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1. INTRODUCTION 

 

The Patient Safety Incident Response Framework (PSIRF), published by NHS England (NHSE) In 

March 2020, replaces the Serious Incident Framework (SIF) and no longer makes distinction 

between ‘patient safety incidents’ and ‘serious incidents’. ‘Serious Incidents’ and their associated 

thresholds no longer exist under PSIRF. PSIRF promotes a proportionate approach to responding 

to patient safety incidents by ensuring resources allocated to learning are balanced with those 

needed to deliver improvement. 

 

All organisations with an NHS standard contract are expected to adopt PSIRF. This includes 

Independent Providers of NHS funded care. Primary Care and some smaller providers will remain 

under the SIF until it is decided that they will transition into PSIRF. 

 

2. PURPOSE 

 

This policy supports delivery of the PSIRF and sets out Coventry and Warwickshire Integrated Care 

Board’s (CWICB) approach to developing and maintaining effective systems and processes for 

responding to patient safety incidents for the purpose of systemwide learning and improving patient 

safety. 

 

The PSIRF advocates a co-ordinated and data-driven response to patient safety incidents. It embeds 

patient safety incident response within a wider system of improvement and prompts a significant 

cultural shift towards systematic patient safety management. 

 

This policy supports the development and maintenance of an effective systemwide patient safety 

incident response process that integrates the four key aims of the 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 

• Supportive oversight focussed on strengthening response system functioning and 

improvement. 

 

The leadership and management functions of the PSIRF are multifaceted. The PSIRF advocates 

oversight that enables organisations to demonstrate improvement rather than compliance with 
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prescriptive, centrally mandated measures. In order to achieve this, oversight of patient safety 

incident responses must focus on engagement and empowerment rather than more traditional 

command and control. 

 

CWICB’s approach to fulfilling the roles and responsibility requirements as defined in the PSIRF 

include: 

 

• Collaborate with providers in the development, maintenance and review of provider patient 

safety incident response policies and plans 

• Agree provider patient safety incident response policy and plans 

• Oversee and support effectiveness of systems to achieve improvement following patient 

safety incidents 

• Support co-ordination of cross-system learning responses 

• Share insights and information systemwide to improve safety. 

 

3. SCOPE 

 

This policy is specific to patient safety incident responses conducted solely for the purpose of 

learning and improvement across the Coventry and Warwickshire Integrated Care System. 

 

Responses under this policy follow a systems-based approach. This recognises that patient safety 

is an emergent responsibility of the healthcare system, that is to say, safety is provided by 

interactions between components and not from any single element. Responses must not take a 

person-focussed approach where the actions of people, or human error are stated as the cause of 

an incident. 

 

In order to instil a just culture 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, 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. 
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Information from a patient safety response process can be shared with those leading other types of 

responses, as listed in the paragraph above. It is imperative to note that other processes should not 

influence the remit of a patient safety incident response. 

 

4. PATIENT SAFETY CULTURE 

A patient safety culture is the extent to which an organisation's culture supports and promotes patient 

safety. It refers to the values and beliefs that are shared by staff throughout the organisation that 

influence their actions and behaviours. 

Patient safety culture can be measured by determining the values, beliefs, norms, and behaviours 

related to patient safety that are rewarded, supported, expected, and accepted in an organisation. It 

is also important to note that culture exists at multiple levels, from the unit level to the department, 

organisation, and system levels. The promotion and embedding of a patient safety culture and 

climate develops and fosters a just culture. 

A 'Just Culture' is one that balances fairness, learning and accountability. The fair treatment of all 

staff supports a culture of fairness, openness and learning by making staff feel confident to speak 

up when things go wrong, rather than fearing blame.  

Within CWICB there are a limited number of staff who could be involved in a patient safety incident 

as CWICB are not Providers of care. However, it is essential that in their PSIRF oversight role, 

CWICB staff ensure that all processes undertaken within the PSIRF remit meet the required 

obligations aligned with a just culture. 

Supporting staff to be open about mistakes allows valuable lessons to be learnt so the risk of 

repeating similar errors can be reduced.  

Patient safety incident responses are conducted for the sole purpose of learning and identifying 

system improvements to reduce risk.  

CWICB’s Freedom to Speak Up Guardian will assist with promoting an open and transparent culture 

of speaking up, listening, and following up thereby improving the working experience of our staff.  

Freedom to Speak Up Ambassadors will support the Freedom to Speak Up Guardian, as a point of 

contact for individuals who require advice, and to direct individuals to the support available, will 

signpost, communicate, engage, and promote the Freedom to Speak Up culture.  
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5. PATIENT SAFETY PARTNERS 

The Patient Safety Partner (PSP) represents a fresh and dynamic initiative introduced by NHS 

England to enhance patient safety throughout the healthcare landscape in the UK.  PSPs will 

collaborate closely with NHS personnel, patients, and their families to actively impact and enhance 

safety within the healthcare system. 

 

PSPs should be actively involved in contributing to the design of safer healthcare at all levels in an 

organisation, advocating for patients, carers, and families to ensure that their perspectives and 

considerations are prioritised.  PSPs act as ‘knowledge brokers’ as they often have the insight of a 

user of services across different parts of the NHS or may have experience of harm and can therefore 

help inform the development of safety solutions that cross organisational boundaries.  PSPs can 

support organisational boards, internal committees and those staff leading safety improvement work 

in defining, designing, and delivering safety objectives and monitoring outcomes that are patient 

centred. The role is to support existing clinicians and governance structures by providing alternative 

perspectives on safety.    

 

6. ADDRESSING HEALTH INEQUALITIES 

CWICB’s patient safety incident response processes aim to support health equality and reduce 

inequality. As a Coventry and Warwickshire System, our aims are to: 

• Apply a more flexible approach and intelligent use of data to help identify any disproportionate 

risk to those with specific characteristics. 

• Explore and respond to issues related to health inequalities as part of the development and 

maintenance of the patient safety incident response plan. 

• Engage and involve patients, families and staff following a patient safety incident with 

consideration of their different needs. 

• Uphold a system-based approach (rather than a 'person focussed' methodology) and ensure 

CWICB staff have successfully completed relevant training  to support the application of this. 
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7. ENGAGING AND INVOLVING PATIENTS, FAMILIES AND STAFF FOLLOWING A PATIENT 

SAFETY INCIDENT 

 

In response to patient safety incidents, PSIRF promotes systematic, compassionate, and 

proportionate responses anchored in the principles of openness, fair accountability, learning and 

continuous improvement to reduce risk of associated harm. 

 

Learning and improvement following a patient safety incident can only be achieved if supportive 

systems and processes are in place. It supports the development of an effective patient safety 

incident response system that prioritises compassionate engagement and involvement of those 

affected by patient safety incidents (including patients, families, and staff). This involves working with 

those affected by patient safety incidents to understand and answer any questions they have in 

relation to the incident and signpost them to support as required. 

CWICB will seek a formative understanding of engagement and involvement with all our system 

partners and stakeholders. This will be undertaken via a monthly System Patient Safety Group (sub-

group to System Quality Group). CWICB patient safety leads will collaborate with their providers to 

assess whether the systems and processes put in place to respond to patient safety incidents are 

for the purpose of learning and improvement. They will also support safety improvement where a 

provider's systems and processes to respond to patient safety incidents are not leading to 

improvement.  This may be through seeking support from colleagues in regional teams or linking 

with other organisations whose systems and processes are more developed.  

Learning responses should be managed as locally as possible to facilitate the involvement of those 

affected by and those responsible for delivery of the service in which the incident or issue relates to.  

However, where a response involving multiple providers and/or services across a care pathway is 

too complex for a single provider to manage, CWICB should support the co-ordination of a cross 

system response. 

 

All providers must have a process to recognise incidents or issues that require a cross system 

leaning response.  They must use their judgement and seek the views of local partners to ensure 

learning responses are co-ordinated at the most appropriate level of the system.  Where there is 

insufficient capacity, and/or capability, providers must engage early with CWICB, for the right support 

to be co-ordinated. 
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CWICB’s patient safety lead will liaise with relevant providers (and other ICBs if required) to agree 

how the learning response will be led and managed, how safety actions will be developed and how 

the implemented actions will be monitored for sustainable change and improvement.   

 

CWICB leads appointed to support cross system learning responses must have the required time 

and training.   

 

8. PROVIDER PATIENT SAFETY INCIDENT RESPONSE POLICIES AND 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. Organisation planning needs to account for and consider other sources of 

information such as complaints, risks, legal claims, mortality reviews and other forms of direct 

feedback from staff and patients.  

Some events in healthcare require a specific type of response set out in policies or regulations (such 

as Never Events or those incidents that meet the learning from deaths criteria for a Patient Safety 

Incident Investigation).  The PSIRF sets no further national rules or thresholds to determine what 

method of response should be used to support learning and improvement.  Instead, providers are 

now able to balance effort between learning through responding to incidents or exploring issues and 

improvement work.  Responding proportionately to balance learning and improvement efforts 

requires a thorough understanding of the local patient safety incident profile and ongoing 

improvement work. 

Provider’s policies should describe how they intends to deliver an effective response to patient safety 

incidents.  The CWICB patient safety leads must work with each provider in their system to develop 

and maintain its local patient safety incident response policy and plan, specifically to: 

 

 Review application of the national patient safety incident response standards 

 Establish roles, responsibilities, and processes for oversight within providers and with CWICB. 

 Establish mechanisms for escalation of incidents and risks that may require support or action 

at CWICB level. 
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It is paramount that CWICB patient safety leads are constantly updated as to how the plan is 

progressing and the methods with which the provider has come to the decisions of the local priorities. 

Regular individual provider meetings with the CWICB patient safety teams will support the providers 

in developing, maintaining, and reviewing the provider plans ahead of sign off.  These meetings will 

include: 

 Understanding the patient safety incident profile of the provider 

 Understanding the patient safety improvement profile of each provider 

 Understanding how each provider has engaged with staff, patients and other stakeholders in 

drafting and reviewing their policy and plan. 

 Supporting the selection of appropriate response methods for anticipated patient safety 

incidents based of an understanding of potential for new learning and ongoing patient safety 

improvement work (including supporting providers NOT to respond when necessary). 

 The CWICB lead should be an integral collaborator in regular reviews of provider plans as 

specified in the guide to responding proportionately to patient safety incidents. 

CWICB is required to approve and sign off the incident response policies and plans of the providers 

in their system.  CWICB approval acknowledges the documents have been developed according to 

PSIRF guidance and meet (or demonstrate a plan to meet) the patient safety incident response 

standards. 

 

9. LEARNING FROM PATIENT SAFETY EVENTS (LFPSE) 

The Learn from Patient Safety Events (LFPSE) service is a new national NHS service for the 

recording and analysis of patient safety events that occur in healthcare. All healthcare staff in 

England, including those working in primary care, are encouraged to use LFPSE to record any 

events where: 

• a patient was harmed, or could have been harmed 

• there has been a poor outcome, but it is not yet clear whether an incident contributed or not 

• risks to patient safety in the future have been identified 

• good care has been delivered that could be learned from to improve patient safety. 
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System providers will report via their electronic local risk management system which links to the 

LFPSE system. Those organisations with no electronic local risk management system can input their 

incidents or events directly to LPFSE. CWICB will have access to LPFSE to view the categories and 

types of incidents reported and view learning from these incidents. 

 

10.    SUPPORTING THE EFFECTIVENESS OF SYSTEMS TO ACHIEVE IMPROVEMENT 

Oversight of patient safety incident response has traditionally included activity to hold provider 

organisations to account for the quality of their patient safety incident investigation reports.  Oversight 

under PSIRF focuses on engagement and empowerment rather than the more traditional command 

and control. 

 

The following 'mindset' principles should underpin the oversight of a patient safety response: 

 

• Improvement is the focus – PSIRF oversight should focus on enabling and monitoring 

improvement in the safety of care, not simply monitoring investigation quality 

• Blame restricts insight - oversight should ensure learning focuses on identifying the system factors 

that contribute to patient safety incidents, not finding individuals to blame 

• Learning from patient safety incidents is a proactive step towards improvement – responding to a 

patient safety incident for learning is an active strategy towards continuous improvement, not a 

reflection of an organisation having done something wrong 

• Collaboration is key – a meaningful approach to oversight cannot be developed and maintained 

by individuals or organisations working in isolation, it must be done collaboratively 

• Psychological safety allows learning to occur – oversight requires a climate of openness to 

encourage consideration of different perspectives, discussion around weaknesses and a 

willingness to suggest solutions 

• Curiosity is powerful – leaders have a unique opportunity to do more than measure and monitor.  

They can and should use their position of power to influence improvement through curiosity.  A 

valuable characteristic for oversight is asking questions to understand rather than to judge 

 

The following principles should be considered when designing and maintaining PSIRF oversight 

systems and processes, including when designing or using any metrics or questions implemented 

for patient safety incident response oversight. 
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• Use a variety of data – triangulate a mixture of qualitative and quantitative measures to gain a 

clear understanding of the effectiveness of the patient safety incident systems and processes 

• Reduce the information collection burden – the focus should be on supporting an organisations 

capacity to deliver healthcare safely rather than on purely administrative activity, hence using 

meaningful data from existing data streams wherever possible 

• Oversight is not one size fits all – all organisations are different so questions need to be tailored 

to suit and should not be standardised 

• Capture meaningful insight from patients, families, and staff – priority should be given to capturing 

meaningful patient, family and staff-centred metrics for learning and improvement.  Organisations 

should ensure that patient safety partners are involved in developing and delivering PSIRF 

oversight processes, and patient groups such as local Healthwatch and Maternity Voice 

partnerships should be involved to provide insight into the strength of patient safety incident 

response systems 

• Metrics require clarity and purpose – the purpose of any safety metric collected for patient safety 

response oversight must be clear, understanding what is being measured and how often which 

will save misinterpretation 

• Be aware of perverse incentives – monitoring can lead to gaming? and 'tick box' behaviour that 

misses the important purpose of incident response oversight 

 

Please see Oversight Questions in Appendix 1 - grouped into subject areas based on the patient 

safety incident response standards and can be used by CWICB to gain oversight of provider patient 

safety incident responses.  They support a formative (continuous) understanding of organisational 

safety, which is more meaningful than a summative (final) judgement. CWICB will work across a 

range of topics, focussing on those questions that feel most relevant to local circumstances. This will 

be achieved in monthly individual provider patient safety meetings. 

 

Feedback on thematic analysis and learning from the provider local plans will be monitored through 

monthly ICB Quality Lead to Provider Quality Lead meetings, System Patient Safety Group, System 

Quality Group and any escalations and learning into QSEC. Wider system learning will be shared 

via Regional Quality Group.  

 

CWICB will ensure there is system learning throughout the year with feedback being presented at 

monthly System Patient Safety Group meetings and at an annual learning event for the whole 

system, including representation from NHSE and other neighbouring Trusts/ICBs. 
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11.   RESOURCES AND TRAINING TO SUPPORT OVERSIGHT 

The patient safety incident response standards (please see further reading) describe how patient 

safety incident responses should be resourced, including the training and competencies those 

undertaking these responses require. 

CWICB oversight leads must have knowledge of effective oversight and supporting processes, 

including effective use of data for assurance and patient safety incident response system 

development.  Staff in oversight roles must be appropriately trained to support the practical 

application of PSIRF oversight principles and standards. 

 

The NHS training and development framework identifies providers who can provide the training 

necessary to meet the PSIRF standards. 

 

Health Services Safety Investigations Body (HSSIB) also offers an education programme to the NHS 

delivered by professional healthcare safety investigation experts.  HSSIBs level 2 investigation 

training meets the requirements for training in a 'systems approach to learning from patient safety 

incidents'. 

 

As part of the NHS patient safety strategy, work is underway to develop and deliver NHS-wide patient 

safety training.  Health Education England published the national patient safety syllabus in May 2021 

covering five levels of training.  Level 1 (essentials for patient safety) and level 2 (access to practice) 

became available for all NHS staff via the eLearning for Health platform in October 2021.  Levels 3-

5 will be developed and are expected to be released throughout 2023. 

 

As per the patient safety Incident response standards document, the PSIRF training requirements 

for ICB oversight roles are as follows: 
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In addition to the above training, all CWICB leads who have an oversight role should complete levels 

one and two from the HEE patient safety syllabus. 

12.   SUPPORTING A CROSS SYSTEM RESPONSE 

Learning responses should be managed as locally as possible to facilitate the involvement of those 

affected by and those responsible for delivery of the service in which the incident or issue relates to.  

However, where a response involving multiple providers and/or services across a care pathway is 

too complex for a single provider to manage, ICBs should support the co-ordination of a cross-system 

response. 

 

Providers will have a process to recognise incidents or issues that require a cross-system learning 

response.  They must use their judgement and seek the views of local partners to ensure learning 

responses are co-ordinated at the most appropriate level of the system.  Where there is insufficient 

capacity and/or capability, providers must engage early with CWICB patient safety leads who will 

identify the right person to support the co-ordination of a cross system learning response. 

 

The CWICB lead will liaise with relevant providers (and other ICB's if necessary) to agree how the 

learning response will be led and managed, how safety actions will be developed, and how the 
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implemented actions will be monitored for sustainable change and improvement. ICB leads 

appointed to support cross system learning responses must have the required time and training. 

 

Providers and ICBs are expected to work together to establish and undertake cross-system learning 

responses, but where issues arise, they will be supported by NHS England regional teams to ensure 

such responses are delivered as required. 

 

Where required CWICB can commission an investigation (or other learning response) that is 

independent of the provider. This may occur when: 

 

• An organisation is too small (i.e., it does not have the workforce) to provide an objective 

response and analysis 

• An investigation independent of the provider is deemed necessary to ensure public confidence 

in the investigation integrity 

• A multi-agency incident occurs, and no single provider is the clear lead for an investigation. 

• The incident(s) represent significant learning potential for the wider system (regional or 

national) 

 

CWICB patient safety leads would liaise with NHSE Regional Independent Investigation Teams 

(RIIT) should an independent investigation be considered necessary.  This would ensure that the 

relevant procurement frameworks would be accessed and would go through the relevant governance 

structures. 

 

13.   SUPPORTING HIGH PROFILE CASES 

CWICB patient safety leads should be notified of any high-profile incidents or issues that are likely 

to attract media attention (e.g. due to nature, size, and scale of the incident). 

 

There should be co-ordinated communication activities across a range of stakeholders, such as 

providers, safeguarding leads, local authorities, police, schools etc. 

 

CWICB patient safety leads should liaise with CWICB's communication team to ensure relevant 

information is shared in a timely manner.  CWICB communication team will then liaise with other 

stakeholders to formulate their communication strategy. 
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14. RESPONDING TO PATIENT SAFETY INCIDENTS FOR THOSE PROVIDERS NOT  

CURRENTLY USING THE PSIRF PROCESS 

Nursing Homes, Primary Care and some smaller providers will remain under the SIF until it is decided 

that they will transition to PSIRF. 

All patient safety incidents will be reported onto the national reporting platform, LFPSE as mentioned 

in Section 9 above. All Serious Incidents, detailed in the SIF will continue to be reported onto STEIS 

until this system is closed (March 2025). 

Please see Appendix 2 for CWICB’s response to a Serious Incident. 

15. EQUALITY STATEMENT 

CWICB aims to design and implement policy documents that meet the diverse needs of our services, 

population, and workforce, ensuring that none are placed at a disadvantage over others. It takes into 

account current UK legislative requirements, including the Equality Act 2010 and the Human Rights 

Act 1998, and promotes equal opportunities for all. This document has been designed to ensure that 

no one receives less favourable treatment due to their protected characteristics of their age, 

disability, sex (gender), gender reassignment, sexual orientation, marriage and civil partnership, 

race, religion or belief, pregnancy, and maternity. Appropriate consideration has also been given to 

gender identity, socio-economic status, immigration status and the principles of the Human Rights 

Act. 

In carrying out its function, CWICB must have due regard to the Public Sector Equality Duty (PSED). 

This applies to all activities for which CWICB is responsible, including policy development, review, 

and implementation. 

 

16. CWICB RELATED POLICIES AND PROCEDURES 

 

• Patient Safety Strategy 

• LFPSE Handbook 

• Memorandum of Understanding for System Learning Responses  

• Freedom to Speak Up 

 

The above policies and procedures can be found on the CWICB Website Coventry and Warwickshire 

Integrated Care System - Happy Healthy Lives  

https://www.happyhealthylives.uk/
https://www.happyhealthylives.uk/
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17. FURTHER READING 

NHSE Patient Safety Incident Response Framework 

NHS England » A Just Culture Guide 

NHS England » Framework for involving patients in patient safety 

Patient safety incident response standards 

NHS England » Learn from patient safety events (LFPSE) service 

Public Sector Equality Duty 

 

 

 

  

https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-1.-PSIRF-v1-FINAL.pdf
https://www.england.nhs.uk/patient-safety/a-just-culture-guide/
https://www.england.nhs.uk/publication/framework-for-involving-patients-in-patient-safety/
https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-5.-Patient-Safety-Incident-Response-standards-v1-FINAL.pdf
https://www.england.nhs.uk/patient-safety/patient-safety-insight/learning-from-patient-safety-events/learn-from-patient-safety-events-service/
https://www.gov.uk/government/publications/public-sector-equality-duty-guidance-for-public-authorities/public-sector-equality-duty-guidance-for-public-authorities
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APPENDIX 1  

 

Questions to guide CWICBs understanding of the effectiveness of Provider learning 

response systems 

 Oversight questions 

Engagement and 
involvement of those 
affected by patient safety 
incidents 

• What is the provider’s understanding of engagement 

and involvement? 

• What improvement work is ongoing to facilitate 

quality?  

• engagement and involvement? Is there evidence of 

continuous work in progress? 

• Is compassionate engagement equitable for all?  

• How extensive is the evidence of a just culture (e.g., 

does ‘blame’, or focusing on individual actions or 

omissions in investigations still occur)?  

• What do external data sources (e.g., NHS staff 

survey, GMC training survey, Health Education 

England (HEE) reviews) say about staff experience?  

• Is the organisation aware of its successes and 

challenges regarding staff support in response to 

incidents? 

 

Policy, planning and  

governance 

• Are oversight training and competence requirements 

met within the ICS? 

• Can the organisation describe its capacity to 

effectively deliver its patient safety incident response 

plan? 

• Is staff time protected or dedicated full-time roles in 

place for patient safety incident response? 

• Do the organisational stakeholders (e.g., patient 

safety partners, clinical teams, support staff) have 

continuous professional development opportunities 

to enable them to participate effectively? 
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• Can the organisation describe where the capacity is 

to implement improvement based on patient safety 

incident response? 

• Are learning response leads empowered to act 

independently? 

• Is access to expertise and support provided? 

 

Proportionate responses • Is the organisation’s leadership clear in 

communicating to teams?  

• that an individual learning response should not be 

conducted for every incident that results in 

moderate or more severe harm? 

And do leaders support teams where this policy is 

challenged? 

• Is there evidence that teams are attempting to 

conduct a learning response to every incident, and 

therefore resources are spread too thinly? 

• Are there opportunities for teams to learn from 

when things do and do not go well? 

• Is there evidence of filtering or censorship of 

findings or suggested improvements? 

• Is learning and improvement work adequately 

balanced? (i.e., balance of horizon scanning, 

thematic work, and individual learning responses) 

• Are learning responses completed in a timely 

manner in line with expectations of those affected? 

 

Safety actions and  

improvement 

• Is learning triangulated across the range of incident 

response methods used to inform improvement? 

• Can the organisation describe safety improvement 

in progress, what they aim to achieve and their 

interim successes and challenges? 
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• What is the provider board doing to support local 

teams on challenges in patient safety 

improvement? 

 


