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Whilst it is well understood that parents need to be informed of any adverse incidents that occur 
during neonatal care, the statutory requirements of Duty of Candour mean that a formalised 
process for sharing information with parents, when babies are moved between units, is required. 
 
NHS Resolution guidance states that apologising does not affect indemnity cover and is: 

• Always the right thing to do. 

• Not an admission of liability. 

• Acknowledges that something could have been done better. 

• The first step to learning from what happened and preventing it from recurring. 
 
 
The Requirements: 
 
The following actions should be undertaken in the event of any incident that could result in 
moderate or severe harm, prolonged psychological harm or death – REGARDLESS OF FAULT. 
 

• Recognise the incident and report it accordingly. 

• Inform parent/carer and /or their advocate. 

• Apologise to the parent/carer and /or their advocate. 

• Fully explain what the short- and long-term effects might be following the incident.  

• Offer an appropriate remedy or support to put matters right whenever possible.  

• Write to parent/carer and /or their advocate following discussions. 

• Document the incident and all discussions accurately.  

• Investigate the incident thoroughly.  

• Update the parents / carers, and or their advocate accordingly.  
 

These actions must be undertaken in a timely manner, ideally within 7 days. 
 
This can create difficulties when an incident has occurred in one hospital, or during transport, 
and the baby is then residing in a different hospital. It is also possible that the baby’s mother may 
still be in the original hospital.  
 
It is essential that each trust has an internal process for managing incidents, and that this is 
reviewed in light of the recent statutory duty of candour requirements.   
 
 
Neonatal Incidents: 
 
Incidents that do not involve transfer of an infant should be managed as per the trusts risk 
management policy, and duty of candour requirements met. 
 
If the infant is transferred then it is essential that clear communication between the referring 
team, receiving team, and transport service where appropriate, occurs so that a plan for 
communicating with parents/ carers and/or their advocate according to the duty of candour 
requirements is met. Due to the timeliness of the duty of candour requirements, it is practical that 
the consultant who is in the hospital within which the parents are located will usually have these 
discussions. However, the use of Teams could be considered to enable a facilitated conversation 
between all parties. Whilst an initial discussion may be had, detailed discussions should not 
occur until all the fact finding about the incident has taken place, by liaising with the consultant 
responsible for the infant’s care when the incident occurred. If there is to be a further incident 
investigation, and the opportunity for the parents/ carers and /or their advocate to discuss this 
with the team where the incident occurred, then reference to this opportunity should be made 
during the DOC discussion and documentation. 
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The process of managing neonatal incidents is summarised in the flow-chart below (Fig-1). 
 
Notifiable Patient Safety Incidents (formerly Serious Untoward Incidents SUIs) should continue 
to be reported through current pathways and copied to the Network team. 
 
 
Obstetric Incidents: 
 
If an obstetric incident or concern is brought to a neonatologist/paediatrician’s attention, the 
neonatal teams have a duty of candour to ensure that this is raised and reviewed. As neonatal 
teams do not have obstetric expertise, they should not be discussing the details of obstetric 
concerns with parents. Again, this may prove difficult when parents have moved from one unit 
to another. Liaison with referring and receiving unit obstetric staff to ensure that the parents are 
informed may be required. Again, the use of Teams may be considered to facilitate these 
conversations.  
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      Fig-1 


