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1   Introduction 
 
The aim of this guide is to support primary care general practice staff in the identification, 

reporting, investigation and learning from incidents.  

Responding appropriately when incidents occur in healthcare is a key part of the way the 

NHS can continuously improve the safety of patients. At general practice level, having 

systems in place to effectively report and manage patient safety incidents and significant 

events is essential. This supports clinicians and practice teams to learn about the 

underlying systems factors and changes that can be made at local level to keep patients 

safe from avoidable harm. 

The understanding and recognition of patient safety incidents, including incidents 

(currently known as serious incidents) that require escalation and investigation are 

outlined in national Patient Safety Frameworks produced by NHS Improvement. Links are 

in appendix 2. 

 

2 Reporting Incidents  
 

Patient Safety Incident Identification  

All GP practices should have in place Clinical Governance systems, policies and 

processes that will assist with recording when issues or incidents have occurred during 

delivery of patient care. 

Where incidents relate to safety of patients, these are defined as Patient Safety Incidents: 

any unintended or unexpected incident which could have or did lead to harm for one or 

more patients receiving NHS care.   

Reporting Patient Safety Incidents 

All patient safety incidents in general practice should be reported by the practice to the 

National Reporting and Learning System (NRLS).  NRLS is a web-based system that all 

providers of NHS funded care use to submit incident information. 

Incidents should be reported using the GP eForm which is quick and easy to complete.  

See the link below: 

Report an incident here - via GP eForm  

Incidents recorded in the NRLS help support learning and improvement at a local, regional 

and national level. Reviewing and analysing these incidents enables a greater 

understanding of priorities for safety improvement.  It also helps identify emerging risks 

and issues that might not be recognised locally and could merit national action. 

https://report.nrls.nhs.uk/GP_eForm


 

5  

The national action taken includes issuing patient safety alerts to raise awareness of a 

particular risk and to support providers across the NHS to prevent it. 

All patient safety incidents including near miss incidents should be reported using the 

GP eForm regardless of the level of patient harm.  

 

 

   

 

 

 

 

 

 

 

 

Islington Clinical Commissioning Group (CCG) Quality and Safety teams are automatically 

alerted about submitted eForms from GP practices.  However, it is possible to submit a 

report without giving an individual or practice name. It is also possible to identify your 

practice but to indicate that the information is not to be shared with your CCG, however, 

there are advantages in notifying your CCG Quality Team via this route.   

If you would like advice and support from your CCG after reporting a patient safety 

incident, please make contact through Islington CCG email iccg.gpfeedback@nhs.net 

All eForm information submitted is analysed to identify hazards, risks and opportunities to 

continuously improve the safety of patient care.  

Near miss incidents 

A near miss is:  

an unplanned event that did not result in injury, illness, or damage, but had the potential to 

do so. Only a fortunate break in the chain of events prevented an injury, fatality or 

damage. 

Near miss incidents should be reported. 

The GP eForm is a single online 
page and most questions have a 
selection of pre-filled answers. 

https://improvement.nhs.uk/resources/patient-safety-alerts/
mailto:iccg.gpfeedback@nhs.net
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The CQC Nigel’s Surgery webpage has helpful information for GP Practices on reporting 

patient safety incidents to NRLS, see the link below. (Nigel Sparrow is the Senior National 

GP Advisor and Responsible Officer) 

https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-24-reporting-patient-safety-

incidents-national-reporting 

Continuing Professional Development and annual appraisals 

The NHS Improvement website has a guide for general practice staff on reporting patient 

safety incidents to the NRLS, and includes the following information: 

“When you report a Patient Safety Incident to NRLS using the GP eForm, you will 

automatically be sent a CPD / serious event analysis (SEA) template for appraisal and 

revalidation. This can also be used as evidence for CQC inspections.” 

Link: https://report.nrls.nhs.uk/GP_eForm  

Learning and reflection is an integral part of professional practice and development. As 

part of the GP annual appraisals process, practitioners will be expected to demonstrate 

evidence of reflective learning from incidents. These should be recorded as SEAs or case 

reviews as appropriate. 

 

The GMC also has information pages and guidance as follows: 

 Raising and acting on concerns about patient safety: Flow chart, decision tool, and 

guidance document.  Link: 

https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/raising-and-acting-

on-concerns  

 Encouraging a learning culture by reporting errors. Link: 

https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/candour---

openness-and-honesty-when-things-go-wrong/encouraging-a-learning-culture-by-

reporting-errors  

  

https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-24-reporting-patient-safety-incidents-national-reporting
https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-24-reporting-patient-safety-incidents-national-reporting
https://report.nrls.nhs.uk/GP_eForm
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/raising-and-acting-on-concerns
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/raising-and-acting-on-concerns
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/candour---openness-and-honesty-when-things-go-wrong/encouraging-a-learning-culture-by-reporting-errors
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/candour---openness-and-honesty-when-things-go-wrong/encouraging-a-learning-culture-by-reporting-errors
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/candour---openness-and-honesty-when-things-go-wrong/encouraging-a-learning-culture-by-reporting-errors


 

7  

3  Examples of patient safety incidents in general practice 
 

In table 1 below, you will see a list of incidents that may occur in general practice. The 

examples included do not represent an exhaustive list and are intended to help determine 

which types of incidents will require reporting.  

 

Table 1 

 

 
Patient Safety Incident examples 

 

Clinical assessment / diagnosis / documentation / electronic systems 
• Delayed or missed diagnosis 
• Delayed referral 
• Result misfiled or not acted upon   
• Electronic patient systems – use or interactions or failure of systems 
• Communication systems including interface between secondary care and primary care  
• Investigation request not sent or lost in the system 

Medication incidents –includes prescribing, dispensing and administration 
• Wrong drug / dose prescribed  
• Wrong drug dose administered – including vaccine incidents 
• Insufficient drug monitoring 

Screening / Immunisations – contact NHS England Public Health Screening/ Immunisations team 
• Fridge/cold chain failures affecting vaccines  
• Any screening incidents or screening sample errors, mislabelling, or lost samples 
• Incidents in population-wide healthcare activities like screening and immunisation programmes where 

the potential for harm may extend to a large population 
• Failure in screening programmes or any screening incidents 

Information Governance breaches 
IG breach incidents may also be reportable to the Information Commissioner - https://ico.org.uk/for-
organisations/health/  

• Appointment letter sent to wrong address or information shared with the wrong person  
• Failures in the security, integrity, accuracy or availability of information often described as data loss 

and/or information governance related issues 
• Computer data loss / loss of Personal Identifiable Data 
• Personal Identifiable Data sent to an incorrect / inappropriate address or via non- secure email 

Health & Safety Incidents 
• Accidents on premises (Includes sharps/splash injury, patient falls etc.) 
• Damage to premises  
• Property damage 
• Security breach/concern 

Safeguarding 
• Healthcare did not take appropriate action/intervention to safeguard against abuse occurring; or 
• Abuse occurred during the provision of NHS-funded care 
• Abuse may include: Concerns about neglect or improper treatment of a child, young person or an 

adult with care or support needs 
• 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  
 
Refer to your local multi-agency safeguarding policy or seek advice from your Named GP designated 
Safeguarding lead via Islington CCG – iccg.gpfeedback@nhs.net 

https://ico.org.uk/for-organisations/health/
https://ico.org.uk/for-organisations/health/
mailto:iccg.gpfeedback@nhs.net
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4 Identification of levels of harm  

 
The NRLS GP eForm will ask you to grade the level of harm experienced by the patient.  
Table 2 may assist in assessing potential or actual harm when reporting the incident. 

 
Table 2 

 

Term Definition 

No harm  Any patient safety incident that did not result in harm or injury or 
that had the potential to cause harm but was prevented, resulting 
in no harm (near miss) 

Low harm Any patient safety incident that required extra observation or 
minor treatment  

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

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

Death  Any patient safety incident that directly resulted in death  

 

5 Other alert mechanisms 
 

Who else will you need to inform? 

Please note that there may be others in addition to the bodies specified below depending 

upon the nature of the incident. 

 

Medicines and Healthcare Products Regulatory Agency (MHRA) Yellow Card 

Scheme  

It is important also to report problems experienced with medicines or medical devices to 

the UK-wide Yellow Card Scheme (link) run by the MHRA. 

The MHRA will review the product if necessary, and act to minimise risk and maximise 

benefit to the patients. The MHRA is also able to investigate counterfeit or fake medicines 

or devices and if necessary take action to protect public health. 

https://yellowcard.mhra.gov.uk/
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Reports can be made for all medicines including vaccines, blood factors and 

immunoglobulins, herbal medicines and homeopathic remedies, and all medical devices 

available on the UK market. 

Care Quality Commission (CQC) 

CQC (Registration) Regulations 2009 make requirements that the details of certain 

incidents, events and changes that affect a service or the people using it are notified to the 

CQC.  Details of the types of incidents that should be notified and how to do this can be 

found here in Notifications: Guidance for GP providers, which is located on the webpage.  

Link: 

https://www.cqc.org.uk/guidance-providers/registration-notifications/notifications-gp-

providers  

Screening and Immunisation programmes 

Where incidents relate to screening or immunisation programmes please contact the 

NHS England, London Screening / Immunisation team for advice: 

Email: england.londonscreening-incidents@nhs.net 

Screening programme incidents must be managed in line with the following. Link:  
 

Managing-safety-incidents-in-nhs-screening-programmes 
 

NHS England Performers List 
 
Where incidents involve concerns around GP performance please contact NHS 
England’s Practitioner Performance Team for advice:  

 
Email: england.pract-perf-london@nhs.net  and  
Islington CCG Email: iccg.gpfeedback@nhs.net 
 
CCG Quality Alerts 

To facilitate GP compliance with the Francis Enquiry recommendation 123, CCGs set 

up the Quality Alerts processes or systems that provides a route for GPs to report quality 

concerns about commissioned care to Islington CCG.  

Quality Alerts are not intended to replace CCG and / or providers’ complaints 

mechanisms. An issue highlighted as a quality alert may be a patient safety incident which 

should be reported and managed in accordance with the reporting process described 

above via NRLS GP eForms. 

 

Islington CCG will encourage full engagement with the Quality Alert process specific to the 

CCG, and this may include mapping of trends and themes. 

 

https://www.cqc.org.uk/guidance-providers/registration-notifications/notifications-gp-providers
https://www.cqc.org.uk/guidance-providers/registration-notifications/notifications-gp-providers
mailto:england.londonscreening-incidents@nhs.net
https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes
mailto:england.pract-perf-london@nhs.net
mailto:iccg.gpfeedback@nhs.net
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6 Patient Safety incidents that require investigation 

 
In addition to the above reporting arrangements, a small number of the patient safety 

incidents reported via the NRLS GP eForm will meet the threshold for reporting via the 

national database for capture of patient safety incidents currently known as Serious 

Incidents: StEIS (Strategic Executive Information System) and will require further 

investigation. The 2015 NHS Improvement Serious Incident Framework definition of a 

Serious Incident is as follows: 

an act or omission in care that result in; unexpected or avoidable death, unexpected or 

avoidable injury resulting in serious harm (including those where the injury required 

treatment to prevent death or serious harm), actual or alleged abuse, where healthcare did 

not take appropriate action or intervention to safeguard against such abuse occurring. 

If you consider that a patient safety incident meets the threshold for StEIS reporting, this 

should be reported using the NRLS GP eForm within 24 hours of incident identification 

and please make immediate contact with the CCG Quality Team.  

Where incidents require reporting to StEIS, this will be undertaken by Islington CCG who 

can also provide advice and support to you regarding the type of, and coordination of an 

investigation. Investigations should focus on systems and systems improvement, rather 

than individuals. Further information and a link are located in appendix 2. 

Contact arrangements:  

 Islington Clinical Commissioning Group: Email iccg.gpfeedback@nhs.net 

Additional information regarding Serious Incidents and Never Events links is in Appendix 

2. 

The flow chart for the reporting of Patient Safety Incidents via NRLS is in Appendix 1. 

 
7 Investigation of Patient Safety Incidents and sharing the 

Learning 
 

The purpose of reporting and investigating incidents is to ensure learning is identified, 

recurrence is limited by identification of actions and where appropriate, that learning is 

shared with other practices.  It is recommended that as well as sharing the learning within 

local GP practices, through increased locality working, key learning points can be shared 

with other practices and through locality practice forums. 

 

The nature, severity and complexity of incidents that require investigation varies and the 

level of response in relation to the investigation should be proportionate to the 

circumstances of each specific incident. 

mailto:iccg.gpfeedback@nhs.net
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Patient safety incidents which do not meet the threshold for StEIS reporting can be 

investigated using significant event analysis (SEA), which should already be part of 

normal established practice for internal incident investigations, with learning shared at 

practice level. The definition can be seen in appendix 2. 

Significant event analysis has been a key part of learning and improvement activities in 

general practice for some time. Its importance is emphasised in regulatory and individual 

clinician clinical appraisal requirements, and the analysis of significant events is deemed 

to facilitate a culture of honesty in the team as well as team-based and individual 

reflection.   

 

8 Duty of Candour 
 
All NHS organisations registered with the Care Quality Commission (CQC) must comply 

with the Statutory Duty of Candour to inform and apologise to patients if there have been 

mistakes in their care that have led to a level of harm defined as moderate or severe 

(including death).  For information about the requirement of the Duty of Candour access 

the link below.  

CQC Duty of Candour Information 

Saying ‘sorry’ meaningfully when things go wrong is vital for everyone involved in an 

incident, including the patient, their family, carers, and the staff that care for them. 

Saying sorry is not an admission of liability.   

Islington CCG can advise you on how to share information with patients, both in principle 
and in practice, when things go wrong.   
 

Further information can be found via the CQC website – on the Nigel’s Surgery pages, see 

the link below.   

Nigel’s surgery. Duty of Candour and General Practice  

 

  

http://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-20-duty-candour
https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-32-duty-candour-general-practice-regulation-20
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9 Contact Information and Useful Links 
 
 

Resources / Document Link 

Email contact for Islington CCG iccg.gpfeedback@nhs.net 

NRLS GP Reporting Guide https://improvement.nhs.uk/resources/reporting-
patient-safety-incidents-general-practice/ 
 

NRLS GP eForm – to report all incidents 
 

https://report.nrls.nhs.uk/GP_eForm 

Nigel’s surgery information on NRLS reporting and 
Patient Safety incidents 

https://www.cqc.org.uk/guidance-
providers/gps/nigels-surgery-24-reporting-patient-
safety-incidents-national-reporting  
 

Information about Screening and immunisation 
incidents 
 

https://www.england.nhs.uk/london/our-
work/immunis-team/ 

Email contact for advice on incidents relating to NHS 
Screening or Immunisation programmes 
 

england.londonscreening-incidents@nhs.net 
 

CQC Duty of Candour Regulation and Guidance https://www.cqc.org.uk/guidance-
providers/regulations-enforcement/regulation-20-
duty-candour  
 

GMC guidance information for Duty of Candour https://www.gmc-uk.org/ethical-guidance/ethical-

guidance-for-doctors/candour---openness-and-

honesty-when-things-go-wrong/encouraging-a-

learning-culture-by-reporting-errors  

CQC Notification Requirements for GP Providers https://www.cqc.org.uk/guidance-
providers/registration-notifications/notifications-gp-
providers  

Email contact for advice in relation to Performer 
Concerns 

england.pract-perf-london@nhs.net 
 

 

 

mailto:iccg.gpfeedback@nhs.net
https://improvement.nhs.uk/resources/reporting-patient-safety-incidents-general-practice/
https://improvement.nhs.uk/resources/reporting-patient-safety-incidents-general-practice/
https://report.nrls.nhs.uk/GP_eForm
https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-24-reporting-patient-safety-incidents-national-reporting
https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-24-reporting-patient-safety-incidents-national-reporting
https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-24-reporting-patient-safety-incidents-national-reporting
https://www.england.nhs.uk/london/our-work/immunis-team/
https://www.england.nhs.uk/london/our-work/immunis-team/
mailto:england.londonscreening-incidents@nhs.net
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-20-duty-candour
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-20-duty-candour
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-20-duty-candour
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/candour---openness-and-honesty-when-things-go-wrong/encouraging-a-learning-culture-by-reporting-errors
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/candour---openness-and-honesty-when-things-go-wrong/encouraging-a-learning-culture-by-reporting-errors
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/candour---openness-and-honesty-when-things-go-wrong/encouraging-a-learning-culture-by-reporting-errors
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/candour---openness-and-honesty-when-things-go-wrong/encouraging-a-learning-culture-by-reporting-errors
https://www.cqc.org.uk/guidance-providers/registration-notifications/notifications-gp-providers
https://www.cqc.org.uk/guidance-providers/registration-notifications/notifications-gp-providers
https://www.cqc.org.uk/guidance-providers/registration-notifications/notifications-gp-providers
mailto:england.pract-perf-london@nhs.net
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* It is possible to submit reports without giving an individual or practice name 

A Patient 

Safety 

incident or 

Near Miss 

Event 

occurs in a 

GP 

practice 

The GP practice undertakes a 
proportionate safety 
investigation or Significant 
Event Analysis (SEA) and 
complies with Duty of Candour 
requirements  

The eForm is 

uploaded from 

the practice 

and can be 

read by the 

relevant CCG*  

GP Practice 

reports 

incident / 

near miss on 

the National 

Reporting 

and Learning 

System 

(NRLS) GP 

eForm 

Learning from the 

incident / SEA is 

shared and 

discussed within 

the practice and 

required changes/ 

actions are agreed, 

implemented and 

monitored by the 

practice. 

Explore wider peer 

learning routes 

The CCG will 

liaise with the 

practice as 

necessary 

and support 

wider sharing 

of the learning 

across the 

CCG / STP 

when relevant 

The CCG will 

review issues 

reported by 

practices 

within the 

area to 

identify areas 

for quality 

improvement 

Does the incident meet StEIS threshold? 

Does the incident involve screening or 

immunisation services?  

Is the incident likely to attract media attention? 

The CCG will enter the incident onto StEIS 

(Strategic Executive Information System) and 

advise the practice 

The GP practice or CCG will contact NHS 

England (London Region) Screening & 

Immunisation Team  

 

In liaison with 

the GP 

Practice, the 

CCG will 

consider: 

The CCG will liaise with local media and 

communication leads, and NHS England 

(London Region) Patient Safety Team 

Yes 

Yes 

Yes 

The CCG will advise and 

provide support during the 

process as necessary  

APPENDIX 1 

The process for reporting and investigating Incidents and Near Miss Events in Primary 

Medical Services using the National Reporting and Learning System (NRLS) 

The CCG may 

liaise with the 

practice to 

provide support 

and advice 
Consider 

whether 

additional 

reporting 

routes are 

required 

according to 

the nature of 

the incident, 

e.g. CQC 

Notification; 

MHRA Yellow 

Card scheme 
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APPENDIX 2 
 

NHS Improvement 2015 Serious Incident information and 
definitions 
 
Patient Safety Incidents 

A patient safety incident may also be a serious incident if it involves unexpected or 

avoidable serious harm to patients. The list of thresholds for reporting serious incidents is 

located in the Serious Incident Framework via the link below. 

All patient safety incidents are reportable 

Serious Incidents 

In broad terms, serious incidents are events in health care where the potential for learning 

is so great, or the consequences to patients, families and carers, staff or organisations are 

so significant, that they warrant using additional resources to mount a comprehensive 

response. 

The Serious Incident Framework applies to all healthcare sectors providing NHS funded 

care.  It supports continuous improvement in the way we identify, investigate and learn 

from serious incidents to prevent avoidable harm.  Link here: 

Serious Incident Framework 2015 

The Serious Incident Framework is under revision and a new Patient Safety Incident 

Response Framework (PSIRF) will replace the 2015 framework, and this is due for 

publication Autumn 2019.  

Never Events 

Never Events are: 

Serious Incidents that are wholly preventable as guidance or safety recommendations that 

provide strong systemic protective barriers are available at a national level and should 

have been implemented by all healthcare providers. Each Never Event type has the 

potential to cause serious patient harm or death. However, serious harm or death is not 

required to have happened as a result of a specific incident occurrence for that incident to 

be categorised as a Never Event. 

The Never Event Framework lists a set of specific incident criteria. To be classified as a 

Never Event, an incident must meet the definition within the Never Event list, link here: 

Never Events List 2018  

All Never Events are reportable.  

https://improvement.nhs.uk/resources/serious-incident-framework/
https://improvement.nhs.uk/documents/2899/Never_Events_list_2018_FINAL_v6.pdf
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A significant event (SE) is:  

any episode of care, incident, occurrence or accident, related to clinical or non-clinical 

care, which has or could have resulted in a positive or negative outcome, or an injury, or 

near miss to a patient, visitor or member of staff. A significant incident may also be a 

complaint or piece of patient feedback; it may be related to clinical or non-clinical care or 

an event resulting from non-compliance with the routine procedures of the practice. The 

significant event may also result in property or equipment damage, equipment failure, and 

can include physical aggression or verbal threats to other patients or staff. 

 


