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1. Introduction / Purpose

1.1 [bookmark: _Toc47518812][bookmark: _Hlk211505332]This Patient Safety Incident Response Plan sets out how we intend to respond to patient safety incidents as part of the Patient Safety Incident Response Framework (PSIRF) over the next period from 1st April 2026 to 1st April 2027. We will remain flexible and consider the specific circumstances in which patient safety issues and incidents occurred, the needs of those affected and take a proportionate response that is fair and promotes a just and learning culture.

2. Aims & Objectives 

2.1 This plan will help us improve our response to local patient safety incidents by:
· refocusing Patient Safety Incident Investigations (PSIIs) and learning responses towards a systems approach that considers how multiple factors interact together, and one that promotes a fair, just and learning culture. 
· focusing on addressing these factors with the use of improvement methods to prevent or continuously reduce repeat patient safety risks and incidents.
· moving the emphasis from the quantity of PSIIs to quality to ensure the continuous improvement of patient safety through learning from incidents and Quality Improvement (QI).

3. Our Services 

3.1 Quality is at the heart of all we do and we are proud to provide high quality services that enable people to live healthier lives and receive care closer to home. 

We provide an extensive portfolio of services over a wide geographical area, outlined below:
[image: Map of our service locations]The populations we serve are approximately:
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· Amputee rehab				-	Neurological Rehabilitation
· Cardiac rehab					-	Occupational Therapy
· Children’s nursing & specialist services	-	Palliative care
· Children’s short breaks			-	Phlebotomy
· Community hospitals				-	Podiatry
· Continence					-	Prosthetics and reablement
· Community Learning Disability Services	-	Pulmonary rehabilitation
· Nutrition and Dietetics				-	Safeguarding
· Early intervention vehicles			-	Specialist nursing
· Falls prevention				-	Specialist respiratory
· Heart Failure                                        	-	Residential Short Break
· Healthy Child Services			
· Infection control				
· Musculoskeletal physiotherapy		
· Network of Escalation Avoidance Schemes	services
(NEAT)

4. Scope

4.1 [bookmark: _Toc63428901][bookmark: _Toc63435118][bookmark: _Toc63435251][bookmark: _Toc63780421][bookmark: _Toc63780474]This policy is specific to patient safety incident responses conducted solely for the purpose of learning and improvement across the services that we provide.

Response types that are outside the scope of this plan include those resulting from following where no patient safety concern of issue has been identified (for which a learning response under the Patient Safety Incident Response Framework will be conducted):
· Complaints
· Human resources investigations
· Professional standards investigations
· Coronial inquests 
· Criminal investigations
· Claims management
· Financial investigations and audits
· Safeguarding concerns
· Information governance concerns
· Estates and facilities issues

5. Duties, Roles and Responsibilities

5.1 It is the duty of all staff to be aware of the patient safety incident response plan, policy and Patient Safety Incident Response Framework (PSIRF), and their responsibilities as part of these. These are detailed within the Patient Safety Incident Response Policy.

6. Training / Competency

6.1 Learning responses will be led by learning response leads / reviewers who have experience and training in conducting patient safety incident responses. They will contribute to a minimum of two learning responses per year.

6.2 Learning response leads will have completed level 1 (essentials of patient safety), and level 2 (access to practice) of the patient safety syllabus in addition to undertaking continuous professional development in incident response skills and knowledge. They will have undertaken at least two days formal training and skills development in learning from patient safety incidents / safety events or be supported by a member of the team who has.

[bookmark: _Hlk221788788]All staff leading learning responses will be equipped to: 
· Apply human factors and systems thinking principles to gather qualitative and quantitative information from a wide range of sources.
· Summarise and present complex information in a clear and logical manner and in report form. 
· Manage conflicting information from different internal and external sources. 
· Communicate highly complex matters and in difficult situations.

6.3 Engagement and Involvement Training 

Engagement and involvement with those affected by patient safety incidents will be led by learning response leads who will have had at least six hours of training in involvement and engagement or be supported by a member of the team who has. 

In addition, competencies and behaviours include:
· Communicating and engaging with patients / service users, families, staff, and external agencies in a positive and compassionate way. 
· Listening and hearing the distress of others in a measured and supportive way. 
· Maintaining clear records of information gathered and contact with those affected. 
· Identifying key risks and issues that may affect the involvement of patients / service users, families, and staff. 
Recognising when those affected by patient safety incidents require onward signposting or referral to support services.

6.4 Oversight training 

All patient safety incident response oversight is led / conducted by those with at least two days formal training and skills development in learning from patient safety incidents, and one day training in oversight of this.

7. Defining our Patient Safety Incident Profile

7.1 A key part of developing our incident profile within the PSIRF approach is to understand the amount of patient safety activity the Trust has undertaken over a 3 year cycle to ensure the appropriate use of resources and processes are in place to support this.

The patient safety incident risk profile for the Trust has been profiled using the following organisational data which has been reviewed and triangulated to provide insight:

· Incident reports including thematic reviews and deep-dives into specific reporting categories
· The Trust Risk Register
· Complaints and Patient Feedback
· Staff feedback
· National and Clinical Audit outcomes and recommendations

As of the 1st April 2026, Norfolk Community Health and Care and Cambridgeshire Community Services Trust joined to become East of England Community Health and Care Trust. The Trusts individual risk profile data has been included in Appendix 1, and brought together to develop the Trust’s local priorities as a joint organisation. 

7.2 Conclusions from the review of the local patient safety incident profile 

The top local priorities identified from the data review and emergent issues are highlighted in the table below. 
Emergent issues, as they arise, will continue to be discussed at weekly Safety and Learning Huddles and the monthly Safety and Improvement Groups, with Quality Improvement plans implemented where required. 

	
	Incident type 
	Oversight Group

	1
	Improving patient care through optimal treatment and improved knowledge of wounds
	· Preventable Wounds Community of Practice 
· Safety Improvement Group
· Stop the Pressure, Wound Group, 
· Safety Group and Quality Committee

	2
	A reduction in incidents relating to end of life medicines and controlled drugs that would result in sub therapeutic symptom control or constitute a medication safety risk
	· Medicines Safety Optimisation Group
· Palliative and End of Life Care Programme Board

	3
	Safeguarding incidents that identify the following:
1. Escalation internally within the Trust when disagreements relating to care provision are not clearly documented in records, and there is no evidence that a formal or informal discussion has been undertaken to resolve this disagreement.
2. Escalation externally when disagreements relating to decision making, case management and interventions offered to our service users is not clearly documented in records, and there is no evidence that a formal discussion has been undertaken to resolve this disagreement, and this has not been progressed through the correct pathway for escalation.
3. There is no evidence to support either internal or external escalation being progressed upwards to ensure resolution.
	· Strategic Safeguarding group 
· Local operational groups

	4
	Improving patient care through optimal treatment, management and improved knowledge to support complex cases (to include, but not limited to, growth monitoring and large sibling groups).
	· 0-19 Clinical Leads group




8. Involvement of Patients, Families and Carers Following Incidents

8.1 We recognise the significant impact patient safety incidents can have on patients, their families and carers. Getting involvement right with patients and families is crucial when undertaking reviews into patient safety incidents and hearing the patient voice is very much an integral part of our work, supported by our processes and procedures and with guidance for staff on how to do this effectively and compassionately.

9. Defining Our Patient Safety Improvement Profile

9.1 As a Trust we will use the information from good practice and patient safety incidents for the purposes of learning and Quality Improvement. Safety improvement plans bring together findings from learning responses to patient safety incidents and issues so that these can be translated into effective improvement design and implementation as part of the continuous cycle of Quality Improvement. 

Improvement plans may take different forms, including:  
· creating an organisation-wide safety improvement plan detailing the improvement work, 
· creating individual safety improvement plans that focus on a specific service, pathway or location,
· collectively reviewing the output from learning responses to single incidents when it is felt that there is sufficient understanding of the underlying, interlinked issues, 
· creating a safety improvement plan to tackle broader areas for improvement (i.e., overarching system issues).

All safety improvement actions are developed with relevant stakeholders including those responsible for implementation. The implementation and effectiveness of all safety actions are monitored, and a named individual identified with overall responsibility for progressing it.

Improvement projects / plans and service transformation work with an impact on patient safety underway or planned across the Trust, including relevant national, regional and locally driven improvement, is held centrally via software used as part of the Executive Programme Board, within individual service plans or by the improvement and transformation team.  

10. Our Patient Safety Incident Response Plan: National Requirements

10.1 National event response requirements include the following (see also NHS England » The National Patient Safety Improvement Programmes for more information):

· Deaths thought more likely than not due to problems in care (incidents meeting the learning from deaths criteria for PSII)
· Deaths of patients detained under the Mental Health Act (1983) 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)
· Incidents meeting the Never Events criteria 2018, or its replacement
· Mental health-related homicides
· Maternity and neonatal incidents meeting Healthcare Safety Investigation Branch (HSIB) criteria or Special Healthcare Authority (SpHA) criteria when in place
· Child deaths
· Deaths of persons with learning disabilities
· 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 old) are in receipt of care and support needs from their local	 authority
- the incident relates to Female Genital Mutilation, Prevent (radicalisation to terrorism), modern slavery and human trafficking or domestic abuse / violence
· Incidents in NHS screening programmes
· Deaths in custody (e.g., police custody, in prison, etc) where health provision is delivered by the NHS
· Domestic abuse related death review

We will also include any new national priorities, as they emerge.

10.2 Required responses by Patient Safety Incident Response Type

	Patient safety incident type
	Required response
	Anticipated improvement route

	Deaths thought more likely than not due to problems in care (incidents meeting the learning from deaths criteria for PSII)
	Locally-led PSII by the organisation in which the event occurred
	Create local organisational actions and feed these into / create quality improvement strategy

	Deaths of patients detained under the Mental Health Act (1983) 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 by the organisation in which the event occurred
	Create local organisational actions and feed these into / create quality improvement strategy

	Incidents meeting the Never Events criteria 2018, or its replacement

	Locally-led PSII by the organisation in which the never event occurred
	Create local organisational actions and feed these into / create quality improvement strategy

	Mental health-related homicides

	Referred to the NHS England Regional Independent Investigation Team (RIIT) for consideration for an independent PSII

In addition, consideration by subject matter experts as to one of the learning response types under PSIRF 

	Respond to recommendations as required and feed actions into / create quality improvement strategy 

	Maternity and neonatal incidents meeting Healthcare Safety Investigation Branch (HSIB) criteria or Special Healthcare Authority (SpHA) criteria when in place
	Refer to HSIB or SpHA for independent PSII
	Respond to recommendations as required and feed actions into / create quality improvement strategy

	Child Deaths
	Refer for Child Death Overview Panel review

Liaison with the panel to agree one a review under one of the PSIRF learning response types
	Create / respond to recommendations / organisational / system actions as required and feed actions into / create quality improvement strategy

	Deaths of persons with learning disabilities

	Refer for Learning Disability Mortality Review (LeDeR)

Liaison with the
LeDeR to agree a review under one of the PSIRF learning response types
	Create / respond to recommendations / organisational / system actions as required and feed actions into /create quality improvement strategy 

	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 old) are in receipt of care and support needs from their local authority
- the incident relates to Female Genital Mutilation, Prevent (radicalisation to terrorism), modern slavery and human trafficking or domestic abuse / violence
 

	Refer to local authority safeguarding lead

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 adults boards

In addition, consideration by subject matter experts as to one of the learning response types under PSIRF 

	Create / respond to recommendations / organisational / system actions as required and feed actions into /create quality improvement strategy

	Incidents in NHS screening programmes
	Refer to local screening quality assurance service for consideration of
locally led learning response
	Create / respond to recommendations / organisational / system actions as required and feed actions into / create quality improvement strategy

	Deaths in custody (e.g., 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 (IOPC) to carry out the relevant
investigations

Full support of these investigations where
required to do so
	Create / respond to recommendations / organisational / system actions as required and feed actions into / create quality improvement strategy

	Domestic abuse related death review

	A domestic abuse related death review
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
	Respond to recommendations as required and feed these into /create quality improvement strategy

	Notification of Infectious Disease
	As recommended by Public Health England
	Respond to recommendations as required and feed these into /create quality improvement strategy




11. Our Patient Safety Incident Response Plan: Local

11.1 Based on our situational analysis, review of data and insight, local priorities have been set for the period 1st April 2026 to April 2027. These locally, predefined, key patient safety incidents have been agreed with the Integrated Care Boards (ICBs) in line with the following guidance:

Criteria for selection:
· actual and potential impact of outcome of the incident (harm to people, service quality, public confidence, products, funds, etc) 
· likelihood of recurrence (including scale, scope and spread) 
· potential for learning in terms of:
· enhanced knowledge and understanding
· improved efficiency and effectiveness 
· opportunity for influence on wider systems improvement.

Locally defined emergent or unexpected patient safety incidents which signify an extreme level of risk for patients / service users, families and carers, staff or organisations, and where the potential for new learning and improvement is great will also warrant the use of resources to mount a comprehensive PSII response.

	Patient safety incident type or issue
	Planned response
	Anticipated improvement route

	1. Improving patient care through optimal treatment and improved knowledge of wounds
	To be agreed by subject matter experts as part of the safety huddle / safety group
	Create local organisational and / or system actions and feed these into quality improvement plans. Build case for new improvement plan if required

	2. A reduction in incidents relating to end of life medicines and controlled drugs that would result in sub therapeutic symptom control or constitute a medication safety risk
	To be agreed by subject matter experts as part of the safety huddle / safety group
	Create local organisational and / or system actions and feed these into quality improvement plans. Build case for new improvement plan if required

	3. Safeguarding incidents that identify issues with escalation
	To be agreed by subject matter experts as part of the safety huddle / safety group
	Create local organisational and / or system actions and feed these into quality improvement plans. Build case for new improvement plan if required

	4. Improving patient care through optimal treatment, management and improved knowledge to support complex cases (to include, but not limited to, growth monitoring and large sibling groups).
	To be agreed by subject matter experts as part of the safety huddle / safety group
	Create local organisational and / or system actions and feed these into quality improvement plans. Build case for new improvement plan if required



12. Monitoring and Audit for Compliance

12.1 There is a robust system of reporting, oversight and governance in place supporting the adoption of a proactive approach to the identification and management of patient safety incidents and any emergent themes.

12.2 The Quality Committee is the committee with the overarching responsibility for risk management and receives reports on clinical / non-clinical incidents and their management as per its workplan and terms of reference.

12.3 Safety actions and associated measure(s) are appropriately reviewed to ensure they continue to be relevant and the issues of most concern with documentation, recording and reviews of progress against actions as part of the process.


13. [bookmark: _Hlk219182825]Equality Impact Assessment (EIA) and Quality Impact Assessments (QIA)

	The author has carried out an Equality Impact Assessment (EIA) and a Quality 
Impact Assessment (QIA). 

EIA:					QIA: 


[bookmark: _MON_1833536013]			







APPENDICES

Appendix 1: 

1.1 CCS Risk Profile

The CCS patient safety incident risk profile has been evaluated using organisational data from a range of sources including patient safety incidents and reviews, complaints and audit. 

A data analysis has been undertaken looking back at the period 1 November 2022 - 31 October 2024 alongside data for 1 November 2024 - 31 October 2025, detailed in the tables and graphs below:

	01/11 – 31/10
	2022-2023
	2023-2024

	Never Events
	0
	0

	Serious Incidents or PSII overall (but not resulting in death)
	1
	
3 (one of which was not reported by CCS but CCS were involved in the review)

	Serious Incidents or PSII resulting in death
	1
	0

	Coroner-initiated investigations / reviews
	0
	0

	Incidents referred for independent investigation / review
	0
	0

	Other investigations / reviews (root cause analyses, rapid reviews / local reviews, AARs, MIRs) 
(CCS Incidents)
	37
	56

	Patient Safety Incident reviews - including moderate harm incidents meeting the requirement for Statutory Duty of candour, not meeting SI or PSII criteria (CCS Incidents)
	87
	86






	
	01/11/24 – 31/10/25

	Total number of incidents
	 4076

	Number of incidents affecting service users/patients 
	 3452

	Number of incidents affecting service users/patients under CCS care
	 1906

	Never Events
	 0

	PSIIs (not resulting in death)
	 2

	PSIIs (resulting in death)
	 0

	Coroner-initiated investigations / reviews
	 0

	Incidents referred for independent investigation / review
	 0

	Other investigations / reviews (hot debriefs / local reviews, AARs, MIRs)
(CCS Incidents)
	Hot debriefs
	 67

	
	Local reviews
	 14

	
	AARs
	 8

	
	MIR/thematic reviews
	 1

	
	Other 
	 5

	Patient Safety Incident reviews - including moderate harm incidents meeting the requirement for Statutory Duty of candour, not meeting PSII criteria (CCS Incidents)
	 91

	Formal Complaints
	 77

	Informal Complaints
	 315

	Number of enquiries
	 869






The top themes across CCS continue to be the following: 
· Incidents related to developing a pressure ulcer or moisture associated skin damage 
· Failure to refer
· Unspecified access, admin, transfer, discharge
· Communication and Information Governance incidents
· Incidents of a safeguarding nature

1.2 NCHC Risk Profile

The patient safety incident risk profile has been evaluated using organisational data from a range of sources including patient safety incidents and reviews, complaints and audit. A data analysis has been undertaken looking back at the period 1 November 2022 - 31 October 2024 alongside data for 1 November 2024 - 31 October 2025, detailed in the tables below:

	01/11 – 31/10
	2022-2023
	2023-2024

	Never Events
	0
	1 wrong route meds

	Serious Incidents or PSII overall (but not resulting in death)
	10
	
1 wrong route medicine (as above)

	Serious Incidents or PSII resulting in death
	1
	0

	Coroner-initiated investigations / reviews
	0
	0

	Incidents referred for independent investigation / review
	0
	0

	Other investigations / reviews (root cause analyses, rapid reviews / local reviews, AARs, MIRs) 
(CCS Incidents)
	47
	83

	Patient Safety Incident reviews - including moderate harm incidents meeting the requirement for Statutory Duty of candour, not meeting SI or PSII criteria (CCS Incidents)
	703
	740



	
	
01/11/24 – 31/10/25

	Total number of incidents
	 11148

	Number of incidents affecting service users/patients 
	 9550

	Number of incidents affecting service users/patients under CCS care
	 4507

	Never Events
	 0

	PSIIs (not resulting in death)
	 2

	PSIIs (resulting in death)
	 2

	Coroner-initiated investigations / reviews
	 2 (same as 2 PSII detailed above) 

	Incidents referred for independent investigation / review
	 0

	Other investigations / reviews (hot debriefs / local reviews, AARs, MIRs)
(CCS Incidents)
	SWARM
	 752

	
	Local reviews
	 24

	
	AARs
	 72

	
	MIR/thematic reviews
	3

	
	Other 
	 0

	Patient Safety Incident reviews - including moderate harm incidents meeting the requirement for Statutory Duty of candour, not meeting PSII criteria (CCS Incidents)
	447

	Formal Complaints
	123

	Informal Complaints
	282

	Number of enquiries
	1944



The top themes across NCHC continue to be the following: 
· Incidents related to wounds or pressure ulcers
· In patient falls (harm and no harm)
· Patient requiring transfer to acute hospital (in patient and community setting) 
· End of Life medication issues (NCHC and system) 
· Incidents of a safeguarding nature


Statements

	[bookmark: _Hlk211846794]Consultation and development process
	With the Quality and Safety teams and key stakeholders

	[bookmark: _Hlk211846831]Dissemination
	Via Quality Committee and upload to the intranet


	Financial Implications
	Financial Implications: In line with the Economic Crime and Corporate Transparency Act 2023, the Trust has a framework in place to prevent and detect fraud, bribery, and corruption.  This includes clear governance structures, financial controls, due diligence procedures, staff training, and accessible reporting mechanisms.  The Local Counter Fraud Specialist (LCFS) plays a key role in supporting compliance through awareness, and the investigation of suspected wrongdoing.  The Trust is committed to fostering a culture of integrity and transparency, ensuring all staff understand their responsibilities and know how to raise concerns.  The LCFS contact details are available on the Trust’s Intranet.

	Diversity & Inclusion Statement 
	Cambridgeshire Community Services NHS Trust will ensure that this policy is applied in a fair and reasonable manner that does not discriminate on such grounds as age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion and belief, sex & sexual orientation. 

	Sustainability
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IncidenIncidents affecting service users where CCS was providing care 1/11/2022 - 31/10/2024

X-axis	Absconding person/missing person	Acquired a skin tear	Appointment recording error	Bogus staff member	Care plan/assessment - missing/inadequate/illegible	Clinical assessment and treatment other	Concern Over Staff Competence	Confidentiality breach	Contact with furniture or fittings	Cut bysharp object - Not needlestick	Data quality	Data security	Delay/difficulty in obtaining clinical assistance	Delay/failure to monitor	Developed pressure ulcer or moisture associated skin damage	Diagnosis - Delay/failure	Diagnosis - Wrong	Discharge - Delay/failure	Discharge - Inappropriate	Discharge - Refusal	Discharge planning failure	Discharge summary delay	Disclosure in error	Distressing phone call	Documentation misfiled	E-mail confidentiality breach	Exposure to harmful substance	Failure of device/equipment	Failure of Residential Care Home to provide service	Failure to follow Infection Control principles/policies	Failure to follow-up missed appointment	Failure to obtain consent	Failure to refer	Failure to sterilise/decontaminate equipment	Failure/Delay in collection/delivery systems	Healthcare record - delay in obtaining	Healthcare record - mislabelled	Healthcare record - missing/inadequate/illegible	Healthcare record - not signed/dated by staff	Inadequate check on equipment/supplies	Inadequate Levels Staff	Inadequate Staff Skill Mix	Inadequate support	Infection control other	Information Other	Interpretation Service	IT/Phone failure	Lack/unavailability of device/equipment	Medication administration	Medication dispensing	Medication monitoring and advice	Medication prescribing	Medication security	Missed visit	Moving and handling	Needlestick Injury	No access to medical documentation	Organisational issue other	Patient incorrectly identified	Record accessed in error	Referral - Missing/inadequate/illegible	Scans/x-rays/specimens - Inadequate/incomplete	Scans/x-rays/specimens - Mislabelled/unlabelled	Scans/x-rays/specimens - Missing/not received by external service	Scans/x-rays/specimens - Wrong	Service User Issues Other	Slip/trip/fall	Staffing Other	Struck by falling object	Sudden Onset of Illness	Test - Failure/delay to undertake	Test request form - None/incomplete	Test results/report - Failure/delay to interpret or act on	Test results/report - Failure/delay to receive	Test results/report - Incorrect	Test results/report - Mislabelled	Test results/report - Missing	Transfer - Delay/failure	Treatment - Delay/failure in recognising complications	Treatment - Failure to discontinue	Unauthorised access	Unsafe environment	Unsafe/inappropriate clinical environment	Unsafe/inappropriate clinical waste issue	Unspecified access, admin, transfer, discharge	Unspecified accident	Unspecified medication issue	User error of device/equipment	Verbal abuse	Wrong device or equipment used	Medical Device Issue Other	1	6	33	1	38	127	2	1	5	1	2	7	30	87	350	16	2	9	30	1	1	1	324	1	255	1	1	24	1	6	14	13	374	2	1	5	102	156	1	6	28	1	1	2	133	101	2	7	265	7	9	47	9	123	4	1	6	1	18	6	17	9	41	7	4	8	24	8	1	3	20	2	38	7	19	12	4	5	39	2	6	1	1	2	451	13	60	4	1	1	9	
Incidents affecting service users where CCS was providing care 1/11/2024 - 31/10/2025
X-axis	Absconding person/missing person	Acquired a skin tear	Acting Beyond Scope of Practice	Appointment recording error	Care plan/assessment - missing/inadequate/illegible	Clinical assessment and treatment other	Concern Over Staff Competence	Confidentiality breach	Contact with furniture or fittings	Data quality	Data security	Delay/difficulty in obtaining clinical assistance	Delay/failure to monitor	Delay/Failure to provide Equipment to Service User	Developed pressure ulcer or moisture associated skin damage	Diagnosis - Delay/failure	Diagnosis - Wrong	Discharge - Delay/failure	Discharge - Inappropriate	Disclosure in error	Documentation misfiled	Failure of device/equipment	Failure to follow-up missed appointment	Failure to obtain consent	Failure to refer	Failure to sterilise/decontaminate equipment	Failure/Delay in collection/delivery systems	Healthcare record - delay in obtaining	Healthcare record - mislabelled	Healthcare record - missing/inadequate/illegible	Inadequate check on equipment/supplies	Inadequate Levels Staff	Inadequate Staff Skill Mix	Inadequate support	Infection control other	Information Other	Interpretation Service	IT security other	IT/Phone failure	Lack/unavailability of device/equipment	Medication administration	Medication dispensing	Medication monitoring and advice	Medication prescribing	Medication security	Missed visit	No access to medical documentation	Organisational issue other	Patient incorrectly identified	Record accessed in error	Referral - Missing/inadequate/illegible	Scans/x-rays/specimens - Inadequate/incomplete	Scans/x-rays/specimens - Mislabelled/unlabelled	Scans/x-rays/specimens - Missing/not received by external service	Scans/x-rays/specimens - Wrong	Self discharge	Service User Issues Other	Slip/trip/fall	Staffing Other	Struck by falling object	Sudden Onset of Illness	Test - Failure/delay to undertake	Test request form - None/incomplete	Test results/report - Failure/delay to interpret or act on	Test results/report - Failure/delay to receive	Test results/report - Incorrect	Test results/report - Mislabelled	Test results/report - Missing	Transfer - Delay/failure	Treatment - Delay/failure in recognising complications	Unauthorised access	Unsafe environment	Unspecified access, admin, transfer, discharge	Unspecified accident	Unspecified medication issue	Unspecified Other Security Issue	Wrong device or equipment used	Medical Device Issue Other	1	3	2	18	9	66	2	2	6	3	9	18	50	1	202	10	2	2	11	150	150	14	9	8	180	1	2	5	57	70	2	15	2	1	3	100	133	2	1	5	110	6	6	28	4	32	1	6	10	3	12	5	14	7	2	1	7	10	2	1	3	10	2	12	9	7	5	1	2	23	4	1	174	7	33	1	2	3	
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RAPID Equality and Diversity Impact Assessment ToolAPPENDIX 1



When looking at the impact on the equality groups, you must consider the following points in accordance with General Duty of the Equality Act 2010:

In summary, those subject to the Equality Duty must have due regard to the need to: 

· eliminate unlawful discrimination, harassment and victimisation

· advance equality of opportunity between different groups; and 

· foster good relations between different groups



		Name of document/ service/ function being assessed:

		Patient Safety Incident Response Plan







State the name and job role of the reviewer:

		Name:

		Kate Howard



		Job Role:

		Chief Nurse



		Date:

		December 2024







		EQUALITY IMPACT ASSESSMENT – WHAT IS THE IMPACT TO DIFFERENT GROUPS IN SOCIETY?



		Choose Positive, Negative or No impact.  

POSITIVE it could benefit or would have very little or no impact.  NEGATIVE it could disadvantage.  

Please provide supporting comments, both on positive and negative impacts. 

You may be asked to complete a FULL EQUALITY IMPACT ASSESSMENT to understand the impact further.

		COMMENTS



		Age:  Consider and detail across age ranges on old and younger people. This can include safeguarding, consent and child welfare.

		Positive		



		Disability:  Consider and detail on attitudinal, physical and social barriers.

		Positive		



		Race:  Consider and detail on difference ethnic groups, nationalities, Roma gypsies, Irish travellers, language barriers.

		Positive		



		Sex:  Consider and detail on men and women 

		Positive		



		Gender reassignment:  (including transgender) Consider and detail on people of all genders, for example people who identify as non-binary. This can include issues such as privacy of data and harassment

		Positive		



		Sexual orientation:  Consider and detail on heterosexual people and people who are not heterosexual for example, lesbian, gay and bi-sexual people.

		Positive		



		Religion or belief:  Consider and detail on people with different religions, beliefs or no belief.

		Positive		



		Pregnancy and maternity:  Consider and detail on working arrangements, part-time working, infant caring responsibilities.

		Positive		



		Marriage and civil partnership status.

		Positive		



		Environment:  Consider impact on transport, energy and waste.

		Positive		



		Other identified groups:  Consider and detail and include the source of any evidence on different socio-economic groups, area inequality, income, resident status (migrants) and other groups experiencing disadvantage and barriers to access.

		Positive		



		Were any NEGATIVE impacts identified?

		NO		



		If YES, you will need to complete a full Equality Impact Assessment.  Please contact the Assistant Director of Corporate Governance who is the Equality & Diversity Lead for the Trust, for assistance to complete a full Equality Impact Assessment outlined in 2.2.
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Quality Impact Assessment (QIA) tool

Summary of proposal

		Directorate/Place:

		Support Services



		Service:

		Quality and Safety team



		Project/Policy lead completing QIA:

		Shagufta Dalal

Clinical Quality Manager and Patient Safety Specialist 

		QIA version:

		v.10



		Executive lead and/or project sponsor:

		Kate Howard, Chief Nurse and AHP Officer



		Accountable clinical lead:

		Patient Safety Specialist



		Date:

		



		



		Project/Policy name:

		Patient Safety Incident Response Plan





		Project/Policy overview:

		The Patient Safety Incident Response Plan describes how the Trust will work within the Patient Safety Incident Response Framework (PSIRF) to promote a coordinated, data‑driven, system‑based approach to responding to patient safety incidents for the purpose of learning and improvement. Thie plan sets out our Local Priorities as a Trust, how we will respond proportionately to incidents, engage compassionately with all those affected (staff, services users and their families / carers), and focus oversight on strengthening responses and improvement.





		Project/Policy approved by: (Senior Manager)

		Deputy Chief Nurse 







		Area(s) affected (for example, service, provider, system):





		At all levels, through optimising how we review and respond to patient safety incidents for the purposes of learning and improvement.

		Stakeholders identified as affected by the project / policy:



		At all levels of the Trust, with key roles and duties as described in the policy, including those of the Board, Chief Nurse and AHP Officer, Chief Medical Officer, Patient Safety Specialists, Service Directors, Managers and clinical and non-clinical staff.





		Engagement work completed for the project/policy to date (including engagement with stakeholders and patients):

		Engagement with staff, clinical and non-clinical, Patient Safety Partners and subject matter experts during the implementation and embedding of PSIRF.

		Engagement work planned for the project / policy:



		Dissemination and sign off through the Quality Committee.



		Funding arrangements and 

financial implications for project/policy:

		None 









		Any known gaps in available evidence and plans to address them:

		N/A





















Summary of assessment and screening tool

		Summary 





		National Quality Board domain

		Impact 

		Initial assessment (for negative Impact only)

		Revised assessment 

(for negative Impact only)



		[bookmark: _Hlk182224683]

		Positive

		Neutral

		Negative

		Consequence

		Likelihood

		Risk score

		Consequence

		Likelihood

		Risk score 



		Patient safety 

		Y

		

		

		

		

		

		

		

		



		Clinical effectiveness

		Y

		

		

		

		

		

		

		

		



		Experience

		Y

		

		

		

		

		

		

		

		



		Well led

		Y

		

		

		

		

		

		

		

		



		Sustainable

		Y

		

		

		

		

		

		

		

		



		Equitable

		Y

		

		

		

		

		

		

		

		



		Is an Equality Impact Assessment (EIA) Appropriate?

If yes please access the separate EIA Template for completion

		YES

		





 (https://nww.cambscommunityservices.nhs.uk/docs/default-source/safety-team-parent-library/datix-guidance-notes/risk-matrix.doc?sfvrsn=645946de_2)




QIA review:

		

QIA review stage required following triage or screening (if screening step within process): 



		Sign off by CN and CMO. If there are any issues a QIA panel will be convened 



		

		Yes/No:

Rationale:



		Date of review:



		



		Membership of QIA panel or multidisciplinary 

team group as applicable: 

		















		



		



Outcome of QIA review:





		Approved -mitigations and key performance indicators are appropriate

		Requires further information and re-submission – complete an action plan

		Amendments to project or proposal required to reduce impact on care quality- Include action plans and mitigations

		Not Approved



		

		





		



		

		



		Requested review frequency:

		Yearly, in line with the plan

		Date for next submission:

		



		Date reported to Service Assurance Committee 
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Detailed assessment of impact

		NQB domain

		Impact

		Description of impact

Summarise the main impact (positive or negative) on the domain. State N/A if the impact is assessed as neutral.

If impact is negative undertake risk scoring and mitigations planning (https://nww.cambscommunityservices.nhs.uk/docs/default-source/safety-team-parent-library/datix-guidance-notes/risk-matrix.doc?sfvrsn=645946de_2)



		

		Positive

		Neutral

		Negative

		



		Patient safety 

For example:



· What is the latest safety data showing for the areas affected?

· Will the change lead to a reduction or increase in the safety risks to patients and services user?

· Will there be any impact of infection prevention and control as part of this change?

· Could the change impact on likelihood of harm experienced by patients and services users?

· Does the change impact on medicines safety or medical devices safety?

· Is there an impact on CCS and NCH&C duty to safeguard children and vulnerable adults?

· What impact is this having on the reliability of our safety systems and processes?

· What does the safer staffing data show?

		Y

		

		

		The plan has a positive impact on patient safety by ensuring that the Trust has a robust and responsive process for reviewing, learning and improving from all patient safety incidents, in line with PSIRF. 



		Clinical effectiveness 

For example:



· Will the change impact on avoidable readmission rates?

· Will the change impact on the timeliness of access to care?

· Will the change impact on any reported effectiveness outcomes?

· Will the change see an impact on the use of evidence-based standards?

· Is there any impact on clinical and/or non-clinical workforce – capability, capacity and skills?

		Y

		

		

		The plan strengthens clinical effectiveness by ensuring that all staff are aware of their responsibilities in regard to patient safety and by ensuring there is an open, learning culture to safety that promotes and safeguards wellbeing, with appropriate and proportionate responses.



		Experience 

For example:



· Will there be a change in satisfaction levels reported by people using the service and their unpaid carers?

· Will people using services and their unpaid carers experience longer or reduced waiting times for services?

· Will people using services and their unpaid carers find it easier or harder to access services?

· Will the change effect the opportunity for people’s choice within a pathway?

· Will the change enable care to be provided closer to home?

· Is there an impact on the commitment to provide individualised care?

		Y

		

		

		The plan has a positive impact on patient experience as it ensures that any patients who experience harm, or where there is the potential for harm to have occurred, are treated in a compassionate manner, and that the Trust is committed to learning and improving. 



		Well led

For example:



· Will there be an impact on the staff working within the setting or service areas?

· Will there be a change in satisfaction levels reported by staff?

· Will there be change to the way in which staff within the service are expected to work, such as number of hours or impact on workload?

· Will there be an changes to the oversight and accountability requirements for the service, is it clear where these responsibilities will sit?

· Will there be an impact on the recruitment and retention of staff working in the service area?



		Y

		

		

		The plan has a positive impact on how well-led the organisation is as it clearly defines leadership responsibilities, governance structures, and lines of accountability for managing patient safety incidents internally as a Trust and also as a system with wider partner agencies and NHS providers. 



		Sustainable

For example:



· Will there be a financial impact from the change? For example, will there be an impact on any elements of the supply chain?

· What is the effect on the long-term sustainability of the service or care pathway?

· Will changes to resources (such as staff, time, energy, buildings) be required?

· Will changes affect the environmental impact of the service (such as energy demand, increased waste, refurbishment required)?

· Will it impact on efficiency and waste?

· Is there a likely impact on other contracts or system partners that provide associated services or elements of the pathway?

· Will there be an impact on the travel requirements (increases or reductions) and needs for staff, patients and service users as part of the proposal?

		Y

		

		

		The plan has a positive impact on sustainability as it will support staff during the review of patient safety incidents in a manner that is free from blame and promotes psychological safety. This in turn supports staff wellbeing, and retention. 



		Equitable

For example:



· Has a related EIA been completed? Are you aware of any groups of people who may be positively or negatively impacted by the proposed change?

· How does the change support the reduction in variation experienced by different groups of people?

· How does the change support a reduction in health inequalities for groups of people – at a provider and system level?

· Does the change have an impact on the accessibility of the service for any identified groups of patients or service users?



		Y

		

		

		By defining our response under PSIRF, this plan supports consistent responses to patient safety incidents and how we improve patient care. This includes identifying health inequalities and implementation of improvement actions. 



		Workforce

· Will the change impact on the required skill mix of staff?

· Will the proposal impact on training provision and availability of placements?

· Will the change have an impact on the competencies of staff working within the service?

· Will the change have an impact on Staff well being?

		Y

		

		

		The plan has a positive impact on the workforce. It does not change required staffing levels but requires staff with knowledge and the appropriate level of training in PSIRF, discussed in the in the roles and responsibilities and training sections of the PSIRF policy. 

It will support staff during the review of patient safety incidents in a manner that is free from blame and promotes psychological safety. This in turn supports staff wellbeing, and retention.





		Performance

· Will the change impact on the services or organisation’s ability to meet national and or local performance targets?

· Will the change affect the performance of care pathways?

		Y

		

		

		The plan has a positive impact on organisational and service performance as it supports a consistent approach to patient safety incidents in line with PSRIF for the purposes of learning and improvement.



		Strategic Objectives



· Does the proposal impact on the organisation’s strategic objectives?

· Does the proposal align with the wider objective and ambitions of the NHS?

· Does this proposal impact on the joint forward plan for the ICB, and partnership working across ICBs?



		Y

		

		

		The plan has a positive impact on the organisation’s strategic objectives as it directly corresponds to the care provided to all patients, how we learn and improve from patient safety incidents and how we support all those affected. 
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