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Main differences between Serious Incident Framework (SIF) 2015 and PSIRF 2019 





	A broader, risk-based approach 
	Moves away from reactive and hard-to-define thresholds for Serious Incident investigation towards a proactive approach to safety and learning investigations. 

Introduces local provider Patient Safety Incident Response Plans (PSIRPs), and allows selection of incidents for investigation to be based on the opportunity for learning and not just outcome.  

Prioritises the quality of investigation to support improvement and aims for a more balanced allocation of resources to develop improvements from patient safety investigation findings. 

	Just culture 
	Clarifies that Patient Safety Investigations are solely for learning and need to be independent of other investigative processes such as criminal, disciplinary, coronial and fitness to practice.  

	Transparency, support and engagement for those affected by patient safety incidents 
	Sets expectations for informing and supporting patients, families and their carers involved in patient safety incidents. This includes providing an opportunity to comment on investigation reports before they are finalised. 

Sets expectations for informing, supporting and involving staff involved in patient safety incidents. This includes providing opportunity for staff involved to comment of investigation reports before they are finalised.

	
PSI timeframes 
	Removal of prescriptive 60 day timeframe. More flexible and agreed wherever possible in conjunction with patients, families and carers. 

Completed on average in 3 months and never taking longer than 6 months. 

	PSI expertise, experience, time and authority 
	Investigations to be led only by those who have: 
· Attended at least the 2-day approved course. 
· Experience of undertaking investigations prior to leading an investigation.
· Authority to act autonomously (at least Band 8a or equivalent such as senior doctor).
· Dedicated time and resource to conduct a good quality investigation, this should include qualified investigators and administrative support.
· Access to staff and family liaison contacts to keep staff, patients and their families informed throughout the whole investigation process.

	PSI methodology 
	Systems-based ‘patient safety investigation’ (PSI) replaces ‘root cause analysis’ (RCA). 
Requirement to follow new national patient safety investigation standards. 
Requirement to use new standard patient safety investigation report template.

	PSI governance and oversight 
	Provider boards now responsible for sign off investigation quality (PSI reports) and local safety improvements. 
Commissioners and local system leaders now responsible for assuring effective application of local PSIRPs and patient safety investigation standards.
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