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Policy Description
The aim of this policy is to deliver the requirements of the Patient Safety Incident Response Framework (PSIRF) (2022b).
This policy sets out the approach of East Kent Hospitals University NHS Foundation Trust (“the Trust”) to developing and maintaining effective systems and processes for responding to patient safety incidents. The purpose of which is to ensure learning and improvement in patient safety.
[bookmark: _Toc199923741]Introduction
PSIRF advocates a co-ordinated and data-driven response to patient safety incidents. It embeds the response to patient safety incidents within a wider system of improvement and prompts a significant cultural shift towards systematic patient safety management.
This policy supports the development and maintenance of an effective patient safety incident response system that integrates the four key aims of PSIRF:
Compassionate engagement and involvement of those affected by patient safety incidents.
Application of a range of system-based approaches to learning from patient safety incidents. 
Considered and proportionate responses to patient safety incidents and safety issues. 
Supportive oversight focused on strengthening response system functioning and improvement.
[bookmark: _Toc199923742]Definitions
Being fair (NHSE, 2025a) is a tool that supports decision making for patient safety incidents to ensure that staff are treated fairly.
Learn from Patient Safety Events (LFPSE) service is a national NHS system for the recording and analysis of patient safety events that occur in healthcare. Patient Safety Events recorded on the Trust Local Risk Management System (LRMS) are automatically uploaded to the LFPSE service.
Learning response, a system-based approach for learning from patient safety incidents. This includes Patient Safety Incident Investigation, After Action Review, Swarm huddle, Multidisciplinary Team Review, Thematic Review, exploration of daily work and the application of improvement tools.
Local Risk Management System (LRMS) – information management system used within the Trust to, amongst other functions, report, record and monitor the investigation of patient safety events and resultant safety actions.
Oversight, refers to the requirement of the Trust to:
Ensure the Trust meets national patient safety incident response standards.
Ensure PSIRF is central to overarching safety governance arrangements.
Quality assure learning response outputs.
Patient safety is the avoidance of unintended or unexpected harm to people during the provision of health care. 
Patient safety events include:
Incident – Something unexpected or unintended has happened, or failed to happen, that could have or did lead to patient harm for one or more person(s) receiving healthcare (NHS England, 2023).  This includes near misses.
Outcome – a poor outcome routinely reported locally where it is not yet known whether or not the outcome was caused by a patient safety incident.
Risk – a risk to patient safety in the future, though no patients have yet been affected.
Good care – an example of good care that can be learned from.
Patient safety incidents of concern or interest is a term used by the Trust when undertaking incident reviews and includes:
National requirements as outlined within the PSIR Plan.
Cases where there is significant potential for system based learning and improvement to support safe care.
Cases where there is a significant risk or concern that has not yet materialised.
Near misses and salvaged incidents where a patient safety incident and/or harm was avoided through luck or intervention.
Cases of good practice identified for review as learning from excellence.
Cases where significant physical or psychological harm has been reported. 
Patient Safety Incident Investigation (PSII) – undertaken when an incident or near-miss indicates significant patient safety risk and potential for new learning.
Patient Safety Syllabus – training requirements for every member of NHS staff.  The five domains are:
Systems approach to patient safety.
Learning from incidents.
Human factors, human performance and safety management.
Creating safe systems.
Being sure about safety.
[bookmark: _Toc199923743]Purpose and Scope
This policy is specific to patient safety incident responses conducted solely for the purpose of learning and improvement across all areas of the Trust.
Responses under this policy follow a systems-based approach. This recognises that patient safety is an emergent property of the healthcare system: that is, safety is provided by interactions between components and not from a single component. Learning responses do not take a ‘person-focused’ approach where the actions or inactions of people are the focus of an investigation.
There is no remit to apportion blame or determine liability, preventability, or cause of death in a response conducted for the purpose of learning and improvement. Other processes, such as claims handling, human resources investigations into employment concerns, professional standards investigations, safeguarding reviews, coronial inquests, and criminal investigations, exist for that purpose. The principle aims of each of these responses differ from those of a patient safety response and are outside the scope of this policy.  Information from a patient safety response process can be shared with those leading other types of responses, and vice versa, but other processes should not influence the remit of a patient safety incident response.
[bookmark: _Toc199923744]Duties
Chief Executive Officer has overall responsibility for the provision of policies and procedures in relation to patient safety and the implementation of the National Patient Safety Strategy.
Quality and Safety Committee is responsible through the quality governance structure for:
Seeking assurance that this policy and the Trust Patient Safety Incident Response (PSIR) Plan is being implemented, learning has been identified and improvements are being embedded.
Ensuring the Trust develops a just and learning culture through meaningful patient, family and staff engagement and application of the Being fair tool (NHSE, 2025a) in practice.
Chief Nursing and Midwifery Officer (CNMO) is the Trust PSIRF executive lead and is supported in this role by the wider Trust Board.  The CNMO is responsible for:
The oversight of the development, review of the Trust’s PSIRF policy and plan, ensuring these meet the expectations of the patient safety incident response standards (NHSE, 2024) and oversight requirements (NHSE, 2022a).
Approval of the PSIIs and ensuring mechanisms are in place to monitor the implementation of the resultant patient safety actions.
Chief Medical Officer (CMO) provides medical oversight of PSIIs and has delegated responsibility for the approval of PSIIs in the absence of the CNMO. 
Care Group Medical Directors, Directors of Nursing, Managing Directors and Associate Directors are responsible for the application of this policy within their care group.  This includes the review of learning responses overseen by the CNMO and Learning Response Approval Panel, approval of learning responses not overseen by the CNMO or Learning Response Approval Panel and the implementation of patient safety actions identified for the care group from any learning response.
Director of Quality Governance (Patient Safety Specialist) provides strategic support and oversight of the implementation of PSIRF within the Trust.
Head of Patient Safety and Improvement (Patient Safety Specialist) leads the:
Implementation of PSIRF within the Trust through the design and updating of the required systems and processes to support this policy and the PSIR Plan.
Commissioning or development and delivery of education and training to support PSIRF requirements.
Development of a patient safety shared learning framework and to support implementation within the Trust.
Provision of advice on the implementation of proportionate responses to patient safety incidents, effective improvement plans and the delivery of the required oversight responsibilities.
Deputy Heads of Patient Safety are responsible for:
The delivery of the functions required to support this policy and the PSIR Plan e.g. maintenance of the Local Risk Management System, patient safety education and training delivery and patient safety communication including shared learning.
Advising on proportionate learning responses and the effectiveness of resultant safety actions.
Line management of Patient Safety Leads and Patient Safety Partners.
Patient Safety Specialist
The Trust has identified named roles which are responsible for prioritising the local implementation of the NHS Patient Safety Strategy.  This includes the ongoing implementation of PSIRF.  
These roles include members of the Trust and Maternity specific patient safety teams.
These individuals are expected to be educated and competent up to Level 4 of the NHS Patient Safety Syllabus - Extended expertise in professional practice in patient safety (Senior Patient Safety Practitioner).  Note: The named Medicines Safety Officer and Medical Devices Safety Officer roles should also be educated and competent up to Level 4.
Quality Governance Business Partners or equivalent roles are responsible for:
Ensuring the care group Quality Governance Meeting receives timely and accurate data in relation to patient safety incidents and actions.
Leading PSIIs.
Advising on proportionate learning responses that, through safety action development, maximise and embed learning.
The management of Quality Governance staff, aligned to the care groups, who review and facilitate the management of incidents including PSIRF learning responses.
Learning response leads are responsible for completing allocated learning responses and developing safety actions using a system-based methodology.
Engagement leads are responsible for ensuring patients, families and staff are meaningfully engaged in learning responses.  
Note: in many instances the learning response and engagement lead will be the same individual.
All staff are responsible for supporting a just and learning culture, timely reporting and review of incidents and implementation of improvement actions and sharing learning with colleagues.
Interface with Spencer Private Hospitals, 2gether Support Solutions and East Kent Urgent Treatment Centre Alliance.  Patient safety incidents affecting patients under the care of the Trust (e.g. NHS funded healthcare), will be managed in accordance with the principles of this policy and in liaison with stakeholders employed by other organisations.
[bookmark: _Toc199923745]Patient safety culture
The Trust has implemented a Trust wide workstream focused on improving the culture, including safety culture. 
The principles of the Just Culture Guide have been applied to both clinical and non-clinical cases that are considered by the People and Culture team. The aim of this work has been to drive down the number of disciplinary investigations for clinical staff involved in patient safety incidents, as well as reducing fear for staff and the sense of blame when a mistake is made.
The Being Fair Tool is being discussed within the Trust with a view to review the current approach and build upon the work already completed to fully embed the use of Being Fair within the Trust. This will be achieved by raising awareness of the tool to staff, ensuring that it is accessible through organisational collaboration involving the People and Culture team to support staff, and providing training on how and when to apply it. The training will be monitored centrally as well as data from both the Culture Workstream and the Staff Survey results to demonstrate progress.
[bookmark: _Hlk172706505]The Terms of Reference of groups supporting PSIRF implementation include the requirement to support a just and learning culture, through breaking down hierarchies (use of first names regardless of role) and demonstrating civility and compassion within the incident review process.
[bookmark: _Toc199923746]Patient Safety Partners
Patients, family members and carers can provide valuable insights based on their experience and can work in partnership with Trust staff to develop and improve safety processes and responses. 
Within the Trust the Patient Safety Partner (PSP) roles are volunteer positions managed by a Deputy Head of Patient Safety in accordance with the Trust Volunteer Services policy and processes.
The Trust is required, under the NHS Standard Contract 2025/26, to have at least two PSPs.
The PSP role, dependent on capacity, includes in priority order:
Participation in investigation oversight i.e. the Trust Learning Response Approval Panel.
Membership of named safety committees / groups with responsibility for the review and analysis of safety data.
Involvement in patient safety improvement projects.
Involvement in staff patient safety training.
Working with and in support of the Trust Board to consider how to improve patient safety.
[bookmark: _Toc199923747]Addressing Health Inequalities
Inequalities and Health Inequalities will be considered within each element of the PSIR plan, with contributory factors related to protected characteristics under the Equality Act 2010 and health inclusion being assessed. 
The Trust recognises the opportunities for local implementation of the Patient safety healthcare inequalities reduction framework (NHSE, 2025b).  The five principles are:
Principle 1: All staff, patients, service users, families and carers have access to information, translation and interpretation services when needed.
Principle 2: All healthcare staff receive undergraduate patient safety training, ongoing training, and accessible resources that improve their awareness and understanding of healthcare inequalities related to patient safety risks.
Principle 3: Accurate and complete diversity data are collected  for protected characteristics and inclusion health groups on digital platforms. This work includes making disaggregated data available so evaluation can drive improvements in patient safety and healthcare inequalities.
Principle 4: Representatives of diverse communities are involved in the design and delivery of improvements aimed at reducing patient safety healthcare inequalities. This co-production involves drawing on the knowledge and experience of patients, service users, carers, families, communities and staff.
Principle 5: Improve the understanding of patient safety healthcare inequalities and drive improvement through identifying priority areas for research.
The Trust is working toward improving the analysis of health inequalities in relation to patient safety event data and contributory factors.  This could include incidents related to, and not limited to, non-availability of interpreters, differences in early identification of cancer at stage 1 and 2, based on patients’ ethnicity, etc. The aim is to ensure the patient safety incident response processes support health equality and reduce inequality.
The review of patient safety events and the learning responses requires use of the data available to identify any disproportionate risk to patients with protected characteristics.  This information must be considered when developing the terms of reference of learning responses.  
Appropriate consideration must be given to the needs of each patient, their carers and members of staff when planning to communicate with them during the review of incidents and completion of learning responses. This includes meeting any communication needs, such as an interpreter and the provision of information in an accessible format, or access to the Health Advocacy Service.  Refer to the Interpreting and Translation policy.
Inequality is considered within learning responses through the application of a system-based approach which includes the holistic consideration of the ‘person’ within the SEIPS framework (NHSE, 2022d).  
The development of safety actions utilises the iFACES criteria (NHSE, 2022c), to quantify the potential value of safety actions, the first element of which is inequality. The aim is to strengthen safety actions to address unfair and avoidable differences in health outcomes and healthcare delivery within the Trust.
Staff undertaking incident reviews and completing learning responses have access to internal and external training to adopt a system-based approach.  Coaching and peer review opportunities are also available from the Patient Safety and Quality Governance teams.
The Trust has adopted the being fair tool (NHSE, 2025a).  This tool replaces the ‘just culture guide’.  The being fair tool requires consideration of differences in training practices internationally, cultural differences and health issues.  Note: the application of this tool should only be considered when concerns about an individual’s conduct or fitness to practise are raised during a patient safety learning response.  It is not for routine use.  
A Trust working group, formed annually for the review of health inequalities in relation to patient safety events, informs the PSIR Plan development. This includes the development and review of the PSIR Plan Equality and Health Inequalities Impact Assessment (EHIA). 
[bookmark: _Toc199923748]Engaging and involving patients, families and staff following a patient safety incident
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 this includes 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.
The Trust aims to create the foundations for meaningful engagement by ensuring there are processes in place to:
Promote compassionate engagement and involvement and the development of psychological safety within the groups responsible for reviewing incidents and learning responses.
Ensure staff who are responsible for engagement and involvement have access to the external training in involving those affected by patient safety incidents in the learning process (NHSE, 2022a) and internal Duty of Candour training.  
Provide and signpost support available to patients, families and staff.
Take account of individual needs to ensure inclusivity.
Provide clear information about the purpose of the learning response and what to expect from the process. The ideal is for the patient, family, staff and learning response and engagement leads to work together to achieve learning that will ensure improvements are made.
Seek and act on feedback regarding the learning response.
Manage dissatisfaction when the expectations of those affected are not met.
The learning response lead must endeavour to ensure openness and transparency in sharing information throughout the investigation with staff, patients and families.  This includes sharing information from the learning response at an early stage. This may be both written and verbal.  However, it is recognised that the engagement and involvement process must consider whether sharing information may place the family or patient at risk and be in keeping with the wishes of those affected as far as possible.
The learning response and/or engagement lead must ensure that the four key steps outlined by NHSE, HSIB and Learn Together (2022) are followed.  These steps outline the requirements for before contact, initial contact, continued contact and closing contact. The resources available to support engagement may be utilised by engagement leads.
The engagement and involvement process is aligned with the professional and statutory Duty of Candour.  The latter being applicable to notifiable safety incidents (Care Quality Commission, 2022). 
[bookmark: _Toc199923749]Patient Safety Incident Response Planning
PSIRF supports organisations to respond to incidents and safety issues in a way that maximises learning and improvement, rather than basing responses on arbitrary and subjective definitions of harm. Beyond nationally set requirements, organisations can explore patient safety incidents relevant to their context and the populations they serve rather than only those that meet a certain defined threshold.
The Trust patient safety incident management processes aim to ensure that a proportionate approach to responding to patient safety incidents is adopted.  The aim being to ensure that learning and improvement is maximised, and resources are focused on supporting those affected and to strengthen improvement work.
There are additional PSIR plans for Maternity and Neonatal services and for Infection Prevention and Control, due to the specific requirements identified during the PSIR plan planning phase.  These plans are available as appendices to the main Trust PSIR plan.
Resources and Training to Support Patient Safety Incident Response
Learning response leads, those leading engagement and involvement and those in PSIRF oversight roles require specific knowledge and experience (NHSE, 2024).
Patient Safety Incidents are reviewed and the most appropriate type of learning response identified and the resource required.  
The patient safety team monitor the number of learning responses open weekly and work with quality governance and care group staff to manage the resource allocation and timeframes.
Patient Safety Incident Investigations (PSIIs), Thematic Reviews and Multidisciplinary Team Reviews are led by staff trained to at least Patient Safety Syllabus Level 3 (Developing professional skills in patient safety – Patient Safety Practitioner).  The roles fulfilling this function are the Quality Governance Business Partners (or equivalent roles), other governance based roles with a specific remit to undertaken patient safety investigations and the Corporate Patient Safety team members.  Peer review is routine for all PSIIs and coaching support available from the Patient Safety Specialists.
After Action Reviews (AARs), on the whole, are led by nominated incident handlers within the Care Groups.  The Trust quality governance staff facilitate and advise on the AAR process including system based analysis.
Swarm huddles and quality improvements are led by nominated incident handlers within the Care Groups.  Advice and guidance can be obtained from the patient safety, quality governance and quality improvement teams.
A Patient Safety Training Needs Analysis covering all staff within the Trust informs the education and training requirements required for PSIRF implementation.  Table 1 outlines the main requirements.
	Role 
	Training Required 

	Chief Nursing and Midwifery Officer (Executive Director Responsible for PSIRF) 
and
Chief Medical Officer

Care Group Medical Directors
Care Group Directors of Nursing
	Level 1 Essentials of Patient Safety for all staff and for Senior Leadership and Trust Boards
Level 2 Access to Practice 
A systems approach to investigating and learning from Patient Safety Incidents
Involving those affected by patient safety incidents in the learning process
Patient Safety Incident Response Framework Oversight 
Continuing Professional Development (CPD) in incident response skills and knowledge

	Trust Board 
	Level 1 Essentials of Patient Safety for all staff and for Boards and senior leadership teams
Level 2 Access to Practice

	Patient Safety Specialists 
(Senior Patient Safety Practitioner)
	Patient Safety Syllabus Level 1, 2 and 3 and 4 (external)
Other relevant approved training
CPD in incident response skills and knowledge

	PSII leads
	Patient Safety Syllabus Level 1, 2 and 3
A systems approach to investigating and learning from patient safety incidents
Involving those affected by patient safety incidents in the learning process
Be provided with in-house coaching and peer support when completing learning responses

	Other PSIRF Learning Response Leads 
	Patient Safety Syllabus Level 1 and 2
A systems approach to investigating and learning from patient safety incidents
Involving those affected by patient safety incidents in the learning process
After Action Review training (external or in house)
Swarm Huddle training (in house)
Thematic Review training (external)
MDT review training (in house)
Be provided with in-house coaching and support when completing learning responses

	LRMS reviews / investigations
	LRMS training (in house)

	All Staff 
	Level 1 Essentials of Patient Safety for all staff (Mandatory Training).
Level 2 Access to Practice 1 and 2 (Essential to role)


Table 1: summary of PSIRF requirements included within the Trust Patient Safety Training Needs Analysis
Our Patient Safety Incident Response Plan
The Trust PSIR plan sets out how the Trust intends to respond to patient safety incidents.  The plan is not a permanent set of rules that cannot be changed. It is flexible and considers the specific circumstances in which each patient safety incident occurred and the needs of those affected, as well as the plan. 
The plan is a ‘living document’ that will be appropriately amended and updated as it is used to respond to patient safety incidents. 
The plan will be reviewed as a minimum every six months to ensure our improvement work is focused on current patient safety issues.  This recognises that the patient safety incident profile and understanding of contributory factors is likely to change over time. This will also provide an opportunity to re-engage with stakeholders to discuss and agree any changes made in the preceding months.
The review and development of the plan will be communicated with subsidiaries and partner providers e.g. Spencer Private Hospitals, 2gether Support Solutions, The Alliance (Urgent Treatment Centres), etc.
A rigorous review and planning exercise will be undertaken every four years, or more frequently if appropriate (as agreed with the Trust Board and NHS Kent and Medway Integrated Care Board - ICB).  This will ensure that the insight from data continues to drive improvement. This more in-depth review will include reviewing our response capacity, mapping our services, a wide review of organisational data (for example, PSII reports, improvement plans, learning from deaths findings, complaints, claims, staff survey results, inequalities data, and reporting data) and wider stakeholder engagement.
The review of both the policy and the plan will consider the oversight questions (NHSE, 2022a) and include review via the ICB PSIRF Oversight Group (POG) (Patient Safety Specialists from providers and the ICB quality team across Kent and Medway).
The plan will be published on our public facing website; replacing the previous version which will be archived. 
[bookmark: _Toc199923750]
Responding to Patient Safety Events
Reporting and decision making
Patient safety events, including incidents, are reported by staff via the Trust LRMS and a review or learning response completed.
The majority of patient safety incidents of concern, or interest, following an initial review by care group patient safety/quality governance are escalated to the appropriate specialist and leadership staff and an initial review undertaken by one of three subgroups of the Incident Response Panel:
Maternity and Neonatal Rapid Review (MatNeoRR) reviews Maternity and Neonatal incidents.
Fundamentals of Care Incident Panel (FoCIP) reviews patient fall, tissue viability and nutrition and hydration incidents.
Pre-Incident Review Panel (Pre-IRP) reviews all other incidents.
This review determines whether the incident meets national reporting requirements, is aligned to one of the Trust Themes, one of the Trust wide Improvement workstreams/plans, another improvement workstream, or whether there is scope for or a requirement for new learning (see Appendix 1). The review considers whether local learning is required or has occurred and determines the appropriate level of learning response in accordance with the Trust PSIR Plan.
The review will consider other potential escalation and reporting requirements e.g. safeguarding, Health and Safety RIDDOR, Information Governance, etc.
The harm as a result of a patient safety incident will not determine the learning response required; this will be based on the national requirements and a review of the effectiveness of existing improvement work and the potential for learning.
All patient safety incidents reported on the LRMS have a nominated handler.  The handler must be selected based on the skills required to undertake the required learning response/investigation (see table 1 in relation to the training requirements).
Patient Safety Incidents of concern or interest which are nationally reportable or for which there is scope for or a requirement for new learning are escalated for presentation to the Incident Response Panel.
Notes outlining the determinations from the MatNeoRR, FoCIP and Pre-IRP and decisions from IRP are captured on the LRMS.
The Trust will verbally report to both the ICB and the Care Quality Commission (CQC) incidents that the Trust, ICB and CQC have agreed require direct notification e.g. Never Events. This will be completed by the Director of Quality Governance or the Chief Nursing and Midwifery Officer. 
Four key themes
The Trust will prioritise and focus on four key themes.
The insights from the review of patient safety incidents inform the four key themes.  These represent incidents for which there is some understanding of the contributory factors, however this understanding requires further development through the application of learning response and/or quality improvement methodology.
Annually the four key themes will be reviewed and updated and every four years will be revised if applicable.
Continuous improvement approach
The Trust existing improvement workstreams are informed by insights from patient safety events, the learning from deaths process including structured judgement reviews, complaints, inquests, claims, patient feedback and staff feedback and incorporate evidenced based requirements and recognised standards for delivery of safe care.
New patient safety events are reviewed by the relevant workstream lead and/or IRP subgroup.  The local context and learning is identified and actioned.  
The relevant workstream lead and/or IRP subgroup may determine a patient safety learning response is required if there is potential for new learning either locally or organisationally or both.
Periodically the insights from these reviews, which have the potential for Trust wide application following consideration of the organisational context as outlined within the ‘Safety action development guide’ (NHSE, 2022c), are used to inform updates to the improvement workstream.  These periodic reviews may be supported by the Trust Quality Improvement team.
All improvement workstreams must have clear governance arrangements and oversight via the Quality and Safety Committee or operational management governance structure.
Responding to cross provider and health and social care system incidents or issues
The Trust Patient Safety Team ensure that patient safety incidents identified by the Trust involving other providers are reported to the relevant providers patient safety and/or incident management team.  Similarly, other providers share patient safety incidents with the Trust Patient Safety Team.  In both circumstances, the incident is recorded and monitored via the Trust LRMS.
When it is identified that the patient safety incident has significant potential for system learning across providers, the Trust will ensure/confirm that the ICB is informed either by the Trust or partner provider.  The ICB will consider whether the ICB should lead the learning response.
Each partner provider will ensure that their internal processes for review and escalation of the patient safety incident are completed.  This includes the identification of a named lead within the provider to source relevant information and undertake a provider based investigation in order to contribute to the wider cross provider / health and social care system investigation.
Information is shared with other providers following consideration of the General Data Protection Requirements (GDPR) in relation to public interest and following, where applicable, discussion with the patient affected or representative in accordance with the principles of engagement and duty of candour.
Each partner provider will ensure that their internal processes for oversight of the relevant contribution and final learning response are completed.
Timeframes for learning responses
The response timeframes will start from the date of the decision in relation to the appropriate learning response e.g. LRMS based investigations from the incident reported date, IRP subgroup determinations from the date of the subgroup, IRP decisions from the date of the IRP decision.
The impact on the patient, family and staff involved, and nominated learning response lead availability, must be considered when determining timescales and balanced with the requirement to optimise learning and improvement.  The timescale must be clearly communicated and regular updates provided in accordance with the principles of engagement and duty of candour requirements.
For learning responses initiated via the IRP or IRP subgroups, proposed timeframes will be discussed and agreed at the meeting.
Suggested timescales are outlined in Table 2. The timescales are not rigid and will be determined in collaboration with the patient, family and staff.
	Learning response
	Timescale for completion
	Oversight timescale

	Patient Safety Incident Investigation
	16 to 26 weeks
	2 weeks

	Thematic review
	16 to 26 weeks
	2 weeks

	Multidisciplinary review
	8 weeks
	2 weeks

	After Action Review
	6 weeks 
	2 weeks

	Swarm huddle
	4 weeks
	2 weeks

	LRMS review/investigation
	4 weeks
	2 weeks

	Quality improvement
	Dependent on scope of improvement
	Dependent on oversight group requirements


Table 2: Learning response suggested timescales
Safety action development and monitoring improvement
The development of safety actions utilises the Human Factors Intervention Matrix (HFIX) and iFACES criteria (NHSE, 2022c).  These, for the purposes of safety actions strengthen SMART (specific, measurable, achievable, realistic, timebound) actions.
HFIX considers safety actions in the context of the SEIPS work system descriptors: Person(s), Tasks, Tools and Technology, Organisation (of work), Internal environment and External environment.  
iFACES criteria applies a scoring rubric to aid prioritisation of safety actions.  It includes consideration of: Inequality, Feasibility, Acceptability, Cost/Benefit, Effectiveness and Sustainability.
The process of safety action development considers the context, prioritisation and selection of safety measures, definition of measures, recording of safety actions and the monitoring and review requirements.
Ensuring that learning responses result in robust, deliverable safety actions is vital to embedding learning and improvement within the Trust.  This supports ensuring the resources are focused on improvement creating the shift from repeating the same investigations.
The learning responses and relevant actions are monitored via Care Group Governance processes. 
For PSIIs, Thematic reviews, MDT reviews and other learning responses requiring oversight beyond a single care group, the Learning Response Approval Panel (LRAP) approves the learning response/investigation and reviews the planned actions and seeks assurance of completion of actions three to six months following presentation at LRAP.
The approval of learning responses/investigation and approval of safety actions is dependent on the type and level of review and/or investigation undertaken (see table 3).  
	Type of review / learning response
	Oversight responsibility

	LRMS
	Tier 2 handler (see incident management policy)

	Swarm huddle
	Tier 2 handler (see incident management policy)

	After Action Review (care group)
	Care Group Triumvirate

	After Action Review (beyond a single care group)
	LRAP

	PSII
MDT review
Thematic review
	LRAP 

	Quality Improvement
	Relevant governance group


Table 3: outline of oversight responsibility for approval of safety actions 
The monitoring of safety action completion and collation of relevant evidence on the LRMS primarily lies with the relevant care groups, specialist teams and, in some instances, will also have oversight within the Quality and Safety Committee governance structure.
Oversight responsibilities
The Trust operationalises the provider oversight responsibilities (NHSE, 2022a) through the application of this policy and the PSIR plan and reporting within the Quality and Safety Committee governance structure.  The oversight responsibilities are to:
Ensure the Trust meets national patient safety incident response standards.
Ensure PSIRF is central to overarching safety governance arrangements.
Quality assure learning response outputs.  This includes the quality of the written response and the robustness of safety actions to provide assurance of improvement.
In order to support oversight, the Trust has adopted the oversight mindset within the Terms of Reference of the IRP (and subgroups) and LRAP:
Improvement is the focus.
Blame restricts insight.
Learning from patient safety incidents is a proactive step towards improvement.
Collaboration is key.
Psychological safety allows learning to occur.
Curiosity is powerful.
The oversight mindsight is promoted within in-house training sessions led by the patient safety team.
The ICB has a responsibility to provide an oversight role under PSIRF.  The ICB has collaborated with the Trust in the development of this Policy and will continue to collaborate and contribute to its maintenance and review.
The IRP and LRAP Terms of Reference membership includes ICB patient safety or quality representatives. The purpose of the ICB representative at these meetings is to observe interactions between staff (in terms of culture and psychological safety) and to ensure that the Trust PSIR Policy and Plan are followed.
The oversight of system learning and improvements is managed via the Kent and Medway ICB PSIRF Oversight Group.
[bookmark: _Toc199923751]Complaints and Appeals
PSIRF provides a very different approach to the management of patient safety incidents. If you would like more information or to offer suggestions or feedback on this policy, please email the Patient Safety Team at ekhuft.psirf@nhs.net
If you have a concern and you would like to make a complaint, please use the Trusts complaints process (https://www.ekhuft.nhs.uk/contact-us/giving-feedback/pals/making-a-complaint/)
To make a complaint you can:
Call us: 	01227 783145
Email us: 	ekh-tr.pals@nhs.net
Write to us at:  	The Complaints Team
East Kent Hospitals University NHS Foundation Trust
Trust Offices
Kent and Canterbury Hospital
Ethelbert Road
Canterbury
CT1 3NG
[bookmark: _Toc4687550][bookmark: _Toc199923752][bookmark: _Toc523986727][bookmark: _Toc523989245]Policy Development, Approval and Authorisation 
This policy will be approved by the Quality and Safety Committee.
This policy will be ratified by the Policy Authorisation Group.
[bookmark: _Toc523986728][bookmark: _Toc523989246][bookmark: _Toc199923753]Review and Revision Arrangements
This policy will be reviewed as scheduled in three years’ time unless legislative or other changes necessitate an earlier review.
It will be reviewed/ratified by the Policy Authorisation Group every three years, or when there are significant changes and/or changes to underpinning legislation in accordance with the policy for the Development and Management of Trust Policies.
[bookmark: _Toc523986729][bookmark: _Toc523989247][bookmark: _Toc199923754]Policy Implementation
Refer to Appendix 3.  
[bookmark: _Toc523986730][bookmark: _Toc523989248][bookmark: _Toc199923755]Document Control including Archiving Arrangements
Archiving of this policy will conform to the Trust’s Information Lifecycle and Records Management Policy, which sets out the Trust’s policy on the management of its information.
This policy will be uploaded to the Trust’s policy management system.  
Version 1.0 of this policy will be retained within the Trust’s policy management system for future reference.
[bookmark: _Toc199923756][bookmark: _Toc523986732][bookmark: _Toc523989250]Monitoring and Assurance
The following table outlines the monitoring arrangements in place for this policy:
[image: East Kent Hospitals University NHS Foundation Trust RGB BLUE]
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	Policy Objectives
	Monitoring methods
	Assurance

	Define the governance framework for PSIRF to support operational implementation of the Patient Safety Incident Response Standards and Oversight requirements.
	Annual review of IRP and IRP subgroup and LRAP Terms of Reference
	Approval of Terms of Reference at the Operational Quality Governance Committee

	Define the requirements of the PSIR Plan
	Annual review of PSIR Plan
	Review and approval of PSIR Plan at the Operational Quality Governance Committee
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[bookmark: _Toc523986735][bookmark: _Toc523989253][bookmark: _Toc199923760]Appendix 2 – Equality Analysis
An Equality Analysis not just about addressing discrimination or adverse impact; the policy should also positively promote equal opportunities, improved access, participation in public life and good relations.
Person completing the Analysis
Job title:	Head of Patient Safety and Improvement	
Care Group/Department:	Corporate, Patient Safety and Quality Governance
Date completed:	12 May 2025	
Who will be impacted by this policy
[x] Staff (Trust)
[x] Staff (Other)
[x] Clients
[x] Carers 
[x] Patients
[x] Relatives
Assess the impact of the policy on people with different protected characteristics
When assessing impact, make it clear who will be impacted within the protected characteristic category.  For example, it may have a positive impact on women but a neutral impact on men.
	Protected characteristic
	Characteristic Group
	Impact of decision
Positive/Neutral/Negative

	Age
	Older people are more likely to be affected by a patient safety incident, due to the profile of patients in the Trust’s care.  Having a robust policy and process, with inclusive involvement will benefit older patients.  Discussion with and provision of / signposting of support for the parents of children and young people affected by a Patient Safety incident.
	Positive

	Disability
	Disabled people (as defined by the Equality Act 2010). are more likely to be affected by a patient safety incident, due to the profile of patients in the Trust’s care.  Having a robust policy and process, with inclusive involvement will benefit disabled people, including people with learning disabilities and autism, people with dementia, and people with long-term health conditions.

The policy references the need to provide information to disabled patients and their family in accessible format and to provide interpreters – this will include British Sign Language, Sign Supported English, Deaf-blind hands on signing and Makaton.
	Positive

	Gender reassignment
	Research shows that transgender people risk significant harm given the number of trans people who opt to free birth.  Providing a safe and inclusive care environment for transgender people will improve patient safety.

The Trust has a Support Gender Diverse patients policy.
	Negative – mitigations need to be put in place to include providing psychologically safe maternity care, identifying sex at birth as opposed to gender identity (where the patient consents to this) and recording this information on the patient record with the patient’s consent.  The Trust could consider adopting the LGBT Foundation recommended sex and gender identity questions.  Identifying patients who should be offered screening related to their sex at birth (subject to their consent)

	Marriage and civil partnership
	The policy applies to all patients regardless of their relationship status.
	Neutral

	Pregnancy and maternity
	Women who are Black, Asian or other White are more likely to experience harm and more likely to lose a baby whilst pregnant or after birth.  Improving the management and learning from patient safety incidents related to Maternity will be part of improving outcomes for all women.
	Positive

	Race
	Women who are Black, Asian or other White are more likely to experience harm and more likely to lose a baby whilst pregnant or after birth.  Improving the management and learning from patient safety incidents related to Maternity will be part of improving outcomes for all women.

This policy promotes the use of the Trust interpreting service to staff and how to access this.  The Trust has an Interpreting and Translation Policy  and a Guideline for Interpreter and Translation Services in Maternity.

The Trust incident management system enables reporting of and thus monitoring of interpreting service issues.
	Positive



	Religion or belief
	The policy applies to all patients regardless of religion or belief, including no belief.  Some religions or beliefs will advise against certain procedures (e.g. blood transfusions or vaccinations).
The Trust Patient Administration System enables recording patients’ religion or belief.  This during the review of incident data will assist in identify any disproportionate impact of people with certain religions or beliefs.
	Neutral

	Sex
	The policy applies to men and women, non-binary and gender diverse patients.
	Neutral

	Sexual orientation
	LGBTQIA+ people experience discrimination when using healthcare services and therefore may be less likely to access services or to raise a concern when there is an incident.  Having inclusive practice and inclusive processes, providing psychologically safe space and staff awareness training can support people to access healthcare and have an equitable experience and outcomes.  The Trust does not routinely record patients’ sexual orientation.
	Negative – mitigations could include adopting the NHS England Sexual Orientation Monitoring standard (SOM) on patient record systems, raising staff awareness of the importance of recording patient’s sexual orientation – e.g. make the “what’s it got to do with you” guide available on Staff Zone and referenced at Trust Welcome Days / clinical induction.



If there is insufficient evidence to make a decision about the impact of the policy it may be necessary to consult with members of protected characteristic groups to establish how best to meet their needs or to overcome barriers.
Has there been specific consultation on this policy?
Yes, involvement of Associate Director of Patient Experience
Did the consultation analysis reveal any difference in views across the protected characteristics?
Yes – potential negative impact identified for LGBTQIA people and gender diverse patients.
Mitigating negative impact:
With Trust adoption of the mitigations this policy will have a positive or neutral impact on people with the nine protected characteristics under the Equality Act 2010.
Conclusion:
(Advise on the overall equality implications that should be taken into account by the policy approving committee.)
The are many positive implications to the implementation of this policy. There is a specific focus within PSIRF for the Trust to address health inequalities as well as a much greater emphasis on the engagement of all parties that would be affected by an incident occurring.
[bookmark: _Toc523986736][bookmark: _Toc523989254][bookmark: _Toc199923761]
Appendix 3 – Policy Implementation Plan
Policy Title: Patient Safety Incident Response Policy
Implementation Lead: Head of Patient Safety and Improvement
Staff Groups affected by policy: All staff
Subsidiary Companies affected by policy: Spencer Private Hospitals
Detail changes to current processes or practice:
· Strengthened health inequalities section in accordance with latest NHSE guidance and Equality Impact Assessment findings and within the scope of this policy
· Reviewed and updated throughout in relation to NHSE Being Fair Tool
· Clarified the oversight requirements to specify care group responsibilities and reflect current practice in relation to LRAP
· Adoption of NHSE, HSIB and Learn Together (2022)
· Adoption of HFIX and iFACES in relation to safety action development
Specify any training requirements:
See Table 1 
How will policy changes be communicated to staff groups/ subsidiary companies?
· Patient safety communication cascade to care groups and via care group governance staff (including Spencer Private Hospitals)
· Policy update within Trust News
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