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North West Neonatal Operational Delivery Network 
Clinical Incident Reporting Process 

 
1. Introduction 

The North West Neonatal Operational Delivery Network (NWNODN) encompasses three 
localities: Greater Manchester, Cheshire and Mersey and Lancashire and South Cumbria.  The 
guiding principle of all providers within the NWNODN is to provide safe, effective care of the 
highest standard to babies and families. 

   
Due to the nature of neonatal care and the need for transfers and care by more than one provider 
clinical incidents may be identified by one provider having occurred within another provider.  If 
this is the case and there has been harm to the patient or near miss of potential harm, the 
identifying provider has a responsibility to report this and ensure investigation has been carried 
out.  It is appropriate that such clinical incidents are highlighted via the NWNODN, via a robust 
governance process to ensure timely and appropriate escalation of clinical incidents is 
undertaken and responses/outcomes are tracked. 

 
2. Purpose 

Describe and illustrate a process for reporting a clinical incident identified at another provider via 
the NWNODN. 

 
3.  Scope 

Applies to all providers of neonatal care in the North West Neonatal Operational Delivery 
Network. 
 

4. Responsibilities 
 

4.1. Providers:  

• To engage with all NWNODN governance processes and highlight any clinical incidents 
identified at other providers. 

• Follow the process of clinical incident reporting via the NWNODN. 

• Review any clinical incident highlighted within own unit and feedback to the NWNODN via 
the clinical incident form when requested. 

• Adhere to time frames for response. 
4.2. Connect North West (CNW): 

• To engage with all NWNODN governance processes and highlight any clinical incidents 
identified at another provider. 

• Follow the process for clinical incident reporting via the NWNODN 

• Adhere to timeframes for responses. 

• Review any clinical incident highlighted within CNW by another provider and complete 
incident reporting form as appropriate. 

4.3. NWNODN Team:  

• Facilitate clinical incident reporting between individual providers. 

• Track clinical incidents and ensure timeframes for response are adhered to where 
possible. 

• If an incident occurs during care provided outside of a NW neonatal provider to refer the 
incident to the relevant network/transport service for local review, sharing this process in 
support. 



 
 

 

 

• Identify incidents where further review may be required such as multi-provider 
review/independent review. 

 
5. Clinical Incident reporting Criteria: 

• Any incident identified as causing harm or potential harm (near miss) to a patient where the 
act/omission occurred whilst in another providers care. 

 
6. Clinical incident reporting process: 

• Flow chart to describe process in Appendix 1. 

• Clinical incident identified which has occurred within another provider. 

• Clinical Incident form completed – ensuring no patient identifiable data is on the form (badger 
ID only) – and sent to NWNODN Governance QILN. 

• Incident is assigned a NWNODN reference number and forwarded to the provider/s involved 
in the clinical incident, with a date for response set. 

• The clinical incident will have suggested action identified such as local governance review/CEG 
review as high-level incident/need for multi-provider review. 

• Provider responds within the timeframe with details of local review/lessons for sharing or 
with details of why local investigation not yet complete (i.e. PSIRF reponses). 

• Outcome agreed by provider and NWNODN and forwarded to reporting provider. 

• Lessons learnt shared at appropriate locality CEG only when outcome agreed. 
 
 
7. Monitoring Systems            Monitoring and or Audit 

Monitoring and Audit Frequency By Whom Reported to 

 Quarterly  NWNODN Team SMT & NSGs 
Governance report 

 
8.  Equality and Diversity Assessment Box 

Equality and Diversity Assessment 18/06/2018 & 30/09/2021 

Impact Assessment Completed by K. Harvey 

Date completed  

Relevance Shown none 

Action plan completed  

Nominated Lead for Action Plan  

Completed Assessments held by North West Operational Delivery Network 

 



 
 

 

 

Appendix 1: 

Clinical Incident Reporting Process 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Clinical incident identified which has 
occurred within another providers care. 
 

Clinical incident form completed and 
sent to NWNODN governance QILN – 
ensuring no patient identifiable 
information is on the form. 

NWNODN governance 
QILN adds to tracker 
and assigns reference 
number 

Governance QILN will forward the 
form to provider/s involved and 
highlight required action and date for 
return – between 2 and 6 weeks. 

Provider returns completed incident 
form and outcome is agreed with 
governance QILN/locality clinical lead 
regarding further reporting/sharing of 
lessons learnt. 

Completed clinical incident form 
forwarded to reporting provider by 
governance QILN and closed on 
tracker. 

If appropriate, lessons learnt reported 
into next locality CEG. 

Incidents occurring outside 
of NW providers will be 
referred to the relevant 
network or transport 
provider by governance 
QILN 



 
 

 

 

Appendix 2 - Clinical Incident Reporting Form -  
 

No personal identifiable information to be used in any part of this form 

NWNODN Reference: assigned by NWNODN  

REPORTING ORGANISATION INFORMATION 

Reporting Organisation:  

Date of Incident:  

Date reported to NWNODN governance 
QILN:  

Name of Providers involved: 
(Please include Badger ID) 

1. 
2. 

Nature of incident:  

Factual details of clinical incident: (no 
opinion to be included) 

 

Safety issues identified: 1. 
2. 

Action taken by reporting provider:  

Was this incident communicated to the 
provider at the time of the event? Please give 
details: 

 

PROVIDER INFORMATION 

Provider Organisation:  

Provider response to the clinical incident: 
 

 
 
 

Please give details of any internal reporting 
and investigation regarding this incident i.e. 
type of PSIRF  

NHS England » Patient Safety Incident Response Framework 
 

Please describe the learning/improvement in 
practice identified: 

 

Please describe how the learning was shared:  

NWNODN  

Date of response to NWNODN:  Date forwarded to reporter:  

Outcome: 
1. Appropriate local review and learning. 
2. Reported lessons learnt through CEG for 

wider learning. 
3. Multi-provider review required.   

 
 
 
 
 

Comments:  

Status:  

 
 

https://www.england.nhs.uk/patient-safety/patient-safety-insight/incident-response-framework/

