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[bookmark: _Toc205474283]Purpose
[bookmark: _Toc47518812]This policy supports the requirements of the Patient Safety Incident Response Framework (PSIRF) and sets out ADHD North West approach to developing and maintaining effective systems and processes for responding to patient safety incidents and issues for the purpose of learning and improving patient safety.
The PSIRF advocates a co-ordinated and data-driven response to patient safety incidents. It embeds patient safety incident response within a wider system of improvement and prompts a significant cultural shift towards systematic patient safety management. 
This policy supports development and maintenance of an effective patient safety incident response system that integrates the four key aims of the PSIRF:
· compassionate engagement and involvement of those affected by patient safety incidents 
· application of a range of system-based approaches to learning from patient safety incidents 
· considered and proportionate responses to patient safety incidents and safety issues 
· supportive oversight focused on strengthening response system functioning and improvement.


[bookmark: _Toc205474284]Scope
[bookmark: _Toc63428901][bookmark: _Toc63435118][bookmark: _Toc63435251][bookmark: _Toc63780421][bookmark: _Toc63780474]This policy is specific to patient safety incident responses conducted solely for the purpose of learning and improvement across ADHD North West.
Responses under this policy follow a systems-based approach. This recognises that patient safety is an emergent property of the healthcare system: that is, safety is provided by interactions between components and not from a single component. Responses do not take a ‘person-focused’ approach where the actions or inactions of people, or ‘human error’, are stated as the cause of an incident.  
There is no remit to apportion blame or determine liability, preventability or cause of death in a response conducted for the purpose of learning and improvement. Other processes, such as complaints, human resources investigations into employment concerns, professional standards investigations, and criminal investigations, exist for that purpose. The principle aims of each of these responses differ from those of a patient safety response and are outside the scope of this policy. 
Information from a patient safety response process can be shared with those leading other types of responses, but other processes should not influence the remit of a patient safety incident response.




[bookmark: _Toc205474285]Our patient safety culture
[bookmark: _Toc205474286]Promoting a Climate That Fosters a Just and Safe Culture
ADHD North West is committed to fostering a positive safety culture where learning and accountability coexist to enhance patient care.
 Key initiatives include:
· Leadership Commitment: Senior leaders actively promote safety as a priority through regular safety walkarounds, board-level safety discussions, and by modelling behaviour aligned with just culture principles.
· Staff Engagement: Staff across all levels are involved in patient safety discussions, and improvement projects.
· Safety Culture Assessments: We conduct periodic safety culture surveys  to understand the current climate and identify areas for improvement.
Planned/ongoing work includes:
· Embedding PSIRF principles through training and awareness programmes.
· Enhancing psychological safety by equipping leaders with the skills to manage incidents supportively.
· Improving learning systems so that safety insights are translated into actionable improvements.

[bookmark: _Toc205474287]Supporting Open and Transparent Reporting
We actively promote open reporting of patient safety incidents by:
· Maintaining non-punitive reporting systems where staff can raise concerns without fear of blame.
· Streamlining incident reporting tools to make it easier and faster to report.
· Anonymous and confidential reporting channels are available for sensitive cases.
· Feedback Loops: Reporters are provided with updates on what was learned or changed as a result of their report, reinforcing the value of their input.
To further encourage transparency:
· We are developing local learning reviews that are shared widely across departments.
· We involve families in investigations, offering opportunities to share their experiences and contribute to learning.


[bookmark: _Toc205474288]Developing and Embedding a Just Culture
A just culture balances learning and accountability. Our efforts to develop this include:
· Just Culture Training: We are rolling out just culture awareness sessions for all staff, with focused training for line managers.
· Decision- Managers to make fair and consistent decisions following incidents.
· Restorative Approaches: In some cases, we facilitate restorative conversations to rebuild trust and understanding between individuals and teams after incidents.
Future developments:
· Introduction of peer support programmes for staff involved in incidents.
· Integration of just culture principles into HR policies and performance management frameworks.


[bookmark: _Toc205474289]Patient safety partners
Engaging Family Support Workers and Patient Safety Partners in the Development and Maintenance of Our PSIRF Policy and Plan.
ADHD Family Support Workers (FSWs) and other Patient Safety Partners (PSPs) are essential to the development and ongoing improvement of our Patient Safety Incident Response Framework (PSIRF) policy and plan. Their lived experience, frontline insights, and trusted relationships with families help ensure that our approach to learning from incidents is compassionate, inclusive, and grounded in the realities of community-based care.
[bookmark: _Toc205474290]1. Oversight Committees and Governance
Family Support Workers actively contribute to our governance structures. Their involvement ensures:
· The patient, family, and carer perspective is central to decision-making around safety priorities and incident response approaches.
· Real-world feedback from community settings informs the design and refinement of our PSIRF policy and response plan.
· A broader understanding of how safety issues affect not just individual patients, but family systems as a whole.
We will continue to build the capability and confidence of FSWs and other PSPs through ongoing training, briefings, and peer support networks so they can meaningfully influence patient safety strategy.
[bookmark: _Toc205474291]2. Design and Development of Incident Response Processes
FSWs have played a key role in co-producing our incident response processes, particularly in:
· Designing family-centred engagement methods following incidents, with an emphasis on trauma-informed, culturally sensitive communication.
· Creating flexible involvement options that consider the needs of families who may be experiencing crisis, housing instability, language barriers, or complex care dynamics.
· Ensuring that response processes reflect the continuity of care common in community services, where trust and long-term relationships are central.
FSWs also helped develop and review patient- and family-facing information materials to ensure they are understandable, respectful, and clear about what to expect.
[bookmark: _Toc205474292]3. Ongoing Involvement and Continuous Improvement
To ensure PSP and FSW involvement remains active and embedded, we have established mechanisms for continuous input and review, including:
· Involvement in after-action reviews  to provide a family-focused lens on incidents.
· Participation in reviews, helping to identify patterns and system issues that may impact vulnerable families.
· Regular evaluation of our PSIRF policy and plan with FSW’s to reflect on lessons learned and adjust our approach where needed.
In addition, FSW’s are contributing to the development and delivery of staff training on patient and family involvement in incident response, supporting a culture of openness, trust, and co-learning.


[bookmark: _Toc205474293]Addressing health inequalities
[bookmark: _Toc205474294]Response: How Patient Safety Incident Response Processes Support Health Equality and Reduce Inequality
As an ADHD Family Support Worker, we play an integral role in identifying, responding to, and learning from patient safety incidents. Our approach is designed to be inclusive, person-centred, and sensitive to the diverse backgrounds and needs of the families we support. Here is how our processes actively promote health equality and reduce inequality:

[bookmark: _Toc205474295]1. Inclusive and Equitable Reporting
We ensure that all incidents are reported without bias, regardless of the individual's background, ethnicity, disability, language, or social status. We encourage families and service users to share concerns in a safe and supportive environment, and we use interpreters or accessible formats when needed to remove communication barriers.

[bookmark: _Toc205474296]2. Culturally Sensitive Investigations
When an incident occurs, we consider the cultural, social, and economic context of the individuals involved. We avoid assumptions and make sure that families from marginalised or underrepresented groups feel heard, respected, and included throughout the process. This reduces the risk of systemic bias or discrimination in how incidents are handled and lessons are learned.

[bookmark: _Toc205474297]3. Identifying Inequalities Through Trends
We use incident data to analyse trends that may highlight health inequalities—for example, whether certain groups are more likely to experience specific types of harm or barriers to care. This insight helps us tailor support services and improve access for underserved communities.

[bookmark: _Toc205474298]4. Learning and Improvement Focus
Our response to safety incidents isn't just about accountability—it’s about continuous learning. We use outcomes from incident investigations to improve policies and practice. Where we identify disparities, we advocate for changes that reduce inequality—such as improving referral pathways, making information more accessible, or increasing cultural competence training.

[bookmark: _Toc205474299]5. Co-production and Family Involvement
We involve families and service users in the learning process, ensuring their voices are included in how we shape services. This empowers those who may traditionally be excluded from decision-making and supports more equitable service delivery.

[bookmark: _Toc205474300]6. Trauma-Informed and Non-Punitive Approach
We respond to incidents in a way that recognises the potential trauma involved, especially for those who may already face inequality. Our aim is to foster trust and psychological safety so families feel confident in engaging with support services.

[bookmark: _Toc205474301]Conclusion
By embedding equity, cultural sensitivity, and a non-discriminatory approach into our patient safety incident response, ADHD North West actively support health equality and strive to reduce inequalities in access, experience, and outcomes for the families we serve.
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[bookmark: _Toc205474302]Engaging and involving patients, families and staff following a patient safety incident
The PSIRF recognises that learning and improvement following a patient safety incident can only be achieved if supportive systems and processes are in place. It supports the development of an effective patient safety incident response system that prioritises compassionate engagement and involvement of those affected by patient safety incidents (including patients, families and staff). This involves working with those affected by patient safety incidents to understand and answer any questions they have in relation to the incident and signpost them to support as required.

[bookmark: _Toc97734154][bookmark: _Toc205474303]Patient safety incident response planning
[bookmark: _Toc205474304][bookmark: _Toc63780480]Resources and training to support patient safety incident response
1. Role and Importance of Family Support
· Families and carers affected by patient safety incidents often experience distress, confusion, and a need for clear communication and reassurance.
· Providing timely, compassionate, and transparent support to families is a critical part of the incident response and helps maintain trust and openness.
· Family support workers act as a liaison between the clinical team, incident response team, and the family to:
· Provide emotional support and information.
· Facilitate involvement in investigations if appropriate.
· Ensure families are kept informed about investigation progress and outcomes.
· Support the disclosure process and help manage expectations.
2. Resourcing Family Support Work
· Dedicated family support workers should be part of or closely linked to the patient safety incident response team.
· Staffing levels depend on the volume and complexity of incidents but should be sufficient to provide personalised support without delay.
3. Training and Competencies for Family Support Staff
· Communication Skills: Empathy, active listening, managing difficult conversations, cultural sensitivity.
· Knowledge of Patient Safety Processes: Understanding the investigation stages, what can and cannot be shared, and legal/ethical considerations.
· Emotional Support and Advocacy: Skills in providing psychological first aid and advocating for families’ rights and concerns.
· Training on Open Disclosure: Principles and best practices to support transparent and honest communication.
· Management: Understanding their role limits and when to refer families for specialist support (e.g., counselling or legal advice).

[bookmark: _Toc205474305]Capacity for Family Support in Your Organisation
· All family support workers have completed training in disclosure and communication skills.

[bookmark: _Toc205474306]Planned or Ongoing Improvements
· Establishing a feedback mechanism where families can provide input on their experience of support during incident investigations, to inform service improvements.
· Integrating family support workers more closely into multidisciplinary incident review meetings to ensure family perspectives influence learning.

[bookmark: _Toc106014103]


[bookmark: _Toc205474307]Patient Safety Incident Response Plan (PSIRP)
[bookmark: _Toc205474308]Our plan sets out how ADHD North West intends to respond to patient safety incidents over a period of 12 to 18 months. The plan is not a permanent set of rules that cannot be changed. We will remain flexible and consider the specific circumstances in which each patient safety incident occurred and the needs of those affected, as well as the plan




This policy is supported by our Patient Safety Incident Response Plan (PSIRP), which outlines how we respond to and learn from safety incidents across all services, including those provided by Family Support Workers. The plan ensures a proportionate, compassionate, and learning-focused approach to incidents that may arise during our work with children, families, and vulnerable individuals.
Access the PSIRP here: [Guide to responding proportionately to patient safety incidents
Development of the Plan
The ADHD North West PSIRP was developed in alignment with the NHS Patient Safety Incident Response Framework (PSIRF) and through a collaborative, data-informed process:
1. Stakeholder Engagement
We involved Family Support Workers, service managers, safeguarding leads, community partners, and families in the development process through workshops and interviews. Their input shaped the response priorities and tone of the plan.
2. Review of Incident Records and Safety Data
We analysed records of past incidents involving family support interventions (e.g. missed visits, communication errors, safeguarding escalations), as well as safeguarding reviews, staff feedback, and complaints.
3. Identification of Key Safety Issues
The data highlighted key safety themes, including:
· Delayed response to safeguarding concerns
· Inadequate information sharing between professionals
· Risk during lone working or home visits
· Emotional impact of high-risk cases on staff and families
4. Review of Existing Improvement Work
Current improvement initiatives, such as enhanced training in safeguarding and lone-working protocols, were reviewed to ensure they align with the plan and are reinforced through learning from incidents.
5. Agreed Response Methods
We adopted several flexible response types depending on the severity and learning opportunity of the incident, including:
· Learning Summits
· After Action Reviews
· Thematic Reviews in partnership with safeguarding boards
· Peer reflection sessions
The PSIRP is a living document and will be reviewed at least annually, or in response to significant changes in service delivery, safeguarding guidance, or incident trends.



[bookmark: _Toc205474309]Reviewing our patient safety incident response policy and plan
Our patient safety incident response plan is a ‘living document’ that will be appropriately amended and updated as we use it to respond to patient safety incidents. We will review the plan every 12 to 18 months to ensure our focus remains up to date; with ongoing improvement work our patient safety incident profile is likely to change. This will also provide an opportunity to re-engage with stakeholders to discuss and agree any changes made in the previous 12 to 18 months. 
Updated plans will be published on our website, replacing the previous version.  
A rigorous planning exercise will be undertaken every four years and more frequently if appropriate (as agreed with our integrated care board (ICB)) to ensure efforts continue to be balanced between learning and improvement. This more in-depth review will include reviewing our response capacity, mapping our services, a wide review of organisational data (for example, patient safety incident investigation (PSII) reports, improvement plans, complaints, claims, staff survey results, inequalities data, and reporting data) and wider stakeholder engagement 


[bookmark: _Toc205474310]Responding to patient safety incidents
[bookmark: _Toc205474311]1. Internal Notification Requirements
To ensure timely response and appropriate handling of patient safety incidents, the organisation must have a clearly defined and well-communicated internal reporting and notification process:
a. Immediate Internal Notification
· Family support workers must report all actual or potential patient safety incidents as soon as possible through the organisation’s electronic incident reporting system.
· Incidents deemed serious or involving moderate to severe harm, never events, or death must be escalated immediately to:
· Line manager/supervisor
· Duty of Candour lead (if applicable)
Family support workers please see.

[bookmark: _MON_1816079510] 
b. Notifications to Relevant Internal Teams
Upon notification, the Patient Safety Team is responsible for:
· Reviewing incident reports promptly and assessing severity and potential systemic impact.
· Escalating to:
· Risk Management
· Quality and Safety Committees
· Safeguarding (if children or vulnerable adults are involved)
· Information Governance (for incidents involving data breaches)
c. Cross-System Issue Identification
· The Patient Safety Team, in collaboration with Quality Governance, must assess whether an incident may be a cross-system issue, i.e., one that involves external organisations (e.g., other trusts, community providers, digital suppliers).
· Identified cross-system issues are raised internally via:
· Multidisciplinary team (MDT) discussions
· Patient Safety Incident Response Framework (PSIRF) assessments

[bookmark: _Toc205474312]2. External Notification Requirements
In accordance with NHS England and legal reporting obligations, ADHD North West must notify appropriate external bodies.
a. National Reporting and Learning System (NRLS)/Learning from Patient Safety Events (LFPSE)
· All patient safety incidents must be reported to the LFPSE service (which replaces NRLS) via integrated incident reporting systems.
· Reports should include relevant classifications and harm level.
b. Statutory and Regulatory Bodies
Depending on the nature of the incident, the following external bodies may need to be notified:
	Incident Type
	External Body

	Deaths/Severe Harm
	Care Quality Commission (CQC) under Regulation 20 (Duty of Candour)

	Never Events
	NHS England (via Strategic Executive Information System – StEIS, if still used)

	Serious Incidents
	Integrated Care Board (ICB), NHS England

	Data Breaches
	Information Commissioner’s Office (ICO), NHS Digital (DSP Toolkit)

	Medication Incidents
	NHS England (via MHRA Yellow Card Scheme)

	Safeguarding Concerns
	Local Authority Safeguarding Teams

	Device Failures
	Medicines and Healthcare products Regulatory Agency (MHRA)

	Staff Injuries
	Health and Safety Executive (RIDDOR)




[bookmark: _Toc205474313]3. Documentation and Audit
· All notifications, both internal and external, must be clearly documented within the incident reporting system.
· The Patient Safety Team will maintain a log of external notifications for audit and governance review.
· Regular audits will ensure compliance with:
· Internal policy
· PSIRF standards
· National reporting requirements


[bookmark: _Toc205474314]4. Staff Training and Communication
· All staff are trained on incident reporting processes during induction and through regular mandatory training.
· Updates regarding changes in reporting procedures (e.g., LFPSE adoption) are communicated via:
· Internal newsletters
· Governance meetings

[bookmark: _Toc205474315]Family Support Work in Response to Patient Safety Incident decision making
As part of our commitment to a just and learning culture, family support work is a central component of our response to patient safety incidents. We follow the principles outlined in the PSIRF’s “Engaging and involving patients, families and staff following a patient safety incident” guidance.
1. Early Communication and Inclusion
· Families are informed of the incident promptly and in a compassionate, transparent manner, typically by the clinician most involved in the patient’s care, supported by a member of the patient safety or governance team.
· A designated Family support worker or equivalent trained staff member is assigned as the main point of contact for the family.
· Families are invited to share their observations, concerns, and questions, which are actively considered in determining the type and scope of the response 

· 2. Tailored Emotional and Practical Support
· The Family support worker works with the family to understand their communication preferences and support needs.
· Where necessary, referrals are made to bereavement services, chaplaincy, or psychological support teams.
· Support is also offered for practical matters such as navigating complaint processes or understanding the role of the coroner, if applicable.
3. Involvement in the Learning Process
· Families are offered the opportunity to contribute to the incident response and are kept informed about the method of review and expected timelines.
· Where appropriate, they are invited to review draft reports, offer corrections, and give feedback on findings and recommendations.
· Information is provided in plain language to ensure accessibility.

4. Post-Review Follow-Up
· A final meeting is offered to share the findings and outline actions taken in response.
· Feedback is collected from families to improve future responses and support services.

[bookmark: _Toc205474316]Commitment to Compassionate Engagement
We recognise that every patient safety incident affects not only the patient but also their loved ones. Our family support work ensures families are treated with respect, empathy, and transparency throughout the response process, fostering trust and promoting healing.



[bookmark: _Toc205474317]1. Early Identification of Issues or Incidents
Trigger events that may require a cross-system response include:
· Serious incidents (e.g., safeguarding concerns, critical service failures)
· Themes from complaints, audits, inspections, or reviews
· Significant disparities in outcomes or access across areas
· Recurrent issues that cross organisational boundaries (e.g., health and social care, education, policing)
Sources for identifying such events include:
· Internal reporting systems (e.g., incident logs, risk registers)
· Routine performance monitoring and quality assurance
· Feedback from staff, service users, and families
· Regulatory bodies and inspectorates
· Escalations from frontline professionals or local partnership boards


[bookmark: _Toc205474318]2. Engagement with Local Partners
To ensure the learning response is co-ordinated:
a. Identify relevant stakeholders, which may include:
· Local authority departments (e.g., education, social care)
· NHS organisations (e.g., ICBs, Trusts)
· Police and criminal justice partners
· Voluntary, community, and faith sectors
· Schools, colleges, and early years settings
· Lived experience representatives
b. Initiate contact through:
· Existing partnership boards or safeguarding forums
· Targeted working groups or multi-agency meetings
· Rapid review processes (e.g., for safeguarding concerns)
c. Seek partner views by:
· Hosting reflective learning sessions
· Circulating summary findings for feedback
· Structured interviews with key stakeholders
· Facilitating a “no-blame” environment to promote openness

[bookmark: _Toc205474319]3. Co-ordinate Learning at the Appropriate Level
Determine the most appropriate level for coordination, based on scale and complexity:
· Single-organisation response: If contained within one setting
· Local place-based partnership: For issues affecting local services in one borough or area
· Integrated Care System (ICS)/Regional level: For issues that span across geographies or systems
· National learning escalation: If systemic changes or national policy influence is needed
This may involve:
· Agreeing lead organisation
· Developing a shared action plan
· Setting review points and accountability frameworks
· Aligning with other improvement programmes

[bookmark: _Toc205474320]4. Embed and Monitor Learning
· Capture agreed actions in cross-system improvement or safeguarding plans
· Disseminate learning across relevant partners via briefings.
· Monitor implementation and impact through joint quality assurance or audit
· Reflect on learning outcomes and adjust strategies where needed

[bookmark: _Toc205474321]5. Continuous Feedback Loop
Ensure that feedback from local partners is used to refine both:
· The content of learning responses
· The process for how cross-system learning is identified and delivered in the future
Establishing a shared commitment to learning culture and open communication is key to this.



[bookmark: _Toc205474322]Timeframes for Learning Responses – ADHD Service
Our Process for Agreeing Timeframes for Different Response Types:
1. Initial Triage and Proportionality Assessment
When a patient safety incident is identified within our ADHD  service, we carry out an initial triage to determine the level of harm, impact, and learning potential. This helps classify the response as:
· Tier 1 – Focused ADHD Parenting Course
· Tier2 – Focused ADHD parenting Course – school support strategies.
· Tier 3- Focused ADHD Parenting Course _ attend school meetings – TAF meetings -CP meetings. (incidents involving serious harm due to support and education failure or missed diagnosis)
2. Trauma-Informed Engagement
We recognise that patients with ADHD may have unique communication needs, emotional responses, and preferences for involvement. Early engagement includes:
· Explaining the purpose of the learning response clearly and accessibly
· Asking the patient and their family/carers how they would like to be involved
· Agreeing on reasonable and appropriate timeframes, considering their needs and expectations
3. Setting Timeframes Proportionately
Timeframes are agreed based on:
· The degree of harm and potential impact on the individual
· The need for multidisciplinary involvement (e.g., GP, education support)
· The availability of clinical and support staff
· The urgency of any learning to prevent further incidents
For example:
· A Tier 1 may be completed within 4–6 weeks
· A Tier 2 may require 6–8 weeks
· A Tier 3 may extend to 12+ weeks, depending on complexity
4. Clear Communication and Documentation
· All agreed timeframes are documented in our incident and learning system
· Patients and families are informed of expected timeframes and are kept updated regularly
· Any anticipated delays are explained clearly and compassionately, with revised timeframes agreed as needed
5. Monitoring and Support
· Timeframes and progress are reviewed at regular governance meetings
· Delays or challenges are escalated to the management team
[bookmark: _Toc205474323]Safety action development and monitoring improvement

Learning from Incidents
We use findings from incident responses—such as root cause analyses and trend reviews—to identify system issues and develop targeted, SMART safety actions. These actions are designed based on the Safety Action Development Guide to ensure they address root causes effectively.
Monitoring Safety Actions
All safety actions are tracked through dashboards, action logs, and regular governance updates. Progress is monitored using KPIs, audits, and staff feedback, ensuring actions are completed, effective, and sustained over time.
Alignment with Quality Improvement
We are aligning patient safety initiatives with our quality improvement processes by using shared tools like PDSA cycles and integrated reporting. This ensures a consistent approach to safety and continuous learning across the organisation.




Use of Learning from Incident Responses

Incident reviews are used to identify root causes and inform targeted safety actions, including protocol updates, staff training, and system improvements. Learning is shared across teams to promote continuous safety enhancement.
Monitoring of Safety Actions
Safety actions are documented with assigned responsibilities and timelines. Progress is monitored through governance meetings and audits, with outcomes evaluated for effectiveness and sustainability.
Alignment of Quality Improvement and Patient Safety
Quality improvement and patient safety efforts are aligned through integrated governance and shared methodologies. Ongoing work focuses on embedding quality improvement principles within safety initiatives.



[bookmark: _Toc205474324]Safety improvement plans
[bookmark: _Toc205474325][bookmark: _Toc97733657][bookmark: _Toc97734158]Our Approach to Safety Improvement Planning
ADHD North West has an overarching plan that outlines our top safety priorities—those with high frequency, and severity. It provides clear objectives, accountable leads, timelines, and metrics for monitoring improvement, ensuring transparency and accountability across our service.
2. Targeted Safety Improvement Plans
In parallel, we develop individual safety improvement plans in response to:
· Clusters of incidents within specific services or pathways
· Local learning from patient safety incident reviews where patterns suggest underlying system issues
These plans are co-developed with frontline staff and service users, to ensure relevance and ownership. 
3. Triggering Plans from  Learning
We also initiate safety improvement planning when incident responses reveals a sufficient depth of insight into system failures. This allows us to act with confidence and precision, avoiding premature or superficial interventions. 

[bookmark: _Toc205474326]Supporting Alignment Across the Organisation
To ensure alignment of improvement efforts, we have established the following mechanisms:
· The Operations Manager: Oversees all safety improvement plans, ensuring consistency with our organisational strategy and preventing duplication of effort.
· Safety Improvement Framework: Provides a standardised methodology and toolkit for developing and implementing plans, supporting shared language and approach across services.
· Regular learning events: Facilitate sharing of learning from local plans and promote spread of successful interventions across the staff.



[bookmark: _Toc205474327]Oversight roles and responsibilities
As a community health provider, our approach to patient safety oversight is fully aligned with the Patient Safety Incident Response Framework (PSIRF) and its supporting standards. We are committed to delivering high-quality, safe care across all services, and our oversight model ensures that learning and improvement are embedded throughout our organisation.
Governance and Oversight Structure
· Executive Oversight: Patient safety is a priority at Trustee Board level, led by our CEO. The Trustees receives regular reports on patient safety incidents, themes, and learning outcomes. 
· Quality and Safety: The Trustee Board oversees the implementation of our Patient Safety Incident Response Plan (PSIRP),  and ensures learning leads to measurable improvement.
· Operational Oversight: The Operations Manager within service is responsible for real-time oversight of incidents and for ensuring that immediate learning is shared and acted upon quickly.
Meeting PSIRF Standards
We are fully aligned with PSIRF principles and have implemented systems to ensure:
· A systems-based approach to investigations, 
· Engagement of patients, families, and staff in the learning process, following the principles of “Being Open” and Duty of Candour
· Proactive identification of risks across our services.
· 
Our Patient Safety Incident Response Plan (PSIRP) sets out our priorities for learning and outlines how we identify incidents for learning responses.
Collaboration and Stakeholder Engagement
We recognise the importance of working collaboratively with our system partners to improve safety across care pathways:
· Integrated Care Board (ICB): We work closely with our ICB quality and safety leads through regular joint reviews, data sharing, and participation in system-wide learning events. We contribute to ICS-wide thematic reviews and share our learning and improvement outputs with partner organisations.
· Other Partners: We engage with local authorities, safeguarding boards, and third-sector organisations to ensure a joined-up approach to safety, particularly in relation to vulnerable populations.


Supporting Continuous Development.
We foster continuous development learning by:
Monitoring Improvements from Learning
We ensure that learning leads to improvement through:
· Action Tracking and Audit: All actions arising from patient safety investigations are logged, monitored, and audited for completion and effectiveness via our governance reporting system.
· Measurable Outcomes: Improvements are monitored using patient safety indicators relevant to community services and progress is reviewed monthly.
· Feedback Loops: We obtain feedback from staff and service users involved in incidents and investigations and use this to improve the experience and effectiveness of our processes.
· Annual Learning Review: We produce an annual summary of learning and improvement from patient safety incidents, which is shared with our Board, ICB, and wider stakeholders.
System Alignment and ICB Collaboration
We support the ICB’s wider oversight function by:
· Aligning our PSIRP priorities with safety concerns
· Contributing to the development and review of ICB/ICS-wide safety oversight processes





[bookmark: _Toc205474328]Complaints and appeals
ADHD North West is committed to a transparent, fair, and compassionate response to all patient safety incidents. Patients, families, carers, and staff members are encouraged to raise concerns or appeal decisions where they feel the response to a patient safety incident has been inadequate or unsatisfactory.
Making a Complaint
Complaints about our handling of a patient safety incident can be made through our formal complaints process. Information on how to make a complaint, including contact details, response times, and what to expect, can be found on our Complaints Procedure page: 


Appeals and Further Escalation
If you are not satisfied with the outcome of a complaint or the management of a patient safety incident, you may appeal or escalate the issue. This may include:
· Requesting a review of the response by a senior manager not previously involved.
More detailed information about how to appeal or request a review is included in our Complaints Policy.
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Family Support Worker - Patient Safety Incident Response Plan (PSIRP)

1. Introduction

This Patient Safety Incident Response Plan (PSIRP) sets out how the Family Support Service responds to and learns from incidents affecting the safety of children, families, and staff. It reflects the principles of the NHS Patient Safety Incident Response Framework (PSIRF) and is tailored to the unique context of family support work.

2. Scope

This PSIRP applies to all incidents occurring during or as a result of family support interventions, including home visits, casework, multi-agency meetings, safeguarding procedures, and communication processes.

3. Stakeholder Engagement

The development of this plan involved consultation with Family Support Workers, service leads, safeguarding officers, representatives from children’s social care, and families with lived experience. Engagement activities included focus groups, surveys, and one-to-one interviews.

4. Review of Incidents and Data

We analysed the last three years of incident reports, complaints, supervision notes, and safeguarding alerts. Common safety themes identified include:
- Delayed safeguarding escalation
- Inadequate information sharing
- Missed or cancelled home visits
- Emotional burden on staff
- Lone working risks

5. Existing Improvement Work

Current safety initiatives include:
- Staff training in child protection and trauma-informed practice
- Strengthened lone-working procedures
- Case supervision and reflective practice sessions
- Risk-based visit planning

6. Agreed Response Methods

We use a range of proportionate response approaches based on the severity and learning opportunity of the incident:
- Learning Summits
- After Action Reviews (AAR)
- Peer case reflection
- Thematic Reviews with safeguarding boards
- Supportive supervision debriefs

7. Review and Monitoring

This PSIRP will be reviewed annually and updated as needed following significant changes to practice, policy, or patterns in incident data. Monitoring is overseen by the Family Support Services leadership team and reported to the Patient Safety and Quality Governance Group.
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CLIENT COMPLAINTS POLICY





ADHD North West aims to offer the best possible service to the families, individuals, and organisations for whom it provides information and support but recognises that occasions or circumstances may occur when the service or information provided is less than the normal high standard. In these instances ADHD North West provides a procedure to determine what has gone wrong in order to avoid repeating any mistakes in the future. 



Initially any complaint should be made direct to the person concerned as soon as possible. It is hoped that most complaints can be resolved in this way.



Should a complaint be related to compromising the safety and welfare of children or adults this will be referred to the Local Authority’s Designated Officer.



If, however, the complaint remains unresolved, the complainant is asked to write to the Chairperson of the Charity. The following procedure will then operate: 



1) The complaint will be acknowledged in writing (normally within 7 days of receipt). 

2) The Chairperson (or designated trustee as appropriate) will investigate the circumstances which have led to the complaint. 

3) The results of this investigation will be communicated to the complainant in writing within 21 days (a holding letter will be sent if this is not possible, giving a revised timescale). 

4) If the complainant is dissatisfied with the results of the investigation, they have the right to present their complaint in person to the Executive Committee of ADHD North West. 

5) Where appropriate, ADHD North West will give a written apology (signed by the Chairperson) to the complainant.

6) If the complaint is upheld ADHD North West may take disciplinary action against the individual involved and will review its policies and training in order to reduce any repetition.

7) All personnel will be made aware that it is their duty to report any concerns. Any person raising a complaint or whistle blowing are guaranteed that by using these procedures appropriately it will not prejudice their own position or prospects.



ADHD North West will keep a record of all verbal and written complaints and the Executive Committee will be kept informed of the number, nature and resolution of complaints on a regular basis (at least quarterly). 
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