PSIRF -
implementing a
hew way of working

Lauren Mosley, Head of Patient Safety Incident Response Policy




Prescription to principles

( PSIRF standards 1

/
K Compassionate Proportionate Systems-based Supported /
( )
PSIR plan
L J
( )
PSIR policy
L J




PSIR plan

Incidents by Type (example)

A good priority is rooted in what matters most, rather than external
pressures or ‘should’

Ability to align with your long-term goals, shifting focus from merely being
"busy" to being intentional and impactful.

Specific enough to enable focus and demonstrable improvement.

It acts as a clear guide for where to invest limited time, energy, and
resources (when do you need to say ‘no’ or find a different path?)
Dynamic not static




<nt safety incident type Planned response

A issue

Care for Mental health PSII
patients & Vuinerable

people

Missed or delayed PSIlI
diagnosis

Inappropriate discharge or PSII
inappropriate transfer of
care

Management of PSII
deteriorating patients

Medication errors (errors  PSHI
occurring during the
prescription, preparation or
administration of

medicines with or without

the presence of patient

harm)

Foetal monitoring PSII

Anticipated improveme,.
route

Create local safely actions
and feed these into the
quality improvement
strategy...

Inform ongoing improvement
efforts.

Inform ongoing improvement |

efforts.

Planned response

Anticipated improvement rout

Nil Improvement programme
medication errors | Focus of dedicated monitored via Medication Safety
| quality improvement | Committee and assurance sent 1o
programme Medication Safety Improvement
Board
Missed and Nil Improvement programme
delayed doses Monitored via monitored via Medication Safety
monthly dashboards | Committee and assurance sent 1o
Focus of dedicated Medication Safety Improvement
quality mprovement | Board
programme
Any 1ssues with Nil Improvement programme
pre-pack Focus of dedicated monitored via Medication Safety
dispensing on quality improvement | Committee and assurance sent to
l%vards or programme Medication Safety Improvement
harmacy Board
“cunty and Nil Dvisional action plans to be

Post-operative
complications

Cases where a patient has experienced an
unexpected post-operative complication
of surgery requiring significant further
treatment.

A complication that results in a
prolonged inpatient stay or
further surgery.

Injury sustained
during surgery

Cases where a significant unexpected
injury has occurred during surgery.

A skin burn or laceration
requiring non  conservative
further management or

surgery.

Inform ongoing improvement
efforts

—




Re ce n t c h a n ge S Firgure 2: Organisational responsibilities for an effective governance structure

NHS England

National

1.  Support the activity of regional teams

2. Provide strategic direction and leadership
3. Monitor effectiveness of PSIRF

Regional teams

Support ICB PSIRF leads

Collaborate with NHS England commissioned
services as required

Support a learning system

Support co-ordination of cross-system responses
to patient safety incidents

Identify incidents that may require centrally co-
ordinated and independent PSII

M S A o

Intlgraw care boards

Collaborate with their providers in the development, maintenance and
review of provlder patient safety incident response policies and plans
Agree provider patient safety incidentresponse policies and plans
Oversee and support effectiveness of systems to achieve improvement
following patient safety incidents

Support co-ordination of cross-system learning responses

Shwo insights and information across organisations/services to improve

os ON

"

Providers of NHS-funded care

1. Ensure the organisation meets national patient safety incident response standards
2. Ensure PSIRF is central to overarching safety governance arrangements

3. Quamy assure learning response outputs
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