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Patient safety incident response policy

The key messages the reader should note about this document are:

1. The Patient Safety Incident Response Framework (PSIRF), published by NHS England in August 2022, outlines how providers should respond to patient safety incidents for the purpose of learning and improvement.
2. There is no longer the requirement to investigate all or only incidents meeting the SI criteria. PSIRF allows us to focus on areas with the greatest potential for patient safety improvement, ultimately making care safer for our patients.
3. PSIRF supports the key principles of a patient safety and just culture, focusing on understanding how incidents happen, rather than apportioning blame, allowing for more effective learning,
4. The Patient Safety Incident Response Policy will replace the existing Serious Incident Framework.

This policy may refer to staff as qualified/registered/professional or other such term to describe their role. These terms have traditionally referred to individuals in a clinical role at band five or above. Please note that the use of these terms may or may not include nursing associates or associate practitioners (band 4). For clarification on whether a nursing associate or associate practitioner is an appropriate person to take on the identified roles or tasks in this policy please refer to the job description and job plan for the individual, or local risk assessment.
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[bookmark: _Toc187745929]Part A
[bookmark: _Toc187745930]1.	The Procedure
[bookmark: _Toc187745931]1.1	Flow chart of procedure
[image: Flowchart diagram illustrating the Patient Safety Incident Response Framework (PSIRF) Trust Learning Response Map, outlining steps for immediate action and support from Patient Safety Team at any stage. Color-coded boxes represent decision points and actions, including patient safety event detection, condition assessment, review processes, and escalation pathways, with key actions such as DATIX completion, engagement letters, and learning responses highlighted.
]
[bookmark: _Toc187745932]1.2	Description of Procedure/Process
[bookmark: _bookmark1]This policy supports the requirements of the NHS England Patient Safety Incident Response Framework (PSIRF) and sets out how Leeds and York Partnership NHS Foundation Trust (LYPFT) will approach the development and maintenance of effective systems and processes for responding to patient safety incidents and issues, for the purpose of learning and improving patient safety. PSIRF is one of the key initiatives from NHS England Patient Safety Strategy 2019. The PSIRF advocates a coordinated 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.

This policy supports development and maintenance of an effective patient safety incident response system that integrates the four key aims of the PSIRF:
· compassionate engagement and involvement of those affected by patient safety incidents (Integrity, Caring)
· application of a range of system-based approaches to learning from patient safety incidents (Integrity)
· considered and proportionate responses to patient safety incidents and safety issues (Integrity, simplicity)
· supportive oversight focused on strengthening response system functioning and improvement. (Integrity, simplicity, caring)

This policy should be read in conjunction with our current patient safety incident response plan, which is a separate document setting out how this policy will be implemented.

This policy should be read in conjunction with the “Being Open and Duty of Candour Policy” – C-0060 and the “Learning from Healthcare Deaths” Policy – C0010.

Any specific contractually required reporting and review processes will remain in place to ensure that the Trust meets its obligations. 

[bookmark: _Toc187745933]2. Scope
This policy is specific to patient safety incident responses conducted solely for the purpose of learning and improvement across LYPFT. Patient Safety Incident 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 several 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 exist for these purposes, such as:
· claims handling
· human resources investigations into employment concerns
· professional standards investigations
· information governance concerns
· estates and facilities concern
· financial investigations and audits
· safeguarding concerns
· coronial inquests and criminal investigations
· complaints (except where a significant patient safety concern is highlighted.

For clarity, LYPFT considers these processes as separate from any patient safety investigation. 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.

[bookmark: _Toc187745934]2.1 EPRR emergencies and the impact on patient safety reporting 
Three types of incidents are recognised in NHS guidance, and these are in order of increasing severity are: business continuity incident, critical incident, and major incident.
All the above have the potential to impact on patient safety either directly because the incident is a direct threat to life or health or indirectly because of disruption and delay to service delivery. EPRR functions are required to investigate and report on any declared incident. All declared incidents are required to be followed up regardless of patient safety implications under NHS EPRR requirements.

[bookmark: _Toc187745935]2.2 Process following a declared EPRR incident within the Trust
Following stand down from the incident a meeting will be called to consider the how liaison between incident investigation processes and any learning reporting should operate. The Meeting will be between the Chief Operating Officer, Director of Nursing and Professions, Resilience Lead and Patient Safety Lead.

The purpose of the meeting will be to:
· Consider the patient safety implication of the incidents.
· Agree how the patient safety and EPRR investigation and identification of learning reporting will progress.
· Agree the basis of joint working between EPRR and patient safety staff to ensure reports benefit from expertise from both disciplines and findings are consistent.

[bookmark: _Toc187745936]3. Our Patient Safety Culture
Promoting a Just Culture within an NHS organisation is essential for fostering an environment that encourages learning from errors while holding individuals accountable for their actions. A Just Culture aims to balance accountability with fairness, recognising that human errors are a natural part of complex systems. 
Our colleagues come to work to care for and support others, treating service users and colleagues with dignity and respect. As an NHS organisation we should always aim to uphold our LYPFT Trust values of Integrity, Simplicity and Caring to deliver safe and quality care where colleagues feel safe to speak out and discuss matters of concern without fear of reprisal. Maintaining civility and respect at work will lead to improved colleague happiness and wellbeing, improved service user outcomes and improved job satisfaction.
[bookmark: _Toc187745937]3.1 Our Commitment
We expect those who work together to treat each other with positive respect and civility, as well as our service users, their families and friends. Where there is a culture of negative and disrespectful behaviour, we will tackle it, including where individuals are bystanders to poor behaviour, so that colleagues feel safe and supported to raise concerns and speak out when something is wrong. 
· We will ensure that there is a clear and easy route for colleagues to raise their concerns if this is outside of the manager-employee relationship.
· We will empower colleagues to become active bystanders. An active bystander is willing to challenge inappropriate behaviour they experience or witness in the workplace. This could include eye-rolling, ignoring someone’s question or a derogatory or offensive comment. This will help to ensure incivility is challenged effectively when it happens and promotes acceptable behaviour when at work.
· We will continue to review our people information so that we can spot issues of incivility and disrespect, alongside a framework which defines our way forward when tackling these prominent issues. We strive to build a culture founded on mutual respect and an understanding of one another’s differences. 

[bookmark: _Toc187745938]4. Patient Safety Partners
The Patient Safety Partner (PSP) is a new and evolving role developed by NHS England (NHSE) and NHS Improvement (NHSI) as part of the NHS Patient Safety Strategy (July 2019) to help improve patient safety across the NHS in the UK.

At LYPFT, we are welcoming PSPs to offer support alongside our staff, patients, families/carers to influence and improve safety across our range of services. PSPs can be patients, carers, family members or other non-professionals and this offers a great opportunity to share interests, experiences and skills to help develop the new PSP role and be a part of our team. This exciting new role across the NHS will evolve over time and in LYPFT the main purpose of the role is 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. PSPs will communicate rational and objective feedback, focused on ensuring that patient safety is maintained and improved. This may include attendance at governance meetings reviewing patient safety incidents and being involved with contributing to documentation including policies, investigations, and reports. 

Several involvement opportunities will also be available as we would like to match people to area’s they have a particular interest in. Patient Safety improvement workstreams that are currently ongoing that would benefit from PSP involvement: 
· Sexual Safety Group
· Risk Assessment and Safety Planning
· Falls and Pressure Ulcer Improvement Forum
· Medicines Safety and Errors
· CMHT Mental Health Teams Transformation 
· Peer Reviews

LYPFT will ensure that:
· PSPs have the essential tools, training and advice they need to support them in their role. 
· As the role evolves, we may ask PSPs to participate in and develop patient safety resources, which will be underpinned by ongoing training and support specific to these tasks. 
· PSPs will be supported in their honorary role by LYPFT’s Patient Safety Team, who will provide support and guidance for the role.
· PSPs will have regular scheduled reviews and regular one-to-one sessions with their nominated mentor from the Patient Safety Team and training needs will be agreed together based on the experience and knowledge of each PSP.
· [bookmark: _bookmark4]PSPs placements are on an honorary basis and will be reviewed after one year to ensure we keep the role aligned to the patient safety agenda as this develops.



[bookmark: _Hlk153546256][bookmark: _Toc187745939]5. Addressing health inequalities
At LYPFT we recognise that everyone deserves high quality healthcare, and we are committed to continue our work to actively reduce health inequalities. Our Trust has joined forces with more than 60 other organisations across the UK in a commitment to tackle the physical health inequalities faced by those living with a mental health condition. As a provider of specialist mental health and learning disability services, we know that people living with mental illness and learning disability are at a higher risk of developing physical health problems. LYPFT has teamed up with other health and care providers, commissioners, professional bodies, service user and carer organisations, and charities, to commit to making positive change by adding our name to the Equally Well UK Charter. Equally Well UK is an initiative which seeks to promote and support collaborative action to improve physical health among people with a mental illness, and we’re extremely proud to pledge our support. As part of LYPFT’s commitment to reducing health inequalities for people with mental health and/or a learning disability, we have several specialist services and roles within the Trust, including our Healthy Living Service, Physical Health Monitoring and Improvement Team and Health Facilitation Team.

LYPFT’s Healthy Living Service includes dietitians, physiotherapists, speech and language therapist, healthy living advisors, and a health improvement specialist, who will continue to provide tailored assessments and interventions and support our service users to access the most up-to-date, relevant, and high-quality healthy lifestyle resources within the community.
LYPFT’s Health Facilitation Team support a three-pronged approach to improving health care for people with a learning disability, and have worked to transcend different NHS organisations, GPs, voluntary and third sector, and adult social care services. Their aims are to empower service users with a learning disability by providing health literature in a format they can understand and engage with (our easy on the I resources), to support carers to be more informed advocates for the people they care for, and to provide training, resources and consultation to health professionals who don’t have a background in learning disability care. 
Some of their previous projects include:
· [bookmark: _Int_cIbg36uR]Restore2 mini project – a simple but effective way to determine deterioration in people who may not be able to communicate their ill health until it’s too late to affect a positive outcome.
· Shoebox audiometry – working with Leeds Teaching Hospital audiology department to implement NICE guidelines to support hearing tests that are adapted for people with a learning disability.
· COVID vaccination programme for people with a learning disability. Working with city wide partners in health and social care to ensure that the vaccination offer is appropriate for people with a learning disability. This includes providing information to support the patient to be fully informed about their choices about the vaccine.
· Move more – working with Public Health England and Active Leeds to support people to recover from post lockdown mobility/exercise issues. This project encouraged people to challenge themselves or their friends to increase the amount they move week by week, and includes those who use wheelchairs, to track arm movements.

LYPFT’s Patient Experience Team represents the Trust at a citywide group called the People’s Voices Partnership (PVP). This group was set up by Leeds Health and Wellbeing board and is led by Healthwatch. The shared aim of the PVP is to put people’s voices at the heart of all that is done across Leeds, and particularly the voice of people living with the greatest health inequalities. Projects have included looking at access to support during Covid 19 and looking at Digital Inclusion and Exclusion across the city. 

At LYPFT the Learning Disability Involvement Team and the Patient Experience Team have been working together on a Bigger Better Labels Project. The main aim of this project has been to increase the size of the font on medication labels so that people with a learning disability are able to read the labels much more clearly. Larger font is also helpful to anyone with sight impairment. The Trust has recently established a “Diversity Matters” group co-chaired by lived experience partners to try and look at ways in which health inequalities can be reduced.
[bookmark: _Toc187745940]6. 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.

As well as meeting our regulatory and professional requirements for Duty of Candour, we want to be open and transparent with our patients, families, and carers because it is the right thing to do. This is regardless of the level of harm caused by an incident – based on our existing Duty of Candour policy. It will also be under pinned by our PSIRF training around engagement with service users/families/carers patients.

LYPFT participated in research facilitated by Learn Together. Learn Together support trusts after a safety event in healthcare and when NHS Trusts may conduct a Patient Safety Incident Investigation. Listening to and valuing different perspectives within a Patient Safety Incident Investigation can support patients and families to heal and can support organisations to learn. They have been designed to provide the reader with the information and support they might need to make the investigation process as easy and as meaningful as possible for those involved.







[bookmark: _Toc187745941]7. Patient safety incident response planning
[bookmark: _bookmark7]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.

The Trust will take a proportionate approach to its response to patient safety incidents to ensure that the focus is on maximising improvement. To fulfil this, we will undertake planning of our current resource for patient safety response and our existing safety improvement work streams. We will identify insight from our patient safety and other data sources which will be both qualitative and quantitative to explore what we know about our safety position and culture.

Our patient safety incident response plan will detail how this has been achieved as well as how the Trust will meet both national and local focus for patient safety incident response. 

[bookmark: _Toc187745942]7.1 Governance and decision making of learning response tools
LYPFT has committed to ensuring that we fully embed PSIRF and meet its requirements. We have therefore used the NHS England patient safety response standards (2022) to frame the resources and training required to allow for this to happen.

The Trust has established governance arrangements to ensure that learning responses are not led by staff who were involved in the patient safety incident itself or by those who directly manage those staff. 

Responsibility for the allocation of a Patient Safety Incident Investigation (PSII) or other learning response tool, for all incidents with confirmed moderate harm, severe harm or for a death (levels of harm are defined via the NHS England guidance on levels of harm), as mandated by the weekly Learning from Incidents and Mortality Meeting (LIMM), will sit with the Patient Safety Team and consideration will be given to the nature and complexity of the incident when allocating a Lead Investigator, Lead Reviewer or clinical lead/s, alongside a fair share of investigation distributed over all trained staff in a specific tool to ensure skills are maintained. 

The allocation of a learning response lead for all those incidents with confirmed near miss, no harm or low harm (levels of harm are defined via the NHS England guidance on levels of harm) will sit at local level within the teams involved and the identified clinical governance processes; the Patient Safety Team will support local services allocation of lead reviewers and clinical leads, upon request from the clinical services where the incident took place. 

LYPFT has governance arrangements in place to ensure that learning responses are not undertaken by staff working in isolation. The Patient Safety Team will support learning responses wherever possible and can provide advice on cross-system working where this is required. 

Staff affected by a patient safety incident will be offered the necessary support by their line manager and accessory processes available to staff trust wide. Consideration will also be given to their psychological safety when being requested to attend a learning response meeting. All LYPFT colleagues will work within our just and restorative culture principles and those in leadership roles will utilise other teams, such as HR, Workforce and the Critical Incident Staff Support Pathway (CrISSP) programme to ensure that there is a dedicated staff resource to support such engagement and involvement.






[bookmark: _Toc187745943]8. Resources and training to support patient safety incident response.
The Trust has implemented a patient safety training package to ensure that all staff are aware of their responsibilities in reporting and responding to patient safety incidents and to comply with the NHS England Health Education England Patient Safety Training Syllabus. Level One and Level Two Patient Safety Syllabus Training are available on Learn system. Training requirements are as follows: 

[bookmark: _Toc187745944]8.1 All NHS Staff
This is mandatory training for all staff, clinical and non-clinical. Staff are expected to undertake this and repeat every three years.
·  Health Education England Level One Training – Essentials of Patient Safety (20 minutes) 

[bookmark: _Toc187745945]8.1.1Staff Band 6 and above
[bookmark: _Int_AX41Q0gG]All clinical staff at AFC Band 6 or above, with potential to support or lead patient safety incident responses.
· [bookmark: _Hlk153549437]Health Education England Level One Training – Essentials of Patient Safety (20 minutes) 
· Health Education England Level Two Training- Access to Practice (2.5 hours)

[bookmark: _Toc187745946]8.2 Learning response leads training and competencies
[bookmark: _Toc187745947]8.2.1 After Action Review (AAR) Response Leads 
Staff Band 6 and above who manage patient safety incidents as part of their role.
· [bookmark: _Hlk153549525]Health Education England Level One Training – Essentials of Patient Safety (20 minutes) 
· Health Education England Level Two Training- Access to Practice (2.5 hours)
· After Action Review Facilitator Training (2.5 hours, provided by the LYPFT Patient Safety Team)

[bookmark: _Toc187745948]8.2.2 Patient Safety Incident Investigation (PSII) Leads
Band 8a Quality and Patient Safety Leads, Band 7 Patient Safety Managers, and other trained professionals.
· [bookmark: _Hlk153549708]Health Education England Level One Training - Essentials of Patient Safety (20 minutes) 
· Health Education England Level Two Training - Access to Practice (2.5 hours)
· A minimum of two days formal training in Patient Safety Incident Investigation

[bookmark: _Toc187745949]8.2.3 Competencies
As a Trust we expect that those staff leading learning responses can:
a. Apply human factors and systems thinking principles to gather qualitative and quantitative information from a wide range of sources.
b. Summarise and present complex information in a clear and logical manner and in report form.
c. Manage conflicting information from different internal and external sources.
d. [bookmark: _Int_umTf9pWQ]Communicate complex matters and in difficult situations.

All learning response leads will undertake appropriate continuous professional development on incident response skills and knowledge.

[bookmark: _Toc187745950]8.3 Engagement and involvement training and competencies
· Health Education England Level One Training – Essentials of Patient Safety (20 minutes) 
· Health Education England Level Two Training- Access to Practice (2.5 hours)
· One Day Training, involving those affected by patient safety incidents, Duty of Candour and Just Culture.

[bookmark: _Toc187745951]8.3.1 Competencies
As a Trust we expect that those staff who are engagement leads will be able to: -
· Communicate and engage with patients, families, staff, and external agencies in a positive and compassionate way.
· Listen and hear the distress of others in a measured and supportive way.
· Maintain clear records of information gathered and contact those affected.
· Identify key risks and issues that may affect the involvement of patients, staff, and families, including any measures needed to reduce inequalities of access to participation.
· Recognise when those affected by patient safety incidents require onward signposting or referral to support services.

[bookmark: _Toc187745952]8.4 Oversight roles training and competencies
· Health Education England Level One Training – Essentials of Patient Safety (20 minutes)
· Health Education England Level Two Training- Access to Practice (2.5 hours)
· A minimum of two days formal training in Patient Safety Responses
· 1 day training in oversight of learning from Patient Safety incidents

All those with an oversight role in relation to PSIRF will undertake continuous professional development in incident response skills and knowledge, and network with peers at least annually to build and maintain their expertise.

[bookmark: _Toc187745953]8.4.1 Competencies
As a Trust we expect staff with oversight roles to be able to: 
· Be inquisitive with sensitivity (that is, know how and when to ask the right questions to gain insight about patient safety improvement).
· Apply human factors and systems thinking principles.
· Obtain through conversations and assess both qualitative and quantitative information from a wide variety of sources.
· Constructively challenge the strength and feasibility of safety actions to improve underlying systems issues.
· Recognise when safety actions following a patient safety incident response do not take a system-based approach (e.g., inappropriate focus on revising policies without understanding ’work as done’ or self-reflection instead of reviewing wider system influences).
· Summarise and present complex information in a clear and logical manner and in report form.

Records of trained AAR facilitators and PSII lead investigators will be held on a database by the Patient Safety Team so that only trained facilitators will lead these responses. They are shared at local level with teams, so they are aware of who is qualified to conduct a particular learning response. Compliance of Level 1 and 2 of the Patient Safety Syllabus is monitored by LYPFT trust wide e-learning Learn team.

[bookmark: _Toc187745954]9. Our patient safety incident response plan
Our patient safety incident response plan sets out how Leeds and York Partnership NHS Foundation Trust (LYPFT) intends to respond to patient safety incidents from May 2024-November 2025. The plan will remain flexible and consider the specific circumstances in which patient safety issues and incidents occurred and the needs of those affected. 

[bookmark: _Hlk153551665][bookmark: _Hlk153551698][bookmark: _Toc187745955]9.1 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 incidents. We will review the plan as a minimum every 18 months to ensure our focus remains up to date, with ongoing improvement work. We recognise that our patient safety incident profile may also require change. This will also provide an opportunity to re-engage with stakeholders to discuss and agree any changes made in the previous term.  Updated plans will be published on our website, replacing the previous version.
A rigorous planning exercise will be undertaken every four years and more frequently if appropriate (as agreed with our integrated care board (ICB) 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
· Undertaking a wide review of organisational data (for example, patient safety learning response reviews (our local term for patient safety incident investigation (PSII) reports, improvement plans, complaints, claims, staff survey results, inequalities data, and reporting data) 
· Wider stakeholder engagement 
· Patient Safety incident reporting arrangements

[bookmark: _bookmark12][bookmark: _Toc187745956]9.2 Patient Safety Incident reporting arrangements 
All staff are responsible for reporting any potential or actual patient safety incident on a Trust incident reporting system (currently Datix) and will record the level of harm they know has been experienced by the person affected. Managers will review patient safety incidents at a local level via their local level service meeting/ risk meeting/ clinical governance so that they can be responded to proportionately and in a timely fashion. 

Duty of Candour should always be applied where applicable. Most incidents will only require local review within the service, however for some, where it is felt that the opportunity for learning and improvement is significant, these should be escalated within the governance processes (Learning Response Map for Patient Safety Events).

Managers will report to the Patient Safety Team any incident which meets the requirement for reporting externally, details of which are specified on the Patient Safety Incident Response Plan. This will allow the Trust to work in a transparent and collaborative way with our ICB or regional NHS teams if an incident meets the national criteria for PSII or if supportive co-ordination of a cross system learning response is required.

The Patient Safety Team will function as liaison with external bodies and partner providers to ensure effective communication via a single point of contact for the Trust.


[bookmark: _Toc187745957]9.3. Patient safety incident response decision-making
LYPFT has developed a Learning Response Process Map for Patient Safety Events. 
LYPFT has arrangements in place to allow it to meet the requirements for review of patient safety incidents under PSIRF. Some incidents will require mandatory PSII (such as for a national priority), others will require review by, or referral to another body or team depending on the event. These are set out in our PSIRF plan.

PSIRF itself sets no further national rules or thresholds to determine what method of response should be used to support learning and improvement. LYPFT has developed its own response mechanisms to balance the effort between learning through responding to incidents or exploring issues and improvement work. To establish our plan, we have looked at incident data across the organisation and engaged with key internal and external stakeholders to create LYPFT’s safety profile. 

Services will have escalation arrangements in place for the monitoring of patient safety incidents via the Tiered Clinical Governance structures, which may include escalation of incidents from Tier 3 Clinical Governance up to Learning from Incidents and Mortality Meeting (LIMM) or Unified Clinical Governance Group (UCGG).

The Patient Safety team have responsibility for considering incidents for PSII and incidents resulting in moderate harm and above that may require another learning response which will then be commissioned at LIMM. The oversight of PSII’s will be the responsibility of the Quality Assurance Group (QAG) and Trust Incident Review Group (TIRG) to ensure that actions are SMART (Specific, Measurable, Agreed, Realistic and Timely) founded on a systems-based approach and where there are areas of improvement work identified; this will be supported by the LYPFT Improvement Team.

LYPFT’s Quality Assurance Group (QAG) and Trust wide Incident Review Group (TIRG) will have overall oversight of such processes and will challenge decision making to ensure that the Trust Board can be assured that the true intent of PSIRF is being implemented within the organization and that we are meeting the national patient safety incident response standards.
All incidents that result in moderate harm or above will be discussed at LIMM by the Patient Safety Team and if there is an opportunity for learning, another response such as an After Action Review (AAR), Structured Judgement Review (SJR) or Specialist Thematic Review (STR) may be commissioned. AARs, SJRs and STRs will have oversight and sign off at Tier 3 Clinical Governance, and wider learning will be shared through Unified Clinical Governance. 

[bookmark: _Toc187745958]9.4 Local level patient safety events 
Managers of all service areas must have arrangements in place to ensure that incidents can be reported and responded to within their area. Incident responses should include immediate actions taken to ensure safety of patients, public and staff. 
Managers should follow the Learning Response Process Map for Patient Safety Events when considering an appropriate response. 

[bookmark: _Int_3nyxxsQp]Any incidents that are near miss, no harm and low harm that require a learning response such an AAR or STR should be escalated to the Patient Safety Team via email or phone, so that a trained facilitator can be assigned, if required. These learning responses are managed by the service manager with oversight and sign off at Tier 3 Clinical Governance. Any wider learning can be shared via the Unified Clinical Governance Group.

The learning outcomes following a patient safety event should be disseminated to those involved or affected and appropriate support offered. 

Where Duty of Candour applies this must be carried out according to the Duty of Candour Policy. 




[bookmark: _Toc187745959][bookmark: _bookmark14]9.5 Responding to cross-system incidents/issues
If more than one organisation is involved in the care and service delivery in which a patient safety incident has occurred, the organisation that identifies the incident is responsible for recognising the need to alert relevant stakeholders to initiate discussions about the level of subsequent investigation and action. All relevant stakeholders involved should work together to undertake one single investigation wherever this is possible and appropriate.  If an incident involves a service user at LYPFT and other agencies are involved there will be a cross organisational approach to responding and learning from the incident and this will involve discussions with the ICB. A discussion will be held at LIMM to identify the most appropriate learning response. Where a response involving multiple providers and/or services across a care pathway is too complex for a single provider to manage, ICBs should support the co-ordination of cross-system response. The ICB lead will consult with relevant providers (and other ICBs if necessary) to agree how the learning response will be led and managed, how safety actions will be developed, and how the implemented actions will be monitored for sustainable change and improvement.

[bookmark: _Int_nfsm7RIX][bookmark: _Toc187745960]9.5 Timeframes for learning responses
[bookmark: _bookmark15][bookmark: _Toc187745961]9.5.1 Timescales for a PSII
Where a PSII learning review is indicated, the investigation must be started as soon as possible after the patient safety incident is identified and should ordinarily take no longer than six months. The period for completion of a PSII will be agreed with those affected by the incident, as part of the setting of terms of reference, provided they are willing and able to be involved in that decision. A balance must 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.

In exceptional circumstances (e.g., when a partner organisation requests an investigation is paused, or the processes of an external body delays access to information) the Trust can consider whether to progress the PSII and determine whether current information indicates the need for further investigative activity once this is received. This would require a decision by the LYPFT Patient Safety Team.
In exceptional circumstances, a longer time limit may be required for completion of the PSII. In this case, any extended period should be agreed between the Trust and those affected.

[bookmark: _Toc187745962]9.6 Safety action development and monitoring improvement
LYPFT has systems and processes in place to design, implement and monitor safety actions using an integrated approach to reduce risk and limit the potential for future harm. This process follows on from the initial findings of any form of learning response which might result in identification of aspects of the Trust’s working systems where improvement work could reduce risk and potential for harm. The Trust will generate safety actions in relation to each of these defined areas for improvement. Following this, the Trust will have measures to monitor any safety actions and review steps. The author of the learning response will meet the service where the patient safety incident occurred and share the draft learning response, agree actions, and assign responsible persons as action leads. These will also be shared with the Head of Operations for the service line, the Clinical Lead and Head of Clinical Governance before being shared at the Quality Assurance Group (QAG) for feedback and at the Trust Incident Review Group (TIRG).

[bookmark: _Toc187745963]9.6.1 Safety Action Monitoring
Any learning response with associated actions will be monitored by the Trust Incident Review Group (TIRG), who will complete monthly reviews with the action owners to monitor progress and update these on the Datix system.

[bookmark: _Toc187745964]9.6.2 Safety Action Development
Development of safety actions are outlined by NHS England in the Safety Action Development Guide (2022) 

[bookmark: _Toc187745965]9.7 Safety improvement plans
[bookmark: _Int_IejUmR5M]Safety improvement plans bring together findings from various responses to patient safety incidents and issues. The Trust has several overarching safety improvement plans in place which are adapted to respond to the outcomes of improvement efforts and other external influences.
The Trust patient safety incident response plan has outlined the local priorities for focus of investigation under PSIRF. PSIRF local and national priorities feed into ongoing improvement work. Continuous improvement is driven and owned by frontline staff, reinforced by specialised, ongoing training and supported by the entire organisation and is a mind-set that strives to always be looking for the most up to date evidence-based knowledge in healthcare provision. It is a systematic and sustainable approach to enhancing the quality of care, work processes and service pathways. The goal of continuous improvement in healthcare is to establish a way of working which delivers improvements in care quality and safety by the everyday use of improvement tools and techniques.

The Improvement and Knowledge Service follows the Model for Improvement and supports, coaches, trains, and facilitates activities and projects to make changes that matter to our service users, carers, staff, partners, and the wider community. LYPFT aims to create a culture that is committed to learning and continuous organisational development. The vision is to build a culture that uses knowledge and improvement to provide outstanding mental health and learning disability service

[bookmark: _Toc187745966]10. Oversight roles and responsibilities 
[bookmark: _Toc187745967]10.1 Principles of oversight
Working under PSIRF, organisations are advised to design oversight systems to allow an organisation to demonstrate improvement rather than compliance with centrally mandated measures. The Trust followed the ‘mindset’ principles to underpin the processes we have put in place to allow us to implement PSIRF as set out in the supporting document (NHS England Oversight Roles and Responsibilities 2022)
LYPFT will work collaboratively with the Integrated Care Board to ensure the systems and processes put in place to respond to patient safety incidents are for the purpose of learning and improvement. The ICB will support safety improvement where LYPFT’s systems and processes to respond to patient safety incidents are not leading to improvement. This may be through seeking support from colleagues in regional teams or linking with other organisations whose systems and processes are more developed. 

[bookmark: _Toc187745968]10.2 Responsibilities
Alongside our NHS regional and local ICB structures and our regulator, the Care Quality Commission have specific organisational responsibilities with the Framework. To meet these responsibilities, the Trust has designated the Executive Director of Nursing and Professions to support PSIRF as the executive lead.

[bookmark: _Toc187745969]10.3 Ensuring that LYPFT meets the national patient safety standards.
· [bookmark: _Hlk153533746]The Director of Nursing will oversee the development, review and approval of the Trust’s policy and plan ensuring that they meet the expectations set out in the patient safety incident response standards. The policy and plan will continue to promote the restorative just culture that is intrinsic to LYPFT.
· To achieve the development of the plan and policy, LYPFT will be supported by internal resources, which will include the Clinical Governance Team, supported by the Director of Nursing and Professions.
· [bookmark: _Int_LMbeCA7D]To understand the patient safety and safety improvement profile at LYPFT, work has been undertaken through a review of available patient safety incident insight and engagement with internal and external stakeholders. A data review of LYPFT’s Incident Management System (Datix) was conducted for incidents reported between April 2018 and March 2023. This allowed us to establish the type and level of harm of our incidents. Alongside this we reviewed our PALS, Complaints, Compliance, Inquests, Risk Register, Peer Review and Safeguarding data so we could identify our local priorities and develop LYPFT’s safety risk profile.
· [bookmark: _Int_7tA6RNNX][bookmark: _Int_mAF9a0Fc]The Trust Board will receive assurance regarding the implementation of PSIRF and associated standards via several reporting mechanisms, such as Learning from Incidents and Mortality Meeting (LIMM), Quality Assurance Group (QAG), Unified Clinical Governance (UCG) and Trust Incident Review Group (TIRG). These meetings will provide assurance to LYPFT’s Trust Board members that there is a formative and continuous understanding of organisational safety.
· TIRG will provide assurance to the Quality Committee that PSIRF and related work streams have been implemented to the highest standards. Service lines will be expected to report on their patient safety incident learning responses and outcomes at QAG and TIRG. This will include reporting on ongoing monitoring and review of the patient safety incident response plan and delivery of safety actions and improvement.
· LYPFT services will have arrangements in place to manage the local response to patient safety incidents and ensure that escalation procedures as described in the patient safety incident response section of this policy are effective. 
· [bookmark: _Int_oOME22KN]The Trust will source necessary training such as the Health Education England patient safety syllabus and other patient safety training across the organisation as appropriate to support the roles and responsibilities of its staff in supporting an effective organisational response to incidents.
· Updates will be made to this policy and associated plan as part of regular oversight. A review of this policy should be undertaken at least every 3 years to follow Trust guidance on policy development.

[bookmark: _Toc187745970]10.4 Quality assuring learning response outputs
[bookmark: _Int_ymdZmmRg]LYPFT will utilise the Serious Incident Review Accreditation Network (SIRAN) standards to ensure that PSIIs are conducted to the highest standards and to support the executive sign off process at TIRG. TIRG will also ensure that learning is shared and safety improvement work is adequately directed.

[bookmark: _Toc187745971]11. Complaints and appeals
LYPFT recognises that there will be occasions when patients, service users or carers are dissatisfied with aspects of the care and services provided by the Trust. It is important to understand that there is a distinction made between complaints and concerns as the use of the word complaint should not automatically mean that someone expressing a concern enters the complaints process.

Concerns are defined as issues which may require further enquiry, advice, or information to resolve them. These are best dealt with by the Patient Advice and Liaison Service (PALS) and/or the service in which the concern originated. When a concern is raised which cannot be satisfactorily resolved without an investigation, then it is to be processed as a complaint.

A complaint can be made to a member of staff or direct to the Complaints Team. Email complaints.lypft@nhs.net

A complaint is an expression of dissatisfaction received from a patient, their representative or visitor about any aspect of services provided by LYPFT. These can be made via any communication route, including written/email, verbal in person or by telephone.  All complaints must be acknowledged within three working days which is the responsibility of the Complaints Team. This is a regulatory requirement as set out in the Local Authority Social Services and National Health Service Complaints (England) Regulations 2009.

[bookmark: _Int_HOY9ZNGR][bookmark: _Int_2FU8x8lb]A tailored resolution timescale should be agreed by the allocated reviewer and complainant at the point of first contact. A formal response must be provided to the complainant within a maximum timescale of 6 months from the receipt of the complaint as per National guidance unless there are extenuating circumstances.
Complaints will be managed respectfully ensuring that all parties concerned feel involved in the process and assured that the issues raised have been comprehensively reviewed and the outcomes shared in an open and honest manner.
[bookmark: _Int_1z3dUgDF]Complaints can be valuable aids in developing and supporting standards of care and that lessons learnt from complaints can be used positively to improve services. Outcomes and recommendations from a complaint will be shared with the services to ensure that changes can be considered and implemented where appropriate.


[bookmark: _Toc187745972]Appendices
Appendix A
[bookmark: _Toc187745974]Level of Harm
Levels of harm are set out in the NHS England (2023) Policy guidance on recording patient safety events and levels of harm. This policy guide sets out expectations for the recording of patient safety events and their associated levels of harm when using the ‘Learn from patient safety events’ service. The full definitions of the harm gradings are described below. To summarise, harm is defined in Table 1 below. 
	Table 1 – Previous and current levels of harm comparison 

	Previous harm grades
	New physical 
harm grades
	New psychological 
harm grades

	No Harm
	No physical harm
	No psychological harm

	Low harm
	Low physical harm
	Low psychological harm

	Moderate harm
	Moderate physical harm
	Moderate psychological harm

	Severe harm
	Severe physical harm
	Severe psychological harm

	Death
	Fatal
	n/a



[bookmark: _Toc187745975]Physical harm
[bookmark: _Toc187745976]No physical harm 
No physical harm developed following the safety event. 
[bookmark: _Toc187745977]Low physical harm 
Low physical harm is when all the following apply:
· minimal harm occurred – patient(s) required extra observation or minor treatment.
· did not or is unlikely to need further healthcare beyond a single GP, community healthcare professional, emergency department or clinic visit.
· did not or is unlikely to need further treatment beyond dressing changes or short courses of oral medication.
· did not or is unlikely to affect that patient’s independence.
· did not or is unlikely to affect the success of treatment for existing health conditions.
[bookmark: _Toc187745978]Moderate physical harm
Moderate harm is when at least one of the following apply:
· has needed or is likely to need healthcare beyond a single GP, community healthcare professional, emergency department or clinic visit, and beyond dressing changes or short courses of medication, but less than 2 weeks additional inpatient care and/or less than 6 months of further treatment and did not need immediate life-saving intervention.
· has limited or is likely to limit the patient’s independence, but for less than 6 months.
· has affected or is likely to affect the success of treatment, but without meeting the criteria for reduced life expectancy or accelerated disability described under severe harm.

[bookmark: _Toc187745979]Severe physical harm
Severe harm is when at least one of the following apply:
· permanent harm/permanent alteration of the physiology.
· needed immediate life-saving clinical intervention.
· is likely to have reduced the patient’s life expectancy.
· needed or is likely to need additional inpatient care of more than 2 weeks and/or more than 6 months of further treatment.
· has, or is likely to have, exacerbated or hastened permanent or long term (greater than 6 months) disability, of their existing health conditions.
· has limited or is likely to limit the patient’s independence for 6 months or more.

[bookmark: _Toc187745980]Fatal (previously documented as ‘Death’ in NRLS)
You should select this option if, at the time of reporting, the patient has died and the incident that you are recording may have contributed to the death, including stillbirth or pregnancy loss. You will have the option later to estimate to what extent it is considered a patient safety incident contributed to the death.



[bookmark: _Toc187745981]Psychological harm
Please note that when recording psychological harm, you are not required to make a formal diagnosis; your answer should be an assessment based on the information you have at the point of recording and can be changed if further information becomes available.

[bookmark: _Toc187745982]No psychological harm
Being involved in any patient safety incident is not pleasant, but please select ‘no harm’ if you are not aware of any specific psychological harm that meets the description of ‘low psychological harm’ or worse. Pain should be recorded under physical harm rather than psychological harm.

[bookmark: _Toc187745983]Low psychological harm
Low psychological harm is when at least one of the following apply:
· distress that did not or is unlikely to need extra treatment beyond a single GP, community healthcare professional, emergency department or clinic visit.
· distress that did not or is unlikely to affect the patient’s normal activities for more than a few days.
· distress that did not or is unlikely to result in a new mental health diagnosis or a significant deterioration in an existing mental health condition.

[bookmark: _Toc187745984]Moderate psychological harm
Moderate psychological harm is when at least one of the following apply:
· distress that did or is likely to need a course of treatment that extends for less than six months.
· distress that did or is likely to affect the patient’s normal activities for more than a few days but is unlikely to affect the patient’s ability to live independently for more than six months.
· distress that did or is likely to result in a new mental health diagnosis, or a significant deterioration in an existing mental health condition, but where recovery is expected within six months.

[bookmark: _Toc187745985]Severe psychological harm
Severe psychological harm is when at least one of the following apply:
· distress that did or is likely to need a course of treatment that continues for more than six months.
· distress that did or is likely to affect the patient’s normal activities or ability to live independently for more than six months.
· distress that did or is likely to result in a new mental health diagnosis, or a significant deterioration in an existing mental health condition, and recovery is not expected within six months.



[bookmark: _Toc187745986]PART B  
[bookmark: _Toc187745987]11.	Identification of stakeholders
The table below should be used as a summary. List those involved in development, consultation, approval, and ratification processes.
	Stakeholder
	Level of involvement

	Executive Director of Nursing and Professions
	Senior Responsible Officer - Approval

	Integrated Care Board (ICB)
	Consultation and Approval

	Medical Director
	Consultation

	PSIRF Oversight Group
	Development

	Tier 3 Service Lines
	Consultation

	Trust wide Incident Review Group (TIRG)
	Consultation 

	Policy and Procedures Group
	Ratification



[bookmark: _Toc187745988]12.	References, evidence base
The framework has been developed by NHS England following widespread consultation and informed by the experience of early adopters who piloted an introductory version of PSIRF from March 2020 – June 2022
A range of resources, information, tools, and templates to support organisations to do this are available on the NHS England.
· Duty of Candour
· Equally Well UK Charter
· Learn Together 
· LYPFT’s Health Facilitation Team
· LYPFT’s Healthy Living Service
· NHS England (2023) Policy guidance on recording patient safety events and levels of harm
· NHS England Health Education England Patient Safety Training Syllabus 
· NHS England in the Safety Action Development Guide (2022)
· NHS England Oversight Roles and Responsibilities (2022)
· NHS England Patient Safety Strategy 2019
[bookmark: _Toc187745989]13.	Associated Documentation
Patient Safety Incident Response Plan 

[bookmark: _Toc187745990]14.	Standards/key performance indicators 
Not relevant.

[bookmark: _Toc187745991]15.	Equality impact 
The Trust has a duty under the Equality Act 2010 to have due regard to the need to eliminate unlawful discrimination, advance equality of opportunity and foster good relations between people from different groups. Consideration must be given to any potential impacts that the application of this policy/procedure  might have on these requirements and on the nine protected groups identified by the Act (age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion and belief, gender, and sexual orientation).

Declaration: The potential impacts on the application of this policy/procedure have been fully considered for all nine protected groups. Through this process I have/have not* identified  any potential negative impacts for any of the nine protected groups.

Print name: Zoe Gilmore

Job title: Quality and Patient safety Lead

Date: 19th June 2024

If any potential negative impacts are identified the Diversity Team must be contacted for advice and guidance: email; diversity.lypft@nhs.net. 
[bookmark: _Toc187745992]CHECKLIST 
To be completed and attached to any draft version of a procedural document when submitted to the appropriate group/committee to support its consideration and approval/ratification of the procedural document.  

This checklist is part of the working papers.  

	
	Title of document being newly created / reviewed:
	Yes / No/


	1.
	Title
	

	
	Is the title clear and unambiguous?
	Y

	
	Is the procedural document in the correct format and style? 
	Y

	2.
	Development Process
	

	
	Is there evidence of reasonable attempts to ensure relevant expertise has been used?
	Y

	3.
	Content
	

	
	Is the Purpose of the document clear?
	Y

	5.
	Approval
	

	
	Does the document identify which committee/group will approve it? 
	Y

	6.
	Equality Impact Assessment
	

	
	Has the declaration been completed?
	Y

	7.
	Review Date
	

	
	Is the review date identified?
	Y

	
	Is the frequency of review identified and acceptable?
	Y

	8.
	Overall Responsibility for the Document
	

	
	Is it clear who will be responsible for co-ordinating the dissemination, implementation and review of the document?
	Y



	Name of the Chair of the Committee / Group approving

	If you are assured this document meets requirements and that it will provide an essential element in ensuring a safe and effective workforce, please sign and date below and forward to the chair of the committee/group where it will be ratified.

	Name
	Nichola Sanderson
	Date
	28 May 2024

	Name of the chair of the Group/Committee ratifying

	If you are assured that the group or committee approving this procedural document have fulfilled its obligation please sign and date it and return to the procedural document author who will ensure the document is disseminated and uploaded onto Staffnet.

	Name
	Clare Edwards
	Date
	25 June 2024
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