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1. Purpose
This policy sets out Heart Networks UK’s approach to responding to patient safety incidents in line with the Patient Safety Incident Response Framework (PSIRF). Its purpose is to ensure that the organisation maintains effective systems for identifying, reporting, reviewing and learning from patient safety incidents, with the aim of improving the safety and quality of care for all patients.
A patient safety incident is any unintended or unexpected event that could have, or did, lead to harm for one or more patient’s receiving healthcare. Incidents may result in no harm, low harm, moderate harm, severe harm or death. All staff are required to report any incident, adverse event or near miss they become aware of. The organisation recognises that most incidents arise from system weaknesses rather than individual failings, and therefore prioritises system learning and improvement over blame.
This policy supports the four aims of PSIRF: 
· compassionate engagement with those affected
· the use of system‑based approaches to learning
· proportionate and considered responses to incidents
· supportive oversight that strengthens organisational learning
2. Objectives
The objectives of this policy are to promote an open, just and restorative culture in which staff
· feel safe to report incidents
· ensure that effective reporting and record‑keeping systems are in place
· support timely and organised management of incidents
· establish clear lines of accountability for all stages of incident response. 
The policy ensures that all staff, including temporary and contracted workers, understand how incidents are reported and managed, and that communication with patients, families and carers is carried out in accordance with the Duty of Candour. The organisation is committed to learning from incidents and implementing changes to practice, systems and environments to reduce the risk of recurrence.
3. Scope
This policy applies to all patient safety incident responses undertaken for the purpose of learning and improvement across Heart Networks. Responses follow a systems‑based approach, recognising that safety is created by the interaction of multiple components within the healthcare system. The purpose of a patient safety response is not to apportion blame, determine liability or assess preventability. Other processes, such as HR investigations, coronial processes or criminal investigations, may run in parallel but do not influence the remit of a patient safety response.
Information from a patient safety response may be shared with those leading other processes where appropriate, but the learning response remains focused solely on understanding what happened and identifying opportunities for improvement.
4. Equality and Health Inequalities
Heart Networks UK Limited is committed to promoting equality, diversity and human rights in all aspects of its work. The organisation undertakes equality analysis to ensure that its activities do not discriminate on the basis of protected characteristics. When responding to patient safety incidents, the organisation considers whether any groups of patients may be at disproportionate risk and uses data intelligently to identify patterns or inequalities. Engagement with patients, families and staff is adapted to meet individual needs, ensuring that communication is accessible, inclusive and sensitive.
5. Patient Safety Culture
The organisation aims to foster a restorative, just and learning culture in which staff feel confident to report incidents without fear of blame. Disciplinary or legal action will only be considered in cases of alleged gross misconduct, repeated unsafe behaviour, professional malpractice or criminal activity. Staff involved in incidents are supported throughout the process, recognising the emotional impact that such events can have. Their accounts and insights are valued as essential contributions to system learning.
All staff with knowledge of an incident are encouraged to participate in the learning response. The person leading the review will agree timescales for feedback and ensure that staff are kept informed throughout.
6. Patient Safety Partners and Engagement
Heart Networks UK Limited encourages patients, families, carers and staff to contribute to safety improvements. Patient Safety Partners (PSPs) play an important role in shaping safety actions and ensuring that learning reflects the needs of those who use services. The organisation is committed to compassionate engagement with those affected by incidents, ensuring that their questions are answered, their experiences are understood and they are signposted to support where needed. Duty of Candour requirements are followed in full, and communication is open, honest and timely.
7. Patient Safety Incident Response Planning
The organisation’s Patient Safety Incident Response Plan (PSIRP) outlines how it intends to respond to patient safety incidents over a 12–18‑month period. The plan is flexible and may be adapted to reflect the specific circumstances of individual incidents. It is reviewed regularly to ensure that it remains relevant and aligned with organisational priorities, emerging risks and ongoing improvement work. A more comprehensive review is undertaken every four years, including analysis of incident data, complaints, staff feedback and stakeholder engagement.
8. Responding to Patient Safety Incidents
Any staff member involved in or witnessing an incident must document the event in the patient’s record, ensuring that the information is factual, clear and complete. Details should include what happened, who was involved, when and where it occurred, the severity of actual or potential harm, and any immediate actions taken. Staff recollections should be signed, dated and legible.
Incidents must be reported through the organisation’s incident reporting system, and the Operations Manager or Director must be informed verbally as soon as possible. The responsible manager ensures that patients, families and staff receive immediate support, that staff accounts are collected promptly, and that relevant internal and external bodies are notified in line with national requirements.
A proportionate learning response is then selected. This may include a rapid review, a structured learning response, a patient safety incident investigation or a thematic review, depending on the nature and complexity of the incident. The focus is on understanding system factors, identifying learning and developing meaningful safety actions.
9. Monitoring, Learning and Improvement
Patient experience, feedback and incident data provide valuable insights into the quality and safety of care. The Patient Safety Incident Management Team reviews incidents, complaints, surveys and other feedback monthly to identify themes, trends and opportunities for improvement. Findings are shared with relevant teams to support the implementation of safety actions, and progress is monitored to ensure that changes are embedded and effective.
Audit activity is used to evaluate whether improvements have been sustained and whether further action is required. Themes and learning are escalated through governance processes and shared with external partners, including the Integrated Care Board and the Care Quality Commission, to support wider system learning.
10. Complaints and Appeals
Concerns, complaints and appeals continue to be managed in accordance with the organisation’s Complaints Policy. Heart Networks UK Limited upholds the NHS Constitution and encourages patients, families and carers to raise concerns at the earliest opportunity. Complaints data is reviewed alongside incident data to identify learning and inform improvement work.
11. Review of this Policy
This policy will be reviewed every two years, or sooner if required by changes in legislation, national guidance or organisational need. Updated versions will be published on the organisation’s website.
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