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Executive Summary 
Programme Background 
The Patient Safety Incident Response Framework (PSIRF) sets out the NHS’s 
approach to patient safety incidents for the purpose of learning and improvement. 
Launched in April 2022, PSIRF supports meaningful, effective change through four 
key principles: compassionate engagement of those affected by patient safety 
incidents; application of a range of system-based approaches to learning; 
considered and proportionate responses; and supportive oversight.  

Following trial and roll-out across secondary healthcare settings in England, the 
application of PSIRF for general practice is being explored. The Health Innovation 
Network (HIN) South London led a two-year pilot to test PSIRF’s viability in general 
practice. 

Year 1 of the pilot showed that general practice was operating in a different 
context to secondary care. To make PSIRF relevant to general practice, it needed to 
align with familiar general practice processes — particularly the patient safety 
processes developed by the Royal College of GPs (RCGP). A key difference was 
general practice needed to prioritise recording incidents, while secondary care 
focused on responding to them. 

Although some challenges — such as culture, systems thinking, and oversight — are 
shared across healthcare, important differences required a tailored approach. The 
pilot therefore focused on building the right infrastructure for general practice and 
integrating PSIRF principles in a practical and proportionate way (recognising 
lower incident volumes but maintaining meaningful learning and response). 

Year 1 focused on engagement and testing tools based on the RCGP processes. 
Year 2 refined these processes and embedded PSIRF principles. It also evaluated 
implementation across a range of general practice sites, with the support of ICB 
patient safety leads, to identify system-level insights and inform future roll-out. 

Evaluation objectives and approach 
The HIN Insights team conducted a formative mixed methods process evaluation 
to assess how PSIRF is interpreted and applied in general practice. Primary 
evaluation objectives were to identify: the extent of adoption across pilot sites; 
resource requirements; contextual barriers and enablers to adoption; 
implementation approaches; and patient perspectives.   

The evaluation incorporated the development of a logic model for PSIRF 
application in general practice, a pilot site survey (36 responses), pilot site 

https://www.england.nhs.uk/patient-safety/patient-safety-insight/incident-response-framework/
https://healthinnovationnetwork.com/
https://healthinnovationnetwork.com/
https://elearning.rcgp.org.uk/pluginfile.php/210985/mod_resource/content/5/Patient%20safety%20processes%20NUB_17_11_25.pdf
https://elearning.rcgp.org.uk/pluginfile.php/210985/mod_resource/content/5/Patient%20safety%20processes%20NUB_17_11_25.pdf
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stakeholder interviews and focus groups (30 participants), NHSE Patient Safety 
Partner interviews (4 participants), and a review of relevant documentation.     

Evaluation findings and recommendations 
General practice perceptions of PSIRF 
Stakeholders broadly support PSIRF, noting its potential to replace or shift a culture 
focused on blame to one that focuses on systemic learning and transparency. 
While PSIRF’s core principles and the Royal College of General Practitioners 
(RCGP)-backed structure are valued, significant challenges remain regarding 
patient involvement, inconsistent oversight, and technical system limitations. 
Crucially, there is a strong perception that the framework is currently too focused 
on secondary or acute care. 

Motivations for adopting PSIRF are driven by a mix of clinical interest, strategic 
leadership, and expectations of regulators. Participants also cited the framework's 
value in demonstrating proactive safety management and high standards during 
Care Quality Commission (CQC)’s inspections. 

Implementation process and challenges  
The transition to PSIRF and its implementation across pilot sites is mixed, with the 
majority of participants describing the process as "difficult" or "neutral". Strong 
progress has been made in recording incidents, which is not strictly a part of PSIRF 
but is the necessary foundation for a safety learning system. Meanwhile, other 
aspects like monitoring and patient involvement, remain in the early stages of 
implementation. 

Implementation of PSIRF in the pilot sites followed the process steps outlined in 
the RCGP’s Patient Safety Toolkit “Record, Respond, Act, Monitor, Share” and the 
additional step Involve. Involve was introduced through the learning of the pilot.  

 

Record 
(High progress).  

A range of digital tools such as MS Forms, TeamNet, and Datix are used to record 
incidents. However, the Learn from Patient Safety Events service (LFPSE) service, 
lacks primary care relevance, and requires duplicate data entry. It is thus viewed as 
a major barrier to successful PSIRF implementation. 

Respond and Act 
(Moderate progress).  

https://elearning.rcgp.org.uk/course/view.php?id=908?id=12537
https://www.england.nhs.uk/patient-safety/patient-safety-insight/learning-from-patient-safety-events/learn-from-patient-safety-events-service/
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Sites are successfully integrating PSIRF into "business as usual" by using existing 
clinical meetings for incident reviews. While agile tools like Swarm Huddles and 
After Action Reviews (AARs) are popular, staff struggle to define what a 
"proportionate" response looks like and often lack the clinical leadership to 
oversee investigations. 

Monitor 
(Lower progress).  

Low incident volumes in individual practices makes it hard to spot trends. There is 
no feedback following reporting to the national LFPSE service. However, some 
sites have made positive steps to operationalise and embed incident trend 
monitoring.  

Share 
(Variable progress).  

Internal sharing is generally transparent, but external sharing is often limited by a 
lingering "blame culture" and fear of reputational damage or regulatory scrutiny. 
However, some sites successfully share incidents within Primary Care Networks 
(PCNs) and externally.  

Involve 
(Lowest progress).  

Meaningful patient involvement relating to patient safety remains an aspiration 
rather than a reality. Challenges include staff capacity, emotional sensitivity, and 
poor knowledge and confidence. 

Resource requirements for implementing PSIRF  
Successful transition to an adoption of PSIRF requires a combination of dedicated 
leadership, protected time, and tailored infrastructure. Most sites feel their basic 
infrastructure is adequate, however they highlight significant gaps in training and 
staff capacity.   

• Dedicated personnel. Implementation relies on leadership to foster a no-
blame culture and co-ordination across clinical and non-clinical staff.  

• Protected time. Staff capacity is the most significant barrier. Time is 
essential for meaningful learning responses and training.  

• IT systems and tools, including streamlined digital tools for incident 
recording and management. 
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• Tailored training. There is a high demand for primary care-specific training 
that uses relevant terminology and flexible, "bite-sized" e-learning formats 
suitable for busy clinical schedules. 

Sustainability and consideration for spread 
PSIRF adoption is influenced by factors across three key levels. 

• At a practice level dedicated roles and leadership, cultures, and patient 
safety expertise. 

• At a PCN/Federation level, patient safety expertise and leadership, 
centralised governance and coordination, and inter-organisation sharing. 
There can be hesitancy to share incidents. 

• At a system level, aggregating system-wide incident data and feeding 
back, CQC endorsement, national training and resources. Challenges 
remain with LFPSE.  

Further analysis can be found in the full report. 
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1. Programme background 
The Health Innovation Network South London’s (HIN) Patient Safety team was 
funded by NHS England to lead a two-year pilot programme between April 2024 
– April 2026 to test the application of PSIRF in GP organisations across England. 
Prior to the pilot, PSIRF was not adapted for GP contexts.  

Launched in April 2022, the Patient Safety Incident Response Framework (PSIRF) 
sets out the NHS’s approach to respond effectively to patient safety incidents. 
PSIRF has been rolled out across secondary healthcare settings in England. PSIRF 
is mandatory for services provided under the NHS Standard Contract. PSIRF as an 
approach seeks to understand the system in which incidents occur (the how and 
why) for the purpose of long-term learning and improvement. PSIRF is guided by 
four core principles: 

1. Compassionate Engagement.  
Ensuring patients, families, and staff affected by incidents are treated with 
compassion, involved in investigations, and supported.  

2. System-Based Learning.  
Moving away from a "person-focused" approach to look at the underlying 
system factors that contribute to incidents.  

3. Proportionate Responses.  
Allocating resources to learning and improvement that match the severity 
and improvement potential, rather than treating all "serious incidents" the 
same way.  

4. Supportive Oversight.  
Focusing on supporting staff to improve safety rather than using punitive 
measures.  

The Health Innovation Network South London’s (HIN) Patient Safety team was 
funded by NHS England to lead a two-year pilot programme between April 2024 
– April 2026 to test the application of PSIRF in GP organisations across England. 
Prior to the pilot, PSIRF was not adapted for GP contexts.  

 

1.1. Year 1 
The first year of the programme involved introducing PSIRF to interested GP 
organisations. An end of pilot report was produced by the HIN Patient Safety 
team. Year 1 showed that general practice was operating in a different context to 
secondary care. To make PSIRF relevant, it needed to align with familiar general 

https://healthinnovationnetwork.com/
https://www.england.nhs.uk/patient-safety/patient-safety-insight/incident-response-framework/
https://healthinnovationnetwork.com/
https://healthinnovationnetwork.com/wp-content/uploads/2023/03/PSIRF-GP-End-of-Pilot-report-March-2025.pdf
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practice processes. The Royal College of General Practitioners (RCGP) developed 
a Patient Safety Toolkit which identified patient safety processes for organisations 
to consider, comprising:  

• Record - establishing effective policies, systems, and processes for 
recording incidents  

• Respond – establishing and utilising effective and proportionate 
mechanisms to review incidents and learn from them.  

• Act – transforming insight into effective and sustained improvements.  

• Monitor – using data to make improvements and monitor the 
effectiveness of actions to result in safer care.  

• Share – share learning to promote system-wide learning, improvements, 
and integration.  

1.2. Year 2 
The second year of the programme aimed to build on learnings from year 1, 
refining these processes, and embedding PSIRF principles. It involved 
approximately 16 pilot teams who volunteered their time to participate. Pilot teams 
included representatives at the GP practice level, Primary Care Network (PCN) and 
GP Federation level, and from within ICBs, who trialled PSIRF within their settings 
and shared their learning to inform future development.  

The HIN’s Insights team have been commissioned by NHS England to carry out a 
formative evaluation of year 2 of the PSIRF pilot programme. 

  

https://elearning.rcgp.org.uk/course/view.php?id=908?id=12537
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2. Evaluation approach 
2.1. Evaluation objectives 
The HIN’s Insights team have been commissioned by NHS England to carry out a 
formative evaluation of year 2 of the PSIRF pilot programme.  

This formative evaluation examined how the Patient Safety Incident Response 
Framework (PSIRF) was interpreted and implemented in general practice (GP) pilot 
sites to support the HIN’s Patient Safety Team and NHS England develop 
approaches for future roll-out, and to shape recommendations for future research 
on PSIRF’s effectiveness in improving patient safety.  

The evaluation aims and objectives included the following:   

• Evaluate how PSIRF is interpreted and applied in general practice pilot 
sites.  
Specifically, the evaluation sought to: 

a. Identify the resource requirements for implementing PSIRF in general 
practice. 

b. Identify the contextual and organisational factors that influence PSIRF 
implementation, including barriers and enablers across settings 

c. Examine implementation models, including strategies and 
mechanisms used to operationalise integration of PSIRF in general 
practice 

d. Assess the extent of PSIRF implementation, focusing on key 
implementation outcomes including adoption, penetration, and 
sustainability. 

e. Explore patient perspectives of PSIRF.  

• Inform the HIN Patient Safety team developed guide to support wider 
rollout of PSIRF in general practice.  

• Provide recommendations for future research based on evaluation 
insights, to further understand the extent of PSIRF’s effectiveness in 
improving patient safety within general practice.     
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3. Evaluation findings 
This evaluation assessed how the Patient Safety Incident Response Framework 
(PSIRF) was interpreted and implemented across general practice (GP) pilot sites 
to inform future rollout and research on its effectiveness in improving patient 
safety. It examined resource requirements, contextual influences, implementation 
models, levels of adoption and sustainability, while also supporting development 
of guidance for wider implementation. Using an Implementation Research Logic 
Model (IRLM), the evaluation focused on implementation strategies and process-
level outcomes rather than long-term impact. 

3.1. Pilot site staff perspectives of GP PSIRF 
Participants including staff from pilot sites and patient safety partners generally 
hold positive views regarding the acceptability of PSIRF in general practice. They 
recognise its potential to foster a significant shift in patient safety culture from 
a blame-oriented approach to one of transparency, learning, and continuous 
improvement. This shift is seen as crucial for encouraging staff to record incidents 
without fear of reprisal. 

PSIRF and all of the patient safety processes (outlined by the RCGP) are seen to 
provide a structured and consistent approach to incident management, 
moving beyond superficial reporting to deeper systemic analysis. Participants 
largely endorse the core principles of PSIRF, particularly the shift towards a 
systems-based approach to learning. Participants largely endorse the core 
principles of PSIRF, particularly the adoption of a considered and proportionate 
response and compassionate engagement and involvement. With reduced ICBs 
capacity due to restructuring, PCN-level oversight is seen as a more trusted and 
collaborative alternative, reliant on dedicated patient safety lead resourcing. The 
current limitations of the Learning From Patient Safety Event (LFPSE) service further 
impede effective monitoring and shared learning. 

Participants perceive PSIRF as heavily focused on secondary/acute care services 
and less relevant to general practice where resourcing, the scale and nature of 
incidents, differ significantly.   

 

“While I think PSIRF is excellent and will improve patient safety going 
forward, it’s completely different for primary care. […] Acute mental health 
trusts have huge resources to pour into patient safety and adapt and adopt 
PSIRF, primary care just do not have that.” 

-  Director of Quality and Patient Safety, ICB 



10 
 

 

PSIRF terminology is seen as more relevant to hospitals, making it difficult for 
general practice staff to relate to and implement. Some participants feel that PSIRF 
is not a new concept but a re-framing of existing practices with different 
terminology, leading to resistance. There is also a perception that PSIRF is an 
"additional" burden in addition to existing pressures rather than an integrated 
approach. 

3.2. Motivations for implementing PSIRF 
Motivations for adopting PSIRF primarily centred on the following overlapping 
categories:  

1. Personal or leadership interest in patient safety improvement within 
general practice. In most circumstances, the support of organisational 
leadership was essential. Some participants emphasised the importance of 
the PSIRF principles in fostering effective culture and systems. 

2. Leadership directives to improve patient safety culture. Most pilot sites 
were not obligated to adopt PSIRF as they operate outside NHS standard 
contracting but were motivated by local leaders to ‘get ahead of the curve’ 
of what was understood to be a future obligation. 

3. Contractual obligation. A few pilot site organisations – namely larger PCNs 
and/or Federations delivering expanded primary care and community 
services – are obliged to adopt PSIRF because of being contracted under 
the standard NHS contract. 

4. Regulatory scrutiny. Some participants the importance of PSIRF in CQC 
inspections and noted the value of having begun adopting PSIRF to recent 
CQC visits. 

3.3. PSIRF implementation across pilot sites  
Participants reported mixed levels of PSIRF adoption within and across sites. 

The subsections below provide insight into the extent of implementation within 
each aspect (namely Record, Respond and Act, Monitor, Share, and Involve), the 
approaches used barriers and support needs for PSIRF adoption.  

Record 

Record: Implementation status 
Overall, survey respondents reported the highest levels of activity and most 
significant progress with the ‘Record’ aspect of PSIRF. There was broad 
consensus amongst interview and focus group participants that ‘Record’ is a ‘first 
step’ in adopting PSIRF. Across many pilot sites, PSIRF has encouraged a more 
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systematic approach to recording, and emphasis on recording a greater breadth 
of incidents. Most pilot sites have made strides in formalising and standardising 
incident recording processes and encouraging higher levels of recording amongst 
staff. 

Tools and platforms used 
All sites have adopted digital systems for internal incident recording. Smaller sites 
typically use low- or no-additional-cost systems to record and review events, such 
as Microsoft Forms and Microsoft Excel spreadsheets, while other practices and 
PCNs leverage bespoke operational and clinical management systems, including 
TeamNet, Datix, SystmOne, and Vatix.  

Record: Challenges  
Some pilot site stakeholders highlighted challenges interpreting what was 
appropriate and relevant to record as a patient safety incident. One pilot team 
developed an incident triage flowchart to help staff recording incidents navigate 
the most appropriate route for recording.  

Integrating the LFPSE service into recording processes presented challenges for 
pilot sites. Most pilot sites find it "clunky" and "not fit for purpose for general 
practice". A notable challenge with LFPSE is the lack of interoperability between 
existing internal systems, requiring duplicate data entry.  

 

 

Respond and Act 

Respond and Act: Implementation status 
Participants made moderate progress within the ‘Respond’ and ‘Act’ domains, 
although stakeholders expressed less clarity and confidence compared to 
‘Record’. 

Respond and Act: Approaches 
Pilot sites employ a range of tools, platforms, systems, and approaches to support 
incident response and action, often integrating PSIRF into existing business-as-
usual (BAU) processes. General practice stakeholders emphasised the importance 
of timely, proportionate, and learning-focused response. This means prioritising 
incidents with the highest learning and impact value, while managing limited 
staff capacity as effectively as possible.  

The following Respond and Act approaches were reported by pilot teams:  

Record - additional support requirements  

Participants suggested areas for additional support to facilitate the Record aspect of PSIRF.  

• Formal guidance on interpreting and triaging incidents for reporting. 
• Improved LFPSE relevance, user experience and interoperability.   
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• Leveraging existing regular weekly and/or monthly meetings.  
For example, using regular clinical or governance meetings. Alternatively, 
discussing incidents as they arise rather than waiting for the quarterly 
‘significant event meetings’ was seen as a more agile response mechanism. 
 

• Adopting or adapting formal response mechanisms such as After 
Action Reviews (AARs) and swarm huddles.  
This includes developing AAR templates, supporting individual practices to 
conduct AARs, and incorporating swam approaches into existing meetings. 
Some aspects were already applied at least in part in practices, but without 
adopting PSIRF terminology.  
 

• Formalising incident response actions into existing processes.  
Various electronic systems were used to circulate incident records, learning 
points, and follow-up actions to relevant staff. 
 

• Developing bespoke incident response decision-making tool.  
For example, adapting an incident ‘triage tool’ form (Word Document) to 
guide and standardise processes.  
 

• Focusing on systems-based thinking principles.  
Several pilot sites highlighted that response efforts include a conscious shift 
away from individual blame to "systems and processes".  

Additionally, participants emphasised that effective investigations require 
clinical expertise paired with administrative coordination with practice 
manager coordination to foster a broader culture of safety and learning. 

Respond and Act: Challenges 
Participants discussed certain challenges with interpreting and adopting the 
Respond and Act aspect of PSIRF.  

• Difficulty defining and interpreting ‘appropriate and proportionate 
response’.  

• Lack of clinical leadership within incident response. Some stakeholders 
observed that practice managers often lack the confidence or knowledge to 
lead investigations. 

• Time and capacity barriers in-depth investigations. Some noted that while 
teams are quick to respond and implement immediate changes, capacity for 
in-depth trend analysis remains a significant challenge 

• Difficulty applying formal PSIRF tools. Adoption is often dependent on PCN 
leads with specialist knowledge. Rotational staff was flagged as another 
barrier. 
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• External factors and systemic issues. Incidents involving other organisations, 
such as hospitals, require a system-based response and resourcing to develop 
cross-system relationships.  

 

Monitor 

Monitor: Implementation status 
Stakeholders understood monitoring to relate to tracking the effect of changes 
made following incidents, as well as monitoring trends. There were lower levels 
of progress for ‘monitoring’ compared to ‘record’ and ‘respond’ and ‘act’.  

Monitor: Tools and approaches 
Pilot sites have employed various tools, forums, and processes to support incident 
monitoring: 

• Internal data management systems.  

Systems for internal incident monitoring include TeamNet and Datix, which can 
automatically provide themes and trends, and Microsoft Excel spreadsheets. 
 

• Targeted audits in response to individual incidents. 

Individual incidents often trigger specific audits to assess the prevalence of an 
issue and the effectiveness of changes.  

 
• Supportive oversight to feed incident trends. 

ICBs can aggregate LFPSE data to identify themes and feed them back to 
general practice. 
 

• Patient Safety Leads or Quality Managers providing dedicated capacity 
and oversight.  

These roles can maintain aggregated incident records and analyse data for 
themes. 
 

Respond and Act - additional support requirements  

Participants suggested additional support is required in the areas listed below to facilitate 
incident response processes and subsequent actions.  

• Guidelines to define incident thresholds and identify appropriate proportionate 
responses and potential alignment with existing approaches and resourcing.   
 

• Training on how to facilitate investigations and learning responses, particularly 
where patients are involved. 
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• Discussing incident monitoring trend analysis at regular review meetings. 
 

Monitor: Challenges 
Stakeholders discussed challenges related to monitoring incidents.  

• Low incident volume within individual practices.  

Many general practices, especially smaller ones, do not experience a high 
enough volume of incidents to identify meaningful trends or themes. This 
makes it difficult to determine if there is a broader problem.  
 

• Time and capacity constraints.  

Practice staff lack capacity for in-depth monitoring, thematic reviews, or 
analysis.  
 

• Limited, or no LFPSE feedback.  

Participants expressed receiving little to no feedback from LFPSE after 
submitting incidents discourages use. LFPSE is also seen as being too focused 
on demographics and numbers rather than actionable learning or themes 
relevant to primary care. 

  

Monitor - additional support requirements  

Participants discussed several additional support requirements specifically for monitoring 
incidents, aiming to overcome the challenges identified.  
 
• Improved LFPSE functionality. This includes creating a feedback mechanism, specific 

questions for primary care, and interoperability with common primary care systems. 

• PCN/ICB-level oversight. These organisations can aggregate and analyse anonymised 
incident data from across the system to identify broader trends and themes.  

• Training on data analysis. This includes identifying themes and translating findings into 
actionable improvements.  
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Share 

Share: Implementation status 
There was variable progress for ‘Share.’ Interview and focus group participants 
described a high degree of variability with regards to incident sharing. Barries 
include exist significant cultural challenges and a lack of clarity on effective 
processes for sharing learning.  

Share: Tools, platforms, and approaches 
Pilot sites have adopted various tools, platforms, systems, and approaches to 
support incident sharing and learning, both within their individual organisations 
and, to a lesser extent, externally. Participants shared the following:  

• Sharing and learning within organisations to provide a single, accessible 
repository for learning materials, templates, and best practices, making it easier 
for staff to nd and utilise relevant information.  

• Regular internal bulletins and newsletters are used to disseminate lessons 
learned. A "Lessons learned bulletin" and "clinical bite-sized learning" can be 
used to share learning. 

• Regular Meetings for verbal dissemination and discussion around incidents 
and learning.  

• ICB-led forums and bulletins. ICBs play a role in disseminating learning 
across practices and providers. Learning can be shared through regular "GP 
bulletin" and through staff intranets.  

• Cross-organisational meetings and forums. Some pilot sites engage in 
patient safety related discussions with other healthcare providers. Meetings 
can be used to share learning from AARs and patient safety incident 
investigations (PSIIs). 

• External sharing and learning approaches. 

• ICB-led forums and bulletins. 

• Cross-organisational meetings and forums.  

Some pilot sites engage in patient safety related discussions with other 
healthcare providers. Meetings can be used to share learning from AARs and 
patient safety incident investigations (PSIIs). 

Share: Challenges 
Participants discussed challenges related to sharing incidents and learning:  

• Lack of psychological safety and fear of blame. Lingering "blame culture" 
hindered sharing, as well as the fear that sharing incidents will lead to 
individual or organisational blame, disciplinary action or reputational damage 
(to peer or regulatory bodies such as the CQC).  
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• Challenges to cross-organisational collaboration. Some sites referred to 
historic challenges to working openly and collaboratively across primary care 
and secondary care boundaries, or between practices and ICBs. 

• Time, capacity, and resource constraints. Many practices lack a dedicated 
role or sufficient allocated time for someone to coordinate, facilitate, and 
disseminate shared learning effectively. Those that do can benefit significantly 
from this activity. 

 

“I am the quality committee at the practice. I'm the HR, I'm the finance 
manager, I'm the operations manager – you know, I'm everything.” 

-  Practice Manager, GP 

 

 

Involve 

Involve: Implementation status 
The 'Involve' aspect of PSIRF refers to the compassionate engagement and 
meaningful participation of patients, families, and staff in the learning processes 
supporting patient safety.  

Participants reported the lowest levels of progress regarding the ‘Involve’ 
aspect of PSIRF with almost all involvement around the involvement of staff. In a 
few cases, participants described involving patients in an incident investigation, 
however no pilot site described a formal policy or process for proactively involving 
patients in PSIRF implementation. Several pilot sites expressed a clear desire to 
understand more about how patients could be meaningfully involved. 

Involve: approaches 
Direct involvement of patients or families in investigations remains an "aspiration". 
Barriers include a lack of "protected time" and cultural hesitancy regarding patient 
presence in safety reviews. 

The principle of compassionate engagement is generally embraced, particularly in 
fostering a no-blame culture among staff. Practices are increasingly focusing on 

Share: additional support requirements  

Participants identified support requirements for improved sharing incidents and learning. 
 

• Dedicated capacity to centralise incident data aggregation and dissemination of 
learning at ICB/PCN level.  

 
• Consistent compassionate and supportive oversight from all, including ICB and 

PCN leads to instil cultures of learning, transparency and trust. 
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supporting staff involved in incidents. Practices engage directly with patients 
involved in specific incidents as they arise, as part of an established complaints 
process. Stakeholders saw Patient Participation Groups (PPGs) as a potential 
avenue for involving patients in patient safety initiatives. 

Some larger organisations are beginning to recruit volunteer Patient Safety 
Partners (PSPs) to provide a "lay perspective" on governance boards. There are 
concerns about funding, volunteer capacity, and the need for specific training and 
support for PSPs and facilitators. 

 

  

Involve: additional support requirements  

Participants identified several additional support requirements for involving patients in 
patient safety incidents, including the following.   

• Centrally funded training and skill development for staff on how to involve 
patients effectively, managing sensitive discussions, and support emotional responses. 
Shadowing opportunities could offer a valuable and cost-effective support solution for 
development. 
 

• Clear guidance and practical frameworks to guide involvement.  
This may include providing templates or structured approaches for patient 
involvement in investigations.  
 

• Psychological safety support.  
Recognising the time and emotional capacity required for patient involvement, 
especially in sensitive cases, is crucial. Support mechanisms should be established for 
those undertaking investigations involving patient engagement.   
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3.4. Resources required to implement PSIRF  
Pilot site participants highlighted additional resources required for the successful 
implementation of PSIRF in general practice. 

Identified and dedicated leadership 
Leadership is essential to champion and drive PSIRF adoption at all levels. At 
different levels of the healthcare system, this may include patient safety leads, 
governance leads, clinical directors, GP partners, or practice managers. Day-to-day 
delivery of PSIRF relies on local Patient Safety Leads, Clinical Leads, GP Partners, 
Operations or Practice Managers, and organisation wide staff. PSIRF depends on 
proactive and compassionate leadership and strong staff engagement. A systems-
based, no-blame approach requires contributions from both clinical and non-
clinical staff. 

Key personnel time and capacity 
Staff time and capacity was the most frequently cited (and challenging) resource 
requirement, although most interview and focus group participants felt that 
existing infrastructure and personnel are adequate to deliver PSIRF. 

Finding time for PSIRF activities is extremely difficult, especially for single general 
practice sites. With competing priorities and limited resourcing, PSIRF was 
sometimes perceived as an "unnecessary distraction" or a "nice to have", 
especially if it's not mandated. PCNs and federation pilot sites with dedicated 
patient safety leads were more able to interpret and apply PSIRF. 

Training and education 
Primary-care specific training was described as a key resource to provide relevant 
staff with the knowledge, experience, and confidence to facilitate PSIRF adoption. 
There was a particular need for training on facilitating investigations, AARs, and 
approaches to patient involvement. Given limited capacity, a tiered approach for 
different staff roles was suggested. 

IT infrastructure and tools 
Effective IT systems are crucial for streamlining PSIRF processes, particularly for the 
record, monitor and share aspects. 

Collaborative networks and shared learning platforms 
The value of sharing learning within and across organisations is integral to adopting 
PSIRF. This requires internal forums for discussion, supportive oversight, and cross-
organisational links. 
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3.5. Sustainability and considerations for 
implementation of PSIRF 
Participants expressed varied views on the sustainability of PSIRF. This section 
summarises the challenges raised by participants and important enablers for the 
spread and sustainability of PSIRF.  

Challenges to Sustainability 
• Lack of mandate and/or financial incentive. 

• Resource constraints, including staff time, personnel, and financial limitations. 

• ICB restructures and reduced oversight. 

• LFPSE usability and lack of feedback. 

Factors supporting sustainability 
• Mandatory implementation and financial incentives.   

• Dedicated roles and protected time. 

• Stronger supportive oversight, and system-wide coordination and governance. 

• Improved LFPSE functionality and feedback. 

• CQC Alignment. 
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4. Glossary 
Term Definition 
After Action 
Review (AAR) 

An AAR in the NHS is a structured, 'blame-free' group 
discussion held after an event or activity to identify what 
happened and why, in order to improve future care and 
services. It allows staff to share perspectives and learn from 
both successes and failures. AARs are widely used across NHS 
trusts, primarily as a key learning tool for evaluating patient 
safety incidents under PSIRF. The review is typically led by a 
trained facilitator (called a "conductor") who ensures all voices 
are heard. The discussion revolves around four core questions: 
‘What was expected?’, ‘What actually happened?’, ‘Why was 
there a difference?’, and ‘What can be learnt?’.  

Datix Datix is a widely used web-based risk management and 
incident recording software primarily used in the NHS and 
across other organisations in the healthcare sector. Staff use 
Datix to log accidents, clinical mistakes, equipment failures, or 
‘near misses.’ It helps organisations identify systemic errors and 
trends to improve patient and staff safety, and tracks 
complaints, claims, and regulatory requirements (like the Duty 
of Candour). 

Patient Safety 
Incident 
Investigation 
(PSII) 

A PSII is a formal, in-depth review conducted by an NHS 
organisation after a patient safety incident or near-miss has 
occurred. The goal of a PSII is to identify systemic issues and 
learn from them to prevent the incident from happening again. 
As an approach, it looks at broader "system factors" (such as 
work environments, technologies, and procedures) rather than 
looking to blame individual staff members and are designed 
purely for learning and healthcare improvement. Investigators 
typically collaborate with the patient, their families, or carers to 
gather context and ensure the investigation addresses their 
experiences. PSII is a formal component of PSIRF. 

Swarm 
huddle 

In the NHS, a ‘Swarm huddle’ is a rapid, multidisciplinary team 
meeting triggered immediately after a patient safety incident. 
Taking place on the ward or department, usually within 24 to 48 
hours, the goal is to quickly analyse what happened and 
identify actionable steps to reduce risk. The process focuses on 
fostering a blame-free, supportive environment that promotes 
open reflection and psychological safety for staff. As relevant, it 
can include frontline care workers, nurses, doctors, and other 
staff directly involved in the incident. By acting while the event 
is fresh in everyone's minds, teams can pinpoint systems issues 
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and implement immediate changes. It is a core learning tool 
often used as part of PSIRF. 

SystmOne SystmOne is a widely used electronic health record (EHR) and 
clinical computer system. It is used by healthcare professionals 
across the NHS, including GPs, community nurses, hospitals, 
and mental health trusts, to securely store and share patient 
medical records in real-time. The system handles everything 
from appointment bookings and prescription management to 
hospital administrative tasks. 

TeamNet TeamNet is a secure, web-based management and 
collaboration platform used by approximately 70% of GP 
practices across England. It functions as a single hub for 
primary care staff. It houses mandatory policies, records 
significant events, and tracks staff training to help practices 
prepare for CQC (Care Quality Commission) inspections. It 
allows Primary Care Networks (PCNs) and federations to share 
documents, bulletins, and best practices securely, as well as 
provides GPs and nurses with up-to-date clinical guidelines, 
MHRA safety alerts, and drug management tools. 
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