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Introduction
[bookmark: _Toc108099462]1.1	This policy outlines how cross-system incidents are identified and how collaborative learning responses are conducted with system partners. It includes processes for Duty of Candour and involving patients and families in investigations.
1.2	Aligned with the Patient Safety Incident Response Framework (PSIRF), the policy supports ICB coordination of cross-system learning (NHSE 2022 [1]) and reinforces the need for providers, ICBs, and regional teams to establish infrastructure for these responses (NHSE 2022 [2]). It also meets the PSIRF requirement for providers to maintain collaborative arrangements with their ICB (NHSE 2022 [3]).
1.3	The policy promotes:
· Compliance with PSIRF standards for cross-system learning
· Joint learning across ICBs, providers, and system partners
· Patient, family, and carer involvement to ensure openness and uphold the Duty of Candour

[bookmark: _Toc200100856]Purpose / Policy Statement
[bookmark: _Toc108099463]2.1	For cross-system learning requiring ICB coordination, this policy ensures robust governance, timely reporting, and appropriate involvement of families and next of kin, based on their preferences. It supports the investigation process and aims to complete learning responses within the national timeframe of one to three months—or no longer than six months—depending on discussions with those involved (NHSE 2022 [4]).
[bookmark: _Toc200100857]Scope
3.1	This policy applies to:
· Incidents requiring input or complex investigation from multiple organisations within the system.
· Incidents involving care transitions or complex care pathways spanning organisational boundaries.
· All system partners, including ICBs, NHS-funded providers, and other relevant stakeholders.
[bookmark: _Toc108099464][bookmark: _Toc200100858]Definitions
· Cross-System Incident: A safety event that involves multiple organisations or services within the care pathway and requires collaborative investigation to identify contributory factors and learning opportunities.
· Cross System Learning Response Group (CSLR Group): A convened group of representatives from involved organisations tasked with coordinating the investigation and response to a cross-system incident.
· Duty of Candour: A statutory obligation to ensure openness and transparency with patients and families affected by patient safety incidents.
[bookmark: _Toc108099465][bookmark: _Toc200100859]Roles and Responsibilities
Integrated Care Board
Leadership and Coordination:
· Convene the Cross System Learning Response Group (CSLRG)  to ensure consistent communication and governance.
· Facilitate the CSLRG to identify and appoint the most appropriate lead organisation for the investigation.
· Provide oversight to ensure investigations meet timelines and quality standards.
Facilitation:
· Support system partners to lead on ensuring information sharing agreement for incident are in place.
· Act as a liaison with National and Regional NHS bodies for escalated issues. 
Lead Provider 
Investigation Management:
· Conduct the investigation in collaboration with system partners.
(Each partner organisation is responsible for their own parts of the investigation and then will feed into the CSLRG following internal sign off ahead of sharing.)
· Assign a named investigator and point of contact for families.
· Share findings with the CSLRG for review and sign-off.
Partner Organisations
Investigation Management:
· Conduct the investigation in collaboration with system partners.
· Share findings with the lead provider for review and sign-off.
Patient and Family
· Determine the extent of their involvement based on preferences.
· Receive regular updates on the investigation process via identified named individual.
[bookmark: _Toc200100860]Policy Detail 
[bookmark: _Toc200100861]What is a Cross System Learning Response?
A cross-system investigation that occurs as a result of a significant safety incident that crosses multiple boundaries (NHSE 2022 [5]) involving multiple providers and/or services across a care pathway (NHSE 2022 [6]).  Essentially it is an investigation where further information and/or input is required from multiple other organisation(s) providing NHS-funded and health/social care across boundaries in respect of the incident and learning response. 
[bookmark: _Toc200100862]Does every cross-system investigation involving two or more providers require ICB oversight and coordination?
No. NHSE states that learning responses should be managed as locally as possible to facilitate the involvement of those affected by and those responsible for delivery of the service in which the incident or issue relates to (NHSE 2022 [7]).  
Organisations should actively engage partner organisations that provide care to the patient(s) involved where that care may have played a role in the incident being examined (NHSE 2022 [8]). Therefore, not every incident involving two or more providers will require ICB oversight. 
In respect of smaller investigations involving two providers, it is expected that those providers will liaise with each other in respect of sharing information and working together. 
As per the PSIRF framework, only where a response involving multiple providers and/or services across a care pathway is too complex for a single provider to manage, should ICBs be approached to support the coordination of a cross-system response. (NHSE 2022 [9]) 
[bookmark: _Toc200100863]Multi-Provider Learning Responses Outside of Cross-System Coordination
Where incidents involve multiple providers but do not meet the threshold for ICB-led cross-system coordination, there remains a clear expectation that organisations will work collaboratively in the spirit of openness and shared learning. 
Providers must act in the best interests of the patient and their family, maintaining clear and timely communication, coordinating actions effectively, and adhering to agreed deadlines. Mutual respect, transparency, and active engagement are essential to support a cohesive learning response and drive meaningful improvements across the care pathway.
[bookmark: _Toc200100864]Who should lead the cross-system learning response?
The response should be led by the organisation best placed to investigate the concerns. This may depend on capability, capacity, or remit, (NHSE 2022 [10]) but organisations are required to work together and co-operate with any learning response that crosses organisational boundaries (NHSE 2024 [11]). 
Commissioners should help to facilitate discussions relating to who is the most appropriate organisation to take responsibility for co-ordinating the 

investigation process (NHSE 2022 [12]). Therefore, the ICB will support the providers involved to identify a suitable lead for the investigation.
Where providers cannot agree who should lead the investigation, the ICB will determine who is best to lead. Factors for consideration here will include, but not limited to, the level of involvement of each organisation in the individuals care and who is best placed to liaise with the patient during the investigation process. 
As per national standards, the ICB lead will liaise with relevant providers (and other ICBs if necessary) to 
· Agree on how the learning response will be led and managed.
· Develop safety actions. 
· Disseminate learning.
· Monitor the implementation of actions for sustainable change and improvement. (NHSE 2024 [13])
[bookmark: _Toc200100865]Who should start the process of co-ordinating a cross-system response with the ICB?
All providers must have a process to recognise incidents or issues that require a cross-system learning response (NHSE 2022 [14]). Consequently, providers are expected to notify the ICB of cross-system incidents that require ICB oversight and co-ordination as detailed in Appendix B and C, and to request the ICB to commence process within this policy. 
Where the ICB is informed of an incident and decides a cross-system response is required with ICB oversight, they may also trigger the process within this policy. 
[bookmark: _Toc200100866]Identification of a Cross System Learning Response
The process for identifying cross-system patient safety incidents is outlined in the flowchart included in Appendix B. This flowchart visually represents how incidents are recognised, categorised, and escalated to ensure appropriate responses and shared learning across the system. 
For any cross-system infection prevention control (IPC) cross system learning incidents (Health Care Associated Infection [HCAI] or Outbreaks or Period of increased incidence) then flowchart in Appendix C will be followed. 
[bookmark: _Toc200100867]Definition of a Simple Cross-System Learning Response 
Examples below, but not limited to:

A lead provider is identified and agreed upon quickly to carry out the learning response.
The process involves fewer stakeholders or less complex coordination among organisations.
The scope of the investigation may be limited to a single issue or incident with clear lines of responsibility.
Actions and insights are more straightforward, requiring less intensive facilitation or intervention.
[bookmark: _Toc200100868]Definition of a Complex Cross-System Learning Response.
Examples below, but not limited to:

No single provider is clearly responsible for leading the investigation.
Multiple organisations or systems are involved, requiring extensive collaboration and coordination.
The issues span broader systemic challenges or involve multiple incidents requiring deeper investigation.
The investigation might require an independent investigator due to the complexity or sensitivity of the issues.
[bookmark: _Toc200100869]Cross System Learning Review (CSLR) Meeting
In line with their co-ordinating responsibility, the ICB will arrange an CSLRG meeting with all system partners involved in the incident. For communication and quoracy purposes, this should include a senior member from each organisation who is fully empowered to make decisions for that organisation, a patient safety specialist, patient safety partner, head of patient safety and additional clinical and subject matter experts to discuss the incident and support the cross-system investigation. (See Appendix D)
All system partners involved in the incident are expected to prioritise and attend the initial cross-system meeting—sometimes at short notice—to meet the national requirement that learning responses commence as soon as possible after an incident is identified (NHSE 2024 [15]). It is recognised that individual organisations may have already initiated an internal response in line with this guidance. However, this meeting provides an essential opportunity to align those efforts, agree a coordinated approach, and determine the most appropriate organisation to lead the cross-system response. The ICB will ensure that executive leads at the provider level are informed about the mobilisation of a CSLRG and the specific incident under discussion. This will include emphasising a no-blame approach and fostering a psychologically safe environment (see Appendix E)
The CSLRG will discuss:
· Timeframe of the investigation – determine how long it is expected to take. Identify a timeframe for completion and deadlines (where known) to meet such as Coroner courts etc.
· Approach to Duty of Candour – determine who will undertake this and which organisation(s) will keep the patient and/or family updated in respect of progress of the investigation. 
· Share any information known regarding the wishes of the family in a way that is acceptable to them. We know that not every family thinks the same; some may prefer to receive individual investigations from providers, while others expect a single report from all organisations involved. 
· Identify key liaison from each organisation to facilitate information sharing to support the organisation leading the learning response. 
· Agree the governance process (using Appendix E as a blueprint) for signing off the completed learning response prior to sharing with the family and external stakeholders.
· Agree the frequency of meetings between organisational leads (and ICB) to support the investigation process until the draft learning response is completed and ready for sign off. These will need to be regular (fortnightly to monthly) to ensure communication channels remain open between organisations. 
· To discuss and agree the appropriate learning response; for example, PSII or After-Action Review (AAR). 
· Agree arrangements for logging the learning response on StEIS/LFPSE. 
Providers will be expected to share outcome of the CSLRGacross their organisations patient safety team, care group/division and ensure their executive team are informed and sponsorship is in place.  The incident details must be taken through the organisations governance process so that teams and personnel are aware of the cross-system investigation and learning response. Minutes of the system cross system learning review meeting will be taken by ICB and shared post meeting. 
Investigation and Reporting
The lead provider will be responsible for pulling together the learning response, but there is an expectation that all providers involved in the incident will contribute to the report as details in Appendix | G.
When the joint investigation report has a final draft, this should be shared with the patient and family as per their wishes. 
[bookmark: _Toc200100870]Learning and Action
Once the report is finalised, individual action will be overseen by respective organisations and any system wide actions will be overseen via the Integrated Care System (ICS) via the MSE System Quality Group (SQG).
Outcomes from investigation processes are shared through mechanisms such as case studies, newsletters, and presentations at the MSE ICS Patient Safety Learning Forum
The ICB will have an oversight role in terms of system wide actions and recommendations from the cross-system investigation. This is to ensure there is collaboration across the ICS for actions that involve more than one provider.
[bookmark: _Toc200100871][bookmark: _Toc108099467]Duty of Candour 
The Duty of Candour (DoC) underpins this policy, promoting openness and transparency with patients, families, and caregivers during cross-system incident investigations. It fosters trust and accountability across multi-organisation care pathways through clear communication, shared decision-making, and timely updates.
DoC should be initiated promptly by the provider responsible for the patient at the time of the incident or, where more appropriate, by the provider with the most established relationship or contact with the patient and their family. The incident must be recorded in the provider’s risk management system and the Learn from Patient Safety Events (LFPSE) system in accordance with national requirements.
A designated individual from a nominated organisation will ensure consistent communication with patients or families, reducing distress. Patients and families will be actively involved in deciding how information is shared, including preferences for communication format and level of detail, to ensure their understanding and comfort. 
Updates are provided at key milestones in the investigation, including:
· Notification of the incident and the start of the investigation process.
· Progress updates during the investigation, as per patient/family wishes, particularly if significant findings emerge.
· Final findings and recommendations, with a clear explanation of how these will lead to improvements.
[bookmark: _Toc200100872]Monitoring Compliance
7.1	This policy will be reviewed every two years or following significant updates to PSIRF or ICS governance structures.
7.2	Incident data and learning outcomes will be analysed periodically to assess the effectiveness of the CSLRG approach.
[bookmark: _Toc200100873][bookmark: _Toc108099470]Governance and Oversight 
8.1	The ICB maintains oversight of all cross-system investigations to ensure quality, timeliness, and compliance with PSIRF standards.
8.2	Anonymised reports are reviewed by the ICB Quality Committee before dissemination to external stakeholders.
[bookmark: _Toc200100874]Associated Policies, Guidance and Documents
Associated Policies
Policy MSEICB089 Patient Safety Incident Response Framework (PSIRF) Policy
Information Governance Policy – NHS England – September 24, 2019 NHS England » Information Governance Policy
The NHS Patient Safety Strategy – NHS England – July 2019 NHS England » The NHS Patient Safety Strategy
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[bookmark: _Toc200100876]Equality Impact Assessment
11.1	The EIA has identified no negative equality issues with this policy.
11.2	Several groups, such as individuals with mental health conditions (e.g. suicide, serious self-harm), those involved in maternity care, and people differentiated by sexual orientation or age (e.g. older adults experiencing serious falls or HCAIs, and children involved in safeguarding investigations) are likely to show a more noticeable impact, as incidents tend to be more prevalent within these patient populations. These groups are among the most affected by safety incidents.
11.3	The EIA has been included as Appendix A.







[bookmark: _Toc200100877]
Appendix A | Equality Impact Assessment
INITIAL INFORMATION
	Name of policy and version number:
MSE Cross System Learning Response Policy, V1.0
	Directorate/Service: 
Nursing & Quality

	Assessor’s Name and Job Title: 
Karen Flitton, Patient Safety Specialist (System) 

	Date: 
17 February 2025




	OUTCOMES

	Briefly describe the aim of the policy and state the intended outcomes for staff 

	The Cross-System Response Policy for Patient Safety Incidents aims to establish a structured and collaborative approach to investigating patient safety incidents that span multiple organisations within the healthcare system. This policy ensures that learning responses are coordinated effectively, supporting transparency, patient involvement, and system-wide learning in line with the Patient Safety Incident Response Framework (PSIRF).

	EVIDENCE

	What data / information have you used to assess how this policy might impact on protected groups?

	The policy aligns with national guidelines, such as the Patient Safety Incident Response Framework (PSIRF), ensuring that considerations for equality and inclusivity are embedded in its structure. 


	Who have you consulted with to assess possible impact on protected groups?  If you have not consulted other people, please explain why? 

	This policy is in line with the expectations set out in the Patient Safety Incident Response Framework (PSIRF), which emphasises the importance of engaging with those affected by patient safety incidents to inform learning and improvement efforts.



ANALYSIS OF IMPACT ON EQUALITY 
The Public Sector Equality Duty requires us to eliminate discrimination, advance equality of opportunity and foster good relations with protected groups.   Consider how this policy / service will achieve these aims.
N.B. In some cases it is legal to treat people differently (objective justification).
· Positive outcome – the policy/service eliminates discrimination, advances equality of opportunity and fosters good relations with protected groups
· Negative outcome – protected group(s) could be disadvantaged or discriminated against
· Neutral outcome – there is no effect currently on protected groups
Please tick to show if outcome is likely to be positive, negative or neutral.  Consider direct and indirect discrimination, harassment and victimisation.
	Protected
Group
	Positive
outcome
	Negative
outcome
	Neutral
outcome
	Reason(s) for outcome

	Age
	
	
	ü
	

	Disability
(Physical and Mental/Learning)
	ü
	
	
	

	Religion or belief
	
	
	ü
	

	Sex (Gender)
	
	
	ü
	

	Sexual 
Orientation
	
	
	ü
	

	Transgender / Gender Reassignment
	
	
	ü
	

	Race and ethnicity
	
	
	ü
	

	Pregnancy and maternity (including breastfeeding mothers)
	ü
	
	
	

	Marriage or Civil Partnership
	
	
	ü
	



Several groups—such as individuals with mental health conditions (e.g. suicide, serious self-harm), those involved in maternity care, and people differentiated by sexual orientation or age (e.g. older adults experiencing serious falls or HCAIs, and children involved in safeguarding investigations)—are likely to show a more noticeable impact, as incidents tend to be more prevalent within these patient populations. These groups are among the most affected by safety incidents.

	MONITORING OUTCOMES

	Monitoring is an ongoing process to check outcomes.  It is different from a formal review which takes place at pre-agreed intervals.

	What methods will you use to monitor outcomes on protected groups?

	 In line with National Patient Safety Incident Response Framework (PSIRF) policy.



	REVIEW

	How often will you review this policy / service? 

	Every 2 years as a minimum and earlier if there are any significant changes in legislation, policy or good practice.

	If a review process is not in place, what plans do you have to establish one?

	N/A
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[bookmark: _Toc200100878][bookmark: _Hlk184911318]Appendix B | MSE Cross System Learning Response (CSLR) Process Map                  
Simple Cross System Process 
[image: A computer screen shot of a flowchart

AI-generated content may be incorrect.]
[bookmark: _Hlk184911421][bookmark: _Toc200100879][image: A screenshot of a computer flowchart

AI-generated content may be incorrect.]Appendix C | MSE Cross System Learning Response (CSLR) Process Map    

Complex Cross System Process 

[bookmark: _Toc200100880][bookmark: _Hlk184911354]Appendix D | MSE Cross System Learning Review Meeting – Terms of Reference 
Mid and South Essex (MSE), Integrated Care System (ICS)
Cross System Learning Response (CSLR) Group 
Terms of Reference 
[bookmark: _Hlk198714905]

1. [bookmark: _Hlk198714982]INTRODUCTION
This Terms of Reference outlines the function of the CSLR Group (hereafter referred to as the Group), supporting ICB-led coordination of complex cross-system incidents. It ensures: 
· Clear roles and responsibilities across partners.
· Timely and collaborative investigations
· Meaningful patient and family engagement; and
· System-wide learning and improvement.
The Group aligns with PSIRF expectations that ICBs help coordinate investigations involving multiple providers, where single-provider oversight is insufficient.
2. PURPOSE
[bookmark: _Hlk198715092]
The Group coordinates cross-system learning responses for incidents spanning multiple organisations. It ensures collaborative investigations, meaningful family engagement, and system-wide learning in line with PSIRF requirements.

3. OBJECTIVES
· Identify and support the appropriate lead organisation.
· Ensure shared decision-making and learning.
· Ensure investigations are completed within PSIRF timelines (typically 1 to 6 months).
· Coordinate Duty of Candour responsibilities.
· Oversee reporting, governance, and learning dissemination.

4. [bookmark: _Hlk198715179]SCOPE
Applies to incidents:
· Involving multiple NHS-funded and Health & Social care providers.
· Impacting care across settings or transitions.
· Requiring ICB-led oversight due to complexity.


5. [bookmark: _Hlk198715974]MEMBERSHIP

The Group will comprise representatives from each organisation involved in a cross-system incident, including the following roles:
	Role
	Organisation

	Chair (Patient Safety Specialist)
	ICB

	Patient Safety Partner
	ICB

	Director of Nursing or Deputy 
	ICB

	Patient Safety Specialists 
	Each involved provider

	Named Investigators
	Each involved provider

	Senior Decision-Maker
	Each involved provider

	Clinical Experts / IPC / Safeguarding 
(as needed)
	Each involved provider & ICB

	Family Liaison Lead
	Nominated Org

	Secretariat
	ICB


[bookmark: _Hlk198716324]

6. VALUES & BEHAVIOURS
The Group will be a psychologically safe, inclusive, and respectful space. All members are expected to foster a culture of trust, where individuals feel safe to speak openly, share concerns, and contribute without fear of blame or reprisal.

Information and materials shared during meetings are to be treated as confidential unless otherwise agreed by the Chair. Documents (e.g., agendas, minutes, discussion papers) must not be shared outside the group without express permission.

All members will conduct themselves in line with the ICS Values, NHS Constitution, and principles of openness, transparency, and continuous learning.

Members will actively promote and uphold equality, diversity, and inclusion throughout discussions, ensuring that all voices are heard and respected.


7. MANAGING THE MEETING 

Frequency of Meetings
Held as needed following incident identification
Chairing & Quoracy
Chair – Patient Safety Specialist – MSE ICB. 
A deputy Chair may be nominated by the Patient Safety Specialist if unavailable.

The forum will be considered quorate when there is a chair or deputy present and a representative from at least 75% of the provider organisations involved in the specific incident must be in attendance. 
Admin Support 
Administration to be provided by the ICB team. All communications to be sent to mseicb-me.patientsafety@nhs.net 
Minutes and Papers
Formal high-level minutes of the meeting will be recorded. Actions, issues, and decisions made/arising at the meeting will be included. 
Decision Making Principles
Decisions shall only be made on an informed basis against all available information. The Chair will aim for consensus wherever possible.
Effectiveness Review
The Group’s effectiveness and its Terms of Reference will be reviewed annually to ensure they remain fit for purpose and aligned with evolving national guidance. Interim reviews may occur following significant governance or regulatory changes.
	Date TOR approved:
	TBC

	Effectiveness Review Due:
	12 months after approval 



Conflicts of Interest
Each member must abide by all policies of organisations they represent in relation to conflicts of interest.
Where any member has an actual, potential, or perceived conflict of interest in relation to any matter under consideration at any meeting, such conflict shall be immediately declared.  The chair (at their discretion) shall decide, having regard to the nature of the potential, actual or perceived conflict of interest, whether that member may participate in any discussions or decisions when the matter is being discussed. All declared conflicts and actions taken will be recorded in the meeting minutes.
Where the chair decides to exclude a member, the relevant organisation represented by that member may send a deputy to take the place of the conflicted member in relation to that matter.
Ratified: ICB Quality Committee xx/xx/xxxx
Review: TBC





[bookmark: _Toc200100881]
Appendix E | MSE Cross System Exec Notification Summary Template 
As part of the mobilisation of the ICB-coordinated Cross System Response Group, the following Executive Nurse Notification form will be issued to Executive Nurses. This form serves to formally inform them of a significant incident that has triggered a cross-system investigation. It outlines the key facts of the incident, the organisations involved in the investigation, and the scope and focus of the review. The notification reinforces that the investigation will adopt a psychologically safe, no-blame approach in line with national patient safety expectations. Its purpose is to support learning and system-wide improvement, not to attribute individual fault. 
	Executive Nurse Notification 
ICB Co-ordinated Cross System Learning Investigation

	Incident description:
Provide a concise summary of the incident, including what occurred, how it was discovered, and any immediate consequences.

	




	Organisations investigating:
List all bodies involved in the investigation (e.g. internal teams, external agencies, regulators).

	





	Incident date:
Specify the date (and time, if relevant) when the incident occurred or was first identified.

	




	Overview of scope of investigation:
Outline the breadth of the investigation: systems, processes, geographic regions, and stakeholder groups under review.

	





	Focus of investigation:
Detail the key objectives and questions the investigation seeks to answer
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Appendix F | Summary Process Map for PSII Investigation
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Appendix G | MSE ICS suggested Cross System PSII Template  
[bookmark: _Hlk184973333]Cross – System Patient Safety 
Incident Investigation (PSII) Report

Summary Guidance


*On completion of the investigation and your final report please ensure all guidance (in green) is deleted*

	Incident Investigation Title:
	

	Incident ID Number:
	

	Incident Date:
	

	Investigation Report Date:
	


[bookmark: _Toc48544042]
· Distribution list
Cross-system investigations are shared across the organisations involved, including their staff. They are shared with the Integrated Care Board and with the patients and/or relatives involved who wish to receive a copy of this report. 

Contents
To update this contents table¸ click on the body of the table; select ‘update field’; and then ‘update entire table’; and then click ‘ok’.
Arrangements	25
Terms of Reference	25
The Investigation Team	26
Glossary of terms¸ abbreviations and acronyms	Error! Bookmark not defined.
Distribution list	23
Executive Summary	26
Incident summary¸ outcome and severity	26
Findings	26
Recommendations	26
Full Report	26
Incident description	26
Background information related to the incident and organisation	27
Scope of this investigation (also see terms of reference above)	27
Key questions from the patient/family/carers specific to the incident	27
Communication¸ involvement and support	27
Communication¸ involvement and support of patient / family / carers	27
Communication¸ involvement and support of staff	27
Communication with, involvement of, and referral to other organisations	27
Findings	28
Collection of incident information	28
Analysis	28
Key questions from patient/family/carers answered	28
Recommendations	28
Appendices	29
References for information gathered	29
Additional explanatory details	29
System Improvement Plan	29


[bookmark: _Toc48544038]Arrangements 
· [bookmark: _Toc48544039]Terms of Reference

Patient safety incident investigations are conducted to identify new opportunities for systems-based patient safety improvement. The aim is not to determine or apportion blame. Other specialist organisations and investigation types have been established to consider issues such as criminality¸ culpability¸ or cause of death; Referrals should be made to these specialists whenever appropriate. The determination of culpability or past preventability should not be combined with an investigation designed for learning because this can drive a culture of fear and concealment - resulting in missed opportunities for system improvement.  

The key aim is to commission patient safety incident investigations for effective system safety¸ openness¸ fairness and involvement. 

The key objective is to identify the inter-related¸ system-based contributory and causal factors that resulted in an incident. These findings are then used (and often confirmed by the selective investigation of any other similar events) to identify effective, sustainable systems-based improvements. 

Achieving systems improvement does not rely on the investigation of each and every incident. The investigation of every incident has in the past served to frustrate learning and improvement and divert focus. It is important that identifying and achieving sustained system improvement remains the objective and outcome - rather than completion of the investigation report.

The investigation should be begun as soon as possible after the incident and should normally be completed within three months of the investigation start date. The duration of the incident investigation may be extended to a maximum of six months¸ with the agreement of the patient/family/carers.

The investigation team will work wherever necessary to gain detailed information about the tasks and work systems involved in the incident. This will always include visits to the workplace to observe and discuss the tasks¸ processes and systems with those involved in the work and the incident.

The investigation team follow the Duty of Candour and Being Open principles¸ in their collaboration with the patient/family/carers and staff¸ to help them identify what happened and why this resulted in a patient safety incident. Investigators should encourage HR teams to follow the Just Culture Guide if staff are referred to them. 

Patient safety incident investigations are convened / commissioned in line with the above¸ are led by a senior lead investigator trained to conduct investigations for learning¸ and follow guidance set out in the Patient Safety Incident Response Framework and in the national standards for Patient Safety Incident Investigation.



· [bookmark: _Toc48544040]The Investigation Team

	Role
	Name
	Job Title
	Dept./Directorate & Organisation

	
Lead investigators:
Each organisation adds their investigators
	
	
	

	
	
	
	

	Subject matter expert(s):
Each organisation adds any experts engaged
	
	
	

	
	
	
	

	
	
	
	



[bookmark: _Toc47518812][bookmark: _Toc48544043]Executive Summary
· [bookmark: _Toc48544044]Incident summary¸ outcome and severity 
Brief description of the incident¸ together with the outcome and severity 

· [bookmark: _Toc48544045]Findings per organisation
Each organisation completes their findings below including any system strengths.

· [bookmark: _Toc48544046]Recommendations per organisation 
Each organisation should write their own agreed recommendations here. Recommendations should be numbered and directly reference the individual and interrelated contributory and causal factors to which they correspond. They should be clear but not detailed (detail belongs in the action plan). 


[bookmark: _Toc48544047]Full Report
· [bookmark: _Toc48544048]Incident description
Each organisation to add their individual sections here under a relevant heading in accordance with the patients’ journey, for example:

King Charles Unit (completed by provider #1)
The patient arrived at the unit and was searched for any items within their possession in accordance with Nightingale Trust Policy. During their stay….

Emergency Department (completed by provider #2)
The patient was transferred to the Emergency Department on the 1 January for assessment… The following health issues were identified on triage….

King Charles Unit (completed by provider #1)
The patient was transferred back to King Charles unit following a diagnosis of XX. On arrival the to the unit the patient was tired….
· 
· [bookmark: _Toc48544049]Background information related to the incident and organisation
Each organisation adds a brief description of the service type and size, clinical team, treatment provided etc.

· [bookmark: _Toc48544050]Scope of this investigation (also see terms of reference above)
Describe any agreed boundaries for the investigation (eg Start and finish points agreed with the convenor/commissioner and patient/family/carer etc)
(Refer to the terms of reference above for those details) 
NB: Pre-set questions should be those from the patient/family/carers only

· [bookmark: _Toc48544051]Key questions from the patient/family/carers specific to the incident 
Pre-set questions should be those from the patient/family/carers only. (Delete if there are none)
· 
· [bookmark: _Toc48544052]Communication¸ involvement and support 
· [bookmark: _Toc48544053]Communication¸ involvement and support of patient / family / carers
Communication, involvement, and support of the patient/family/carers is key to a successful PSII. See Patient Safety Incident Response Framework and in particular Appendix 1. 
The investigation team must follow the Duty of Candour and Being Open principles.

· [bookmark: _Toc48544054]Communication¸ involvement and support of staff 
Communication¸ involvement and support of staff is key to a successful PSII.
See Patient Safety Incident Response Framework and in particular Appendix 3 
The investigation team should encourage managers to use the Just Culture Guide should any individual staff concerns arise in relation to a patient safety incident. 

· [bookmark: _Toc48544055]Communication with, involvement of, and referral to other organisations
This is a cross-system investigation following the principles of cross system investigations outlined in the Patient Safety Incident Response Framework (PISRF). It is co-ordinated by MSE Integrated Care Board (ICB). 




· [bookmark: _Toc48544056]Findings
Each organisation to list their findings here from a work systems perspective. If you prefer to summarise findings in a narrative style¸ findings should also be documented under the following headings in order to facilitate data collection¸ evaluation¸ shared learning and continuous improvement from investigations
· [bookmark: _Toc48544057]Collection of incident information
A review of Policy/SOPs/Guidelines etc should be included to identify and demonstrate what was intended to happen¸ and a review of what happens routinely is key. 
A summary of the relevant local and national policy / guidance etc - in place at the time of the incident - plus any other data sources used and their references, should be provided as an appendix and referenced here.

	Date & Time
	Event
	What was expected to happen

	
	
	

	
	
	

	
	
	

	
	
	



· [bookmark: _Toc48544058]Analysis
Each organisation to list any Care & Service Delivery Problems (system weaknesses) and associated contributory and causal factors identified 
· Use the PSII Change analysis tool to identify CDPs and SDPs. 
· Use the PSII Contributory and Mitigating Factors Analysis worksheet or a recognised alternative complex systems analysis technique to analyse the incident. It is often valuable to reference and include a summary of any analysis chart(s) as an appendix to the report. 
· It is important that the interrelated nature and relationships found between the problems¸ contributory and causal factors are identified¸ shown¸ and addressed.
· Use the PSII Contributory and Mitigating Classification to standardise terminology and then elaborate on each. (Add tables and add and delete rows as necessary)
[bookmark: _Toc48544059]
· Key questions from patient/family/carers answered 
Each organisation to list their responses to the families' questions (Delete if none)



· [bookmark: _Toc48544060]Recommendations 
Each organisations to add their recommendations here. They should be clear but not detailed (detail belongs in the action plan). 


· Additional MSE Integrated care system recommendations
These will be determined on joint review of the final report prior to sharing with the family

[bookmark: _Toc48544061]Appendices

· [bookmark: _Toc48544062]References for information gathered
Each organisation to include references to National and Local Policy/procedure/guidance¸ other data sources etc 
· 
· [bookmark: _Toc48544063]Additional explanatory details
Each organisation to include any necessary¸ additional details as explanatory text¸ tables¸ diagrams etc. (Delete if there are none)

· Chronology
Each organisation to include any chronologies here. (Delete if there are none)


· [bookmark: _Toc48544064]System Improvement Plan
· This Action/System Improvement Plan should be developed separately to the investigation. 
· Consultation with the investigation team; those trained in systems redesign and improvement; and with the patient/family/carers and staff involved is key. 
· A PSII options appraisal and¸ later¸ an impact analysis should be completed to help evaluate the potential efficacy of safety improvements proposed. The guide to healthcare risk assessment is also designed to help with this process.
· Actions should be ‘S.M.A.R.T.’ 
· Actions and improvements should address not only the contributory and causal factors identified but also their interrelated nature and the relationships that lie between them.


	
	Action No.
	Action No.
	Action No.

	Recommendation:
	

	
	

	Contributory/Causal Factor:
	
	
	

	Improvement action to Address:
	
	
	

	Level for Action:          
(Organisation., Directorate, Team)
	
	
	

	Additional Resources Required:  
	
	
	

	Implementation Lead:
	
	
	

	Evidence of Progress / Completion:
	
	
	

	Monitoring Arrangements
(a. identify whether implementation is achieved 
b. identifies whether implementation is sustained 
c. check for unintended consequences):
	
	
	

	Evaluation Arrangements 
(a. determine efficacy and
b. check for unintended consequences):
	
	
	

	Target Date 
for Implementation:
	
	
	

	Date of Completion:
	
	
	

	Plans for shared learning (only relevant to improvements for which there is evidence of sustained adoption and efficacy): 
	
	
	

	Sign off by:
	
	
	




Each Organisation begins investigation 


Final drafts reviewed as per organisations governance 


Lead investigator to add investigation to cross system template 


Shares with additional providers in turn to add their investigations 


Additional providers add their investigations to cross system template 


Meeting convened with all providers to review updated cross system investigation template 


ICB convene meeting with all providers to review final investigation and to note any additional system recommendations 
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