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1. What is LFPSE? 

To help improve learning from patient safety events at a national level, a new Learn from 

Patient Safety Events (LFPSE) service is currently being introduced to improve the quality of 

data collected across the NHS and how it is reviewed and analysed. This will support both 

national and local improvement work, particularly around the identification of new and under -

recognised risks, so action can be taken in an effort to keep patients safe. This service will 

enable NHS England to have access to real-time incidents that are reported and any changes 

made to incident details, e.g. the level of harm is altered following investigation. 

The recording of patient safety events is vital to supporting patient safety by providing 

opportunities for learning and improvement.  

2. What is the LFPSE online Record Patient Safety Events (RPSE) service? 

The Record Patient Safety Events (RPSE) service is designed to be used to record patient safety 

incidents, risks and outcomes as well as recording examples of good care that can be used to improve 

our services. The application dashboard shows current draft and submitted records, all of which can 

be edited and submitted (or resubmitted) depending on your log-in status. 

3. What changes will you notice when recording a patient safety event?  

Staff will record patient safety events using the LFPSE system, and questions have been introduced 

by NHSE to better support the NHS to accelerate the pace of safety improvement. Better data means 

better learning.  

NHSE state “In some cases this may mean it takes longer to record a patient safety event. The LFPSE 

service is looking to find the right balance between information collected and speed staff can complete 

a report. While shorter forms might be quicker to complete, if they don’t collect information that can 

be used to make real changes to safety, they are not fit for purpose. The new set of questions shifts 

focus to the processes and systems that fail, to better understand the mechanism by which patient 

safety incidents occur. This will support the NHS to target improvement work at systems and 

processes, rather than at the downstream impacts, and ensure resources are deployed where they 

have the most impact.”  

LFPSE will also introduce another key feature giving staff the ability to submit examples of good 

practice and where something has gone right to make care safer. Sharing these examples is important 

to improving safety across the NHS as it supports the spread of innovation and good practice. 

4. Accessing the RPSE service application 

As a user, you can either create and/or manage a record once logged in, or anonymously without 

logging in to the application. To log into the application, you will require an active OKTA account 

with associated OKTA login credentials. To access the RPSE service application, click on the 

following link: LFPSE Incident Recording - Set up an account to continue (learn-from-patient-safety-

events.nhs.uk) 

https://www.happyhealthylives.uk/
https://record.learn-from-patient-safety-events.nhs.uk/set-up-an-account
https://record.learn-from-patient-safety-events.nhs.uk/set-up-an-account
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Alternatively, use the following link which will take you to the LFPSE landing page: 

Learn from patient safety events (learn-from-patient-safety-events.nhs.uk) 

Select if you have and 

OKTA account. You will 

be redirected to: 

Splash Page | NHS 

England applications 

(model.nhs.uk) 

Select if you DO NOT 

have and OKTA 

account. You will be 

redirected to: Register | 

NHS England applications 

(model.nhs.uk) 

https://record.learn-from-patient-safety-events.nhs.uk/
https://apps.model.nhs.uk/
https://apps.model.nhs.uk/
https://apps.model.nhs.uk/
https://apps.model.nhs.uk/register?app=0oa2im7f0bkzopGm10i7
https://apps.model.nhs.uk/register?app=0oa2im7f0bkzopGm10i7
https://apps.model.nhs.uk/register?app=0oa2im7f0bkzopGm10i7
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• The Standard Access User Guide is for all staff reporting incidents 

• The Enhanced Access User Guide (Organisational and/or Admin account) is for staff that 

report and/or manage incidents  

For the different types of LFPSE accounts and who they are for, click here 

 

file:///W:/Nursing%20&%20Quality%20-%20NonConfidential/Quality%20&%20Nursing%20(Non-Confidential)/PSIRF%20-%20LFPSE%20documents/LFPSE%20Online%20RPSE%20Service%20%5bStandard%20Access%5d%20-%20User%20Guidance.pdf
file:///W:/Nursing%20&%20Quality%20-%20NonConfidential/Quality%20&%20Nursing%20(Non-Confidential)/PSIRF%20-%20LFPSE%20documents/LFPSE%20Online%20RPSE%20Service%20%5bEnhanced%20Access%5d%20-%20User%20Guidance.pdf
https://www.england.nhs.uk/patient-safety/learn-from-patient-safety-events-service/lfpse-account-types/


 
Page 7 of 31  

 

LFPSE – Handbook (October 2023) 

5. Recording responses to patient safety incidents during the transition to LFPSE 

and PSIRF 

From late autumn 2023, we will make the transition from the Serious Incident Framework (SIF) to 

the Patient Safety Incident Response Framework (PSIRF). To reduce complexity during the 

transition period we will continue to use StEIS, even when we have moved to PSIRF, to record 

incidents that are subject to Patient Safety Incident Investigation (PSII). The table below 

summarises the recording expectations: 

SIF 
Record all patient safety incidents on LFPSE via the online portal and add any 

SIs to StEIS 

PSIRF 

Record response information via the LFPSE online service. 

Use StEIS to record incidents selected for PSII. Use the associated incident 

type – Patient safety incident investigation under PSIRF 

6. Recording patient safety events and levels of harm 

Recording the appropriate level of harm associated with a patient safety incident is important so 

that: 

• We have an accurate description of the event and its impact on the patient, based on the 

best information at the time 

• There is consistency and comparability within the organisation’s own data 

• The national patient safety team can use the recorded information to analyse, triage and 

learn from the data 

• Other policies such as Duty of Candour can be enacted appropriately.  

a. Definitions – Event Types 

Incident – Something unexpected or unintended has happened, or failed to happen, that could 

have or did lead to patient harm 

What does this mean? This event type encompasses all patient safety incidents, including “near 

misses”. Select this option if you know that something did not go as intended or expected – 

whether an act or an omission – and as a direct result the incident could have or did harm one or 

more patients. 

Good care – An example of good care that can be learned from 

What does this mean? Positive learning opportunities. Select this option if you want to share 

experiences or learning from things that have gone well whilst delivering care.  

b. Definition – Harm grading 

In the NHS, degree of harm recording relates to the actual impact on a patient from the particular 

incident being reported. Just as in NRLS, LFPSE maintains this principle. Patient safety incident 

harm definitions should always be applied based on the best information about the actual impact 

of the incident at the time of recording. The harm grading can be reviewed and updated as more 
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information becomes available, but should not be used to speculate about, for example more 

severe “potential harm” if that does not appear to have been caused.  

A new addition in relation to patient safety incident data in the LFPSE service relates to specific 

capture of information on psychological harm. Previously in the NHS, harm grading included 

psychological harm as well as physical harm within one measure. Following feedback from staff, 

patients and families, physical and psychological harm have been separated out and each can 

now be recorded in the LFPSE service. 

Where practical, it is good practice to discuss the level of harm with the patient affected 
and to consider the patient’s perspective on the harm definitions stated below.  
 

Previous harm 

grades 

New physical harm 

grades 

New psychological harm 

grades 

No harm No physical harm No psychological harm 

Low harm Low physical harm Low psychological harm 

Moderate harm Moderate physical harm Moderate psychological harm 

Severe harm Severe physical harm Severe psychological harm 

Death Fatal Not applicable 

6.3 Physical harm 

No physical harm 

No physical harm 

Low physical harm 

Low physical harm is when all of the following apply: 

• minimal harm occurred - patient(s) required extra observation or minor treatment  

• did not or is unlikely to need further healthcare beyond a single GP, community healthcare 

professional, emergency department or clinic visit 

• did not or is unlikely to need further treatment beyond dressing changes or short courses of 

oral medication 

• did not or is unlikely to affect that patient’s independence 

• did not or is unlikely to affect the success of treatment for existing health conditions  

Moderate physical harm 

Moderate harm is when at least one of the following apply: 

• has needed or is likely to need healthcare beyond a single GP, community healthcare 

professional, emergency department or clinic visit, and beyond dressing changes or short 

courses of medication, but less than 2 weeks additional inpatient care and/or less than 6 

months of further treatment, and did not need immediate life-saving intervention 

• has limited or is likely to limit the patient’s independence, but for less than 6 months 
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• has affected or is likely to affect the success of treatment, but without meeting the criteria 

for reduced life expectancy or accelerated disability described under severe harm 

Severe physical harm 

Severe harm is when at least one of the following apply: 

• permanent harm / permanent alteration of the physiology  

• needed immediate life-saving clinical intervention 

• is likely to have reduced the patient’s life expectancy 

• needed or is likely to need additional inpatient care of more than 2 weeks and/or more than 

6 months of further treatment 

• has, or is likely to have, exacerbated or hastened permanent or long term (greater than 6 

months) disability, of their existing health conditions  

• has limited or is likely to limit the patient’s independence for 6 months or more  

Fatal (previously documented as ‘Death’ in NRLS) 

You should select this option if, at the time of reporting, the patient has died and the incident that 

you are recording may have contributed to the death, including stillbirth or pregnancy loss. You will 

have the option later to estimate to what extent it is considered a patient safety incident contributed 

to the death. 

1.4 Psychological harm 

Please note that when recording psychological harm, you are not required to make a formal 

diagnosis; your answer should be an assessment based on the information you have at the point 

of recording and can be changed if further information becomes available.  

No psychological harm 

Being involved in any patient safety incident is not pleasant, but please select ‘no harm’ if you are 

not aware of any specific psychological harm that meets the description of ‘low psychological harm’ 

or worse. Pain should be recorded under physical harm rather than psychological harm. 

Low psychological harm 

Low psychological harm is when at least one of the following apply: 

• distress that did not or is unlikely to need extra treatment beyond a single GP, community 

healthcare professional, emergency department or clinic visit 

• distress that did not or is unlikely to affect the patient’s normal activities for more than a few 

days 

• distress that did not or is unlikely to result in a new mental health diagnosis or a significant 

deterioration in an existing mental health condition 

Moderate psychological harm 

Moderate psychological harm is when at least one of the following apply: 

• distress that did or is likely to need a course of treatment that extends for less than six months 
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• distress that did or is likely to affect the patient’s normal activities for more than a few days 

but is unlikely to affect the patient’s ability to live independently for more than six months 

• distress that did or is likely to result in a new mental health diagnosis, or a significant 

deterioration in an existing mental health condition, but where recovery is expected within six 

months 

Severe psychological harm 

Severe psychological harm is when at least one of the following apply: 

• distress that did or is likely to need a course of treatment that continues for more than six 

months 

• distress that did or is likely to affect the patient’s normal activities or ability to live 

independently for more than six months 

• distress that did or is likely to result in a new mental health diagnosis, or a significant 

deterioration in an existing mental health condition, and recovery is not expected within six 

months 

6.5 When are harm grading fields mandatory? 

If an incident has happened where a person(s) is directly involved (regardless of impact/harm) then 

recording levels of physical and psychological harm is mandatory. 

The table below details general examples of patient safety incident events and where the recording 

of harm is required or not. 
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No of patient(s) 

involved & harm 

examples 

Incident type 

examples 

Harm 

grading 

required? 

Details for LFPSE recording 

Incident where a 

patient was 

harmed 

patient given a 

medication to which 

they have a known 

allergy 

Yes Select the appropriate level of 

actual physical and/or 

psychological harm, within the 

categorical f ields and provide 

further details in the “Describe 

what happened” free text section, 

including how the issue was 

identif ied. 

Incident where 

the patient 

sustained no 

harm 

patient given incorrect 

medication, but to no 

ill-effect, physically or 

psychologically 

Yes These should be recorded with no 

physical/no psychological harm 

within the categorical f ields and 

provide further details in the 

“Describe what happened” free 

text section, including how the 

issue was identif ied. 

Incident where a 
patient was 
involved, but 
harm to the 
patient was 
prevented 

• medication stored at 

the incorrect 

temperature was 

selected, but not 

administered to the 

patient because 

temperature control 

issues were 

identif ied in time 

• patient invited for 

the wrong 

procedure, but the 

invited patient 

queried the 

procedure prior to 

attending       

Yes 
LFPSE also records “near miss” or 
‘prevented incidents’ in which 
specific patients are identif iable, 
but the incident resulted in no 
harm due to a timely intervention.  
 
These should be recorded with no 
physical/no psychological harm, 
within the categorical f ields, and 
further details provided in the 
“Describe what happened” free 
text section, including how the 
issue was identif ied, and how the 
intervention protected the 
patient(s). 
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Incident where 
no patients were 
involved 

• medicine storage 

issues identif ied 

before medicines 

are selected to be 

administered to any 

patients 

• oxygen supply 

disruption in patient 

areas but patients 

were not present at 

the time 

• temporary power 

issues in a computer 

which holds 

assessment 

templates, though 

no patients were 

seen during the time 

the system was off-

line 

No This should be recorded with 0 

patients within LFPSE as no 

specific patient can be identif ied 

as having been involved, and so 

no patient information need be 

recorded.  

You will however be asked if the 

incident creates an imminent risk 

(within 2 weeks) of severe harm or 

death, and if so, if there are any 

specific patient populations who 

might be at most risk. This 

information is used to triage such 

risks for review at the national 

level.  

Answers are understood to be 

subjective and speculative. 

Incident where 
multiple patients 
were involved 

• an overrunning 
outpatient clinic 
requiring multiple 
patients to be 
rebooked for their 
follow up 
appointments. 

• Infection control - 
outbreak in ward 
area 

• Faulty CT scanner 
preventing multiple 
patients from 
having their scans 

Yes LFPSE allows you to record the 

details for up to 10 individual 

patients affected by one incident; 

the harm fields must be completed 

for each of these. This field can be 

updated as more information 

becomes available. 

If a patient safety incident affects 

more than 10 patients, you need 

only record one patient’s details 

with the most serious single 

harm, physical or psychological, in 

the categorical f ields and can 

outline the other impacts within the 

“describe what happened” free text 

field including the number of 

patients involved. 

 

7. Recording guidance 

The questions and answers presented below represent questions or issues that frequently arise in 

relation to patient safety event recording.  
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Do we only record patient safety incidents that we know have occurred in our organisation?  

No. You should record patient safety incidents whether they occurred during an episode of care at 

your organisation or occurred during care provided by another healthcare provider if you are the 

first provider to become aware of them. 

For example, if a pressure ulcer was present on hand over to your organisation from a previous 

provider, it should still be recorded as a patient safety incident, stating ‘No’ to the question “Did the 

incident occur whilst the patient was under your organisation’s care?” and documenting the 

organisation where the care was provided previously.  

NB: this record will then become visible to, and “owned by” that provider. Depending on the 

provider type and location, your organisation may or may not maintain visibility of that record.  

If a patient presents to your organisation with a pressure ulcer and has not been under the care of 

a health care provider prior to presentation, then this does not align with the definition of a patient 

safety incident and does not need to be recorded to LFPSE. However, if the pressure ulcer were 

then to deteriorate further during the healthcare episode, an incident should be recorded.  

Can category of pressure ulcer be matched to a LFPSE degree of harm?  

No, the degree of harm depends on the actual impact for this patient as a result of the patient 

safety incident and does not corelate with the category of pressure ulcer. For example, a patient 

with a category 3 pressure ulcer could fall into moderate harm because they needed additional 

healthcare for 3 months.  

However, if the same ulcer was on the heel and expected to affect mobility even after healing, then 

that would be graded as severe harm. Each pressure ulcer must be assessed for degree of harm, 

using category of pressure ulcer only as a guide and the reason for the level of harm selected 

should be demonstrated in the free text description of the incident.  

If a patient has multiple pressure ulcers that developed by the same mechanism, then only one 

incident need be recorded. The harm associated with this incident would be the actual level of 

harm to the patient (i.e., the highest level of harm the patient has incurred from any or all of the 

pressure ulcers).  

If a patient has multiple pressure ulcers which developed due to different mechanisms (i.e, one 

develops due to a monitoring device, and the other is related to profiling bed equipment), two 

distinct incidents have occurred and should be recorded as such. 

Can I change the level of harm of an incident recorded to the LFPSE service after initial 

record submission?  

Yes. As new information becomes available, the incident harm grades (and any other relevant 

information) can be amended to reflect the update. Please complete the free text description to 

explain any changes made to the harm grades. 

How do we select the degree of harm when the ultimate clinical impact of a patient safety 

incident is not known? 

A best assessment at the time of the incident should be carried out and if , at a later date, more 

information is received, the incident degree of harm can be amended. 
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Can I still record an incident’s level of psychological harm if I am not a trained mental health 

professional? 

Yes, all staff users should be able to make an initial selection of levels of harm on both the physical 

and psychological scales as it is understood to be a snapshot of limited information at this stage. 

A formal diagnosis is not required – only the recorders clinical judgement. To support this, we have: 

a. Worked with users to provide clarif ied definitions and examples for each, to help guide 

decision-making.  

b. Mirrored the language used in the physical and psychological scales, to make it simpler for 

recorders. 

c. Provided the ability to amend all f ields including these, should further information become 

available at any point. This can be done by the original recorder, or by designated users with 

enhanced permissions at the review stage. 

It is important that all records for incidents are submitted with this data, even if it is an initial best-

guess, to enable local and national prioritisation and response.  

What if a death is considered to be due to the natural disease process but a patient safety 

incident occurred during the provision of care that did not lead to the death?  

Based on what is known at the time of recording, a judgement would be needed by the reporter as 

to the actual impact on the patient from the incident they are reporting. Where it is considered  that 

the incident could have resulted in the death of the patient, rather than the progression of their 

natural disease, this should be recorded as an incident with a degree of harm selected as fatal. 

Where the impact is not considered to have resulted in the fatality, a lower level of harm can be 

recorded. 

The supplementary question “how much did the incident contribute to the outcome for the patient?” 

allows the reporter to indicate their best assessment of the extent of association between incident 

and outcome. 

Can we re-classify incidents recorded as fatal if it is later found the death was due to natural 

causes and not the incident that occurred?  

Yes. If it is considered, after review of the circumstances, it is unlikely the incident was associated 

with the death, the harm level can be downgraded to reflect more accurately the actual harm the 

incident likely led to, and a rationale in the free text field for why this has been done should be 

included.  

Additional observations are taken after an inpatient fall, so does this make all falls low 

harm?  

Levels of harm should be selected based on the information available about the presentation of 

the patient at the time: observations may help to establish this but taking them to ascertain the 

presence or absence of neurological harm does not in and of itself equate to harm level. Should 

any initial observations be abnormal and necessitate an extended observation period, and/or 

treatment, this may indicate a higher degree of harm has been caused.  

Each incident should be judged individually, based on the LFPSE definitions and examples, and 

please note that all of the statements in the definition of low harm must apply for the level of 

physical harm selected to be “low”. 
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Are falls resulting in fractured hips classed as severe harm?  

A patient who has fractured a hip from an inpatient fall is unlikely to regain the levels of mobility 

and independence they had prior to the fall, in which case the degree of harm is severe. However, 

in a few cases the patient could recover after an extended hospital stay (moderate) or die (fatal). 

Each incident should be judged individually, based on the LFPSE definitions and examples.  

What if no problems in care preceded the incident? How is harm graded? For example, a 

patient falls in hospital and fractures their neck of femur, but the ensuing information-

gathering or review highlights no lapses in care or treatment.  

If a patient falls and suffers a fractured hip, that would more often than not result in severe harm. 

Review of the circumstances might be unable to identify problems in care, but something 

unexpected or unintended still happened that resulted in harm to the patient  and so the definition 

of a patient safety incident is met. As noted earlier, it may not always be clear if an incident has 

occurred or the extent to which an incident was associated with harm, but it is always preferable 

to err on the side of caution and report, not least as the circumstances of the fall could still represent 

important intelligence locally or nationally.  

Are falls resulting in subdural haematoma classed as severe harm?  

A patient who has a subdural haematoma from an inpatient fall is unlikely to regain the levels of 

mobility and independence they had prior to the fall; but in a few cases the patient could recover 

after an extended hospital stay (moderate) or die (fatal). Each incident should be judged 

individually, based on the LFPSE definitions and examples.  

Does discharge from hospital indicate full recovery after a patient safety incident during 

hospital admission? 

No, discharge from hospital does not in itself indicate full recovery. A patient may be discharged 

after a patient safety incident with any level of non-fatal harm: after a full recovery, or with a 

permanent disability. Levels of harm should be judged individually, based on the LFPSE definitions 

and examples, and updated accordingly if further information emerges. 

Do the NHSE Clinical Reviewers amend the harm grading if they appear incorrect?  

No, The National Patient Safety Team Clinical Reviewers do not alter any data submitted. They 

may identify data quality concerns and flag these to the Patient Safety Reporting Leads (RLs), who 

may contact the reporting organisation to offer support, advice and guidance.  

If recording incidents which have occurred in another organisation, what should the degree 

of harm be? 

You should record the harm level of an incident in another organisation as you would for an incident 

that occurred in your organisation. The harm should not be downgraded because it occurred 

elsewhere. The nature of typical patient pathways that cross primary, secondary and tertiary care 

means that effective recording and learning frequently relies on one organisation identifying and 

recording incidents that occurred earlier in the care pathway.   

Does Duty of Candour apply to both the LFPSE physical and psychological scales? 

Yes, any incident which is graded as having resulted in moderate or higher harm on either or both 

scale triggers the Duty of Candour. A severe psychological harm with low physical harm, for 

example, would qualify.  
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What can be recorded as a Good Care event? 

A Good Care event is a positive learning opportunity from care events that have gone well whilst 

delivering care to, and for patients. 

How does recording patient safety events to LFPSE relate to the new Patient Safety Incident 

Response Framework (PSIRF)? 

Events recorded to LFPSE can form one source of data for deciding on your local priorities to be 

included in your Patient safety incident response plan (PSIRP). These should be considered 

alongside other potential issues, such as complaints, claims, Section 28 letters, and other data 

sources. The PSIRF module will allow users to annotate existing records with details of whether a 

safety response was taken forward for that issue, and any relevant findings or safety actions 

agreed as a result. The PSIRF module will allow users to annotate existing records with details of 

whether a safety response was taken forward for that issue, and any relevant findings or safety 

actions agreed as a result.  

It may not always be the case that issues being explored under PSIRF (or according to a provider’s 

PSIRP more specifically) are recorded as individual incidents on LFPSE. This is because providers 

may choose to explore broader issues including those spanning care pathways for example. These 

therefore do not need to be entered into LFPSE if they do not meet the definition of a patient safety 

incident.  
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8. Appendix – Example – Recording an incident related to another provider 
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Speciality Codes can be found on the link below:- 

specialties_codes_specification_v1.2 (4).xlsx 
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Check your responses and Save and Continue 
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Do not check this box to 

ensure entry is communicated 

with the provider/s 


