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Introduction

This patient safety incident response plan sets out how The Well Communities CIC (TWC)
intends to respond to patient safety incidents over a period of 12 to 18 months. The plan is
not a permanent rule that cannot be changed. We will remain flexible and consider the

specific circumstances in which patient safety issues and incidents occurred and the
needs of those affected.
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Our services

TWC are commissioned by Lancashire and South Cumbria Integrated Care Board to
provide recovery services for adults struggling with addiction, or who have problematic
relationships with drugs/ alcohol. Clients are referred into our service from a variety of
sources, including GPs, Clinical Drug and Alcohol Treatment, Mental Health Workers,
Hospitals, Homelessness Directorate, and self-referrals. Upon referral an assessment is
undertaken with each individual to understand their need and any risks/vulnerabilities that
need to be taken into consideration to help keep them safe. TWC offer a range of recovery
and prevention services as follows:

e Housing Services

e Day-hab services

e Health-related services (eg. Hospital in-reach)

e Through The Gate Services

e Community-based services, and not limited to this list, include; SMIILES/ 1-
CLIC/Carers and Family Support/Grow Your Own (ETE opportunities).
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Defining our patient safety incident profile

TWC has a continuous commitment to learning from patient safety incidents. Safety
incidents would include, suicide, drugs/alcohol related deaths, harm to self or others, a child
or vulnerable adult is at risk.

There was no direct stakeholder involvement although discussions have taken place with
the ICB patient safety team to fully understand the requirements of PSIRF and to
understand the practicalities of planning and implementation.

Data sources: To define our patient safety response profiled, we will review incidents for
any themes and trends and consider feedback from service users/families and complaints.

Our CRM ASAP (currently being developed) will enable us to understand inequalities in
patient safety and help us to understand whether health conditions/protected characteristics
influence patient safety. We will support larger organisations with patient safety incident
investigations and the ICB when necessary, where learning emerges, and improvement can
be made. We will also share our approach with other LEROs (Lived Experience Recovery
Organisations) to ensure best practice is achieved in all LERO Services.
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Defining our patient safety improvement profile

TWC has a commitment to learning from patient safety incidents. At the point that an
improvement has been identified, improvement plans will be produced to identify actions
which would be shared with staff/ volunteers.
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Our patient safety incident response plan: national

requirements

Patient safety incident type

Incidents meeting the Never
Events criteria

Death thought more likely
than not due to problems in
SMU (incident meeting the
learning from DARDs) deaths
criteria for patient safety
incident investigations
(PSlls))

Mental health-related
homicides

Safeguarding incidents

Deaths of persons with
learning disabilities

Domestic homicide

Required response

PSII

PSII

IMS DRUG & ALCOHOL
RELATED DEATHS
PORTAL

Referred to the NHS
England Regional
Independent Investigation
Team (RIIT) for
consideration for an
independent PSII Locally
led PSII may be required

Refer to local authority
safeguarding lead.

Refer for Learning Disability
Mortality Review (LeDeR)

Locally led PSII (or other
response) may be required
alongside the

LeDeR — organisations
should liaise with this.

A domestic homicide is
identified by the police
usually in partnership

with the community safety
partnership (CSP) with
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Anticipated improvement
route

Create local organisational
actions and feed these into the
quality improvement strategy

Create local organisational
actions and feed these into the
quality improvement strategy

As decided by the RIIT

Identify greatest potential for
learning. Create local safety
actions.

LeDeR programme

CSP

Page 7 of 10



Maternity and neonatal
incidents meeting Healthcare
Safety Investigation Branch
(HSIB) criteria or Special
Healthcare Authority (SpHA)
criteria when in place

Child deaths

whom the overall
responsibility lies for
establishing a review of the
case where the CSP
considers that the criteria
for a domestic homicide
review (DHR) are met, it
uses local contacts and
requests the establishment
of a DHR panel.

The Domestic Violence,
Crime and Victims Act 2004
sets out the statutory
obligations and
requirements of
organisations and
commissioners of health
services in relation to DHR.

Refer to HSIB or SpHA for
independent PSII

Refer to Child Death
Overview Panel review.

PSII
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Would support larger
organisation to develop local
organisational actions

As directed by the Child Death
Overview Panel
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Our patient safety incident response plan: local focus

PSIRF allows organisations to explore patient safety incidents relevant to their context and
the populations served. We have identified the patient safety priorities set out below:

Patient safety incident type
or issue

Delay in referral into the
service

Unplanned or inappropriate
discharge from residential
services

Planned response

Action Review (AAR)

A structured approach for
reflecting on the work of a
group and identifying what
went well, strengths,
weaknesses and areas for
improvement.

Usually takes the form of a
facilitated discussion
following an event or activity

ARR A service review,
identifying what went well,
strengths and weaknesses
and areas for improvement.
Usually takes the form of a
facilitated discussion
following an event or
activity.

PSII Patient Safety
Investigation Full
Investigation to be
completed within 6 months

SWARM Review Staff give
assistance to those involved
and ensure the area is safe;
Frontline staff create an
incident report; Managers
evaluate the incident report,
and a Swarm is held as
soon after the incident as
possible; Staff 'swarm' to
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Anticipated improvement
route

Identify greatest potential for
learning. Create local safety
actions. Adopt a preventative
approach to join up
homelessness services and
supports across the N West.

Identify greatest potential for
learning. Create local safety
actions Then the appropriate
response will then be taken
appropriate to incident
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work out what has
happened, why and what to
do to prevent it recurring

Safeguarding Refer to local authority Identify greatest potential for
safeguarding lead, and learning. Create local safety
TWC SG lead. actions

All incidents will be reported through LFPSE regardless of level of investigation required.
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