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[bookmark: _Toc202425062]Purpose
The purpose of this policy is to outline the arrangements for identifying, managing, investigating, and reporting patient safety incidents and near misses within Hearbase Ltd. This policy is based on NHS England’s Patient Safety Incident Response Framework (PSIRF).

[bookmark: _Toc47518812]This policy supports the requirements of the Patient Safety Incident Response Framework (PSIRF) and sets out Hearbase LTD 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: _Toc202425063]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 Audiology services within Hearbase LTD. 
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 in a response conducted for the purpose of learning and improvement. Other processes, such as claims handling, human resource investigations into employment concerns, professional standards 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: _Toc202425064]Our patient safety culture
Hearbase is an organisation that promotes a just culture in which the focus is what is learnt from the incident, ensuring that we are fair to all individuals involved rather than blaming specific individuals for any mistakes that may happen, and to maintain that we are open and transparent in our reporting of all safety incidents. 
Clear roles and responsibilities are defined within the Team. 
Incident Reports – Hearbase has a Clinical Incident/Accident Log which all patient safety incidents are reported and logged as well as the NHS Team lead being reported to if a safety incident has occurred. This system is regularly reviewed to track and assess safety issues that have occurred to help prevent further re-occurrence.  
At Hearbase we encourage a culture of open communication and engagement with employees with regular team meetings where staff are encouraged to raise issues they may have and encourage feedback to help improve services and processes.  
Regular Mandatory training is provided for each member of the team to ensure up to date knowledge of all safety protocols and procedures. Regular correspondence is communicated with the team if any standards are updated and any documentation shared and uploaded to our internal Sharepoint database, so the documentation is easily accessible. 
Meetings with the HR department to develop specific training modules that are available is underway with an aim to improve our safety culture focusing on some of the weaker areas around safety issues and come up with relevant training solutions to get these issues resolved. 


Policies 
Hearbase as an NHS AQP provider works under the umbrella of the Demant Group and within Hidden Hearing so local and corporate policies are followed. These are shown below:
Hidden Hearing Equality Policy.pdf
Risk Assessment policy.pdf
Training and Development Policy.pdf
Health and safety policy.pdf
Safeguarding policy .pdf
Infection Control Policy.pdf
Accident & Incident Policy.pdf


[bookmark: _Toc202425065]Addressing health inequalities

Hearbase recognises that by involving patients, families and members of staff following a patient safety incident as part of a learning response, and therefore will make sure that different means are available such as translation services, or being able to provide documentation in alternative formats such as large print, braille or another language in which every patient has access to this, therefore making it easier for patients to fully understand and communicate during appointments and therefore can minimalize the risk of a patient safety incident occurring and maintain inclusivity. 

Hearbase will maintain and uphold a system-based approach and make sure all staff gain the relevant training and development of skills to support this approach.     

[bookmark: _Toc202425066]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 and making sure Duty of Candour is upheld throughout. 
[bookmark: _Toc97734154][bookmark: _Toc202425067]Patient safety incident response planning
PSIRF supports organisations to respond to incidents and safety issues in a way that maximises learning and improvement, rather than establishing responses on arbitrary and subjective definitions of harm. Beyond nationally set requirements, organisations can explore patient safety incidents relevant to their context and the people they serve rather than only those that meet a certain defined threshold.






[bookmark: _Toc202425068]Our patient safety incident response plan
[bookmark: _Toc106014103][bookmark: _Toc202425069]Our plan sets out how Hearbase intends to respond to patient safety incidents over a period of 12 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’s safety incident occurred and the needs of those affected, as well as the plan.
With regards to developing the plan, Hearbase collaborated with numerous stakeholders externally and internally including: ICB leads, External sites such as GP surgeries and Hospital where services are conducted with Health and Safety representatives and GP Liaison groups, Senior Management and HR within the organisation, our internal IT departments and all clinical and non-clinical staff within the department.
Records including our Accident Incident Logs, Clinical Risk Assessment Scale and Patients’ complaints Log and Hearbase Review Log were reviewed to conduct local and national guidance for our patient safety incident response plan, identifying and agreeing our response methods and work that is underway for continuous development to improve the service. 












[bookmark: _Toc202425070]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. We will review the plan every 12 months 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. This will be reviewed and re-assessed by the Safeguarding Lead. 
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: _Toc202425071]Responding to patient safety incidents
[bookmark: _Toc202425072]Patient safety incident reporting arrangements
Once a patient safety incident has occurred, within the organisation, all staff members involved will report patient safety by first submitting an Accident / Incident (includes Clinical) Reporting Form which is emailed to and received by NHS Team Lead.
This is then Reviewed by the NHS Team Lead and reported onto the Hearbase Review Log and the Review log is then updated regularly with outcomes/actions from the patient safety incident. 
Externally, reporting patient safety related incidents, within other sites which we work from, all staff members involved will still report the patient safety incident by first submitting an Accident / Incident (includes Clinical) Reporting Form which is emailed to and received by NHS Team Lead and updated onto the Review Log. This is also reported to the external sites Health and Safety officer and an Accident/Incident log is completed. 
Staff and patients are encouraged to then record a patient safety incident to Learn from patient safety events (LFPSE) service.
Staff can report patient safety events via: Learn from patient safety events
Patients can report patient safety events via: Report patient safety incidents








[bookmark: _Toc202425073]Patient safety incident response decision-making
The process for identifying emergent issues – The NHS Team Lead will regularly review and do a risk assessment to identify and manage and emergent issues that could arise. 
When responding to emergent issues not included in patient safety plan, the NHS Team lead will review and respond immediately to the issue, this will also be discussed and reviewed with NHS Admin manager and senior management to conclude a decision within the dedicated timeframes highlighted below. 
[bookmark: _Toc202425074]Timeframes for learning responses
Once a safety incident has been identified, a response will be activated immediately where the incident has been completely resolved is between 1 week – 1 month. Where there are further investigations that are required, a longer period may be necessary if there are external organisations involved to fully investigate before the incident is completely resolved. 












[bookmark: _Toc202425075]Safety action development and monitoring improvement
To monitor improvement, Hearbase will follow the Safety action Development Guide in which the following processes will be implemented: 
· Agree areas for improvement 
· Outline areas for improvement 
· Define areas for improvement 
· Link the outcomes of learning responses
Agreeing areas for improvement – Involving patients, carers and families, our NHS support staff, clinical staff, managers, HR and our IT departments where appropriate will help give beneficial insights and different views of what areas need to be improved which may previously not have been thought about. 
Outlining and Defining Areas for improvement – Once areas for improvement have been agreed, we will outline and define areas for improvement by communicating the conditions we are trying to improve without assumption or without consideration. 
Link with learning from patient safety incident response – With any areas that have been identified for improvement, we will ensure that the reason for why these need to be changed remain clear whilst safety actions are formed and implemented.  

[bookmark: _Toc202425076]Safety improvement plans
Due to nature of the service, the best approach for Hearbase is to both create an organisation-wide safety improvement plan in which we will review improvement work whilst also creating a safety improvement plan to tackle broader areas of improvement. 
These approaches are the most appropriate approaches for Hearbase as an organisation that is a low-risk service and a smaller organisation, 
Our safety improvement plan once developed will be regularly reviewed and updated. 
[bookmark: _Toc97733657][bookmark: _Toc97734158]


Oversight roles and responsibilities
Hearbase recognizes that the approach to oversight needs to be tailored to individual organisations and should be adapted as such, so that there is not a ‘one size fits all’ culture. 
Hearbase will ensure that a variety of data is looked at when maintaining oversight processes and systems and recognise the importance to review a combination of both qualitative and quantitative data as to obtain a definite understanding of how effective the patient safety incident response systems and processes that are in place are.
Hearbase will continue to support continuous development across local systems by working together and sharing information with all relevant stakeholders including the local ICB, and all stakeholders within the organisation. 
Local ICB Guidance for PSIRF Oversight can be found here:
Microsoft Word - KM ICB PSIRF Oversight Policy v.2 APPROVED.docx 

[bookmark: _Toc202425077][bookmark: _Toc97733658][bookmark: _Toc97734159]Complaints and appeals
Hearbase has information regarding the organisations Complaints resolution. This is readily available on the website and can be found at:
 https://hearbase.com/nhs/
Our complaints procedures are also available to be printed and posted and are printed on the Patient information documentation that is given alongside every patient appointment letter that are sent to patients. 
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