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2.Scope

This policy covers the roles and responsibilities for patient safety incident responses at
Harrow Health and underpins system-based approaches to learning and improvement,
supporting a just culture, collaboration, and proactive risk management.

3. Purpose

The purpose of this policy is to describe how Harrow Health will implement the Patient
Safety Incident Response Framework (PSIRF) in line with NHS England requirements. It
sets out a systematic, compassionate, and learning-based approach to responding to
patient safety incidents.

This policy replaces previous investigation-focused approaches and instead supports a
proportionate response that prioritises understanding the underlying system factors
contributing to incidents. It outlines the processes for identifying, reporting, and
responding to patient safety incidents, and how learning will be captured, shared, and
used to improve care.




The policy also defines roles, responsibilities, and governance arrangements to ensure
that patient safety incident responses are effective, timely, and focused on continuous
improvement. It supports the development of a just culture, ensuring staff feel safe to
report incidents, and promotes openness and transparency with patients, families, and
carers in line with the Duty of Candour.

4. Governance and Learning framework
This Policy is to be used in conjunction with the following policies:
e Complaints Policy and Procedure
e Feedback Policy and Procedure
e Duty of Candour Policy and Procedure
e Patient Safety Incident Response Plan - PSIRP
e Raising Concerns, Freedom to speak up and Whistleblowing
e Just Culture Policy and Procedure
e Good Governance Policy and procedure
e Safeguarding Adult and Children Policy and Procedure
e Staff Support and Wellbeing Policy and Procedure
e Training Policy and Procedure
These policies support the learning and improvement aspect:
e Risk Management / Risk Register Policy -Links incident learning to
organisational risks and escalation.
e Clinical Governance Framework-Provides oversight structure (committees,
reporting lines, assurance).
e Quality Improvement Policy - Ensures learning from PSIRF feeds into structured
improvement work.
¢ Information Governance / Data Protection Policy - Covers handling of incident
data (including LFPSE submissions).

All staff, whether Clinical or non-clinical, are mandated to complete specific Patient
Safety incident Reporting Framework training Levels 1 and 2. This training is accessible
via the e-learning for Health training platform. In addition, we will sighpost to the relevant
resources and ensure this information is embedded within our training and governance
frameworks to support consistent understanding across teams

5. Introduction

The Patient Safety Incident Response Framework (PSIRF) provides Harrow Health with a
structured approach to responding to patient safety incidents to promote learning and
improvement. It replaces the Serious Incident Framework and focuses on proportionate,
system-based responses. PSIRF emphasises engagement with affected patients and




families, embedding learning into improvement programmes, and supporting a just
culture.

6. Statement of Overarching Principles
All Harrow Health policies, procedures, and protocols are designed to comply with
legislation, NHS standards, and equality and diversity requirements.

Our approach to the PSIRF is underpinned by a commitment to creating a just, learning-
focused culture that prioritises patient safety and continuous improvement. We are
guided by the following principles:
e Learning over blame: We focus on understanding how and why incidents occur,
rather than attributing fault to individuals.
e Systems-based approach: We recognise that patient safety incidents usually
result from system factors, and responses will seek to identify and address these.
e Proportionate response: The level of review and investigation will be appropriate
to the complexity, severity, and learning potential of the incident.
e Openness and transparency: We are committed to being open with patients,
families, and staff, in line with the Duty of Candour.
¢ Involvement and engagement: Patients, families, and staff will be involved
meaningfully in the learning process wherever possible.
e Timely and effective learning: Responses will be undertaken promptly, with a
focus on generating actionable insights that lead to improvement.
e Equity and fairness: We will ensure that all individuals are treated fairly, with
sensitivity to equality, diversity, and inclusion.
e Continuous improvement: Learning from incidents will be used to inform service
improvements, reduce risk, and enhance the quality of care.

7. Who Does PSIRF Apply To
All staff groups, both clinical and non-clinical, involved in patient care or supporting
services

Leaders and governance teams responsible for safety, quality, and oversight
Staff involved in incident reporting, review, and learning responses

Importantly, PSIRF is not limited to a specific role or team, it represents a whole-system
approach to patient safety, meaning everyone has a part to play in recognising, reporting,
and learning from patient safety incidents.




8. Learning from Patient Safety events Platform — LFPSE

Harrow Health CIC will utilise the Learn from Patient Safety Events (LFPSE) platform as
the primary system for the reporting, recording, and management of all patient safety
incidents in line with the Patient Safety Incident Response Framework (PSIRF).

Incidents will be reported locally via a bespoke incident reporting form, which will ensure
accessibility for all staff and support the timely capture of relevant information.
Designated staff members will be responsible for the review, submission, updating, and
ongoing management of incidents on the LFPSE platform, including ensuring the quality
and completeness of data and providing feedback to reporters where appropriate.

All staff are required to report patient safety events, including near misses, promptly and
accurately. Information derived from LFPSE will be routinely reviewed to identify themes,
trends, and areas of risk, and will be used to inform patient safety priorities and
improvement activities.

Harrow Health CIC is committed to fostering a culture of openness, transparency, and
continuous learning, and will use insights from LFPSE to support proportionate
responses and system-level improvements.

9. Equality Statement

Harrow Health is committed to ensuring that PSIRF is implemented in a fair, inclusive,
and non-discriminatory way. Patient safety incident responses will consider the needs of
individuals, support accessible involvement, and address health inequalities. Equality
Impact Assessments will be undertaken where appropriate to ensure no group is
disadvantaged.

10. Policy Details

10.1 Our Patient Safety Culture
e Continuous learning and risk improvement
e Psychologically safe teamwork
e Encouraging speaking up at all levels

10.2 Patient Safety Partners
Involvement of patients, families, and carers in oversight, training, and incident review
Participation in quality committees, improvement projects, and investigation oversight

10.3 Addressing Health Inequalities

Flexible PSIRF approach allows identification and mitigation of inequalities
Consideration of health disparities during learning response and safety action
development




10.4 Engaging Patients, Families, and Staff
Systematic, compassionate, and proportionate responses
Supportive engagement for meaningful learning

10.5 Harrow Health Support to Providers

Harrow Health CIC is committed to supporting providers in the effective implementation
of PSIRF and the development of a strong patient safety culture. We will work
collaboratively with partner organisations to build capability and capacity for high-quality
patient safety incident responses.

This support will include providing guidance on PSIRF requirements, facilitating shared
learning, and promoting the use of systems-based approaches and quality improvement
methods. We will also support providers through access to training, resources, and
forums that enable the sharing of best practice and learning across the system.

Through our role within the wider system, we will work with the Integrated Care Board
(ICB) and other system partners to ensure alignment of patient safety priorities and to
support consistent, coordinated approaches to improving patient safety.

10.6 Supporting Systems to Achieve Improvement

We are committed to ensuring that learning from patient safety incidents leads to
meaningful and sustained improvement. We will support teams and services to translate
insights into practical actions, using quality improvement methodologies and structured
governance processes.

This includes providing guidance, training, and leadership oversight to ensure that
improvements are implemented, monitored, and embedded in practice. We will regularly
review the impact of changes to ensure they deliver safer care and contribute to
continuous system-wide improvement.

10.7 Supporting Cross-System Response

We recognise that patient safety incidents may involve multiple organisations across the
health and care system. Inthese circumstances, we will work collaboratively with partner
organisations, including the Integrated Care Board (ICB) and other providers, to ensure a
coordinated and proportionate response.

This will include identifying a lead organisation where appropriate, establishing clear
lines of communication, and sharing relevant information in a timely, secure, and lawful
manner in line with information governance requirements.

We will actively contribute to joint patient safety learning responses to ensure that
learning reflects the full patient pathway. Outcomes and insights will be shared across




the system to support collective learning and drive improvements in patient safety
beyond organisational boundaries.

10.8 Supporting High Profile Cases
Early communication with patients, families, and partners
Media plan and liaison with authorities and specialised services

10.9 Sharing Insights to Improve Safety

We are committed to ensuring that learning from patient safety incidents is effectively
shared to improve care. Insights gained from incident responses will be disseminated
across teams, services, and partner organisations where appropriate, using a range of
mechanisms such as governance forums, safety briefings, and training.

Learning will be translated into clear actions to support improvement, and we will
monitor the impact of these changes to ensure they lead to safer care. Where relevant,
insights will also be shared externally to contribute to wider system learning.

11. Complaints and Appeals

PSIRF is a learning and improvement framework and does not replace existing
complaints or disciplinary processes. Patients, families, and carers who wish to raise
concerns or make a complaint should do so through the organisation’s formal
complaints procedure.

There are no appeals process for the findings of a patient safety learning response;
however, we are committed to openness and transparency. If individuals have concerns
about how an incident has been reviewed or the conduct of the process, these will be
considered and addressed appropriately through existing governance and complaints
mechanisms.

12. Appendix A: Abbreviations, Definitions & Reference Links

Abbreviation / Link | Definition
CEO Chief Executive Officer
DOC Duty of Candour
ICB Integrated Care Board
ICP Integrated Care Partnership
ICS Integrated Care System
NHS National Health Service
PSC Patient Safety Collaborative
PSIRF Patient Safety Incident Response Framework
PSIRP Patient safety incident Response Plan
LFPSE Platform Learning from Patient Safety Events Platform
PSP Patient Safety Partner




SC

Social Care

Harrow Health

The Organisation
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Version Control

Version | Date Author and Role Detail of
Change
0.1 22 March 2026 | Harrow Health Governance & Initial draft
Clinical Risk Manager
0.2 25 March 2026 | Patient Safety Lead Review

2. Approval History

Version | Date

Approver

0.2

HH Governance and Safety Committee

3. Next Review Date

This policy is due for review: March 2028




