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1.  Introduction  

  

1.1 This policy is intended for use across all this is my: Healthcare Sites. 
  

This is my: Healthcare follows the NHS’s safety vision is to ‘continuously improve 

patient safety’, building on two foundations: patient safety culture and a patient 

safety system.  The National Patient Safety Strategy describes three strategic aims 

to support the development of both foundations:  

  

a. Improving understanding of safety by drawing intelligence from multiple sources 

of patient safety information (insight)  

b. Equipping patients, staff and partners with the skills and opportunities to improve 

patient safety throughout the whole system (involvement)  

c. Designing and supporting programs that deliver effective and sustainable change 

in the most important areas (improvement)  

  

This policy has been written to support a change in the way we manage safety, 

giving equal attention to the many areas of clinical work that go right as well as 

ensuring that when patient safety is compromised, we respond effectively.  

  

The policy outlines the process for identifying, reporting, managing, investigating, 

and learning from patient safety events.   
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  This is my: Healthcare is committed to making patient safety its priority and will 

adhere to the principles of Duty of Candour in line with the NHS’s Being Open, Duty 

of Candour policy and will co-operate and support the investigation of cross 

organisation safety events.    

  

  

2.  Purpose  

  

2.1  This policy supports the requirements of the PSIRF as per the NHS standard 

contract and sets out this is my: Healthcare’s approach to developing and 

maintaining effective systems and processes for responding to patient safety events 

and issues for the purpose of learning and improving patient safety.   

  

The PSIRF advocates a co-ordinated and data-driven response to patient safety 

events. It embeds patient safety event responses within a wider system of 

improvement and prompts a significant cultural shift towards systematic patient 

safety management.   

  

This policy supports development and maintenance of an effective patient safety 

incident response system that integrates the four key aims of the PSIRF:   

  

• Inclusive and compassionate engagement and involvement of those 

affected by patient safety events.  

• Application of a range of system-based approaches to learning from 

patient safety events.  

• Considered and proportionate responses to patient safety events and 

safety issues  

• Supportive oversight focused on strengthening response system 

functioning and improvement.  
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Figure 1: Illustrates the aims of the PSIRF to improve the safety and experience of 

care for patients, carers, families and staff align CHFTs overarching strategic 

objectives. 
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3.0  Scope  

  

3.1  This policy applies to all staff working for this is my: Healthcare and is specific to 

patient safety event responses conducted solely for the purpose of learning and 

improvement. 

  

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.   

  

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, for example, complaints, 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.   
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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 event response.  

  

4.0  Patient Safety Culture  

  

4.1  this is my: Healthcare promotes a fair and just culture approach in all work 

undertaken or planned to improve safety culture.  this is my: Healthcare is 

committed to:   

  

• Promoting a fair, open, inclusive, and just culture that abandons blame as 

a tool and promotes the belief that patient safety events cannot simply be 

linked to the actions of individual staff but also focuses on the system 

within which they were working to learn lessons.  

• Improving communication and the development of a mature safety culture, 

encouraging reporting and investigation of patient safety events.  

• Openness in the handling of patient safety events and the application of 

the Being Open Policy and Duty of Candour  

• Justifiable accountability and a zero tolerance for inappropriate blame. 

The NHS Improvement just culture guide should be used to determine a 

fair and consistent course of action towards staff.  

  

Psychological safety underpins openness and transparency to encourage incident 

reporting and raising concerns and this is my: Healthcare will always encourage and 

support incident reporting where an event may have or is likely to occur which has 

caused, contributed to or may lead to harm of a patient, visitor or colleague.  

  

4.2  Patient Safety Partners:   

The introduction of patient safety partners will be considered as part of this is my: 

Healthcare’s commitment to patient involvement and engagement in the local 

implementation of the principles of PSIRF.  

  

The PSP will be involved in the designing of safer healthcare at all levels in the 

organisation, to promote safety in the Trust and maximise opportunities for effective 

and embedded learning. They will use their experience as a patient, patient 

representative or member of the local community to provide support, guidance and 

challenge.  

  

Full role descriptions will be provided for PSPs along with any training and support 

requirements identified so that they can fulfil their role to its’ full potential and ensure 

the best patient safety outcomes for all patients.  

    

4.3  Health Inequalities:  

  this is my: Healthcare has a key role to play in tackling health inequalities, in 

partnership with local partner agencies and services. this is my: Healthcare will 

apply a flexible approach and intelligent use of data to help identify any 

disproportionate risk to patients.   
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  Through the implementation of PSIRF, the Trust will continue to follow this process, 

utilising data and learning to identify actual and potential health inequalities and 

make recommendations to the Trust Board and partner agencies to try and reduce 

the negative impacts on patients due to such inequalities.   

  

Engagement with patients, families and wider following a patient safety investigation 

must also recognise the diverse needs of the communities that the Trust serve and 

ensure inclusivity for all.  We will ensure that when we respond to patient safety 

events our tools will enable us to engage and involve patients, families and staff 

following a patient safety event with consideration of their different needs. They will 

help us to identify and address any elements which indicate health inequalities may 

have contributed to harm or demonstrate a risk to a particular population group, 

including those with protected characteristics. Post patient safety event responses 

will ensure that we consider inequalities when developing our safety actions to 

ensure they prevent recurrence, facilitate the sharing of identified learning, and do 

not put anyone at a disadvantage.   

  

this is my: Healthcare will also use the local mortality Structured Judgement 

Reviews (SJRs) and LeDeR review processes (see Learning from Deaths policy) to 

identify and address any features of a patient safety event that indicates when 

health inequalities may have contributed to harm or demonstrates a risk to a 

particular population group, including all protected characteristics (age, disability, 

gender reassignment, pregnancy and maternity, race, religion or belief, sex and 

sexual orientation).   

  

  The Trust will respond to any issues related to health inequalities as part of the 

implementation of this policy.  

  

  

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

event:  

  The PSIRF recognises that learning and improvement following a patient safety 

event 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 timely inclusive and compassionate engagement and involvement of 

those affected by patient safety events (including patients, families and staff) and 

considers individual and specific needs. This involves working with those affected by 

patient safety events to understand and answer any questions they have in relation 

to the event and signpost them to support as required.   

  

  this is my: Healthcare is committed to involving patients and families following 

patient safety events, engaging them at the earliest opportunity and throughout in 

the ongoing investigation process, fulfil the duty of candour statutory and non-

statutory requirements.   

  

  Patients, families and patient representatives often provide a unique, or different 

perspective to the circumstances around patient safety events and may have 

questions or needs to that of the organisation that will need to be incorporated into 

the investigation ensuring that the process is patient centered throughout.  
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  The Duty of Candour is a legal duty requiring this is my: Healthcare to ensure that 

patients and their families are informed when things go wrong resulting in moderate 

harm, severe harm or death. This includes receiving an apology and sharing the 

investigation findings and actions to prevent recurrence.  

  

  It is important to recognise that patient safety events can have a significant impact 

on staff who were involved in or who may have witnessed the incident. Like patients 

and families, they will want to know what happened and why and what can be done 

to prevent the incident happening again. Staff involved in patient safety events 

should have the opportunity to access professional advice from their relevant 

professional body or union, staff counselling services and occupational health 

services.  

  

this is my: Healthcare listen to any compliments, enquiries and concerns regarding 

our hospitals and services. They support patients, families, and carers to identify 

how best to address concerns and will make sure any enquiry goes to the correct 

person to address it. They also advise on how to make a formal complaint and who 

should be contacted if advice or support is needed to do this.  As part of our work to 

involve patients, families, carers, and staff, we will engage with them to identify 

whether there are any other forms of support that can help at a time when they have 

been affected by a patient safety event and signpost them to their preferred source.  

The teams listen to what matters to our patients, their relatives, carers and staff and 

answer their questions to help resolve their concerns as quickly as possible, this in 

turn helps us to improve services and make changes, when appropriate.   

  

  

  

4.5  Involving Colleagues and Partner Agencies:  

  Involvement of colleagues and partner agencies at the earliest opportunity and 

throughout an investigation is fundamental when responding to a patient safety 

event ensuring that there is a process of openness and transparency throughout.  

  

  this is my: Healthcare will, in accordance with the Fair and Just Culture, continue to 

promote, support and encourage incident reporting, including near misses and all 

levels of harm. this is my: Healthcare can only deal with and respond to patient 

safety events that are reported onto the Trust Risk Management Information 

System, currently known as Datix and identify actions required to manage and 

mitigate risk.   

  

  Staff and colleagues need to feel supported to speak out and openly report incidents 

and concerns. They also need to be supported when they are involved in patient 

safety events and the Trust has a clear policy for managers and colleagues to 

ensure that the right support is identified and available at the right time.    

 

  

5.0  Patient safety incident response planning  
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  PSIRF supports organisations to respond to patient safety events 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, 

the Trust will explore patient safety events relevant to local context and the 

population we serve.   

  

5.1  Resources and training to support patient safety incident response: this is my: 

Healthcare is committed to fully implementing PSIRF ensuring all requirements are 

met. We have used the patient safety incident response standards which describe 

how patient safety incident responses should be resourced, including the training 

and competencies of those undertaking these responses required.  We have made 

human factors and the essentials of patient safety syllabus level one training 

mandatory for all staff and the essentials of patient safety syllabus level two training 

mandatory for all staff within the Quality and Safety Team. Learning response leads 

required to conduct patient safety incident investigations (PSIIs) are currently 

undertaking training on the systems approach to learning from patient safety events 

and involving those affected by patient safety incidents in the learning process.   

  

All other training is being delivered to staff in line with the NHS England Patient  

Safety Incident Response Standards and includes training with the Board of 

Directors.  For those delivering learning responses there are training sessions 

planned to receive training on conducting the required responses and a review of 

the training provision is ongoing.  We will be developing an ongoing training plan to 

describe the training and competencies required for all staff within the Trust and 

those with oversight roles.   
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  Educational resources and training dates will be made available on the Trust 

intranet.  

  

  Corporate induction:  

  All staff will be made aware of how access to policies and how to report patient 

safety events as part of this is my: Healthcare’s induction program.   

  

  Local induction:  

  On induction all staff will receive an induction to include patient safety event 

reporting processes. It is the responsibility of managers to ensure that staff are 

made aware of and comply with this policy.   

  

  The Risk Management Team:  

  The team will provide training sessions on quality and safety which covers the 

patient safety event reporting and investigation. Ad-hoc training can also be 

provided upon request on a one-to-one basis or group session. This can be tailored 

to people and team’s requirements i.e., incident reporting, incident investigation or 

generating incident reports.   

    

  In line with PSIRF this is my: Healthcare has identified key roles and responsibilities 

to ensure the local and effective implementation of the national patient safety 

incident response standards. Please refer to the section covering Roles and 

Responsibilities.   

  

    

5.2  Mechanisms to develop and support improvements:  

Measurement is fundamental to any improvement programme. Without it, 

organisations may invest time and effort implementing changes that have little or no 

impact or, in the worst case, increase the risk of further harm. From the start those 

responsible for implementing improvements/solutions must establish procedures to 

monitor actions and determine whether they are having the desired effect. Both 

outcome and process measures should be used to interpret the impact of actions 

and to inform how actions should be adapted if they fail to have the desired effect.   

  

  

  

 

  

  

5.3      this is my: Healthcare patient safety incident response plan (PSIRP)  

  The PSIRP sets out how this is my: Healthcare intends to respond to patient safety 

events over a period of 12 to 18 months. The plan is not a permanent set of rules 

that cannot be changed. We will remain flexible and consider the specific 

circumstances in which each patient safety event occurred and the needs of those 

affected, as well as the plan.   
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  In developing and reviewing the plan this is my: Healthcare will engage with key 

internal and external stakeholders, identify our patient safety incident profile, and 

consider the this is my: Healthcare’s patient safety and quality improvement 

priorities.   

  

5.4  Reviewing our patient safety incident response policy and plan:  

  Our patient safety incident response plan is a ‘living document’ that will be 

appropriately amended and updated as we use it to respond to patient safety 

events. We will review the plan every 12 to 18 months to ensure our focus remains 

up to date; with ongoing improvement work our patient safety incident profile is 

likely to change. This will also provide an opportunity to re-engage with 

stakeholders to discuss and agree any changes made in the previous 12 to 18 

months.   

  

5.5  A comprehensive review of our patient safety incident response will be undertaken 

every three years and more frequently if appropriate (as agreed with our integrated 

care board) to ensure efforts continue to be balanced between learning and 

improvement. This comprehensive 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.  

  

  

6.0  Responding to patient safety events  

  

6.1  Identifying a patient safety event:  

  For the purpose of this policy a “patient safety event” includes any unintended or 

unexpected event which caused, or may have caused e.g., a near miss, harm or 

injury to patients.  Patient safety events are learning events which, if identified, 

responded to and managed effectively can lead to the opportunities for change and 

improvement in the safety and quality of both clinical and non-clinical services.  

  

  Patient safety events, or prevented patient safety events, can be identified through 

various routes including:  

  

a. During the provision of healthcare (patient safety events or adverse clinical 

outcomes)  

b. Allegations made against, or concerns expressed about, the organisation by a 

patient or third party.  

c. Through the initiation of other investigations, for example, Serious Case 

Reviews Safeguarding Adult Reviews   

d. During or on completion of an internal Mortality Review or Structured  

Judgement Review (SJR) e.g., if the reviewers identify that a harm has occurred 

which had not been previously reported.  

e. Through the PALS/Complaints, Claim and Inquest processes.  

f. During external reviews, accreditation visits or inspections by third parties, e.g.,  
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CQC, Ofsted  

g. Through freedom to speak up or whistle blowing  

h. During health and safety inspections & walk arounds  

i. During routine operational management validation processes (for instance of 

patients waiting for access to services)  

   
6.2  Patient safety incident response decision making:  

  All patient safety events are reported via this is my: Healthcare to the managing 

Director 

  

  All staff are responsible for reporting any potential or actual patient safety event and 

staff must be open and transparent with patients, their families, carers and staff and 

Duty of Candour must be carried out if required.  

  

When recording the patient safety event on the system they will record the level of 

harm as they know has been experienced by the person affected at that time.  In 

the NHS, degree of harm recording relates to the actual impact of the incident at 

the time of recording. The harm grading can be reviewed and updated as more 

information becomes available, but should not be used to speculate about, for 

example more severe ‘potential harm’ if that does not appear to have been caused.  

    

  All patient safety events will be reviewed daily by the Risk Management Team and 

the Quality Governance Leads in each division.  

  

The immediate safety or well-being of the patient(s), staff member(s) or visitor(s) 

affected or involved in a patient safety event is paramount. Any remedial first aid or 

emergency treatment must be given, and the relevant medical, surgical, nursing 

and allied health professional staff contacted and made aware of the incident. 

Safety actions must be immediately instigated for any environmental issues that 

have contributed to or caused an incident where significant risk to harm to people 

remains, while appropriate risk assessments are undertaken to enable resolution 

activities to be identified and commenced safely (for example utilising appropriate 

equipment to support the movement of a patient following a fall).  Any equipment 

involved in the patient safety event and is suspected of contributing towards the 

incident occurring, must be made safe and retained for the purposes of any further 

investigation by the Medical Devices Safety Officer who will notify the Medicines 

and Healthcare Products Regulatory Agency if required.  The member of staff in 

charge of an area or department is responsible for ensuring that appropriate action 

has been taken to ensure the immediate safety of staff, patients, visitors, and 

contractors is secured.   

  

6.3  The Process:  

   The process for the management of patient safety events is summarised in a     

flowchart (See Appendix A)  

  

1. All staff should report any potential or actual patient safety event onto this is my: 

Healthcare’s managing director via email.   
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2. The reported patient safety events are reviewed daily by the Risk Management 

Team, Quality Governance Leads and the Divisions.  

3. For patient safety events that relate to falls, pressure ulcers and infection, 

prevention and control a contributory factors checklist and will be completed, 

along with Duty of Candour by the staff member who reported the patient safety 

event with support from the Matron and a subject matter expert within that field.  

These are then reviewed at the weekly Divisional Patient Safety Event Panel to 

ascertain if a further learning response is required.  The checklist will also be 

monitored through the relevant patient safety collaboratives and quarterly 

thematic reviews will take place which will promote quality improvement projects 

as required (See Appendix B for learning response descriptions).  

4. All other patient safety events that are classified as moderate harm incidents will 

have an ‘After Action Review’ (AAR) completed and it will then be reviewed at 

the weekly Divisional Patient Safety Event panel.  For patient safety events that 

align to the CHFT local priorities outlined in the CHFT Patient Safety Incident 

Response Plan (PSIRP) they will have a learning response agreed at panel to 

enable learning outputs to be collated and a quality improvement project 

commissioned.  For those patient safety events that do not fit with the CHFT 

PSIRP local priorities or national priories, the AAR will be reviewed at the weekly 

Divisional Patient Safety Event Panel and a learning response will be agreed.  

Most patient safety event learning responses will be conducted and closed at 

divisional level.  If an agreed response cannot be agreed within the divisional 

panel, the AAR will be presented at the Trust’s Patient Safety Events Review 

Panel who will confirm what learning response is required.  All documentation 

and evidence must be uploaded to Datix.  

5. Any patient safety event meeting the criteria for a PSII as defined in the agreed  

this is my: Healthcare PSIRP will be escalated and reported to the Trust’s Patient     

Safety Events  

Review Panel who will confirm if the event fulfils the PSII criteria. this is my: 

Healthcare’s Patient Safety Events Panel will be a multidisciplinary meeting 

6. Some patient safety events will be required to be reported to the Health and  

Safety Executive (HSE) by the Trust under the Reporting of Diseases and 

Dangerous Occurrences Regulations 1995 (RIDDOR). The HSE will normally 

investigate all fatal accidents/incidents reported under RIDDOR, but not patient 

safety events that arise from medical treatment or diagnosis. The Health and 

Safety Team and the Risk Management Team will give advice and guidance on 

which patient safety events meet RIDDOR reporting criteria.  

7. In circumstances when it is not immediately clear if the patient safety event 

meets the criteria for a patient safety incident investigation (PSII), as defined in 

the this is my: Healthcare PSIRP, the Senior Investigator will undertake an initial 

review of the event, liaise with the relevant clinical staff, gather further 

information, and complete an incident review and escalation form (template to 

be devised) to be presented at the Trust Patient Safety Events Review Panel..   

8. When potential patient safety events are identified through the complaints, 

clinical negligence or inquest process, the Risk Management Team, and 

Complaints Team and Legal Services team will complete at an incident review 
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and escalation form (template to devised) for discussion and consideration at 

the Trust Patient Safety Events Review Panel.   

9. The Trust Patient Safety Events Review Panel will report to the monthly PSIRF 

board meeting who will review the learning and improvement identified via the 

learning responses.  

    

6.4 Responding to cross-system incidents/issues.   

  If more than one organisation is involved in the care and service delivery in which a 

patient safety event has occurred, the organisation that identifies the event is 

responsible for recognising the need to alert relevant stakeholders to initiate 

discussions about subsequent learning response and action. All relevant 

stakeholders involved should work together to undertake one single investigation 

wherever this is possible and appropriate. The integrated care board (ICB) should 

help to facilitate discussions relating to who is the most appropriate organisation to 

take responsibility for co-ordinating the investigation process.   

  

6.5 Timeframes for learning responses   

  this is my: Healthcare will aim to complete all PSIIs within 60 working days of the 

PSII being confirmed. No PSII should not take longer than six months to complete 

(in line with national guidance).   

  Where external bodies (or those affected by patient safety incidents) cannot provide 

information, to enable completion within six months or the agreed timeframe, the 

PSII leads should work with all the information they have to complete the response 

to the best of their ability; it may be revisited later should new information indicate 

the need for further investigative activity.   

  

  In rare and exceptional circumstances where there is an external investigation into 

a patient safety incident; for example, the police or Healthcare Safety Investigation 

Branch, the this is my: Healthcare’s PSII will not commence until permission from the 

external agency has been granted.   

  

6.6 Safety improvement plans   

  All learning from PSII’s will be recorded on a safety action summary table in the 

PSII report.   

  

  A SMART approach to action planning is essential. The actions should be:   

  Specific, Measurable, Attainable, Relevant and Time-bound.   
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6.7  Safety action development and monitoring improvement.   

  Where the learning from patient safety event responses identifies the need for 

safety improvements these will be recorded on the this is my: Healthcare‘s risk 

management reporting system and monitored by the Risk Management Team for 

sustainability and effectiveness.   

  

  All safety improvements will consider health inequalities and any disproportionate 

risk to patients with specific characteristics.  

  

6.8  Reports to His Majesty’s Coroner (HMC):  

  Learning responses that are required to be sent to HMC must have the Trust cover 

sheet attached (see Appendix C) to the front with a glossary of terms.  The cover 

sheet will identify key information to HMC.   

  

7.0  Oversight:  

this is my: Healthcare’s Patient Safety Events Review Panel will review patient 

safety events added to the agenda for discussion with reference to the national and 

local priorities, learning and improvement potential and any emerging risks. The 

panel will inform the PSIRF board any patient safety event which requires a formal 

patient safety response to be commissioned. The panel will also confirm any 

statutory Duty of Candour or external reporting requirements. All divisions will be 

expected to report on their patient safety incident learning responses and outcomes 

at the monthly PSIRF board meeting.  

The PSIRF board is responsible for oversight and review of the learning and 

outcomes of investigations and will ensure that investigations are conducted using 

a systems-based approach from which the recommendations are founded with valid 

safety actions that will contribute to existing safety improvement plans, or where 

necessary ensure that such plans are established when they are required. The 

panel will also have oversight of the Duty of Candour, external reporting 

requirements and timescales of investigations agreed with those involved.  

this is my: Healthcare’s Quality Committee will have overall oversight of the learning 

and improvement from patient safety responses and PSIIs to ensure that this is my: 

Healthcare continually learns and improves following patient safety incidents. The 

PSIRF Board will provide assurance to the Quality Committee that PSIRF and 

related workstreams are being implemented to the highest standards. This will 

include reporting on ongoing monitoring and review of the patient safety incident 

response plan and delivery of safety actions and improvement.   

  

8.0  Complaints and appeals:  
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  Any patient/carer/family member complaints related to this is my: Healthcare’s 

patient safety incident response process should be made through this is my: 

Healthcare’s formal complaints process.  Please refer to the following policies for 

any staff complaints related to this is my: Healthcare ‘s patient safety incident 

response process:   

• Being Open – Duty of Candour Policy  

• Complaints – Handling Concerns and Complaints Group Policy  

• Harassment and Bullying Policy  

• Freedom to Speak Up – Raising Concerns (whistleblowing) Group policy.  

  

9.0  Roles and Responsibilities  

  Medical Director:  

• To provide Executive lead & oversight   

• To ensure that this is my: Healthcare meets the national Patient Safety 

Incident Response Standards   

• To ensure that PSIRF is central to the Trust’s overarching clinical 

governance arrangements.   

• To provide quality assurance and oversight of learning response outputs   

• To be compliant with the national PSIRF training requirements  

  

Patient Safety Specialists:  

• To provide dynamic senior patient safety leadership  

  

Divisional Senior Leaders:  

• To ensure that this policy and associated this is my: Healthcare approved 

documents are implemented within their areas of responsibility.   

• To report/escalate patient safety events in accordance with this policy.   

• To take responsibility for analysis and sharing the learning from learning 

response output   

• To ensure that appropriate action is taken to implement any 

recommendations arising from learning outputs.   

• To be ensure that staff are compliant with the relevant national PSIRF 

training requirements.   

  

Head of Quality and Patient Safety:  

• To provide oversight of patient safety event learning responses  

• To be compliant with the national PSIRF training requirements  

  

Senior Investigator and Quality Governance Leads:  



Review Date: July 2026 

  

Page 16 of 26  

  

• To dedicate time to conduct learning responses.   

• To be compliant with the relevant national PSIRF training requirements   

• To contribute to a minimum of two learning responses per year   

• To engage with the patient/family/other relevant stakeholder as 

appropriate in relation to their involvement in the learning response   

• To support the delivery of appropriate training to Investigation Officers   

• For continuity and consistency of communication, a co-contact will be 

assigned to support the lead contact of a response to address times 

when the first named contact is out of the office.  

  

  

Risk and Compliance Manager:  

• To ensure the delivery of appropriate training to Investigation Officers   

  

Investigation Officers:  

• Are not involved in the patient safety event or directly manage staff 

involved in these events.   

• Are identified and nominated by the Risk Management Team and 

Divisional Senior Teams  

• To dedicate time to conduct learning responses.   

• To complete the Trust’s PSIRF training  

  

All Staff:  

Staff must report all patient safety events, near misses and safeguarding concerns 

onto the Trust Risk Management Reporting System. Where staff have been 

involved or witnessed a moderate or severe harm incident, the appropriate 

manager will request that a detailed memory capture document is completed to 

preserve memory of the event.  

    

11.0 Equality and Diversity  

   

  this is my: Healthcare is committed to an environment that promotes equality and 

embraces diversity in its performance as an employer and service provider. It will 

adhere to legal and performance requirements and will mainstream equality, 

diversity and inclusion principles through its policies, procedures and processes. 

This policy should be implemented with due regard to this commitment.   

  

  To ensure that the implementation of this policy does not have an adverse impact in 

response to the requirements of the Equality Act 2010 this policy has been 
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screened for relevance during the policy development process and a full equality 

impact assessment is conducted where necessary prior to consultation.   

  

  this is my: Healthcare will take remedial action when necessary to address any 

unexpected or unwarranted disparities and monitor practice to ensure that this 

policy is fairly implemented.   

  

  this is my: Healthcare will make reasonable adjustments to accommodate any 

employee/patient with equality, diversity and inclusion requirements in 

implementing this policy. This may include accessibility of meeting/appointment 

venues, providing translation, arranging an interpreter to attend 

appointments/meetings, extending policy timeframes to enable translation to be 

undertaken, or assistance with formulating any written statements.   

  

    

  

  Recording and Monitoring of Equality and Diversity:  

  this is my: Healthcare is committed to ensuring equality, diversity and inclusion and 

will make sure that this is translated into practice. Accordingly, all policies will be 

monitored to ensure their effectiveness. Monitoring information will be collated, 

analysed and published on an annual basis as part of Equality Delivery System. 

The monitoring will cover the nine protected characteristics and will meet statutory 

employment duties under the Equality Act 2010. Where adverse impact is identified 

through the monitoring process the Trust will investigate and take corrective action 

to mitigate and prevent any negative impact  

  

    

12.0 Monitoring compliance  

  The implementation and effectiveness of this policy will be monitored by the PSIRF 

board via quarterly and annual reports.  

  

12.1 Associated NHS documents for further reading.  

  NHS England: Patient Safety Incident Response Framework  

  NHS England » Patient Safety Incident Response Framework    

  

  NHS Improvement: Just Culture Guide    https://improvement.nhs.uk/resources/just-

culture-guide  

https://www.england.nhs.uk/patient-safety/incident-response-framework/
https://www.england.nhs.uk/patient-safety/incident-response-framework/
https://improvement.nhs.uk/resources/just-culture-guide
https://improvement.nhs.uk/resources/just-culture-guide
https://improvement.nhs.uk/resources/just-culture-guide
https://improvement.nhs.uk/resources/just-culture-guide
https://improvement.nhs.uk/resources/just-culture-guide
https://improvement.nhs.uk/resources/just-culture-guide
https://improvement.nhs.uk/resources/just-culture-guide
https://improvement.nhs.uk/resources/just-culture-guide
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  Never Events Policy and framework (January 2018) 

https://improvement.nhs.uk/resources/never-events-policy-and-framework  

    

  NHS Standard Contract: updated January 2018 

https://www.england.nhs.uk/nhsstandard-contract/17-19-updated/  

    

  NHS Screening Managing Safety Incidents in NHS Screening Programmes (2015)  

  Managing safety incidents in NHS screening programmes - GOV.UK (www.gov.uk)  

    

  NPSA Seven Steps to Patient Safety (2004)   

  NRLS | 0034 | Seven Steps to Patient Safety for Primary Care report (hscni.net)  

https://improvement.nhs.uk/resources/never-events-policy-and-framework
https://improvement.nhs.uk/resources/never-events-policy-and-framework
https://improvement.nhs.uk/resources/never-events-policy-and-framework
https://improvement.nhs.uk/resources/never-events-policy-and-framework
https://improvement.nhs.uk/resources/never-events-policy-and-framework
https://improvement.nhs.uk/resources/never-events-policy-and-framework
https://improvement.nhs.uk/resources/never-events-policy-and-framework
https://improvement.nhs.uk/resources/never-events-policy-and-framework
https://improvement.nhs.uk/resources/never-events-policy-and-framework
https://improvement.nhs.uk/resources/never-events-policy-and-framework
https://www.england.nhs.uk/nhs-standard-contract/17-19-updated/
https://www.england.nhs.uk/nhs-standard-contract/17-19-updated/
https://www.england.nhs.uk/nhs-standard-contract/17-19-updated/
https://www.england.nhs.uk/nhs-standard-contract/17-19-updated/
https://www.england.nhs.uk/nhs-standard-contract/17-19-updated/
https://www.england.nhs.uk/nhs-standard-contract/17-19-updated/
https://www.england.nhs.uk/nhs-standard-contract/17-19-updated/
https://www.england.nhs.uk/nhs-standard-contract/17-19-updated/
https://www.england.nhs.uk/nhs-standard-contract/17-19-updated/
https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes
https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes
https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes
https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes
https://www.publichealth.hscni.net/sites/default/files/directorates/files/Seven%20steps%20to%20safety.pdf
https://www.publichealth.hscni.net/sites/default/files/directorates/files/Seven%20steps%20to%20safety.pdf
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Appendix A: Flowchart outlining patient safety event/incident review process.

  
Lead: Head of Quality and Patient Safety 
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Appendix B:  

Learning Responses:  
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Appendix C:  

  

Cover Sheet for Trust Learning Responses for Submission to HM Coroner  

  

Name of the deceased and Patient Identifiers:  

  

  

  

Safety Event Investigation Title & Summary:  

  

  

  

Type of Investigation Undertaken:  

  

  

Investigator(s) and Job Titles:  

  

  

  

Investigation Report Date:    

  

  

Key Findings:  
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Cover Sheet Completed by:  

  

  

  


