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Forward

Our Patient Safety Incident Response Policy and Plan set out how we will respond at Cambridge University Hospitals NHS Foundation to patient safety events, ensuring compassion and improvement are at the heart of our processes.
We are pleased to launch a revised PSIR Plan based on our latest risk profile.   
At Cambridge University Hospitals we remain committed to the safety principles that support effective and compassionate responses when things do not go as planned for our patients. We have made strong progress over recent years in developing a safety culture that supports the welfare of our patients, their families, and our staff. We value and are committed to strengthening all the elements that make up a mature safety culture, including listening to our staff, patients and families impacted by a safety event, when things go wrong, whilst treating them with respect and compassion. We are confident this approach will ensure we identify the right things to improve, in order to maintain sustainable patient safety.

It has been two years since our transition to the national Patient Safety Incident Review Framework (PSIRF) and we recognise we are still learning, so we will continue to monitor the impact and effectiveness of how we are implementing the PSIRF. We promise to listen, respond, and adapt our approach over the coming months as we embed this approach to safety and learning.  

Lorraine Szeremeta

Chief Nurse

Executive Lead for PSIRF
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1. Introduction
The Patient Safety Incident Review Plan is a key element of the National Patient Safety Strategy. The NHS England Patient Safety Incident Review Framework (PSIRF) sets out the NHS approach to developing and maintaining effective systems and processes for responding to patient safety incidents for the purpose of learning and improving patient safety.
The purpose of this PSIR Plan is to provide guidance and clarity as to how Cambridge University Hospitals NHS Foundation Trust (CUH) intends to respond to patient safety incidents over the next 12 months, from 01 April 2026 to 31 March 2027. 

The PSIR Plan is not a permanent rule that cannot be changed. We will remain flexible and consider the specific circumstances in which patient safety incidents occur, the needs of those affected, and emerging risks.
The aim of our PSIR Plan is to continually improve and respond and as such this document will be renewed annually.  
Our PSIR Plan should be read in conjunction with our Patient safety incident response framework policy (2023). The latter provides further detail on our PSIRF governance systems and processes for the implementation and oversight of the framework as a whole. Improvements to our oversight and support of PSIRF processes have been introduced in January 2026 and an update to the PISR policy is in progress.
A glossary of terms used can be found at Appendix A.
2. Our services
Cambridge University Hospital NHS Foundation Trust is one of the largest trusts in the United Kingdom. The trust comprises Addenbrookes and the Rosie, offering general as well as specialist and women’s and maternity care. As well as being a local hospital delivering care through Addenbrookes and the Rosie for its local community, the trust is also a: 
· major trauma centre for the East of England

· regional centre providing specialist services such as organ transplantation, cancer, neurosciences, paediatrics and genetics.  

· leading national centre for specialist treatment for rare or complex conditions

· government-designated biomedical research centre

· one of six academic health science centres in the United Kingdom 

· university teaching hospital

· partner in the development of the Cambridge Biomedical Campus Summary 
· partner in the Cambridgeshire and Peterborough Sustainability and Transformation Partnership.

3. Defining our patient safety improvement profile

The Board and Management Executive are committed to a culture of improvement and have prioritised improvement as key to supporting the delivery of our strategy and future sustainability.  

To help define our current improvement profile, we reviewed our patient safety improvement work and output of patient safety incident reviews and commissioned patient safety incident investigations (PSII) conducted during the first year of PSIRF implementation. 
There are currently continuous patient safety improvement programmes for: inpatient falls prevention, hospital-acquired pressure ulcer prevention; management of sepsis; and National Safety Standards Internal Procedures (NatSSIPs).   There are also a number of maternity quality improvement programmes linked to the national Maternity and Neonatal Safety Improvement Programme (MatNeoSIP). 
Significant improvement work is also in progress related to our previously completed Patient Safety Incident Investigations (PSIIs). 
The Trust also has several improvement workstreams in response to Orthopaedic incidents i.e. the external review report from Verita, and thematic analysis from the Orthopaedic Incident programme.
Learning for improvement

Trust oversight of all patient safety learning responses is led by the corporate patient safety team, via triangulation of patient safety events to identify emergent themes of patient safety risks and areas for improvement. A quarterly review will be undertaken, reporting to the Patient Safety Oversight Group (PSOG). An annual review will also be undertaken to inform the annual cycle of PSIRF and our Trust to ensure patient safety improvement priorities are a key element of our annual quality improvement strategy.
The Trust recognises the challenge of being able to move completed PSII’s rapidly into improvement and will continue to focus on addressing these challenges in the coming year. 

Just Culture

Our Trust is committed to the principles of a restorative just culture to ensure the fair, open, and transparent treatment of staff who are involved in patient safety incidents. Our Trust recognises the significant impact being involved in a patient safety incident can have on staff and the value of ensuring we have a restorative culture. 

Our policies and procedures align to restorative just culture standards of the national PSIRF (Engagement and involvement of staff impacted by patient safety incident) and the NHSE Being fair tool.
We are committed to continue building on our strong foundations of the just culture principles already embedded in our review of patient safety incidents. Our commitment and manifesto are detailed in our PSIRF Policy.

4. Defining our patient safety incident profile
The patient safety incident response framework enables organisations to choose what areas of care it needs to focus on, based on its local context. In order to identify our local patient safety risk priorities a patient safety risk profile was created. 
We have conducted a review of key data sources to revise our patient safety profile and to inform the required annual updates to the PSIR Plan.
Devising the patient safety risk profile is a collaborative process. Our profile to inform our PSIR Plan for 2026-2027 involved the following stakeholders:
· Staff via incidents reported on Datix, our electronic risk management system
· Patients via a review of themes identified in complaints and Patient advice and liaison service (PALS) concerns
· Patient safety specialist roles via the corporate patient safety team
· Consultation with divisional teams.
· Leadership via the Management Executive team

The current CUH patient safety risks were identified through the following data:
· Analysis of reported Datix patient safety and organisational incidents (01.10.24-31.12.25). The analysis focused on period following the end of the data review period covered by the last risk profile (01.04.23-30.09.24).  
· Our patient safety learning responses commissioned between April 2024 and December 2025.
· Complaints and PALS concerns related to patient safety
· Structured judgement reviews (Learning from deaths process)
· Freedom to speak up guardian – themes from contacts
· Trust risk register overview of patient safety risks 
· Current quality improvement priorities 
The Trust is committed to taking learning from any new or emerging significant incidents not currently covered by the profile and will ensure these are appropriately addressed. 

It is important to note that the analysis of the above information by its nature reflects where care has not been as we would wish; consequently the findings of this review do not reflect the good and excellent care our patient receive everyday across all our teams
5. Our patient safety incident response plan: local focus
On the basis of our annual patient safety risk profile centred on information from 01.10.24-31.12.2025, the issues set out in table 1 have been chosen as a priority for consideration for improvement focus using the mechanism of a PSII. 
Table 1. CUH patient safety priorities 2026/27
	Risk priority 2026/27
	Description

	1. Communication and handover between clinical teams


	There is a risk of patient harm due to unreliable communication and handover within and between teams, services, and care settings. Information loss, poor documentation, and unclear escalation pathways increase the likelihood of delayed treatment, duplicated work, and missed deterioration

	2. Unreliable clinical processes
	There is a risk of harm arising from variation in how core clinical processes and protocols are implemented, with inconsistent adherence undermining the reliability of care delivery.

	3. Capacity, flow, and delay-related harm
	There is a risk of patient harm driven by bed capacity constraints, delayed transfers, and delays in diagnostics or treatment.


The decision-making process for the commissioning of a PSII is via the Patient Safety Executive Huddle and is detailed in our Patient safety incident response framework policy. 

Where an incident or emerging risk does not align to the issues in table 3, a PSII may still be commissioned if it meets the criteria for a PSII (see next section). This decision may be supported by whether the incident/emerging risk aligns with any of the other key issues listed in Appendix 2.
PSII criteria
When determining whether an incident meets the threshold for a PSII the following criteria will be considered:

i. the views of those affected, including patients and their families

ii. what is known about the factors that lead to the incident(s) 

iii. whether improvement work is underway to address the identified contributory factors (including all improvement work related to our orthopaedic incident response program)
iv. whether there is evidence that improvement work is having the intended effect/benefit

v. if the Trust and ICB are satisfied risks are being appropriately managed.

vi. capacity available to undertake a learning response

PSII capacity

The capacity of the organisation to undertake PSIIs between April 2026 and March 2027 is estimated to be a maximum of seven. This is based on the previous two years of PSIRF and the capacity of the Patient Safety Investigation and Leads during this time.
The corporate patient safety team will continue to undertake the role of Lead Investigators for PSIIs. We will continue to balance the distribution of this resource across the requirement for PSIIs:
· the nationally mandated categories (see table 3) – emergent incidents
· our three patient safety priorities (see table 1) - planned
· unanticipated emergent patient safety concerns – emergent risks
In order to prioritise the allocation of our PSII resource across the above demands, we will ensure our recommendations to undertake a PSII will be taken in collaboration with key stakeholders and in line with our PSIRF governance arrangements related to this decision-making process.

Learning response toolkit
For incidents where a PSII is not required, a range of learning response mechanisms are supported by our Trust.
1. Where patient deaths occur, the following mortality case review processes are required:
· Perinatal mortality review tool – stillbirths and neonatal deaths

· Structured judgement review (SJR) – in alignment with the Learning from deaths policy.
· Child death review process

All deaths are also reviewed by our Medical Examiner role.

Where immediate/concerns are raised about a patient death the case may also be reviewed using a patient safety learning response process.
Following a mortality case review’s completion, a further learning response may be required, to ensure all contributory factors are explored, analysed, and an improvement plan devised.

2. For key CUH patient safety risks, standardised guidance has been devised to support a consistent and equitable learning response. – see table 2.

Table 2. Planned learning response guidance for our key local patient safety risks 

	Patient safety 

incident type or issue
	Planned response
	Learning and 

improvement oversight

	Inpatient falls – moderate harm and above
	1. Hot debrief.
2. Falls Learning Response: audit and multiprofessional round table.
	· Oversight of learning response findings via the Falls steering group.
· Findings to feed into the continuous Falls improvement programme.

· Annual thematic review of findings from learning responses.

	Hospital-acquired pressure ulcers (HAPU), categories: 3; 4; unstageable (necrotic)
	1. HAPU Learning response: audit and multiprofessional round table.
	· Oversight of learning response findings at the Tissue viability steering group

· Findings to feed into the continuous HAPU quality improvement programme.

· Annual thematic review of findings from learning responses.

	Hospital-acquired infections (HAI): CPE, C. Difficile; MRSA; and outbreaks
	1. Relevant HAI investigation learning response tool.
2. In line with the HAI learning response SOP.
	· Oversight of learning response findings at the Trust Infection Prevention and Control committee.
· Latter to also supports centrally led improvement plans.

	Missing/absconded patient
	1. Hot debrief.
2. For vulnerable patients an AAR and/or multiprofessional roundtable.
	· Oversight of learning response findings via the Safeguarding group and the Patient safety oversight group.
· Annual thematic review of findings from learning responses.

	Incidents related to a deteriorating patient event - including tracheostomy incidents outside of critical care
	1. Following 2222 call - hot debrief led by Rapid Response Team.
2. For any deteriorating patient incident of concern an AAR and/or multiprofessional roundtable
	· Oversight of Learning response commissioning and findings will be led by the Clinical Lead and Lead Nurse for Deteriorating patient & sepsis.

· Oversight of learning response findings via the Patient at risk of deterioration group (PAR) 
· Findings to feed into the continuous PAR improvement programme.

· Annual thematic review.

	Hospital-acquired thrombosis (HAT)
	1. HAT Learning response in line with the SOP and report templates.
	· Oversight of learning response findings at the Venous Thromboembolism (VTE) group to support centrally led improvement plan.
· Annual thematic review.


Where an incident does not fall into those listed in table 2, the divisional and/or corporate teams will decide on the appropriate (or combination of) learning response mechanism. The learning responses used in our Trust are:

· Multi-professional roundtable (MPRT)
· After Action Review (AAR)

· Thematic review

The type of and rationale for the chosen learning response/s must be documented in Datix. Further guidance on these learning response mechanisms may be found in our Reporting and management of safety incidents policy (2025).
6. Mandated national requirements

Some events in healthcare require a specific type of response as set out in national policies or regulations. These responses may include a referral to an external body, depending on the nature of the event.

Currently national PSIRF guidance mandates that deaths thought more likely than not, to be due to problems in care (scores 1-3) should undergo a PSII. At CUH these deaths follow a review process in line with PSIRF principles, and a PSII is chosen only if it meets the national PSIRF criteria (section 5). If it does not meet the PSII criteria an alternative formal learning response will be undertaken to ensure learning for improvement is identified. Never Events have been removed from the national mandated PSII list following the update to national Never Event guidance in 2025.
Table 3 sets out the nationally mandated responses required for specific patient safety events. The table also identifies where a locally led PSII may also be appropriate as well as the mandated externally led process.
The CUH Patient safety executive huddle will have oversight of these incident types and determine the required learning response decision and ensure external notifications are undertaken. 

For further details of mandated requirements see the NHSE PSIRF supporting guidance, Guide to responding proportionately to patient safety incidents. 

Table 3. Mandatory investigation requirements

	
	Event
	Action required
	Lead body 

	1. 
	Deaths thought more likely than not due to problems in care (incidents meeting the learning from deaths criteria for PSII)
	CUH led PSII to be considered or other timely learning response.
	CUH

	2. 
	Deaths of patients detained under the Mental Health Act (1983) or where the Mental Capacity Act (2005) applies, where there is reason to think that the death may be linked to problems in care (incidents meeting the learning from deaths criteria)
	CUH led PSII to be considered or other timely learning response.
	CUH

	3. 
	Deaths of persons with learning disabilities 
	Refer for Learning Disability Mortality Review (LeDeR) 

CUH led PSII to be considered or other timely learning response.
	Local authority via the LeDeR programme 

	4. 
	Child deaths 
	Refer for Child Death Overview Panel.
Internal immediate review of all unexpected child deaths is required to inform whether a CUH led PSII (or other timely learning response) is required.
	CUH &

Child Death Overview Panel 

	5. 
	Mental health-related homicides 
	Referred to the NHS England Regional Independent Investigation Team (RIIT) for consideration for an independent PSII 

Locally led PSII may be required 
	As decided by the RIIT 

	6. 
	Maternity and neonatal incidents meeting Maternity and Newborn Safey Investigations (MNSI) programme criteria. 
	Refer to Maternity and Newborn Safety Investigation (MNSI) programme for consideration for an independent PSII. 

See also appendix B of Guide to responding proportionately to patient safety incidents.
	MNSI

	7. 
	Safeguarding incidents 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 needs from their local authority

· the incident relates to female genital mutilation, Prevent (radicalisation to terrorism), modern slavery and human trafficking or domestic abuse/violence 
	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) and local safeguarding adults board 
	Our local designated professionals for child and adult safeguarding 



	8. 
	Incidents in NHS screening programmes 
	Refer to local screening quality assurance service for consideration of CUH led learning response. 

See: Guidance for managing incidents in NHS screening programmes 
	CUH

	9. 
	Deaths in custody (e.g. police custody, in prison, etc.) where health provision is delivered by the NHS 
	Any death in prison or police custody will be referred (by the relevant organisation) to the Prison and Probation Ombudsman (PPO) or the Independent Office for Police Conduct (IOPC) to carry out the relevant investigations 

CUH led PSII to be considered or other timely learning response.
	PPO or IOPC 

	10. 
	Domestic homicide 
	A domestic homicide is identified by the police usually in partnership with the community safety partnership (CSP) with whom the overall responsibility lies for establishing a review of the case

Where the CSP considers that the criteria for a domestic homicide review (DHR) are met, it uses local contacts and requests the establishment of a DHR panel

The Domestic Violence, Crime and Victims Act 2004 sets out the statutory obligations and requirements of organisations and commissioners of health services in relation to DHRs
	CSP


Equality and diversity statement

This document complies with the Cambridge University Hospitals NHS Foundation Trust service equality and diversity statement.

Disclaimer

It is your responsibility to check against the electronic library that this printed out copy is the most recent issue of this document.

Document management

	Approved by:
	Lorraine Szeremeta, Chief Nurse

	Approval date:
	13.04.26 via Patient safety oversight group meeting

	JDTC approval date:
	NA

	Owning department:
	Safety and Quality Support

	Author(s):
	Jane Nicholson, Head of clinical safety

	Pharmacist:
	n/a

	File name:
	Patient safety incident response plan 2026-2027  

	Supersedes:
	Version 3

	Version number:
	Version 4
	
	

	Local reference:
	
	Document ID:
	103487


Appendix 1. Glossary of terms
CUH - Cambridge University Hospitals NHS Foundation Trust 

After Action Review (AAR) - A structured, facilitated discussion of an event, the outcome of which gives the individuals involved in the event understanding of why the outcome differed from that expected and the learning to assist improvement. AAR generates insight from the various perspectives of those involved.

Multiprofessional roundtable - An in-depth review with input from different healthcare professions. This may be used to review a single or multiple patient safety incidents, to explore a safety theme, pathway, or a process. Aim is to understand how care is delivered in the real world i.e., work as done, using experts of that lived experience. The review can be structured around a system model such as SEIPS.
Never Event - Patient safety incidents that are considered to be wholly preventable where guidance or safety recommendations that provide strong systemic protective barriers are available at a national level and have been implemented by healthcare providers. The definition of what constitutes a Never Event is determined by NHS England. 2018-Never-Events-List-updated-February-2021.pdf (england.nhs.uk)
Patient Safety Incident Response Framework (PSIRF) - This is a national framework applicable to all NHS organisations. The PSIRF sets out the NHS approach to developing and maintaining effective systems and processes for responding to patient safety incidents for the purpose of learning and improving patient safety.
Patient Safety Incident Response (PSIRF) Plan - An organisation’s PSIRF Plan should specify the methods it intends to use to maximise learning and improvement and how these will be applied to different patient safety incidents. It should be based on a thorough understanding of the organisation’s patient safety incident profile, ongoing improvement priorities, available resources, and the priorities of stakeholders including patients.

Patient Safety Incident Response (PSIRF) Policy - An organisation’s PSIRF Policy should describe its overall approach to responding to and learning from patient safety incidents for improvement and identify the systems and processes in place to integrate the four key aims of PSIRF. 
Patient Safety Incident Investigation (PSII) - A PSII is an in-depth review of a single patient safety risk, incident, or cluster of events to understand what happened, how, and why. PSIIs are conducted to identify underlying system factors that contributed to an incident and to identify areas for improvement. The organisation then agrees improvement plans to effectively and sustainably address those system factors and help deliver safer care.
System Engineering Initiative for Patient Safety (SEIPS) - SEIPS is a framework for understanding outcomes within a complex socio-technical systems such as healthcare. It describes how a work system (socio-technical) can influence processes (work done), which in turn shape outcomes. The model proposes people cannot be separated from their work system, therefore patient safety incidents result from multiple interactions between work factors. 
Structured Judgement Review (SJR) - Our Trust follows the Royal College of Physicians model for best practice in mortality review, namely the SJR tool. The SJR blends traditional, clinical judgement-based review methods with a standard format. 

Thematic Analysis - a method used to identify patterns that show links or identify issues. They are commonly used as a learning response tool to aggregate findings from multiple incidents to identify interlinked contributory factors to inform/direct improvement efforts. 
Risk Oversight Group (ROG) - The purpose of commissioning a ROG is to ensure the immediate management of a newly identified patient safety issue where there is a current or potential risk of serious harm or death. This is a task and finish group to help: quantify the impact on patients past and current; support the required patient safety learning response method, and lead on the implementation of immediate improvement actions to effectively manage the risk.

Appendix 2.    AI integrated analysis

This appendix integrates findings from the AI-based mixture-of-experts (MoE) safety agent undertaken as part of the CUH Patient Safety Risk Profile 2026. It is intended to support the organisation in refining risk articulation, strengthening triangulation across data sources, and informing PSIRF prioritisation. This analysis was undertaken by the Trust’s Chief Clinical Information Officer.

1. Communication, Handover, and Information Failure

The Mixture of Experts agent (Ai model) consistently identifies failures in communication across teams, shifts, departments, and care transitions. This includes unreliable handover, poor escalation, incomplete or inaccurate documentation, and loss of critical information, leading to delays, errors, and missed deterioration.

2. Workforce Pressure, Cognitive Load, and Supervision

High workload, staffing shortages, competing demands, fatigue, stress, and emotional labour recur throughout the MoE agent analysis. These conditions increase cognitive load and distraction, reduce attention to detail, and are compounded by inadequate supervision, unclear roles, and insufficient training or support.

3. Unreliable Clinical Processes and Protocol Adherence

The MoE agent repeatedly highlights deviations from established procedures, lack of standardisation, and inconsistent adherence to protocols. This unreliability affects medication processes, monitoring, escalation, falls prevention, transfers, and discharge, resulting in unsafe variation in care.

4. Medication Safety as a System‑Wide Risk

Medication issues appear across almost all clusters, including prescribing errors, reconciliation failures, administration mistakes, undocumented use, and supply or storage problems. The MoE agent frames these as systemic weaknesses influenced by communication failures, workload pressure, and process gaps rather than isolated errors.

5. Capacity, Flow, and Delay‑Related Harm

Bed shortages, high patient volumes, delayed transfers, delayed diagnostics or treatment, and administrative delays are prominent MoE agent themes. These capacity and flow constraints are directly linked to delayed or omitted care, prolonged harm, and compromised patient safety.

6. Monitoring, Environment, and Physical Safety Risks

The MoE agent identifies risks related to inadequate monitoring, unwitnessed events, falls, pressure damage, prolonged device use, environmental hazards, and aggression or security incidents. These risks affect both patients and staff and are exacerbated by workload, overcrowding, and supervision gaps
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