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On completion of your final report, please ensure you have deleted all the blue information boxes.
	NHS providers should use this template when developing their local patient safety incident response plan, adding extra sections as required. 
If guidance relating to the specific headings exists in any of your other policies or procedures, you do not need to repeat it here but do clearly reference it. 
Note: Before completing this template, you must have undertaken work to understand your organisation’s capacity to respond to patient safety incidents – that is, resources and training. This work should include workforce gap analysis (see PSIRF preparation guide) of the numbers and training of staff with a specific role in patient safety incident response, as well as how other staff will be expected to support such responses.
General writing tips
You must publish your patient safety incident response plan on your website. It should: 
· be accessible to a wide audience.
· use clear, everyday English whenever possible.
· explain technical terms or avoid them altogether.
· use lists where appropriate.
· be written in short sentences.
· avoid use of jargon and excessive abbreviations.
Guidance boxes provide information for completing sections, including where further information can be found. 
Standard text is provided for some sections. You can amend this and add content to support local requirements.
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Introduction
	Notes
Provide a general introduction to your plan, including any background information and a statement of rationale.
Standard text is provided. You may want to amend this.


[bookmark: _Toc47518812]This patient safety incident response plan sets out how Primary Integrated Community Services (PICS) intends to respond to patient safety incidents over a period of 12 to 18 months. The plan is not a permanent rule that cannot be changed. We will remain flexible and consider the specific circumstances in which patient safety issues and incidents occurred and the needs of those affected.


Our services
	Notes
Organisations deliver different services and pathways and there are often organisations within organisations – see PSIRF preparation guide.
To help ensure the shape and structure of your plan reflects patient safety concerns for the variety of services your organisation offers, start by mapping your services. Describe how you did this and the output of this activity. 



PICS is a General Practitioner (GP) led provider organisation which consists of 4 divisions. These are;
Primary Care - we manage 4 General Practices as listed below. 
· Meden Medical Services (Warsop)
· Whyburn Medical Practice (Hucknall)
· Hama Medical Centre (Kimberley)
· Saxon Cross Surgery (Stapleford)
Out of Hospital Services – this division consists of 2 services as detailed below.
· Community pain/chronic fatigue syndrome covering Great Nottinghamshire, Mid Nottinghamshire and Bassetlaw
· Community gynaecology – covering Greater Nottinghamshire and Mid Nottinghamshire
Community services – this division of consists of 7 services as listed below.
· Acute Home Visiting Service in Mid Nottinghamshire
· Palliative Care Nurse Service in Mid Nottinghamshire
· Lings Bar (Medical cover only)
Primary Care Network (PCN) Services this is the largest division covering 11 PCNs and has the following services. 
· First Contact Practitioners (physiotherapy), 
· Occupational Therapists (both physical and mental health),
· Clinical Pharmacists and technicians, 
· Paramedics, 
· Dietitians, 
· Enhanced Health in Care homes, 
· Care Navigation, 
· Social Prescribing Link Workers, 
· Health and Well-being Coaches, 
· Nursing (various roles), 
· Nurse Associates and Trainee Nurse Associates, 
· GP assistants, 



Defining our patient safety incident profile
	Notes
Describe how you identified and agreed the patient safety issues most pertinent to your organisation.
You should include the following sub-sections: 
· stakeholder engagement – who did you collaborate with to define your patient safety incident profile and how were they involved?
· data sources – specify the data you have reviewed and the timeframe (two to three years of data should provide a good patient safety incident profile).
Describe the services covered by your plan and include or signpost to guidance for specific services/departments as required.



Whilst  the Patient Safety Incident Response Framework (PSIRF) is not currently mandatory for Primary Care, PICS deliver other services within the NHS standard contract. This therefore requires PICS to adopt  PSIRF to replace the current Serious Incident Framework. This will enable a more sustainable way of identifying and adopting learning from patient safety events and can be linked to national learning through the Learning From Patient Safety Events (LFPSE) platform.
As PICS utilises Datix (digital platform for reporting incidents) to report all patient safety incidents, we will therefore adopt PSIRF across all services, including the 4 managed GP practices within primary care. 
Datix has been in use by PICS since March 2020 to report incidents, accidents, safeguarding referrals and pressure ulcer incidence. We do not currently specify within Datix if an incident is related to patient safety, therefore  a manual trawl of incidents from April 1st, 2021, to March 31st , 2023 has been conducted. The patient safety profile covers GP Practices, Out of Hospital Services, Community services and some PCN services (Some PCN services report directly to the GP Practice they are working within) .
This has enabled consideration of 354 recorded events to produce a patient safety profile. The trawl has been conducted by the Quality and Clinical Governance Lead and reviewed by the Medial Director and Clinical Governance Committee. Patient safety incidents are any unintended or unexpected incident which could have, or did, lead to harm for one or more patients receiving healthcare (NHS England). The following data is based on the NHS England definition . Any third party incidents have been discounted. Only new pressure ulcers that meet the Strategic Executive Information System (StEIS) criteria have been included. As we adopt PSIRF, StEIS will no longer be used – more information can be found here about the transfer of StEIS.

There was a total of 46 patient safety incidents reported in 21/22 and 41 reported in 22/23. The breakdown by category and year can be seen on the page below. No moderate or severe harm or death was caused by any incident. There were no serious incidents or never events reported during the specific 2 year period outline above.

Patient safety incidents 24/25
During 24-25, 70 patient safety incidents were reported on Datix. Please see below graph for categories and comparison to 23/24 data 
 



Defining our patient safety improvement profile
	Notes - Describe how you identified and agreed your patient safety improvement profile. Provide a consolidated list of all improvement and service transformation work with an impact on patient safety underway or planned across your organisation (this should describe relevant national, regional and locally driven improvement and service transformation programmes). 



PICS has given careful consideration to the patient safety profile produced for incidents over a 4 year period. The data from the patient safety profile identified areas that may require further work and a change in how incidents are investigated. Whilst PICS does not currently carry out large scale patient safety incident investigations, a new methodology using a system based approach would be more useful for those incidents that require local investigation. 
In terms of clinical care and medication error incidents, these have often been discussed and approved as incidents caused by human error. PICS adopts a no blame approach to incidents that have been deemed to be caused by human error and encourages both individual and organisational learning. However, a systems based model for patient safety incident investigation would be more appropriate in enabling consideration of other factors that play a part and if changes can be made at a system level to improve patient safety. 
The Systems Engineering Initiative for Patient Safety (SEIPS) was described by Carayon (2006) as a framework for understanding the structures, processes and outcomes in healthcare and their relationships. It is a systems approach with embedded human factors principles and is designed specifically for use in healthcare – shown  in Figure 1 below. A quick reference guide for SEIPS can be found here
[image: ]
Figure 1 – overview of the SEIPS framework


Whilst PICS staff report pressure ulcers on Datix, many are present on admission. New category 3, 4, deep tissue injury and unstageable are currently looked at through the lens of a concise investigation, however the results often indicate that the pressure ulcers were not preventable due to factors out of control such as patient choice, sudden deterioration of palliative patients. Limited learning is gained from the amount of time invested into investigations’ and it is therefore proposed that concise investigations are discontinued and pressure ulcer learning is via a 6 monthly report to clinical governance and discussion with clinical teams.  PICS is also Involved with an ICS quality improvement group relating to tissue viability and prevention of pressure ulcers and will continue in this collaboration for joint learning and action. Work is ongoing to align the PICS work on pressure ulcers to other local organisation in terms of best practice and new guidance
Patient safety incidents arising from errors or near misses in clinical care are currently discussed at clinical team meetings before being reviewed and discussed at clinical governance. Occasionally NHS England review cases that have resulted in a complaint and any learning from this is shared across the organisation. A multidisciplinary approach to patient safety incidents arising from clinical care or near misses is useful and this approach will continue with the addition of after action reviews or PSII where deemed appropriate.
Information governance related patient safety issues are currently investigated by the line manager with arising actions being undertaken and changes/learning implemented where needed. Often these are deemed as human error and would also benefit from a SEIPS style review. Review if these incidents will therefore be undertaken as an after -action review, utilising the following 4 questions based around a SEIPS model.
What was the expected outcome/expected to happen? 
What was the actual outcome/what actually happened? 
What was the difference between the expected outcome and the event?
What was the learning?
This will enable systems review with appropriate actions being undertaken.
All patient safety incidents will continue to be reviewed and approved at clinical governance and learning shared across the organisation.
This work as outlined above has been agreed with relevant Clinical Leads and the Clinical Governance Committee.
In addition to the above the following will also be undertaken 
· Audit and action plans related to patient safety/MHRA alerts. This is ongoing work to ensure MHRA alerts around equipment and medications are actioned appropriately and audit is undertaken to underpin this work where needed.

· QI/patient experience projects in pain and gynaecology relating to cohort of patients suffering inequalities, chosen from  Core20PLUS5  - being undertaken during 23/24
Our patient safety incident response plan: national requirements
	Notes
List the patient safety incident types that must be responded to according to national requirements (see Appendix A: National event response requirements in the Guide to responding proportionately to patient safety incidents). 
You may find the below table helpful for documenting how you intend to respond, by patient safety incident type. 
When developing your plan, consider how you will use learning from each nationally required response to inform improvements. You may wish to describe this as shown in the table below or in the ‘Safety action development and monitoring improvement’ and ‘Safety improvement plans’ sections of your Patient safety incident response policy.



	Patient safety incident type
	Required response 
	Anticipated improvement route

	Deaths thought more likely than not due to problems in care.

	Locally led PSII
	Create local organisational actions and feed these into the quality improvement strategy

	Never events as outlined in the 2018 guide which can be accessed here

	Locally led PSII
	Create local organisational actions and feed these into the quality improvement strategy

	Deaths of patients where the Mental Capacity Act (2005) applies, where there is reason to think that the death may be linked to problems in care. 

	Locally led PSII
	Create local organisational actions and feed these into the quality improvement strategy

	Mental health-related homicides
	Referred to the NHS England Regional Independent Investigation Team (RIIT) for consideration for an independent PSII . Locally led PSII may be required
	Learning improvements indicated by NHS E

	Child deaths
	Refer for Child Death Overview Panel review Locally-led PSII (or other response) may be required alongside the panel review – organisations should liaise with the panel
	Learning from panel outcome

	Deaths of persons with learning disabilities
	Refer for Learning Disability Mortality Review (LeDeR) Locally-led PSII (or other response) may be required alongside the LeDeR – organisations should liaise with this
	Learning from LeDeR

	Safeguarding incidents in which: 
· babies, children, or young people are on a child protection plan; looked after plan or a victim of wilful neglect or domestic abuse/violence. 
· adults (over 18 years old) are in receipt of care and support needs from their local authority. 
· the incident relates to FGM, Prevent (radicalisation to terrorism), modern slavery and human trafficking or domestic abuse/violence.

	Refer to local authority safeguarding lead Healthcare organisations must contribute towards domestic independent inquiries, joint targeted area inspections, child safeguarding practice reviews, domestic homicide reviews and any other safeguarding reviews (and inquiries) as required to do so by the local safeguarding partnership (for children) and local safeguarding adults boards
	Learning from Serious Case review

	Domestic homicide
	A domestic homicide is identified by the police usually in partnership with the community safety partnership (CSP) with whom the overall responsibility lies for establishing a review of the case
	CSP to lead and advise





Patient safety incident response plan
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Our patient safety incident response plan: local focus
	Notes
Determine the appropriate response methods for the other issues/incidents listed in ‘Defining our patient safety incident profile’ above.
Based on the findings from your service mapping exercise you should consider whether it is more appropriate to include one table for your organisation or to create individual tables for specific services. 
Refer to the Guide to responding proportionately to patient safety incidents for descriptions of methods to capture learning and inform improvement. 
Refer to the PSIRF preparation guide for further detail on how to define your patient safety incident response plan. 
The type of response will depend on: 
· the views of those affected, including patients and their families.
· capacity available to undertake a learning response.
· what is known about the factors that lead to the incident(s) 
· whether improvement work is underway to address the identified contributory factors 
· whether there is evidence that improvement work is having the intended effect/benefit
· if an organisation and its ICB are satisfied risks are being appropriately managed.
You should note improvement programmes that relate to issues in your patient safety profile - that is, be clear where there are improvement efforts already underway in relation to recognised patient safety issues to support consideration and justification of the learning response types. 
You may find the below table helpful for documenting how you intend to respond, by patient safety incident type or issue.
When developing your plan, you should consider how you will use learning to inform improvements. You may wish to describe this as shown in the table below or in the ‘Safety action development and monitoring improvement’ and ‘Safety Improvement plans’ sections of your Patient safety incident response policy.



	Patient safety incident type or issue 
	Planned response 
	Anticipated improvement route

	Pressure ulcer 3,4 not present on admission
	6 monthly report discussed at CGC. CI no longer indicated
	Inform ongoing improvement work within the local system including joint work with other partners

	Medication error/prescribing error
	MDT review/AAR of SEIPS style local investigation
	Create local safety actions and feed these into the quality improvement strategy...

	Information Governance patient safety incidents
	After Action review  - It is based around four questions: 
What was the expected outcome/expected to happen? 
What was the actual outcome/what actually happened? 
What was the difference between the expected outcome and the event?
What was the learning? Using a system based approach such as SEIPS
	Create local safety actions and feed these into the quality improvement strategy...

	Patient safety incident resulting from clinical care, delayed/wrong diagnosis or delayed referral
	Swarm huddle/MDT review or AAR
	Create local safety actions and feed these into the quality improvement strategy...



Carayon P, Hundt AS, Karsch B-T, et al.. Work system design for patient safety: the SEIPS model. BMJ Qual Saf 2006;15:i50–i58. [PMC free article] [PubMed] [Google Scholar]

Training for PSIRF and patient safety
When patients are harmed, it has an impact on them, their loved ones, our staff, and others who work in the healthcare system. It is crucial that all staff, whatever their roles, see safety not just as a collective responsibility, but as a key priority. We all need to think differently about what patient safety means and how we can make improvements.
Within the patient safety strategy sits the patient safety syllabus. This is the first NHS wide enhanced patient safety training programme: designed to emphasise a proactive approach to identifying risks to safe care while also including systems thinking and human factors.  
All staff within the organisation will require some training around patient safety. Creation of the patient safety syllabus affords the opportunity for staff to access this nation-wide training at a level that is congruent with their role.
From April 2024, PICS made levels 1 and 2 of the patient syllabus mandatory for all staff. However, monitoring of this training was diffiulct due to the systems we use. A PSIRF module has now been launched by Bluestream and therefore we have advised staff that this will now replace the patient safety syllabus and become mandatory. We will monitor compliance with the training to ensure completion during 25/26.
In addition, the PSIRF Lead and Medical Director will complete PSII training and oversight training and members of the clinical governance committee /specified clinical leads will complete Patient Safety Review training.
Patient safety partners (PSP)
The PSIRF Lead has undertaken training in involving patients. And staff and the role of patent safety partners. As PICS deliver services under the NHS standard contract, we are now contractually required to utilise patient safety partners. During 25/26, PICS will discuss and consider how this will best work in the size and type of organisation we are. It may be appropriate to collaborate with other similar providers on the recruitment of a PSP. PICS will continue attendance at the ICB PSP monthly meeting to share ideas, updates and developments.
Patient safety incidents

April 21-March 22	Clinical care	Medication/prescribing error	Pressure ulcer (New STEIS)	Failure to act on results	Missed home visit	Equipment related	Staffing issues	Missed opportunity to safeguard	Clinical systems/tasks	Information governance related	Referral errors (including 2ww)	Appointments	Communication	6	10	5	0	3	2	1	0	2	7	5	3	2	April 22-March 23	Clinical care	Medication/prescribing error	Pressure ulcer (New STEIS)	Failure to act on results	Missed home visit	Equipment related	Staffing issues	Missed opportunity to safeguard	Clinical systems/tasks	Information governance related	Referral errors (including 2ww)	Appointments	Communication	9	4	1	2	4	2	2	1	3	9	4	0	0	



23/24	Clinical Care	Medication Delay/Error	Failure To Act On Results	Missed Visit	Equipment	Staffing	Clinical Systems/Tasks/Appts/Coding	Information Governance	Referral Error/Delay	Fall	1	13	1	3	3	1	7	1	15	0	24.25	Clinical Care	Medication Delay/Error	Failure To Act On Results	Missed Visit	Equipment	Staffing	Clinical Systems/Tasks/Appts/Coding	Information Governance	Referral Error/Delay	Fall	13	17	1	1	0	3	9	7	16	3	
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