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Foreword
Ensuring the safety and well-being of every patient is the cornerstone of any healthcare system, and it is with pleasure that we present this Patient Safety Incident Response Plan. In today's rapidly advancing medical landscape, our commitment to patient safety stands unwavering, fuelled by the collective efforts of compassionate healthcare professionals.
This Patient Safety Incident Response Plan reflects the commitment of our Trust to continuously improve our practices, prevent harm, and enhance patient outcomes. Within our plan, you will find a blueprint designed to foster a culture of safety, underpinned by evidence-based strategies, and the pursuit of excellence. Our Plan recognises that safety is not a solitary endeavour, but a collective responsibility shared by every member of our healthcare community.
In drawing together this plan, we have reflected on our experience of preparing the Trust for the implementation of the Patient Safety Incident Response Framework (PSIRF). During this time, we have developed our understanding of how to proportionately respond and utilise other ways to learn. We recognise the need to provide our staff with the right environment, skills to reflect and identify learning, and how to collaborate with patients and families through the safety processes are key parts informing the future of our work.
By emphasizing transparency, communication, and the active involvement of patients and their families, we aim to forge a partnership that places patient safety at the forefront of decision making, action and the future design of services. This document outlines how we will respond proportionately to safety incidents and ensure our resources are used in the best way possible, enabling the focus to be on the delivery of change.
As you engage with this Plan, we encourage you to embrace the principles of positive patient safety, consider its impact on your daily practice, and become an ambassador for what we are aiming to achieve. By doing so, we will collectively foster an environment where patients are confident in knowing they are receiving the safest, most compassionate care possible.
We extend our deepest gratitude to every member of our healthcare team, whose dedication and expertise support safe care. It is your unwavering commitment to the well-being of our patients that drives us forward and serves as a beacon of hope for those we are privileged to serve.
I hope this Patient Safety Incident Response will function as a catalyst to inspire a culture of curiosity, and continuous improvement, where patients and our staff work together to improve outcomes for our patients.   
[image: AN image of the signature of Chief Nursing Officer Sarah Shingler]                                   [image: A close-up of a signature

of Jules Walton, Chief Medical Officer]
Sarah Shingler                                       Jules Walton                                               
Chief Nursing Officer                      Acting Joint Chief Medical Officer        
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Allan Bailey 
Associate Director of Clinical Governance, Patient Safety and Risk
[bookmark: _Toc82099472][bookmark: _Toc510789024]1. Purpose, scope, aims and objectives
[bookmark: _Toc15573555][bookmark: _Toc16274539][bookmark: _Toc26146096][bookmark: _Toc82099473]1.1 Purpose
1.1.1	This Patient Safety Incident Response Plan (PSIRP) sets out how Worcestershire Acute Hospitals NHS Trust (WAHT) will seek to learn from patient safety incidents reported by staff and patients, their families and carers as part of our work to continually improve the quality and safety of the care we provide.
1.1.2	This plan will help us measurably improve the efficacy of our local patient safety incident investigations (PSIIs) by:
a. Refocusing PSII towards a systems approach and the rigorous identification of interconnected causal factors and issues;
b. Focusing on addressing these causal factors and the use of improvement science to prevent or continuously and measurably reduce repeat patient safety risks and incidents;
c. Transferring the emphasis from the quantity of serious incident investigations to the quality of PSIIs such that it increases our stakeholders’ (notably patients, families, carers and staff) confidence in the improvement of patient safety through learning from incidents;
d. Demonstrating the added value from the above approach.
[bookmark: _Toc15573556][bookmark: _Toc16274540][bookmark: _Toc26146097][bookmark: _Toc82099474]1.2 Scope
1.2.1	A PSIRP is a requirement of each provider or group/network of providers delivering NHS-funded care. 
1.2.2	This document should be read alongside the introductory Patient Safety Incident Response Framework (PSIRF) 2020, which sets out the requirement for this plan to be developed.
[bookmark: _Toc15573557][bookmark: _Toc16274541][bookmark: _Toc26146098][bookmark: _Toc82099475][bookmark: _Hlk27471976]1.3 Strategic aims 
1.3.1	Improve the safety of the care we provide to our patients, and improve our patients’, their families’ and carers’ experience of it.
1.3.2	Further develop care to continually improve their quality and efficiency.
1.3.3	Improve the experience for patients, their families and carers wherever a patient safety incident or the need for a PSII is identified.
1.3.4	Improve the use of valuable healthcare resources.
1.3.5	Improve the working environment for staff in relation to their experiences of patient safety incidents and investigations.
[bookmark: _Toc15573558][bookmark: _Toc16274542][bookmark: _Toc26146099][bookmark: _Toc82099476]1.4 Strategic objectives 
1.4.1	Act on feedback from patients, families, carers and staff about the current problems with patient safety incident response and PSIIs in the NHS.
1.4.2	Develop a climate that supports a just culture[footnoteRef:1] and an effective learning response to patient safety incidents. [1:  	A culture in which people are not punished for actions, omissions or decisions commensurate with their experience and training, but where gross negligence, wilful violations and destructive acts are not tolerated. Eurocontrol (2019) Just culture.] 

1.4.3	Develop a local board-led and ICB integrated care model and assured architecture around PSII and alternative responses to patient safety incidents, which promote ownership, rigor, expertise and efficacy.
1.4.4	Make more effective use of current resources by transferring the emphasis from the quantity of investigations to a higher quality, more proportionate response to patient safety incidents, as a whole. The aim is to:
· make PSIIs more rigorous and, with this, identify causal factors and learning-based improvements
· Engage patients, families, carers and staff in PSII and other responses to incidents, for better understanding of the issues and causal factors. 

[bookmark: _Toc16274527][bookmark: _Toc82099477]2. Situational analysis – national
2.1.1	Many millions of people are treated safely and successfully each year by the NHS in England, but evidence tells us that in complex healthcare systems things will and do go wrong, no matter how dedicated and professional the staff. 
2.1.2	When things go wrong, patients are at risk of harm and many others may be affected. The emotional and physical consequences for patients and their families can be devastating. For the staff involved, incidents can be distressing and members of the clinical teams to which they belong can become demoralised and disaffected. Safety incidents also incur costs through lost time, additional treatment and litigation. Overwhelmingly these incidents are caused by design issues, not mistakes by individuals.
[bookmark: _Hlk27472101]2.1.3	Historically, the NHS has required organisations to investigate each incident report that meets a certain outcome threshold or ‘trigger list’. When this approach was developed it was not clear that:
a.	Luck often determines whether an undesired circumstance translates into a near miss or a severe harm incident. As a result, focusing most patient safety investigation efforts on incidents with the most severe outcome does not necessarily provide the most effective route to ‘organisational learning’.[footnoteRef:2] [2:  	Vincent C, Adams S, Chapman A et al (1999) A protocol for the investigation and analysis of clinical incidents. ] 

b.	There is no clear need to investigate every incident report to identify the common causes and improvement actions required to reduce the risk of similar incidents occurring. To emphasise this point, it has been highlighted that in-depth analysis of a small number of incidents brings greater dividends than a cursory examination of a large number.20
2.1.4	An increased openness to report patient safety issues has also led to an ever-growing number of incidents being referred for investigation. NHS organisations, are now struggling to meet the number of requests for investigation into similar types of incident with the level of rigour and quality required. Available resources have become inundated by the investigation process itself – leaving little capacity to carry out the very safety improvement work the NHS originally set out to achieve.[footnoteRef:3],[footnoteRef:4],[footnoteRef:5],[footnoteRef:6],[footnoteRef:7] [3:  	Public Administration Select Committee (2015) Investigating clinical incidents in the NHS. Sixth report of session 2014–15.]  [4:  	Parliamentary and Health Service Ombudsman (2015) A review into the quality of NHS complaints investigations where serious or avoidable harm has been alleged. ]  [5:  	Care Quality Commission (2016) Learning from serious incidents in NHS acute hospitals. A review of the quality of investigation reports.]  [6:  	NHS Improvement (2018) The future of NHS patient safety investigation. ]  [7:  	NHS Improvement (2018) The future of NHS patient safety investigation: engagement feedback. ] 

2.1.5	In addition, the remit for patient safety incident investigation (PSII) has become unhelpfully broad and mixed over time. This originates from an attempt to be more efficient by addressing the many and varied needs of different types of investigation in a single approach. Sadly, the very nature and needs of some types of investigation (e.g. professional conduct or fitness to practise; establishing liability have frustrated the original patient safety aim and blocked the learning the NHS set out to achieve. 
2.1.6	Many other high-profile organisations now identify and describe their rationale for deciding which incidents to investigate from a learning and improvement perspective. While some industry leaders describe taking a risk-based approach to safety investigation (e.g. the Rail Accident Investigation Branch and Air Transport Safety Board), others list the parameters that help their decision-making processes (the police, Parliamentary Health Service Ombudsman and Healthcare Safety Investigation Branch). 
2.1.7	We need to remove the barriers in healthcare that have frustrated the success of learning and improvement following a PSII (e.g. mixed investigation remits, lack of dedicated time, limited investigation skills). We also need to increase the opportunity for continuous improvement by: 
a.	Improving the quality of future PSIIs;
b.	Conducting PSIIs purely from a patient safety perspective; 
c.	Reducing the number of PSIIs into the same type of incident; 
d.	Aggregating and confirming the validity of learning and improvements by basing PSIIs on a small number of similar repeat incidents.
2.1.8	This approach will allow NHS organisations to consider the safety issues that are common to similar types of incident and, on the basis of the risk and learning opportunities they present, demonstrate that these are:
a.	Being explored and addressed as a priority in current PSII work or
b.	The subject of current improvement work that can be shown to result in progress or 
c.	Listed for PSII work to be scheduled in the future.
2.1.9	In some cases where a PSII for learning is not indicated, another response may be required. Options that meet the needs of the situation more appropriately should be considered; these are listed in Section 5.
2.1.10	As part of this approach, incidents requiring other types of investigation and decision-making, which lie outside the scope of this work, will be appropriately referred as follows:
a. Professional conduct/competence – referred to human resource teams
b. Establishing liability– referred to claims or legal teams
c. Cause of death – referred to the coroner’s office
d. Criminal – referred to the police.


[bookmark: _Toc15573561][bookmark: _Toc16274545][bookmark: _Toc26146102][bookmark: _Toc82099478][bookmark: _Toc16274534]3. Situational analysis – local 
3.1 Results of a review of activity and resources
We are reviewing our local incidents and risks to understand the people who are involved in patient safety activities across WAHT, as well as the mechanisms that support us. Our commitment is that each patient is treated with respect and dignity and, most importantly of all, as a person.
WAHT is a complex system with many interrelated components that are crucial to ensuring that everything works. 
There are 5 clinical divisions consisting of:
· Women and Children
· Urgent Care
· Speciality Medicine
· Surgery
· Specialised Clinical Services (SCSD)
Each clinical division has a dedicated governance function, supported by the central Patient Safety team.
Core patient safety activities undertaken at WAHT:
1. NHS Patient Safety Strategy
1. Audit programmes (Local and National)
1. National quality improvement Programmes
1. Patient Safety Culture
1. Patient Safety Specialists
1. Patient Safety Partners 
1. Risk Management
1. Central Alert (CAS)

Other activities within the Trust that provide patient safety include:
· Structured Judgement Reviews, 
· Learning from Deaths, 
· Complaints and feedback, and
· Inquest responses.
The operational ‘work-as-done’ for these patient safety activities is predominantly owned by our colleagues on the front-line. This is teamed with  assistance from their respective Divisional Governance colleagues, who are supported through strategic, educational and subject matter expert provision flowing from the Corporate Directorates.
This emergent system is being built to fit and respond to the size of our Trust and the nuances of the teams, services and structures we work    in. This involves key people and teams within WAHT, who are integral in facilitating our patient safety approach and the continued improvement of our patient safety culture, on our journey to implementing PSIRF.
 Overview: “Our current Patient Safety Networks” 


Commencing in Mid 2020 the PST conducted a wide ranging thematic review of data sources across the trust to better understand the historical capacity and resource demands from Nationally and Locally reported Patient Safety Incidents. The data has been broken down into annual figures and has been used to determine future capacity and resource implications as we move to the new Patient Safety Incident Response Framework.


[bookmark: _Toc15573562]3.1.1	Patient safety incident investigation (PSII) activity: April 2019 to March 2023:
Through a process of thematic review and triangulation of data across the organization, the data below gives a clear picture of the quantity of recorded incidents over a 3-year period. This data was used to quantify high risk areas and resource implications used under the Serious Incident Framework 2015 and triangulated against the requirements of the PSIRF. 
Table 1:
	
	2019-20
	2020-21
	2022-23
	Ave

	Never Events
	5
	2
	4
	4

	Serious Incident investigations (i.e. StEIS reportable and including IMRs submitted to DHR, SCR etc.)
	66
	202
	118
	128

	‘Coroner-initiated’ patient safety investigations
	7
	14
	92
	38

	Patient/Family/Carer formal complaint-linked patient safety investigations
	30
	35
	145
	70

	Other PSIIs (INTERNAL / comprehensive investigations)
	47
	85
	25
	157

	TOTAL patient safety (clinical) incidents
	11987
	18377
	17065
	15809

	Incidents referred (to HSIB/Regional independent investigation teams (RIITs)/PHE, etc.) for independent PSII
	28
	40
	2
	23


[bookmark: _Toc15573563]

[bookmark: _Toc15573565][bookmark: _Toc16274547][bookmark: _Toc26146104][bookmark: _Toc15570280][bookmark: _Toc16274536]3.2   Service concerns Patient Safety Service Concerns Report Quarter 4, 2021-22 – Quarter 1, 2022-23:


We always encourage members of the public, staff and external organisations to report a concern. All concerns raised are addressed by the PST with support from Clinical colleagues when required.  Where we have been unable to resolve the matter quickly (usually within a few days), we will carry out a proportionate investigation under the complaints procedure.

We are committed to listening to our staff, Patients and Carers, with the aim of learning lessons and improving patient care. 

The data below is taken from the Q4 21/22-Q1 22/23

Table 2:  116 service concerns were reported as minor harm


	Worcestershire Royal Hospital
	Alexandra Hospital
	Kidderminster treatment Centre
	Offsite

	71
	39
	1
	4


[bookmark: _Toc82099479]
Themes
Discharge Issue, Pathways, Letters/EDS, Medicines management and Patient experience were the highest reported service concern for the 6-month period,
· Discharge Issue (20), related to Poor discharge planning, Inadequate follow up arrangements, missing medical paperwork, Missing electronic discharge summaries and Discharge without assessment.
· Pathways (17), related to Delayed/Refused access to service, Delayed/Missed diagnosis, Inadequate follow up/Delayed test results, Wrong pathway, Wrong diagnosis.
· Letters/EDS (24), related to Accuracy, Medication errors, Timeliness and not sent/received/missing.
· Patient Transfer (11)
· Patient Experience (10), all related to Quality of Care.

Thematic analysis of high impact Patient safety areas.
· A valuable and thorough examination of high impact Patient Safety areas has been conducted by the PST with skill and rigour to determine the interconnected contributory and causal factors. 
· The findings from the thematic review have been collated, compared and contrasted to identify common causal factors and any common interconnections or associations upon which effective improvements can be designed.
  Causal factors from investigations into incidents and Never Events:
· Communication management issues, particularly related to flows to staff (up, down and across), including across organisational boundaries
· Communication issues with written communication where information was incomplete, did not convey risk, were difficult to read or was directed to the wrong people
· Recognising and responding to clinical changes or information
· Timeliness of appropriate escalation for review or treatment
· Care or Process pathway issues including across services

Table 3: 
	Corporate risks register top 5 themes and areas February 2023:
	Risk Detail

	Ambulance rapid release
	If the ambulance service rapid release protocol is enacted, there is a risk that the operational management of safe patient care may be compromised, leading to severe patient harm.

	Overcrowding in the ED department
	If there is not effective management of the crowding, reduction of patients who are managed in corridors and reduction of delays in ambulance handover in the ED, this could lead to compromised patient safety and poor patient experience, persistent poor compliance with national standards with significant reputational damage and income loss.

	Implementation of the electronic Patient record
	There is a risk that if there are delays to the implementation of the Digital Care Records Programme, this may lead to the financial model being compromised resulting in failure to make improvements on identified patient safety issues.

	Cybersecurity
	IF we do not take adequate precautions to secure our IT systems, and the patient data within them, THEN there is a risk that the Trust will be subject to a cyber-attack RESULTING in loss of personal data, disruption to core services and reputational damage.


	Workforce planning
	The Model Hospital indicates that the Trust spends more on staff per unit of activity than a typical Trust. There is a risk that the Trust will be seen as inefficient which may result in an increase in cost improvement requirements by ICB and concerns about our use of resources from our regulators.



3.3 Conclusions from review of the local patient safety incident profile 
3.3.1	The current top10 locally reported clinical incident categories for PSII 2022-23 are: 
Table 4:
	
	Incident category

	1
	Tissue viability

	2
	Bed management

	3
	Medication issue

	4
	Patient slip/trip

	5
	Cancellation/Delay

	6
	Non Adherence to standards

	7
	Infection control

	8
	Admission/Discharge/Transfer issue

	9
	Staffing issue

	10
	Mental Health / DoLS Issue

	· Note this list is not in priority order


[bookmark: _Toc15573566][bookmark: _Toc16274548][bookmark: _Toc26146105][bookmark: _Toc82099480]
PALS: themes reported 2020-2023 
Table 6:
[image: A bar chart showing the main themes reported to the Trust's Patient Avice and Liaison Service between 2020 and 2023. In descending order they are Signposting, Communications, Appointments, Clinical Treatment, Covid 19, Trust Admoin policies and procedures, admission and discharge, access to treatment or care, access to treatment or drugs, values and behaviour of staff and patient care]
Table 7:
Serious incident investigation themes 2020-2023: 
	Category
	2019/20
	2020/21
	2022-23
	Total

	HCAI infection control
	6
	111
	50
	167

	Diagnostic incident
	24
	24
	17
	65

	Slips, trips, falls
	7
	13
	12
	32

	Treatment delay
	10
	12
	7
	29

	Maternity/obstetrics
	13
	7
	1
	21

	Pressure ulcer
	5
	5
	1
	11

	Surgical (invasive)
	8
	6
	6
	20


3.4 Gap analysis 
3.4.1	We have referred to the national PSII standards to identify gaps in dedicated PSII personnel, seniority, PSII skills, etc. to enable delivery of the potential PSII programme; that is:
a.	National priorities:
· Never Events 
· ‘Learning from Deaths’-related incidents (identified via structured judgement review to be more likely than not due to problems in care)
· unexpected incidents which signify an extreme level of risk for the patients, families and carers, staff or organisations, and where the potential for learning and improvement is so great (within or across a healthcare service/pathway) that they warrant the use of additional resources to mount a comprehensive PSII response.
b.	Local priorities identified in 3.3.1 above. 
[bookmark: _Toc16274549][bookmark: _Toc26146106]c.	Excluding incident types that are already part of an active improvement plan that is being monitored to determine efficacy and for which incremental improvement can be demonstrated.
Priority areas for PSII (the methodology can be determined for suitability and can be led by an appropriate lead relating to the subject)

3.4.2 Based on the analysis, thematic review and selection criteria (excluding those that meet the National criteria for PSII) these priorities have been agreed in collaboration with trust colleagues via the Serious Incident Learning and Review group (SIRLG), the PSIRF implementation team, ICB and executive decision makers. (Table 8).

The priority areas identified (below) are system critical areas that do not have an established quality Improvement programs in place or programs that are in their infancy.

A deliberate decision has been made to keep the priority areas broad, in order that retain the flexibility to be responsive to developing areas of enhanced learning and risk.

We will retain the ability to investigate individual PSII separately, however, in order to utilize existing resources for maximum effect we will, through a process of discussion and deliberation at the weekly PSIRG, determine the most appropriate response. We will utilize the thematic review process to maximize learning utilizing the SEIPS 2 model.

Findings from thematic review investigations from the same narrowly specified incident type will be analyzed for commonalities and opportunities for system wide improvement.

Table 8:

	Priority Areas for further in-depth review by an appropriate lead, with the support of a PSII, are identified for improvement and will be reviewed and/or monitored. Adaptations to the priority areas will be determined by evolving risk and may be subject to change, following wider discussion and agreement. A thematic review may be used to focus on quality improvement work needed; or a cluster of no more than 10 Rapid Reviews, or a series of After Action Reviews may be examined.

	[bookmark: _Hlk153882748][bookmark: _Hlk16066249]
	Priority
	Specificity 
	Methodology 
	Scope
	Lead / Support

	1
	Cancellation / Delay 
	Cancellation/Delay relating to MDT: a thematic review of incidents relating to Urology MDT processes has been commenced and initial quality improvement work under way - to provide assurance that Urology cancer pathways are robust. Future QI work would be to transfer the learning from Urology to all MDT’s.
	Thematic review: QI Adopt and Spread from Urology thematic review 
	Urology - Trust Wide 
	HoPS and CMO

	2
	Medication
	Medication Incidents: A focus on time critical prescribing of insulin with a particular focus on out-lying patients. A thematic review will be undertaken of incidents between April-Sept 2024.
	Thematic review of rapid reviews of upto 10 incidents April – Sept 2024 to inform QI improvement plan 
	Out-lying inpatients -Trust wide
	PSII and governance lead for Pharmacy and governance lead for diabetics

	3
	Bed management
	Safe discharge – review of patients being re-admitted within 1 week of discharge: a review will be undertaken consisting of: 5 after action reviews and will be conducted between April and September 2024
	5 After Action Reviews between April and September to inform QI improvement project 
	Trust wide
	PSII to co-ordinate, but divisions to conduct the initial after action review

	4
	Tissue Viability
	Once a year A thematic review of superficial Category 2 pressure damage that deteriorates to complex deep pressure damage category 3-4 during the hospital admission / care. Utilizing data and round tables conducted from January 2024-June July 2024.

	Thematic review of incidents from January 2024 – July 2024 to inform Quality Improvement plan
	HAPU cat 3-4 - Trust wide
	PSII and DCNO



[bookmark: _Toc82099481]*Note these are not in priority order and are interchangeable and will be prioritized based on the capacity for enhanced learning for the organization.
3.5 Strategic plan
3.5.1 We have developed a strategic plan to address the above findings. We will:
	Overarching aims
	Specific strategic Objectives

	0. Improve the safety of care that we provide to our patients.
	· Develop a climate that supports a just culture and an effective learning response to patient safety incidents.
· Respond to Patient safety incidents purely from a patient safety perspective.
· Reduce the number of duplicate PSIIs into the same type of incident to reduce waste, and enable more resource to be focused on effective learning.
· Develop better measurement initiatives based on learning from incident responses.

	0. Improve the experience of Patients and their families and carer’s, wherever a patient safety incident or PSII is required.
	· Act on feedback
· Support and involve patients, families and carer’s in incident response.
· Promote a Duty of Candor
· Work closely with designated patient safety partners.

	0. Improve the use of valuable healthcare resources.
	· Transfer the emphasis from the quantity of investigations completed with an arbitrary deadline to a higher quality response to patient safety incidents, and the implementation of meaningful actions that lead to sustainable improvement.
· Develop a local board led assured architecture around response to patient safety incidents in collaboration with ICB colleagues.


	0. Improve the working environment for staff I relation to their experiences of patient safety incidents and investigations.
	· Act on feedback from staff about their concerns with patient safety incident responses within the trust.
· Support and involve staff in patient safety incident response, for better understanding and development of enhanced learning.



To achieve this strategic plan, we will:
a.	Plan consultation work with ICBs and other stakeholders, including patient and staff groups, to review and develop a prioritisation plan for local PSIIs.
b.	Develop a prioritized register of patient safety incident types by identifying and ranking them according to the risk they present locally (severity, likelihood, concern, cost etc.) and the opportunity they present for new knowledge and improvement. Use the register as an active document.
c.	Acknowledge that, wherever available, PSII findings and analysis from more than one similar incident provides an opportunity to identify common causal factors by cross-referencing and corroborating them. Robust thematic analysis can be achieved by selecting a few very recent and typically similar incidents and investigating each one individually with skill and detail to determine the causal factors that effective improvements can be designed to address. PSII of recent rather than historical incidents allow information gathering and analysis of the system as it currently is. 
d.	From the gap analysis, we have identified how many good quality PSII can be conducted each year.
e.	Agreed the number of PSIIs to be conducted for each very similar, prioritized incident-type.
f.	Divide the number of good quality PSIIs currently able to be conducted per year –by the number of PSIIs to be conducted for each very similar, prioritized incident- type selected.
g. 	We have subtracted the anticipated number of ‘national priority’ PSIIs, to identify the number of incident types from the top priorities register that can be addressed during the period of the plan.
g.	Declare the register of incident types to be investigated over the period of the plan, ensuring each type has a narrowly defined focus, that will be agreed in a multi-disciplinary format.
h.	We have declared the number of each of these incident types and the total number of PSIIs planned for the period of the plan.
I.	Agree interventions for incidents that fall outside the PSII plan but require action or new insight, e.g.:
· incident report or timelines (for Duty of Candour disclosure
· Rapid review
· After-action review (for rapid local team review)
· HR investigations (for concerns about individual competency/performance)
· Legal investigations (for concerns surrounding liability, etc.).
j. Document the data review process and rationale for prioritisation of local PSIIs.
k. Complete the PSIRP document together with stakeholders and agree it with them.
l. Publish a summary PSIRP on our website.
m. Plan activity for the immediate future based on the above plan.
n. Develop and implement plans to:
· [bookmark: _Hlk16064116]address any shortfall identified in capacity and capability
· meet requirements of the PSIRF and PSII standards 
· Maintain capacity and capability to sustain the meeting of these requirements.
3.5.2	For each comprehensive PSII: We will;
a. Ensure each PSII is conducted separately, in full and to a high standard, by a team whose lead investigator is an experienced Band 8a and has received a minimum of two days’ training.
b. Refer to training and the national PSII standards and conduct PSIIs as per the plan and in line with national good practice for PSII.
c. Use the national standard template to report the findings of the PSIIs.
d. Identify common, interconnected, deep-seated causal factors (not high-level themes or problems).
3.5.3 For each group of PSIIs dedicated to a similar/narrow focus incident type (Thematic review): We will;
a. Design strong/effective improvements to sustainably address common interconnected causal factors.
b. Develop an action plan for implementation of the planned improvements.
c. Monitor implementation of the improvements.
d. Monitor effectiveness of the improvements over time.
3.5.4 Monitor the quality of PSII findings and progress against this PSIRP: 
a.	Are the actions likely to achieve improvement?
b.	Is there evidence of improvement?


[bookmark: _Toc15573567][bookmark: _Toc16274550][bookmark: _Toc26146107][bookmark: _Toc82099482]4. Selection of incidents for patient safety incident investigation
[bookmark: _Toc15573568][bookmark: _Toc16274551][bookmark: _Toc26146108][bookmark: _Toc82099483]4.1 Aim of a patient safety incident investigation (PSII)
[bookmark: _Hlk25687439]4.1.1	PSIIs are conducted for learning and safety improvement. This is achieved by identifying the circumstances surrounding incidents and the focused, interconnected causal factors that may appear to be precursors to patient safety incidents. These factors must then be targeted using strong (effective) system improvements to prevent or continuously and measurably reduce repeat patient safety risks and incidents.
4.1.2	There is no remit in PSII to apportion blame or determine liability, preventability or cause of death.
4.1.3	There are several other types of investigation which, unlike PSIIs, may be conducted for or around individuals. Examples include complaints, claims, human resource, professional regulation, coronial or criminal investigations. As the aims of each of these investigations differ, they need to continue to be conducted as separate entities to be effective in meeting their specific intended purposes.
[bookmark: _Toc15573569][bookmark: _Toc16274552][bookmark: _Toc26146109][bookmark: _Toc82099484]4.2 Selection of patient safety incidents for PSII 
4.2.1	In view of the above, the selection of incidents for PSII is based on the: 
a.	actual and potential impact of the incident’s outcome (harm to people, service quality, public confidence, products, funds, etc.) 
b.	likelihood of recurrence (including scale, scope and spread) 
c.	potential for new learning 


[bookmark: _MON_1690111596][bookmark: _Toc16274553][bookmark: _Toc26146110]Worcestershire Acute Hospitals Trust 
“How we will respond to Patient Safety Incidents”

4.3 Timescales for patient safety PSII
4.3.1	Where a PSII for learning is indicated, the investigation must be started as soon as possible after the patient safety incident is identified. 
4.3.2	Although PSIRF does not prescribe specific timelines for PSII, the trust expectation is that PSIIs should ordinarily be completed within one to three months of their start date. The Trust standard will be set at a maximum of 60 working days per PSII, unless, there are exceptional circumstances that inhibit the ability to complete the PSII in this time frame or the PSII is a multiple of similar type, in which case an extension to 90 working days may be requested. Specific timeframes will be agreed with family, carers and other stakeholders to ensure that there is open and transparent communication process in place.
4.3.3	In exceptional circumstances, a longer timeframe may be required for completion of the PSII. In this case, any extended timeframe should be agreed between the healthcare organisation with the patient/family/carer. 
4.3.4	No local PSII should take longer than six months (120 days). 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. (Where the processes of external bodies delay access to some information for longer than six months, a completed PSII can be reviewed to determine whether new information indicates the need for further investigative activity.)
[bookmark: _Toc82099485][bookmark: _Toc16274554][bookmark: _Toc26146111]4.4 Nationally-defined priorities to be referred for PSII or review by another team
4.4.1	The national priorities for referral to other bodies or teams for review or PSII (described in the PSIRF) for the period 2023 to 2024 are:
a. maternity and neonatal incidents:
· incidents which meet the ‘Each Baby Counts’ and maternal deaths criteria detailed in Appendix 4 of the PSIRF must be referred to the Healthcare Safety Investigation Branch (HSIB) for investigation (https://www.hsib.org.uk/maternity/)
· all cases of severe brain injury (in line with the criteria used by the Each Baby Counts programme) must also be referred to NHS Resolution’s Early Notification Scheme
· all perinatal and maternal deaths must be referred to MBRRACE
b. mental health-related homicides by persons in receipt of mental health services or within six months of their discharge must be discussed with the relevant NHS England and NHS Improvement regional independent investigation team (RIIT)
c. child deaths (Child death review statutory and operational guidance):
· incidents must be referred to child death panels for investigation
d. deaths of persons with learning disabilities:
· incidents must be reported and reviewed in line with the Learning Disabilities Mortality Review (LeDeR) programme
g.	safeguarding incidents:
incidents must be reported to the local organisation’s named professional/safeguarding lead manager and director of nursing for review/multi professional investigation
e. incidents in screening programmes: 
· incidents must be reported to Public Health England (PHE) in the first instance for advice on reporting and investigation (PHE’s regional Screening Quality Assurance Service (SQAS) and ICBs of the service)
h.	deaths of patients in custody, in prison or on probation where healthcare is/was NHS funded and delivered through an NHS contract: 
· Incidents must be reported to the Prison and Probation Ombudsman (PPO), and services required to be registered by the Care Quality Commission (CQC) must also notify CQC of the death. Organisations should contribute to PPO investigations when approached.
[bookmark: _Toc82099486]4.5 Nationally-defined incidents requiring local PSII
4.5.1	Nationally-defined incidents for local PSII are set by the PSIRF and other national initiatives for the period 2023 to 2024. These are:
· incidents that meet the criteria set in the Never Events list 2018 
· incidents that meet the ‘Learning from Deaths’ criteria; that is, deaths clinically assessed as more likely than not due to problems in care - using a recognized method of case note review, conducted by a clinical specialist not involved in the patient’s care, and conducted either as part of a local Learning from Deaths (LfD) plan, or following reported concerns about care or service delivery. Further, specific examples of deaths where a PSII must take place include:
· deaths of persons with mental illness whose care required case record review as per the Royal College of Psychiatrist’s mortality review tool and which have been determined by case record review to be more likely than not due to problems in care 
· deaths of persons with learning disabilities where there is reason to believe that the death could have been contributed to by one or more patient safety incidents/problems in the healthcare provided by the NHS. In these circumstances a PSII must be conducted in addition to the LeDeR review
· deaths of patients in custody, in prison or on probation where there is reason to believe that the death could have been contributed to by one or more patient safety incidents/problems in the healthcare provided by the NHS
· Suicide, self-harm or assault resulting in the death or long-term severe injury of a person in state care or detained under the Mental Health Act.
[bookmark: _Toc15573570][bookmark: _Toc16274556][bookmark: _Toc26146113][bookmark: _Toc82099487]4.6 Locally-defined incidents requiring local PSII
4.6.1	Based on the local situational analysis and review of the local incident reporting profile, and the thematic review of high impact Patient safety areas, local priorities for PSII have been set by this organization for the period 2023-2024 and will be reviewed annually.
a.	Locally-defined emergent patient safety incidents requiring PSII. An unexpected patient safety incident which signifies an extreme level of risk for patients, families and carers, staff or organisations, and where the potential for new learning and improvement is so great (within or across a healthcare service/pathway) that it warrants the use of extra resources to mount a comprehensive PSII response.
b.	Locally-predefined patient safety incidents requiring investigation. Key patient safety incidents for PSII have been identified by this organization (through analysis of local data and intelligence from the past three years), and agreed with the ICB organisation(s) as a local priority in line with the following guidance:
· Criteria for selection of incidents for PSII:
a. actual and potential impact of outcome of the incident (harm to people, service quality, public confidence, products, funds, etc.) 
b. likelihood of recurrence (including scale, scope and spread) 
c. potential for learning in terms of:
· enhanced knowledge and understanding
· improved efficiency and effectiveness (control potential)
· Opportunity for influence on wider ICS improvement.

4.6.2 Maternity services:

The identified PSIRF executive should work closely with board level maternity safety champion(s) to ensure that maternity services are working to the same standards including  standards relating to the development of patient safety incident response policy and planning activity.  

The expectation set within NHS England Ockenden Minimum evidence requirement requires that: Clinical change where required must be embedded across trusts with regional clinical oversight in a timely way. The Trusts must be able to provide evidence of this through structured reporting mechanisms e.g. through maternity dashboards. This must be a formal item on LMS agendas at least every 3 months.  

Activity to support the monitoring of safety improvement plans, generated using collective insight from learning responses, will help to enable and demonstrate clinical change in relation to identified issues across organisations and systems. Expected timeframes/ periods for delivering changes to support improvement would be incorporated within improvement actions developed in response to learning from patient safety.

· To align with PSIRF requirements a Maternity Safety Improvement Plan, driven by response to PSII and aligned with complaints will be developed by Maternity services, supported by the PST.
· All Maternity PSII will be signed off by the trust board 
· A sampling approach will be taken to ensure the continuity of learning responses utilising After Action Reviews (AAR) and or Rapid Reviews (RR). In order to enhance learning opportunities.

[bookmark: _Toc82099489][bookmark: _Toc26146114]Staffing implications:
The NPSS requires the PST team to play a greater role in trust wide and local level learning and improvement, with an increased focus on patient involvement, and complex case investigation that gives the greatest opportunity for organisational learning.  
The NPSS outlines the requirements of the investigative posts being linked explicitly to the investigation standards, with an assumption the role will be pitched at Band 8a level. The national standards will allow for both standards and patient outcomes to be compared nationally, supported through a revised reporting ICs moving from NRLS to the Learning from Patient Safety Incidents (LFPSE) and the Patient Safety Incident Response Framework (PSIRF).
The number of required senior incident investigator roles has been influenced through initial mapping work and further thematic review throughout 2021/2/3. 
Process mapping the current SI process and through returns from divisions, the PST was able to view the overarching role of the divisional Clinical Governance teams provide in incident investigation. Through the assumptions gained from the detail of those returns and when collating all the time spent on progressing serious incidents, triangulated against high impact patient safety areas, to achieve our target and provide the organisation with the greatest learning opportunities our approach should be as follows:
	5  priority areas, giving a total of 12 PSII to be conducted per year + Nationally mandated PSII.
	

	Standard timeframe for completion will be mandated at 60 days as per existing SI policy.*Unless due to complexity of PSII or in the event that a multiple of similar investigations are to be conducted at once a 90 day completion timeframe may be requested.

	Capacity
	1 x 8c = 1 PSII per year
1 x 8b = 1 PSII per year
2 x 8a = 4 PSII per year
2 x 7 = 4 per year
1 x Band 4 Administration support
	Target 10 per year + Nationally mandated PSII



[bookmark: _Toc82099490]5. Selection of incidents for review
5.1	Some patient safety incidents will not require PSII but may benefit from a different type of examination to gain further insight or address queries from the patient, family, carers or staff.
5.2	A clear distinction is made between the activity, aims and outputs from reviews and those from PSIIs.
5.3	Different review techniques can be adopted, depending on the intended aim and required outcome:
	Technique
	Method
	Objective

	Immediate safety actions
	Incident recovery
	To take urgent measures to address serious and imminent:
a. discomfort, injury, or threat to life
b. Damage to equipment or the environment.

	Rapid Review
	Immediate Management oversight and Review
	A short review, held at a set time and place and informed by visual feedback of data, to:
· improve situational awareness of Patient Safety Incident
· focus on immediate actions, learning points
· share understanding of the day’s focus and priorities
· agree immediate actions
· enhance teamwork through communication and collaborative problem-solving 
· celebrate success in reducing harm
· Consider if further information is required to inform next steps (AAR if required).

	After-action review
	Team review
	A structured, facilitated discussion on an incident or event to identify a group’s strengths, weaknesses and areas for improvement by understanding the expectations and perspectives of all those involved and capturing learning to share more widely.

	Screening Tool/Hot debrief
	Quick review and assessment
	Could be used for frequent well known incidents such as Infection Prevention Incidents, Tissue Viability and Falls to determine if any learning to be gained or any areas to improve.
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[bookmark: _Toc26146115][bookmark: _Toc82099491]6. Roles and responsibilities
[bookmark: _Hlk16065779]This organisation describes clear roles and responsibilities in relation to its response to patient safety incidents, including investigator responsibilities and upholding national standards relating to patient safety incidents.

6.1 Trust boards (including board quality sub committees): We will:
· Ensure that the patient safety incident response framework (PSIRF) is implemented from board to ward.
· Ensure that wider strategy development and implementation is aligned with the principles and requirements of the PSIRF.
· Take responsibility for leading the development of a just, open and learning culture within the organisation – and for role modelling the behaviours required to achieve this.

6.2 Chief executive:
· Overall responsibility for ensuring the organisation has processes that support an appropriate response to patient safety incidents (including contribution to cross ICs/multi-agency reviews and/or patient safety incident investigations (PSIIs) where required).
· Overall responsibility for ensuring the development of a patient safety reporting, learning and improvement.
· Ensures that PSII and processes are adequately resourced: including, funding, management time, equipment and training. 
· Appoints executive lead for supporting and overseeing implementation of the PSIRF.
· Approves publication and on-going review of the organisation’s patient safety incident response plan (PSIRP).
· Ensures that the PSIRF, patient safety incident reporting data, patient safety incident investigation data, findings, improvement plans and progress are discussed at the board’s quality subcommittee. 
· Ensures that the organisation complies with internal and external reporting/notification requirements.
· Acts as spokesperson in complex/high profile cases where the media/public is engaged.



6.3 Governors (where applicable)
Hold the board and non-executive directors to account for:
· ensuring implementation of the PSIRF from board to ward
· Developing a just, open and learning culture within the organisation – and for role modelling the leadership behaviours required to achieve this.

6.4 Executive lead for supporting and overseeing implementation of the PSIRF: this responsibility within Worcestershire Acute Hospitals Trust is delegated to the Chief Medical Officer and the Chief Nursing Officer.
Note: This may also be the person with overarching responsibility for quality or more specifically patient safety. They must be a member of the board or executive team and equipped (through training and professional development) with up-to-date safety skills, knowledge and experience, including conduct of patient safety review and investigation; knowledge of and appropriate responses to human factors; application of ‘being open’ and Duty of Candour principles; system thinking/based design; and quality improvement practices (including Leadership for improvement).

· Ensures that the organisation has processes that support an appropriate. 
· Response to patient safety incidents (including contribution to collaborative/multiagency reviews and/or investigation where required).
· Ensures that processes for preparing for and responding to patient safety incidents are reviewed as part of the overarching governance arrangements.
· Ensures that the executive and non-executive team can access relevant information about the organisation’s preparation for and response to patient safety incidents including the impact of changes following incidents.
· Oversees development and review of the organisation’s PSIRP.
· Agrees sufficient resources to support the delivery of the PSIRP (including support for those affected, such as named contacts for staff, patients, families and carers where required). 
· Ensures that the Duty of Candour process is upheld. 
· Ensures that the organisation complies with the national PSII standards. 
· Establishes procedures for agreeing patient safety investigation reports in line with the national PSII standards. 
· Develops professional development plans to ensure that staff have the training, skills and experience relevant to their roles in patient safety incident management. 
· Provides leadership, advice and support in complex/high profile cases. 
· Liaises with external bodies/supports the chief executive as a spokesperson for the organisation as required.

6.5 Patient safety team
· Ensures that PSIIs are undertaken for all incidents that require this level of response (as directed by the organisation’s PSIRP). 
· Develops and maintains local risk management systems and relevant incident reporting (including StEIS and its replacement, “Learning from Patient Safety Events” (LFPSE) once introduced) to support the recording and sharing of patient safety incidents and monitoring of incident response processes. 
· Supports the development and review of the organisation’s PSIRP. 
· Ensures the organisation has procedures that support the management of patient safety incidents in line with the organisation’s PSIRP (including convening review and PSII teams as required and appointing trained named contacts to support those affected). 
· Establishes procedures to monitor/review PSII progress and the delivery of improvements. 
· Works with the executive lead to address identified weaknesses/areas for improvement in the organisation’s response to patient safety incidents, including gaps in resource including skills/training. 
· Supports and advises staff involved in the patient safety incident response.

6.6 Patient safety incident investigators
Patient safety incident investigators must have been trained over a minimum of two days in systems-based PSII. 
· Ensure that they undertake PSIIs in line with the national PSII standards. 
· Ensure that they are competent to undertake the PSII assigned to them and if not, request it is reassigned. 
· Undertake PSIIs and PSII-related duties in line with latest national guidance and training.

6.7 Named contacts for patients, families and carers
· Identify those affected by patient safety incidents and their support needs. 
· Provide them with timely and accessible information and advice. 
· Facilitate their access to relevant support services. 
· Obtain information from review/PSII teams to help set expectations. 
· Work with the patient safety team and other services to prepare and inform the development of different support services. 
· Support staff training in openness and transparency. All named contacts for patients, families and carers following patient safety incidents: 
· must have received relevant training in communication of patient safety incidents 
· should have experience of and been trained in ‘being open’ and Duty of Candour 
· must have sufficient time to undertake this role; that is, they should be staff dedicated to this role or with dedicated time for this role need to be closely linked to PSII teams and individuals. 



6.8 Named contacts for staff
· Facilitate private and confidential conversations with staff affected by a patient safety incident. 
· Work with line managers to provide advice and support to these staff. 
· Facilitate their access to additional support services as required. 
· Liaise between these staff and review/PSII teams as required. 
· Support staff training in recognising the signs of stress and post-traumatic stress disorder in themselves and others and how to access help and support. 
· Work with the patient safety team and other services to prepare/inform the development of different support services.
6.9 Department leads/managers 
· Encourage the reporting of all patient safety incidents and ensure all staff in their department/division/area are competent in using the reporting system and have time to record and share information. 
· Ensure that incidents are reported and managed in line with internal and external requirements. 
· Ensure that they and their staff periodically review the PSIRF and the organisation’s PSIRP to check that expectations are clearly understood. 
· Provide protected time for training in patient safety disciplines to support skill development across the wider staff group. 
· Provide protected time for participation in reviews/PSIIs as required. 
· Work with the patient safety team and others to ensure those affected by patient safety incidents have access to the support they need. 
· Support development and delivery of actions in response to patient safety reviews/PSIIs that relate to their area of responsibility (including taking corrective action to achieve the desired outcomes).

6.10 All staff
· Understand their responsibilities in relation to the organisation’s PSIRP and act accordingly. 
· Know how to access help and support in relation to the patient safety incident response process. 


[bookmark: _Toc26146116][bookmark: _Toc82099492][bookmark: _Hlk16228957]7. Patient Safety Incident reporting arrangements 
This section will include internal and external notification requirements for the reporting of patient safety-related incidents. 
7.1 Reporting patient safety incidents on StEIS: 
· Under the PSIRF, the ‘StEIS’ reporting platform will change from a system enabling ICBs to monitor the process and progress relating to individual investigations, to a reporting and monitoring system for providers. 
· ICBs will move to using StEIS to conduct a single, annual audit of progress against each local provider’s PSIRP. In line with these changes:
· Reporting incidents previously defined as ‘Serious Incidents’ to StEIS will stop and will be replaced by the LFPSE in Autumn 2023 and providers will instead use StEIS to log and monitor all patient safety incidents identified as requiring a patient safety investigation (in line with national and locally identified priorities in their local PSIRPs. 

7.2 Supporting cross-ICS patient safety investigations:
· All ICBs must develop their capacity and capability, where these are insufficient, for coordinating cross-system investigation and extend beyond local boundaries and may require coordination at a regional level.

7.3 Information sharing to support patient safety investigations:
· Records will need to be shared when commissioning and undertaking patient safety investigations, in line with information governance structures and relevant guidance, regulation and legislation. ICBs should assist in this process.

7.4 Continuous learning and improvement and local sign off process:
· All NHS organisations including ICBs must have plans to support the continuous development of their improvement skills, practices and behaviours. Their leaders also need to identify, measure and develop behaviours that foster an organisational culture conducive to learning and improvement.
· All PSII will be presented at the weekly Patient Safety Incident Review Group for multi-disciplinary discussion and agreement on next steps. Finalised reports will be submitted to Quality Governance Committee and will be signed off by the chair on behalf of the board. Reports will then be forwarded to the Board committee assurance.
[bookmark: _Toc26146117][bookmark: _Toc82099493]8. Procedures to support patients, families and carers affected by PSIs
The national and local arrangements for supporting patients, families and carers following Patient Safety Incidents are: 
‘Being open’ incorporates 10 principles that healthcare staff should follow when communicating with patients, their families and carers following a patient safety incident in which the patient was harmed. 

8.1 Acknowledgement
· All patient safety incidents will be acknowledged and reported as soon as they are identified. Where a patient, their family or carers inform healthcare staff that something has gone wrong, they will be taken seriously from the outset, and treated with compassion and understanding by all staff.

8.2 Truthfulness, timeliness and clarity of communication
· A nominated appropriate person will give patients, families and carers clear, unambiguous information in a truthful and open manner. This information will not come from different staff, and must not conflict, be unnecessarily complex or use medical jargon that a lay person may not understand. 
· What happened will be explained step by step as soon as possible after the incident, based solely on what is known at the time and without making causal or outcome predictions. Staff will explain that new information may emerge from a patient safety incident investigation (PSII), and that patient, families and carers will be kept up to date on progress with the investigation process until the full findings are available. 
· Patients, families and carers will be given a single point of contact for any questions or requests they may have.

8.3 Apology
· Patients, families and carers will receive a meaningful apology as soon as possible – one that is a sincere expression of sorrow and regret for the harm resulting from a patient safety incident. 
· A written apology will follow, clearly stating the organisation is sorry for the suffering and distress resulting from the incident. WAHT will agree the words to be used and decide who is most suited to give the verbal and written apologies; by considering seniority, relationship to the patient, and experience and expertise in the type of patient safety incident. 

8.4 Recognising patient and carer expectations
· Patients, their families and carers can reasonably expect to be fully informed of the issues surrounding their patient safety incident, and its consequences, in a face-to face meeting with representatives from the organisation. 
· They will be treated sympathetically and with equity, respect and consideration. Support will be provided for patients, families and carers across different protected characteristics and include tailored support such as an independent patient advocate or a translator. 
· Where appropriate, they will be told about the Patient Advice and Liaison Service (PALS) and other support organisations like Cruse Bereavement Care and Action against Medical Accidents (AvMA). 

8.5 Professional support 
· WAHT will create an environment in which all staff (including those independently contracted) are encouraged to report patient safety incidents. 
· Staff will be supported throughout the PSII process. 
· They will not unfairly face disciplinary action, increased medico legal risk or any threat to their registration. 
· These concerns must be managed completely separately from the PSII. 

8.6 Confidentiality 
· Policies and procedures for ‘being open’ fully consider and respect patient, family, carer and staff privacy and confidentiality. 
· The details of a patient safety incident are confidential: communications with parties outside the clinical team will be on a strictly need-to-know basis and, where practicable, records should be anonymised.
· Patients, families and carers will be told how information about them will be used in any PSII process.
· Advice on confidentiality and data protection will be sought from the relevant Caldicott Guardian and/or data protection officer as required to ensure the culture of openness and transparency is lawfully upheld. 

8.7 Sources of support 
· National guidance for Trusts engaging with bereaved families. https://www.england.nhs.uk/ourwork/part-rel/nqb/national-guidance-for-nhs-trusts-engaging-with-bereaved-families/
· Learning from deaths – information for families. Learning from deaths – information for families explains what happens after a bereavement (including when a death is looked into by a coroner) and how families and carers should comment on care received.
· Mental health homicide support materials for staff and families. This information has been developed by the London Region Independent Investigation Team in collaboration with the Metropolitan Police. It is recommended that following a mental health homicide or attempted homicide the principles of the Duty of Candour are extended beyond the family and carers of the person who died, to the family of the perpetrator and others who died, and to other surviving victims and their families. 
· Patient Advice and Liaison Services (PALS) offers patients, families and carers confidential advice, support and information on health-related matters. As well as informally helping to resolve issues, PALS can guide people on filing a formal complaint and advise on accessing advocacy services.
· NHS complaints. Everyone has the right to make a complaint about any aspect of NHS care, treatment or service. The NHS website gives guidance complaints processes.
· The independent NHS Complaints Advocacy Service will provide someone to help navigate the NHS complaints ICs, attend meetings and review information given during the complaints process. Local Health watch also provides information about making a complaint, including sample letters. 
· Parliamentary and Health Service Ombudsman makes the final decisions on complaints patients, families and carers deem not to have been resolved fairly by the NHS in England, government departments and other public organisations. 
· Citizens Advice Bureau provides UK citizens with information about healthcare rights, including how to make a complaint about care received.

[bookmark: _Toc26146118][bookmark: _Toc82099494]9. Procedures to support staff affected by PSIs
The national and local arrangements for supporting staff following Patient Safety Incidents are: 
9.1 Mental Health First Aid (MHFA) – England
Provides: 
· Workplace guidance for employers and employees • information on mental health first aid training.
9.2 Caring for the caregivers
· The Improvement Academy hosts the 'second victim support website’. The term ‘second victim’ is under review but refers to healthcare workers who are impacted by patient safety incidents. 
· While patients and families will always be the first priority following safety incidents, the wellbeing of staff involved is often overlooked but can leave staff lacking confidence, unable to perform their job, requiring time off or leaving their profession.
· There is existing evidence on the importance and effectiveness of support programmes for such staff and their potential to counter the negative impact outlined above to result in more positive impact for staff and patients alike.

9.2 ‘Being open’
· The “Being Open” framework (2009) includes guidance (p32) on supporting staff when things go wrong.

9.3 Freedom to Speak Up
· If staff, have a concern about the organisation failing to respond to a patient safety incident, or about the nature of its response, they can seek support from the organisation’s Freedom to Speak Up Guardian. 

9.4 A just culture guide
· A just culture guide is useful when assessing concerns about individuals to ensure they are treated consistently, constructively and fairly. This should have a particularly positive effect on staff groups who have traditionally faced disproportionate disciplinary actions, e.g. Black, Asian and Minority Ethnic (BAME) groups.

9.5 The ASSIST ME model
· Managers and others can use the ASSIST ME model (produced by the Irish Health Service Executive) to guide appropriate conversations and to develop the necessary procedures to support staff following their involvement in patient safety incidents. 

9.6 Local occupational health services 
· Occupational health services help keep employees healthy and safe while in work and manage any risks in the workplace that are likely to give rise to work-related ill health. Occupational health teams keep people well at work – physically and mentally – and will be happy to talk to you about the services they can provide. 

9.7 A-EQUIP midwifery supervision model 
· A-EQUIP is an acronym for ‘advocating for education and quality improvement’. The A-EQUIP model is made up of four distinct functions: normative, restorative, personal action for quality improvement, and education and development. It supports a continuous improvement process that builds personal and professional resilience, enhances quality of care, and supports preparedness for appraisal and professional revalidation. 
· The ultimate aim of using the A-EQUIP model is that through staff empowerment and development, action to improve quality of care becomes an intrinsic part of everyone’s job, every day, in all parts of the ICs.

[bookmark: _Toc26146119][bookmark: _Toc82099495]10. Mechanisms to develop and support improvements following PSIIs
The national and local mechanisms to develop and support improvements are: 
· Sharing the knowledge gained from activities associated with patient safety incident management – the ‘lessons learned’ – of itself may not achieve the desired outcome: that is, a lower risk of the same incident happening again or its prevention. 

10.1 Share safety insight
· There are multiple opportunities through the incident management process to extract and share information, and this information can be used in different ways to support safety improvement. Information will be used at a team, department, organisation or ICs level to identify the most commonly reported incident types and insight about the nature of these incidents; triangulation with information from other sources (e.g. complaints, claims and coroner inquests) can provide further insight into the level of risk and potential opportunity for improvement. 
· The Trust will ensure there are systems in place to explore incident reporting data ‘with curiosity’ and to use the intelligence it provides to identify the areas in most need of improvement, taking into account learning from PSIRF early adopter sites. 

10.2 Implementing improvements/solutions to prevent harm and monitor impact
· Once a PSII has been finalised, recommendations will be formulated and actions developed to reduce the risk of an incident happening again by addressing the key underlying causal factors. This is where the improvement journey starts.
· People with relevant skills, experience and time to design and support technical aspects of improvement efforts are required, led by those skilled in supporting these efforts. 
· 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 will establish procedures to monitor actions and determine whether they are having the desired effect. Both outcome and process measures will be used to interpret the impact of actions and to inform how actions should be adapted if they fail to have the desired effect. Organisational escalation processes will be developed to manage situations where resources are insufficient to robustly implement actions or influence improvement, e.g. where an investment in technology or a widespread/ICS change may be the better option. 



[bookmark: _Toc26146120][bookmark: _Toc82099496]11. Evaluating and monitoring outcomes of PSIIs, Reviews etc. 
11.1	Robust findings from PSIIs and reviews provide key insights and learning opportunities, but they are not the end of the story.
11.2	Findings will be translated into effective improvement design and implementation. This work can often require a different set of skills from those required to gain effective insight or learning from patient safety reviews and PSIIs. 
11.3	Improvement work should only be shared once it has been monitored and demonstrated that it can be successfully and sustainably adopted, and that the changes have measurably reduced risk of repeat incidents.
11.4	Reports to the TME/Board will be Quarterly and will include aggregated data on:
· patient safety incident reporting 
· audit and review findings
· findings from PSIIs
· progress against the PSIRP
· results from monitoring of improvement plans from an implementation and an efficacy point of view
· results of surveys and/or feedback from patients/families/carers on their experiences of the organisation’s response to patient safety incidents
· results of surveys and/or feedback from staff on their experiences of the organisation’s response to patient safety incidents.


[bookmark: _Toc26146121][bookmark: _Toc82099497]12. Complaints and appeals
12.1		Information regarding local and national arrangements for complaints and appeals relating to the organisation’s response to patient safety incidents are available at this link:  Worcestershire Acute Hospitals NHS Trust – Comments & Complaints

12.2		The Trust fully upholds the NHS Constitution, aspiring to put the patient at the heart of everything it does. Any concerns or complaints raised about a services provided by Worcestershire Acute Hospitals will be taken seriously and will be managed in a way that reflects the organisation’s 4Ward Values

12.3		Worcestershire Acute Hospitals NHS Trust encourages service users to raise any concerns they may have immediately and at the time they occur by speaking to a member of staff. The Trust’s complaints policy focuses specifically on those concerns or complaints that require management through the Patient Advice and Liaison Service (PALS) and the Complaints Team.

12.4 		The Trust’s Complaints & Concerns Policy (WAHT-PS-005) sets out the principles and processes involved when any person wishes to raise a concern or complaint. This includes the need for the Trust to provide an apology and an opportunity for learning when complaints are responded to, where this is relevant.

12.5 	If you wish to raise a concern or complaint, please contact the Complaints Team for advice in one of the following ways:

· email: wah-tr.Complaints@nhs.net 
· telephone: 0300 123 1733
· In writing to: 
Complaints Team
3 Kings Court (First Floor)
Worcestershire Royal Hospital
Charles Hastings Way
Worcester
WR5 1DD

12.6 	The Complaints Team will support you to decide how the issues you are raising will be managed and liaise with the Patient Safety Team and Divisional Governance Teams on your behalf.
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Patient Safety Event occurs  Patient safety Incident Investigations  National priorities  Event  Approach  Improvement  

Incidents meeting each  baby counts criteria   Referred to  Healthcare Safety  Investigation Branch  (HSIB)   Respond to  recommendations  from  external referred  agency/organisation as  required.  

 

Incidents meeting maternal  death criteria  

   

Child death   Initiate child death  review process  

   

Death of person with  learning disabilities   Reported and  reviewed by Learning  Disabilities Mortality  Review (LeDeR)  

   

Safeguarding incidents  meeting criteria   Reported to WAHT’s  named safeguarding   lead  

   

Incidents in screening  programmes   Screening   QA   Service   and or  local public  health  commissioning  teams.  

   

Death of patients in   custody/prison/probation   Reported to Prison  and Probation   Ombudsman (PPO)  

 

Incidents meeting the  Never Event criteria   Patient Safety  Incident Investigation   Create local  organisational  recommendations and  actions.  

 

Incidents resulting in death  

 

Trust priorities  Patient Safety Priority  Index Case:      Delays related to Cancer       Time Critical prescribing and  administration of insulin       Safe Discharges        Pressure ulcers   that  deteriorate from superficial  damage to deeper complex  damage   Patient Safety  Incident  Investigation  where agreed (detail  provided in WAHT  policies)   Create local  organisational  recommendations and  actions feeding into  patient safety priorities  improvement  programmes.  

   

Patient safety review  Local level  Incident resulting in  moderate   or   severe harm to patient   Statutory duty of  candour and timeline   chronology   Inform thematic analysis  of on - going patient  safety risks.  

Incident resulting in  no/low h arm  to patient   Validation of facts at  local level  –   thematic analysis  
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