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Introduction

We are delighted to present our first Patient Safety Incident Response Plan for Sirona care
and health.

This plan sets out how we intend to respond to patient safety incidents over a period of 12
to 18 months in line with the national Patient Safety Strategy for England (2019) and the
new Patient Safety Incident Response Framework (PSIRF) Figure 1. The plan will remain
flexible, and we will consider the specific circumstances in which patient safety issues and
incidents occur and the needs of those affected.

Figure 1.

Our Patient Safety Incident Response Plan (PSIRP) is integral to the implementation of
PSIRF and aligns with Sirona’s Key strategic objectives.

1. PSIRF fits with our vision of Improved outcomes for all.
Our Communities Achieving better health for all; reducing inequalities and putting
individuals at the heart of everything we do
Our People Making Sirona a great and inspiring place to work
Our Services Ensuring these are safe, of high quality and follow best practice
Our Partners Delivering more for individuals and communities by working together
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Our Sustainability Protecting our environment and ensuring we make the best use of
public monies

Similarly, PSIRF both requires and enables us to focus on our key patient safety risks and
seek an in-depth understanding of the complexity of our safety systems that underpin
these risks. It also enables more supportive engagement of patients, families and staff and
inclusivity by considering multiple perspectives. It is about understanding and learning
together “doing with, rather than doing to”. Insights obtained from our PSIRP will feed into
future continuous improvement work.

2. The Sirona response to PSIRF aligns with the Sirona Quality priorities for 2023-2024
set out in our Quality Account. Changes to the Quality Priorities will be considered
and included in the PSIRF plan as required

Figure 2.

Sirona Strategic Quality Priority

(Sirona Quality Strategy 2023-24)

Insulin - reducing the medication errors and improving management of insulin
administration.

Catheter management - to improve how we consistently support people within the
community who have catheters.

Pressure Injuries - to improve our support for colleagues, improve the planning for
addressing pressure injuries and to reduce the number of people experiencing a
pressure injury.

Lower Limb Assessments - diagnosis and treatment of lower limb wounds.

MUST assessments (Malnutrition Universal Screening Tool) - ensuring its use for all
Sirona bedded units and community teams.

End of Life Experience — improve support for people with the introduction of a pilot
telephone triage service run by EOL Service for individuals who are not in last two
weeks of life.

NEWS2 and PEWS (National Early Warning Score/Paediatric Early Warning Score) -
improve use of these tools to help manage deteriorating individuals.

Just Culture - to develop and embed support our safety culture.

Staff survey results
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We have been working hard for the past 18 months to develop our structure, processes,
organisational approach, and culture, ready for a better way to respond to and learn from
patient safety incidents. Our Patient Safety Incident Response Plan is one of these
elements. We are on a journey of discovery, and we may not get it right first time, but we
will learn, adapt, and refine our processes for the future.

Our plan has been approved by the Sirona board and is accompanied by a new Patient
Safety Incident Response Policy and associated documents.
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Our services

1. Services at Sirona

We are a key member of the Bristol, North Somerset, and South Gloucestershire
(BNSSG) health and care system. We provide NHS and Local Authority funded services
for all ages from birth to end of life and are proud to work in partnership with Voluntary,
Community, Faith, and Social Enterprise (VCFSE) partners; General Practice, Local
Authorities including social care colleagues, local hospital rehabilitation units and
specialist providers to ensure a fully joined up approach to physical and mental health
and wellbeing.

The registered population across BNSSG is just under one million (979,597 according to
2021 Census). Eight per cent of the population is aged 75+ and 21% of the population is
aged 18 and under. Bristol has the youngest population in BNSSG with a median age of
34. North Somerset and South Gloucestershire have slightly older demographic with
median ages of 45 and 40 respectively.

We have an ethnically diverse population. The top five languages spoken are English,
Polish, Romanian, Spanish, and Somali. 87% of the population are White, from the UK but
also many other countries. Just under five per cent of the population are Asian, Asian
British or Asian Welsh, and over three per cent of people are Black, Black British, or
Black Welsh of African or Caribbean background. A further three per cent of the
population are from Mixed or Multiple ethnic groups, and over one per cent from other
Ethnic groups. There is a large Somali population (9305) equating to nearly one per cent
of the population. In total there are 2437 Gypsy, Roma, and Travellers residing in BNSSG,
which equates to 0.25% of the population.

We provide Adult Services, Children’s services, and specialist services to Bristol, North
Somerset, and South Gloucestershire. These services are delivered in community
settings within people’s homes, in healthcare settings during clinics, in rehabilitation units
and in Urgent care and minor injury units.

2. Patient Safety at Sirona

Sirona has operated a hub and spoke model for responding to patient safety incidents
with a small central team setting standards and the strategic direction for patient safety,
whilst providing practical support, training, and advice on the full range of patient safety
activity. The central patient safety team manage the serious incident process in
accordance with the current Serious Incident Framework 2015. The Quality and Safety
team have the oversight of patient safety incidents, risks, and quality matters. Operational
teams are responsible for the management of individual incidents and risks for their
services on a daily basis.
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Core patient safety activities undertaken at Sirona include:

e Implementing the NHS Patient Safety Strategy

e Delivering a Patient Safety Improvement Programme

e Participating in local and national improvement programmes

e Support the development of our patient safety culture

e Preparing for the Patient Safety Incident Response Framework

e Preparing to recruit and support Patient Safety Partners and other key roles
e Providing a range of patient safety training

e Supporting compliance with statutory duty of candour

¢ Identifying and supporting mitigation of new patient safety risks

e Implementing actions in response to patient safety alerts

e Supporting wider learning from adverse events and serious incidents

Other activities within Sirona that provide insights to patient safety include:

e Learning from Deaths Mortality Reviews (Structured Judgement Reviews) for adult
patients

e Engagement with Child Death Reviews

e Learning from Disabilities Mortality Reviews (LeDeR)

¢ Routine quality surveillance, for example Audits

e Freedom to Speak Up

e Safeguarding concerns

e Complaints and compliments

e Patient and service user feedback

e Engagement with the coronial process and Coroners’ Office

e Sharing incidents with system partners

e Developing our approach and capacity to respond to patient safety incidents

e Deteriorating Patient Group

With the publication of the original (2019) and subsequent (2022) Patient Safety Incident
Response Standards by NHS England it became clear that the current Sirona model for
operational teams conducting patient safety incident investigations will need to be reviewed
in order to meet the requirements of PSIRF. Specifically, the new standards recommend a
higher seniority of lead investigator, dedicated time for learning responses and
engagement/support of patients, families, and staff. In addition, more advanced training is
required and competencies for investigators have been introduced. The aim of these new
standards within PSIRF is to:

a) Conduct fewer high-quality investigations to identify wider systems and
organisational learning

b) Focus on our highest patient safety risks

c) Enable more agile local learning from incidents
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In preparation for transfer to PSIRF we have reviewed our central patient safety team and
have intentions to:

a) ldentify where there are opportunities to transform practice going into the new
framework

b) Establish an Incident ‘arm’ of the team who continue with current ‘business as
usual’ in reviewing incidents, supporting teams and managers, identifying themes,
and providing data.

c) In addition, the implementation of PSIRF makes it clear that there are many other
roles required to ensure Sirona meets the PSIRF Incident Response Standards.
We therefore want to create a new investigation ‘arm’ of the team whereby we
have Specialist Investigators for in depth patient safety investigations; Learning
Response Coordinators to support teams in other learning responses and provide
oversight; Family Liaison Officers. In addition, there will be Patient Safety Partners
to involve and support families, which is a voluntary role mandated for
organisations to have in place.

d) Capacity for conducting patient safety learning responses.

Historically Sirona has completed on average 160 investigations (root cause analysis and
72-hour reports), a year as part of the Serious Incident Framework with additional local
investigations and local learning responses undertaken by operational teams. Of these
investigations 60 per year were decided to meet the Sl threshold. It is important to note that
the figure for SI's includes categories that will not require investigation going forward as
they are part of Quality Improvement priorities. Removing these SI’s would take this figure
to an average of 24 per year, which works out to 2 per month.

It has been challenging to ensure timeliness and a consistent quality of investigation as
investigation leads have had varied training and experience and have needed to prioritise
clinical and operational work. This can sometimes leave patients, families without answers
for considerable periods and feeling let down by our processes. Sirona’s compliance with
Duty of Candour timelines is often below expected, therefore PSIRF is welcomed as we can
highlight the importance of involvement of patients and their families, which will also assist
in ensuring staff are aware of their responsibilities under the Duty of Candour legislation.

The enhanced investigation department within the central patient safety team comprises 1
WTE expert investigator with support from the Lead for Patient Safety. 2 Family Liaison
officers that will work in conjunction with the Experience and Complaints team. 4wte
Learning Response Coordinators (2 permanent, 2 one-year fixed term). An administrator
will be shared across the Investigation and Adverse event departments. It is estimated this
will provide capacity to lead 24 patient safety investigations or thematic reviews per year
that meet the standards for PSIRF.
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As PSIRF is a new way of responding to incidents and uses new investigation models for in-
depth investigations; and it is new for Sirona to have a dedicated team to conduct
investigations, work has been done to estimate the capacity needed to fulfil the
requirements. The conclusion of the capacity needed, based on undertaking 20 patient
safety investigations or thematic reviews per year, is included in the business case and is a
best estimate, learning from the experiences of early adopter acute trusts and other
organisations. This will need to be reviewed during the life of this plan should the situation
be significantly different.

Colleagues in operational teams and other departments will continue to participate in patient
safety incident investigations in the form of clinical or subject matter experts as members of
investigation teams.

The shift to fewer patient safety incident investigations will lead to an increase in the use of
more agile local learning responses recognised in PSIRF such as: After Action Reviews,
local multidisciplinary team reviews (MDT reviews) and swarm huddles (Appendix 1). This
will lead to a change for operational teams as a result with more time spent carrying out
local responses. The central patient safety team, namely the Learning Response
Coordinator will support operational teams to undertake local learning responses.
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Defining our patient safety incident profile

1. Stakeholder engagement

We have reviewed our key patient safety risks and how we respond to and learn from
patient safety incidents over the past 3 years. We have engaged with internal stakeholders
within Sirona to establish our baseline patient safety data, including claims, HR, clinical
audit, complaints, and risks. This report has been considered by the Clinical Governance
task and finish group in preparation for PSIRF and the Quality and Outcomes committee will
receive the plan for assurance.

We have also linked with partners in Bristol, North Somerset, and South Gloucestershire
Integrated Care System (ICS).

Unfortunately, our Patient Safety Partners have not been recruited in time for the initial plan
development but will play an integral role in patient safety in Sirona and in the development
of future plans.

2. Review of data from a range of sources

Sirona won the contract to deliver BNSSG community health services as of April 2020,
therefore we identified the period from April 2020- April 2023 for our thematic data analysis.
The supporting document is available if required.

Clearly within this time period there was significant changes within Sirona which may have
influenced data over this period.

a) Sirona successfully won the contract to deliver services across BNNSG, so from
April 2020, the organisation was in a state of wide scale change.

b) Across the time period, systems such as Ulysses (Sirona local risk management
system) have gone through many amendments. This includes a review of the
hierarchical structures as teams have changed, as well as reviewing cause groups
in adverse event reporting which enables improved reporting for Learning from
Patient Safety Events (LFPSE). Sirona implemented LFPSE as an early adopter in
April 2022.

c) The COVID-19 pandemic in 2020-2022 during which we had observed an increase
in incidents relating to COVID-19 infections and an overall change in reporting
patterns.

The data analysed was taken from a number of sources:

a) Ulysses, which holds our adverse event, complaints, and current risk registers

b) NHS England’s Strategic Executive Information System which holds serious
incident data

c) Patient feedback data from surveys
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d) Claims and coroner’s inquest information
e) NHS staff survey, in particular questions relating to patient safety and culture

The range and volume of data analysed is shown in Figure 4 below.

Figure 4.

25,355

Patient Safety
Incidents

482

Themes from Patient
Staff Survey Safety

Investigations

180

Serious
Incidents

3. Staff survey of main patient safety concerns

We were keen to involve our staff as key stakeholders in identifying our key patient safety
risks and issues. A staff survey ran in 2021, as the full report for 2022 was not yet available,
the report for 2021 was used. As part of the survey staff were asked to tell us about their
main patient safety concerns. Responses that fell below the national average were shown in
questions 21a to 21f:

e Q 21a- Care of patients / service users are my organisation's top priority.

e Q21b- My organisation acts on concerns raised by patients / service users.

e Q21c- | would recommend my organisation as a place to work.

e Q21d- If a friend or relative needed treatment | would be happy with the standard of
care provided by this organisation.

e Q21e- | feel safe to speak up about anything that concerns me in this organisation.
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o Q21f- If | spoke up about something that concerned me, | am confident my
organisation would address my concern.

4. Further health inequalities incident data analysis

For the period of the data used (April 2020 to March 2023) there was not enough health and
inequalities data available on the Ulysses system to carry out data analysis on protected
characteristics. Moving forward certain fields have been made mandatory on the Ulysses
system so that health and inequalities data can be analysed.

5. Longlisting, shortlisting, refining

The longlist was derived from the top categories from each of the data sources and
reviewed alongside the patient safety concerns from the staff survey results to identify the
most common themes across all data sources. This identified 10 themes.

Shortlisting involved presenting the data analysis and themes to a range of stakeholder
groups alongside identified existing programmes of improvement work as outlined in the
next section to identify where we should focus our in-depth insight resource to best effect.
The outputs of this process are described in the next section.
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Defining our patient safety improvement profile

Our patient safety improvement profile comes from a range of sources and includes:

e Existing Transformation Programme priorities

e Existing Quality priorities as part of the Quality Account
e Sirona Quality Improvement programme

e ICS Quality Improvement projects

¢ National Patient Safety Improvement Programmes

e Health Innovation West of England

As part of the shortlisting and refining process described in the previous section, we
considered two key questions:

a) Do we have existing in-depth insight about this risk that might mean we de-
prioritise this theme in our initial Patient Safety Incident Response Plan?

b) Is there improvement work underway locally, at Integrated Care System level or
national level that we are already undertaking to mitigate this risk?

The outcome of this consideration is shown in Figure 5 below.

Figure 5.
eme from ana Existing Shortlisted as key | Rationale
Improvement | patient safety risk
work? for PSIRP
1. | Pressure Injuries Yes No Existing
programme of
work focused on
pressure injury
reduction
2. | Medication (Missed or Yes Yes Current Ql is
Delayed Dose) focused on
insulin
administration
only
3. | Communication - No Yes An ICS priority to
Transfer of care and :Ar;?ggove system
commu_rllcatloq between communication
professionals (internal
and external)
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and patient
pathways
4. | Patient Falls (Rehab Yes No Existing
Units) programme of
work focused on
Patient Falls
5. | Unsatisfactory Discharges | No No Included in
(Inappropriate Referrals) communication
theme
6. | Information Governance No Yes Potential for
impact on Patient
Safety
7. | Patient Treatment (Delay | No Yes Potential for
in Treatment) impact on Patient
Safety
8. | Patient Assessment and No Yes As per point 7
Review (Delay/ Failure to
Respond/ Visit or Monitor)
9. | Clinical Documentation Yes No Clinical Records
group
10. | Deteriorating Patients No Yes Potential for
impact on Patient
Safety
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Our patient safety incident response plan: national
requirements

Figure 6 below describes how we will respond to patient safety incidents that meet the national event
response requirements set out in PSIRF. Our new Patient Safety Incident Response Policy will describe
how the insight from our learning responses feeds into future patient safety improvement plans.

Figure 6.

Lead body for

Patient safety incident type

Required response

response

Incidents meeting the Never Patient Safety Incident Sirona
Events criteria Investigation (PSII)
Incident leading to death thought | SJR/and or PSII Sirona
more likely than not due to
problems in care (incident
meeting the learning from deaths
criteria for PSII)
Deaths of persons with learning Refer to Learning Disability LeDeR
disability Mortality Review Programme programme
(LeDeR) for independent
review of events leading up to
the death
Child death Engagement with Child Death Child Death
Review process. If incident Overview
meets the learning from Panel
deaths criteria for PSII.
Safeguarding incidents in which: | Refer to local authority Local
1) babies, children, or young safeguarding lead as a designated
people are on a child Healthcare organisation we professionals
protection plan: looked after will contribute towards for child and
plan or a victim of wilful domestic independent adult
neglect or domestic inquiries, joint targeted area safeguarding
e Eres inspection_s, child _ _
2) adults (over 18 years old) are safeguardmg prgctlce reviews,
in receipt of care and support domestic homicide reviews
DYy — and any other safeguarding
authority revie_ws (and inquiries) as
3) the incident relates to Female required t_o do so by the_ local
Genital Mutilation (FGM), safeguarding partnership (for
Prevent (radicalisation to
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terrorism), modern slavery children) and local
and human trafficking or safeguarding adults boards
domestic abuse/violence
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Our patient safety incident response plan: local focus

Figure 7 below describes how we will respond to patient safety incidents relating to the
key patient safety risks identified in our situational analysis and decided to be a key theme
for Sirona. Our new Patient Safety Incident Response Policy will describe how the insight
from our learning responses feeds into future patient safety improvement plans.

Figure 7.
Indicative allocation of resource for PSlls for our Patient Safety Incident Response Plan
in Year 1 with available capacity to conduct 20 PSllIs or thematic reviews a year:

o o L DO a
1. | Medication (Missed or PSIl or Thematic reviews
Delayed Dose)
2. | Communication PSIl or Thematic reviews
To include:
Transfer of Care and Unsatisfactory Discharges: Work carried out
Communication between across the system, build on existing meetings
professionals with system partners, feeding back via a
thematic analysis of adverse events
3. | Information Governance PSIl or Thematic reviews
4. | Delay in Treatment PSIl or Thematic reviews
5. | Deteriorating Patients PSII or Thematic reviews

While the planned response to safety incidents is laid out in the table above, there may
be incidents that are noted for thematic reviews but that in some cases require an
immediate response. This may include an after-action review or PSII.

A summary of how this Patient Safety Incident Response Plan will work in practice is
provided at Appendix 3.
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Appendix 1

National learning response methods

Method Description
Patient safety incident A PSII offers an in-depth review of a single patient
investigation (PSlI) safety incident or cluster of incidents to understand

what happened and how.

Multidisciplinary team An MDT review supports health and social care teams
(MDT) review to learn from patient safety incidents that occurred in
the significant past and/or where it is more difficult to
collect staff recollections of events either because of
the passage of time or staff availability.

The aim is, through open discussion (and other
approaches such as observations and walk throughs
undertaken in advance of the review meeting(s)), to
agree the key contributory factors and system gaps
that impact on safe patient care.

Swarm huddle The swarm huddle is designed to be initiated as soon
as possible after an event and involves an MDT
discussion. Staff 'swarm’ to the site to gather
information about what happened and why it happened
as quickly as possible and (together with insight
gathered from other sources wherever possible)
decide what needs to be done to reduce the risk of the
same thing happening in future.

After action review (AAR) | AAR is a structured facilitated discussion of an event,
the outcome of which gives individuals involved in the
event understanding of why the outcome differed from
that expected and the learning to assist improvement.
AAR generates insight from the various perspectives of
the MDT and can be used to discuss both positive
outcomes as well as incidents. It is based around four
questions:

¢ What was the expected outcome/expected to
happen?

e \WWhat was the actual outcome/what actually
happened?

¢ What was the difference between the expected
outcome and the event?

e What is the learning?
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Summary of how the Patient Safety Incident Response Plan will work in practice

Appendix 2

Sirona PSIRF Learning Response Processes — July 2024

PATIENT SAFETY INCIDENT REPORT PROCESS MAP — July 2024

Irona

core & health

Patient Safety Incident Reported on Ulysses

Emerging Incident Review Panel (Daily)
Identify appropriate response as per Sirona priorities (outlined in PSIRP)

y

Incident meets
national criteria for
external review/
Investigation
(see national criteria chart)

Patient Safety
Incident Investigation (PSII)

Patient Safety
Incident
Investigator
commences a PSI|

Investigator to
agree timeline for
investigation

Specific system/
process
recommendations

and actions

After Action Review
SWARM Huddle
(AAR)
v v
Patient Safety Patient Safety

Facilitator to inform

Facilitator to inform

team managers of team managers of
requirement for requirement for
AAR SWARM
v v
Patient Safety Facilitator & Team managers to
Team Managers to agree set up SWARM
date and huddle within 72
location for AAR (within 2 hours of notification from
weeks) Patient Safety Team
v v
Swarm completed,
Patient Safety outcome recorded on
Facilitator to source Ulysses SWARM
an AAR Conductor template within timeframe
above (72 hours)
v
AAR completed.
Outcome recorded
on Ulysses AAR

template within 2 weeks of:

incident reporting

(AAR, SWARM & Section 42 Reports Reviewed)

Identify need for Sirona wide learning I

Can include responses to Section 42's and Coroner’s Enquiries

Quarterly Quality Improvement and Harm Reduction Meeting
Other Oversight Meetings- Integrated Operational Delivery Group, Quality & Outcomes Committee.
Reviewing Actions and Wider Learning Outcomes

Managers Review

Review incident on
Ulysses and close
within 7 days

Share learning

locally

MontF y Patient Sa ety ncident Review eetlng

Reviewing responses to patient safety incidents which either require further response and/or have the potential for wider learning.

notifications
requested by
Registered

Managers or
Quality &
Safety Team
at any time

cac

Safeguarding
requirements
to be
considered at
all times
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Sirona PSIRF National Requirements
Incident Response Processes — July 2024

PSIRF NATIONAL CRITERIA PROCESS MAP —July 2024

irona

core & healtk

Incident meets national criteria for external review/investigation

Learning from Death Safeguarding Safeguarding
[All will require a Structured Child Death Never Events (Section 42) (all except Section 42)
Judgement Review (SIRI] ection Managed by Safeguarding Team
"”'"!'l"ge';‘:""; :""“ Incident leading to patient safety
People with alearning death thought more Refer to Child Death Investigator commences to
disability & Autistic people likely than not due to Overview Panel aPsil Ulysses
(LeDeR) problems in care

' ' ' I

|

; . Engagement with "
Refer to the LeDeR For PSIl if SIR raises Child Death Review Investigator agrees

programme (All Staff) concerns timeline for investigation
process

Patient Safety Facilitator

to assign a safeguarding

investigation to the team
managers

I l

l

Specific system/process
recommendations and
actions

IcB allocate a lead
for LeDeR

to
within 1 week

!

Results of LeDeR to
be entered on to the
LeDeR portal

Monthly Patient Safety

Incident Review Panel

Learning reviewed
atlLeDeR
governance group

uarterly Quality Improvement and Harm Reduction Meeting
Other Oversight Meetings- Integrated Operational Delivery Group, Quality & Outcomes Committee.
Reviewing Actions and Wider Learning Outcomes

I

Safeguarding to respond
to Local Authority within
2 weeks

‘Weekly Incident Review
Meeting
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