprivation of Liberty Safeguards 
(DoLS); 

• Systematic failure to provide an acceptable standard of safe care (this may include 
incidents, or a series of incidents, which necessitate ward/unit closure or suspension of 
services);  

• 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 concerns about the quality of healthcare or an organisation. 

3.5 An unexpected death as a direct result of the natural course of the patient’s illness or underlying 
condition which was managed in accordance with best practice would not be classified as a 
serious incident 

3.6 It may be appropriate for a ‘near miss’ to be classed as a serious incident as the outcome of an 
incident does not always reflect the potential severity of harm that could be caused should the 
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incident (or a similar incident) occur again. Deciding whether a near miss should be classified as 
a serious incident should be based on a risk assessment that considers: 

• The likelihood of the incident occurring again if current systems/process remain 
unchanged; and 

• The potential for harm to staff, patients and the organisation should the incident occur 
again. 

This does not mean that every ‘near miss’ should be reported as a serious incident, but where 
there is a significant risk of system failure and serious harm, the serious incident process should 
be pursued to understand and mitigate that risk. 

4.0 Duties / Responsibilities  
4.1 The roles and responsibilities for managing serious incidents are outlined in the NHSE Serious 

Incident Framework (2015). 

4.2 NHS England and NHS Improvement (NHSE&I) has a direct commissioning role as well as a 
role in leading and enabling the commissioning system. As part of the latter role, NHSE&I  
maintains oversight and surveillance of serious incident management within NHS-funded care 
and assures that ICBs have systems in place to appropriately manage serious incidents in the 
care they commission. They are responsible for reviewing trends, analysing quality and 
identifying issues of concern. They have responsibility for providing the wider system with 
intelligence gained through their role as direct commissioners and leaders of the wider system. 

4.3 Commissioners of NHS funded care assure the quality of commissioned services and hold 
providers to account for their responses to serious incidents. This includes: 

• Ensuring there is timely reporting of serious incidents by providers and feedback from the 
ICB; 

• Engaging in open and honest discussion with providers; 

• Gaining assurance that providers are operating an open and just culture, where staff are 
encouraged to report incidents without fear of inappropriate or unjust blame, and where 
patients are informed and involved in investigation when they have been affected by an 
incident; 

• Evaluating and quality assuring the robustness of their providers’ serious incident 
investigations; 

• Managing concerns raised in relation to the management of the investigation process; 

• Agreeing a mechanism with providers to ensure that action plan implementation is 
undertaken and robust monitoring of the implementation of long term actions; 

• Triangulating serious incident data with other intelligence achieved via day-to-day 
interactions with providers to inform actions that continually improve services; 
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• Liaising with the local authority safeguarding lead to ensure that there is a coherent 
multiagency approach to investigating and responding to safeguarding concerns; 

• Complying with the statutory obligations and requirements of health services, such as 
domestic homicide reviews; 

• Facilitating joint investigations between providers as appropriate; 

• Establishing mechanisms for sharing intelligence with relevant regulatory and partner 
organisations; 

• Sharing information with the Coventry and Warwickshire Quality Surveillance Group 
(QSG) to support openness and transparency; 

• Ensuring that serious incident trend data informs quality reviews and commissioning 
decisions. 

4.4 Provider organisations (including General Practice) are required to meet the requirements 
outlined in the NHSE Serious Incident Framework. The leadership at a provider organisation is 
responsible for the quality of care provided by that organisation/provider. The principles and 
processes associated with robust serious incident management must be endorsed within an 
organisation’s incident reporting and management policy. 

4.5 Accountabilities: 

• The Chief Executive Officer has overall responsibility for ensuring that the ICB has the 
necessary systems, structure and processes in place to enable effective governance of 
the organisation, including risk management and serious incident management. 

• The Chief Nurse has responsibility for ensuring that effective systems are in place for 
managing all serious incidents in a timely and robust manner, and that these systems 
comply with the requirements of the Serious Incident Framework (2015). 

• The Patient Safety Specialist has an overview of and ability to influence and interact 
with all patient safety processes in the ICB and have direct access to the leadership team 
to escalate immediate risks or issues. 

• The ICB Contract Managers will ensure that explicit reference to serious incident 
management and reporting is included in contracts with all commissioned provider 
services, including the process for performance management.  

• The Communication team will prepare briefings in relation to serious incidents as 
required. 

• The on-call Director will receive notification of provider serious incidents (that are likely 
to attract media attention) out of hours, respond to any immediate risk presented and 
inform the Patient Safety Specialist of this action the next working day. 

• All ICB staff have a responsibility to ensure that all potential/actual incidents are reported 
in accordance with this policy. 
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4.6 Lead Committees and Groups: 

• The ICB Board has oversight of serious incident management through minutes of the 
Clinical Quality and Governance Committees at ICB and/or Place levels.  To comply with 
national guidance, details of never events are included within Quality and Safety reports 
to the ICB Board. 

• The Clinical Quality and Governance Committee role is to provide assurance to the 
ICB Board that the ICB has robust processes for monitoring quality, safety and clinical 
risk, and, where necessary, escalating key areas of concern to the ICB Board along with 
rectification plans for approval. The Committee will receive a regular report on serious 
incidents where there is a perceived cause for concern. 

• Monthly Contractual Quality Review Groups (CQRGs) or Place- based Quality 
Oversight Groups between the ICB quality and safety lead/s at ‘Place’ and major NHS 
providers will discuss contractual requirements relating to clinical care and quality, 
including serious incidents and never events, where assurance regarding the 
management of these will be sought to ensure extraction and dissemination of 
appropriate learning within the organisation. 

• Coventry and Warwickshire Quality Surveillance Group (QSG) meets bi-monthly and 
focuses on using triangulated data (including patient safety and other quality data) to 
identify areas of concern for action, and/or achieve cross-system learning from serious 
incidents to improve services.  

4.7 Lead Commissioner Role: 

The lead commissioner is the holder of the main contract with a particular provider. The lead 
commissioner will work collaboratively with the responsible commissioner (as per ‘Who Pays’ guidance, 
NHSE 2020)  to agree how best to manage serious incidents for their patients The RASCI (Responsible, 
Accountable, Supporting, Consulted, Informed) model will be agreed in relation to management of 
serious incidents, to ensure clarity about responsibility for leading oversight of the investigation, where 
accountability resides, and who should be consulted and/or informed as part of the process. This allows 
the ‘accountable commissioner ‘(the commissioner holding the contract) to clearly delegate 
responsibility for management of serious incident investigations to an appropriate alternative 
commissioning body, if required. It should be noted that this does not remove overall accountability of 
the commissioner who holds the contract. 

A ICB does not have access to StEIS for those provider organisations where it is not the lead 
commissioner; the lead commissioner role is to share serious incident information from its lead providers 
with the responsible commissioner. 
Often more than one organisation is involved in the care and service delivery in which a serious incident 
has occurred. The organisation that identifies the serious incident is responsible for recognising the 
need to alert other providers, commissioners and partner organisations, as required, to initiate 
discussion about subsequent action. 

• All organisations and agencies involved should work together to undertake one single 
investigation whenever this is possible and appropriate. 
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• The ICB will help to facilitate discussions relating to who is the most appropriate 
organisation to take responsibility for coordinating the investigation process and will 
provide support in complex circumstances. Where no one provider organisation is best 
placed to assume responsibility for coordinating an investigation, the ICB may lead this 
process. 

In complex circumstances, separate investigations are often completed by the different provider 
organisations. Where this is the case, organisations (providers, commissioners and external partners 
as required) must agree to consider cross-boundary issues, i.e. the gaps in the services that may lead 
to problems in care. The contributing factors and root causes of any problems identified must be fully 
explored to develop effective solutions to prevent recurrence. The responsibility for coordinating the 
investigation must occur at ‘Place’; this activity should culminate in the development of a single 
investigation report. Development, implementation and monitoring of subsequent action plans by the 
relevant organisations must be undertaken in line with guidance outlined in the Serious Incident 
Framework. 

5.0 Dissemination and Implementation 
 
5.1 The Serious Incident Policy is supported by local operational procedures for the management of 

serious incidents at ‘Place’. These procedures do not supersede this policy.   

5.2 The introductory version of the NHS Patient Safety Incident Response Framework (PSIRF) was 
published in July 2019. The ICB will review this document and produce further policies and 
procedures ahead of the proposed PSIRF introduction in 2022.  

6.0 Training 
 
Staff will be made aware of this policy through the staff induction process. The policy will be held on the 
ICB’s website and shared drives.  

7.0 Monitoring Compliance 
This policy will be reviewed two years from the date of ratification by the ICB  Board, or sooner if 
necessary. 

7.1 Monitoring Table (Do not delete this table - Must be Completed) 
 

Aspect of 
compliance or 
effectiveness 
being monitored 

Monitoring 
method 

(i.e. regular 
audits/reviews) 

Individual/ 
department 
responsible 
for the 
monitoring 

Frequency 
of the 
monitoring 
activity (i.e. 
Monthly/ 
Annually) 

Group / 
committee which 
will receive the 
findings / 
monitoring 
report 

Group / 
committee / 
individual 
responsible for 
ensuring that 
the actions are 
completed 
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8.0 Staff Compliance Statement  

 
All staff must comply with this ICB-wide policy and failure to do so may be considered a disciplinary 
matter leading to action being taken under the ICB’s Disciplinary Policy.  Actions which constitute breach 
of confidence, fraud, misuse of NHS resources or illegal activity will be treated as serious misconduct 
and may result in dismissal from employment and may in addition lead to other legal action against the 
individual/s concerned. 
 
A copy of the ICB’s Disciplinary Policy is available on the Intranet and ICB website. 
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9.0 Equality & Diversity Statement 

 
In applying this policy, the ICB will have due regard for the need to eliminate unlawful discrimination, 
promote equality of opportunity, and provide for good relations between people of diverse groups, in 
particular on the grounds of the following characteristics protected by the Equality Act (2010); age, 
disability, gender, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, 
religion or belief, and sexual orientation, in addition to offending background, trade union membership, 
or any other personal characteristic. 
 

10.0 Ethical Considerations  
The ICB recognises the obligation to maintain high ethical standards across the organisations and seek 
to achieve this by raising awareness of potential or actual ethical issues through the PPS consultation 
and approval process. 

11.0 Information Governance 
11.1 Organisations must comply with the Data Protection Act 2018, Caldicott principles and 

information governance requirements when sharing information relating to a serious incident 
investigation.  

11.2 Any information governance breach or incident in relation to patient safety and quality will also 
be reported in line with the ICB information governance policies and requirements by NHS 
Digital.  

12.0 Definitions 
Being open: Open communication of patient safety incidents that result in harm or the death of a patient 
while receiving healthcare. 

Clinical governance: A framework through which NHS organisations are accountable for continuously 
improving the quality of their services and safeguarding high standards of care by creating an 
environment in which excellence in clinical care will flourish. 

Commissioner: An organisation with responsibility for assessing the needs of service users, arranging 
or buying services to meet those needs from service providers in either the public, private or voluntary 
sectors, and assuring itself as to the quality of those services. 

Integrated Care Board: Clinically-led organisations that commissions most NHS-funded healthcare on 
behalf of its relevant population. ICBs are not responsible for commissioning primary care (although this 
may be co-commissioned by NHSE&I or an ICB), specialised services, prison healthcare, or public 
health services. 

Information governance: All information governance serious incidents are to be handled in accordance 
with the guidance developed by the Department of Health “Checklist for reporting, managing and 
investigating information governance serious untoward incidents”. This guidance includes details on 
assessing the severity of incident and reporting requirements via the Information Governance (IG) 
Toolkit. 
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Never event: The incidents arise from failure of strong systemic protective barriers which can be defined 
as successful, reliable and comprehensive safeguards or remedies - such as uniquely designed 
connector to prevent administration of medicine via an incorrect route – for which the importance, 
rationale and good practice should be known to, fully understood by, and robustly sustained throughout 
the system from suppliers, procurers, requisitioners, training units, and front line staff alike. 

Provider (or healthcare provider): An organisation that provides healthcare including NHS Trusts and 
Foundation Trusts, general medicine practices, community pharmacies, optometrists, general dental 
practices and non-NHS providers. 

Quality Surveillance Group: A virtual team established across a health economy, bringing together 
organisations and their respective information and intelligence gathered through performance 
monitoring, commissioning, and regulatory activities. By collectively considering and triangulating 
information and intelligence, QSGs will work to safeguard the quality of care that people receive. 

StEIS: The Strategic Executive Information System (StEIS) is a module of UNIFY. Users are enabled 
to electronically log, track and report serious incidents. UNIFY is the source of performance 
management information for NHS England. 
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