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Patient Safety Incident Response Framework (PSIRF) (2022) 

• Guide for how NHS should develop culture, behaviours, and 
systems to respond to safety incidents and risks 

• Replaces Serious Incident Framework (SIF)

• How does it differ from SIF? 

• Broader scope – moving away from reactivity and towards proactivity. 

• Range of tools suggested 

• System-wide approach to incidents

• Not guided by harm caused to patient 

• Focus on quality of  investigation rather than quantity as a proxy for assurance 

• Supporting staff  involved in incidents 

• RCA no longer used as preferred methodology 

The PSIRF will NOT replace other statutory requirements for investigation e.g. learning from 

deaths / incidents reported to HSIB
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Approaches to safety
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Work as imagined

Work as done



Safety science
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• Heinrich’s Accident Triangle & Bird’s triangle

• Direct relationship between the ‘tip’ and the 
‘bottom’

Heinrich's Accident Triangle



Safety science
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Heinrich's Accident Triangle



Safety science
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Heinrich's Accident Triangle



A focus on harm 

10/06/2024 9

• SI has guided us towards harm as the way to 

sieve through incidents 

• Research shows that isn’t always correct 

• SI Framework encouraged us to focus just on 

those meeting high harm levels 

• Theming together incidents to look at portfolios 

versus isolated incidents 



Incident Tools 

• ‘Full investigations’

• System based investigations

• Thematic reviews

• After Action Reviews

• Rapid Review 

• ‘Hot’ Debriefs
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Thematic reviews 

• Thematic reviews as a key part of PSIRP 

• Clustering groups of incidents together to look at key 
themes 

• Key requisite is a defining matrix to apply to all incidents 

• All incidents – not based on harm 

• Supplemented by local insight / work as done information 

• Example: PPH, Lost to follow up cases, deteriorating 
patient, falls 
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Thematic reviews of pressure ulcers – an example 

● SI framework meant ‘full’ investigations of pressure ulcers when severe 
harm or above

● Is there a difference between a lower category PU versus a PU with a 
higher category grading

● The outcome (having a PU) be the same, but the omissions may be 
different 

● Thematic reviews can focus on omissions over a number of cases
● Identify controls or system barriers to error and assess all incidents as to 

whether these things happened or were omitted 
● E.g. of controls: PU risk assessment/controls put into place as a result of 

the risk assessment/mobility assessment/equipment/turning 
schedules/regularity of checking skin integrity
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Improvement
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• What do we do with safety insights? 

• How is this aligned with safety science? 

13



Strategies for improving insight 
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Work as imagined

Work as done

• Actively seeking work as done 

• Questioning work as imagined

• Providing a safe and supportive platform for staff 

to identify common workarounds  

• Collecting insights as routinely as Datix incidents 

• Focusing on proactivity 

• Following ‘hunches’/safety risks identified by 

those who have the best insight (staff/patients)



What are our barriers to implementing?

• Years of focus on harm 

• Years of reductionist thinking 

• Years of sole methods being used –
training gaps 

• Approach to safety 

• Seemingly asking for more incidents to 
be reviewed 

• Systemic system-based issues 

• Wider system partners’ engagement 
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Thank you for listening! 

@samantha_machen

s.machen@nhs.net
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