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Patient Safety Incident Response Plan                        Issue date – June 2026 

National Priorities 
 
Incident Type PSIRF Response Responsible Person 

 
Anticipated 
Improvement 

Committee with 
Responsibility for 
monitoring Learning 

Incidents meeting the 
Never Events criteria 

PSII SME – to be allocated by 
Quality Governance 
Team 
 

Develop local 
organisational safety 
actions  

Clinical governance 
committee 

Patient death thought 
more likely than not due 
to problems in care 
(incident meeting the 
learning from deaths 
criteria for PSII) 
 

PSII SME – to be allocated by 
Quality Governance 
Team 

Develop local 
organisational safety 
actions  

Clinical governance 
committee 

Death of a person who 
has a learning disability 

Refer for Learning 
Disability Mortality 
Review (LeDeR) Liaise 
with ICB (LeDeR Local 
Area Co-ordinator) as 
locally led PSII may be 
required 

SME – to be allocated by 
Quality Governance 
Team 

Respond to 
recommendations from 
external referred 
agency/organisation as 
required and feed 
actions into the most 
appropriate 
improvement 
workstream/consider 

Safeguarding 
Committee. 
Escalations to Clinical 
Governance Steering 
Group. 



   

2 
 

development of a new 
workstream. 

Child death Refer for Child Death 
Overview Panel (CDOP) 
review Liaise with CDOP 
as locally led PSII may 
be required 

SME – to be allocated by 
Quality Governance 
Team 

Respond to 
recommendations from 
external referred 
agency/organisation as 
required and feed 
actions the most 
appropriate 
improvement 
workstream/consider 
development of a new 
workstream. 
 

Safeguarding 
Committee. 
Escalations to Clinical 
Governance Steering 
Group. 

A safeguarding incident 
in which:  
 
• Babies, children, or 

young people are on 
a child protection 
plan; looked after 
plan or a victim of 
wilful neglect or 
domestic 
abuse/violence 

 
• Adults (over 18 years 

old) are in receipt of 
care and support 

Refer to local authority 
safeguarding lead 
Healthcare 
organisations must 
contribute towards 
domestic independent 
inquiries, joint targeted 
area inspections, child 
safeguarding practice 
reviews, domestic 
homicide reviews and 
any other safeguarding 
reviews (and inquiries) 
as required to do so by 
the local safeguarding 
partnership (for children) 

SME – to be allocated by 
Quality Governance 
Team 

Respond to 
recommendations from 
external referred 
agency/organisation as 
required and feed 
actions into the most 
appropriate 
improvement 
workstream/consider 
development of a new 
workstream. 

Safeguarding 
Committee. 
Escalations to Clinical 
Governance Steering 
Group. 
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needs from their 
local authority  

 
• The incident relates 

to FGM, Prevent 
(radicalisation to 
terrorism), modern 
slavery and human 
trafficking or 
domestic 
abuse/violence 

and local safeguarding 
adults boards 

 

Local Priorities 
 
Incident Type PSIRF Response Responsible Person 

 
Anticipated 
Improvement 

Committee with 
Responsibility for 
monitoring Learning 

Ophthalmology patient 
cancellation on the day 
of surgery which is 
identified as avoidable.  
 

AAR 
 
Thematic Review 

SME/Quality – to be 
allocated by Quality 
Governance Team 

Local organisational 
safety actions including 
people, process and 
policy changes. 

Clinical Governance 
Steering Group. 

Gastroenterology patient 
cancellation on the day 
of procedure which is 
identified as avoidable.  
 

AAR 
 
Thematic Review 

SME/Quality – to be 
allocated by Quality 
Governance Team 

Local organisational 
safety actions including 
people, process and 
policy changes. 

Clinical Governance 
Steering Group. 
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Missed histology/missed 
cancer: 
Gastroenterology  

Thematic review 
 
PSII 

SME/Quality – to be 
allocated by Quality 
Governance Team 
 
 

Local organisational 
safety actions including 
people, process and 
policy changes. 

Endoscopy user group. 
Escalations to Clinical 
Governance Steering 
Group. 

Lost to Follow up – not 
followed up in a timely 
manner: Glaucoma 

AAR 
 
Thematic Review 
 

HM/SME – to be 
allocated by Quality 
Governance Team 

Local organisational 
safety actions including 
people, process and 
policy changes. 

Clinical Governance 
Steering Group 

Lost to Follow up: 
Gastroenterology  

AAR 
 
Thematic Review 

HM/SME – to be 
allocated by Quality 
Governance Team 

Local organisational 
safety actions including 
people, process and 
policy changes. 
 
 

Endoscopy user group. 
Escalations to Clinical 
Governance Steering 
Group. 

Delayed urgent referrals: 
Secondary Care 

Thematic Review 
 
PSII 
 

HM/SME – to be 
allocated by Quality 
Governance Team 

Local organisational 
safety actions including 
people, process and 
policy changes. 
 
 

Clinical Governance 
Steering Group 

Delayed routine 
referrals: secondary care 

Thematic Review 
 

HM/SME – to be 
allocated by Quality 
Governance Team 

Local organisational 
safety actions including 
people, process and 
policy changes. 
 

Clinical Governance 
Steering Group 

Missed histology/missed 
cancer: 2WW 
Dermatology 
 

Thematic review 
 
PSII 
 

SME/Quality – to be 
allocated by Quality 
Governance Team 
 

Local organisational 
safety actions including 
people, process and 
policy changes. 

Clinical Governance 
Steering Group 
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Delayed recognition of a 
deteriorating patient 

SWARM Huddle 
 
AAR 

Lead Nurse, Deputy HM, 
HM 
 
HM/SME – to be 
allocated by Quality 
Governance Team 
 

Local organisational 
safety actions including 
people, process and 
policy changes. 

Clinical Governance 
Steering Group 

Surgical Site Infection 
(all service lines) 
 

AAR 
 
Thematic Review 
 
 

HM/SME – to be 
allocated by Quality 
Governance Team 

Local organisational 
safety actions including 
people, process and 
policy changes. 
 

IPC Committee. 
Escalations to Clinical 
Governance Steering 
Group 
 
 

Hospital Acquired 
Infection (all service 
lines) 
 

AAR 
 
Thematic Review 
 

HM/SME – to be 
allocated by Quality 
Governance Team 

Local organisational 
safety actions including 
people, process and 
policy changes. 
 

IPC Committee. 
Escalations to Clinical 
Governance Steering 
Group 
 

Medicines Management: 
administration error 

SWARM Huddle 
 
AAR 
 
Thematic Review 
 

HM/SME – to be 
allocated by Quality 
Governance Team 

Local organisational 
safety actions including 
people, process and 
policy changes. 
 

Medicine Management 
Committee. 
Escalations to Clinical 
Governance Steering 
Group 
 

Medicines Management: 
dispensing error 

SWARM Huddle 
 
AAR 
 

HM/SME – to be 
allocated by Quality 
Governance Team 

Local organisational 
safety actions including 
people, process and 
policy changes. 

Medicine Management 
Committee. 
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Thematic Review 
 

 Escalations to Clinical 
Governance Steering 
Group 
 

Safeguarding event 
meeting the threshold 
for a LA safeguarding 
referral 
 

SWARM Huddle 
 
AAR 

HM/SME – to be 
allocated by Quality 
Governance Team 

Local organisational 
safety actions including 
people, process and 
policy changes. 
 

Safeguarding Committee 
Escalations to Clinical 
Governance Steering 
Group 
 

Patient or visitor slip, trip 
or fall 
 

SWARM Huddle 
 
AAR 

HM/SME – to be 
allocated by Quality 
Governance Team 

Local organisational 
safety actions including 
people, process and 
policy changes. 
 

Regional CGSG with 
escalations to Clinical 
Governance Steering 
Group 

 


