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Executive Summary

This policy supports the requirements of NHS England’s Patient Safety Incident
Response Framework (PSIRF) and sets out Sirona care and health’s 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. It should be read in conjunction with Sirona’s Patient Safety Incident
Response Plan.

This policy describes the framework for delivering Sirona’s Patient Safety Incident
Response Plan and sets out the responsibilities for all staff, individuals in specific
roles and designated groups relating to recording, responding to, and learning from
patient safety incidents and feeding this into improvement work to reduce risk or
address gaps in systems designed to keep people safer.

This policy is to be read in conjunction with the Adverse Event Policy, Duty of
Candour policy, Learning from Deaths policy and associated documents.

Implementation

Local cascade by managers.

Mandatory Patient Safety level 1 syllabus training for all staff across Sirona

Mandatory Patient Safety level 2 syllabus training for all band 7 and above staff

across Sirona

Training modules on patient safety to be completed by the relevant identified staff:
e Module 1- Systems approach to learning from patient safety incidents

Patient safety incident response policy
Page 1 of 31



e Module 2- Oversight of learning from patient safety incidents
e Module 3- Involving those affected by patient safety incidents in the learning
process
Learning response tools added to Ulysses and training for all staff provided.

Equality Commitment

This policy is written with the aim of providing equity of treatment for all employees
and patients. It takes into account current UK legislative requirements, including the
Equality Act 2010, Human Rights Act 1998 and promotes equality of opportunity for
all. No particular group or individual will be disadvantaged over others on the
grounds of; race, ethnic origin or nationality, disability, gender, gender reassignment,
marital status, age, sexual orientation, religion or belief, pregnancy or maternity
status; during the application of this policy. Appropriate consideration has also been
given to the impact of the policy on gender identity, socio-economic status and
immigration status. We have considered the principles of the NHS Constitution when
looking at this policy.

Sirona commits to informed due regard to the Public Sector Equality Duty (PSED) in
the development, review, and implementation of the policy.

This document can only be considered valid when viewed via Sirona’s Workplace. [f
this document is printed into hard copy or saved to another location, you must check
that the version number on your copy matches that of the one on-line. The document
applies equally to full and part time employees, bank workers, contract and casual
workers, volunteers, students, learners on placement and apprentices for Sirona.
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Introduction

This policy supports the requirements of the Patient Safety Incident Response
Framework (PSIRF) and sets out Sirona’s 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:

e compassionate engagement and involvement of those affected by patient
safety incidents

e application of a range of system-based approaches to learning from patient
safety incidents

e considered and proportionate responses to patient safety incidents and safety
issues

e supportive oversight focused on strengthening response system functioning
and improvement.

NHS England set out responsibilities for healthcare providers and those in oversight
roles under PSIRF in their Patient Safety Incident Response Standards document
which are reflected in this policy.

Patient safety incident response policy
Page 5 of 31


https://www.england.nhs.uk/patient-safety/incident-response-framework/
https://www.england.nhs.uk/patient-safety/incident-response-framework/
https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-5.-Patient-Safety-Incident-Response-standards-v1-FINAL.pdf

Purpose

This policy aims to provide a clear framework for all staff, individuals in specific roles
and designated groups relating to recording, responding to, and learning from patient
safety incidents and feeding this into improvement work to reduce risk or address
gaps in systems designed to keep people safer.

The PSIRF recognises that there are a range of recognised learning responses that
can be deployed proportionately in relation to identified risk following identification of
a patient safety incident. This policy includes the decision-making process for
considered and proportionate responses and should be read in conjunction with our
Patient Safety Incident Response Plan.
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Scope

This policy relates to all permanent and temporary employees, volunteers, agencies,
and agency staff working for and on behalf of Sirona. This includes staff whose role
does not involve direct care delivery because staff in such roles will use or be
involved with systems that support the delivery of safe care.

This policy is specific to patient safety incident responses conducted solely for the
purpose of learning and improvement across all Sirona services. Information
Governance and Health and Safety incidents are also recorded on Ulysses and
undergo a local manager’s review. Some Information Governance and Health and
Safety incidents also meet the definition of a patient safety incident. Such incidents
should be managed under this policy.

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 main 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, such as mandatory patient safety incident responses.
Other processes should not influence the remit of a patient safety incident response.

Definitions for all terms used can be found in Appendix. 1

Patient safety incident response policy
Page 7 of 31



Our patient safety culture

Open and transparent recording of incidents:

Incident (Adverse Event) recording is actively encouraged in Sirona. It is
expected that all staff will record incidents and near misses using the Ulysses
system.

The purpose of recording incidents is solely for learning and making system
improvements to reduce risk (not for accountability, liability, avoidability or
cause of death.)

Staff will be supported to raise patient safety concerns by any route they feel
comfortable to do so, including via our Freedom to Speak Up Guardian or via
whistleblowing. Ideally Patient safety concerns should initially be raised
internally, however, if necessary, concerns can be raised with an external
body such as the Care Quality Commission (CQC), National Patient Safety
Team at NHS England, HM Coroner, NHS Resolution, and the Medicines and
Healthcare products Regulatory Agency.

We have developed our systems and process to enable staff to record good
care for the purposes of learning and sharing.

Openness with patients and families and Duty of Candour:

We will be open and transparent with patients and families when incidents
have occurred leading to harm and offer a meaningful apology for what
happened as set out in our Duty of Candour Policy.

Responding to patient safety incidents. We will:

Ensure the immediate safety and care needs of patients, families, staff and
others are identified and met, including the offer of well-being support.
Responding to colleagues involved in incidents with kindness and compassion
and in line with a Restorative, Just and Learn culture is an expectation for all
staff. This includes a default position of good intention unless proven
otherwise.

Ensure responses to incidents do not undermine a just culture by requiring
inappropriate automatic suspension of staff involved in patient safety incidents
or their removal from business-as-usual activities.

Ensure that language, behaviours, and processes used in learning responses
remain systems focussed.

Develop psychologically safe spaces for people to contribute their insights and
experiences and to share their account of what happened for the purpose of
learning and improvement.

Provide access to well-being support for those affected by patient safety
incidents.
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Patient safety partners

Sirona is committed to recruiting Patient Safety Partners who will be supported to
work alongside staff, volunteers, and patients, influencing and shaping the patient
safety agenda both strategically and locally.

Patient Safety Partners will be actively involved in the design of safer healthcare at
all levels in the organisation. This includes roles in safety governance e.g., sitting on
relevant Patient Safety Groups to support compliance monitoring and how safety
issues should be addressed. This includes providing appropriate challenge to ensure
learning and change and to contribute to the development and implementation of
relevant strategy and policy.

They also assist in the design and development of processes for engagement and
involvement with those affected by patient safety incidents as part of a learning
response.
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Addressing health inequalities

Our patient safety incident response processes will support health equality and
reduce inequalities in a number of ways:

. Applying a more flexible approach and intelligent use of data to inform
response planning can help identify any disproportionate risk to patients with
specific characteristics which can be addresses in our Patient Safety Incident
Response Plan. We are further developing the completeness and reliability of
recording protected characteristics of people who use our services to enable
valid and meaningful conclusions to be drawn to reduce risk for specific
groups of people.

o The tools we use to respond to patient safety incidents prompt the
consideration of inequalities e.g., where our insights reveal that training,
equipment, and processes impact differently on people with different
characteristics.

o Upholding a system-based approach (not a ‘person focused’ approach) and
ensuring staff have the relevant training and skills development to support this
approach will support the development of a just culture and reduce the
ethnicity disparity in rates of disciplinary action across the workforce.

Further information on addressing health Inequalities can be found on the Equality,
Diversity & Inclusion (EDI) page of the Workplace Knowledge library.
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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 ensure they are
offered support as required.

Our Duty of Candour Policy describes how we will be open and transparent with
patients and families when an incident has happened and offer a meaningful

apology.

We will include staff and patients in development and testing of actions
recommended in response to patient safety incidents.

Additional information about building on our existing mechanisms to engage and
involve patients, families and staff following a patient safety incident, including with
consideration of their different needs, is being developed in line with the Patient
Safety incident response standards.
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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 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

The corporate patient safety team includes an expert Patient Safety Incident
Investigator and Learning Response Coordinators who meet the training and
competence requirements set out in the national Patient Safety Incident Response
Standards.

An initial cohort of After Actions Review (AAR) conductors in operational and central
teams have been trained to facilitate AARs in accordance with our Patient Safety
Incident Response Plan. Training will be arranged for Learning Response
Coordinators. Trained AAR conductors are expected to work collaboratively and
support AARs across all areas of the organisation.

Our patient safety incident response plan

Our plan sets out how Sirona 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.

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. Developing the plan involves a detailed analysis to identify key patient
safety risks, understand existing insights and improvement work as part of a
considered and proportionate approach to responding to incidents.

We will review the plan every 12 to 18 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 to 18 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 BNSSG Integrated Care Board) 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
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review of organisational data (for example, patient safety incident investigation (PSII)
reports, improvement plans, complaints, claims, staff survey results, inequalities
data, and risks) and wider stakeholder engagement.
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Responding to patient safety incidents

Internal learning responses will include:

a manager’s local review and learning response to the incident within 7 days
the central patient safety team’s review as to whether the incident meets the
national or local requirement for an enhanced learning response in
accordance with our Patient Safety Incident Response Plan.

Patient safety incident reporting arrangements

Internal incidents

Sirona incidents will be recorded using the Ulysses Risk Management
System.

National Patient Safety Training Level 1 Essentials of Patient Safety is
mandatory for all staff and includes how recording incidents helps improve
patient safety.

National Patient Safety Training Level 2 Systems Thinking and Human
Factors is mandatory for all staff of Band 7 level and above. This requirement
will be reviewed and amended as necessary.

If required, training about using Ulysses is available on Sirona’s Learning
management system, there are also ‘How to’ guides on the front page of
Ulysses.

Incidents which involve other healthcare providers

Recorded patient safety incidents which solely relate to care provided by
another provider will be shared with that provider to enable them to undertake
a learning response and closed on Sirona’s Ulysses system.

Recorded patient safety incidents which relate to care provide Sirona and
another provider will trigger a collaborative and joint learning response
overseen and supported by the patient safety specialists in BNSSG Integrated
Care Board.

Externally reportable incidents

All patient safety incidents will be reported to NHS England via the Learning
from patient safety events (LFPSE) system.

All incidents will be reported to the Care Quality Commission under
Regulation 18.

Certain incidents will be required to be reported to external bodies as outlined
in Sirona’s Patient safety Incident response plan and in Appendix 2
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Patient safety incident response decision-making

Sirona will hold a daily Emerging Incident review meeting as part of the transition into
PSIRF. This is where decisions are made as to whether an enhanced learning
response is triggered for certain incidents as identified in our Patient Safety Incident
Response Plan.

An incident of concern can be raised by anyone at the daily Emerging Incident
review meeting. Decision making regarding an enhanced learning response will be
made under PSIRF requirements for considered and proportionate response.
Consideration for an enhanced learning response will take into account:

o the views of those affected, including patients and their families

o capacity available to undertake a learning response

. what is known about the factors that lead to the incident(s)

o whether improvement work is underway to address the identified contributory
factors

o whether there is evidence that improvement work is having the intended
effect/benefit

o if Sirona and/or BNSSG ICB are satisfied risks are being appropriately
managed.

Appendix 2 contains a flow chart showing the incident response decision-making
process.

Responding to cross-system incidents/issues

Staff in Sirona will collaborate with colleagues in Integrated Care Boards and other
healthcare providers when it is identified that there is value in a shared response to a
patient safety incident or incidents. This will capture a wider learning and support
system-wide quality improvement interventions.

Timeframes for learning responses

+ Swarm Huddles will take place as soon as the immediate safety and wellbeing
needs of those affected by the incident have been met, ideally prior to the shift end
so those involved can contribute, if not it must be carried out with 72 hours.

» After Action Reviews should ideally be completed within two weeks of the incident
being identified

+ Patient Safety Incident Investigations will aim to be completed within 6 months of
the incident being identified as requiring a PSIl as an enhanced learning response.
Specific timeframes for a PSII will be agreed as part of the development of the
Terms of Reference of the PSII with the patient/family, commissioning executive
director and lead investigator.
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Safety action development and monitoring improvement

Formal safety actions will be developed by localities in response to learning arising
from enhanced learning responses including AARs, and SWARMSs, and
recommendations from formal patient safety incident investigations.

Development of safety actions will include:

+ involvement of those who do the work, including staff and patients, in development
and testing of actions in response to patient safety incidents

» ensuring actions will effectively address identified weaknesses in safety systems

» consideration of unintended consequences of proposed safety actions on other
parts of the work system

» consideration of introducing unnecessary “safety clutter” that inadvertently
introduces new patient safety risk.

* a sense check: Who benefits from this action?

* arisk benefit analysis and prioritisation of actions with the most effective impact that
are feasible and practical to deliver, with any resulting risk being identified in Sirona
risk registers.

Safety improvement plans
Broader organisation wide safety improvement plans will be developed in response
to recommendations arising from formal patient safety incident investigations.

Development of safety improvement plans will include:

* |dentification of which Learning Response Coordinator will formulate and deliver the
plan

* Involvement of those who do the work in their development

* Improvement actions that will effectively address identified weaknesses in safety
systems

+ Collaborative work with the ICB and other providers where wider systemic
improvements are required across patient pathways

* Involvement of patient safety partners or patients to inform systems redesign

» Arisk benefit analysis and prioritisation of actions with the most effective impact that
is feasible, with resulting risk being identified in Sirona’s risk registers
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Oversight roles and responsibilities

The Chief Nursing Officer has executive director responsibility for PSIRF. They are
supported in this role by their Deputy, and Sirona’s Patient Safety Specialists: The
Deputy Chief Nursing Officer, the Head of Patient Safety and Infection Control and
the Lead for Patient Safety. Their oversight responsibilities are:

+ Ensuring Sirona meets national patient safety incident response standards.

+ Ensuring PSIRF is central to overarching safety governance arrangements.

* Quality assuring learning response outputs including signing off patient safety
incident investigations.

The Chair of the Quality and Outcomes Committee has a non-executive director
oversight role

Bristol, North Somerset, South Gloucestershire Integrated Care Board and other
external bodies have oversight responsibilities as set out in NHS England’s
Oversight Roles and Responsibilities Specification

Patient safety incident response policy
Page 17 of 31


https://www.england.nhs.uk/patient-safety/incident-response-framework/
https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-4.-Oversight-roles-and-responsibilities-specification-v1-FINAL.pdf

Complaints and appeals

The organisation recognises that there will be occasions when patients, service
users or carers are dissatisfied with aspects of the care and services provided by the
organisation.

It is important to recognise the distinction between complaints and concerns as the
use of the word complaint should not automatically mean that someone expressing a
concern enters the complaints process.

Should a patient, relative(s) or carers have any concerns or matters of concern, or
they would like to raise a formal complaint in relation to a patient safety learning
response / investigation they can contact the following team who will be able to offer
further support and guidance:

The Experience and Complaints Team listen to compliments, concerns or complaints
and can be contacted via:

* Telephone: 0300 124 5400

* Email: sirona.experienceandcomplaints@nhs.net

The organisation is committed to dealing with any complaints that may arise as
quickly and as effectively as possible as set out in the National Health Service
Complaints (England) Regulations 2009 and NHS Complaints Standards.

Complaints will be handled respectfully ensuring that all parties concerned feel
involved in the process and assured that the issues raised have been
comprehensively reviewed and the outcomes shared in an open and honest manner.

Outcomes and recommendations from a complaint will be shared with the services to
ensure that changes can be considered and implemented where appropriate.
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Appendix 1. Definitions

After Action Review (AAR)

An After-Action Review (AAR) is one type of recognised learning response to a
patient safety incident under the PSIRF. It should ideally be completed within two
weeks of the incident being identified. It is a method of evaluation that is used when
outcomes of an activity or event, have been particularly successful or unsuccessful.
It aims to capture learning from these tasks to avoid failure and promote success for
the future.

Emerqging risk

An emerging risk is a risk not previously recognised that is identified from sources of
quality and patient safety data including recorded incidents. These will be responded
to as outlined in the Patient Safety Incident Response Plan. The complexity of
healthcare systems means emergent properties and risks cannot always be
predicted.

Engagement lead role (Family Liaison Officer)

Engagement leads are responsible for compassionate engagement and meaningful
involvement of those affected by patient safety incidents.

Enhanced Learning Response

A learning response is a broad term for a number of ways organisations can respond
proportionately to recorded patient safety incidents for the purposes of learning and
improvement. Managers/supervisors will still undertake the initial response to
incidents recorded in their area, but a small proportion of incidents will be subject to
an enhanced learning response as outlined in the Patient Safety Incident Response
Plan. There are four nationally recognised enhanced learning responses in PSIRF: a
patient safety incident investigation or thematic review, a Swarm Huddle, an after-
action review and a multi-disciplinary (MDT) review, which are described in our
Patient Safety Incident Response Plan.

Incident leading to death thought more likely than not due to problems in care

An Incident leading to death thought more likely than not due to problems in care is
one that meets learning from deaths criteria for a patient safety incident
investigation.

Incident of concern
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An incident of concern is an incident that does not meet the criteria for an enhanced
learning response in the Patient Safety Incident Response Plan but does warrant
consideration for an enhanced learning response via other learning response tools.

Learning Response Lead

Learning response leads are staff with additional PSIRF learning response training in
identified patient safety roles.

Local risk management system (Ulysses)

Sirona’s local risk management system at the time of writing this policy is called
Ulysses. Ulysses is the system we use for recording incidents and all staff can
record incidents on any networked device. Staff that respond to recorded incidents
require log-in access. Training on using the Ulysses system can be found on LMS.

Mandatory Patient Safety Incident Responses- These may be undertaken
independently but can contribute to a patient safety incident response or lead to a
patient safety incident response:

e Structured Judgement Reviews (SJR)- Structured Judgement Reviews are
undertaken as part of the Learning from Deaths Policy.

e Never Events- Never Events are defined as Serious Incidents that are wholly
preventable because guidance or safety recommendations that provide strong
systemic protective barriers are available at a national level and should have
been implemented by all healthcare providers

e Child Death Reviews-The child death review process covers children; a child
is defined in the Act as a person under 18 years of age. A child death review
must be carried out for all children regardless of the cause of death.

e Learning from lives and deaths — People with a learning disability and autistic
people (LeDeR)- Integrated care systems are responsible for ensuring that
LeDeR reviews are completed based on the health and social care received
by people with a learning disability and autistic people (aged four years and
over) who have died, using the standardised review process.

e Safequarding- Responses to requests from local authorities to investigate
potential omission in care (Section 42).

Manager’s local incident review and response

This is the initial review and learning response to all incidents recorded within a
manager or clinical specialist’s area of responsibility as designated by departments
via notifications of the incident via the Ulysses local risk management system.

Near miss

A near miss is an incident that very nearly happened that could have resulted in
harm but did not do so due to chance, corrective action and/or timely intervention.
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Never Event

Never Events are defined in NHS England’s policy as certain types of incidents that
are wholly preventable because guidance or safety recommendations that provide
strong systemic protective barriers are available at a national level and should have
been implemented by all healthcare providers. NHS England maintains a list of
incidents that are defined as never events on their website.

Oversight role

Oversight roles are those in provider organisations and Integrated Care Boards with
responsibility for designing systems for patient safety oversight in a way that
demonstrates improvement, rather than compliance with prescriptive, centrally
mandated measures. To achieve this, organisations must look carefully not only at
what they need to improve but also what they need to stop doing. Oversight of
patient safety incident response has traditionally included activity to hold provider
organisations to account for the quality of their patient safety incident investigation
reports. Oversight under PSIRF focuses on engagement and empowerment rather
than the more traditional command and control.

Patient safety Incident

A patient safety incident is any unintended or unexpected event (including
omissions) in healthcare that could have or did harm one or more patients. This
includes incidents related to direct care delivery and incidents relating to work
systems that support care delivery. The incident may occur due to something that
happened, or something that did not happen and may or may not cause harm.

Patient safety Incident Investigation (PSII)

A patient safety incident investigation (PSIl) is undertaken when an incident or near-
miss indicates significant patient safety risks and potential for new learning. Patient
Safety Incident investigations (PSlIs) are conducted solely for the purpose of
systems-based learning and safety improvement. This is achieved by identifying the
circumstances surrounding incidents and the systems-focused, interconnected
factors that may appear to be precursors to patient safety incidents.

Investigations explore decisions or actions as they relate to the situation. The
method is based on the premise that actions or decisions are consequences, not
causes, and is guided by the principle that people are well intentioned and strive to
do the best they can. The goal is to understand why an action and/or decision was
deemed appropriate by those involved at the time.

Patient Safety Incident Response Plan

Sirona’s Patient Safety Incident Response Plan sets out the priorities for
implementing PSIRF. It identifies the key patient safety risks that justify an enhanced
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learning response as part of a planning a considered and proportionate approach
required by PSIRF, as well as outlining learning responses for other types of
incidents. The plan is to be refreshed every 12 to 18 months.

Patient Safety Specialist

The national Patient Safety Strategy for England requires Sirona to have one or
more identified Patient Safety Specialists. Patient Safety Specialists are individuals
in healthcare organisations who have been designated to provide dynamic senior
patient safety leadership. Patient Safety Specialists provide expert support to their
organisation through direct access to their executive team, which facilitates the
escalation of patient safety issues or concerns. They also play a key role in the
development of a patient safety culture, safety systems and improvement activity.

(Further information on the role of Patient Safety Specialists and be found on the
NHS England website.)

Swarm Huddle

Swarm Huddles are another type of recognised learning response to a patient safety
incident under the PSIRF. They are used to identify learning from patient safety
incidents and are designed to start as soon as possible after a patient safety incident
occurs and prior to those involved finishing their shift. Immediately after an incident,
staff ‘swarm’ to the site to quickly analyse what happened and how it happened and
decide what needs to be done to reduce risk. Swarms enable insights and reflections
to be quickly sought and generate prompt learning.

Work as imagined and work as done

The definitions of “work as imagined” and “work as done” are important to consider
the gap between how we think work is done (work as imagined) and how work is
really done (work as done), recognising that adjustments and trade-offs are a normal
part of everyday work.

Work system

A work system comprises various components or inputs that interact with each other
during a process for the purpose of delivering an intended outcome e.g., the delivery
of safe and effective care with a good patient/family experience. A work system can

include tools and technology, people, physical environments, external environments
(such as regulation, societal and economic environments) and organisational factors
(such as structures, culture, training, work schedules, resource availability).
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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)

v

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
(AAR) SWARM Huddle
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)
A 2
AAR completed.
Outcome recorded
on Ulysses AAR
template within 2 weeks of
incident reporting

Weekly Tncident Review IVIeeti

(AAR, SWARM & Section 42 Reports Reviewed)

Identify need for Sirona wide learning

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

Monthly Patient Safety Incident Review Meeting

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

cac
notifications

at any time

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

care & health

Incident meets national criteria for external review/investigation

Learning from Death

safeguarding Safeguarding
[All will require 2 structurad Child Death Never Events (ection 42) (all except Section 42)
Judgement Review (SIR]] ion Managed by safeguarding Team
Learring from Lives ,
e Incident leading to _ Patiant
People with 2 learing death thought more Refer to Child Death 8 to
disstility & Autistic people likely than not due to Overview Panel 2Pl Ulysses
{LeDeR) problems in care
Patient Safety Facilitator
Referto the LeDeR For PSII f SIR raises ;’;ﬁ“x” h Investigator agraes 10 2ssign a safeguarding
programme (Al Staff] concemns Eview timeline for investigati investigation to the team
process
managers
Specific system/process )
ICE allocate a lead recommendations and Response to Safeguarding]
for LeDeR actions within 1 week
Results of LeDeR 1o e Safeguarding to respond
be entered on to the 'I' :"'" ; s""}" to Local Authority within
LeDeR portal 2 weeks

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