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Purpose

This policy supports the requirements of the Patient Safety Incident Response
Framework (PSIRF) and sets out The Well Communities CIC’s (TWC) approach to
developing and maintaining effective systems and processes for responding to patient
safety incidents and issues for the purpose of 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 development and maintenance of an effective patient safety
incident response system that integrates the four key aims of the PSIRF:

e compassionate engagement and involvement of those affected by patient
safety incidents

e application of a range of system-based approaches to learning from patient
safety incidents

e considered and proportionate responses to patient safety incidents and
safety issues

e supportive oversight focused on strengthening response system functioning
and improvement.
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Scope

This policy is specific to service user safety incident responses conducted solely for
the purpose of learning and improvement across TWC entire recovery and prevention
services (excluding non-regulated services, e.g. Mutual Aid) as follows:

e Housing Services

e Day-hab services

e Health-related services (e.g. Hospital In-Reach)

e Through The Gate Services

e Community-based services, including and not limited to SMIILES/1-CLIC/Family
and Carers Support/Grow Your Own (ETE Support)

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.
Responses do not take a ‘person-focused’ approach where the actions or inactions of
people, or ‘human error’, are stated as the cause of an incident.

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.

Information from a patient safety response process can be shared with those leading
other types of responses, but other processes should not influence the remit of a
patient safety incident response.
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Our patient safety culture

TWC embraces a Just and Learning Culture that enables everyone to contribute to a
fair, safe and compassionate environment when things don’t go as planned. We want to
create an environment where our staff/volunteers feel it is safe to report incidents or
near misses, so that we are aware that incidents provide us with an opportunity to
learn. As part of our continuous improvement journey, when incidents happen, we
focus on what was responsible rather than who was responsible so that our staff feel
supported when things go wrong and empowered to learn, rather than feeling blamed.
This is supported by open discussion in our full team meetings, to ‘normalise’ learning
and discussion to the benefit of whole service understanding.

Patient safety incident response policy
Page 5 of 18



Patient safety partners

We will continue to engage with our partners, including the Police/Probation Service,
ICB Patient Safety Team, Local Authority , Homelessness Teams, Hospitals, GPs,
Mental Health and Clinical Addiction Treatment and Recovery organisations, and other
third sector organisations in our networks (including LEROs) to ensure we have a
joined-up approach to PSIRF to support residents/ participants safety.

Safety incidents to be reported to Operations Managers and reviewed at Governance
Meetings and Board Meetings. The Patient Safety Partner (PSP) is a new and evolving
role developed by NHS England Improvement to help improve patient safety across the
NHS in the UK. TWC would not be required to appoint its own PSP.
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Addressing health inequalities

Health inequalities—unfair and avoidable differences in health outcomes—are
influenced by social determinants such as living, working, and ageing conditions. These
disparities often result in unequal access to care and varying health outcomes for
different groups within society. At TWC, we are committed to addressing these
inequalities through our patient safety incident response processes.

Commitment to Reducing Inequality

TWC recognises the multi-faceted vulnerabilities and co-occurring health conditions
that individuals in recovery face. We aim to reduce health inequalities by improving
access to appropriate services, tailored to the diverse needs of our local recovery
community. Our approach is inclusive, ensuring that patient safety responses are
shaped by the experiences and needs of those most affected.

Flexible Approach and Data Utilisation

TWC employs a flexible approach to identify disproportionate risks faced by patients
with specific characteristics. In collaboration with NHS, local authorities, and voluntary
organisations, we gather and analyse data to uncover health disparities. This data
drives our patient safety incident response, enabling us to develop interventions that
address the unique needs of marginalised communities, such as those affected by
substance misuse, homelessness, offending, and mental health issues.

Tools and Frameworks for Addressing Inequality

We utilise trauma-informed care and evidence-based therapeutic models to guide our
safety actions, ensuring that they are culturally appropriate and sensitive to patients'
social and environmental contexts. These tools help to create safety plans that are
responsive to the diverse backgrounds of patients.

Engagement and Involvement

Engagement of patients, families, carers, and staff is a cornerstone of our patient safety
incident response. We use lived experience approaches and co-production methods to
ensure that all affected voices are heard and valued. This inclusive approach fosters
trust, enhances collaboration, and results in more effective and equitable responses to
patient safety incidents.

System-Based Approach to Patient Safety

TWC adopts a system-based approach to patient safety, focusing on improving
organisational processes rather than attributing blame to individuals. We provide staff
with training in trauma-informed care, behavioural change strategies, and cultural
competence to ensure they are equipped to support a Just culture. This system-wide
focus helps to reduce disparities.
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Engaging and involving patients, families and staff following a patient safety incident

At TWC, the engagement of patients, families, carers, and staff following a patient
safety incident is a core aspect of our patient safety incident response process. We
are committed to ensuring that those affected by incidents are fully involved in the
learning and improvement response, fostering a culture of transparency, openness,
and accountability. This approach aligns with the Engaging and Involving Patients,
Families, and Staff Following a Patient Safety Incident guidance, ensuring that the
voices of all stakeholders are heard and valued.

Involvement in the Learning Response

We ensure that individuals affected by patient safety incidents are central to the
learning response. This involves:

o Timely Communication: We will inform patients, families, carers, and staff
about the incident and the steps being taken to address it. Clear, open, and
compassionate communication will be a priority, ensuring that all parties feel
informed and supported throughout the process.

o Co-production and Feedback: TWC will engage patients, families, carers, and
staff in co-producing the learning from the incident, ensuring that their lived
experiences and insights are included. This may involve regular feedback loops,
such as meetings, focus groups, or surveys, to assess how the response is
progressing and to gather further insights for improvement.

e Learning and Improvement Plans: Based on the engagement of those
affected, we will develop and implement action plans to address the underlying
causes of the incident. These plans will reflect the needs and concerns of
patients and staff, with a focus on preventing similar incidents in the future and
improving the safety culture.

Upholding Duty of Candour
TWC is committed to upholding the Duty of Candour, ensuring that we act in an open,

honest, and transparent manner when communicating with patients, families, carers,
and staff following a patient safety incident. This means:
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« Timely Disclosure: Patients and families will be informed as soon as possible
after an incident, with a clear explanation of what has happened, its potential
impact, and the steps we are taking to prevent a recurrence.

« Support and Apology: Along with the explanation, we will offer appropriate
support and a sincere apology, ensuring that patients, families, and staff feel heard
and valued in a compassionate and empathetic manner.

e Continuous Support: Patients and families will be supported throughout the
process, including access to follow-up care, counselling, and ongoing
communication to ensure their concerns are addressed.

Supporting Compassionate Engagement and Involvement

As we work towards meeting the Patient Safety Incident Response Standards, TWC is
committed to embedding compassionate engagement into all stages of the incident
response. This includes:

e Training and Development: We will ensure that all staff involved in patient
safety incident responses are trained in compassionate communication, trauma-
informed care, and cultural competence. This will equip them with the skills to
engage sensitively with patients, families, and staff, particularly in challenging
situations.

o Systematic Review and Feedback: As part of our commitment to continuous
improvement, we will regularly review our engagement processes and gather
feedback from those affected by incidents. This will ensure that our approach
remains responsive to the needs of patients and staff and that we continue to
refine our processes based on lived experiences.

o Strengthening Support Systems: We will further develop support structures for
those involved in patient safety incidents, including peer support networks,
access to counselling, and clear escalation pathways for concerns. This holistic
approach ensures that all parties receive the support they need and fosters a
culture of care and respect.

TWOC is dedicated to fostering a culture of compassionate engagement following
patient safety incidents. Through transparent communication, active involvement in
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the learning response, and upholding the Duty of Candour, we ensure that those
affected by incidents feel supported, heard, and valued. Our commitment to
continuous development of our response systems aligns with the Patient Safety
Incident Response Standards, ensuring a just, open, and effective approach to patient
safety.
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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.

TWC will be flexible with our investigative approach, informed by the national and local
priorities detailed within our Patient Safety Incident Response Plan (PSIRP) and we
will take a proportionate approach to its response to patient safety events to ensure
that the focus is on maximising improvement, learning and applying this to systems
change.
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Resources and training to support patient safety incident response

TWC has committed to ensuring that we fully embed PSIRF and meet its requirements.
We have applied the NHS England patient safety response standards (2022) to frame
the resources and training required to allow for this to happen.

We will have in place governance arrangements to ensure that learning responses are
not undertaken by staff working in isolation. Responsibility for the proposal to designate
leadership of any learning response sits with the CEO, supported by the Head of
Operations, both have the appropriate level of seniority within TWC. This ensures
adequate resourcing and mitigates against absence. Staff will be supported and given
time to participate in learning responses.

Training:

TWC will introduce patient safety training to ensure that all staff/volunteers are aware of
their responsibilities in reporting and responding to patient safety incidents and to
comply with the NHS England Health Education England Patient Safety Training
Syllabus as follows.

Level one

National — E-Learning for Health patient safety syllabus module. All staff/volunteers will
undertake Level 1 on induction and to repeat each three years.

Level two

National — Health Education England patient safety syllabus module (Access to
Practice). This is to be undertaken by all staff who have the potential to support or lead
patient safety incident management. This module is available as eLearning via ESR
access. The CEO, Head of Operations and Operations Managers will complete level
one and two of the national patient safety syllabuses. The CEO, Head of Operations
and Operations Managers will undertake appropriate continuous professional
development on incident response skills and knowledge.

Records of training will be maintained on Breathe, our HR System, which will also
prompt staff when renewals are due.

Staff leading on learning responses will be expected to demonstrate competencies in
applying human factors and system thinking principles.

There is no charge for the training, there are also links to other modules.
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Our patient safety incident response plan

Our plan sets out how TWC intends to respond to patient safety incidents over a period
of 12 to 18 months. The plan is not a permanent set of rules that cannot be changed.
We will remain flexible and consider the specific circumstances in which each patient’s
safety incident occurred and the needs of those affected, as well as the plan.

Reviewing our patient safety incident response policy and plan

Our patient safety incident response plan is a ‘living document’ that will be appropriately
amended and updated as we use it to respond to patient safety incidents. We will
review the plan every 12 to 18 months to ensure our focus remains up to date; with
ongoing improvement work our patient safety incident profile is likely to change. This
will also provide an opportunity to re-engage with stakeholders to discuss and agree
any changes made in the previous 12 to 18 months.

Updated plans will be published on our website, replacing the previous version.

A rigorous planning exercise will be undertaken every four years and more frequently if
appropriate (as agreed with our integrated care board (ICB)) to ensure efforts continue
to be balanced between learning and improvement. This more in-depth review will
include reviewing our response capacity, mapping our services, a wide review of
organisational data (for example, patient safety incident investigation (PSII) reports,
improvement plans, complaints, claims, staff survey results, inequalities data, and
reporting data) and wider stakeholder engagement
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Responding to patient safety incidents
Patient safety incident reporting arrangements

All staff are responsible for reporting any potential or actual patient safety incidents to
the Operations Managers or Head of Operations within 24 hours of the incident and will
record the level of harm they know has been experienced by the person affected.
Patient safety incidents will be responded to proportionately and in a timely fashion.

This should include consideration of Duty of Candour. If there is a minor incident that
does not yield a learning opportunity, this would be dealt with by a local review within
the service. However, where it is felt that the opportunity for learning and improvement
is significant, this would be escalated to the ICB for support so that cross system
working can support with a collaborative response. The CEO and/or Head of
Operations will act as liaison with external bodies and partner providers to ensure
effective communication and point of contact for the organisation.

All'incidents will be reported through LFPSE regardless of level of investigation
required.
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Patient safety incident response decision-making

All reported patient safety events will be reviewed by the Leadership Team and will
feature as a standard agenda item in our Governance meetings, likewise by our Board
of Trustees. The meeting will agree appropriate learning responses and share with
external agencies.

Learning responses available include:
Patient Safety Incident Investigation (PSII):

A Patient Safety Incident Investigation (PSIl) is a comprehensive investigation which
will utilise the System Engineering Initiative for Patient Safety (SEIPS) framework.
These investigations may be initiated when it is felt a patient safety event meets the
criteria to be defined as a national or local priority.

Duty of Candour disclosure should take place according to organisation policy.
After-Action Review:

An After-Action Review is a method of evaluation that is used when outcomes of an
activity or event. It aims to capture learning from these tasks to affect change to avoid
failure and promote success for the future. Everyone should feel they are able to
contribute without fear of blame or retribution.

After Action Reviews are about learning, not holding people to account.

Responding to cross-system incidents/issues

TWC will work with partner providers and the relevant ICBs to establish and maintain
robust procedures to facilitate the free flow of information and minimise delays to joint
working on cross-system incidents.

Timeframes for learning responses

A learning response must be started as soon as possible after the patient safety
incident is identified and should ordinarily be completed within one to three months of
their start date. No learning response should take longer than six months to complete.
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Safety action development and monitoring improvement

Following a patient safety event, we will agree and generate safety actions in relation to
defined areas for improvement. Following this, the organisation will have measures to
monitor any safety action and set out review steps, which will be logged on
Monday.com. These actions will be overseen by the Leadership Team and Board of
Trustees.

Safety improvement plans

Safety improvement plans bring together findings from various responses to patient
safety incidents and issues. TWC patient safety incident response plan has outlined the
local priorities for focus of investigation under PSIRF to help to focus our improvement
work. Monitoring of progress regarding safety improvement plans will be overseen by
reporting by the CEO and the Board of Trustees.
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Oversight roles and responsibilities

The table below outlines the roles and responsibilities relating to TWC.

Role

Responsibility

Chair of Board

The Chair of the Board has the ultimate responsibility for
all aspects of patient safety, which includes the
management of incidents. This includes ensuring that
appropriate structures are in place to enable appropriate
investigation, analysis and learning and ensuring
resources are available to comply with this policy.

Board/stakeholders/
Directors

Board/ Stakeholders will receive assurance regarding the
implementation of PSIRF and associated standards to
ensure that the Board understands organisational safety.
This will include reporting ongoing monitoring and review
of the patient safety incident response plan and delivery of
safety actions and improvement.

CEO and Head of
Operations

The CEO and The Head of Operations are responsible for
patient safety within TWC and are accountable for
ensuring an adequate system is in place to enable
appropriate and proportionate responses to safety
incidents that occur. They are also responsible for
ensuring that all staff complete the required mandatory
training and review of policies/ procedures based on
learnings.

Operations Managers/
Housing Managers

Are responsible for overseeing patient safety in each of
our services/residential dwellings. They are responsible
for ensuring that disclosures received are responded to
appropriately and shared within the required timeframes.

All other staff/
volunteers

All staff/ volunteers in the organisation are responsible for
ensuring any patient safety events are reported within 24
hours of occurrence. They are responsible for ensuring
that they complete mandatory training. All staff and
volunteers are required to adhere with this policy.
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Complaints and appeals

TWC recognises that there will be occasion when the patients, families or carers are
dissatisfied with aspects of the care provided. We are committed to deal with any
complaints as quickly as possible. Complaints will be handled respectfully ensuring that
all parties concerned feel involved in the process and assured that the issues raised
have been comprehensively reviewed and the outcomes shared in an open and honest
manner.

Our complaints procedure is available upon request.

If a concern cannot be resolved, at Stage 1 (informal) then the complainant can
progress this through to Stage 2. Complainants will ordinarily receive a full response to
their complaint within a maximum of 20 working days from the date of the
acknowledgement letter in writing from the investigating officer. Stage Three (Appeal)
is available if a complainant is not satisfied with the response to their complaint, the
final stage is to outline the reasons for dissatisfaction in writing or electronically to the
CEO (or the Directors if it is about the CEO and the Services Manager).
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