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1) [bookmark: _Toc229493217]Introduction 
This Patient Safety Incident Response Plan (PSIRP) sets out how South West Yorkshire Partnership Teaching NHS Foundation Trust (the Trust) will respond to patient safety incidents and safety issues from June 2026 until November 2028, in line with the Patient Safety Incident Response Framework (PSIRF).
This plan is not intended to be a fixed or inflexible set of rules. The Trust will remain responsive and adaptable, taking account of the specific circumstances of each patient safety incident and the needs of those affected. There are multiple ways in which the Trust may respond to patient safety incidents, and this plan describes our approach to developing and maintaining effective, proportionate systems and processes for responding to patient safety incidents and safety issues, with a clear focus on learning and improvement to enhance patient safety.
For clarity, certain reviews, investigations and processes are undertaken for purposes that differ from the aims of a patient safety response and therefore fall outside the scope of this plan. These include:

· Complaints and concerns management
· Claims handling
· Human resources investigations into employment concerns
· Professional standards investigations
· Coroner’s inquests 
· Criminal investigations

Where appropriate, learning generated through a PSIRF response may be shared to inform and support these other processes.
If concerns relating to an individual’s conduct or fitness to practise are identified during a patient safety response undertaken for learning purposes, the response lead will discuss the matter with the relevant management team and the People Directorate. The NHS England Being Fair tool (2025) may be used to provide guidance and support where required.
2) [bookmark: _Toc229493218]Our services
We are a teaching NHS Foundation Trust providing mental health and learning disability services to the populations of Barnsley, Calderdale, Kirklees, and Wakefield. In Barnsley, we also deliver a range of community health and wellbeing services.
In addition, we provide medium secure (forensic) services across West Yorkshire, as well as in South Yorkshire through our management of Cheswold Park Hospital in Doncaster.
Our services support a population of over 1.22 million people living across these areas, representing a diverse range of communities and backgrounds. We are committed to meeting the needs of these communities by delivering personalised care that puts the person first and in the centre.
[image: ]
We work in close partnership with local NHS organisations, local authorities, government departments, and voluntary and community sector partners to deliver high-quality healthcare across our area. Collaboration is central to our approach, enabling us and our partners to provide more efficient, coordinated care that better meets the needs of local people.
We are committed to integrating care wherever possible. We are an integral partner within the West Yorkshire Integrated Care System and play a leading role in the West Yorkshire Mental Health, Learning Disability and Autism Collaborative. In addition, we are an active member of the South Yorkshire Integrated Care System, supporting and strengthening collaborative working across organisational boundaries.
We are fully engaged in place-based alliances across Barnsley, Calderdale, Kirklees, and Wakefield, working alongside colleagues from a wide range of partner organisations to deliver joined-up care.
To provide flexible, personalised care in line with what local people have told us they need, we deliver services across a variety of settings, including community sites and people’s own homes. Over 90% of our services are community-based, supported by inpatient services for those requiring hospital-based care or assessment.
Established in 2002, the Trust now employs around 5,300 staff across clinical and non-clinical roles and has an annual turnover of over £360 million. Each month, we deliver over 83,000 contacts with service users, their families, and carers—highlighting both the scale and impact of our work.
Our staff, whatever their role, are committed to making a positive difference to the lives of those we support. How we work is as important as what we do, and our values are central to this approach. They shape our behaviours, define our culture, and underpin our commitment to openness, transparency, and continuous learning and improvement.
[bookmark: _Toc228181329][bookmark: _Toc229493219]We believe that PSIRF strongly supports the Trust’s priorities, enabling us to strive to be the best we can be while maintaining a clear focus on keeping our services safe. We achieve this by continually improving safety and quality, making better use of our resources by focusing on areas where learning and improvement will have the greatest impact, and strengthening the engagement and involvement of those affected by patient safety incidents. This, in turn, enhances the experience of staff involved in incidents and supports a culture of openness, learning, and continuous improvement.
3) Our Approach to Safety, Learning and Improvement
Patient Safety and the Purpose of PSIRF
Patient safety is fundamental to the quality of care we provide and to the trust placed in us by the communities we serve. The Patient Safety Incident Response Framework (PSIRF) provides the foundation for how the Trust responds to patient safety incidents and safety issues, supporting a shift away from blame‑focused approaches and towards learning, improvement and compassionate response. This plan sets out how we will respond to patient safety incidents and near misses in a way that strengthens safety, openness and continuous learning. We will also look at what we can learn when things have gone well.

Trauma‑Informed Practice
Our application of PSIRF is underpinned by a trauma‑informed approach, which is fundamental to the Trust’s values and ways of working. We recognise that patient safety incidents, and the processes used to respond to them, can be distressing or traumatic for patients, families, carers and staff. Compassionate, respectful and proportionate responses are therefore essential to meaningful learning and sustainable improvement.

Guided by trauma‑informed and Just Culture principles, we prioritise psychological safety, trust and fairness. This creates an environment in which people feel supported to speak up, reflect openly and contribute to improvement without fear of blame. Learning is focused on understanding systems, environments and contributory factors, ensuring that improvement activity strengthens care rather than causing further harm.

Equity, Inclusion and Fairness in Patient Safety
We recognise that patient safety incidents and safety processes are not experienced equally. People from racialised communities and other marginalised groups may experience disproportionate harm, barriers to having their voices heard, and reduced trust in healthcare systems. Families and carers may also experience exclusion from patient safety processes, despite their vital role in recognising risk and supporting care. To address this, our PSIRF approach actively promotes inclusive, culturally sensitive involvement, embedding equity, race equality and the principles of the Triangle of Care as core components of patient safety and improvement, ensuring that patients, families and carers are recognised as partners in learning and preventing future harm.

Oversight, Governance and Assurance
A dedicated PSIRF response decision‑making meeting provides structured oversight of patient safety events, associated improvement activity and, where required, agreement of proportionate PSIRF responses.

Executive oversight is provided through the Patient Safety Executive Group, which brings together executive leaders and patient safety specialists to scrutinise learning themes, review progress with improvement actions and ensure alignment with Trust priorities.

Learning and improvement are further supported through the Trust‑wide Learning and Improvement Oversight Group, with multidisciplinary representation from all care groups and relevant specialist functions, including quality improvement. This group oversees delivery of the PSIRF plan, monitors Trust‑wide learning themes and provides assurance that improvement activity is implemented, evaluated and sustained. Where learning identifies cross‑cutting risks or priorities, coordinated Trust‑wide improvement activity is initiated.

Learning and Improvement 
The Trust undertakes a quarterly review of patient safety incident data to identify themes, patterns, and emerging risks. This review focuses on incidents aligned to the priorities set out in the PSIRF plan and considers learning and outputs from incidents subject to PSIRF responses, alongside those where local learning and action have been undertaken.

Patient safety events are reviewed through a tiered oversight model, enabling learning and improvement to be considered close to practice, supported by robust Trust-level governance and assurance. Local care group arrangements facilitate timely learning and action, while Trust-wide forums provide oversight, challenge, and coordination. Audits will be developed to assess the extent to which improvement activity is embedded and its impact, coordinated through the Trust-wide Learning and Improvement Oversight Group.

The quarterly review will also consider outputs from patient safety incidents that do not align with PSIRF plan priorities, to identify new or emerging trends that may not yet be fully understood or addressed. Findings will be reviewed by the Learning and Improvement Oversight Group, which will determine appropriate next steps for learning and improvement. This may include aligning intelligence with existing care group or Trust-wide improvement programmes or, where capacity allows, and in line with national guidance, commissioning further proportionate responses to identified themes.

Improvement actions arising from PSIRF learning will have clear ownership, proportionate timescales, and defined outcome and process measures, enabling progress and impact to be effectively monitored and assured. This approach ensures that learning from patient safety incidents informs improvement at local, Trust-wide, and system levels, with a continued focus on preventing harm.

Sharing Learning and Demonstrating Impact
Learning is shared through established networks and communication mechanisms to support dissemination to frontline teams and promote a consistent culture of learning across the Trust. Evidence of impact - including changes to practice, quality improvement activity and outcome and process measures - is used to provide assurance that learning is translating into meaningful improvement.


Supporting Documents and Further Detail
To ensure clarity, transparency, and a strong line of sight between key organisational approaches, Appendix A sets out how the Patient Safety Incident Response Framework (PSIRF) is explicitly aligned with our trauma-informed approach, Culture of Care programme, and the Patient and Carer Race Equality Framework (PCREF). This alignment reflects our commitment to delivering patient safety within a compassionate, inclusive, and psychologically safe culture. The appendix clearly articulates the core principles underpinning our approach, including compassion and emotional safety, trust and openness, staff wellbeing and support, and a strong and explicit focus on equity and race equality in both learning and response.

The detailed operational arrangements that underpin delivery of this plan, including processes for learning, improvement tracking, governance, escalation, and assurance are set out in the Trust’s PSIRF Policy. This policy provides the formal framework for implementation and ensures a consistent, systematic, and proportionate approach to responding to patient safety incidents across the organisation.
4) [bookmark: _Toc229493220]Review of our Patient Safety Incident Response Plan  
Since the launch of our first Patient Safety Incident Response Plan in December 2023, we have undertaken a structured and comprehensive evaluation of our progress, performance, and learning over the period December 2023 to December 2025. This evaluation has enabled us to identify both areas of strong performance and those where our approach required further development and refinement.

The evaluation drew on a range of qualitative and quantitative sources, including analysis of:
· Patient safety incident data 
· Improvement activity and associated outcomes
· Learning responses undertaken, including the processes used to determine them 
· The effectiveness and impact of learning responses 
· Feedback from those involved in learning responses including patients, families and staff
· Staff awareness and understanding of PSIRF 
· External feedback received through the Safety Incident Response Network accreditation process via the Royal College of Psychiatrists
The findings from this evaluation have directly informed the development of this revised PSIRP for 2026–2028 plan. The key changes are set out below:
1) Refinement of local patient safety priorities, informed by two years of incident trend analysis, stakeholder feedback, learning from previous responses, and alignment with current improvement programmes
2) Refocusing of effort and resources on those patient safety priorities where learning is expected to have the greatest impact, enabling more targeted, proportionate and effective responses
3) Revision of systems‑based learning response methodologies to support more consistent, proportionate, and systems-focussed exploration of patient safety incidents
4) Increased use of thematic reviews where contributory factors are already well understood, to maximise learning across services to reduce duplication of effort
5) Streamlining of response types and processes by removing those that have not demonstrated sufficient value, ensuring more effective use of staff time and improving how learning is captured, shared and embedded across the Trust.

These revisions reflect the learning gained from implementing our initial PSIRF plan between December 2023 and December 2025. This includes identifying areas where the scale of activity exceeded available capacity, as well as opportunities to strengthen alignment with existing improvement programmes to maximise patient safety impact. 

The changes set out in this revised plan are therefore grounded in both evidence and experience and demonstrate our continued commitment to embedding proportionate, system-focused learning across the organisation, as outlined in the following section.

The outcome of this review has informed revised patient safety priorities and approaches to responding to incidents. Draft findings were shared widely with internal stakeholders, including:

· Representatives from the care groups
· Trust subject matter experts (specialist advisors) 
· Improvement workstream leads
· Patient Safety Specialist Team
· Datix Team 
· Quality Governance Team 
· Customer Services Team 
· Legal Team
· Nursing Quality and Professions leads
· Patient Safety Partners
A series of PSIRF stakeholder engagement sessions were held, bringing together representation from across these groups. These sessions provided an opportunity to collectively reflect on:

· The original vision for PSIRF, as set out in the December 2023 plan, including initial priorities and intended response methodologies
· Whether existing patient safety priorities continued to generate new learning, or whether themes were being sufficiently addressed through ongoing improvement activity
· Progress made in implementation over the two-year period, including how PSIRF responses have been applied in practice (see Appendix C)
· What should be adapted or strengthened within this second PSIRF plan
· Where resource should be redirected from conducting responses to supporting improvement activity
· Which PSIRF response types should be prioritised to generate meaningful and actionable learning
· How oversight, coordination and the sharing of improvement activity across the Trust can be further strengthened

We also sought feedback from external stakeholders as part of the review process. The draft PSIRF plan was shared with:
· Integrated Care Boards (ICBs)
· Provider collaboratives
This external engagement has helped ensure that the revised plan is aligned with system-level priorities, reflects wider learning, and supports a coordinated approach to patient safety improvement across organisational boundaries.
5) [bookmark: _Toc229493221]Our patient safety incident profile 
The review process outlined above has directly informed the development of the local patient safety priorities for this second iteration of the PSIRF Plan. These priorities apply across all Trust settings and are:
1. System-based challenges in assessing, recognising, escalating, or responding to a deteriorating patient or changes in clinical presentation.
This includes, but is not limited to, system factors such as delayed recognition, ineffective transitions of care, inadequate monitoring, incomplete clinical assessment, and inconsistent escalation processes, which may impact patient safety across both inpatient and community settings.
2. System-based challenges relating to the safety of the physical environment within clinical settings.
This includes, but is not limited to, risks associated with ward design and layout, ligature points, observation limitations, access and egress, environmental hazards, equipment and device safety, and security failures that may compromise patient safety.
3. System-based challenges in clinical communication and decision-making.
This includes, but is not limited to, incomplete, delayed, ineffective, or inaccurate communication between clinicians, across teams, or between staff and patients or carers, which may adversely affect assessment, treatment, risk formulation, and care planning.
4. Emerging system-based themes identified through patient safety events.
This includes new or escalating risks identified through specialist review or structured analysis of incident data, where issues represent a departure from, or escalation of, known patterns and require focused exploration and response.
6) [bookmark: _Toc229493222]Our patient safety incident response plan 
In responding to patient safety events, the Trust will follow the processes set out within this Patient Safety Incident Response Plan to ensure a consistent, proportionate, and learning-focused approach. This plan is aligned with the requirements of the NHS England Patient Safety Incident Response Framework (PSIRF), which defines specific categories of incidents that must receive a mandated response.

The following section outlines these national requirements and how the Trust will meet them. It also describes how we will respond to our locally defined patient safety priorities, ensuring that our approach remains targeted, evidence-based, and focused on maximising opportunities for learning and improvement.

6.1 National and local response requirements 
NHS England has identified specific categories of patient safety incidents that must always receive a formal response. When such incidents occur, they will be reported by staff and initially reviewed by the relevant manager through completion of a Service-Learning Review.

In many cases, a Swarm debrief will also be undertaken. This provides an early opportunity to bring together those involved to reflect on events, identify emerging issues, address any immediate patient safety risks, and ensure that the wellbeing needs of staff are recognised and supported.

Table 1 below outlines the additional response options that may be applied to determine whether an incident meets the threshold for a mandated response and, where applicable, the type of formal response required. Decisions regarding mandated responses will be considered and agreed by the Patient Safety Executive Group.
The assessment process used to determine the appropriate response will ensure that decisions are consistent, proportionate, and aligned with national PSIRF guidance, while maintaining a clear focus on learning and improvement.

Table 1 National patient safety incident investigations (PSII) or other process
	No
	Event
	Approach

	a
	Deaths thought more likely than not due to problems in care* (Incidents meeting the Learning from Deaths criteria for patient safety incident investigation (PSII))
	Locally led patient safety incident investigation (PSII)

	b
	Deaths of patients detained under the Mental Health Act or where the Mental Capacity Act (2005) applies (where there is reason to think that the death may be linked to problems in care (incidents meeting the Learning from Deaths criteria)
	Locally led PSII

	c
	Incidents meeting the Never events criteria 
	Locally led PSII

	d
	Mental health related homicides
	Referred to the NHS England Regional Independent Investigation Team (RIIT) for consideration for an independent PSII
locally led PSII may be required

	e
	Maternity and neonatal incidents
	Healthcare Safety Investigation Branch (HSIB) criteria. Contribute to any HSIB investigation as required 



	f
	Child deaths
	Refer for Child Death Overview Panel review
locally led PSII (or other response) may be required alongside the panel review – organisations should liaise with the panel

	g
	Deaths of persons with learning disabilities
	Refer for Learning Disability Mortality Review (LeDeR) 
Locally led PSII (or other response) may be required alongside the LeDeR – organisations should liaise with this

	h
	Safeguarding incidents 

in which:
babies, children or young people are on a child protection plan; looked after plan or a victim of wilful neglect or domestic abuse/violence 
adults (over 18 years) are in receipt of care and support needs from their local authority
the incident relates to FGM, Prevent, modern slavery, human trafficking or domestic abuse/violence

	Case referred to local authority safeguarding lead. Trust must contribute towards domestic independent inquiries, joint targeted area inspections, child safeguarding practice reviews, domestic homicide reviews and any other safeguarding reviews (and inquiries) as required to do so by the local safeguarding partnership (for children) and local safeguarding adult boards

*there are discussions underway at national level regarding reviewing low level concerns under PSIRF. We will review in line with national guidance as it is released

	i
	Incidents in NHS screening programmes

Consideration may be related to:
· whether individuals, the public or staff would suffer avoidable severe harm or death if the root cause is unresolved
· the likelihood of significant damage to the reputation of the organisations involved

	Refer to local screening quality assurance service for consideration of locally led learning response

See guidance Managing safety incidents in NHS screening programmes - GOV.UK (www.gov.uk)

	j
	Deaths in custody

eg police custody, in prison, etc where health provision is delivered by the NHS
	Any death in prison or police custody will be referred (by the relevant organisation) to the Prison and Probation Ombudsman (PPO) or the Independent Office for Police Conduct) to carry out the relevant investigations. See (b) above for deaths under Section of the MHA.
The Trust will fully support these investigations where required to do so 

	k
	Domestic homicide
	A domestic homicide is identified by the police usually in partnership with the Community Safety Partnership (CSP) with whom the overall responsibility lies for establishing a review of the case



In addition to the national criteria for PSIIs, we have developed local criteria for a response, as below: 
Local criteria for PSII:
· Inpatient apparent suicide of informal patients on the ward
· Child apparent suicide where there is reason to think that the death may be linked to problems in care 
Structured Judgement Review (SJR) as a minimum for:
· Inpatient unexpected death not attributed to apparent suicide on the ward 
· Inpatient unexpected death not attributed to apparent suicide occurring in the community (on leave, AWOL, or within 4 weeks of discharge) and where there is reason to think that the death may be linked to problems in care 
· Community apparent suicide where there is reason to think that the death may be linked to problems in care.
Enhanced Case note review as a minimum:
· Attempted apparent suicide resulting in severe harm where there is reason to think that the attempt may be linked to problems in care 

6.2 Our local patient safety priorities and how we will respond
Our local patient safety priorities focus on areas where learning and improvement activity is expected to have the greatest impact, enabling the proportionate and effective use of resources. We will continue to report and review all patient safety incidents through our established incident reporting and management processes. These reviews support the identification of local learning, the recognition of new or emerging themes, and the assessment of whether contributory factors align with the priorities set out below.

We are committed to meaningful and compassionate engagement with those affected when harm occurs, ensuring that their perspectives and needs are fully understood. Where questions arise, we will provide clear and timely information, offer appropriate support, and provide feedback in line with our Being Open processes, regardless of whether a formal PSIRF response is undertaken.

Through our internal review processes, we will assess whether an incident meets the local patient safety priorities described in Table 2. In many cases, we may identify issues where improvement work is already underway. In these situations, a separate PSIRF learning response may not be required, as learning is being addressed through existing improvement activity.

Where an issue meets the criteria set out in this PSIRF plan and is not yet well understood, a PSIRF response will be undertaken to explore the underlying system factors in greater depth and generate new insight to inform learning and improvement. We will also actively seek opportunities to learn from instances where care has gone well, recognising that understanding the conditions and systems that support safe and effective practice is as important as identifying areas for improvement.

There are three types of PSIRF response that may be used, as outlined below:

· Assessment Response – this includes a range of proportionate tools used to explore what happened, identify any contributory factors or systems factors and determine whether an incident meets the PSIRF plan criteria, and whether a further learning response is required.  

· Learning Response – used where contributory factors are not well understood and local improvement work is limited. Learning responses enable deeper exploration of the context and underlying system influences to inform improvement. These include local learning responses (Swarm debrief* and After-Action Review) and Trust led learning responses (Patient Safety Systems Analysis and Patient Safety Incident Investigations).

· Improvement Response – used where a safety issue or incident type is well understood and contributory factors are being addressed through established improvement work. In these cases, resources will be directed towards supporting wider improvement activity rather than repeated response to individual events.
Table 2 sets out our local patient safety priorities and indicates the response methods that may be used to support learning and improvement. Responses that can be agreed and actioned at a local level are highlighted in orange; all other responses will be considered and agreed through the Trust’s patient safety governance processes.
All responses will be proportionate and consistent with what is already known about the issue, taking into account existing improvement work at both local and Trust-wide levels, and the potential to generate meaningful new learning that will support improvement.

These priorities are intended to be flexible and are applicable across all Trust settings.

*A Swarm debrief is a learning response approach being introduced across the Trust following training delivered by an external provider. From May 2026, this approach will be progressively implemented across services. Swarm debriefs bring teams together at an early stage to reflect on events, identify emerging issues, address any immediate patient safety risks, and ensure that the wellbeing needs of those involved are recognised and supported.

As this approach becomes embedded, teams will be encouraged to use the Swarm debrief methodology more routinely to support timely, team-based learning. This applies to a wide range of incidents not only those defined within this plan, supporting the integration of this approach into everyday practice and strengthening a culture of continuous learning and improvement.

2

Table 2 Our local patient safety priorities and response methods
	The PSIRF response will be selected from any of the three types of PSIRF response, dependent upon what is already known about the systems issue/contributory factor under each priority (see above for a descriptor of each PSIRF response type). These apply in all services and any level of harm, and also can be used to learn from good practice examples 

	Patient safety priority (all levels of harm)
	Assessment response
	Learning response
	Improvement response

	1) System‑based challenges in assessing, recognising, escalating or responding to a deteriorating patient or changes in clinical presentation 
This includes, but  is not limited to system issues associated with delayed recognition, transitions in care, inadequate monitoring, incomplete clinical assessment, or inconsistent escalation processes that may impact patient safety in both inpatient and community settings
	A Service Learning Review may be used to understand what happened and identify any potential improvements.

In certain cases, a Case note review or Structured Judgement Review may be commissioned to provide additional independent view in specific circumstances. 
 
May result in a separate Learning response 

	Locally, a team may conduct a Swarm debrief as an early opportunity for reflection, support and to identify any immediate learning.

Where a more in depth systems review of the issues is needed at a local level, an After Action Review may be used.

Patient safety specialists may undertake a patient safety systems analysis using systems thinking tools to explore an issue from a wider perspective. 

Dependent upon any PSIIs meeting national critieria in Table 1, Patient Safety Executive Group may commission up to two Patient safety incident investigations annually in response to a significant system factor related to our priorities.  Other response methods must be used initially to refine the scope to ensure resources are used proportionately to maximise system learning for improvement. 
	Horizon scanning at all levels to gather intelligence around a topic or emerging theme. Informs broader discussion to support forward planning, for example, planning a future thematic review related to an emerging issue. 

Thematic review related to a specific topic/theme. This will be as agreed by the Trust learning and improvement oversight group in consultation with specialist advisors.


	2) System-based challenges relating to physical environment safety in a clinical setting which compromise patient safety 
This includes but is not limited to issues associated with ward layout, ligature points, observation challenges, access and egress risks, environmental hazards, equipment or devices and security failures. 
	
	
	

	3) System-based challenges with clinical communication and decision‑making 
This includes, but is not limited to incomplete, delayed, ineffective or inaccurate communication between clinicians, between clinical teams, or between staff and patients or carers, which may impact assessment, treatment, risk formulation or care planning.
	
	
	

	4) Unexpected new system-based theme
Emerging from patient safety events identified through specialist advisor or group exploration of incident data where an issue is different, or has escalated
	
	
	

	Note: If you are unsure if an incident meets the PSIRF plan criteria or not, or if it does, which response type to use, please escalate through patient safety processes. A Service Learning Review Part A and Part C will be the minimum response required which will inform next steps. 
Where concerns remain after a PSIRF response, this will be escalated for consideration of a further response being needed. 



6.3 Ongoing improvement
The patient safety priorities included in our original PSIRF Plan (Version 1) focused on a defined set of frequently occurring incident types, as summarised in Appendix D.
Our revised priorities (Table 2) move away from a focus on individual incident types and instead place greater emphasis on the underlying system factors that contribute to patient safety incidents. This approach enables the priorities to be applied across a broad range of incidents. For example, the priority relating to the deteriorating patient may be relevant to incidents such as falls, pressure ulcers, or episodes of physical deterioration.

All incidents will continue to be reported and reviewed through the Trust’s established incident reporting processes to identify local learning and opportunities for improvement, as outlined in Appendix B. As part of these processes, staff will be asked to consider whether any of the revised priorities set out in Table 2 contributed to the incident. This will support triangulation of the priorities against incident data and enable the identification of emerging themes.

Many of the improvement workstreams developed over the past two years are now embedded in practice. As described in Section 3, patient safety data will continue to be reviewed and analysed by specialist teams to inform the use of thematic reviews, ensuring that learning from incidents continues to drive ongoing improvement.

We will further strengthen this approach by equipping specialist advisors with the skills and support required to undertake high-quality thematic reviews. Themes identified through specialist analysis and thematic review outputs will be shared via the Trust’s Learning and Improvement Oversight Group, ensuring that insight is coordinated, disseminated, and translated into sustained improvement across the organisation.



[bookmark: _Toc229493223][bookmark: _Toc228181336]Appendix A - Patient Safety Incident Response Framework (PSIRF) alignment with trauma-informed, Culture of care and Patient and Carer Equality Framework (PCREF) approaches
The Patient Safety Incident Response Framework (PSIRF) sets out how the Trust responds to patient safety incidents and safety issues, with the primary aim of learning and improvement to reduce the risk of future harm. 
This appendix describes how the principles of PSIRF are enacted across the Trust through underpinning approaches which together provide the foundation for effective, equitable and psychologically safe patient safety practice in all services and settings.
Culture of Care as an Enabler of PSIRF
A culture of care is essential to the successful implementation of PSIRF. Without trust, kindness and psychological safety, incidents may go unreported, learning may be inhibited and improvement opportunities missed.
Across the Trust, a culture of care:
· creates safe environments where staff, patients, families and carers feel able to speak up
· supports openness, honesty and reflection when things go wrong
· reinforces dignity, respect and fairness in all responses
· enables learning to be shared constructively rather than defensively
By embedding a culture of care, the Trust ensures that PSIRF is applied in a way that supports learning while maintaining compassion for those affected.
Trauma‑Informed Approach to PSIRF Responses
PSIRF recognises that patient safety incidents — and the processes used to respond to them — may be experienced as distressing or traumatic. A trauma‑informed approach therefore underpins how PSIRF is applied across the Trust.
This approach recognises that patients, families, carers and staff may have prior experiences of trauma and that how we respond must avoid causing further harm. In practice, this means:
· prioritising emotional, psychological and physical safety
· approaching incidents with curiosity rather than judgement
· recognising distress as communication
· being sensitive to power, choice, control and timing
· ensuring responses are proportionate and purposeful
Trauma‑informed practice ensures that PSIRF responses support healing and recovery as well as learning and improvement.
Alignment with Equity, Patient and Carer Race Equality Framework, Triangle of Care and Improved Outcomes
PSIRF recognises that equity is integral to patient safety and that learning and improvement must take account of differences in experience, harm and outcomes across populations. The Trust acknowledges that people from racialised and marginalised communities may experience disproportionate harm, reduced access to being heard, and lower levels of trust in healthcare systems, including within patient safety processes.
In line with the Patient and Carer Race Equality Framework (PCREF), the Trust aims to apply PSIRF through an equitable and trauma‑informed lens, recognising racism, discrimination and inequality as patient safety issues. We aim to ensure that incident responses and learning activities actively consider whose voices are heard, whose experiences are reflected, and whose outcomes improve as a result of learning.
In addition, the Trust aligns PSIRF with the Triangle of Care, recognising the essential role that families and carers play in patient safety, learning and improvement, particularly within mental health settings. Involving carers as partners supports more complete understanding of safety incidents, strengthens learning, and promotes trust and shared decision‑making. The Trust views meaningful carer involvement as fundamental to equitable, person‑centred safety responses and improved outcomes.
Applying PCREF and the Triangle of Care within PSIRF aims to support:
· Better patient safety outcomes, by identifying and addressing systemic factors, including inequality, that contribute to unequal harm
· Improved experience, through culturally sensitive and compassionate involvement of patients, families and carers in learning responses
· More meaningful learning, informed by diverse lived experience, including the insights of carers who know patients best
Through this approach, PSIRF learning responses:
· actively seek to understand the role of inequality and power imbalance in patient safety incidents
· involve patients, families and carers in ways that are respectful, inclusive and responsive to cultural, emotional and practical need
· recognise carers as partners in safety, valuing their knowledge, concerns and contributions in line with the Triangle of Care
· use quantitative data and lived experience to identify disproportionate impact and target improvement
· ensure that learning leads to tangible change for those most affected
Through this integrated approach, PSIRF enables the Trust to move towards safer, fairer and more person‑centred care, where learning leads to better outcomes, better experiences and greater trust for patients, families, carers and communities.
Supporting Staff Through PSIRF
PSIRF acknowledges the impact that patient safety incidents can have on staff, including emotional distress, moral injury or trauma. We aim to ensure that staff involved in incidents are:
· treated with dignity, compassion and fairness
· supported to reflect and learn without fear of blame
· offered appropriate emotional and professional support
· not subject to disciplinary processes through learning responses
Supporting staff wellbeing is fundamental to openness, trust and sustainable patient safety improvement.
Assurance and Continuous Improvement
The Trust will seek assurance that PSIRF principles are being applied consistently through a trauma‑informed approach by drawing on:
· feedback from patients, families, carers and staff
· themes and learning from PSIRF responses
· measures of psychological safety and speaking up
· evidence of system‑level change and improvement
Learning from PSIRF will be used to continuously strengthen patient safety through a trauma-informed lens. 


[bookmark: _Toc229493224]Appendix B - Summary of Patient safety incident reporting, PSIRF response and oversight 
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[bookmark: _Toc229493225]Appendix C - Resource analysis
The Patient Safety Team reviewed the learning responses undertaken between 1 December 2023 and 31 December 2025. This analysis demonstrated that in many cases the Manager’s 48‑hour review was sufficient to identify learning, align with existing improvement work, and confirm where learning had already been embedded into routine practice or where appropriate risk‑mitigating action had been taken. In these circumstances, no further learning responses were undertaken. Although this was previously classified as a learning response, the Manager’s 48-hour report was an established management tool used to explore incidents and was later enhanced to incorporate a more systems focussed perspective.  In February 2026, this was relaunched as a Service Learning Review.
Where more structured learning responses were undertaken, the review found that alternative methods could often have achieved the same outcomes more efficiently, or that no additional learning was generated. As a result, decision‑making processes have been refined to ensure responses are proportionate targeted towards generating new insight, and avoid duplication where learning is already well understood.
 
	PSIRF response type
	Response
	Number 

	Assessment responses
	Managers 48 hour rapid review (replaced by Service Learning Review February 2026) 
	2579 (all incident types) 

	Learning responses
	Debrief 
	870 (all incident types) 

	
	After Action Review
	18

	
	Specialist Learning Review
	8

	
	Patient Safety Incident Investigation (individual case)
	6

	
	Patient Safety Incident Investigation (thematic projects)
	2

	
	Involvement in external Patient Safety Incident Investigations
	4

	
	Case note review (Infection Prevention and Control)
	5

	
	Case note review
	19

	
	Structured Judgement Review
	29





[bookmark: _Toc229493226]Glossary of terms
	After Action Review (AAR)
	A structured, facilitated debrief discussion of an incident which gives individuals involved the ability to reflect on and contribute to the understanding about what happened with the aim of learning and improvement.

	Assessment response
	Assessment Responses for determining if a further response is required: where we cannot easily identify where an incident fits in relation to our plan (ie whether a learning response is required) we would need to perform an assessment. This is to determine whether there were any problems in care that require further exploration and potentially action.

	Case note review
	Case note review is an assessment response where the information already provided does not easily identify if there was any problem in care that led to the patient safety incident occurring.  It will include a brief timeframe of relevant events dependent upon the incident and care pathway and gap analysis. The output for this review type will determine if a further PSIRF response or action is required. 

	Culture of Care
	This approach puts care at the centre, ensuring that patients and staff feel cared for and are able to provide the care they want to for others.

	Horizon scanning
	Horizon scanning is an improvement tool to support forward thinking about potential or current safety themes and issues

	Improvement response 
	Improvement Responses based on learning: Where a safety issue or incident type is well understood (eg because previous incidents of this type have been thoroughly investigated and national or local improvement plans targeted at contributory factors are being implemented and monitored for effectiveness) resources are better directed at improvement rather than repeat investigation.

	Integrated Care Boards (ICB)
	Integrated Care Boards are NHS statutory organisations responsible for planning, commissioning and funding health and care services in a local area, working with partners to improve population health and reduce inequalities. The Trust works with two ICBs in West Yorkshire and South Yorkshire

	Learning response 
	Learning Responses to inform improvement: where contributory factors are not well understood and local improvement work is minimal, a learning response may be required to fully understand the context and underlying factors that influenced the outcome. 

	Patient and Carer Race Equality Framework (PCREF)
	The Patient and Carer Race Equality Framework (PCREF) is a national NHS initiative designed to tackle racial inequalities in health care. It provides a structured approach for Trusts to work with patients, carers, and communities from racialised backgrounds to improve experiences, access, and outcomes of care.

	Patient Safety
	Patient safety is the avoidance of unintended or unexpected harm to people during the provision of health care (NHS England).

	Patient Safety Incident
	A patient safety incident is something unexpected or unintended that has happened, or failed to happen, that could have or did lead to patient harm for one or more people receiving healthcare


	Patient Safety Incident Investigation (PSII)
	A Patient Safety Incident Investigation (PSII) is a system‑focused learning response used to explore patient safety incidents where the contributory factors are not yet well understood. It aims to use resources proportionately to generate new learning, while acknowledging, but not re‑investigating, areas where improvement work is already known or underway. A key part of the process is actively involving and engaging staff, patients, and families, ensuring their experiences and insights inform the findings.

	Patient Safety Incident Response Framework (PSIRF) 
	PSIRF sets out the NHS approach to developing and maintaining effective systems and processes for responding to patient safety incidents, with a focus on learning and improving patient safety.


	Patient Safety Incident Response Plan 
	The Trust’s Patient Safety Incident Response Plan sets out how the organisation will implement the Patient Safety Incident Response Framework and describes how patient safety priorities will be addressed.


	Patient Safety Systems analysis
	A Patient Safety Systems Analysis is a local learning response the Trust has developed to describe how our patient safety specialists may use systems‑thinking tools to explore work as done. These may include Systems Engineering Initiative for Patient safety (SEIPS), walkarounds, observations, task analysis or mapping tools. 


	Provider collaboratives
	Provider collaboratives are formal partnerships where the Trust works together with other NHS providers to plan, deliver and improve services across a system

	PSIRF response
	PSIRF responses is a term we use to describe any response activity for a patient safety incident; these are grouped as: 
· Assessment response 
· Learning response
· Improvement response 
(see separate listings for details of each) 

	Service Learning Review 
	Service Learning Review is an Assessment response within Datix which acts as a first stage case note review to help understand the care given and if there were any problems in the care provided. Manager’s will review the clinical records and record their review within the Datix record. 

	Structured Judgement Review (SJR)
	Structured Judgement Review is an assessment tool used to help determine if there was any problem in care or not that led to the death occurring.  
SJRs are led by a clinician independent from the area where the incident occurred. 

	Swarm debrief
	An immediate debrief response to an incident, where staff come together to reflect, debrief and resolve immediate patient safety and/or staff wellbeing needs   

	Systems Based Approach
	A systems‑based approach recognises that safety is created by the interactions within the healthcare system and cannot be understood by looking only at individual actions. It seeks to understand system conditions and how they shape outcomes.


	Work system explorer tool (using Systems Engineering Initiative for Patient Safety [SEIPS])
	The work system explorer tool uses the Systems Engineering Initiative for Patient Safety (SEIPS). It is a framework to understand work within complex healthcare settings and how system design influences safety, performance and outcomes.

	Thematic analysis 
	A thematic analysis is an improvement response. It aims to help understand common links, themes or wider issues from a range of methods and data for issues related to patient safety. Outcomes used to identify new system improvement to address key barriers to safety. 

	Triangle of care
	The Triangle of Care is a collaborative framework involving the service user, their carer, and healthcare professionals to promote safety, support recovery, and sustain wellbeing. 

	Trauma‑Informed Approach
	A trauma-informed approach recognizes the widespread impact of trauma and integrates this understanding into all aspects of service delivery, promoting safety, empowerment, and collaboration.
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