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STATUS 

1.1. This policy is a corporate document. 

BACKGROUND 

2.1. In December 1997 the Government published the White Paper ‘The New 
NHS: Modern; Dependable which highlighted as one of its main aims the 
proposal to bring about a major improvement in the quality of clinical care 
delivery to patients in the NHS.  This proposal included a formal responsibility 
for quality through arrangements for Clinical Governance and this 
responsibility has been underpinned by statutory duty of quality for all NHS 
providers. 

 
2.2. This policy is intended to support the commitment to the provision of high 

quality care that puts the safety of patients and staff first and is consistent with 
guidance issued by the Department of Health in June 2000 entitled ‘An 
Organisation with a Memory: Report of an expert group on learning from 
adverse events in the NHS’, which drew attention to the scale of potentially 
avoidable events within the NHS and Building a safer NHS for Patients 
published in April 2001, which sets out the Government’s plans for promoting 
patient safety. 

 
INTRODUCTION 

3.1  Barnsley Clinical Commissioning Group, (which will be referred to as the 
 Barnsley CCG throughout for the purpose of this document) was statutorily 
 established on 1 April 2013 as a result of the Health and Social Care 
 Act 2012.  Until this point, the CCG was operating in shadow alongside 
 Barnsley Primary Care Trust which ceased to exist on 31 March 2013.  
 

3.2  Barnsley CCG has the responsibility for the commissioning of healthcare for 
 the population of Barnsley and is committed to providing the best possible 
 service to its patients, clients and staff.  Barnsley CCG recognises that, on 
 occasions, serious incidents (SIs) or near misses (where there has been no 
 actual injury or loss) may occur and accepts that it is important to identify 
 causes and to ensure that lessons are learnt to prevent recurrence. 
 

3.3 The definition of an SI is something out of the ordinary or unexpected with the 
 potential to cause serious harm and/or likely to attract public and media 
 interest that occurs on NHS premises or in the provision of an NHS or a 
 commissioned service.   

 
3.4 A serious incident is rarely caused wilfully.  It is not, in itself, evidence of 
 carelessness, neglect or a failure to carry out a duty of care.  Errors are often 
 caused by a number of facts including, process problems, human error, 
 individual behaviour and lack of knowledge skills.  Learning from serious 
 incidents can only take place when they are reported and investigated in a 
 positive, open and structured way. 
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3.5 Barnsley CCG has a duty to receive information on SIs from NHS 
organisations within its boundaries to both identify learning opportunities for 
improving patient safety and to ensure that organisations have robust 
arrangements in place to identify and investigate SIs to prevent a recurrence.   
 

3.6 Barnsley CCG will be informed of an SI or near miss within any of its 
commissioned services listed below: 
 

 South West Yorkshire Partnership NHS Foundation Trust (SWYFT); 
 

 Barnsley Hospital NHS Foundation Trust NHS (BNHFT); 
 

 Out of Hours Service; 
 

 Independent Non-NHS Providers; 
 

 Yorkshire Ambulance Service. 
 

3.7 Barnsley CCG has a responsibility for providers to ensure they have effective 
systems in place to identify and manage SIs and to support them in the 
development of these areas where necessary.  Providers are expected to 
follow the National ‘Serious Incidents Requiring Investigation Policy’ published 
March 2013 by the National Patient Safety Agency (NPSA) and supplemented 
by the Department of Health, ‘the Never Events Policy Framework 2012’. 
Another useful source for Information Governance serious incidents is the 
‘Checklist Guidance for Reporting, Managing and Investigating Information 
Governance Serious Incidents requiring investigation’ which can be found on 
the Health and Social Care Information Centre website.  
 

3.8  It is apparent that blame cultures can encourage people to cover up errors for 
fear of retribution and act against the identification of the true causes of 
adverse events, because such cultures focus heavily on individual actions and 
largely ignore the role of underlying systems.   However, open reporting and 
balanced analysis are encouraged in principle and by example, can have a 
positive and quantifiable impact on the performance of the organisation.   
 

3.9  The contents of this Policy and Procedure will apply to all staff directly 
 employed by Barnsley Clinical Commissioning Group (CCG) and is designed 
 to ensure that all staff have a clear understanding of their responsibility and 
 respond effectively to non-clinical and clinical  serious incidents (SIs) requiring 
 investigations.  

 
3.10 This document should also be read in conjunction with the National Patient 

Safety Agency (NPSA) National Framework for Reporting and Learning from 
Serious Incidents Requiring Investigation (March 2010) – an Update to the 
2013 National Framework for Reporting and Learning form Serious Incidents 
Requiring Investigation (March 2013).  It is important to note that the NPSA 
and Strategic Health Authorities have been replaced by NHS England and 
their Area Teams.  The Francis Report (February 2013) emphasises that it is 
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our responsibility, as commissioners of services, to ensure that the services 
we commission are well provided and are provided safely. 

 

3.11 NHS England will seek assurance from Barnsley CCG that there are robust 
systems for reporting and monitoring the performance of commissioned 
services.  There is an expectation that all serious incidents will be thoroughly 
investigated and associated action plans implemented.  The NHS England 
Area Team will provide a central point for the health community where 
information about SIs can be recorded, monitored, analysed and learning 
disseminated. 

 
EQUALITY AND DIVERSITY  

4.1 Barnsley CCG is committed to promoting equality in all its responsibilities – as 
the commissioner of services, as a partner in the local economy and as an 
employer.  This policy will contribute to ensuring that all users and potential 
users of services and employees are treated fairly and respectfully with regard 
to the protected characteristics of age, disability, gender reassignment, 
pregnancy & maternity, race, religion or belief, sex & sexual orientation and 
marriage & civil partnership.  

 
POLICY STATEMENT 

5.1  Barnsley CCG recognises that in a service as large and as complex as the 
NHS things will sometimes go wrong.  When they do Barnsley CCG support 
the view that the response should not be one of blame and retribution but will 
ensure providers demonstrate accountability for effective governance and 
learning following a serious incident or a near miss.  Barnsley CCG will ensure 
the quality of the services it commissions are safe and are of a high standard 
as for any risk management strategy to work serious incidents must be 
reported and action taken to prevent a recurrence. 

 
Vision  
 
“We are a clinically led commissioning organisation that is accountable to the 
people of Barnsley. We are committed to ensuring high quality and sustainable 

health care by putting the people of Barnsley first”. 
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Values 
 
 NHS Barnsley Clinical Commissioning Group has the following values: 
 

 Equity and fairness; 

 Services are designed to put people first; 

 They are needs led and resources are targeted according to needs; 

 Quality care delivered by vibrant primary and community care or in a 
safe and sustainable local hospital; 

 Excellent communication with patients. 
 

PURPOSE AND SCOPE 

6.1 The purpose of this Policy is twofold.  Firstly to provide effective guidance to 
all managers and members of staff regarding SIs and near misses so as to 
ensure that all staff are fully aware of their individual roles and responsibilities 
regarding the reporting and learning from all serious incidents. 

  
6.2 Secondly to outline the governance structures and processes within Barnsley 

CCG for the reporting of serious incidents, analysis of events, and 
dissemination of relevant information concerning trends and ensuring that 
lessons are learnt both internally and externally.  Barnsley CCG aims to 
ensure: 

 

 A culture of openness in reporting incidents or prevented incidents 
(near misses); 
 

 Prompt and precise gathering of information; 

 Prompt communication with staff, providers and where appropriate the 
media; 
 

 Minimisation of distress to those affected by an incident;  

 Identification of patterns and trends in the occurrence of incidents and 
prevented incidents (near misses); 
 

 Minimise, so far as is reasonably practicable, future risks by taking 
prompt and appropriate preventing action and ongoing monitoring; 
 

 Early warning of potential litigation and cost impact; 

 Local managers are able to review local safety procedures. 
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6.3 Reporting of accidents and incidents of certain types is not only a legal 
requirement in conjunction with the Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations 1995 (RIDDOR) who require the 
Organisation to notify the Health and Safety Executive of accidents at work. 
(Health and Safety at Work Act 1974) but is also an essential part of the risk 
management arrangements within the CCG.  By identifying the causes and 
associated learning, it is aimed at reducing or eliminating harmful incidents.  
Therefore, all incidents will involve management action to a greater or lesser 
extent. 

 
6.4 Learning from serious incidents is an important function of Barnsley CCG’s 

commitment to the safety of its patients, staff and the general public.  Modern 
healthcare is a complex, and at times, high risk activity where serious 
incidents or near misses may occur.  Barnsley CCG has a duty to receive 
information on Serious Incidents from the NHS organisations within its 
boundaries to both identify learning opportunities for improving patient safety 
and to ensure that NHS organisations have robust arrangements in place to 
identify and investigate SIs to prevent recurrence.   

 
6.5 This Policy is intended to support the organisational commitment to the 

provision of high quality care that puts the safety of patients and staff first and 
the organisation will ensure: 

 

 Effectively manage serious incidents so as to minimise harm and 
damage 

 

 Thoroughly and systematically investigate and analyse serious 
incidents 

 

 Identify learning from serious incidents and share that learning as 
appropriate 

 

 Take actions and put in place measures to minimise the risk of 
recurrence 

 

 Reporting to NHS England takes place as and when required 
 
 
THE RISKS OF NOT HAVING THIS POLICY IN PLACE  
 
If this policy is not in place and implemented, NHS Barnsley Clinical Commissioning 
Group:  
 

 Will not be able to meet its statutory obligations; 

 Will not have in place an early warning system in relation to patient 
 safety and quality and these may not be identified in a timely manner; 
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 May lead to poor monitoring of types and numbers of Accidents and 
 Incidents resulting in failure to learn across the service; 

 Will be inhibited in fostering a culture of openness ; 

 Will not be able to effectively communicate to partnership organisation 
 their roles and responsibility in reporting and investigating incidents; 

 May fail to recognise the equality, diversity, values and human rights of 
 people who we commission services for; 

 Has the potential to harm the reputation of the NHS Barnsley Clinical 
 Commissioning Group. 

 
BEING OPEN AND DUTY OF CANDOUR 

7.1 It is important that effective communication with patients begins at the start 
and throughout their care and this should be no different to when a patient 
safety incidence occurs.  Openness about what happened and discussing 
patient safety incidents promptly, fully and compassionately can help patients 
to cope better with the physical and psychological consequences of what 
happened.   

 
7.2 It is our aim to promote a fair and open culture and encourage the reporting of 

SI’s. The CCG will take a structured approach to those incidents it 
investigates unless there is evidence of gross professional or gross personal 
misconduct, repeated breaches of unacceptable behaviour or protocol.  For 
common cultures to be shared through the system, these three characteristics 
are required: 

 

 Openness: enabling concerns to be raised and disclosed freely without 
fear, and for questions to be answered; 
 

 Transparency: allowing true information about performance and 
outcomes to be shared with staff, patients and the public; 
 

 Candour: ensuring that patients harmed by healthcare services are 
informed of the fact and that an appropriate remedy is offered, whether 
or not a complaint has been made or a question asked about it. 
 

7.3 Patients, families and carers who are involved in adverse incidents should 
expect openness, transparency and candour throughout the system about 
matters of concern from providers and the services commissioned by 
Barnsley CCG with timely communication essential to the principle.   
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DEFINITIONS 

8.1 An incident is any accident, event or circumstances that have led to harm, 
loss or damage to peoples’ property, reputation, or other occurrence that 
could impact on the organisation’s ability to achieve its objectives.  It may be 
single or multiple caused by unsafe acts, unsafe conditions or both.  
Examples of incidents might include: 

 

 Personal accidents where someone suffered harm or injury, however, 
minor; 
 

 All health related incidents; 
 

 Any event which resulted in personal damage to personal property – e.g. 
possession or clothing;   
 

 Physical or verbal violence, assault or abuse, harassment of any 
description, instances of bullying, intimidation or threatening behaviour; 
 

 Ill health, work or environment related incidents; 

 Fire incidents – any incident which involves smoke, fire, suspected smoke 
or fire or the sounding of the fire alarm (outside of a test or drill); 
 

 Security incidents – any incident of the theft, fraud, deception, criminal 
damage (including car crime) involving staff, visitors or property; 
 

 Clinical incident – this is an incident which arises in the context of the duty 
of care owed to patients by members of the healthcare professions; 

 Any information or confidentiality breach; 

 All incidents which involved patient safety are required to be reported 
nationally to National Patient Safety Agency via the National Reporting 
and learning System (NRLS). 
 

8.2 The principle definition of a Serious Incident is defined by the National 
Patient Safety Agency as:  

 

 Unexpected or avoidable death of one or more patients, staff, visitors or 

members of the public;   

 Serious harm to one or more patients, staff, visitors or members of the 
public or when the outcome requires life-saving intervention, major 
surgical/medical intervention, permanent harm, or will shorten life 
expectancy, or result in prolonged pain or psychological harm (this 
includes incidents graded under the NPSA definition of severe harm); 
 

 A scenario that prevents or threatens to prevent a provider organisation’s 
ability to continue to deliver health care services, for example, actual or 
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potential loss of personal/organisational information, damage to property, 
reputation or the environment, or IT failure; 
 

 Allegations of abuse; 

 Adverse media coverage or public concern for the organisation or the 
wider NHS; 
 

 One of the core set of ‘Never Events’ as updated by the NHS England on 
an annual basis. 

 
8.3 Thankfully, serious Incidents requiring investigation in healthcare are rare, but 

when they do occur, everyone must make sure there are systematic 
measures in place for safeguarding people, property, NHS resources, and 
reputation in responding to them.  

 
8.4 The first consideration following a serious incident is that the patient must be 

cared for, their and other patient’s health and welfare secured and further risk 
mitigated.  Patients must be fully involved in the response to the serious 
incident. 

 
8.5 Where a patient has died or suffered serious harm, their family/carers must be 

similarly cared for and involved.   Consideration must be given to their needs 
first.  That means prioritising further treatment. 

 
Near Miss 

9.1 A near miss is an incident that did not actually lead to harm, loss or damage, 
but had potential to.  Barnsley CCG encourages providers to report a ‘near 
miss’ as this may identify any changes in procedures, processes and systems 
which are required to prevent further events from causing actual harm, loss or 
damage. 

 
Never Events 

10.1 The NPSA has implemented a core list of ‘Never Events’  which are serious, 
largely preventable, patient safety incidents that should not occur if the 
available preventative measures have been implemented by healthcare 
providers.  For example: 

 

 Wrong site surgery; 

 Retained instrument or swab post-operation; 

 Wrong route administration of chemotherapy; 

 In patient suicide using non-collapsible rails. 

10.2 Most ‘Never Events’ are provider focussed but if a ‘Never Event’ does occur it 
must be reported immediately as a serious incident to Barnsley CCG.  For 
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serious incidents that may have occurred within a care home setting, please 
refer to the CCG’s Care Homes Incidents Reporting Guidance.    

 
GOVERNING PRINCIPLES FOR SERIOUS INCIDENTS 

11.1 Our providers of health services in Barnsley take the lead in responding to a 
serious incident and Barnsley CCG as the commissioner monitors the 
response of our providers by seeking assurance and evidence that relevant 
policies and procedures are in place.  We will also monitor the implementation 
and the monitoring of relevant activities as necessary, for example by 
reviewing all incidents investigations and action plans and monitoring serious 
incident data trend via the usual routes. 

 
11.2 We have a responsibility to ensure providers have effective systems in place 

to identify and manage risks and incidents and support them in the 
development of these where necessary.  Further, they need to act as a 
conduit for information about such risk and incidents, to ensure that the 
learning (and the opportunities for risk reduction) from them is not lost within 
the CCG or the wider NHS. 

 
11.3 We will ensure that we undertake different levels of oversight depending on a 

range of local circumstances, ensuring the confidence of the relevant 
provider’s ability as closer monitoring involving more step by step information 
and assurance around the response to individual incidents may be required 
for smaller providers. 

 
ROLES AND RESPONSIBILITIES 

 
12.1 NHS England, as part of its assurance and performance role, is required by 

the Department of Health to receive information on all serious incidents via 
healthcare commissioners and the contractual arrangements with the 
providers from whom they commission services for NHS patients.  
 

12.2 The role of Barnsley CCG will ensure evidence based processes are in place 
for the reporting, investigating, monitoring and learning from Serious Incidents 
and near misses for all commissioned services and will ensure the following: 

 

 Action plans are developed and their completion monitored; 
 

 Incidents are monitored including learning from Commissioned 
Services to ensure that the learning is shared across the health 
economy and, where appropriate, nationally; 
 

 Co-operate with internal and external enquires as appropriate; 
 

 Ensure the reporting and investigation of serious incidents included in 
the contracts of the organisation’s commissioned services and to 
performance monitor compliance with those contracts; 
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 Effectively manage the media; 
 

 Ensure local arrangements are in place for the reporting and 
investigation for adult and child safeguarding concerns; 

 

 Co-ordinate multiagency investigations; 
 

 Provide support to independent contractors in undertaking an 
investigation. 

 
12.3. They also must ensure that if a serious incident takes place, staff are aware 

that the immediate priority is to maintain or secure as far as possible, the 
safety of staff, patients and anyone else potentially affected. 
 

12.4 For any risk management strategy to work, potential and adverse incidents 
must be reported and appropriate action taken to prevent a recurrence which 
results in the organisations we monitor learning from serious incidents to 
minimise the risk of the incident happening again.     

 

12.5 Where more than one provider is involved in a serious incident, a coordinating 
commissioner from Barnsley CCG will act as a lead provider for the purpose 
of reporting, investigating and management of the incident. 

 
12.6 NHS England has a responsibility to provide assurance that both providers 

and commissioners’ processes, in the relation of serious incidents, are robust 
and where appropriate may take a lead in coordinating a response to the 
incident. 

 
12.7 The Chief Officer has overarching responsibility for ensuring systems and 

processes are in place to performance manage serious incidents occurring in 
provider organisations.  

 
12.8 The Caldicott Guardian is responsible for ensuring the protection and use of 

patient identifiable information, which may be used during the serious incident 
reporting process. 
 

12.9 The Head of Patient Safety will provide executive leadership of all SIs and 
oversee the Quality & Patient Safety Committee offering expert clinical advice 
as required. The Head of Patient Safety is responsible for notifying the 
Governing Body of the serious incident, the injuries/damages sustained and 
the action taken. 

 
12.10 The Quality Team will provide the administrative support needed to run a 

robust system for the monitoring of SIs and associated actions. 
 
 12.11 All CCG staff members have a responsibility for being mindful of any 

adverse events which may constitute a reportable incident.  
 



13 

 

Please note that Barnsley CCG has processes in place to ensure that any staff 
incidents such as Health & Safety, information governance breaches, security and 
vehicle incidents which do not constitute a Serious Incident, can be reported and 
investigated via the Ulysses Safeguard web form, out with this policy. Detailed 
procedure documents may be developed for specific types of incidents where 
appropriate. However if an incident meets the definition of a Serious Incident (as 
outlined in section 8.2 above), it should be immediately escalated to the Deputy 
Chief Nurse/Head of Patient Safety to agree further actions.   
 
12.12 Our Providers of healthcare to NHS patients are required to report to Barnsley 

CCG, those incidents that fulfil the SI criteria outlined within this policy. The 
Chief Executives of the provider organisations are required to identify an 
Executive Lead for the management of incidents.  

 
12.13 The Executive Lead will be required to implement an effective risk 

management system, providing staff with a clear framework for prompt 
incident reporting, including training and support to ensure that appropriate 
actions are taking place, that risk is mitigated and there is a strong culture of 
learning and improvement.  If more than one provider within the locality is 
involved in a SI, the organisation that has identified the incident will inform 
Barnsley CCG who is to be the co-ordinating organiser. 

 
REPORTING INFORMATION: 

 NHS Strategic Executive Information System (STEIS) 

13.1 Serious Incidents involving Barnsley CCG or independent contractors whose 
services we commission will be reported to the NHS England by the Quality & 
Patient Safety Team via NHS Strategic Executive Information System 
(STEIS), online reporting system.  Barnsley CCG and NHS England will be 
alerted to the incident by the STEIS email alerting system. 

 
13.2 Freedom of Information Requests 

The Freedom of Information Act 2000 gives a general right of access to all 
types of recorded information held by public authorities and serious incidents 
are increasingly becoming the subject of Freedom of Information (FOI) 
requests.  
 

13.3 All FOI requests are managed by the Corporate Affairs Team at Barnsley 
CCG and anyone wishing to request access to information can do so by e-
mailing BARNCCG.FOI@nhs.net. 

 
National Reporting and Learning System (NRLS) 

13.4 Barnsley CCG will ensure that each service provider has processes in place 
to report all patient safety incidents to the National Reporting and Learning 
System (NRLS). 

 
Incidents involving external agencies: 

mailto:BARNCCG.FOI@nhs.net
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13.5 Where external investigations conducted by external agencies are ongoing, 
for example by safeguarding boards, police, HSE, coroners etc.  Serious 
incident cases can remain open for significant periods of time beyond the 
relevant deadline. 

 
13.6 If appropriate, Barnsley CCG should close the serious incident cases on 

STEIS where all immediate actions for the health care services derived from 
internally conducted or commissioned investigations are satisfactorily in hand 
and where organisations are assured that there are external processes for 
ensuring any outcome from external investigation will be communicated and 
acted upon. 

 
13.7 This is to avoid unnecessary and potentially confusing duplication of activity 

and having cases open indefinitely.  Where there is any doubt about the 
incident being appropriately coordinated, managed and responded to by the 
external processes, the incident should remain open.   

 
Compliance with the Data Protection Act 1998 

13.8 All NHS organisations must comply with the Data Protection Act, therefore, 
when reporting an SI, the investigation reports must not contain names or 
identifiable patient information as any reports submitted will be returned to the 
provider organisation. Copies shared with other organisations must be 
transported safely (physically or electronically) between organisations and in 
accordance with Barnsley CCG’s local policies and procedures.  Those copies 
shared may be destroyed in accordance with the local confidentiality 
procedure once the report is no longer of use.  

 
Joint investigations: 

13.9 When an SI involves two or more services/organisations, providers must 
ensure that a clearly identified contact/team within their organisation who 
should report the incident, lead the investigation and act as the key point of 
communication with Barnsley CCG.   

 
REPORTING TIMESCALES 
 
14.1 In all instances, the first priority for the organisation where the incident occurs 

is to ensure the needs of individuals affected by the incident are attended to, 
including any urgent clinical care which may reduce the harmful impact.  

 
14.2 A safe environment should be re-established, all equipment or medication 

retained and isolated and relevant documentation copied and secured to 
preserve evidence and facilitate investigation and learning.  If there is a 
suggestion that a criminal offence has been committed, the provider 
organisation should contact the police.   

 
14.3 The organisation should give early consideration to the provision of 

information support to patients, relatives and carers and staff involved in the 
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incident including information regarding support systems which are available 
to patients, relatives, visitors or contractors.  The provider organisation should 
follow guidance provided in their local ‘Being Open’ policy.  Provider 
organisations are responsible for risk assessing and managing all incidents 
and triggering the escalation of reports from serious incidents. 

 
14.4 Staff leading the serious incident investigation should have up to date training 

and be competent in investigative methodology, techniques and analysis, 
report writing including human factors. 

 
14.5 All incidents should be investigated using the most appropriate methodologies 

and this may include a Root Cause Analysis (RCA).  Methodology should be 
briefly but clearly set out in the investigation report. 

 
14.6 The Investigation team should be sufficiently removed from the incident to be 

able to provide an objective view and must have no conflict of interest in the 
incident, real or perceived, and must be available at short notice, considering 
securing external expert contribution, if necessary. 

 
14.7 The investigating team should include a professional(s) with experience 

relevant to the incident under investigation, for example a relevant consultant 
when investigating any serious incident involving an inpatient or recently 
discharged patient death. 

 
14.8 An agreed action plan should be set out how each recommendation from the 

investigation will be monitored, implemented, measured and shared.  It should 
also make clear who is responsible for taking action together with the 
timescale for delivery to Barnsley CCG. 

 
14.9 Managers of our Provider Services must ensure that they, and the staff for 

whom they are responsible, are fully aware of their Organisations’ Incident 
Reporting and Learning Policy and that incident reporting forms are readily 
available to all employees at all times.   

 
14.10 If more than one provider, within the locality, is involved in a SI, the 

organisation that has identified the incident will inform Barnsley CCG. The 
provider organisations will decide on who the coordinating organisation will be 
and notify Barnsley CCG respectively.  

 
14.11 If however any of the providers involved are outside of Barnsley CCG’s 

locality or region then the NHS England South Yorkshire & Bassetlaw Area 
Team will be informed and advised. The coordinating organisation will, in 
discussion with the aforementioned organisations, arrange a meeting that 
includes all key stakeholders to establish the scope of the investigation and 
terms of reference. At this meeting a lead professional of an appropriate level 
and seniority will be nominated to lead the investigation. All key stakeholders 
will contribute and work together with the nominated lead to ensure a 
comprehensive report is produced. 
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14.12 All commissioned providers are required to report SIs to Barnsley CCG using 
the STEIS system.  Barnsley CCG is automatically informed via e-mail of an 
SI when a STEIS record is completed by the provider organisation. This email 
contains a link to securely log into STEIS to view the incident details. 

 
 Barnsley CCG ensures that all serious incidents will be reported using the 

Untoward Incident Module of STEIS within 2 working days of identifying an SI.  
The Quality & Patient Safety Team will be the first to be informed of an SI and 
will assess the incident and inform the service or department concerned of 
any immediate action required. If a serious incident occurs outside of working 
hours which is high profile and likely to capture media attention, there are 
systems in place to alert the designated patient safety lead. 

 
14.13 All incidents that fulfilling the SI definition must be reported to CCG and Area 

Team within 2 working days after the incident occurring.  If a provider 
organisation is unclear if an incident fulfils the SI reporting criteria they can 
discuss with Barnsley CCG first.  Where there is insufficient evidence as to 
whether an incident meets the SI criteria, an incident can be reported on the 
Strategic Executive Information System (STEIS) as a Grade 0 incident 
(please see below for further information regarding incident grading). 

 
GRADING DEFINITION 

15.1 Once an incident has been reported the provider organisation will assess the 
severity of the incident and allocate a grading (0, 1 & 2). Barnsley CCG will 
liaise with providers should any dispute in grading occur. 

 
Grade 0 

15.2 Low level incident, it may be unclear if a serious incident has occurred.  If 
within three working days it is found not to be a serious incident, it can be 
downgraded with the agreement of the CCG Deputy Chief Nurse/Head of 
Patient Safety. 

 
Grade 1 

15.3 Incidents in this category require a comprehensive, root cause analysis (RCA) 
Investigation as defined by the National Framework for Reporting and 
Learning from Serious Incidents Requiring Investigation. Incidents would 
include but are not limited to mental health deaths in the Community or 
attempted suicides as inpatients, Healthcare Acquired Infections, (HCA) 
outbreaks, avoidable/unexplained deaths, ambulance service missing target 
for arrival resulting in death or severe harm to a patient, grade 3/4 pressure 
ulcers and poor discharge planning causing harm to patient.   

 
15.4 The CCG will monitor the incident, report, action plan and lessons learned 

and will close the close the incident when it is satisfied that the action plan 
has been implemented and lessons learned. 
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Grade 2 

15.5 Examples include maternal deaths, inpatient suicides, safeguarding children, 
data loss and information security, never events, accusation of physical 
misconduct or harm is made and homicides.  A report detailing the findings of 
the investigation and subsequent action plan will be submitted to Barnsley 
CCG and uploaded to STEIS within 60 days. 

 
72 hour reporting 

 
15.6 There may be occasions where Barnsley CCG requires additional information 

following the reporting of a serious incident.  72 hour reports must be 
submitted for any Never Event or Grade 2 incident, however, they may be 
required for Grade 1 incidents also.   

 
15.7 This report should, as a minimum, contain an overview of events (as 

understood at the time of reporting) any key critical questions which the 
investigation will be seeking to examine and actions taken to mitigate any 
identified risk and to minimise the risk of recurrence. 

 
MONITORING 

16.1 Serious Incident Review Group (SIRG) 

 As part of the quality assurance process and for overseeing serious incidents 
reported through the Strategic Executive Information System (STEIS), 
Barnsley Clinical Commissioning Group has established a weekly Serious 
Incident Review Group to ensure that Commissioners are addressing patient 
safety and clinical and professional issues when receiving serious incident 
reports from providers.  This group will report to the Quality and Patient Safety 
Committee on a monthly basis.   

 
The membership of the weekly SI Review Group will be as follows: 

 

 Medical Director; 

 Chief Nurse (and Caldicott Guardian); 

 Deputy Chief Nurse/Head of Patient Safety; 

 Member of the Governing Body (Practice Manager);  

 Quality Co-ordinator; 

 Quality Manager (in absence of Quality Co-ordinator); 
 
16.2 The weekly review meetings will provide a forum for assurance that providers 

have in place appropriate systems and staff processes to assist and 
demonstrate good clinical practice. 
 

16.3 The role of the Weekly Serious Incident Review Group is to:   
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 Receive a précis of any new SIs declared since the group last met and 
the probable focus of the investigation and any need for shared 
investigation approach or extended timescale; 

 Review progress of all open SIs to remediate if timescales overdue as 
necessary; 

 Review the final Serious Incident reports submitted by relevant provider 
to deliver one of two judgements:   
 
CLOSE with identification of theme(s) for the CCG database 
REMAIN OPEN with specific requests for further work related to 
investigation omissions, inadequate analysis or inadequate 
recommendations. 

 
 And to do this by:    
 
16.4 Ensuring a consistent approach in reviewing the serious incident reports: 

 

 Identifying any  issues of quality and clinical governance that may need 
further clarification relating to any of the following (the list is not 
exhaustive):   

 Serious incidents Reviews; 

 Never Events; 

 Homicide investigations; 

 Infection prevention and control; 

 Safeguarding children; 

 Safeguarding adults and domestic violence; 

 Mental Capacity Act; 

 Medicines safety, Controlled Drugs Management (Accountable Officer 
reports) and prescribing (including assurance of the effectiveness of 
Area Prescribing Committee); 

 Patient Safety Alerts; 

 Complaints. 

 Providing constructive feedback to providers in an effective and timely 
 manner; 

 Identifying  any trends, themes and lessons learnt within serious 
 incident investigations relating to commissioned services (including 
 primary care); 

 Reviewing and monitoring serious incident action plans (random 
sampling  may be undertaken as and when required to provide 
assurance to the  review group); 

 Considering and referring any requests from regulatory bodies around 
 complaints and serious incidents to the Quality and Patient Safety 
 Committee;  

 Escalating any notable and/or persistent concerns to the Quality and 
 Patient Safety Committee, thus ensuring that the Clinical 
 Commissioning Group is fulfilling its statutory obligations in patient 
 safety of the services its commissions with respect to the Care Quality 
 Commission (CQC) Essential Standards; 
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 The reviewers have a responsibility to ensure that when feedback is 
 given to providers that it is relevant to the grade of the incident;  

 The reviewers have a responsibility to ensure that all aspects of 
 Information Governance are adhered to. 

 
QUALITY AND PATIENT SAFETY COMMITTEE 

17.1 Quarterly and annual SI reports will be taken to the Quality & Patient Safety 
Committee to provide assurance of the SI reporting and monitoring process in 
place in Barnsley CCG.  Reports will demonstrate provider’s compliance with 
agreed timeframes for reporting incidents, submission of investigation reports 
and any required further information.  The report will analyse any trends and 
concerns and propose possible action for the trust to take to address these.  

 
17.2 Progress reports regarding individual incidents, ongoing actions or recurring 

trends will also be provided to the Committee as required. 
 

REVIEW OF THIS POLICY 

18.1 This policy will be reviewed one year from the date of the Quality and Patient 
Safety Committee approval or sooner if there is a requirement to meet legal, 
statutory or good practice standards. 

 

 

 

 

 

 

 

 

 

 

 

 

 



20 

 

References 

  

 New NHS: Modern, Dependable 1997 

 An organisation with a memory 2000 

 Health and Social Care Act 2012 

 Serious Incidents Framework March 2013 

 Never Events Policy Framework 2012 

 Checklist Guidance for Reporting, Managing and 
Investigating Information Governance Serious Incidents 
Requiring Investigation 2013 

 Francis Report 2013 

 Reporting of Injuries, Diseases and Dangerous 
Occurrence Regulations 1995 (RIDDOR) 

 Health and Safety at Work Act 1974 

 Data Protection Act 1998 and 2003 

 National Reporting and Learning System  

 Freedom of Information Act 2000 

 Care Quality Commission Essential Standards of Quality & 
Safety  

 

 


