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Integrated Community Health and Social Care Teams  
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Defining our patient safety incident profile 

It was essential when defining our patient safety incident profile that it reflected the breadth 
and diversity of both the services we provide and the communities we serve. There was 
additional complexity because the Royal Devon was a relatively new organisation when the 
planning work commenced, and we were bringing together the practice and cultures of our 
legacy organisations at the same time as developing our new ways of working under PSIRF. 

1. Stakeholder Engagement 

The defining of our incident profile was undertaken as part of a broader project to 
introduce the Patient Safety Incident Response Framework. The Trust formed a Patient 
Safety Strategy Implementation Project Delivery Group to oversee the work. This group 
oversaw the functioning of a series of workgroups designed to support the delivery of 
the Patient Safety Strategy. 

The Project Delivery Group was based upon a model of engagement with the following 
stakeholders; 

 Independent patient representatives 
 Devon Integrated Care Board representatives (Quality and Safety) 
 Divisional and service representatives with a special interest in safety and quality 
 Quality Improvement (QI) facilitators 
 Staff wellbeing and engagement representatives, leading on the overarching Just 

Culture programme for the Trust 
 Trust patient safety specialists and senior leaders with portfolio responsibility for 

patient safety. 

The project delivery group actively engaged with staff by commissioning a baseline 
assessment of the Trust’s Safety Culture using the Manchester Patient Safety 
Framework (MaPSaF) - 284 staff actively engaged with this process. 

The project Delivery Group reported into the Trust’s Safety and Risk Committee, which 
appraised the Governance Committee. This ensured executive oversight of the project. 

The working groups were developed across the following themes: 

Safety & Quality Systems 

This led on development of the Trust’s Risk Management System in preparation for 
transfer to the Learning from Patient Safety Events (LFPSE) platform. 

This was achieved through engagement with other Devon Safety Systems teams 
(Plymouth, Torbay and South Devon, NHS Devon ICB). Partnership working with our 
Risk Management System provider (RL Datix)  and NHS England LFPSE team. 
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This identified just under 117,000 events which were thematically reviewed against the 
following themes: 
 

 
 
By frequency of occurrence the Trust’s largest number of incidents were Pressure Ulcers 
and Falls. Both of these incidents are well understood and have established safety 
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We attempted to review the impact of patient safety events against protected characteristics, 
to provide additional insight regarding the impact of health inequalities. This proved to be 
incredibly challenging, particularly when drawing information from two separate 
organisations legacy systems. This is an incredibly important aspect of insight which 
requires further development in order to understand how protected characteristics may affect 
outcomes for patients. 

To ensure triangulation of our incidents we involved our lead Freedom to Speak Up 
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The following themes were identified as potential areas for Patient Safety Incident 
Investigation. Further revision of these themes was undertaken with subject matter experts 
with the aim to: 

 Scope what is already understood about the safety theme 
 Scope what actions are in place to mitigate the current patient safety risks 
 Scope any gaps in our knowledge where PSII / systems analysis could generate 

learning as basis of future improvements 
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Following this review themes 1 – 3 were adopted as Patient Safety Events which would be 
subject to a Patient Safety Incident Investigation. 

In discussion with subject matter experts the Mortality Review Group has identified 
improvement work relating to theme 4, outcomes for emergency admissions, and this theme 
would not benefit from PSII at this time. 
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Defining our patient safety improvement profile 
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In addition to our core patient safety improvement plan the Trust  has a number of work 
programmes led by multidisciplinary groups, these include: 

 Mental Health Steering Group, which is leading on the Trust’s restrictive interventions 
and enhanced care and observations work streams. 

 End of Life Steering Group, which is leading on the Trust’s improvements in 
Advanced Directives, End of Life Care Planning and use of Treatment Escalation 
Plans. 

 Learning Disability Operational Group 

Our patient safety incident response plan: national requirements. 
The overall aim of our patient safety response is to ensure that learning activity is held by the 
services and Divisions. The central team and Oversight forums will operate in a supportive 
framework which will help adoption and spread of learning and improvement activity. 

Patient safety incident type Required response  Anticipated improvement 
route 
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Patient safety incident type Required response  Anticipated improvement 
route 

care elsewhere (including at 
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Patient safety incident type Required response  Anticipated improvement 
route 

They will consider the scale, 
risk of harm and potential 
for recurrence and advise 
the provider whether to 
complete the screening 
incident assessment form 

(SIAF).  

Discussion may be required 
to agree if a locally led PSII 
is required alongside any 
review commissioned by 
SQAS 
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Our patient safety incident response plan: local focus 

Patient safety incident type 
or issue  

Planned response  Anticipated improvement 
route 

Harm occurring during 
transfer of patients between a 
care home and acute or 
community hospital, where 
quality of discharge has been 
identified as a contributory or 
causative factor to either a 
complaint or readmission.  
Initial focus will be upon 
events assessed as resulting 
in minor or moderate physical 
or psychological harm. 

For this issue, complaints 
include issues raised by the 
patient, and carer or 
professional from their care 
service or GP. 

Incidents will be identified 
by the Community Services 
Division, and flagged to the 
Emerging Patient Safety 
Event Panel for Local 
Patient Safety Incident 
Investigation 

The Trust will initially 
undertake 3 investigations   
(2 from eastern services 
and one from northern 
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Patient safety incident type 
or issue  

Planned response  Anticipated improvement 
route 

which the Relevant Divisions 
can review. 

The learning and improvement 
plan will be overseen to 
completion by the patient 
safety committee 

Patients becoming critically 
unwell and requiring multiple 
(>2) emergency medical 
responses (MET / Outreach 
call) who are subsequently 
admitted to ITU or  
experience a fatal outcome. 

Repeated escalations can be 
identified through reporting 
from the electronic patient 
record. These reports will be 
reviewed by the Trust 
Resuscitation Lead and 
Clinical Matron for Patient 
Safety who will escalate for 
Divisional Review where 
potential learning is identified.  

They will also review any 
cases identified through 
Medical Examiner Scrutiny 
and reported as potential 
incidents  

Incidents will be identified 
by the Medical  Services 
Division, and flagged to the 
Emerging Patient Safety 
Event Panel for Local 
Patient Safety Incident 
Investigation 

The patient safety investigation 
will be reviewed by the Patient 
Safety Event Review Group to 
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Patient safety incident type 
or issue  

Planned response  Anticipated improvement 
route 

requirements. These events 
should be discussed with a 
patient safety specialist ad 
considered for escalation to 
the Emergent Patient Safety 
Event Panel.  
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Patient safety incident type 
or issue  

Planned response  
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Patient safety incident type 
or issue  

Planned response  
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Appendix One: Patient safety incident response decision making 
tree 
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that can be exited/fallen from without needing to move furniture or use tools 
to climb out of the window  

 windows located in facilities/areas where healthcare is provided and that 
patients can and do access  

 where patients deliberately or accidentally fall from a window where a fitted 
restrictor is damaged or disabled, but not where a patient deliberately 
disables a restrictor or breaks the window immediately before they fall 

 where patients can deliberately overcome a window restrictor using their 
hands or commonly available flat-bladed instruments as well as the ‘key’ 
provided. 
 

11.  Chest or neck entrapment in bed rails 
Entrapment of a patient’s chest or neck between bedrails or in the bedframe or 
mattress, where the bedrail dimensions or the combined bedrail, bedframe and 
mattress dimensions do not comply with Medicines and Healthcare products 
Regulatory Agency (MHRA) guidance. 
 

12.  Transfusion or transplantation of ABO-incompatible blood components or 
organs 
Unintentional transfusion of ABO-incompatible blood components 
 

13.  Misplaced naso- or oro-gastric tubes 
Misplacement of a naso- or oro-gastric tube in the pleura or respiratory tract that is 


