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1.0 Introduction 

This patient safety incident response plan sets out how Independent Health Group 

(IHG) intends to respond to patient safety incidents over a period of 12 to 18 months. 

The plan is not a permanent rule that cannot be changed. We will remain flexible and 

consider the specific circumstances in which patient safety issues and incidents 

occurred and the needs of those affected. 

2.0 Our Services 

Established in 2004, Independent Health Group (IHG) has been dedicated to providing 

high-quality, patient-centred care closer to home. With a strong commitment to 

delivering outstanding healthcare in the community. We have spent the past 20 years 

building a reputation for excellence, innovation, and compassionate service. In 2022, 

our dedication to patient care was recognised with an Outstanding CQC rating, a 

testament to our quality and commitment.  

At IHG, we offer an alternative to traditional hospital settings, ensuring our patients 

receive personalised care with continuity and convenience. Our services are based on 

short waiting times, specific appointment slots, and one-to-one clinician continuity, 

creating a seamless and supportive experience for every patient.  

IHG provides the following services: 

• Cataract Surgery  

• Hand Surgery  

• Hernia Surgery  

• Podiatric Surgery  

• Vasectomy Surgery  

The above list is not exhaustive, as IHG grows the list of services will increase. These 

will be included as and when the plan is updated. 

Patient Safety responses under this plan follow a systems-based approach. 

3.0 Defining our Patient Safety Incident Profile 

IHG identified and agreed the patient safety issues most pertinent to our organisation 

by undertaking Stakeholder Engagement. The lists below provides detail: 

3.1 Stakeholder engagement 

Various stakeholders have been engaged in activities throughout the implementation 

process. 

 

Externally: 

 Independent Healthcare Provider Network  

 Integrated Care Boards  



 

4 
PSIRP (CP049) (V1.4) 

 Care Quality Commission 

  

Internally:  

 Hospital site staff from senior leadership teams. 

 Corporate clinical and operational subject matter experts. 

 Site level clinical and operational teams.  

The data sources used to form the PSIRP include:  

• Incident Reports 

Reviewed and a thematic analysis undertaken. Further deep dives into specific 

reporting categories are undertaken and outputs presented quarterly via 

internal “Integrated Performance Report”.  

• Risk Register 

The Risk Register is routinely reviewed, with a focus on risks related to patient 

safety, and are triangulated with incidents and complaint themes where 

appropriate. 

• Complaints 

Complaint themes are routinely reviewed, and a thematic analysis undertaken 

which was triangulated with other data sources.  

• Clinical Audit: 

Outcomes and recommendations are routinely reviewed, and the themes 

triangulated with other data. 

 

IHG continues to see normal variation with regards to overall incident reporting rates, 

levels of harm and other IHG key Patient Safety Indicators including experience and 

Audit and Clinical Effectiveness. These metrics support and evidence the high quality 

and safe services we provide.  

4.0 Defining our Patient Safety Improvement Profile 

IHG has a comprehensive programme of patient safety improvement programmes 

across the organisation that are evidenced via our Annual Quality Priorities within our 

Annual Quality Account. This is supported by a robust clinical governance framework 

that provides assurance that improvements are being made, embedded, and 

sustained. The Quality Account can be found on the organisation’s website or as 

outlined below.  

• Individual Quality Improvement plans have been incorporated into 2024/2025 

Quality Priorities to support reduction of key incident themes. 

• Quarterly and Annual Themes and trends reported via organisational reporting 

and will be strengthened by the introduction of the Radar Incident reporting 

system.  
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Throughout the life of this iteration of the PSIRP, emerging national and local priorities 

and any emerging themes and trends will be captured from all relevant sources to 

establish on-going priorities. 

5.0 Our Patient Safety Incident Response Plan: National 

Requirements 

Patient safety incident types that required a response with anticipated improvement 

routes such as all incidents that meet the current NHS Improvement Never Events 

Framework 2018 and updated in February 2021 and will be reported via our relevant 

Integrated Care Board and uploaded to the Learning from Patient Safety Events 

LFPSE system - 2018-Never-Events-List-updated-February-2021.pdf 

(england.nhs.uk).  

The Patient safety Incident Response Plan sets out how IHG 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 but 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. 

Patient safety incident 

type 
Required response 

Anticipated improvement 

route 

Incidents meeting the 

Never Events criteria 

 

PSII via LFPSE by 

relevant ICB  

The reporting route will 

follow the national 

standard 

IHG to create organisational 

actions and feed these into 

the quality improvement 

initiatives 

Death thought more likely 

than not due to problems in 

care (incident meeting the 

learning from deaths 

criteria 

for patient safety incident 

investigations (PSIIs)) 

 

PSII via LFPSE by 

relevant ICB 

The reporting route will 

follow the national 

standard 

IHG to create organisational 

actions and feed these into 

the quality improvement 

initiatives 

Regulatory reportable 

incident 

To be defined by 

Integrated Governance 

and Business Committee 

Any tools outlined in the 

PSIRP 

IHG to create organisational 

actions and feed these into 

the quality improvement 

initiatives 

 

https://www.england.nhs.uk/wp-content/uploads/2020/11/2018-Never-Events-List-updated-February-2021.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/11/2018-Never-Events-List-updated-February-2021.pdf
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6.0 Our Patient Safety Incident Response Plan: Local Focus 

6.1 Local Focus 

Patient safety incident 

type or issue  

Planned response  Anticipated improvement 

route 

Failure to follow a process 

or procedure 

 

SEIPS Model 

Early Case Review (ECR) 

AAR process 

PSII (If appropriate) 

Escalation of themes and 

learnings through the IGBC. 

Share learning with the 

business, as appropriate, 

using existing frameworks.  

Central data analysis via 

IGBC to inform the quality 

initiatives and future PSIRP. 

 

Communication Issues 

between Staff, Clinician 

and Patients  

SEIPS Model 

Early Case Review (ECR) 

AAR process 

PSII (If appropriate) 

Escalation of themes and 

learnings through the IGBC. 

Share learning with the 

business, as appropriate, 

using existing frameworks.  

Central data analysis via 

IGBC to inform the quality 

initiatives and future PSIRP. 

IHG will review the PSIRP in 12 months to enable improvements to the data analytics. 

 

6.2 How We Will Use Learning and Training to Support Patient Safety Incident 

Responses: 

 

Response Type 

 

Rationale for response 

 

Time frame 

Swarm Huddle 

Huddles will be undertaken as 

soon as possible following all 

events to increase the 

likelihood that all those 

involved will be able to 

contribute, to improve 

retention of key information, 

identify immediate learning 

and early action, and as a 

means of debriefing. 

Within two working days. 
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Early Case Review 

(ECR) 

An ECR review for incidents 

supported by completion of a 

timeline, where the causation 

factors are easily understood 

allows us to use a 

standardised approach to 

identify the level of potential 

harm that may have been 

caused. 

Ten working days (from 

date of receipt of 

documentation). 

After Action Review 

(AAR) 

To enable recollection of key 

information, identify immediate 

learning and early action. A 

way of sharing information that 

focuses around the learning as 

a result. 

Ten working days 

System Engineering 

Initiative for Patient 

Safety (SEIPS) 

SEIPS focusses on 

interactions rather than simple 

linear cause and effect 

relationships. This response 

examines the different work 

system components and their 

interactions focussing on 

system issues not individuals.  

This model can be used in 

conjunction with any of the 

responses noted above. 

Ten working days 

PSII 

Where causation factors are 

more complex, or not 

understood at the time of the 

incident, a PSII provides the 

opportunity to fully explore 

actions taken and decision 

made as related to the 

incident. Any problems with the 

care of the patient that 

definitely or potentially led to 

harm, a PSII must be 

undertaken, thereby 

maximising the potential of 

investigative resources. 

PSII – to be agreed in 

conjunction with 

patient/family & SMT, but 

no more than six months 

 

N.B. Other response types may be used dependent on the event type. Please refer to 

the Patient Safety Incident Response Toolkit, see below for link. 
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https://www.england.nhs.uk/publication/patient-safety-learning-response-toolkit/  

6.3 Learning 

Resources to support patient safety incident response PSIRF training are being 

provided to those staff who require the skills and competencies to undertake learning 

responses. This approved training programme, additional to the national patient safety 

syllabus, will equip a designated cohort of staff with the skills and expertise to support 

high quality learning responses. Those that lead learning responses and investigations 

will be trained to the required level to undertake and support leadership wherever 

possible, and to support engagement and involvement of those affected. 

 

https://www.england.nhs.uk/publication/patient-safety-learning-response-toolkit/

