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NEW NHS PATIENT SAFETY INCIDENT RESPONSE FRAMEWORK (PSIRF) 

– YOUR ACCOUNTABILITY & RESPONSIBILITY 
 

This framework will replace the current 2015 Serious 

Incident Framework next year. The final version is 

expected to be published in Spring 2022 (following work 

with early adopters) when all providers are expected to 

start transitioning to the new framework.  

 
We have detailed below some important excerpts that 

apply to both CEOs and board members – because  they 

will be held directly accountable for the quality  of their 

organisation’s response and compliance with this new 

framework. 

 

Having reviewed thousands of clinical incidents and 

serious incidents investigation reports, we applaud the 

vision and comprehensive approach laid out – that puts 

learning front and centre to improve safety for patients 

and welfare of clinicians. 

 

 

 

Importantly this framework will apply not just to NHS 

bodies but to any organisation providing NHS funded care.  

This is a significant step, creating greater alignment and 

enabling the sharing of learning (captured from  incidents) 

across the whole NHS care spectrum. 

Evidence we have gathered working in this realm fully 

supports the premise that incident investigations are 

frequently process driven, sometimes alienating those 

involved.  The ambition for quality (and value) over 

quantity of incident investigations coupled with real 

accountability, effective resourcing and much greater 

provider collaboration is welcomed. 

 
Key themes we want  to share centre on CQC Assessments, 

Heightened Board Accountability and Standards & Cross- 

System Learning.

       PRICE FORBES APPROACH TO CLINICAL ENGAGEMENT 

 
 
 

 
BOARD BRIEFING 



Price Forbes Healthcare Risk Consulting: Board Briefing 2  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

CQC ASSESSMENT 
 

The CQC’s expectations are a good starting point. It 

appears CQC will begin looking at how providers respond 

and adhere to this new regime. The framework states: 

“The CQC’s assessment of a provider’s leadership and safety  

considers an organisation’s ability to respond effectively to  

patient safety incidents, focusing on whether change and 

improvement follow its response to patient safety incidents. 

Inspection teams will apply this PSIRF when assessing the 

strength of an organisation’s systems and processes for 

preparing for and responding to patient safety incidents, as 

well as nationally agreed quality metrics. 

 
Incident data will not be inappropriately used as a measure of 

safety performance. 

CQC will expect to be informed (via the regional relationship 

lead) of high profile and complex incidents, as part of the co- 

ordinated response. 

CQC will focus on ensuring that the provider can support the 

needs of those affected and take meaningful action in response 

to an incident’s causes.” 

Clearly, assessing the strength of provider’s systems and 

processes will play a critical role from a CQC perspective. 

Organisations are likely to be assessed on their evidence 

base, in responding to incidents – including the 

reduction of incidents where lessons learnt were 

successfully imbedded through effective mitigations. 

 

EFFECTIVE RECOMMENDATIONS AND ACTIONS 

Consider that the output from an incident review maybe 

to implement a change or even several changes. It is 

critical that these are effectively monitored to establish 

if they are working as intended, and not (as we have seen 

before) creating negative unintended consequences. 

Unfortunately, often it is assumed that mitigations have 

been embraced by clinicians and are working as 

envisioned, however this is sometimes not the case. 

How an organisation recognises that and responds will 

be a key factor. It is evident that clinician engagement and 

input is critical    to meaningful improvement. 

Powerful guidance on learning and improvement within 

an organisation is outlined as follows: 

“Those overseeing Patient Safety Incident Investigations 

(PSIIs) must ensure that recommendations drive a 

systems approach to improvement by: appropriately 

training staff in investigation or review of patient safety 

incidents for learning and giving them enough time to 

conduct a meaningful PSII or review of system safety the 

board and leaders throughout the organisation 

constructively challenging the strength and feasibility of 

recommendations to improve underlying system issues.“ 
SOURCE: Page 20 PSIRF Introduction 

 
Clearly the board and other internal leaders will be 

expected to provide challenge, which is, of course 

excellent, but may require some training as hitherto this 

may not have been expected of them. 

To meet these new requirements (whilst also considering  

governance) the key will be how providers stress tests 

their response to an incident, especially how they 

support all involved. 

Getting this right and evidencing it will be tricky, and 

some organisations may require independent and 

impartial support to navigate through and empower their 

leaders. 
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LEADERSHIP READINESS FOR HEIGHTENED ACCOUNTABILITY 
 

This requirement is significant. Helpfully some broader 

considerations are explored through a set of questions 

that the PSIRF suggests leaders should ask themselves. 

 

“Questions leaders should ask to support review: 

• How many of our staff report incidents? (sources a,b) 

• Do staff think the procedures for reporting incidents are 

fair and effective? (source a) 

• Do staff feel confident and secure when they raise 

concerns? (source a) 

• Does our board agree what the highest risk/priority areas 

are? (sources c,d,e) 

• Have the highest risk/priority areas across services and/ 

or organisational boundaries been identified? (sources 

d,e) 

• Are those affected (patients/families/carers and staff) 

appropriately supported? (source f) 

• Are those affected (patients/families/carers and 

staff) appropriately involved? (sources f,g,h) 

• Are staff appropriately trained in relevant disciplines? 
(source i) 

• Are identified remedial actions completed? (sources e,j) 

• Are repeat incidents measurably and 

sustainably reduced once actions are completed? 

(source e)” 
SOURCES: a, NHS staff survey; b, National Reporting and Learning 

Explorer Tool; c, relevant board meetings; d, organisational strategies 

for improvement; e, reports on quality improvement activity; f, 

feedback from those affected by patient safety incidents and staff 

Page 38 PSIRF Introduction 

 
These questions are important, and we could add 

more. Some organisations will be able to positively 

answer the questions above.  

 

We suggest organisation also  consider how to create an 

evidence   base. 

 
The PSIRF states: “Providers should agree their Patient 

Safety Incident Response Plans with their lead 

commissioners and publish a summary document on 

their websites, followed by annual reports of PSII         activity 

and improvement plans. Publication should align with 

related information about Learning from Deaths where 

applicable. 

 

Leaders must be able to demonstrate how the organisation: 

• Ensures those affected by patient safety incidents 

(including patients, families and staff) are effectively: 

supported involved in the response to incidents 

• Ensures staff involved in patient safety incident response 

and PSII roles are properly trained 

• monitors (on an annual basis) the balance of resources 

going into patient safety incident response and PSII 

versus improvement 

• Evaluates (on an annual basis) whether actions in 

response to patient safety incidents have measurably 

and sustainably reduced risk” 
 

The last point is critical, requiring evidence that your 

Patient Safety Incident Response Framework is fit for 

purpose, and that all systems, processes, policies are 

delivering improved safer care. This may become a new 

measure by which providers could be held to account. 

 
In other words, ‘we have given you the Framework now 

prove you have made it work’ – not unreasonable, but 

complex and time-consuming. From our experience, 

we know clinicians want to learn and they want the 

organisation to learn, however this requires genuine, 

meaningful and focussed engagement – to deliver long-

lasting improvement. 

 
The Framework’s masterstroke is baked-in ambition of 

accountability at the most senior of levels. The clear 

stipulation of ‘R&R’ (which obviously does not mean rest 

and relaxation) but instead roles & responsibilities. This 

approach will go a long way in elevating the importance 

of learning from incidents.  

 

The new obligations placed on boards will be initially 

onerous though in time, should be welcomed by all. 
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“Appendix 2: PSIRF Introduction - Roles and responsibilities 
(page 62) 

Roles, responsibilities and accountability need to be 

clear to ensure an appropriate response to patient 

safety incidents. 

Trust Boards including board quality sub committees) will be 

held to account for the following: 

• Ensure that the patient safety incident response 

framework (PSIRF) is implemented from board to ward. 

• Ensure that wider strategy development and 

implementation is aligned with the principles 

and requirements of the PSIRF. 

• Take responsibility for leading the development of a 

just, open and learning culture within the organisation – 

and for role modelling the behaviours required to achieve 

this. 

Chief Executive will be held to account for the following: 

• Overall responsibility for ensuring the organisation 

has processes that support an appropriate 

response to patient safety incidents (including 

contribution to cross-system/multi-agency reviews and/ 

or patient safety incident investigations (PSIIs) where 

required). 

• Overall responsibility for ensuring the development of 

a patient safety reporting, learning and improvement 

system. 

• Ensures that systems and processes are adequately 

resourced: funding, management time, equipment and 

training. 

• Appoints executive lead for supporting and overseeing 

implementation of the PSIRF. 

• Approves publication and ongoing review of the 

organisation’s patient safety incident 

response plan (PSIRP). 

• Ensures that the PSIRF, patient safety incident reporting 

data, patient safety incident investigation data, findings, 

improvement plans, and progress are discussed at the 

board’s quality subcommittee. 

Governors will be held to account as follows - Hold the board 

and non-executive directors to account for: 

• Ensuring implementation of the PSIRF from board to ward 

• Developing a just, open and learning culture within 

the organisation – and for role modelling the leadership 

behaviours required to achieve this.” 

We found it reassuring to see that Governors have been 

included, however the role itself may require remodelling 

in some organisations, and greater thought as to the 

training of Governors. 

We now consider the role of the individual tasked by the 

Board to ensure the PSIRF works as intended. 

As can be seen from the following excerpts, this is a    

considerable role and Boards will need to carefully 

consider who takes responsibility. 

“Executive lead for supporting and overseeing 

implementation of the PSIRF, this may be the person 

with overarching responsibility for quality or more 

specifically patient safety. They must be a member of 

the board or executive team and equipped (through 

training and professional development) with up-to- date 

safety skills, knowledge and experience, including 

conduct of patient safety review and investigation; 

knowledge of and appropriate responses to human 

factors; application of ‘being open’ and Duty of Candour 

principles; systems thinking/systems-based design; and 

quality improvement practices (including leadership for 

improvement).” 

• Ensures that the organisation has processes that 

support an appropriate response to patient safety 

incidents (including contribution to cross-system/multi- 

agency reviews and investigation where required). 

• Ensures that processes for preparing for and 

responding to patient safety incidents are 

reviewed as part of the overarching governance 

arrangements. 

• Ensures that the executive and non-executive team can 

access relevant information about the 

organisation’s preparation for and response to 

patient safety incidents 

• Oversees development and review of the organisation’s 

PSIRP. 

• Agrees sufficient resources to support the delivery of the 

PSIRP (including support for those affected, such as 

named contacts for staff, patients, families and carers 

where required). 

• Ensures that the Duty of Candour is upheld. 

• Establishes procedures for agreeing patient safety 

investigation reports in line with the national PSII 

standards. 

• Develops professional development plans to ensure that 

staff have the training, skills and experience relevant to 

their roles in patient safety incident management. 

 
Ultimately at the heart of the PSIRF, is the way an incident 

review is undertaken (we do not call them investigations 

– we prefer learning review). 

The sign off process for a completed incident review 
is becoming more rigid, which we fully support and 
addresses the issue of limited process governance in 
some organisations. 

“Patient safety incident investigation 

This framework places the responsibility for the sign- 

off of locally led (that is, provider-led) PSIIs with the 

board(s)/leaders of the organisation(s) involved. 

This means that someone who meets the training 

requirements for PSII and oversight should be 

responsible for reviewing a PSII report in line with the 

national PSII standards and signing it off as finalised, 

all overseen by an executive who meets the training 

requirements for PSII and investigation oversight.“ 

SOURCE: Page 53 PSIRF Introduction 
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- THE BIGGER PICTURE 

 
This graphic neatly sums up the vision of how the systems will interconnect from a governance perspective. How this 

will work in practical terms remains to be seen but we support the theory and logic. 

 
 

Organisational responsibilities for an effective governance structure 

SOURCE: Patient Safety Incident Response Framework 2020: An introductory framework for implementation by nationally appointed 

early adopters, NHS England & NHS Improvement, March 2020 
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STANDARDS & CROSS-SYSTEM LEARNING 
 

Given the evidence garnered by NHSI during their consultation process its summation is that for systemic, system- 

based learning and improvement, it is necessary to set out clear standards and thorough guidance for all providers 

to adhere to. This evens out the playing field but more importantly is the right thing to do for patients and clinicians 

alike. 

 

Overview of standards for local systems-based patient safety investigations in NHS-funded care 

SOURCE: Patient Safety Incident Response Framework 2020: An introductory framework for implementation by nationally appointed 

early adopters, NHS England & NHS Improvement, March 2020 
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- LEARNING TOGETHER 

 
We applaud the PSIRF for placing an emphasis on cross- 

system learning. This is complex and complicated but 

vital as no single provider operates in isolation. In (pre-

Covid) reality it doesn’t occur as much as it could and 

when it does, can have mixed results. We hope learning 

as a shared mission will assist some organisations in 

moving beyond fear (of liability and blame) and continue 

their focus on reducing the recurrence of similar 

incidents. 

 

The following excerpts are comprehensive in their 

ambition and will necessitate commissioning systems 

taking central roles and where required an independent 

regional investigation team assisting in driving 

collaborative sharing and learning: 
 

“Supporting cross-system patient safety investigations: 

(1) All commissioning systems (and/or STPs or ICSs/ 

ICPs) must develop their capacity and capability, where 

these are insufficient, for co- ordinating cross-system 

investigation and have systems to recognise incidents 

that extend beyond local boundaries and may require 

co- ordination at a regional level.” 

SOURCE: Page 76 PSIRF Introduction 
 

“Regional teams will help co-ordinate cross-system 

PSIIs, primarily by working with commissioners (and/ 

or STPs/ICSs/ICPs) to ensure they have the relevant 

systems to support these investigations at a local level 

and supporting co-ordinated and measured responses 

– both to take meaningful action against an incident’s 

causes and to meet the needs of those affected – to 

high profile or complex incidents. On occasion, regional 

teams will directly co-ordinate more complex, multi- 

organisation PSIIs where these cannot be managed at 

a local system level. 
 

Related to this, the Regional Independent Investigation 

Teams (RIITs) will help identify those incidents 

highlighting system-based, cross-system issues that 

may require a centrally co-ordinated and independent 

PSII, such as a mental health- related homicide. 
 

Where a system, or provider(s) within a system, 

experience significant challenges in responding to 

patient safety incidents, eg a breakdown of governance 

infrastructure across local systems or a spate of high- 

profile patient safety incidents, regional teams will work 

with relevant teams/individuals to determine how best 

to resolve identified problems. 
 

All commissioning systems (and/or STPs or ICSs) must 

develop their capacity and capability, where these are 

insufficient, for co-ordinating cross-system PSIIs (to 

support the activities described below) and have 

systems to recognise incidents that extend beyond local 

boundaries and may require co-ordination at a regional 

level. They must engage early with relevant NHS England 

and NHS Improvement regional leads where a 

PSII involves several different organisations or agencies 

within and across health economies spanning regional 

boundaries, to support co-ordination.” 

SOURCE: Page 86 PSIRF Introduction 

 
Ideally, we hope, this regional investigation expertise 

may eventually assist in the open sharing of proven 

mitigations across public and private sectors which 

is critical to enable long-term sustainability of the 

healthcare economy. 

 
Additionally, with this deepened focus on capacity and 

capability coupled with the emphasis on measuring 

improvements (derived from investigations) could lead 

to better investigation quality oversight and tracking 

systems. Commissioners receive such varied quality 

of investigation reports that makes monitoring of the 

quality of services commissioned almost impossible. 

 

We often find that clinical governance processes can limit 

the dissemination of critical information - and therefore 

limit learning. 

This is a real issue and requires full support, therefore 

we are heartened to read the following: 

 
“Clinical governance of PSIIs needs to support ‘being 

open’. Findings should be disseminated to staff so that 

they can learn from patient safety incidents. A system of 

accountability through the chief executive to the board 

is needed to ensure changes are implemented and their 

effectiveness reviewed. Practice-based risk systems 

should be established in primary care. 

 

Organisations need programmes to continuously learn 

from patients’ experiences of ‘being open’ and audits to 

monitor the implementation and effects of practice 

changes following a patient safety incident.” 

SOURCE: Page 66 PSIRF Introduction 

 
The Framework offers a host of helpful supporting 

documents, providing much more structured guidance 

than previous Serious Incident Frameworks.  

 

We whole-heartedly welcome the systems learning 

approach which  focusses on how the incident occurred 

and how those involved are supported. 

We know clinicians are the most valuable facet of a 

healthcare provider and when care doesn’t go to plan, 

they need to know they are valued and that listening and 

learning will  take place. 

Clinicians don’t want their patients to come to harm and 

when asked they know the solutions to keep them safe. 

The new framework is a huge, encouraging step forward 

and should positively impact all those who deliver NHS 

services and may even be welcomed in a new era of  

co-operation between healthcare providers. 



Price Forbes Healthcare Risk Consulting: Board Briefing 8  

PRICE FORBES PSIRF PREPARATION SUPPORT 
 

Below are examples of how we can support your organisation in preparing for the PSIRF. The italics are a sample of the 

new requirements providers will need to consider. 

 

1. Board Development – Engagement sessions to explore and consider strategies to embed new responsibilities 

and accountability. Understand the wider requirements and their inter-connectivity including CQC’s expectations. 

Sample Framework Requirements: 

Trust boards (including board quality sub committees) will be held to ensure: 

• The patient safety incident response framework (PSIRF) is implemented from board to ward. 

• That wider strategy development and implementation is aligned with the principles and requirements of the 

PSIRF. 

Governors will be held to account as follows: Hold the board and non-executive directors to account for ensuring 

implementation of the PSIRF from board to ward. 

2. CEO Insight - Gain an understanding of the implications of specific accountabilities and support in identifying 

potential strategies for effective implementation and compliance. 

Sample Framework Requirements: 

• Responsibility for ensuring the development of a patient safety reporting, learning and improvement system. 

3. Risk, Governance & Patient Safety Teams Development – Independent and impartial advice for developing 

implementation plans, metrics and creation of engagement platform. Determine baseline data and identify key 

learning priorities for improvement cycles. 

Sample Framework Requirements: 

• Ensures that the organisation has processes that support an appropriate response to patient safety incidents 

(including contribution to cross-system/multi- agency reviews and/or investigation where required). 

• Ensures that the executive and non-executive team can access relevant information about the organisation’s 

preparation for and response to patient safety incidents, including the impact of changes following incidents 

4. Incident Investigation Priorities - Expert Incident Data Analysis – Impartial actuarial expertise and statistical analysis of 

clinical and risk management data. Outputs to identify where to best priorities for learning and improvement. 

Plans developed in conjunction with cost benefit analysis. 

Sample Framework Requirements: 

• To support local improvement, organisational leaders also must determine which categories of incident are 

priorities locally and require a PSII (Patient Safety Incident Investigation). They should do this by reviewing 

past incident data (from the last three to five years where available) to identify those incidents representing 

the most significant risks. 

• Analyse patient safety incident reporting data over the last three years alongside patient safety concerns 

highlighted through complaints, mortality review processes, coroners’ inquests, litigation claims, infection 

prevention and control-related audits, and other relevant clinical audits completed over the previous year. 

• Analyse incidents by frequency of occurrence, severity and cost. 

5. PSIRF Gap Analysis – Resources, Process & Quality – Facilitate current and future state analysis of processes, 

resources and improvement strategies. Reviews designed to stress test current resources capabilities. 

Sample Framework Requirements: 

• Refer to the national PSII standards to identify gaps in dedicated PSII personnel, seniority, PSII skills, etc to 

enable delivery of the potential PSII programme. 



 

6. PSIRF Implementation Strategy – Expert and impartial support in creating a bespoke, evidence based PSIRF Plan. 

Assist in preparation for Plan website publication, engagement and implementation 

Sample Framework Requirements: 

Using the following steps, develop a strategic plan to address the above findings: 

• Plan consultation work with commissioners and other stakeholders, including patient and staff groups, to 

review and develop a prioritisation plan for local PSIIs. 

• Develop a prioritised register of patient safety incident types by identifying and ranking them according to 

the risk they present locally (severity, likelihood, concern, cost etc) and the opportunity they present for new 

knowledge and improvement. Use the register as an active document. 

• Publish a summary PSIRP on the organisation’s website. 

7. Collaborative Learning: Cross-system Investigations – Engagement support to design positive, mutually beneficial 

sharing and learning-processes working with Commissioners/STPs/ICSs/ICPs. 

Sample Framework Requirements: 

• Supporting cross-system patient safety investigations: All commissioning systems (and/or STPs or ICSs/ICPs) 

must develop their capacity and capability, where are insufficient, for co- ordinating cross-system investigation 

and have systems to recognise incidents that extend beyond local boundaries and may require co- ordination 

at a regional level. 

• Regional Investigation teams will help co-ordinate cross-system PSIIs, primarily by working with commissioners 

(and/or STPs/ICSs/ICPs) to ensure they have the relevant systems to support these investigations at a 

local level and supporting co-ordinated and measured responses – both to take meaningful action against 

an incident’s causes and to meet the needs of those affected – to high profile or complex incidents. On 

occasion, regional teams will directly co-ordinate more complex, multi-organisation PSIIs where these cannot 

be managed at a local system level. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CONTACT 
 

 

Lorraine Roberts-Rance 
Managing Director 

LorraineRobertsRance@priceforbes.com 

Mark Riley-Pitt 
Managing Director 

MarkRileyPitt@priceforbes.com 

 
Utilising our knowledge and expertise we offer specialist services across the clinical risk continuum – from incident 
to learning. 

It takes focused effort to understand the key factors driving a type of incident. Deep consultation with those on the 
frontline is critical in clarifying risk issues as well as in designing and testing potential mitigations. 

Clinician engagement builds employee confidence in an organisation’s willingness to address concerns and 
strengthens the foundations of sustainable improvement work. Most importantly, meaningful engagement around 
risk incidents builds trust that reported workforce or patient safety events and risks will be embraced to drive 
learning processes. Reporting incidents should be a worthwhile looped process with notable, effective outcomes. 

 

Patient safety incidents often occur due to miscommunication and systems or process failures. These events are 
important opportunities for healthcare providers to support the harmed patient and family and proactively learn to 
prevent similar events. Incidents are usually a symptom of much wider issues. 

 

Our mission is to work with healthcare providers to identify these issues to reduce incidents and patient harm and 
build a just culture that promotes learning as a core value. 

mailto:LorraineRobertsRance@priceforbes.com
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