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Purpose 

This policy supports the requirements of the Patient Safety Incident Response Framework 
(PSIRF) and sets out Torbay and South Devon NHS Foundation Trust’s (hereafter referred to as 
‘the Trust’) approach to developing and maintaining effective systems and processes for 
responding to patient safety incidents and issues for the purpose of learning and improving patient 
safety. This policy is based on NHS England’s Patient Safety Incident Response Framework 
(PSIRF). 

 
The PSIRF advocates a co-ordinated and data-driven response to patient safety incidents. It 
embeds patient safety incident response within a wider system of improvement and prompts a 
significant cultural shift towards systematic patient safety management. 

 
A patient safety incident or event is any unintended or unexpected incident or event which could 
have, or did, lead to harm for one or more patient’s receiving healthcare, and can result in no 
harm or contribute to a fatal outcome. This policy requires all staff to take responsibility for 
reporting any incident or adverse event or near miss that they become aware of and review them 
as detailed within this policy. 

The Trust acknowledges that adverse events usually reflect a breakdown in systems within the 
organisation and that people are trying to do their best to do their job safely and well. Experience 
shows that although staff actions may contribute to an adverse incident there are often underlying 
causes for these actions. Consequently, the Trust is committed to exploring how these system 
failures occurred and how they can be improved using a range of learning response tools. 

 
This policy supports development and maintenance of an effective patient safety incident 
response system that integrates the four key aims of the PSIRF: 

 
1. compassionate engagement and involvement of those affected by patient safety incidents 
2. application of a range of system-based approaches to learning from patient safety 

incidents 
3. considered and proportionate responses to patient safety incidents and safety issues 
4. supportive oversight focused on strengthening response system functioning and 

improvement. 

Scope 

This policy is specific to patient safety incident responses conducted solely for the purpose of 
learning and improvement across all services, on all sites provided by the Trust. Related policy 
documents include: 

 

• Being open and Duty of Candour Policy Duty of Candour & being open policy 

• Incident reporting and management policy Incident Reporting and Management policy 

• Patient Safety Incident Response Plan 

• Freedom to speak up Guardians Freedom To Speak Up Guardians 

https://www.england.nhs.uk/patient-safety/incident-response-framework/
https://www.england.nhs.uk/patient-safety/incident-response-framework/
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G2783.pdf#search%3DCANDOUR
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G0848.pdf
https://icon.torbayandsouthdevon.nhs.uk/areas/see-something-say-something/Pages/freedom-to-speak-up.aspx
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• Feedback, complaints and patient advice and liaison policy Feedback and complaints 
policy 

• Safeguarding adults- policy for protection of adults from harm  safeguarding adults policy 

• Child protection policy Child protection policy 

Responses under this policy follow a systems-based approach. This recognises that patient safety 
is an emergent property of the healthcare system: that is, safety is provided by interactions between 
components and not from a single component. Responses do not take a ‘person-focused’ approach 
where the actions or inactions of people, or ‘human error’, are stated as the cause of an incident. 

 
A patient safety incident is investigated or reviewed under this framework to understand the 
circumstances that led to it, for the purpose of system learning and improvement. There is no remit 
to apportion blame or determine liability, preventability or cause of death in a response conducted 
for the purpose of learning and improvement. Other processes, such as claims handling, human 
resources investigations into employment concerns, professional standards investigations, coronial 
inquests and criminal investigations, exist for that purpose. The principle aims of each of these 
responses differ from those of a patient safety response and are outside the scope of this policy. 

 
Where there are legitimate concerns about individual and/or organisational accountability including 
criminal or civil proceedings, disciplinary procedures, employment law, or professional standards 
and organisational or professional regulators need to be involved, they must be informed, and their 
relevant protocols followed. Information from a patient safety response process can be shared with 
those leading other types of responses, but other processes should not influence the remit of a 
patient safety incident response. 

 
This policy applies to all permanent and temporary staff employed, or those working under contract 
for services or under service level agreement, within the Trust. The policy also describes the 
arrangements for the management of incidents where more than one provider is involved. 

 
Glossary 

 
PSII – Patient Safety Incident Investigation, a comprehensive investigation process coordinated by 
a trained Patient Safety Incident Investigator. PSII’s replace the Serious Incident Investigation 
process that existed under the Serious Incident Framework (2015). 

 
PSIRF – Patient Safety Incident Response Framework, the new approach to responding to 
incidents resulting in patients sustaining harm whilst in our care. NHS England » Patient Safety 
Incident Response Framework 

 
PSIRP – Patient Safety Incident Response Plan which details the Trust’s priorities for investigation 
under PSIRF based on incident data over the past 5 years. 

https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1473.pdf#search%3Dfeedback%2C%20complaints%20and%20patient%20advice
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G1473.pdf#search%3Dfeedback%2C%20complaints%20and%20patient%20advice
https://icon.torbayandsouthdevon.nhs.uk/search/pages/results.aspx?k=safeguarding
https://icon.torbayandsouthdevon.nhs.uk/corp_doc_mgmt/Clinical%20Effectiveness/G2075.pdf
https://www.england.nhs.uk/patient-safety/incident-response-framework/
https://www.england.nhs.uk/patient-safety/incident-response-framework/
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Roles and Responsibilities 
 

The Chief Executive is accountable and responsible to the Board for ensuring that resources, 
policies, and procedures are in place to guarantee the effective reporting, recording, investigation 
and treatment of incidents. In practice the Chief Executive may delegate the day-to-day 
responsibility for this to Executive Directors together with Care Group Directors or Department 
Heads. The Chief Executive has: 

 
• Overall responsibility for ensuring the organisation has processes that support an 

appropriate response to patient safety incidents (including contribution to cross- 
system/multi-agency reviews and/or patient safety incident investigations (PSII) where 
required). 

• Overall responsibility for ensuring the development of a patient safety reporting, learning 
and improvement system. 

• Ensures that systems and processes are adequately resourced: funding, management 
time, equipment, and training. 

• Appoints an Executive Lead for supporting and overseeing implementation of the PSIRF. 
• Approves publication and ongoing review of the organisation’s patient safety incident 

response plan (PSIRP). 
• Ensures that the PSIRF, patient safety incident reporting data, patient safety incident 

investigation data, findings, improvement plans, and progress are discussed at the Board’s 
Quality and Safety Committee. 

• Ensures that the organisation complies with internal and external reporting/notification 
requirements. 

• Acts as spokesperson in complex/high profile cases where the media/public is engaged. 
 

PSIRF Executive Lead (Executive Chief Nurse) – The PSIRF Executive Lead will support the 
responsibilities outlined below. The Lead will also provide direct leadership, advice, and support 
in complex/high profile cases, and liaise with external bodies as required. Specifically, it is the 
PSIRF Executive Lead’s responsibility to ensure: 

 
• patient safety incident reporting and response data, learning response findings, safety 

actions, safety improvement plans, and progress are discussed at the Board or leadership 
team’s relevant sub-committee(s) such as Quality Assurance Committee 

• roles, training, processes, accountabilities, and responsibilities of staff are in place to 
support an effective organisational response to incidents. 

 
The PSIRF Executive Lead should be responsible for reviewing PSII reports in line with the patient 
safety incident response standards and signing it off as finalised. They may be supported in this 
by relevant colleagues as appropriate. While a full report for submission to the Board/leadership 
team may not be produced for learning response methods other than PSII, PSIRF Executive 
Leads should monitor the quality of all response methods. A sampling approach may be best for 
this. 

 
Through delegated responsibility, the Associate Director of Quality and Patient Safety or their 
deputy will ensure the appropriate internal and external reporting is carried out and the 
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investigation commences in accordance with this policy and procedure. Jointly with the Medical 
Director, this post holds delegated responsibility from the Chief Executive for the sign off for PSII. 
The Associate Director of Quality and Patient Safety has overall operational responsibility for the 
central safety and governance team and for ensuring that the Trust remains compliant with local 
and national legislation, policy and guidance. They will provide operational responsibility for the 
implementation of the Patient Safety Incident Response Plan, Policy and related procedures. 

The Chief Medical Officer is responsible for ensuring that reporting and management of 
incidents including those involving doctors is undertaken in accordance with this policy. This role 
is supported by the Deputy Medical director and the Director of patient safety who will deputise 
for the Chief medical Officer when required. 

 
The Chief Nurse, Chief Medical Officer and Chief Operating Officer as triumvirate have a 
responsibility to prioritise patient safety. 

 
Board and Senior Leadership Team- the principal accountability of all providers of care is to 
patients and their families/carers. In their fulfilment of the Trust’s duty in this regard, the Board 
must ensure that an appropriate incident management system is in place for the reporting of 
incidents and monitoring of incident trends, including PSII’s and the recording of all Never Events 
in the annual reporting arrangements. The Board must ensure that the PSIRF is implemented 
from ‘ward to board’. Provider organisations are accountable for effective governance and 
learning through assurance of their PSIRP, and it is the duty of the Board to ensure appropriate 
arrangements are in place throughout the Trust to meet this expectation. 

 
The Board takes responsibility for leading the development of a just and learning culture within 
the Organisation and for role modelling the behaviours required to achieve this. The Board will 
oversee the development, review and approval of the Organisation’s policy and plan for patient 
safety incident response, ensuring they meet the expectations set out in the patient safety incident 
response standards where relevant. The Board or leadership team must have access to relevant 
information about the Trust’s preparation for and response to patient safety incidents, including 
the impact of changes following incidents. 

 
Non-Executive Director(s) are nominated to take a proactive interest in risk management and 
for seeking assurances on the implementation of this policy. Primarily this will be through 
membership and attendance at committee meetings and probity of reports on analysis of incidents 
at the Quality Assurance Committee. 

 
PSII Lead(s) - The agreed PSII’s will be undertaken by a dedicated PSII Lead (referred to as 
Learning Response Leads in the Patient Safety Incident Response Standards) who will work with 
a small team of relevant operational and specialist staff identified for each case. Each PSII Lead 
is required to have completed at least two days’ formal training and skills development in learning 
from patient safety incidents and experience of patient safety incident response. PSII Leads will 
also have completed level 1 (essentials of patient safety) and level 2 (access to practice) of the 
patient safety syllabus. 

 
Selected Senior Staff - Those Patient Safety Incidents that are identified as not requiring a full 
PSII level review will be reviewed using one of the alternative learning responses which are 

https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-5.-Patient-Safety-Incident-Response-standards-v1-FINAL.pdf
https://www.e-lfh.org.uk/programmes/patient-safety-syllabus-training/
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available on the patient safety section of ICON and referenced in the PSIRP. These will be 
completed at service level, using a combination of operational staff from the clinical services, 
supported by other staff from specialist or corporate teams for example Health and Safety, 
Medicines Optimisation team, Maternity etc. 

The PSIRF supporting guidance ‘Oversight roles and responsibilities specification’ and the 
‘Patient safety incident response standards’, detail the expectations of the Trust and specifically 
the Board in relation to the PSIRF. All staff should be aware of these expectations and our 
responsibility as a healthcare provider to ensure continuous improvement of patient safety. 

 
Clinical Team Leaders, Professional Leads, Care Group Associate Directors of Nursing & 
Professional Practice and Associate Directors of Operations have a responsibility to: 

• Ensure incidents are reported and reviewed as per the incident review and management policy 

• Investigate all reported incidents within their area at an appropriate level as per this policy 

• Work collaboratively with the central safety and governance team in the investigation process 

• Be aware of all reported patient safety incidents within their area of responsibility 

• Feedback details of the action taken in response to investigation to the relevant team/s 

• Develop, progress and monitor action plans and risk reduction measures resulting from the 
investigation of incidents 

• Ensure all staff attend appropriate training or seek ad-hoc training as needed 

• Inform the central safety and governance team if there are any changes to action plans or 
actions which cannot be readily achieved 

• Provide support to all staff and patients involved in a patient safety incident and its 
investigation 

• Undertake the Duty of Candour process as appropriate and document actions taken on 
DatixCloudIQ (DCIQ) in line with the Trusts Being Open and Duty of Candour Policy. 

Patient Safety Partners 

The Patient Safety Partner (PSP) is a new and evolving role developed by NHS England / 
Improvement to help improve patient safety across the NHS. The Trust recognises the value of 
this role and is has recruited two volunteer PSP’s to be a voice for the patients and community 
who use our services and ensure that patient safety is at the forefront of all that we do. Our vision 
for the role is that PSP’s will offer support alongside our staff, patients, families/carers to influence 
and improve safety across our range of services. It is anticipated that PSP’s will: 

 

• Participate in investigation oversight panels. 

• Encourage patients, families and carers to play an active role in their safety. 

• Contribute to safety recommendations following investigation, particularly around actions 
that address the needs of patients. 

• Contribute to staff patient safety training as required. 

https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-4.-Oversight-roles-and-responsibilities-specification-v1-FINAL.pdf
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Our patient safety culture 

The Trust aims to create a restorative just and learning culture of openness, in which staff do 
not feel afraid of reporting adverse events or feel blamed when they are involved in an incident. 
In this way learning can take place and improvements made locally which can be shared 
across other services. The Trust will ensure that, apart from the exceptions below, incident 
reporting is not associated with blame or disciplinary action. 

The Trust may only consider using disciplinary or legal action against individuals in untoward 
events when there is: 

 
• Alleged gross or repeated misconduct, 
• Alleged professional malpractice or criminal behaviour, 
• An incident which results in a police investigation 

 
An anonymous just culture survey was undertaken, alongside facilitated staff focus groups, by the 
Freedom to Speak Up (FTSU) Lead, Improvement & Innovation Project Support Lead and the 
Associate Director for Education and Workforce Development. The survey showed that further 
work is needed to improve safety culture with approximately 50% of respondents fearing 
disciplinary action when involved in an incident. This is concerning and indicates that staff may 
be hesitant to raise an incident for fear of reprisal. However, the survey also found that people 
recognised reporting an incident is important for improving patient safety. 

 
To support the embedding of a restorative just and learning culture, members of the People 
Directorate and the Patient Safety Specialist attended Just Culture training at Merseycare, 
following which the Employee Relations (ER) team will be leading on a just culture steering group 
as well as having wider conversations to engage people across the Organisation. Key policies 
are being reviewed and reframed through a Just Culture lens in partnership with Staff Side and 
training and guidance will be developed for managers, both new and current, to support the use 
of consistent approaches and ensure principles are translated into practice. By ensuring that staff 
who raise concerns are supported and protected, we will create and embed a culture where staff 
feel able to speak up to raise concerns. 

 
The Trust is committed to promoting and improving the quality and safety of care and 
treatment all patients receive, as well as preserving the safety of its staff, visitors, and others. To 
achieve this, it is important to support and embed a positive reporting culture throughout the 
Organisation to enable learning when things do not go as expected. A safety conscious 
Organisation is one which is receptive to adverse incidents so it can learn, develop, and change 
practice. We have embedded these principles into our procedures for the review of incidents. The 
new procedures and forums being implemented as part of PSIRF will support the improvement of 
the Trust’s safety culture through compassionate engagement during learning responses. 

 
In accordance with the Equality Act (2010) and the Francis Report (2013), this policy 
will support the Trust to ensure that learning responses and investigations are reviewed with 
fairness and transparency ensuring that all staff, regardless of protected characteristics, are 
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supported and listened to when raising a concern or reporting an incident relating to the quality 
of care and patient safety. There are initiatives throughout the Trust to ensure that staff are 
listened to, including: 

• Monthly virtual Staff Briefing sessions with the Exec team 
• Monthly FTSU listening events 
• Annual NHS Staff Surveys 
• People Pulse Quarterly Surveys 
• WorkInConfidence anonymous platform 

 
We will utilise findings from our annual NHS Staff Survey to assess if we are sustaining 
improvement in realising a just learning culture, using the findings of the anonymous just culture 
survey as our baseline measurement. We will also revisit the just culture survey and facilitated 
focus groups in 12 – 18 months to monitor progress and improvements to safety culture. 

 
Addressing health inequalities 

The Trust Patient Safety Incident Response Plan (PSIRP) has been informed by health inequality 
data for our local population and the challenges our population face are referenced in the plan. The 
Trust recognises that health inequalities and deprivation can shorten life expectancies and have a 
negative impact upon the health and wellbeing of our population. We are taking steps to reduce the 
negative impact of inequalities in health outcomes for our population and some of these initiatives 
are detailed in our plan. 

 
Our priorities for patient safety incident investigation, in particular delayed access to elective or 
planned care will seek to learn if health inequalities have had an adverse impact on outcomes. The 
tools we use when reviewing patient safety incidents will prompt the reviewer to consider any impact 
that inequalities and access to healthcare may have had upon patient safety. 

 
We are working to improve our data collection to capture health inequalities including ethnicity to 
support a better understanding of issues related to local health inequalities and provide information 
that can be used to target interventions to improve care for these populations and measure their 
impact. 

 
We are committed to reducing the adverse impact of health inequalities for our population and 
will update our PSIRP as further information is gathered regarding the impact of health inequalities 
and how these factors impact the safety and wellbeing of our patients. 

 
Engaging and involving patients, families and staff following a patient safety incident 

The PSIRF recognises that learning and improvement following a patient safety incident can only 
be achieved if supportive systems and processes are in place. It supports the development of an 
effective patient safety incident response system that prioritises compassionate engagement and 
involvement of those affected by patient safety incidents (including patients, families and staff). 
This involves working with those affected by patient safety incidents to understand and answer 
any questions they have in relation to the incident and signpost them to support as required. See 
NHS England’s Engaging and involving, patients, families and staff following a patient safety, 
incident’ ‘supporting guidance. 

https://www.england.nhs.uk/patient-safety/patient-safety-insight/incident-response-framework/engaging-and-involving-patients-families-and-staff-following-a-patient-safety-incident/
https://www.england.nhs.uk/patient-safety/patient-safety-insight/incident-response-framework/engaging-and-involving-patients-families-and-staff-following-a-patient-safety-incident/
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Patients, families and carers 

The Trust is firmly committed to continuously improving the care and services we provide. We 
want to learn from any incident where care does not go as planned or expected by our patients, 
their families, or carers to prevent recurrence. We recognise and acknowledge the significant 
impact patient safety incidents can have on patients, their families, and carers. Getting 
involvement right with patients and families in how we respond to incidents is crucial, particularly 
to support improving the services we provide. 

 
All staff are encouraged to be transparent and open whenever there is a concern about care not 
being as planned or expected, or when a mistake has been made regardless of the level of harm 
involved. All staff follow the Trust’s Duty of candour (being open) policy. The Trust recognises 
that saying sorry is always the right thing to do. It is not an admission of liability. It acknowledges 
that something could have gone better and is the first step to learning from what happened and 
preventing it happening again. The regulatory aspects of Duty of Candour are monitored through 
the weekly Incident Review Group (IRG). Any patient safety incident that has an impact of 
moderate or above is monitored for verbal and written duty of candour. This is shared through the 
Trusts Quality accounts. Written information provided to patients and families, including in 
fulfilment of Duty of Candour, will be tailored to the individuals, taking into consideration their 
questions, concerns and wishes. 

 
Where it has been identified that an incident is suspected of causing moderate or severe harm, 
or death, then the Statutory Duty of Candour must be enacted by the Clinician responsible for the 
care of the patient. 

 
It is the responsibility of the Care Group to ensure all Duty of Candour requirements are met and 
that the accompanying evidence is uploaded to the relevant Datix records. 

 
The Patient Safety Specialist and Associate Director of Quality and Patient Safety will work with 
PSP’s to implement the NHS PSIRF policy outlining patient engagement for PSIIs and the ways 
in which patients are involved when other learning responses are more appropriate. 

 
Patients and families can contact the TSDFT Patient Advice and Liaison Service (PALS). This 
team is committed to improving the service we give to our patients. If the PALS team is unable to 
answer the questions raised, the team will provide advice in terms of organisations which can be 
approached to assist. We recognise that there might also be other forms of support that can help 
those affected by a patient safety incident and will work with patients, families, and carers to 
signpost to their preferred source for this. 

 
Some other organisations, references and support systems are: 

 
• National guidance for Trusts working with bereaved families 
• NHS England » Learning from deaths: Information for families - explains what happens 

after a bereavement (including when a death is referred to a coroner) and how families and 
carers should comment on care received 

https://www.england.nhs.uk/wp-content/uploads/2018/08/learning-from-deaths-working-with-families-v2.pdf
https://www.england.nhs.uk/publication/learning-from-deaths-information-for-families/


• Help is at Hand.pdf (www.nhs.uk)- for those bereaved by suicide this booklet offers 
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practical support and guidance who have suffered loss in this way. 
• NHS England — London » Mental health homicide support – this information has been 

developed by the London region independent investigation team in collaboration with the 
Metropolitan Police. It is recommended that, following a mental health homicide or 
attempted homicide, the principles of the duty of candour are extended beyond the family 
and carers of the person who died, to the family of the perpetrator and others who died, 
and to other surviving victims and their families. 

• Complaints advocacy – The NHS Complaints Advocacy Service can help navigate the 
NHS complaints system, attend meetings and review information given during the 
complaints 

• Healthwatch – An independent statutory body who can provide information to help make a 
complaint, including sample letters. You can find your local Healthwatch from the listing 
(arranged by council area) on the Healthwatch site 

• The Parliamentary and Health Service Ombudsman makes the final decisions on 
complaints patients, families and carers deem not to have been resolved fairly by the NHS 
in England, government departments and other public organisations. 

• The Citizens Advice Bureau provides UK citizens with information about healthcare rights, 
including how to make a complaint about care received. 

 
These two websites offer support and practical guidance for those who have lost a child in infancy 
or at any age death support: 

 
•  Child Bereavement UK 
•  The Lullaby Trust 

 
 

Supporting Staff 

When things go wrong in healthcare, the staff who are involved can be impacted significantly. The 
Trust recognises the significant impact being involved in a patient safety incident can have on 
staff and that the emotions and stress involved can impact their health and ability to continue to 
work. Managers will be responsible for conducting wellbeing checks with staff affected. The Trust 
are committed to ensuring that staff receive the support they need to positively contribute to the 
review of the incident and continue working whilst this takes place. 

 
There is a range of support and information available: 

• The Trust Employee Assistance Programme (EAP) 

• Workplace Health and Safety 

• Wellbeing Team 

• Mental Health First Aiders and Wellbeing Buddies 

• Schwartz Rounds – these sessions are themed and provide a structured forum and safe 
space for staff to come together to discuss the emotional and social impact of working in 
healthcare. 

• Freedom To Speak Up Guardian - a confidential service for staff if they have 
concerns about the organisation’s response to a patient safety incident. 

https://www.nhs.uk/Livewell/Suicide/Documents/Help%20is%20at%20Hand.pdf
https://www.england.nhs.uk/london/our-work/mental-health-support/homicide-support/
https://www.voiceability.org/about-advocacy/types-of-advocacy/nhs-complaints-advocacy
https://www.healthwatch.co.uk/
https://www.healthwatch.co.uk/your-local-healthwatch/list
https://www.ombudsman.org.uk/
https://www.citizensadvice.org.uk/
https://www.childbereavementuk.org/grieving-for-a-child-of-any-age
https://www.lullabytrust.org.uk/bereavement-support/


• Support from Patient Safety Incident Investigators for those involved in a Patient Safety 
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Incident Investigation 

• Professional Nurse/Midwifery Advocates 

• Staff Side or union support 

The Patient Safety Team will advise and signpost staff involved in patient safety incidents to the 
most appropriate information about the patient safety incident review process and further support 
functions. All staff with knowledge of the safety events being reviewed are encouraged to actively 
participate in any learning response. This may be through submitting written information, joining 
an After Action Review or debrief meeting as part of a learning response or a one-to-one 
conversation with the Patient Safety Incident Investigator. 

 
All contact with staff will involve the collection of their account of the events and their views and 
opinions on how systems can be improved. The individual leading the review will agree with staff 
the timescales for feedback on progress and findings in accordance with the type of review 
method being utilised. 

 
Patient safety incident response planning 

PSIRF supports organisations to respond to incidents and safety issues in a way that maximises 
learning and improvement, rather than basing responses on arbitrary and subjective definitions 
of harm. Beyond nationally set requirements, organisations can explore patient safety incidents 
relevant to their context and the populations they serve rather than only those that meet a certain 
defined threshold. Additional information on the Trust’s plan for this can be found in the Patient 
Safety Incident Response Plan (PSIRP). 

Resources and training to support patient safety incident response 

The Associate Director of Quality and Patient Safety and the Patient Safety Specialist will lead 
the transition to PSIRF. Clinical Governance Co-ordinators are based in each Care Group and 
will provide support for clinical staff, working with subject matter experts to facilitate learning 
responses. 

 
All systems-based Patient Safety Incident Investigations will be carried out by a staff member 
who has been trained in line with the national requirements for PSII including specific training in 
systems-based investigation methodology such as Systems Engineering Initiative for Patient 
Safety (SEIPS). 

 
Other learning responses will be coordinated by the Care Groups supported by Clinical 
Governance Co-ordinators and the central Patient Safety team. Training and support will be 
provided for staff in the following techniques (this list is not exhaustive), After Action Review 
(AAR), hot debriefs, thematic analysis, case reviews, structured judgement reviews and multi- 
disciplinary team (MDT) meetings. Training and coaching in other learning responses can be 
accessed via the Patient Safety Team. 



Training 

Collated by Clinical Effectiveness 
Version 1.1 (February 2024) 

Patient Safety Incident Response Framework 
Page 12 of 24 

 

 

 
The PSIRF standards require specific training to be provided to those involved in PSIRF activities 
including investigation, management and oversight. This is summarised below in Table 1. 

 
To support these requirements, a series of training workshops have been delivered by accredited 
external providers. This consisted of an in-person, 4-day Patient Safety Incident Investigation 
workshop designed to meet the standards and competencies set out in the NHS PSIRF 
standards. This interactive training provided an understanding of systems-thinking and a 
practical understanding of the methodology and tools available to undertake and lead a systems- 
based patient safety incident investigation (PSII). 

 
24 staff from across the Trust have completed a 1-day systems-based investigation course for 
those supporting PSII leads in conducting proportionate investigation following a patient safety 
incident. An additional 20 staff attended training in alternative approaches to patient safety 
reviews under PSIRF in January 2024. 

 
A 1-day bespoke course to meet PSIRF requirements for those in oversight roles has been 
commissioned and will be delivered in March 2024. This will include review of the PSIRF and an 
overview of systems-thinking and investigation principles for a proportionate response to a safety 
incident, the requirements for a shift from compliance to performance-based oversight and an 
understanding of PSIRP’s. 

 
There will be continuous review of the need for further development and training for those staff 
who are involved in leading or supporting full PSII’s or local learning responses. 



Table 1: Training requirements 
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Topic 

 
Minimum 

Duration 

 
Content 

Learning 

Response 

Leads 

Staff in 

PSIRF 

Oversight 

Roles 

 
All 

Staff 

Patient 

Safety 

Specialist 

Systems approach 

to learning from 

patient safety 

Incidents 

2 days/12 hours • I ntroduction to complex systems, 

systems thinking and human factors 

• Learning response methods: 

including interviewing and asking 

questions, capturing work as done, 

data synthesis, report writing, 

debriefs and after-action reviews 

• Safety action development, 

measurement, and monitoring 

 
 
 

 
✓ 

 
 
 

 
✓ 

  

Oversight of 

learning from patient 

safety incidents 

1 day/6 hours • NHS PSIRF and associated 

documents 

• Effective oversight and supporting 

processes 

• Maintaining an open, transparent 

and improvement focused culture 

• PSII commissioning and planning 

  
 

 
✓ 

  
 

 
✓ 

Involving those 

affected by patient 

safety incidents in 

the learning process 

1 day/6 hours • Duty of Candour 

• Just culture 

• Being open and apologising 

• Effective communication 

• Effective involvement 

• Sharing findings 

• Signposting and support 

 
 

 
✓ 

 
 

 
✓ 

  
 

 
✓ 

Patient safety 

syllabus level 1: 

Essentials for 

patient safety 

e-Learning • Listening to patients and raising 

concerns 

• The systems approach to safety: 

improving the way we work, rather 

than the performance of individual 

members of staff 

• Avoiding inappropriate blame when 

things don’t go well 

• Creating a just culture that 

prioritises safety and is open to 

learning about risk and safety 

 
 
 
 

 
✓ 

 
 
 
 

 
✓ 

 
 
 
 

 
✓ 

 
 
 
 

 
✓ 

Patient safety 

syllabus level 2: 

Access to practice 

e-Learning • I ntroduction to systems thinking and 

risk expertise 

• Human factors 

• Safety culture 

 
✓ 

 
✓ 

 
 

✓ 

Levels 3 & 4 Patient 

Safety training 

e-learning and 

face to face- 100 

hours 

• I ntroduction to systems thinking and 

risk expertise 

• Human factors 

• Safety culture 

• Essential for Patient safety 

specialists (PSS) 

  

 
✓ 

  

 
✓ 

Continuing 

professional 

development (CPD) 

At least annually • To stay up to date with best 

practice (e.g. through conferences, 

webinars, etc) 

• Contribute to a minimum of two 

learning responses 

 

 
✓ 

 

 
✓ 

  

 
✓ 



Collated by Clinical Effectiveness 
Version 1.1 (February 2024) 

Patient Safety Incident Response Framework 
Page 14 of 24 

 

 

 
In addition, all staff will be supported in their continuous development through the implementation 
of our integrated quality education strategic framework, which will deliver a more dynamic syllabus 
of learning and education to improve quality and patient safety. 

Figure 1: Integrated Quality Education Framework elements 
 

 

• Bringing together all of the 

 ey elements that underpin the quality 

education strategic framework 

• In order for us to deliver the 

PSIRF project we must succeed 

in enabling our workforce to 
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 Human 
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Digital 
skills 

 
Leadership 
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Our patient safety incident response plan (PSIRP) 

 
Our PSIRP sets out how the Trust intends to respond to patient safety incidents over a period of 
12 to 18 months. It has been developed using the last 5 years’ worth of incident, serious incident, 
never event, mortality and complaint data together with the Trust claims profile to identify our 
highest safety risks to focus on as priorities for systems-based investigation. The plan was also 
informed by our just culture survey and concerns shared by our Freedom to Speak Up (FTSU) 
Lead Guardian. 

 
The plan is not a permanent set of rules and can be adapted when new information or data is 
available. We will remain flexible and consider the specific circumstances in which each patient 
safety incident occurred and the needs of those affected, alongside the plan. Our PSIRP, which 
is available to the public via our website is also available on the Trust intranet here. 

 
The priorities identified for the current PSIRP are: 

 
1. Delayed access to elective/planned care 
2. Delays across our Urgent and Emergency Care pathway related to frailty/the elderly 
3. Patient harm or near miss related to diagnostic tests and testing 

 
 

Reviewing our patient safety incident response policy and plan 
 

Our PSIRP is a ‘living document’ that will be appropriately amended and updated as we use it 
to respond to patient safety incidents. Following the transition to PSIRF we recognise that the 
required cultural and process shift to PSIRF will take time to embed. We plan to review our 
PSIRF plan (PSIRP) in the autumn of 2025 to allow time for PSIRF to embed and following the 
PSIRF maturity matrix assessment in August 2025. 

 
Any updates to the PSIRP will be published on our website, replacing the previous version. We 
will meet quarterly with the ICB to discuss trends across the areas we have looked at to inform 
our initial Patient Safety Profile. 

 
This PSIRF policy will be reviewed every three years as set out in the policy for the development 
and implementation of procedural documents. It is supported by the Incident Reporting and 
Management Policy which describes the processes for reporting, investigating and learning from 
incidents. 

 
A rigorous planning exercise will be undertaken every four years, or more frequently if 
appropriate (as agreed with our Integrated Care Board) to ensure efforts continue to be balanced 
between learning and improvement. This more in-depth review will include reviewing our 
response capacity, mapping our services, a wide review of organisational data (for example, 
PSII reports, improvement plans, complaints, claims, staff survey results, inequalities data, and 
reporting data) and wider stakeholder engagement including with AHP’s, Drug and Alcohol 
Recovery Initiative services, Child and Family Health Devon, Maternity, core services and PSP’s. 

https://icon.torbayandsouthdevon.nhs.uk/areas/Patient%20Safety%20%26%20Quality/Documents/TSDFT%20Patient%20Safety%20Incident%20Response%20Plan%20v1%2031.01.24.docx


Collated by Clinical Effectiveness 
Version 1.1 (February 2024) 

Patient Safety Incident Response Framework 
Page 16 of 24 

 

 

 

Responding to patient safety incidents 

Patient safety incident reporting arrangements (see also Incident Review and Management 
Policy) 

 
There are several mechanisms in place within the Trust to allow staff, patients, and the public to 
record patient safety incidents. These include: 

 

• All members of staff have access to the Trust incident management system, DCIQ. Any 
member of staff who is aware of or involved in an incident must ensure that it is 
documented using the online Trust Datix (DCIQ) form. 

• Clinical staff must record in the patient’s health record that there has been an error and 
any ill effects noted; this includes hospital acquired infections. The patient’s doctor 
should be informed and should review any patient that may have been harmed from the 
incident e.g., incidents involving medication or patients falling with or without apparent 
injury. The results of any examination or investigations must be fully documented in the 
patient’s healthcare record and on the incident form. 

The incident form must record as much factual information (not opinion) about the incident as 
possible. Exact times, full names of the people involved, and serial numbers of any equipment 
are required to be completed in the relevant section of the incident form. As a minimum, all 
mandatory fields marked by a red asterisk on the online DCIQ form must be completed. 

These include: 
 

• Nature of incident is (e.g., actual event or near miss - wrong drug given, delay in patient 
receiving treatment). 

• what happened (severity of actual or potential harm, people and equipment involved). 

• who was affected by the incident (patient’s name, NHS number, date of birth, etc.) 
o If the person affected is a staff member it is not necessary to include details of their 

home address or date of birth etc. 

• person reporting the incident. 

• where did it happen (location/speciality). 

• when did it happen (date and time). 

• how did it happen (immediate or proximal causes). 

• what action was taken or proposed (managers actions - immediate and longer term). 

Any documents capturing a staff members recollection of events provided should be legible, 
signed, dated and timed and must be attached to the DCIQ system. 

• Where urgent action is indicated out of hours, the Site Manager should be informed who 
may need to escalate to the manager on-call. 

• Where the incident involves a patient or visitor, a member of staff will complete the online 
incident form. 

• Where an incident involves a visitor or a member of staff, the online DCIQ report form will 
be completed and identifying the type of incident as ‘Patient, Public/Contractor/Visitor, 
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Staff, Trust, or Other – no actual or potential harm to patients/staff.’ These incidents are 
reviewed daily by the Health and Safety Advisor and where necessary are reported under 
Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR). 

Indicative levels of harm assigned are assigned based on the Learning from Patient Safety Events 
(LFPSE) levels of harm guidance. 

 
Patient safety incident response decision-making 

 
A patient safety incident is defined as an incident in which a person in receipt of our care (either 
presently or previously) sustains harm or had the potential to sustain harm (a near miss). 

 
Incidents occurring across the Trust are reported by staff through the DCIQ governance risk and 
compliance system. The line manager is required to review the incident and provide additional 
information to allow the appropriate learning response to be identified. The central patient safety 
team reviews all Trust incident reports daily and incidents of moderate or above harm are 
subsequently reviewed at the weekly Executive Incident Review Meeting (EIRM). 

 
The EIRM is attended by the Medical Director, CNO and/or Deputies, Director of Patient Safety, 
Associate Director of Patient Safety and Quality and the Patient Safety Specialist. 

 
Patient safety incidents will be reviewed in depth at EIRM against the Patient Safety Incident 
Response Plan (PSIRP) and allocated to one of the following learning response pathways: 

 

• Patient Safety Incident Investigation (PSII) – based on local or national criteria 

• Local level safety review to be selected by Care Group and Clinical Governance Co- 
Ordinator from the following agreed learning response tools: 

o Patient Safety Initial Review 
o Patient Safety Review 
o After Action Review 
o Hot Debrief 
o Thematic Analysis 

o MDT Incident Review 

The relevant clinical teams will be informed of the outcome of the EIRM and provided the 
appropriate support to complete the incident response learning pathway. Emergent themes and 
trends from EIRM reports will be collated and raised at the corresponding Trust committee and 
data used to inform future revisions of the PSIRP. 

 
Further information on the learning response pathway can be found in Appendix 1 - ‘Proportionate 
Response to Patient Safety Incidents Flowchart.’ 
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Responding to cross-system incidents/issues 

The aim of the PSIRF is to create a safety system where learning responses are managed as 
locally as possible to facilitate the involvement of those affected by the event and those 
responsible for delivery of the service. Where more than one service or provider is involved, the 
Trust may seek to initiate a system response to maximise learning across pathways. 

 
Where a patient safety incident is identified by the Patient Safety team as requiring a coordinated 
multi agency response, a member of the Trust Patient Safety team will contact the ICB to advise 
of the incident and to request support to engage other services. Initial scoping with the ICB and 
partners will agree the role and responsibilities of the different agencies involved, including who 
should undertake the responsibility of lead agency for the purposes of family and staff liaison. 

 
Where more than one organisation is involved, terms of reference will be agreed jointly involving 
the family. Factual accuracy will be undertaken by each organisation involved to ensure accuracy 
prior to sharing with the patient and family. Learning will be disseminated to each organisation 
and via the ICB patient safety network and a plan will be agreed to monitor the application of 
cross system recommendations. 

 
Where there are instances involving agencies which the Trust sub-contracts to, the agencies are 
required to support the Trust investigations in accordance with contracts. Where there are issues 
with engagement, this should be escalated to the Patient Safety Team who will agree the most 
appropriate course of action. 

 
Figure 2: Multi-agency process for patient safety incident investigation/review 
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Nationally Defined PSII Priorities for External Investigation 

There are seven national priorities that will be referred outside of the Trust to other bodies, teams 
or organisation for review in line with PSIRF guidance. These are: 

1. Maternity and Neonatal Incidents: 

Incidents which meet the ‘Each Baby Counts’ and maternal deaths criteria detailed 
referred to the Healthcare Safety Investigation Branch (HSIB) for investigation 
(https://www.hsib.org.uk/maternity/) 

 
All cases of severe brain injury (in line with the criteria used by the Each Baby Counts 
programme) must also be referred to NHS Resolution’s Early Notification Scheme. All 
perinatal and maternal deaths must be referred to MBRRACE. 

 
2. Mental Health-Related Homicides 

 
Homicides by persons in receipt of mental health services or within six months of their 
discharge must be discussed with the relevant NHS England and NHS Improvement 
regional independent investigation team (RIIT) 

 
3. Child deaths 

 
(Child death review statutory and operational guidance) Incidents must be referred to child 
death panels for investigation. 

 
4. Deaths of Persons with Learning Disabilities or Autism 

 
Incidents must be reported and reviewed in line with the Learning Disabilities Mortality 
Review (LeDeR) programme. 

 
5. Safeguarding Incidents 

 
Incidents will be reported through RMS and triaged by the Safeguarding Team, in liaison 
with the Local Authority. Safeguarding investigations will continue to follow the Section 42 
enquiry process (Care Act 2014). 

 
6. Incidents in Screening Programmes 

 
Incidents that must be reported to Public Health England (PHE), possibly for in the first 
instance for advice on reporting will be investigated by the PHE’s Regional Screening 
Quality Assurance Service (SQAS) and commissioners of the service. 

https://www.hsib.org.uk/maternity/
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7. Deaths of patients in custody 
 

These include incident in prison or on probation where healthcare is/was NHS funded and 
delivered through an NHS contract. Incidents must be reported to the Prison and Probation 
Ombudsman (PPO), and services required to be registered by the Care Quality 
Commission (CQC) must also notify CQC of the death. Organisations should contribute to 
PPO investigations when approached. 

 
 

Nationally Defined PSII requiring Local Investigation 

Nationally defined incidents for local PSII are set by the PSIRF and other national initiatives for 
the period 2020 to 2021. 

 
1. Never Events 

 
Incidents that meet the criteria set in the Never Events list 2018 (updated February 2021) 

 
2. Learning from Deaths 

 
Incidents that meet the ‘Learning from Deaths’ criteria; that is, deaths clinically assessed 
as more likely than not due to problems in care, using a recognised method of case note 
review conducted by a clinical specialist not involved in the patient’s care, and conducted 
either as part of a local Learning from Death plan, or following reported concerns about 
care or service delivery. Further, specific examples of deaths where a PSII must take place 
include: 

 

• Deaths of persons with mental illness whose care required case record review as 
per the Royal College of Psychiatrist’s mortality review tool and which have been 
determined by case record review to be more likely than not due to problems in 
care. 

• Deaths of persons with learning disabilities or autism where there is reason to 
believe that the death could have been contributed to by one or more patient safety 
incidents/problems in the healthcare provided by the NHS. In these circumstances 
a PSII must be conducted in addition to the LeDeR review. 

• Deaths of patients in custody, in prison or on probation where there is reason to 
believe that the death could have been contributed to by one or more patient safety 
incidents/problems in the healthcare provided by the NHS. 

 

 

Timeframes for learning responses 

Where a PSII for learning is indicated, the investigation must be started as soon as possible after 
the patient safety incident is identified. We will aim to allocate the investigation to the designated 
lead within 1 week of the identification of the incident as a PSII i.e. it is one of the agreed priorities. 

https://www.england.nhs.uk/publication/never-events/
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PSIIs should ordinarily be completed within one to three months of their start date. No local PSII 
should take longer than six months. In exceptional circumstances, a longer timeframe may be 
required for completion of the PSII. In this case, any extended timeframe should be agreed 
between the Trust and the patient/family/carer. 

A balance will be drawn between conducting a thorough PSII, the impact that extended timescales 
can have on those involved in the incident, and the risk that delayed findings may adversely affect 
safety or require further checks to ensure they remain relevant. Where the processes of external 
bodies delay access to some information for longer than six months, a completed PSII can be 
reviewed to determine whether new information indicates the need for further investigative 
activity. Please see Table 2 below. 

 
PSII review and sign off (please see PSII process map appendix  

When completed, all draft PSII reports will be reviewed at the Patient Safety Incident Review 
Group (IRG) for discussion and agreement of the safety recommendations. The PSIRG members 
will consider the quality and content of the PSII or safety review including the inclusion of systemic 
factors and to ensure that a restorative just and learning culture approach is evident. Identified 
areas for learning and improvement will be considered to ensure gaps in safety are addressed. 

 
The ICB will be represented at this group to enable them to have oversight of the insight gained 
and the safety recommendations made to identify learning or recommendations that may have 
Integrated Care Board / System consideration or impact. A PSP will also be represented at IRG 
to ensure that the patient, family or carer have been engaged with meaningfully and to contribute 
to safety recommendations following investigation, particularly around actions that address the 
needs of patients. 

 
The IRG members will support and highlight the identification of emerging themes for 
consideration in the Trust PSIRP. Once reviewed and agreed by IRG, the PSII’s or learning 
response will be submitted to the Patient Safety Group (PSG) for final approval and Board level 
sign off (Appendix B – Patient safety governance structure). 
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Activity Timescale Detail 

Incident reporting As soon as possible following 
incident occurring – maximum 
within the same working day 

It is vital to ensure a rapid incident 
report so that all relevant detail can 
be entered, and key facts are not 
lost. 

Care group triage 
of incident 

Within 24 hours of incident 
being reported (72 hours if 
following a weekend). 

To ensure that 
immediate safety actions can be 
taken to mitigate risk to patients, 
staff and the public. Agree most 
appropriate incident management 
pathway used and where relevant a 
proportionate learning response 

Closure of low and 
no harm incidents 

Within 20 working days Evidence of action by departmental 
teams to validate facts, action and 
maintain patient, staff and public 
safety 

Information 
gathering for 
potential PSII or 
PSR 

Within 5 working days following 
incident being reported 

To ensure that an initial review is 
undertaken by the team and that 
immediate actions have been taken 
to minimise risk to patient safety 

Patient Safety 
Review tool (PSR) 

Complete review using agreed 
learning response method and 
provide approved report within 
30 working days 

To provide the Trust of assurance 
that a thorough review has taken 
place and actions have been taken 
to minimise risk to patient safety 

Actions agreed to 
be completed 
following PSR 

All evidence for each action 
within 60 working days of 
completion and approval of 
report. 

To ensure that all actions have been 
undertaken to provide assurance to 
patients, relatives and Trust Board 
that areas have improved practice 
and quality of care to maintain 
patient safety. 

Patient Safety 
Incident 
Investigation (PSII) 

Complete investigation and 
provide approved report within 
3 months and no longer than 
6 months 

Nationally agreed in alignment with 
PSIRF, timescales to be agreed with 
patient/family. 
Safety recommendations will inform 
new or ongoing Quality 
Improvement or Transformation 
programmes and will be monitored 
via these established governance 
routes. 
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The Trust has a number of ways to ensure that learning from safety reviews, including learning 
from excellence, is shared across the Organisation to support safety improvements. The Patient 
Safety Specialist and central team, supported by the Trust Communications team, will facilitate 
cascade of relevant content across the organisation through a range of media including safety 
bulletins, social media streams, videos and podcasts. Staff are currently asked to report 
examples of what went well to ensure learning from excellence, these examples will be shared 
regularly at the incident review group and incorporated into the terms of reference. Examples of 
Good Care are also reported on DCIQ under LfPSE. The learning from safety incidents will be 
shared via a cascade process (see appendix D) 

Monitoring through Clinical Audit should be undertaken when improvement plans are complete 
to ensure that changes are embedded and continue to deliver the desired outcomes. When 
changes have led to measurable improvements then these will be shared, adapted and adopted 
with other areas of the Organisation and peer Organisations via the Patient Safety Specialist to 
the ICB Patient Safety Specialist Network and/or System Quality Group. 

 
Evaluating and monitoring outcomes of PSIIs and Safety Reviews 

Each of the care groups and agreed Trust Quality Improvement Programmes will receive the 
learning and recommendations from PSII’s and local reviews to inform the improvement work as 
well as evidence improvement and impact learning. Close working between the Patient Safety 
team and Improvement & Innovation Team is central to this plan to ensure that data and 
learning is used to inform and align with Quality Improvement projects. Large scale 
improvement projects are underway in relation to elective and emergency care and 
recommendations and learning from these safety priorities will feed into these workstreams via 
Improvement & Innovation team representation at Patient Safety Group. 

Robust findings from PSIIs and reviews provide key insights and learning opportunities, but they 
are not the end of the story. Findings must be translated into effective improvement design and 
implementation. This work can often require a different set of skills from those required to gain 
effective insight or learning from patient safety reviews and PSIIs. 

The following mechanisms are used to develop and support improvements following PSIIs: 

• The Trust uses a stepped Quality Improvement methodology as the way we do business 
across the Trust, constantly evaluating our work processes and making changes to 
improve services for patients and the working environment for staff. 

• Our processes for improvement are described in our Building Capability Framework and 
our uality and Patient Safety Strategy. The recommendations from PSII’s and other 
reviews will flow through these processes linking them in directly to the Trusts Quality 
Improvement and Transformation work. 

Projects will follow Quality Improvement methodology, supported by members of the 
Improvement & Innovation team, to ensure consistency and careful monitoring of outcome, 
process and balancing measures. Work should only be shared once it has been monitored and 
demonstrated that it can be successfully and sustainably adopted, and that the changes have 
measurably reduced risk of repeat incidents. Improvement plans will be shared with the relevant 
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teams to enable delivery of actions, monitoring and evaluation of improvement outcomes. 
Clinical/operational project leads, supported by the Improvement & Innovation team, will provide 
update reports on progress to the Quality Assurance Committee. 

Reports to the Quality Assurance Committee will be bi-monthly and will include aggregated data 
on: 

• patient safety incident reporting 
• audit and review findings 
• findings from PSIIs 
• progress against the PSIRP 
• results from monitoring of quality and safety improvement plans from an implementation 

and efficacy point of view 
• results of surveys and/or feedback from patients/families/carers on their experiences of 

the organisation’s response to patient safety incidents will be reported and disseminated 
via the feedback and engagement group. 

• results of surveys and/or feedback from staff on their experiences of the organisation’s 
response to patient safety incidents will be reported and disseminated via the feedback 
and engagement group 

Safety improvement plans 

It is an ambition of the Trust that once the transition to PSIRF has been completed, the Trust will 
develop an Organisational safety improvement plan, the oversight of which will sit with Patient 
Safety Group. The safety improvement plan will reference and incorporate existing safety 
improvement work and will also review output from learning responses to single incidents when 
it is felt that there is sufficient understanding of the underlying, interlinked system issues. The 
Organisational safety improvement plan will also seek to incorporate any broader areas for 
improvement which require systemic change and commitment from the executive team. 

Complaints and appeals 

The Trust fully upholds the NHS Constitution, aspiring to put the patient at the heart of everything 
it does. Any concerns or complaints raised about a service provided by the Trust will be taken 
seriously and will be managed in a way that reflects the Trusts’ values. If following completion of 
a patient safety incident response there are concerns that a service user, family member or carer 
wished to raise, we would welcome the opportunity to review and discuss these. If, however we 
are unable to resolve these concerns a complaint can be raised by contacting our Patient Advice 
and Liaison Service (PALS). 

 
Local and national arrangements for complaints and appeals relating to the organisation’s 
response to patient safety incidents are available via the Trust’s Patient Advice and Liaison 
Service. The Trust fully upholds the NHS Constitution, aspiring to put the patient at the heart of 
everything it does. Any concerns or complaints raised about a service provided by the Trust will 
be taken seriously and will be managed in a way that reflects the Trusts’ values. 
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Appendix B – TSDFT Patient safety governance structure (DRAFT) 
 

PSII sign off is via IRG and SAE (SAE will be replaced by Patient Safety Group April 2024) 
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Appendix C 

 

Sharing learning process TSDFT 
Shared learning groups include, but is not limited to, all matrons, Associate Director of Operations (ADO), 
Associate Director of Nursing and Professional Practice (ADNPP), Allied Health Professionals (AHP), Clinical 
Governance Coordinators (CGC) and medical clinical governance leads 

 

1

• Learning identified and shared at PSIRG agreed for 
cascade trustwide.

•Each PSII will have a learning summary created for 
cascade.

2

• Learning summary shared to the 'shared learning 
group' via group email with request to cascade to 
clinical teams

3
•Request for learning to be shared at safety briefings for 

2 weeks and to be discussed at care group meetings.

4

• Learning summary to be shared on Trust patient safety 
intranet page and summarised in the Trust patient 
safety newsletter.

•PSIIs will be uploaded in full on the patient safety 
intranet page.

5

• Learning summary will be shared at the following key 
meetings to disseminate learning:
• Safety and Assurance Group (SQAG)

• Quality Assurance Committee (QAC)

• Quality Street

• Ward meetings

• Care group meetings
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Appendix D PSI process map 
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Document Control Information 

This is a controlled document and should not be altered in any way without the express 
permission of the author or their representative. 
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Please note this document is only valid from the date approved below, and checks should 
be made that it is the most up to date version available. 

 
If printed, this document is only valid for the day of printing. 

This guidance has been registered with the Trust. The interpretation and application of 
guidance will remain the responsibility of the individual clinician. If in doubt contact a senior 
colleague or expert. Caution is advised when using clinical guidance after the review date, 
or outside of the Trust. 
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Directorate: Trust Wide 

Equality Impact: The guidance contained in this document is intended to be 
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The Mental Capacity Act 2005 

 
The Mental Capacity Act 2005 provides a statutory framework for people who lack 
capacity to make decisions for themselves, or who have capacity and want to make 
preparations for a time when they lack capacity in the future. 

 
It sets out who can take decisions, in which situations, and how they should go about this. 
It covers a wide range of decision making from health and welfare decisions to finance and 
property decisions. 

 
There is a legal duty placed upon all staff to apply the Mental Capacity Act 2005 in all 
circumstances where a person is required to consent to ‘acts in connection with care and 
treatment’ and where there is reason to doubt the person’s mental capacity to do so. 

 
Guidance can be accessed via Pages - Mental Capacity Act (torbayandsouthdevon.nhs.uk) 

 

 
Infection Control 

 
All staff will have access to Infection Control Policies and comply with the standards within 
them in the work place. All staff will attend Infection Control Training annually as part of 
their mandatory training programme. 

https://icon.torbayandsouthdevon.nhs.uk/areas/mental-capacity-act/Pages/default.aspx
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Please contact the Equalities team for guidance: 
For Devon CCG, please email d-ccg.equalityanddiversity@nhs.net & d-ccg.QEIA@nhs.net 

For Torbay and South Devon NHS Trusts, please call 01803 656676 or email pfd.sdhct@nhs.net 
This form should be published with the policy and a signed copy sent to your relevant organisation 

 
Consider any additional needs of carers/ parents/ advocates etc, in addition to the service user 
2 Travelers may not be registered with a GP - consider how they may access/ be aware of services available to them 
3 Consider any provisions for those with no fixed abode, particularly relating to impact on discharge 
4 Consider how someone will be aware of (or access) a service if socially or geographically isolated 
5 Language must be relevant and appropriate, for example referring to partners, not husbands or wives 
6 Consider both physical access to services and how information/ communication in available in an accessible format 
7 Example: a telephone-based service may discriminate against people who are d/Deaf. Whilst someone may be able to act on their 
behalf, this does not promote independence or autonomy 

mailto:d-ccg.equalityanddiversity@nhs.net
mailto:d-ccg.QEIA@nhs.net
mailto:pfd.sdhct@nhs.net
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Clinical and Non-Clinical Policies – Data Protection 
 

Torbay and South Devon NHS Foundation Trust (TSDFT) has a commitment to ensure 
that all policies and procedures developed act in accordance with all relevant data 
protection regulations and guidance. This policy has been designed with the EU General 
Data Protection Regulation (GDPR) and Data Protection Act 2018 (DPA 18) in mind, and 
therefore provides the reader with assurance of effective information governance practice. 

 
The UK data protection regime intends to strengthen and unify data protection for all 
persons; consequently, the rights of individuals have changed. It is assured that these 
rights have been considered throughout the development of this policy. Furthermore, data 
protection legislation requires that the Trust is open and transparent with its personal 
identifiable processing activities and this has a considerable effect on the way TSDFT 
holds, uses, and shares personal identifiable data. 

 
Does this policy impact on how personal data is used, stored, shared or processed in your 

department? Yes ☐ No ☐ 

If yes has been ticked above it is assured that you must complete a data mapping exercise 
and possibly a Data Protection Impact Assessment (DPIA). You can find more information 
on our GDPR page on ICON (intranet) 

 
For more information: 

• Contact the Data Access and Disclosure Office on dataprotection.tsdft@nhs.net, 

• See TSDFT’s Data Protection & Access Policy, 

• Visit our Data Protection site on the public internet. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

https://icon.torbayandsouthdevon.nhs.uk/areas/gdpr/Pages/default.aspx
mailto:dataprotection.tsdft@nhs.net
https://icon.torbayandsouthdevon.nhs.uk/areas/information-governance/Policies/TSDFT%20Policy%20Data%20Protection%20and%20Access.pdf
https://www.torbayandsouthdevon.nhs.uk/about-us/data-protection/
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	Purpose 
	This policy supports the requirements of the Patient Safety Incident Response Framework (PSIRF) and sets out Torbay and South Devon NHS Foundation Trust’s (hereafter referred to as ‘the Trust’) approach to developing and maintaining effective systems and processes for responding to patient safety incidents and issues for the purpose of learning and improving patient safety. This policy is based on   
	NHS England’s Patient Safety Incident Response Framework
	NHS England’s Patient Safety Incident Response Framework

	(PSIRF).
	(PSIRF).


	 
	The PSIRF advocates a co-ordinated and data-driven response to patient safety incidents. It embeds patient safety incident response within a wider system of improvement and prompts a significant cultural shift towards systematic patient safety management. 
	 
	A patient safety incident or event is any unintended or unexpected incident or event which could have, or did, lead to harm for one or more patient’s receiving healthcare, and can result in no harm or contribute to a fatal outcome. This policy requires all staff to take responsibility for reporting any incident or adverse event or near miss that they become aware of and review them as detailed within this policy. 
	The Trust acknowledges that adverse events usually reflect a breakdown in systems within the organisation and that people are trying to do their best to do their job safely and well. Experience shows that although staff actions may contribute to an adverse incident there are often underlying causes for these actions. Consequently, the Trust is committed to exploring how these system failures occurred and how they can be improved using a range of learning response tools. 
	 
	This policy supports development and maintenance of an effective patient safety incident response system that integrates the four key aims of the PSIRF: 
	 
	1.
	1.
	1.
	 compassionate engagement and involvement of those affected by patient safety incidents 

	2.
	2.
	 application of a range of system-based approaches to learning from patient safety incidents 

	3.
	3.
	 considered and proportionate responses to patient safety incidents and safety issues 

	4.
	4.
	 supportive oversight focused on strengthening response system functioning and improvement. 
	•
	•
	•
	 Being open and Duty of Candour Policy  
	Duty of Candour & being open policy
	Duty of Candour & being open policy



	•
	•
	 Incident reporting and management policy  
	Incident Reporting and Management policy
	Incident Reporting and Management policy



	•
	•
	 Patient Safety Incident Response Plan 

	•
	•
	 Freedom to speak up Guardians  
	Freedom To Speak Up Guardians
	Freedom To Speak Up Guardians



	•
	•
	 Feedback, complaints and patient advice and liaison policy   
	Feedback and complaints
	Feedback and complaints

	policy
	policy



	•
	•
	 Safeguarding adults- policy for protection of adults from harm  
	 safeguarding adults policy
	 safeguarding adults policy



	•
	•
	 Child protection policy  
	Child protection policy
	Child protection policy







	Scope 
	This policy is specific to patient safety incident responses conducted solely for the purpose of learning and improvement across all services, on all sites provided by the Trust. Related policy documents include: 
	 
	Responses under this policy follow a systems-based approach. This recognises that patient safety is an emergent property of the healthcare system: that is, safety is provided by interactions between components and not from a single component. Responses do not take a ‘person-focused’ approach where the actions or inactions of people, or ‘human error’, are stated as the cause of an incident. 
	 
	A patient safety incident is investigated or reviewed under this framework to understand the circumstances that led to it, for the purpose of system learning and improvement. There is no remit to apportion blame or determine liability, preventability or cause of death in a response conducted for the purpose of learning and improvement. Other processes, such as claims handling, human resources investigations into employment concerns, professional standards investigations, coronial inquests and criminal inves
	 
	Where there are legitimate concerns about individual and/or organisational accountability including criminal or civil proceedings, disciplinary procedures, employment law, or professional standards and organisational or professional regulators need to be involved, they must be informed, and their relevant protocols followed. Information from a patient safety response process can be shared with those leading other types of responses, but other processes should not influence the remit of a patient safety inci
	 
	This policy applies to all permanent and temporary staff employed, or those working under contract for services or under service level agreement, within the Trust. The policy also describes the arrangements for the management of incidents where more than one provider is involved. 
	 
	Glossary 
	 
	PSII – Patient Safety Incident Investigation, a comprehensive investigation process coordinated by a trained Patient Safety Incident Investigator. PSII’s replace the Serious Incident Investigation process that existed under the Serious Incident Framework (2015). 
	 
	PSIRF – Patient Safety Incident Response Framework, the new approach to responding to incidents resulting in patients sustaining harm whilst in our care.   
	NHS England » Patient Safety
	NHS England » Patient Safety

	Incident Response Framework
	Incident Response Framework


	 
	PSIRP – Patient Safety Incident Response Plan which details the Trust’s priorities for investigation 
	under PSIRF based on incident data over the past 5 years. 
	 
	Figure
	 
	Figure
	Roles and Responsibilities 
	 
	The Chief Executive is accountable and responsible to the Board for ensuring that resources, policies, and procedures are in place to guarantee the effective reporting, recording, investigation and treatment of incidents. In practice the Chief Executive may delegate the day-to-day responsibility for this to Executive Directors together with Care Group Directors or Department Heads. The Chief Executive has: 
	 
	•
	•
	•
	 Overall responsibility for ensuring the organisation has processes that support an appropriate response to patient safety incidents (including contribution to cross- system/multi-agency reviews and/or patient safety incident investigations (PSII) where required). 

	•
	•
	 Overall responsibility for ensuring the development of a patient safety reporting, learning and improvement system. 

	•
	•
	 Ensures that systems and processes are adequately resourced: funding, management time, equipment, and training. 

	•
	•
	 Appoints an Executive Lead for supporting and overseeing implementation of the PSIRF. 

	•
	•
	 Approves publication and ongoing review of the organisation’s patient safety incident 


	response plan (PSIRP). 
	•
	•
	•
	 Ensures that the PSIRF, patient safety incident reporting data, patient safety incident investigation data, findings, improvement plans, and progress are discussed at the Board’s Quality and Safety Committee. 

	•
	•
	 Ensures that the organisation complies with internal and external reporting/notification requirements. 

	•
	•
	 Acts as spokesperson in complex/high profile cases where the media/public is engaged. 


	 
	PSIRF Executive Lead (Executive Chief Nurse) – The PSIRF Executive Lead will support the responsibilities outlined below. The Lead will also provide direct leadership, advice, and support in complex/high profile cases, and liaise with external bodies as required. Specifically, it is the PSIRF Executive Lead’s responsibility to ensure: 
	 
	•
	•
	•
	 patient safety incident reporting and response data, learning response findings, safety actions, safety improvement plans, and progress are discussed at the Board or leadership team’s relevant sub-committee(s) such as Quality Assurance Committee 

	•
	•
	 roles, training, processes, accountabilities, and responsibilities of staff are in place to support an effective organisational response to incidents. 


	 
	The PSIRF Executive Lead should be responsible for reviewing PSII reports in line with the patient safety incident response standards and signing it off as finalised. They may be supported in this by relevant colleagues as appropriate. While a full report for submission to the Board/leadership team may not be produced for learning response methods other than PSII, PSIRF Executive Leads should monitor the quality of all response methods. A sampling approach may be best for this. 
	 
	Through delegated responsibility, the Associate Director of Quality and Patient Safety or their deputy will ensure the appropriate internal and external reporting is carried out and the 
	investigation commences in accordance with this policy and procedure. Jointly with the Medical Director, this post holds delegated responsibility from the Chief Executive for the sign off for PSII. The Associate Director of Quality and Patient Safety has overall operational responsibility for the central safety and governance team and for ensuring that the Trust remains compliant with local and national legislation, policy and guidance. They will provide operational responsibility for the implementation of 
	The Chief Medical Officer is responsible for ensuring that reporting and management of incidents including those involving doctors is undertaken in accordance with this policy. This role is supported by the Deputy Medical director and the Director of patient safety who will deputise for the Chief medical Officer when required. 
	 
	The Chief Nurse, Chief Medical Officer and Chief Operating Officer as triumvirate have a responsibility to prioritise patient safety. 
	 
	Board and Senior Leadership Team- the principal accountability of all providers of care is to patients and their families/carers. In their fulfilment of the Trust’s duty in this regard, the Board must ensure that an appropriate incident management system is in place for the reporting of incidents and monitoring of incident trends, including PSII’s and the recording of all Never Events in the annual reporting arrangements. The Board must ensure that the PSIRF is implemented from ‘ward to board’. Provider org
	 
	The Board takes responsibility for leading the development of a just and learning culture within the Organisation and for role modelling the behaviours required to achieve this. The Board will oversee the development, review and approval of the Organisation’s policy and plan for patient safety incident response, ensuring they meet the expectations set out in the patient safety incident response standards where relevant. The Board or leadership team must have access to relevant information about the Trust’s 
	 
	Non-Executive Director(s) are nominated to take a proactive interest in risk management and for seeking assurances on the implementation of this policy. Primarily this will be through membership and attendance at committee meetings and probity of reports on analysis of incidents at the Quality Assurance Committee. 
	 
	PSII Lead(s) - The agreed PSII’s will be undertaken by a dedicated PSII Lead (referred to as Learning Response Leads in the ) who will work with a small team of relevant operational and specialist staff identified for each case. Each PSII Lead is required to have completed at least two days’ formal training and skills development in learning from patient safety incidents and experience of patient safety incident response. PSII Leads will also have completed level 1 (essentials of patient safety) and level 2
	Patient Safety Incident Response Standards
	Patient Safety Incident Response Standards

	patient safety syllabus
	patient safety syllabus


	 
	Selected Senior Staff - Those Patient Safety Incidents that are identified as not requiring a full PSII level review will be reviewed using one of the alternative learning responses which are 
	available on the patient safety section of ICON and referenced in the PSIRP. These will be completed at service level, using a combination of operational staff from the clinical services, supported by other staff from specialist or corporate teams for example Health and Safety, Medicines Optimisation team, Maternity etc. 
	The PSIRF supporting guidance ’ and the ‘Patient safety incident response standards’, detail the expectations of the Trust and specifically the Board in relation to the PSIRF. All staff should be aware of these expectations and our responsibility as a healthcare provider to ensure continuous improvement of patient safety. 
	‘Oversight roles and responsibilities specification
	‘Oversight roles and responsibilities specification


	 
	Clinical Team Leaders, Professional Leads, Care Group Associate Directors of Nursing & Professional Practice and Associate Directors of Operations have a responsibility to: 
	•
	•
	•
	 Ensure incidents are reported and reviewed as per the incident review and management policy 

	•
	•
	 Investigate all reported incidents within their area at an appropriate level as per this policy 

	•
	•
	 Work collaboratively with the central safety and governance team in the investigation process 

	•
	•
	 Be aware of all reported patient safety incidents within their area of responsibility 

	•
	•
	 Feedback details of the action taken in response to investigation to the relevant team/s 

	•
	•
	 Develop, progress and monitor action plans and risk reduction measures resulting from the investigation of incidents 

	•
	•
	 Ensure all staff attend appropriate training or seek ad-hoc training as needed 

	•
	•
	 Inform the central safety and governance team if there are any changes to action plans or actions which cannot be readily achieved 

	•
	•
	 Provide support to all staff and patients involved in a patient safety incident and its investigation 

	•
	•
	 Undertake the Duty of Candour process as appropriate and document actions taken on DatixCloudIQ (DCIQ) in line with the Trusts Being Open and Duty of Candour Policy. 
	•
	•
	•
	 Participate in investigation oversight panels. 

	•
	•
	 Encourage patients, families and carers to play an active role in their safety. 

	•
	•
	 Contribute to safety recommendations following investigation, particularly around actions that address the needs of patients. 

	•
	•
	 Contribute to staff patient safety training as required. 





	Patient Safety Partners 
	The Patient Safety Partner (PSP) is a new and evolving role developed by NHS England / Improvement to help improve patient safety across the NHS. The Trust recognises the value of this role and is has recruited two volunteer PSP’s to be a voice for the patients and community who use our services and ensure that patient safety is at the forefront of all that we do. Our vision for the role is that PSP’s will offer support alongside our staff, patients, families/carers to influence and improve safety across ou
	 
	 
	Our patient safety culture 
	The Trust aims to create a restorative just and learning culture of openness, in which staff do not feel afraid of reporting adverse events or feel blamed when they are involved in an incident. In this way learning can take place and improvements made locally which can be shared across other services. The Trust will ensure that, apart from the exceptions below, incident reporting is not associated with blame or disciplinary action. 
	The Trust may only consider using disciplinary or legal action against individuals in untoward events when there is: 
	 
	•
	•
	•
	 Alleged gross or repeated misconduct, 

	•
	•
	 Alleged professional malpractice or criminal behaviour, 

	•
	•
	 An incident which results in a police investigation 


	 
	An anonymous just culture survey was undertaken, alongside facilitated staff focus groups, by the Freedom to Speak Up (FTSU) Lead, Improvement & Innovation Project Support Lead and the Associate Director for Education and Workforce Development. The survey showed that further work is needed to improve safety culture with approximately 50% of respondents fearing disciplinary action when involved in an incident. This is concerning and indicates that staff may be hesitant to raise an incident for fear of repris
	 
	To support the embedding of a restorative just and learning culture, members of the People Directorate and the Patient Safety Specialist attended Just Culture training at Merseycare, following which the Employee Relations (ER) team will be leading on a just culture steering group as well as having wider conversations to engage people across the Organisation. Key policies are being reviewed and reframed through a Just Culture lens in partnership with Staff Side and training and guidance will be developed for
	 
	The Trust is committed to promoting and improving the quality and safety of care and 
	treatment all patients receive, as well as preserving the safety of its staff, visitors, and others. To achieve this, it is important to support and embed a positive reporting culture throughout the Organisation to enable learning when things do not go as expected. A safety conscious Organisation is one which is receptive to adverse incidents so it can learn, develop, and change practice. We have embedded these principles into our procedures for the review of incidents. The new procedures and forums being i
	 
	In accordance with the Equality Act (2010) and the Francis Report (2013), this policy 
	will support the Trust to ensure that learning responses and investigations are reviewed with fairness and transparency ensuring that all staff, regardless of protected characteristics, are 
	supported and listened to when raising a concern or reporting an incident relating to the quality of care and patient safety. There are initiatives throughout the Trust to ensure that staff are listened to, including: 
	•
	•
	•
	 Monthly virtual Staff Briefing sessions with the Exec team 

	•
	•
	 Monthly FTSU listening events 

	•
	•
	 Annual NHS Staff Surveys 

	•
	•
	 People Pulse Quarterly Surveys 

	•
	•
	 WorkInConfidence anonymous platform 


	 
	We will utilise findings from our annual NHS Staff Survey to assess if we are sustaining improvement in realising a just learning culture, using the findings of the anonymous just culture survey as our baseline measurement. We will also revisit the just culture survey and facilitated focus groups in 12 – 18 months to monitor progress and improvements to safety culture. 
	 
	Addressing health inequalities 
	The Trust Patient Safety Incident Response Plan (PSIRP) has been informed by health inequality data for our local population and the challenges our population face are referenced in the plan. The Trust recognises that health inequalities and deprivation can shorten life expectancies and have a negative impact upon the health and wellbeing of our population. We are taking steps to reduce the negative impact of inequalities in health outcomes for our population and some of these initiatives are detailed in ou
	 
	Our priorities for patient safety incident investigation, in particular delayed access to elective or planned care will seek to learn if health inequalities have had an adverse impact on outcomes. The tools we use when reviewing patient safety incidents will prompt the reviewer to consider any impact that inequalities and access to healthcare may have had upon patient safety. 
	 
	We are working to improve our data collection to capture health inequalities including ethnicity to support a better understanding of issues related to local health inequalities and provide information that can be used to target interventions to improve care for these populations and measure their impact. 
	 
	We are committed to reducing the adverse impact of health inequalities for our population and will update our PSIRP as further information is gathered regarding the impact of health inequalities and how these factors impact the safety and wellbeing of our patients. 
	 
	Engaging and involving patients, families and staff following a patient safety incident 
	The PSIRF recognises that learning and improvement following a patient safety incident can only be achieved if supportive systems and processes are in place. It supports the development of an effective patient safety incident response system that prioritises compassionate engagement and involvement of those affected by patient safety incidents (including patients, families and staff). This involves working with those affected by patient safety incidents to understand and answer any questions they have in re
	Engaging and involving, patients, families and staff following a patient safety,
	Engaging and involving, patients, families and staff following a patient safety,

	incident’
	incident’


	 
	Figure
	Figure
	Patients, families and carers 
	The Trust is firmly committed to continuously improving the care and services we provide. We want to learn from any incident where care does not go as planned or expected by our patients, their families, or carers to prevent recurrence. We recognise and acknowledge the significant impact patient safety incidents can have on patients, their families, and carers. Getting involvement right with patients and families in how we respond to incidents is crucial, particularly to support improving the services we pr
	 
	All staff are encouraged to be transparent and open whenever there is a concern about care not being as planned or expected, or when a mistake has been made regardless of the level of harm involved. All staff follow the Trust’s Duty of candour (being open) policy. The Trust recognises that saying sorry is always the right thing to do. It is not an admission of liability. It acknowledges that something could have gone better and is the first step to learning from what happened and preventing it happening aga
	 
	Where it has been identified that an incident is suspected of causing moderate or severe harm, or death, then the Statutory Duty of Candour must be enacted by the Clinician responsible for the care of the patient. 
	 
	It is the responsibility of the Care Group to ensure all Duty of Candour requirements are met and that the accompanying evidence is uploaded to the relevant Datix records. 
	 
	The Patient Safety Specialist and Associate Director of Quality and Patient Safety will work with PSP’s to implement the NHS PSIRF policy outlining patient engagement for PSIIs and the ways in which patients are involved when other learning responses are more appropriate. 
	 
	Patients and families can contact the TSDFT Patient Advice and Liaison Service (PALS). This team is committed to improving the service we give to our patients. If the PALS team is unable to answer the questions raised, the team will provide advice in terms of organisations which can be approached to assist. We recognise that there might also be other forms of support that can help those affected by a patient safety incident and will work with patients, families, and carers to signpost to their preferred sou
	 
	Some other organisations, references and support systems are: 
	 
	•
	•
	•
	 
	 National guidance for Trusts working with bereaved families
	 National guidance for Trusts working with bereaved families



	•
	•
	 - explains what happens after a bereavement (including when a death is referred to a coroner) and how families and carers should comment on care received 
	 NHS England » Learning from deaths: Information for families
	 NHS England » Learning from deaths: Information for families




	practical support and guidance who have suffered loss in this way. 
	•
	•
	•
	 – this information has been developed by the London region independent investigation team in collaboration with the Metropolitan Police. It is recommended that, following a mental health homicide or attempted homicide, the principles of the duty of candour are extended beyond the family and carers of the person who died, to the family of the perpetrator and others who died, and to other surviving victims and their families. 
	 NHS England — London » Mental health homicide support
	 NHS England — London » Mental health homicide support



	•
	•
	 – The NHS Complaints Advocacy Service can help navigate the NHS complaints system, attend meetings and review information given during the complaints 
	 Complaints advocacy
	 Complaints advocacy



	•
	•
	 – An independent statutory body who can provide information to help make a complaint, including sample letters. You can find your local Healthwatch from the listing (arranged by council area) on the  
	 Healthwatch
	 Healthwatch

	Healthwatch site
	Healthwatch site



	•
	•
	 The  makes the final decisions on complaints patients, families and carers deem not to have been resolved fairly by the NHS in England, government departments and other public organisations. 
	Parliamentary and Health Service Ombudsman
	Parliamentary and Health Service Ombudsman



	•
	•
	 The  provides UK citizens with information about healthcare rights, including how to make a complaint about care received. 
	Citizens Advice Bureau
	Citizens Advice Bureau




	 
	These two websites offer support and practical guidance for those who have lost a child in infancy or at any age death support: 
	 
	•
	•
	•
	 
	  Child Bereavement UK
	  Child Bereavement UK



	•
	•
	 
	  The Lullaby Trust
	  The Lullaby Trust




	 
	 
	Supporting Staff 
	When things go wrong in healthcare, the staff who are involved can be impacted significantly. The Trust recognises the significant impact being involved in a patient safety incident can have on staff and that the emotions and stress involved can impact their health and ability to continue to work. Managers will be responsible for conducting wellbeing checks with staff affected. The Trust are committed to ensuring that staff receive the support they need to positively contribute to the review of the incident
	 
	There is a range of support and information available: 
	•
	•
	•
	 The Trust Employee Assistance Programme (EAP) 

	•
	•
	 Workplace Health and Safety 

	•
	•
	 Wellbeing Team 

	•
	•
	 Mental Health First Aiders and Wellbeing Buddies 

	•
	•
	 Schwartz Rounds – these sessions are themed and provide a structured forum and safe space for staff to come together to discuss the emotional and social impact of working in healthcare. 

	•
	•
	 Freedom To Speak Up Guardian - a confidential service for staff if they have 


	concerns about the organisation’s response to a patient safety incident. 
	Incident Investigation 
	•
	•
	•
	 Professional Nurse/Midwifery Advocates 

	•
	•
	 Staff Side or union support 


	The Patient Safety Team will advise and signpost staff involved in patient safety incidents to the most appropriate information about the patient safety incident review process and further support functions. All staff with knowledge of the safety events being reviewed are encouraged to actively participate in any learning response. This may be through submitting written information, joining an After Action Review or debrief meeting as part of a learning response or a one-to-one conversation with the Patient
	 
	All contact with staff will involve the collection of their account of the events and their views and opinions on how systems can be improved. The individual leading the review will agree with staff the timescales for feedback on progress and findings in accordance with the type of review method being utilised. 
	 
	Patient safety incident response planning 
	PSIRF supports organisations to respond to incidents and safety issues in a way that maximises learning and improvement, rather than basing responses on arbitrary and subjective definitions of harm. Beyond nationally set requirements, organisations can explore patient safety incidents relevant to their context and the populations they serve rather than only those that meet a certain defined threshold. Additional information on the Trust’s plan for this can be found in the Patient Safety Incident Response Pl
	Resources and training to support patient safety incident response 
	The Associate Director of Quality and Patient Safety and the Patient Safety Specialist will lead the transition to PSIRF. Clinical Governance Co-ordinators are based in each Care Group and will provide support for clinical staff, working with subject matter experts to facilitate learning responses. 
	 
	All systems-based Patient Safety Incident Investigations will be carried out by a staff member who has been trained in line with the national requirements for PSII including specific training in systems-based investigation methodology such as Systems Engineering Initiative for Patient Safety (SEIPS). 
	 
	Other learning responses will be coordinated by the Care Groups supported by Clinical Governance Co-ordinators and the central Patient Safety team. Training and support will be provided for staff in the following techniques (this list is not exhaustive), After Action Review (AAR), hot debriefs, thematic analysis, case reviews, structured judgement reviews and multi- disciplinary team (MDT) meetings. Training and coaching in other learning responses can be accessed via the Patient Safety Team. 
	 
	The PSIRF standards require specific training to be provided to those involved in PSIRF activities including investigation, management and oversight. This is summarised below in Table 1. 
	 
	To support these requirements, a series of training workshops have been delivered by accredited external providers. This consisted of an in-person, 4-day Patient Safety Incident Investigation workshop designed to meet the standards and competencies set out in the NHS PSIRF standards. This interactive training provided an understanding of systems-thinking and a practical understanding of the methodology and tools available to undertake and lead a systems- based patient safety incident investigation (PSII). 
	 
	24 staff from across the Trust have completed a 1-day systems-based investigation course for those supporting PSII leads in conducting proportionate investigation following a patient safety incident. An additional 20 staff attended training in alternative approaches to patient safety reviews under PSIRF in January 2024. 
	 
	A 1-day bespoke course to meet PSIRF requirements for those in oversight roles has been commissioned and will be delivered in March 2024. This will include review of the PSIRF and an overview of systems-thinking and investigation principles for a proportionate response to a safety incident, the requirements for a shift from compliance to performance-based oversight and an understanding of PSIRP’s. 
	 
	There will be continuous review of the need for further development and training for those staff 
	who are involved in leading or supporting full PSII’s or local learning responses. 
	 
	 
	 
	 
	 
	 
	Topic 

	 
	 
	Minimum Duration 

	 
	 
	Content 

	Learning Response Leads 
	Learning Response Leads 

	Staff in PSIRF 
	Staff in PSIRF 
	Oversight 
	Roles 

	 
	 
	All Staff 

	Patient Safety Specialist 
	Patient Safety Specialist 



	Systems approach to learning from patient safety Incidents 
	Systems approach to learning from patient safety Incidents 
	Systems approach to learning from patient safety Incidents 
	Systems approach to learning from patient safety Incidents 

	2 days/12 hours 
	2 days/12 hours 

	•
	•
	•
	•
	 I ntroduction to complex systems, 


	systems thinking and human factors 
	•
	•
	•
	 Learning response methods: including interviewing and asking questions, capturing work as done, data synthesis, report writing, debriefs and after-action reviews 

	•
	•
	 Safety action development, 


	measurement, and monitoring 

	 
	 
	 
	 
	 
	✓ 

	 
	 
	 
	 
	 
	✓ 

	 
	 

	 
	 


	Oversight of learning from patient safety incidents 
	Oversight of learning from patient safety incidents 
	Oversight of learning from patient safety incidents 

	1 day/6 hours 
	1 day/6 hours 

	•
	•
	•
	•
	 NHS PSIRF and associated 


	documents 
	•
	•
	•
	 Effective oversight and supporting 


	processes 
	•
	•
	•
	 Maintaining an open, transparent 


	and improvement focused culture 
	•
	•
	•
	 PSII commissioning and planning 



	 
	 

	 
	 
	 
	 
	✓ 

	 
	 

	 
	 
	 
	 
	✓ 


	Involving those affected by patient safety incidents in the learning process 
	Involving those affected by patient safety incidents in the learning process 
	Involving those affected by patient safety incidents in the learning process 

	1 day/6 hours 
	1 day/6 hours 

	•
	•
	•
	•
	 Duty of Candour 

	•
	•
	 Just culture 

	•
	•
	 Being open and apologising 

	•
	•
	 Effective communication 

	•
	•
	 Effective involvement 

	•
	•
	 Sharing findings 

	•
	•
	 Signposting and support 



	 
	 
	 
	 
	✓ 

	 
	 
	 
	 
	✓ 

	 
	 

	 
	 
	 
	 
	✓ 


	Patient safety syllabus level 1: Essentials for patient safety 
	Patient safety syllabus level 1: Essentials for patient safety 
	Patient safety syllabus level 1: Essentials for patient safety 

	e-Learning 
	e-Learning 

	•
	•
	•
	•
	 Listening to patients and raising 


	concerns 
	•
	•
	•
	 The systems approach to safety: improving the way we work, rather than the performance of individual members of staff 

	•
	•
	 Avoiding inappropriate blame when things don’t go well 

	•
	•
	 Creating a just culture that 


	prioritises safety and is open to learning about risk and safety 

	 
	 
	 
	 
	 
	 
	✓ 

	 
	 
	 
	 
	 
	 
	✓ 

	 
	 
	 
	 
	 
	 
	✓ 

	 
	 
	 
	 
	 
	 
	✓ 


	Patient safety syllabus level 2: Access to practice 
	Patient safety syllabus level 2: Access to practice 
	Patient safety syllabus level 2: Access to practice 

	e-Learning 
	e-Learning 

	•
	•
	•
	•
	 I ntroduction to systems thinking and 


	risk expertise 
	•
	•
	•
	 Human factors 

	•
	•
	 Safety culture 



	 
	 
	✓ 

	 
	 
	✓ 

	 
	 

	 
	 
	✓ 


	Levels 3 & 4 Patient Safety training 
	Levels 3 & 4 Patient Safety training 
	Levels 3 & 4 Patient Safety training 

	e-learning and face to face- 100 hours 
	e-learning and face to face- 100 hours 

	•
	•
	•
	•
	 I ntroduction to systems thinking and 


	risk expertise 
	•
	•
	•
	 Human factors 

	•
	•
	 Safety culture 

	•
	•
	 Essential for Patient safety 


	specialists (PSS) 

	 
	 

	 
	 
	 
	✓ 

	 
	 

	 
	 
	 
	✓ 


	Continuing professional development (CPD) 
	Continuing professional development (CPD) 
	Continuing professional development (CPD) 

	At least annually 
	At least annually 

	•
	•
	•
	•
	 To stay up to date with best practice (e.g. through conferences, webinars, etc) 

	•
	•
	 Contribute to a minimum of two 


	learning responses 

	 
	 
	 
	✓ 

	 
	 
	 
	✓ 

	 
	 

	 
	 
	 
	✓ 




	 
	In addition, all staff will be supported in their continuous development through the implementation of our integrated quality education strategic framework, which will deliver a more dynamic syllabus of learning and education to improve quality and patient safety. 
	Figure 1: Integrated Quality Education Framework elements 
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	Figure
	•
	•
	•
	 Bringing together all of the 


	 ey elements that underpin the quality 
	education strategic framework 
	•
	•
	•
	 In order for us to deliver the PSIRF project we must succeed in enabling our workforce to 
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	Figure
	Our patient safety incident response plan (PSIRP) 
	 
	Our PSIRP sets out how the Trust intends to respond to patient safety incidents over a period of 12 to 18 months. It has been developed using the last 5 years’ worth of incident, serious incident, never event, mortality and complaint data together with the Trust claims profile to identify our highest safety risks to focus on as priorities for systems-based investigation. The plan was also informed by our just culture survey and concerns shared by our Freedom to Speak Up (FTSU) Lead Guardian. 
	 
	The plan is not a permanent set of rules and can be adapted when new information or data is available. We will remain flexible and consider the specific circumstances in which each patient safety incident occurred and the needs of those affected, alongside the plan. Our PSIRP, which is available to the public via our website is also available on the Trust intranet . 
	here
	here


	 
	The priorities identified for the current PSIRP are: 
	 
	1.
	1.
	1.
	 Delayed access to elective/planned care 

	2.
	2.
	 Delays across our Urgent and Emergency Care pathway related to frailty/the elderly 

	3.
	3.
	 Patient harm or near miss related to diagnostic tests and testing 


	 
	 
	Reviewing our patient safety incident response policy and plan 
	 
	Our PSIRP is a ‘living document’ that will be appropriately amended and updated as we use it to respond to patient safety incidents. Following the transition to PSIRF we recognise that the required cultural and process shift to PSIRF will take time to embed. We plan to review our PSIRF plan (PSIRP) in the autumn of 2025 to allow time for PSIRF to embed and following the PSIRF maturity matrix assessment in August 2025. 
	 
	Any updates to the PSIRP will be published on our website, replacing the previous version. We will meet quarterly with the ICB to discuss trends across the areas we have looked at to inform our initial Patient Safety Profile. 
	 
	This PSIRF policy will be reviewed every three years as set out in the policy for the development and implementation of procedural documents. It is supported by the Incident Reporting and Management Policy which describes the processes for reporting, investigating and learning from incidents. 
	 
	A rigorous planning exercise will be undertaken every four years, or more frequently if appropriate (as agreed with our Integrated Care Board) to ensure efforts continue to be balanced between learning and improvement. This more in-depth review will include reviewing our response capacity, mapping our services, a wide review of organisational data (for example, PSII reports, improvement plans, complaints, claims, staff survey results, inequalities data, and reporting data) and wider stakeholder engagement i
	 
	Figure
	Figure
	Responding to patient safety incidents 
	Patient safety incident reporting arrangements (see also Incident Review and Management Policy) 
	 
	There are several mechanisms in place within the Trust to allow staff, patients, and the public to record patient safety incidents. These include: 
	 
	•
	•
	•
	 All members of staff have access to the Trust incident management system, DCIQ. Any member of staff who is aware of or involved in an incident must ensure that it is documented using the online Trust Datix (DCIQ) form. 

	•
	•
	 Clinical staff must record in the patient’s health record that there has been an error and any ill effects noted; this includes hospital acquired infections. The patient’s doctor should be informed and should review any patient that may have been harmed from the incident e.g., incidents involving medication or patients falling with or without apparent injury. The results of any examination or investigations must be fully documented in the patient’s healthcare record and on the incident form. 


	The incident form must record as much factual information (not opinion) about the incident as possible. Exact times, full names of the people involved, and serial numbers of any equipment are required to be completed in the relevant section of the incident form. As a minimum, all mandatory fields marked by a red asterisk on the online DCIQ form must be completed. 
	These include: 
	 
	•
	•
	•
	 Nature of incident is (e.g., actual event or near miss - wrong drug given, delay in patient receiving treatment). 

	•
	•
	 what happened (severity of actual or potential harm, people and equipment involved). 

	•
	•
	 who was affected by the incident (patient’s name, NHS number, date of birth, etc.) 
	o
	o
	o
	 If the person affected is a staff member it is not necessary to include details of their home address or date of birth etc. 




	•
	•
	 person reporting the incident. 

	•
	•
	 where did it happen (location/speciality). 

	•
	•
	 when did it happen (date and time). 

	•
	•
	 how did it happen (immediate or proximal causes). 

	•
	•
	 what action was taken or proposed (managers actions - immediate and longer term). 


	Any documents capturing a staff members recollection of events provided should be legible, signed, dated and timed and must be attached to the DCIQ system. 
	•
	•
	•
	 Where urgent action is indicated out of hours, the Site Manager should be informed who may need to escalate to the manager on-call. 

	•
	•
	 Where the incident involves a patient or visitor, a member of staff will complete the online incident form. 
	•
	•
	•
	 Where an incident involves a visitor or a member of staff, the online DCIQ report form will 





	be completed and identifying the type of incident as ‘Patient, Public/Contractor/Visitor, 
	 
	Figure
	Figure
	Staff, Trust, or Other – no actual or potential harm to patients/staff.’ These incidents are reviewed daily by the Health and Safety Advisor and where necessary are reported under Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR). 
	Indicative levels of harm assigned are assigned based on the Learning from Patient Safety Events (LFPSE) levels of harm guidance. 
	 
	Patient safety incident response decision-making 
	 
	A patient safety incident is defined as an incident in which a person in receipt of our care (either presently or previously) sustains harm or had the potential to sustain harm (a near miss). 
	 
	Incidents occurring across the Trust are reported by staff through the DCIQ governance risk and compliance system. The line manager is required to review the incident and provide additional information to allow the appropriate learning response to be identified. The central patient safety team reviews all Trust incident reports daily and incidents of moderate or above harm are subsequently reviewed at the weekly Executive Incident Review Meeting (EIRM). 
	 
	The EIRM is attended by the Medical Director, CNO and/or Deputies, Director of Patient Safety, Associate Director of Patient Safety and Quality and the Patient Safety Specialist. 
	 
	Patient safety incidents will be reviewed in depth at EIRM against the Patient Safety Incident Response Plan (PSIRP) and allocated to one of the following learning response pathways: 
	 
	The relevant clinical teams will be informed of the outcome of the EIRM and provided the appropriate support to complete the incident response learning pathway. Emergent themes and trends from EIRM reports will be collated and raised at the corresponding Trust committee and data used to inform future revisions of the PSIRP. 
	 
	Further information on the learning response pathway can be found in  - ‘Proportionate Response to Patient Safety Incidents Flowchart.’ 
	Appendix 1
	Appendix 1


	 
	Figure
	Figure
	Responding to cross-system incidents/issues 
	The aim of the PSIRF is to create a safety system where learning responses are managed as locally as possible to facilitate the involvement of those affected by the event and those responsible for delivery of the service. Where more than one service or provider is involved, the Trust may seek to initiate a system response to maximise learning across pathways. 
	 
	Where a patient safety incident is identified by the Patient Safety team as requiring a coordinated multi agency response, a member of the Trust Patient Safety team will contact the ICB to advise of the incident and to request support to engage other services. Initial scoping with the ICB and partners will agree the role and responsibilities of the different agencies involved, including who should undertake the responsibility of lead agency for the purposes of family and staff liaison. 
	 
	Where more than one organisation is involved, terms of reference will be agreed jointly involving the family. Factual accuracy will be undertaken by each organisation involved to ensure accuracy prior to sharing with the patient and family. Learning will be disseminated to each organisation and via the ICB patient safety network and a plan will be agreed to monitor the application of cross system recommendations. 
	 
	Where there are instances involving agencies which the Trust sub-contracts to, the agencies are required to support the Trust investigations in accordance with contracts. Where there are issues with engagement, this should be escalated to the Patient Safety Team who will agree the most appropriate course of action. 
	 
	Figure 2: Multi-agency process for patient safety incident investigation/review 
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	Figure
	 
	Figure
	 
	Nationally Defined PSII Priorities for External Investigation 
	There are seven national priorities that will be referred outside of the Trust to other bodies, teams or organisation for review in line with PSIRF guidance. These are: 
	1.
	1.
	1.
	 Maternity and Neonatal Incidents: 


	Incidents which meet the ‘Each Baby Counts’ and maternal deaths criteria detailed referred to the Healthcare Safety Investigation Branch (HSIB) for investigation () 
	https://www.hsib.org.uk/maternity/
	https://www.hsib.org.uk/maternity/


	 
	All cases of severe brain injury (in line with the criteria used by the Each Baby Counts programme) must also be referred to NHS Resolution’s Early Notification Scheme. All perinatal and maternal deaths must be referred to MBRRACE. 
	 
	2.
	2.
	2.
	 Mental Health-Related Homicides 


	 
	Homicides by persons in receipt of mental health services or within six months of their discharge must be discussed with the relevant NHS England and NHS Improvement regional independent investigation team (RIIT) 
	 
	3.
	3.
	3.
	 Child deaths 


	 
	(Child death review statutory and operational guidance) Incidents must be referred to child death panels for investigation. 
	 
	4.
	4.
	4.
	 Deaths of Persons with Learning Disabilities or Autism 


	 
	Incidents must be reported and reviewed in line with the Learning Disabilities Mortality Review (LeDeR) programme. 
	 
	5.
	5.
	5.
	 Safeguarding Incidents 


	 
	Incidents will be reported through RMS and triaged by the Safeguarding Team, in liaison with the Local Authority. Safeguarding investigations will continue to follow the Section 42 enquiry process (Care Act 2014). 
	 
	6.
	6.
	6.
	 Incidents in Screening Programmes 


	 
	Incidents that must be reported to Public Health England (PHE), possibly for in the first instance for advice on reporting will be investigated by the PHE’s Regional Screening Quality Assurance Service (SQAS) and commissioners of the service. 
	7.
	7.
	7.
	 Deaths of patients in custody 


	 
	These include incident in prison or on probation where healthcare is/was NHS funded and delivered through an NHS contract. Incidents must be reported to the Prison and Probation Ombudsman (PPO), and services required to be registered by the Care Quality Commission (CQC) must also notify CQC of the death. Organisations should contribute to PPO investigations when approached. 
	 
	 
	Nationally Defined PSII requiring Local Investigation 
	Nationally defined incidents for local PSII are set by the PSIRF and other national initiatives for the period 2020 to 2021. 
	 
	1.
	1.
	1.
	 Never Events 


	 
	Incidents that meet the criteria set in the  
	Never Events list 2018 (updated February 2021)
	Never Events list 2018 (updated February 2021)


	 
	2.
	2.
	2.
	 Learning from Deaths 
	•
	•
	•
	 Deaths of persons with mental illness whose care required case record review as per the Royal College of Psychiatrist’s mortality review tool and which have been determined by case record review to be more likely than not due to problems in care. 

	•
	•
	 Deaths of persons with learning disabilities or autism where there is reason to believe that the death could have been contributed to by one or more patient safety incidents/problems in the healthcare provided by the NHS. In these circumstances a PSII must be conducted in addition to the LeDeR review. 

	•
	•
	 Deaths of patients in custody, in prison or on probation where there is reason to believe that the death could have been contributed to by one or more patient safety incidents/problems in the healthcare provided by the NHS. 





	 
	Incidents that meet the ‘Learning from Deaths’ criteria; that is, deaths clinically assessed as more likely than not due to problems in care, using a recognised method of case note review conducted by a clinical specialist not involved in the patient’s care, and conducted either as part of a local Learning from Death plan, or following reported concerns about care or service delivery. Further, specific examples of deaths where a PSII must take place include: 
	 
	 
	 
	Timeframes for learning responses 
	Where a PSII for learning is indicated, the investigation must be started as soon as possible after the patient safety incident is identified. We will aim to allocate the investigation to the designated lead within 1 week of the identification of the incident as a PSII i.e. it is one of the agreed priorities. 
	PSIIs should ordinarily be completed within one to three months of their start date. No local PSII should take longer than six months. In exceptional circumstances, a longer timeframe may be required for completion of the PSII. In this case, any extended timeframe should be agreed between the Trust and the patient/family/carer. 
	A balance will be drawn between conducting a thorough PSII, the impact that extended timescales can have on those involved in the incident, and the risk that delayed findings may adversely affect safety or require further checks to ensure they remain relevant. Where the processes of external bodies delay access to some information for longer than six months, a completed PSII can be reviewed to determine whether new information indicates the need for further investigative activity. Please see Table 2 below. 
	 
	PSII review and sign off (please see PSII process map appendix  
	When completed, all draft PSII reports will be reviewed at the Patient Safety Incident Review Group (IRG) for discussion and agreement of the safety recommendations. The PSIRG members will consider the quality and content of the PSII or safety review including the inclusion of systemic factors and to ensure that a restorative just and learning culture approach is evident. Identified areas for learning and improvement will be considered to ensure gaps in safety are addressed. 
	 
	The ICB will be represented at this group to enable them to have oversight of the insight gained and the safety recommendations made to identify learning or recommendations that may have Integrated Care Board / System consideration or impact. A PSP will also be represented at IRG to ensure that the patient, family or carer have been engaged with meaningfully and to contribute to safety recommendations following investigation, particularly around actions that address the needs of patients. 
	 
	The IRG members will support and highlight the identification of emerging themes for consideration in the Trust PSIRP. Once reviewed and agreed by IRG, the PSII’s or learning response will be submitted to the Patient Safety Group (PSG) for final approval and Board level sign off (Appendix B – Patient safety governance structure). 
	 
	Activity 
	Activity 
	Activity 
	Activity 
	Activity 

	Timescale 
	Timescale 

	Detail 
	Detail 



	Incident reporting 
	Incident reporting 
	Incident reporting 
	Incident reporting 

	As soon as possible following incident occurring – maximum within the same working day 
	As soon as possible following incident occurring – maximum within the same working day 

	It is vital to ensure a rapid incident report so that all relevant detail can be entered, and key facts are not lost. 
	It is vital to ensure a rapid incident report so that all relevant detail can be entered, and key facts are not lost. 


	Care group triage of incident 
	Care group triage of incident 
	Care group triage of incident 

	Within 24 hours of incident being reported (72 hours if following a weekend). 
	Within 24 hours of incident being reported (72 hours if following a weekend). 

	To ensure that 
	To ensure that 
	immediate safety actions can be taken to mitigate risk to patients, staff and the public. Agree most appropriate incident management 
	pathway used and where relevant a proportionate learning response 


	Closure of low and no harm incidents 
	Closure of low and no harm incidents 
	Closure of low and no harm incidents 

	Within 20 working days 
	Within 20 working days 

	Evidence of action by departmental teams to validate facts, action and maintain patient, staff and public safety 
	Evidence of action by departmental teams to validate facts, action and maintain patient, staff and public safety 


	Information gathering for potential PSII or PSR 
	Information gathering for potential PSII or PSR 
	Information gathering for potential PSII or PSR 

	Within 5 working days following incident being reported 
	Within 5 working days following incident being reported 

	To ensure that an initial review is undertaken by the team and that immediate actions have been taken to minimise risk to patient safety 
	To ensure that an initial review is undertaken by the team and that immediate actions have been taken to minimise risk to patient safety 


	Patient Safety Review tool (PSR) 
	Patient Safety Review tool (PSR) 
	Patient Safety Review tool (PSR) 

	Complete review using agreed learning response method and provide approved report within 30 working days 
	Complete review using agreed learning response method and provide approved report within 30 working days 

	To provide the Trust of assurance that a thorough review has taken place and actions have been taken to minimise risk to patient safety 
	To provide the Trust of assurance that a thorough review has taken place and actions have been taken to minimise risk to patient safety 


	Actions agreed to be completed following PSR 
	Actions agreed to be completed following PSR 
	Actions agreed to be completed following PSR 

	All evidence for each action within 60 working days of completion and approval of report. 
	All evidence for each action within 60 working days of completion and approval of report. 

	To ensure that all actions have been undertaken to provide assurance to patients, relatives and Trust Board that areas have improved practice and quality of care to maintain patient safety. 
	To ensure that all actions have been undertaken to provide assurance to patients, relatives and Trust Board that areas have improved practice and quality of care to maintain patient safety. 


	Patient Safety Incident Investigation (PSII) 
	Patient Safety Incident Investigation (PSII) 
	Patient Safety Incident Investigation (PSII) 

	Complete investigation and provide approved report within 3 months and no longer than 6 months 
	Complete investigation and provide approved report within 3 months and no longer than 6 months 

	Nationally agreed in alignment with PSIRF, timescales to be agreed with patient/family. 
	Nationally agreed in alignment with PSIRF, timescales to be agreed with patient/family. 
	Safety recommendations will inform new or ongoing Quality Improvement or Transformation programmes and will be monitored via these established governance routes. 




	The Trust has a number of ways to ensure that learning from safety reviews, including learning from excellence, is shared across the Organisation to support safety improvements. The Patient Safety Specialist and central team, supported by the Trust Communications team, will facilitate cascade of relevant content across the organisation through a range of media including safety bulletins, social media streams, videos and podcasts. Staff are currently asked to report examples of what went well to ensure learn
	Monitoring through Clinical Audit should be undertaken when improvement plans are complete to ensure that changes are embedded and continue to deliver the desired outcomes. When changes have led to measurable improvements then these will be shared, adapted and adopted with other areas of the Organisation and peer Organisations via the Patient Safety Specialist to the ICB Patient Safety Specialist Network and/or System Quality Group. 
	 
	Evaluating and monitoring outcomes of PSIIs and Safety Reviews 
	Each of the care groups and agreed Trust Quality Improvement Programmes will receive the learning and recommendations from PSII’s and local reviews to inform the improvement work as well as evidence improvement and impact learning. Close working between the Patient Safety team and Improvement & Innovation Team is central to this plan to ensure that data and learning is used to inform and align with Quality Improvement projects. Large scale improvement projects are underway in relation to elective and emerge
	Robust findings from PSIIs and reviews provide key insights and learning opportunities, but they are not the end of the story. Findings must be translated into effective improvement design and implementation. This work can often require a different set of skills from those required to gain effective insight or learning from patient safety reviews and PSIIs. 
	The following mechanisms are used to develop and support improvements following PSIIs: 
	•
	•
	•
	 The Trust uses a stepped Quality Improvement methodology as the way we do business across the Trust, constantly evaluating our work processes and making changes to improve services for patients and the working environment for staff. 

	•
	•
	 Our processes for improvement are described in our Building Capability Framework and our uality and Patient Safety Strategy. The recommendations from PSII’s and other reviews will flow through these processes linking them in directly to the Trusts Quality Improvement and Transformation work. 


	Projects will follow Quality Improvement methodology, supported by members of the Improvement & Innovation team, to ensure consistency and careful monitoring of outcome, process and balancing measures. Work should only be shared once it has been monitored and demonstrated that it can be successfully and sustainably adopted, and that the changes have measurably reduced risk of repeat incidents. Improvement plans will be shared with the relevant 
	teams to enable delivery of actions, monitoring and evaluation of improvement outcomes. Clinical/operational project leads, supported by the Improvement & Innovation team, will provide update reports on progress to the Quality Assurance Committee. 
	Reports to the Quality Assurance Committee will be bi-monthly and will include aggregated data on: 
	•
	•
	•
	 patient safety incident reporting 

	•
	•
	 audit and review findings 

	•
	•
	 findings from PSIIs 

	•
	•
	 progress against the PSIRP 

	•
	•
	 results from monitoring of quality and safety improvement plans from an implementation and efficacy point of view 

	•
	•
	 results of surveys and/or feedback from patients/families/carers on their experiences of the organisation’s response to patient safety incidents will be reported and disseminated via the feedback and engagement group. 

	•
	•
	 results of surveys and/or feedback from staff on their experiences of the organisation’s response to patient safety incidents will be reported and disseminated via the feedback and engagement group 


	Safety improvement plans 
	It is an ambition of the Trust that once the transition to PSIRF has been completed, the Trust will develop an Organisational safety improvement plan, the oversight of which will sit with Patient Safety Group. The safety improvement plan will reference and incorporate existing safety improvement work and will also review output from learning responses to single incidents when it is felt that there is sufficient understanding of the underlying, interlinked system issues. The Organisational safety improvement
	Complaints and appeals 
	The Trust fully upholds the NHS Constitution, aspiring to put the patient at the heart of everything it does. Any concerns or complaints raised about a service provided by the Trust will be taken seriously and will be managed in a way that reflects the Trusts’ values. If following completion of a patient safety incident response there are concerns that a service user, family member or carer wished to raise, we would welcome the opportunity to review and discuss these. If, however we are unable to resolve th
	 
	Local and national arrangements for complaints and appeals relating to the organisation’s response to patient safety incidents are available via the Trust’s Patient Advice and Liaison Service. The Trust fully upholds the NHS Constitution, aspiring to put the patient at the heart of everything it does. Any concerns or complaints raised about a service provided by the Trust will be taken seriously and will be managed in a way that reflects the Trusts’ values. 
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	Appendix A – Proportionate Response to Patient Safety Incidents Flowchart 
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	Appendix B – TSDFT Patient safety governance structure (DRAFT) 
	 
	PSII sign off is via IRG and SAE (SAE will be replaced by Patient Safety Group April 2024) 
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	Appendix C 
	 
	Sharing learning process TSDFT 
	Shared learning groups include, but is not limited to, all matrons, Associate Director of Operations (ADO), Associate Director of Nursing and Professional Practice (ADNPP), Allied Health Professionals (AHP), Clinical Governance Coordinators (CGC) and medical clinical governance leads 
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	Appendix D PSI process map 
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	The Mental Capacity Act 2005 
	 
	The Mental Capacity Act 2005 provides a statutory framework for people who lack capacity to make decisions for themselves, or who have capacity and want to make preparations for a time when they lack capacity in the future. 
	 
	It sets out who can take decisions, in which situations, and how they should go about this. It covers a wide range of decision making from health and welfare decisions to finance and property decisions. 
	 
	There is a legal duty placed upon all staff to apply the Mental Capacity Act 2005 in all circumstances where a person is required to consent to ‘acts in connection with care and treatment’ and where there is reason to doubt the person’s mental capacity to do so. 
	 
	Guidance can be accessed via  
	Pages - Mental Capacity Act (torbayandsouthdevon.nhs.uk)
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	All staff will have access to Infection Control Policies and comply with the standards within them in the work place. All staff will attend Infection Control Training annually as part of their mandatory training programme. 
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	Clinical and Non-Clinical Policies – Data Protection 
	 
	Torbay and South Devon NHS Foundation Trust (TSDFT) has a commitment to ensure that all policies and procedures developed act in accordance with all relevant data protection regulations and guidance. This policy has been designed with the EU General Data Protection Regulation (GDPR) and Data Protection Act 2018 (DPA 18) in mind, and therefore provides the reader with assurance of effective information governance practice. 
	 
	The UK data protection regime intends to strengthen and unify data protection for all persons; consequently, the rights of individuals have changed. It is assured that these rights have been considered throughout the development of this policy. Furthermore, data protection legislation requires that the Trust is open and transparent with its personal identifiable processing activities and this has a considerable effect on the way TSDFT holds, uses, and shares personal identifiable data. 
	 
	Does this policy impact on how personal data is used, stored, shared or processed in your department? Yes ☐ No ☐ 
	If yes has been ticked above it is assured that you must complete a data mapping exercise and possibly a Data Protection Impact Assessment (DPIA). You can find more information on our  page on ICON (intranet) 
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	 See TSDFT’s , 
	Data Protection & Access Policy
	Data Protection & Access Policy
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	 Visit our  site on the public internet. 
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