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Introduction 

When things go wrong, patients are at risk of harm and many others may be affected. For the staff 

involved, incidents can be distressing and members of the clinical teams to which they belong can 

become demoralised and disaffected. Overwhelmingly these incidents are caused by system design 

issues, not mistakes by individuals.  

This Patient Safety Incident Response Plan (PSIRP) sets out how St Clare Hospice intends to 

respond to patient safety incidents over a period of 12 to 18 months and is underpinned by our local 

incident reporting and investigation procedures available to staff via our organisations intranet 

(SharePoint). After 12 – 18 months the response plan will be reviewed as to whether our responses 

by incident feel appropriate still or in need of review. The plan is not a permanent rule that cannot 

be changed. We will remain flexible and consider the specific circumstances in which patient safety 

issues and incidents occurred and the needs of those affected. 

Below, we detail how St Clare Hospice will seek multi-organisational learning responses from patient 

safety incidents reported by staff and patients, their families, and carers as part of our work to 

continually improve the quality and safety of the care we provide. This plan will help us measurably 

improve the efficacy of our local patient safety incident investigations through: 

a) rigorous identification of interconnected causal factors and systems issues.  

b) focusing on addressing these causal factors and the use of improvement science to prevent 

or continuously and measurably reduce repeat patient safety risks and incidents. 

c) transferring the emphasis from the quantity to the quality of investigations such that it 

increases our stakeholders’ (notably patients, families, carers, and staff) confidence in the 

improvement of patient safety through learning from incidents.  

d) demonstrating the added value from the above approach. 

e) Learning from positive care also as a key element of PSIRF. 

 

PSIRF recognises the need to ensure we have support structures for staff and patients involved 

in patient safety incidents. Our Clinical Governance Working Group received and supported the 

priorities that informs our patient safety priorities for PSIRF. This plan provides the headlines and 

description of how PSIRF will be applied at St Clare Hospice.  
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Our services 

St Clare offer a range of free, palliative and end of life care services to suit the needs of all local 

people who are facing death, dying and bereavement. We also offer community-based, volunteer-

led support to help support local people in relation to living, and dying, well. 

Hospice care at St Clare is varied and aims to provide a holistic approach to a person’s overall 

wellbeing. Our support ranges from: 

• Specialist, medical care, either on our Inpatient Unit or through our Hospice at 

Home and Community Palliative Care Team 

• Therapeutic support via our Therapy Services to help people manage their illness and live 

well independently. 

• Therapeutic, emotional, and social support through our Wellbeing Hub 

• Psychological, emotional, spiritual and practical support designed to help people navigate 

their journey. 

• Bereavement support, tailored to a person’s needs – whether their loss was recent or a 

long time ago. 

• Community-based services to help support local people’s overall wellbeing. 

Quality is one of the main drivers for St Clare Hospice Strategy 2022+, which includes us being an 

open, transparent culture, thus supporting the new Patient Safety Incident Response Framework. 

St Clare Hospice also proudly own the CQC Rating of ‘Outstanding’ and with the Key Lines of 

Enquiry below, along with our Strategy Quality Driver in mind, they help to formulate our PSIRF 

aims: 

 

Key Lines of Enquiry CQC PSIRF aims 

SAFE Promoting a safe and robust reporting culture, therefore 

improving care and service delivery. 

WELL - LED Shaping a leadership team that works in partnership and 

with authenticity and inspiration, with all staff on all levels 

and grades, as well as patients and families. 

CARING Provides the evidence to demonstrate the care given by 

acting on incidents and keeping lines of communication 

open, taking patients/loved ones experience and views 
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into consideration for quality improvement, while Taking 

into account the individual impact an incident has had on 

them personally. 

REPONSIVE Evidence basing a timely response and investigation of 

incidents, as well as actions of any outcomes improving 

service design continuously. 

EFFECTIVE Measurement of key themes from incident reviews that 

may be identified to support service development and 

improvement.  

 

 

 

Patient Safety Network: Our patient safety network will feed into our overall Clinical Governance 

structure already embedded at the hospice.  

 

Defining our patient safety incident profile 

We engaged with key internal and external stakeholders to establish the patient safety issues most 

pertinent to St Clare Hospice. These stakeholders were: 

o Incident Review (weekly) - Clinical Managers Team 

o Clinical Leadership Group 

o Clinical Governance Working Group  

o Quality Improvement Team 
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o Herts and West Essex Integrated Care Board (HWE ICB) 

 

We also introduced a collaborative approach to define our patient safety profile. We engaged with 

five other local hospices to form a Hospice Patient Safety Group. Some key actions taken by the 

group include: 

➢ Links with ICB patient safety leads 

➢ Development of PSIRF hospice implementation project plan 

➢ Identification of key stakeholders 

➢ Identification of key lead roles 

➢ Identification of hospice training needs and providers  

 

We examined over a period of 3 years (between 2019 to present) patient safety data and themes, 

complaints, and service user feedback across all hospices.  

 

These results were compared and consolidated to create a hospice incident profile based on this 

analysis.  

 

Defining our patient safety improvement profile 
 

Identification of patient safety improvement profile 

New Pressure Ulcers Our data analysis identified key patient safety activity: (Note reports of 

incidents was significantly lower in previous years, however due to service improvement and the 

introduction of our quality management system, these are much more robust from 2022 to date, 

enabling continuous improvement). 

Pressure Ulcers 

YEAR MASD Grade 2 Grade 3 DTI Unstageable 
2019-2020 0 0 2 0 0 
2020-2021 0 2 0 0 2 
2021-2022 1 2 1 16 3 

Total 1 4 3 16 5 

 

Medication 

YEAR None/Near 
Miss 

Minimal 
Harm 

Moderate 
Harm 

Severe 
Harm 

Death 

2019-2020 10 0 0 0 0 
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2020 -2021 3 1 1 0 0 
2021-2022 7 9 3 0 0 
Total 20 10 4 0 0 

 

 

 

Falls 

YEAR No Harm Low Harm Moderate 
Harm 

Severe 
Harm 

Death 

2019-2020 15 0 0 0 0 
2020-2021 7 0 3 2 0 
2021-2022 38 0 0 0 0 
Total 60 0 3 2 0 

 

 

Other incident themes identified: 
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Serious Incident Reports 

Key learning themes: 

• Education needs (Pressure Ulcers, Advance Care Planning) 

• Lack of consistency in Waterlow Assessment completion  

• Support provision from Tissue Viability link 

• Unclear documentation on SystmOne  

• Communication regarding falls risk with family members 

• Timeliness of referrals 

• Medication chart documentation – clarity and consistency 

• Appropriate storage of medication – to minimise risk 

• Lack of procedure/formal guidance  

• Lack of clarity on service provision  
 

 

 

 

 

 

 

 2019/20 2020/21 2021/22 2022/23 

Never Events 0 0 0 0 

Serious Incidents Report 3 3 2 4 

 
Category of SI 

Pressure Ulcer x2 
Patient Fall 

Patients fall x 2 
Medication – administration 

 

Pressure Ulcer x 2 Safeguarding x 2 
ACP/DNACPR x 1 

Fall x 1 

Coroner-initiated investigations 0 0 0 0 

0 1 2 3 4 5

Patient Fall

Pressure Ulcer

Medication

Safeguarding

Advance Care Planning

Serious Incident Category Review

19/20 20/21 21/22 22/23
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Patient Safety Related Complaints  

Key themes of concerns raised: 

• Suitability of discharge from service 

• Support in the community 

• Approach during COVID-19 pandemic 

• Inpatient Unit care provision (including falls management) 

• Responsiveness to community calls  

• Communication with family members (medication/ 
deterioration) 
 

 

 

 

 

 

 

 

 2019/20 2020/21 2021/22 2022/23 

Patient Safety related complaints 4 5 3 3 
 

Improvement and transformation work 

 

St Clare Hospice has identified the following key patient safety leads: 

PSIRF Executive Lead – Jeff Philips - Board of Trustees 

PSIRF Engagement Lead – Clinical Management Team, and Director of Care and Quality 

PSIRF Learning Response Lead – Clinical Manager allocated to investigate, Quality Improvement and Governance Lead 

 

The Quality Improvement and Governance Lead will also receive training to enable them to cover these roles and provide support to investigating 

managers. 

0 1 2 3 4 5

Medication Prescription (Community)

Care Plan/Provision (IPU)

Communication(Community)

Care/Support (Community)

Pandemic approach

IPU Discharge

Councelling Service Discharge

Communication (IPU)

Patient Safety Complaints

19/20 20/21 21/22 22/23
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They will receive training in accordance with national requirements. All core clinical staff will have 
received training by September 2023, with all other relevant staff trained by Spring 2024 such as 
patient facing on-site volunteers. Having added this link to our training compliance software Blue 
Stream Academy we can pulled compliance matrix and Clinical Managers and Team Leaders 
can monitor their own team’s compliance. 
 

The Clinical Management Team, which includes key patient safety leads and attendees from the 

hospice multi-disciplinary team, will meet weekly to review the incidents that have had a completed 

patient safety review and will make a decision as to whether the incident is closed, or further action 

is required.  

Any incidents that meet the criteria for a patient safety incident investigation (PSII) will be managed 

by the allocated Clinical Manager. Any incident that has been categorised as moderate harm or 

above or a cluster of events, will have a System Engineering Initiative for Patient Safety (SEIPS) 

completed to support a PSII. Should a further review be required, this will be completed by the 

HWE ICB. 

Restorative Learning 

All reports of PSII will be focused on the subjective impact the incident has had on the people 

involved, this will include the patient, their families and those important to them. Gathering 

information will include a focus on the persons experience and responses will be mindful of the 

Ten Essentials of Dignity to reduce compounded harm to the people involved. It will be paramount 

that the investigation is clear that its aim is to identify what has happened and working in 

partnership with compassionate engagement with the people involved.   

Current improvement work that St Clare is focusing on include: 

• Falls – Falls leaflet introduced to the IPU, information to patients and relatives on falls 

prevention has had a positive impact on falls for the last two quarters.  

 

• Pressure Ulcers Identification of pressure ulcers as ‘on admission’, ‘hospice acquired’, or 

‘deteriorated during admission’ has been added to Vantage, our Quality and Risk Incident 

software to streamline and break these down for data capture to support improvement work 

that is ongoing around Tissue Viability. 

 

• Safeguarding – Review of Mental Capacity Act documentation and internal Auditing in 

process in line with the current MCA National Framework. Action plans and safeguarding 

inhouse training is also in progress. 

The Ten Essential Elements of Dignity 

1) Acceptance of Identity 

2) Recognition 

3) Acknowledgement 

4) Inclusion 

5) Safety 

6) Fairness 

7) Independence 

8) Understanding 
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9) Benefit of the doubt 

10) Accountability 

Our patient safety incident response plan: national requirements 
 

Patient safety incident type Required response  Anticipated improvement route 

Incidents meeting the Never 

Events criteria 

PSII – as soon as 

possible after the patient 

safety incident identified.  

Led by PSIRF Investigating 

Clinical Manager. 

Completed within 1-3 months 

from their start date.  

Reviewed by Clinical 

Management Team and Clinical 

Governance Working Group. 

E.g. death thought more 

likely than not due to 

problems in care (incident 

meeting the learning from 

deaths criteria for patient 

safety incident investigations 

(PSIIs)) 

PSII– as soon as 

possible after the patient 

safety incident identified 

Led by PSIRF Investigating 

Clinical Manager. 

Completed within 1-3 months 

from their start date.  

Reviewed by Clinical 

Management Team and Clinical 
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Our patient safety incident response plan: local focus 
 

Patient safety incident 
type or issue  

Planned response  Anticipated improvement route 

Incident resulting in 

moderate or above harm  

Swarm Huddle (in form of 

current handover) and SEIPS 

– as soon as possible after 

the patient safety incident 

identified 

Led by PSIRF allocated Clinical 

Manager.  

Completed within 1 month from start 

date.  

Reviewed by Clinical Management  

Team. 

New / Deteriorating 

Pressure Ulcer grade 3 or 

above, DTI or multiple 

grade 2  

After Action Review (AAR) – 

as soon as possible after 

incident identified  

Led by IPU Manager or Sister in 

Charge. 

Completed within 5 days from start 

date. 

Notification to Care Quality 

Commission (CQC) for grade 3 or 

above that develops whilst at the 

Hospice 

(https://www.cqc.org.uk/guidance-

providers/regulations-

enforcement/regulation-18-

notification-other-incidents)  

 

Reviewed by the Clinical Leadership 

Team. 

Medication level 1-3  After Action Review (AAR) – 

as soon as possible after 

incident identified 

Led by Manager of IPU or assigned 

Medical Lead. 

Completed within 5 days from start 

date. 

Reviewed by Clinical Leadership 

Team. 

Summary reviewed by IPU 

Operational Meeting/Medicines 

Management Meeting.  

All Controlled Drug incidents 

reported externally by CDAO.  

Falls no and low harm  After Action Review (AAR) – 

as soon as possible after 

incident identified 

Led by IPU Manager or Sister in 

Charge. 

Completed within 5 days from start 

date. 

Reviewed by Clinical Leadership 

Team. 

https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-18-notification-other-incidents
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-18-notification-other-incidents
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-18-notification-other-incidents
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-18-notification-other-incidents
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Increase or multiple theme 

for pressure ulcer, 

medication or falls  

Swarm Huddle and MDT 

review – as soon as possible 

after the patient safety 

incident identified  

Led by PSIRF Manager of IPU.  

Completed within 1 month from start 

date.  

Reviewed by Clinical Leadership 

Team. Report to CQC if required. 

Delayed or failed discharge 

into community  

After Action Review (AAR) – 

as soon as possible after 

incident identified 

Led by IPU Manager or Medical 

Lead.  

Completed within 5 days from start 

date. 

Reviewed by Clinical Leadership 

Team. 

Information Governance – 

increase in incident 

numbers or theme 

identified.  

 

Significant data breach. 

MDT review for trends/theme. 

 

 

After Action Review (AAR) – 

as soon as possible after 

incident identified. May result 

in PSII.  

Reviewed within Clinical 

Leadership/Management meeting as 

an MDT group.  

 

Led by Clinical Team Manager of 

associate department.  

Completed within 5 days from start 

date. 

Report to ICO/ ICB where applicable 
where threshold met. 

Safeguarding Event with 

potential to cause moderate 

level of harm or above 

After Action Review (AAR) – 

as soon as possible after 

incident identified. May result 

in PSII. 

Led by Clinical Team Manager of 

associate department.  

Completed within 5 days from start 

date. 

Reviewed by Clinical Leadership 

Team. 

 

Note: All incidents will continue to be reported to relevant regulators and the CQC. 

To maintain commissioner assurance around governance and learning, SCH will extend an 

invite to the ICB Quality Lead to attend internal meetings at SCH for a collaborative 

approach in reviewing reports and findings. SCH would maintain all internal oversight. 

 

 


