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[bookmark: _Toc106014094]Purpose
[bookmark: _Toc47518812]This policy supports the requirements of the Patient Safety Incident Response Framework (PSIRF) and sets out Diagnostic Ultrasound Services (DUS) approach to developing and maintaining effective systems and processes for responding to patient safety incidents and issues for the purpose of learning and improving patient safety.
The PSIRF advocates a co-ordinated and data-driven response to patient safety incidents. It embeds patient safety incident response within a wider system of improvement and prompts a significant cultural shift towards systematic patient safety management. 
This policy supports development and maintenance of an effective patient safety incident response system that integrates the four key aims of the PSIRF:
· compassionate engagement and involvement of those affected by patient safety incidents 
· application of a range of system-based approaches to learning from patient safety incidents 
· considered and proportionate responses to patient safety incidents and safety issues 
· supportive oversight focused on strengthening response system functioning and improvement.


[bookmark: _Toc106014095]Scope
[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 Diagnostic Ultrasound Services community sites
Responses under this policy follow a systems-based approach. This recognises that patient safety is an emergent property of the healthcare system: that is, safety is provided by interactions between components and not from a single component. Responses do not take a ‘person-focused’ approach where the actions or inactions of people, or ‘human error’, are stated as the cause of an incident.  
There is no remit to apportion blame or determine liability, preventability or cause of death in a response conducted for the purpose of learning and improvement. Other processes, such as claims handling, human resources investigations into employment concerns, professional standards investigations, coronial inquests and criminal investigations, exist for that purpose. The principle aims of each of these responses differ from those of a patient safety response and are outside the scope of this policy. 
Information from a patient safety response process can be shared with those leading other types of responses, but other processes should not influence the remit of a patient safety incident response.


[bookmark: _Toc106014096]Our patient safety culture
We encourage all staff to report incidents without fear or blame in an environment where we learn from incidents to improve standards and care for patients.
We perform a continuous randomised audit of 10% of all scans and reports by peer review which serves to maintain a high standard of scanning and reporting. All clinicians take part in the audits which are templated on all clinic lists. All staff attend annual safety training and training including duty of candour, which we espouse in our team
We meet regularly to discuss incidents and findings to demonstrate learning and improvement to encourage open and transparent reporting. We have had no complaints or patient safety events in the last two years.
Open discussions and a supportive and just culture will support staff in involving themselves in a patient safety culture 

[bookmark: _Toc106014097]Patient safety partners
We encourage the involvement of patients and families and the public in our investigation process – ensuring their voices are heard and utilised in planning and improving services. We will also work with our general practice partners to share patient safety incident response tools including Significant Event Audits to evidence patient safety and quality improvement with openness and transparency – to enable us to demonstrate improvement.
Senior staff have completed training in patient safety for all staff
We have a freedom to speak up Guardian who all staff are aware of – to provide an independent support and advisory contact for staff who want to raise concerns 

[bookmark: _Toc106014098]Addressing health inequalities

We will maintain a systems-based approach to patient safety and ensure all staff are trained and aware of this. We take patient specific characteristics into account when promoting awareness of risk and a proactive approach to safety. 


Safeguarding

Safeguarding requires consideration throughout all patient safety events. Whilst there are some specific incidents that will follow the specialty nursing pathway for review, others may require safeguarding input or referrals. Kent and Medway Integrated Care Board Page 24 of 38 The Mental Capacity Act (MCA, 2005) also requires specific consideration throughout all patient safety events. An individual’s capacity to consent or ability to make an informed decision relating to care/treatment may influence their level of involvement in learning responses. The role of both safeguarding and MCA will be reviewed by the DUS Directors who attend the Team meetings including audit and significant event review meetings.

Medicines Optimisation
Our organisation has established a Local IPC Review Plan that is in accordance with the national PSIRF methodology.
We ensure the availability of qualified IPC professionals and the necessary tools by allocating adequate staffing and resources to facilitate effective IPC communication and governance.

Medicines Safety is committed to the avoidance of harmful events and has an established culture of learning from patient safety incidents.
Medicines are integral to patient care and the learning from patient safety events is a core function for all organisations delivering healthcare services.
Healthcare professionals delivering the medication safety agenda in their organisation require an understanding of national policy, frameworks and legislation. Embedded in all learning response pathways will be the inclusion of subject specialists informing the review process and identifying improvement strategies. In instances where medicines safety incidents are identified, our investigation process will involve collaboration, and any insights derived from these investigations will be disseminated throughout the organisation to facilitate collective learning and improve our practices.
Although as a diagnostic service provider, we do not initiate or manage medication, we will of course collaborate with any investigation by our partner organisations. 


Infection control

Infection control is a critical component of our Patient Safety Incident Response Framework (PSIRF). Our organisation is committed to maintaining the highest standards of infection prevention and control to ensure the safety and well-being of our patients, staff, and visitors.
Infection control measures are integrated into our patient safety incident response policy and plans. We ensure that all incidents related to infection control are promptly identified, reported, and investigated. Our response system is designed to learn from these incidents and implement improvements to prevent future occurrences.
We actively engage and involve patients, staff, and visitors in our infection control efforts. Education and training programs are regularly conducted to raise awareness and ensure adherence to infection control protocols. We encourage open communication and feedback to continuously improve our practices.
Our organisation employs a robust monitoring system to track infection control practices and outcomes. Regular audits and assessments are conducted to identify areas for improvement. We are committed to implementing evidence-based practices and staying updated with the latest guidelines and recommendations.
By integrating infection control measures into our PSIRF, we aim to create a safe and healthy environment for everyone. Our commitment to infection control is unwavering, and we continuously strive to enhance our practices to achieve the highest standards of patient safety.
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[bookmark: _Toc106014099]Engaging and involving patients, families and staff following a patient safety incident
The PSIRF recognises that learning and improvement following a patient safety incident can only be achieved if supportive systems and processes are in place. It supports the development of an effective patient safety incident response system that prioritises compassionate engagement and involvement of those affected by patient safety incidents (including patients, families and staff). This involves working with those affected by patient safety incidents to understand and answer any questions they have in relation to the incident and signpost them to support as required.


[bookmark: _Toc97734154][bookmark: _Toc106014100]Patient safety incident response planning
[bookmark: _Toc106014101][bookmark: _Toc63780480][bookmark: _Toc106014102]PSIRF supports organisations to respond to incidents and safety issues in a way that maximises learning and improvement, rather than basing responses on arbitrary and subjective definitions of harm. Beyond nationally set requirements, organisations can explore patient safety incidents relevant to their context and the populations they serve rather than only those that meet a certain defined threshold. Resources and training to support patient safety incident response from NHSE
Our patient safety incident response plan
[bookmark: _Toc106014103]Our plan sets out how Diagnostic Ultrasound Services intends to respond to patient safety incidents over a period of 12 to 18 months. The plan is not a permanent set of rules that cannot be changed. We will remain flexible and consider the specific circumstances in which each patient safety incident occurred and the needs of those affected, as well as the plan.
[bookmark: _Toc106014104]Reviewing our patient safety incident response policy and plan
Our patient safety incident response plan is a ‘living document’ that will be appropriately amended and updated as we use it to respond to patient safety incidents. 
Review Frequency
Diagnostic Ultrasound Services will review this plan after 12 months, then annually thereafter - in line with national guidance. If there is a change to the plan, DUS will notify the ICB to agree sign off the change.
We will review the plan to ensure our focus remains up to date; with ongoing improvement work our patient safety incident profile is likely to change. This will also provide an opportunity to re-engage with stakeholders to discuss and agree any changes made in the previous 12 months. 
Updated plans will be published on our website, replacing the previous version.  
A rigorous planning exercise will be undertaken every four years and more frequently if appropriate (as agreed with our integrated care board (ICB)) to ensure efforts continue to be balanced between learning and improvement. This more in-depth review will include reviewing our response capacity, mapping our services, a wide review of organisational data (for example, patient safety incident investigation (PSII) reports, improvement plans, complaints, claims, staff survey results, inequalities data, and reporting data) and wider stakeholder engagement 

[bookmark: _Toc106014105]Responding to patient safety incidents
[bookmark: _Toc106014106]Patient safety incident reporting arrangements
All patient safety- related incidents are required to be immediately reported to the DUS Director for investigation. Scans and reports are peer reviewed for quality assurance. Systems and processes would be reviewed also though we have a small team with clear protocols. All incidents are reviewed at an MDT SEA meeting for discussion and learning.
Serious incidents will be reported to the commissioner and CQC as appropriate
[bookmark: _Toc106014107]Patient safety incident response decision-making
Patient safety incidents are categorised for severity and likelihood of recurrence. Incidents with an unexpectedly high level of risk or with potential for learning and improvements will need a response in a timely manner. DUS will investigate all incidents and discuss at our regular MDT to ensure discussion and learning.    
[bookmark: _Toc106014108]Responding to cross-system incidents/issues
We work closely with system partners and referring clinicians when needed to ensure a considered and coordinated learning response 
[bookmark: _Toc106014109]Timeframes for learning responses
We aim to respond to patients initially as soon as possible and investigate and provide a learning response within 1-3 months depending on discussions with those involved – a standard set by NHSE PSI response standards.
PSIRF ensures a response to incidents in a way that maximises learning and improvement – we will respond to all patient safety incidents - especially as these are very few in our organisation. 
 
[bookmark: _Toc106014110]Safety action development and monitoring improvement
We will use learning from incident responses to inform improvements in our service. All patient safety incidents will be recorded and themes analysed for an y sign of recurrence which night indicate an underlying system issue
The director will oversee the log of patient safety issues and discuss at regular – quarterly MDT meetings or sooner if indicated 
As a small organisation, we will create an organisation – wide safety plan summarising incidents and improvements 
We will work together with our system partners – particularly with our referring GPs to develop an aligned system safety improvement plan 

Details of complaints and appeals relating to our patient safety plan will be reviewed by our MDT and responded to appropriately

[bookmark: _Toc106014111]Safety improvement plans
We will create an organisation wide safety improvement plan summarising improvement work – reviewing improvement programmes, and learning from single incidents – this is the most appropriate approach for our relatively small organisation with a single diagnostic field – we will not have any thresholds for review in view of the small numbers of incidents 
[bookmark: _Toc97733657][bookmark: _Toc97734158]

[bookmark: _Toc106014112]Oversight roles and responsibilities
We will work with other organisations to gain oversight of our patient safety incident responses
We will discuss all improvements made as a result of PSIs at our regular team MDT meetings – to discuss themes arising – and can discuss with other providers as appropriate. 



[bookmark: _Toc106014113]Complaints and appeals
Links for arrangements for complaints and appeals including publicly available documents – for PSI to be published on our website 
https://www.ombudsman.org.uk/making-complaint
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