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1. [bookmark: _bookmark0] Introduction

This Patient Safety Incident Response Plan (PSIRP) for 2025/2026 sets out how Alder Hey Childrens NHS Foundation Trust (the Trust) intends to respond to patient safety incidents reported by our children and young people, their families and carers and our staff.  The PSIRF Plan is an integral part of the Trust’s commitment to continually improve the quality and safety of the care it provides.
Because situations change, and the Trust continues to evolve and develop as insights into clinical effectiveness and patient safety deepen, this plan is not set in stone. It will be kept under review and finetuned as necessary.  
There are four primary strands to the Trust’s PSIRF Plan. There are:
· How the Trust reviews and/or investigates and improves because of events of unexpected harm that happen to patients in its care
· How the Trust involves and cares for the child, or young person, and their family through the review and/or investigation process so that their needs are met (as far as this can be achieved) and their questions answered openly, honestly and candidly
· How the Trust involves and engages its own staff as active participants in the review and/or investigative and learning process so that they are active participants in the improvement work required
· Finally, there is the Oversight strand. This addresses how the Trust demonstrates that it has delivered its stated PSIRF commitments and that it has achieved measurable and sustainable improvement in practice, process, safety, and quality 

What is a patient safety event? A patient safety event is any unintended or unexpected occurrence which reasonably could have led to harm, or did lead to harm for one or more child or young person in the Trust’s care.
The boundaries of the Trust’s PSIRF plan: The sole focus of this plan is to learn and improve. The purpose of this plan is not to seek sanctions against staff who have made mistakes. We know from the discipline of safety science that a punitive approach to the review and investigation of patient safety events does not lead to the improvements identified as required. Systemic review and understanding, however, does achieve this. This focus is therefore the focus of the Trust’s plan – systems-based learning. 
What about accountability? A fair and just approach is important. And for NHS employees, professionally qualified individual accountability is central to credibility. Where a patient safety review or investigation identifies the need for individual improvement, then such staff will be supported to achieve this. That is imperative. It is rare for an NHS professional, or unqualified employee, to deliberately set out to cause harm, or to behave in such a reckless manner that harm is a predictable consequence of such behaviours. Neither is it a common place for NHS employees to commit a criminal offense. Should a patient safety event reveal such features, then and only then, will an individualistic sanction-based investigation approach be commissioned. This will be managed via Human Resources and/or the police as necessary. The only other circumstance where a sanction-based approach may be instituted is where one or more individuals fail to learn and improve from their involvement in patient safety events. To ensure a consistent approach NHS England’s Being Fair Tool will be applied, of which peer review is a component.  
The Trust’s local priorities for safety improvement: For our patient group it is easy to be emotionally led. However, for this plan the Trust is data led. The Trust has analysed a raft of information across reported events, complaints, claims, inquests, and mortality reviews to discern its improvement priorities. These priorities are generally fixed for a period of 18 months. However, should a significant safety issue emerge that should be systemically evaluated, and it poses a greater risk than priorities already identified, then the plan will be adjusted to accommodate it. 
The relationship between the PSIRF Plan and pre-existing risk management policies: This plan is part of a portfolio of policies aimed at delivering a grounded and mature risk management and governance-based approach. It most closely sits alongside the Trust’s Incident Reporting and Management Policy and the Trust’s Patient Safety Incident Response Policy.

The patient safety event:
· There will be two primary review routes for patient safety events: The Patient Safety Incident Investigations (PSIIs), and
· Patient Safety Reviews (PSRs)

The patient safety review is dedicated to all events resulting in no harm, low harm, and moderate harm where recovery is anticipated within 6 months. 

The patient safety incident investigation is intended to deliver a systemic evaluation of depth and is reserved for:
· Events where it has been dictated nationally that a depth of systemic evaluation must occur, e.g. a never event such as wrong laterality incision.

· Individual events where the risk of harm to future patients, and the risk of repetition is significant. For these events systemic evaluation is imperative.

· Local safety improvement priorities. For these subjects (e.g. the deteriorating patient), the Trust needs a coordinated approach to how it evaluates each occurrence so that meaningful thematic analysis is achieved, plus a planned systemic evaluation of the system in place to prevent as far as it is possible to do so, the event type (e.g. non-identification of and non-escalation of the deteriorating patient). 

· Where there is an irrecoverable harm to a patient, or long-term impact, then an individual event investigation report in line with DoC requirements including family questions will be compiled from the assessment of what happened.


2.  Our Services

Alder Hey Children’s NHS Foundation Trust is one of Europe’s biggest and busiest children’s hospitals, caring for over 330,000 children, young people and their families every year.
Located in Liverpool UK, we treat everything from common illnesses to highly complex and specialist conditions. We also have several community outreach sites enabling us to deliver care closer to children and young people’s homes in local clinics locations from Cumbria to Shropshire, in Wales and the Isle of Man.
We know that a children’s hospital is different and that our job is more than just treating an illness. To us, every child is an individual. As well as giving them the very best care, we set out to make them feel happy, safe, and confident as they play, learn, and grow. At Alder Hey Children’s NHS Foundation Trust, we are here to look after a child and their family and that includes mums, dads, brothers, and sisters.
We have several well-established Children and Young Peoples’ Forums which help us develop new ideas for how they can be at the centre of the Trust’s plans and activities helping us keep children and young people’s voices at the forefront, including continuing to play a key role in the recruitment of key Board level posts. In 2025, our recently recruited Patient Safety Partners (PSP’s) will be in post, who will be involved in all aspects of patient safety across and throughout the Trust. 
The Trust is supported by several charities and through the work that they do to support the hospital, we can ensure that the Trust’s pioneering work continues to make a difference to the lives of children and young people. 
The Trust has a strong history of quality improvement and our Brilliant Basics approach supports the team to make small changes that lead to big improvements and healthier futures for our children, young people and families. Brilliant Basics is our approach to improving quality, safety, effectiveness and experience. As we move into 2025 the focus will be on maturing and sustaining our approach to continuous improvement by:
· Supporting leaders at all levels to adopt the style and approach that will support improvement efforts.
· Supporting divisions to go further to align, enable and improve. 
· Utilising the voice and ideas of children, young people and families that the Trust can work with.




3. Defining our Patient Safety Incident Profile
Patient safety events have been assessed using a range of available organisational data between January 2024 to December 2024. The sources of information came from:
· Patient safety incident reports contained in InPhase, the organisation’s risk management database
· Clinical and non-clinical incident data
· Top 10 incident cause groups (identified from previous systemic investigatory approaches)
· Complaints and PALs themes
· Legal claims
· Staff survey results
· Mortality and in patient death thematic reviews
· Trust wide quality improvement workstreams
· Regulation 28 Prevent Future Deaths reports

Additional resources of information included: Freedom to Speak up reports, Annual Quality Accounts, Trust wide Quality Round and Quality Assurance Round insight reports and presentations, complaints and PALs reports, child deaths and mortality review reports, safeguarding data, patient safety quality improvement dashboards via our quality improvement programme Brilliant Basics, risk data, and direct consultation with children, young people and their families and our staff via open forums and through a range of children and young person’s and staff forums that we have in place.

During the financial year of 24/25 we undertook the following learning responses:
· 3 x PSII’s
· 2 x Thematic Reviews
· 10 x After action reviews (AAR)
· 2 x Multidisciplinary team meeting review (MDT) 

Our local priorities from last year included. 
	Any medication incident regarding TPN and omission/delay of criterial medications

	Access, Admission, Transfer and Discharge: Incidents regarding issues with movement of patients particularly delays to follow-up

	Acutely unwell child - Any emerging themes identified from via the Hospital Optimisation working group

	Incidents resulting in moderate or severe harm to child/young person

	Clinical management/diagnosis including delays to follow up/imaging incidents

	Invasive procedure incident (including injury) following surgery

	Health Care Acquired Infections (HCAIs)

	Medication, prescribing, and administration including any 20-fold medication errors or incident involving controlled drugs

	No/Low harm patient safety incident

	Medical device/Equipment failure

	IT System/Documentation

	ED/Trauma related incidents 




Given last years patient safety priorities it was realised that this was a significant undertaking, and priorities were made to address improvements in TPN, Clinical management (unacknowledged notifications), medication safety (including 20 fold medication errors). 

Improvement workstreams reporting into Patient Safety Board included Medication Safety, TPN and Unacknowledged Notifications in which the first two are now reporting as Business as Usual. Unacknowledged Notifications remains as a two monthly reporting Improvement piece into Patient Safety Board with clinical incidents noted as a driver metric. 

Having undertaken our Patient Safety Incident Profile review, reviewing data outlined above and acknowledging further work and improvement required in the Deteriorating Patient, Lost to Follow Up / Delay in Follow Up, Omission / Delay of Critical Medications, IT Systems / Documentation, these have been identified as our five local priorities. 

Two further themes arose from our Patient Safety Incident Profile this year, that did not previously: Patient Safety Culture and Learning from Clinical Incidents, as a result and through stakeholder conversations alongside executive level agreement Alder Hey NHS Foundation Trust felt these two areas were to be part of our plan, in terms of improvement. 


4. [bookmark: _bookmark6]Defining our Patient Safety Improvement Profile
In addition to defining our patient safety event profile, the Trust needed to consider its broader commitments to safety improvement. The Trust has a long-standing commitment to continuous quality improvement, of which a key characteristic is improved safety. The breadth of work already underway at the time this PSIRF plan was formulated including: 

a. [bookmark: _bookmark7]Current Patient Safety Board Improvement Workstreams:
· Meditech Unacknowledged Notices
· Parity of Esteem (Restrictive Intervention)
· Antimicrobial Resistance (AMR)

b. [bookmark: _bookmark8] Patient Safety Board Improvement Workstreams completed in 2024 now reporting business as usual:
· Total Parental Nutrition (TPN)
· Medication Safety
· Learning Disabilities 
· Litigation and negligence

c. Assurance reports to Patient Safety Board: 
· Sepsis 
· Neonate Safety
· Medication Safety 
· Pressure Ulcers
· Mortality Review/Learning from deaths
· Trauma Safety and Quality
· National Safety Standards for Invasive Procedures (NatSSIPs)
· Blood Transfusion
· Medical Devices
· Radiation Protection

d. Other Trust Patient Safety Improvement Programmes:
· Neonatal team development support
· Laboratory Medicine - blood testing and blood product ordering process improvement 
· Clinical summit - leadership development offer
· Divisional productivity - audiology 
· 3B day case improvement 
· Out-patients; admin process improvement, new model of care 
· Neurological Transformation 
· General Pediatrics @Its Best
· Vision 2030: personalise my care, thriving leaders, experience (variety of support offers)
· Venous Thromboembolism Improvement Group
All the above patient safety programmes are supported and delivered using the Brilliant Basics Quality Improvement (QI) methodology[footnoteRef:2].  [2:  "Brilliant Basics" is a quality improvement initiative, particularly prominent at Alder Hey Children's Hospital NHS Foundation Trust, focused on ensuring fundamental aspects of care are consistently delivered excellently, empowering staff and involving families in the improvement process] 


Specific examples of using incidents and transitioning to a Quality improvement piece for 24/25 are detailed below:

· During 24/25 we have undertaken 2 PSII’s following Never Events (retained surgical instrument and wrong site procedure). This identified a systems issue around NatSIPPs2/LocSIPPs implementation throughout the organisation. As a result, this has been prioritised as an Improvement workstream in the patient safety programme for 25/26. 

· A learning review following the deterioration and death of a child within the organisation, was undertaken. This focused on the specific event itself and applied a just restorative learning approach to the review. Furthermore, a systems wide review around patient deterioration was commissioned. The deteriorating patient has been prioritised as an Improvement workstream in the patient safety programme for 25/26.

Details of improvement workstreams and progress to date are all outlined within the patient safety board annual report 24/25.

5. Stakeholder Engagement
Key stakeholders, including Trust patients, including children, young people, and their families and carers. Also, subject matter experts such as allied health professionals, clinical staff, pharmacists and infection prevention control clinicians have been consulted to determine and agree the identified priorities and our Patient Safety Incident Response Plan for 2025/2026. 

Feedback and information provided by stakeholders were considered in the development of our patient safety profile. Attendance and discussion at a range of children and young people’s forum events (including PSP recruitment events) and staff forums further enabled plan development. 

In addition, qualitative and anecdotal feedback from children, young people, and their families and carers, alongside that received from our staff were sought via questionnaires to inform potential future categories for local patient safety responses and system improvement. The review also highlighted areas which required collation of further intelligence to inform subsequent plans.








6. [bookmark: _bookmark9]The Trust’s Patient Safety Incident Response Plan

As already indicated, there are three types of ‘Patient Safety Incident Investigation’ 
· Those dictated nationally
· Those required for unusual, or rare events where the risk of recurrence is significant if the contributors to this event are not understood, and the risk of serious harm is great 
· Local priorities and to which the Trust has made a commitment of systemic evaluation, learning and improvement 

To assure a proportionate response to these groups of patient safety events, and to optimise scarce resources in terms of investigation expertise, systems analysis expertise, and subject matter expertise, all significant near-miss and moderate and higher harming events will be screened against pre-existing Trust standards and expectations, and/or national standards to determine where the care and treatment of the involved patient did or did not meet the expected standard. In a situation where there are no documented standards, then the substitution and validation test will be applied (i.e. a selection of staff who undertake the work and of similar professional standing as those involved in the event, will undertake a peer assessment. Each peer will conduct this on a desktop review basis and in private).

Once the necessary gap analysis has been completed (usually within 2 weeks) then the patient safety team can discern reasonable next steps, and the extent to which systemic evaluation is necessary. Key lines of enquiry can also be agreed to achieve necessary and proportionate systemic evaluation and investigation. 

The exceptions to the above are where a nationally decreed event must be investigated or evaluated in line with the requirements of a national body such as MHRA/SHOT/IRMER . 
 
The national mandated list for a systems-based investigation is set down in Appendix 1 



7. [bookmark: _bookmark10]The Trust’s Local Patient Safety Priorities for PSIRF 

The priorities agreed for the period February 2025 – 31 March 2026 are:

	Local Focus Priorities 

	Patient safety incident type or issue 
	Planned response 
	Anticipated improvement 
route 

	Delay in the identification of, escalation of, and response for the deteriorating patient in line with the PIER framework 

	· All such incidents will be reported and reviewed as per Incident Management Policy and an Initial Review undertaken.
· The investigation of the individual event will form part of a wider systemic evaluation of systems and processes enabling timely identification, escalation and response. 
· A systemic deep dive into cluster points will be conducted using SEIPS.
· If identified new gap in learning/knowledge of the deteriorating patient, an AAR will be commissioned and will feed into the wider improvement programme. 
	Divisional local improvement / monitoring of actions and via  Deteriorating Patient Oversight Group. Patient Safety Board and SQAC for oversight. 

	Delay in follow up appointments/treatment, and patients ‘lost’ to follow up 
	· All such incidents will be reported and reviewed as per Incident Management Policy and an Initial Review undertaken.
· The investigation of the individual event will form part of a wider systemic evaluation and feed into the known and unknown areas of lost to follow up / delayed follow up within the organisation. 
· A systemic deep dive into cluster points will be conducted using SEIPS
· If identified new gap in learning/knowledge of lost to follow up, an AAR will be commissioned and will feed into the wider improvement programme.
	Divisional local improvement / monitoring of actions and via Safer Waiting List Programme Board and Patient Safety Board /SQAC

	Incidents relating to medication safety - Omission/ delay of critical medications 
 
	· Medicines administration safety is governed by safety rules consisting of macro and micro safety steps. 
· Once the clusters of failure modes have been identified then a targeted systems analysis using SEIPS can be conducted. This will be via thematic analysis.
	Via Medication Safety Group that feeds into Patient Safety Board/SQAC  

	Incidents relating to documentation specifically consent and clinical record keeping 
	· The Trust has determined that a comprehensive evaluation of its documentation approaches is necessary to enable a fit for purpose, and future proof approach to evolve, that is usable by frontline staff. The size of this project cannot be underestimated. 
· All such incidents will be reported and reviewed as per Incident Management Policy and an Initial Review undertaken, to determine the need for AAR/Thematic analysis or audit. 
	Local divisional oversight

	IT system failure resulting in or leading to patient harm 
	· All such incidents will be reported and reviewed as per Incident Management Policy and an Initial Review undertaken. 
· The investigation of the individual event will form part of a wider systemic evaluation and feed into the known and unknown areas of IT system failures within the organisation. 
· A systemic deep dive into cluster points will be conducted using SEIPS via thematic analysis.
	Digital oversight group feeding into Patient Safety Board / SQAC



Regulatory Reportable Patient Safety Incidents:
	Haemovigilance (MHRA/SHOT reportable incidents) 
	It is a regulatory and legal requirement to report all serious adverse events (SAE) and serious adverse reactions to the MHRA/SHOT 
http://www.shotuk.org/reporting. 
	Transfusion Committee oversight and improvement Feeding into Patient Safety Board via assurance reports 

	Ionising radiation CQC notifiable incidents (IR(ME)R) 
	All significant accidental or unintended exposure incidents (SAUE) are notifiable to regulator within 2 weeks of event.

PSII or PSR to be decided locally via PSIRI panel 
	Divisional oversight and improvement in conjunction with radiology radiation protection lead

	Health Care Acquired Infections (HCAIs) 
	Initial Review / SBARD

	Via Infection Prevention 
Control Committee /SQAC




In addition to our local patient safety priorities, we have identified two further improvement priorities:

· To improve safety culture through enhancing levels of psychological safety and civility across the Trust

· To improve how we identify and share learning across the Trust


The national priorities are outlined in Appendix 1.

8. Oversight:

The Trust is fully committed to achieving measurable and sustainable improvement in its seven primary areas of safety improvement over the next 12-18 months. Speed will be determined by the depth and breadth of systemic evaluation, and the magnitude of improvement necessary and their resource cost. These will need to be balanced against the cost of other safety imperatives already committed to via the Trust’s extensive Quality Improvement programme. 

The ways in which the Trust will check out, and test whether it is adhering to, and delivering on, its commitments are as follows:

1. Three times a year the patient safety team will audit completed action plans and seek evidence of the beneficial impact, specifically whether the intended impact of the plan has i) been achieved and ii) sustained. 
2. Annual audit against PSIRF standards. 
3. 6 monthly review of reported incidents aligned local/national priorities.


9. [bookmark: Conclusion]To conclude

Alder Hey Children’s Hospital NHS Trust commits to implementing in full the requirements and intent of the patient safety incident response requirements, including the engagement and involvement standards which apply to all affected by a patient ety event of harm. 

The Trust does not underestimate the volume of work required to deliver the national requirements, nor the step change in culture and attitudes required at all levels of the organisation. 

However, it believes that if the changes required are achieved, it will make a tangible and positive impact on sustainable safety improvements for the Trust. Further, there will be a kinder, more compassionate and inclusive approach to the way patient safety events are evaluated and responded to. 



[bookmark: _Appendix_1_–]Appendix 1 – National priorities set by NHS England 

	National Focus Priorities

	Patient safety incident type
	Required response if different to PSII 
	Anticipated improvement route

	All incidents meeting the Never Events criteria (2018) or
its replacement
	PSII
	Improvements and actions agreed to be assessed via the Patient Safety Board and assurance of delivery provided at SQAC and Trust Board

	Any incident meeting the learning from deaths criteria i.e. death thought more likely than not due to
problems in care
	PSII
	

	All child deaths (including children with learning disabilities)
	Reviewed via Trust’s HRMG process and referred to the Trust’s Mortality lead. Where necessary then to the relevant child death overview panel (CDOP) 
	Where PSII instructed improvements and actions agreed to be assessed via the Patient Safety Board

	Neonatal incidents


	Referred for independent patient safety incident investigation via
https://www.mnsi.org.uk/

All perinatal deaths must be referred to MBRRACE. 
MBRRACE-UK website
	MNSI actions will be followed up via the Patient Safety Board

MBRRACE recommendations will be considered at the Clinical Outcomes and Effectiveness Group (CEOG) and as necessary at the local Neonate Partnership (LNP) Board

	All Safeguarding/ Rainbow Centre incidents
	Incidents must be reported to the Trusts safeguarding team/Named safeguarding leads for review/multi-professional investigation and possible local authority referral.
	Improvements and actions agreed to be assessed via the Patient Safety Board and at the Safeguarding and Statutory Services Assurance Group 

	Incidents in screening programmes
	Incidents must be reported by Director of Infection Prevention Control (DIPC) to Public Health England (PHE) in the first instance for advice on reporting and investigation 
	Improvements and actions agreed to be assessed via the Patient Safety Board

	Mental health- related homicides by persons in receipt of mental health services or within six months of their discharge
	Incidents must be discussed with the relevant NHS England and NHS Improvement regional independent investigation team (RIIT)
	Respond to recommendations as required from external referred agency
/Divisional oversight and improvement.

	Deaths in custody (eg police custody, in prison, etc) where health provision is delivered by the NHS

	Any death in prison or police custody will be referred (by the relevant organisation) to the Prison or Probation Ombudsman (PPO) or the Independent Office for Police Conduct (IOPC) to carry out the relevant investigations.

Healthcare organisations must fully support these investigations where required to do so. 
	For PPO to conduct relevant investigations. The Trust will participate as required. 

	Domestic homicides

	A domestic homicide is identified by the police usually in partnership with the community safety partnership (CSP) with whom the overall responsibility lies for establishing a review of the case. 
	For the CSP to conduct relevant investigations. The Trust will participate as required. 

	Deaths of patients detained under the MHA (1983) or where the MCA (2005) applies, where there is a reason to think that the death may be linked to problems in care (incidents meeting the learning from deaths criteria
 
	PSII

Reviewed as part of HMRG process. 
	Improvements and actions agreed to be assessed via the Patient Safety Board and assurance of delivery provided at SQAC and Trust Board
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	Version
	Date
	Author
	Status
	Comment

	2.2
	June 2025
	Jackie Rooney
Chris Talbot	

	Active
	Additional comments added as per ICB request as follows:  
Addition of the following national priority:
Deaths of patients detained under the MHA (1983) or where the MCA (2005) applies, where there is a reason to think that the death may be linked to problems in care (incidents meeting the learning from deaths criteria)
-an explanation as to how the review led to a change in the Trusts local priorities.     

-Clarity regarding the use of local priority planned responses 


	2.1
	April 2025
	Jackie Rooney
Chris Talbot	

	Archived 
	Plan peer reviewed and strengthened sections 6 and 7 and clear patient safety explanations outlined in section 1 Just Culture Tool replaced with Being Fair Tool in line with national guidance 

	2
	January 2025 
	Jackie Rooney
Chris Talbot
	Archived
	Annual Patient Safety Profile developed for 2025

	1
	October 2023
	Jackie Rooney
Chris Talbot
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	Annual Patient Safety Profile developed for 2024 



	Record of changes made to Patient Safety Incident Response Plan -
Version 1

	Section Number
	Page Number
	Change/s made
	Reason for change

	Section 1,6 & 7
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	Update to national and local patient safety priorities section 6&7. Clear patient safety explanations outlined in section 1
	Changes made according to patient safety profile for 2024/25
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