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Responding to patient safety incidents 
 
More than a million people are treated safely in the NHS every day.  
Occasionally, things can go wrong, or an unexpected event occurs. 
These are known as patient safety incidents. 
 
A patient safety incident is any unintended or unexpected incident which  
could have or did lead to harm for one or more patients receiving 
healthcare. These can range from incidents which cause no harm, such 
as a missed dose of a medicine, to rarer incidents which can have a 
devastating impact on someone's life, such as a problem with diagnosing 
a condition or disease leading to irreversible progression of that condition 
or disease. 
 
Patient safety incidents can also include 'near misses' where an issue 
was spotted prior to an incident occurring. A near miss could be an error 
on a prescription chart which is spotted by a pharmacist prior to 
dispensing the medication for example. 
 
In almost all cases, incidents occur because of problems in the system  
people work in, and not because individuals meant to cause any harm. In 
the NHS it is important that we learn from patient safety incidents, so that 
we can try and prevent them from happening again. 
 
Lancashire Teaching Hospitals NHS Foundation Trust will use the 
‘Patient Safety Incident Response Framework’ (PSIRF) which is the way 
that patient safety incidents are responded to and how patient safety 
investigations are undertaken in NHS funded care. 
 
The PSIRF required our organisation to develop a ‘Patient Safety 

Incident Response Plan’ (PSIRP) in agreement with the Lancashire and 

South Cumbria Integrated Care Group. 

www.lancsteachinghospitals.nhs.uk/psirf 

 
 

http://www.lancsteachinghospitals.nhs.uk/psirf


 

Page 3 of 8 

 

The PSIRP supports the trust to identify our most significant patient safety 
risks and focus on these risks to ensure they are fully investigated 
according to patient safety investigation standards. Our PSIRP also 
describes how we plan to respond to incidents that fall outside the patient 
safety incident investigation priority areas by using a range of other 
techniques to generate insight and learning where required. 
 
Reviews and patient safety incident investigations completed under the 
PSIRF are undertaken to identify underlying system causes and the 
actions that need to be taken to prevent the issues from recurring. They 
do not seek to apportion fault or blame. 

 
How will I know if a patient safety incident has occurred? 
 
The Trust will always be open and honest about incidents that have 
occurred. In the NHS, this is known as ‘Duty of Candour’. If it is believed 
that something has gone wrong during your care, that has caused you 
moderate or more severe harm, you will be told about this immediately. 
You will also receive an apology and the circumstances of the incident 
will be explained to you. 

 
What if I think something has gone wrong or a patient 
safety incident has occurred? 
 
Please tell the team caring for you immediately, so they can investigate 
what happened and provide any immediate treatment that may be 
required. A family, friend or carer can do this on your behalf if necessary. 
Once the care team provide the right treatment the incident will be 
reported and reviewed according to the PSIRP to enable the organisation 
to learn from it. 
 

What happens if I have been harmed? 
 
Caring for you will be our priority and staff will take immediate action to  
ensure appropriate treatment is given and to prevent further harm. We  
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will also identify and ensure other support needs are met. 
The incident that has occurred will be recorded in our incident 
management system and be reviewed against the PSIRP and responded 
to accordingly. You will always be given the facts about the incident that 
occurred, an apology, and the findings from any review that is 
undertaken. This information will be provided by a senior member of staff 
from the division in which the incident occurred. 

 
What if I am not happy with the information I receive and/or 
the response that is taken? 
 
Please raise any concerns with a member of the team caring for you, our 
aim is to address any problems or concerns you may have. Our 
organisation's PSIRP web page also provides information on how you 
can access further help and support.  

 
What happens if someone has died? 
 
The death of someone, even if expected, can be a very distressing and 

difficult time for family and loved ones. Dedicated support and 

information about how we review and investigate the care provided to 

those who have died, including information about a Coroner's inquest, is 

available via our information guide for bereaved families and through 

our bereavement service. Further information on how to access further 

help and support is available via the following link: 

www.lancsteachinghospitals.nhs.uk/bereavement 

 

 
What can I expect if I am involved in a patient safety 
incident investigation? 
 
As soon as a decision is made to start a patient safety incident 
investigation related to an incident that affects you, a member of the team 

http://www.lancsteachinghospitals.nhs.uk/bereavement
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caring for you will be in touch to let you know. The person that contacts 
you will be your dedicated point of contact. They will try and find a time 
and place to talk to you about how you want to be involved during the 
process. You can of course ask a friend or family member to join for 
support or to speak on your behalf if you do not feel able to do so. We will 
also do all we can to support you. 
 
Your dedicated contact will provide their details and they, or a 

designated deputy (who you will be introduced to), will be available 

Monday to Friday from 9.00am to 5.00pm. 

 
We are committed to supporting and involving patients and families to the 
extent they wish, and in accordance with patient safety investigation 
standards: 

• policy, planning and oversight 

• competence and capacity 

• engagement and involvement of those affected by patient safety 
incidents 

• proportionate responses 
 
If you are involved in a patient safety incident investigation you will 
receive a copy of these standards and your dedicated contact will be able 
to discuss them with you if that is something you would find helpful. 
 
During the investigation we will ask you to help in several ways. 

 
This includes: 

• Telling us about any issues or concerns you have about the care 
and treatment provided 

• Sharing questions, you would like answered 

• Describing your experience and giving your account of what 
happened to help us establish the facts about the incident and how 
it happened 

• Reviewing the draft investigation report 

• Helping to inform recommendations and action for improvement 
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• Keeping us up to date with how you are feeling and whether there 
is more we can do to support you 

• Providing feedback about your experience of the patient safety 
incident investigation 

We will work with you to understand how we can support your 
involvement in each of these areas if you are happy to be involved in this 
way. You may feel you need support from an independent advocacy 
service, and this will also be discussed with you. 
 
A patient safety incident investigation takes time to complete well. We 
endeavour to complete all investigations within 1 to 3 months. We will 
share proposed timeframes with you and keep you updated throughout 
the investigation process. We can agree in advance how often you would 
like to be contacted and how. 
 
Once the investigation is complete, we will send you the draft report and 
arrange a meeting to discuss this with you. 
 
All reports will be anonymised unless you specifically ask us to include 
your name, or the name of your friend or family member if the 
investigation relates to an incident that involved them. You can help us to 
decide how to refer to you, or your friend or family member, or if you would 
prefer the report to be written anonymously. 

 
To support the purpose of learning and improvement and avoid any 
inappropriate blame, staff will remain anonymous in the final patient 
safety incident investigation report. 
 
Once the report is finished it will be signed off by the Trust’s Board. Some 
actions to reduce future risk may need to begin immediately, however, 
where the findings from other investigations will help our organisation to 
understand and tackle similar risks, we will wait until all findings can be 
considered before developing and implementing an improvement plan. 
This will be shared and discussed with you. 
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We will continue to monitor improvement plans to determine whether the 
changes we are making are actively reducing risk and improving patient 
safety. This will be overseen by the PSIRF Review and Oversight Group 
We will continue to keep you updated with the progress being made as 
long as you wish. 
At the end of the investigation process, we would appreciate your 
feedback so we can improve the way we support and involve patients and 
families. Your dedicated contact will provide a feedback questionnaire in 
a format which is most suitable for you. All family members are welcome 
to give feedback, more than one questionnaire can be completed if 
needed. Information will be collected anonymously. 

 

Contact details 

If you have any queries or concerns about the content of 
this leaflet, please email PSIRF@lthtr.nhs.uk 

  
You can also share any concerns you have about our services with the  
Care Quality Commission (CQC) on 03000 61 61 61 or at 
enquiries@cqc.org.uk  

 

Sources of further information 

www.lancsteachinghospitals.nhs.uk   
www.nhs.uk   
www.accessable.co.uk   
www.patient.co.uk  
www.lancsteachinghospitals.nhs.uk/psirf   
 

Follow us on social media @lancshospitals 
 

Lancashire Teaching Hospitals NHS Foundation Trust is not 
responsible for the content of external internet sites. 
 

mailto:PSIRF@lthtr.nhs.uk
mailto:enquiries@cqc.org.uk
http://www.lancsteachinghospitals.nhs.uk/
http://www.nhs.uk/
http://www.accessable.co.uk/
http://www.patient.co.uk/
http://www.lancsteachinghospitals.nhs.uk/psirf
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All our patient information leaflets are available on our website for 
patients to access and download: 

www.lancsteachinghospitals.nhs.uk/patient-information-leaflets  
 

Lancashire Teaching Hospitals is a smoke-free site. Smoking is not 
permitted anywhere on any of our premises, either inside or outside the 
buildings. Our staff will ask you about your smoking status when you 
come to hospital and will offer you support and advice about stopping 
smoking this will include Nicotine Replacement Therapy to help manage 
your symptoms of withdrawal and the opportunity to speak to a nurse or 
advisor from the specialist Tobacco and Alcohol Care Team. 
  
If you want to stop smoking, you can also contact the Quit Squad 
Freephone 0800 328 6297. 
 

Please ask a member of staff if you would like help in 
understanding this information. 
This information can be made available in large print, 
audio, Braille and in other languages. 
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