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Introduction 
This Patient Safety Incident Response Plan (PSIRP) outlines how Western Medical 
Services Limited (We) intends to respond to patient safety incidents over the next 12 to 
18 months. As a live document, it will adapt to specific circumstances and the needs of 
those affected whilst remaining flexible to the needs of the patients. 

The plan aims to enhance the value of patient safety incident investigations (PSIIs) by: 

- Reframing: Using a system-based approach to identify root causes. 

- Focusing: Addressing systemic factors to mitigate risks. 

- Transferring: Emphasising quality over quantity in investigations. 

- Demonstrating: Highlighting measurable improvements in safety outcomes. 

About Us 
Western Medical Services is an independent ambulance service based in the UK. While 
we do not currently handle 999 emergency calls, we provide critical and non-emergency 
patient transport services, with a focus on quality, compliance, and governance. Our 
services include: 

• Scheduled patient transport for routine appointments. 
• Specialist patient care transport with paramedics and medical staff. 
• Collaborative partnerships with healthcare providers for tailored solutions. 
• SafeBus/Safespace NTE Provisions 
• International Repatriations 
• Event Medical Services 

With a dedicated team of healthcare professionals, we prioritise safety, compliance, and 
excellence in patient care. 



 
	
 

Our Stakeholders 
We collaborate with a range of stakeholders to ensure safe and effective patient care, 
including: 

- Healthcare providers (e.g., NHS Trusts, private clinics, and community care 
organizations). 

- Regulatory bodies (e.g., Care Quality Commission). 

- Patients and their families. 

- Local authorities and integrated care boards. 

We aspire to become a trusted partner in our region and across the UK, whilst raising 
expected standards within the independent ambulance sector. We will continue this 
ethos and philosophy as we develop our patient safety incident response plan. 

Within our role in the independent ambulance sector, we are committed to identifying 
and supporting cross-provider, or cross-system patient safety incidents to make 
healthcare safer for everyone. 

 

 

 

 

 

 

 

 

 

 

 



 
	
Defining Our Patient Safety Incident Profile 
Western Medical Service is a relatively new organisation, only providing regulated 
activities since 10th October 2023. Since this time due to limited exposure, we have not 
experienced any patient safety incidents and so currently are unable to build a full 
safety incident profile.  

Our plan was consulted internally via our senior leadership team meetings, clinical 
governance review meetings and shared externally to NHS Devon Integrated Care Board 
as our main NHS commissioner. 

Our safety profile will be future informed by: 

• Incident reports and complaints. 
• Staff feedback and Freedom to Speak Up reports. 
• Clinical audits and risk assessments. 
• Annual review of electronic patient report forms (e-PRFs). 

Through internal steering groups we have identified the following priority areas which 
include: 

1. Harm identified during patient transport. 
2. Delays in scheduled inter-facility transfers. 
3. Risks associated with manual handling during patient movement. 
4. Equipment reliability and readiness. 
5. Delays in accessing definitive care 

Improving Our Patient Safety Culture 
 

Extensive research into organisational safety has consistently demonstrated that 
creating an open and transparent culture is a cornerstone for improving safety 
standards. In such an environment, colleagues feel confident and secure in reporting 
incidents or raising concerns without the fear of blame or punitive actions. This sense of 
psychological safety is essential for fostering honest communication and facilitating 
continuous learning, ultimately leading to a safer and more effective organisation. 

At Western Medical Services, we place significant emphasis on encouraging and 
supporting all staff members to report any incidents or situations they believe have 
occurred, or may occur, that could potentially cause harm to patients or colleagues. This 



 
	
proactive approach ensures that issues are identified and addressed early, reducing risks 
and enhancing the overall quality of care. We also recognise the critical role of our 
managers and leaders in this process. They are empowered to take direct action in 
response to reports, driving localised improvements and implementing changes that 
align with our organisational goals.  

At the same time, we prioritise sharing insights and learning outcomes across all levels 
of the organization, ensuring that knowledge gained from one area benefits the entire 
team. 

Our commitment to fostering a “just culture” is at the heart of these efforts. This means 
we focus on understanding the underlying systems and processes that contribute to 
incidents rather than placing blame on individuals. By promoting fairness, 
accountability, and a dedication to improvement, we aim to create a supportive 
environment where staff are motivated to contribute to the shared goal of enhancing 
patient safety and organisational excellence. 

Defining Our Patient Safety Improvement Profile 
 

We understand that the insights gained from learning responses, including Patient 
Safety Incident Investigations (PSIIs) and related activities, must be transformed into 
actionable and sustainable measures that effectively mitigate risks and enhance the 
safety of our patients. Translating learning into meaningful change is central to our 
commitment to continuous improvement in patient safety. 

To achieve this, we are leveraging evidence-based knowledge in patient safety science 
and improvement methodologies to create a comprehensive and robust patient safety 
improvement plan. A key component of this strategy is our Quality Improvement 
training program, which is being implemented using the Define, Measure, Analyse, 
Improve, and Control (DMAIC) methodology. This structured approach equips staff with 
the tools and skills necessary to drive sustainable improvements at every level of the 
organisation, aligning with our broader Quality Improvement strategic objectives. 

We have initiated several strategic programs and locally tailored patient safety 
improvement plans across the organisation. These initiatives represent comprehensive, 
system-focused approaches rather than isolated actions, addressing identified issues 
with input from prior incident investigations, reviews, audits, and risk assessments. Each 



 
	
program is designed to systematically address safety risks and drive measurable 
enhancements in care quality. 

The Improvement Journey for our current priorities is underway and is being closely 
monitored by dedicated oversight groups. Progress is reported to the Management and 
Steering Group. Additionally, this group is tasked with evaluating the effectiveness of 
improvement workstreams derived from new learning, ensuring that our efforts 
translate into tangible benefits for patient safety and organisational performance. 

Our Patient Safety Incident Response Plan: National Requirements 
 

Western Medical Services will be putting forward a dedicated group of staff to achieve 
compliance with the standards outlined in the Patient Safety Syllabus, supporting a 
transition to enhanced patient safety practices. Western Medical Services will 
collaborate with NHS Devon, being our local integrated care board and main 
commissioner. Western Medical Services commits to having a group of management 
staff compliant with this training by Q2 2025 using approved NHSE training courses and 
content 

In the first year of implementation, training compliance will be closely monitored by the 
Incident Reporting and Management Steering Group. Following this initial phase, 
responsibility for overseeing training will transition to the System Governance Group, 
where it will become an integral part of our routine processes. 

Core Modules of the Patient Safety Syllabus: 

• Patient Safety Syllabus Level 1: Essentials for patient safety. 
• Patient Safety Syllabus Level 2: Access to practice. 
• Involving Those Affected: Engaging patients, families, and staff in the learning 

process. 
• System Approach: Adopting a system-wide perspective to learning from patient 

safety incidents. 
• Oversight of Learning: Ensuring effective evaluation and integration of lessons 

learned. 

Western Medical Services fully acknowledges the importance of the Patient Safety 
Syllabus. 



 
	
Nationally defined incidents requiring local PSII 

Patient safety incident 
type 

Required response Anticipated improvement 
route 

Incidents that meet the 
criteria set in the Never 
Events list 2021 

PSII Create local organisational 
actions and feed these into 
the quality improvement 
strategy 

Incidents that meet the 
‘Learning from Deaths’ 
criteria; that is, deaths 
clinically assessed as more 
likely than not due to 
problems in care 

PSII unless death is 
clinically assessed as 
more likely than not due 
to delayed attendance . 

Create local organisational 
actions and feed these into 
the quality improvement 
strategy 

 

Nationally defined priorities for referral to other bodies or teams for review and/or PSII 

Patient Safety Incident Type Requirement 
Maternity and neonatal incidents: ‘Each Baby Counts’, 
Maternal Deaths 

Healthcare services safety 
investigation branch (HSSIB) 

Maternity and neonatal incidents: all cases of severe 
brain injury 

NHS Resolutions Early 
Notification Scheme 

Maternity and neonatal incidents: all cases of severe 
brain injury all perinatal and maternal deaths 

Mothers and Babies: 
Reducing Risk through Audits 
and Confidential Enquiries 
across the UK (MBRRACE) 

Mental health related homicides by persons in receipt of 
mental health services or within 6 months of their 
discharge 

NHSE Regional independent 
investigation team (RIIT) 

Child Deaths Child Death Review Panel 
(CDOP) 

Deaths of persons with learning disabilities Learning from lives and 
deaths – people with 
learning disabilities and 
autistic people (LeDeR) 

Safeguarding Incidents Local Authority 
Deaths of patients in custody, in prison or on probation 
where healthcare is/was NHS funded and delivered 
through an NHS contract 

Prison and Probation 
Ombudsman and Care 
Quality Commission (CQC) 

 



 
	
Our Patient Safety Incident Response Plan: Local Focus 
Locally identified priorities over the next 12 to 18 months include: 

1. Harm identified during patient transport. 
2. Delays in scheduled inter-facility transfers. 
3. Risks associated with manual handling during patient movement. 
4. Equipment reliability and readiness. 
5. Delays in accessing definitive care 

We commit to completing at least one PSII for each priority area, reviewed by the 
internal management and steering groups. 

Additional Local Responses: 

• Conducting After Action Reviews (AARs) for critical incidents. 
• Leveraging SWARM huddles for rapid learning. 
• Engaging staff and patients in collaborative improvement efforts. 

Patient Safety Incident 
Type 

Planned Response Anticipated Improvement 
Route 

Harm identified during 
patient transport 

PSII where patients are at 
risk of, or suffer harm 
during conveyance 

Feed into organisational 
improvement plan utilising 
quality improvement 
methodology 

Delays in scheduled inter-
facility transfers 

PSII where the patient 
suffers harm, or 
delay/cancellation of 
planned treatment  

Feed into organisational 
improvement plan utilising 
quality improvement 
methodology 

Risks associated with 
manual handling during 
patient movement 

PSII where the patient 
suffers or is put at risk of 
actual harm during a 
patient movement. 

Feed into organisational 
improvement plan utilising 
quality improvement 
methodology 

Equipment reliability or 
readiness 

PSII where an equipment 
failure or missing 
equipment causes actual 
adverse patient harm 

Feed into organisational 
improvement plan utilising 
quality improvement 
methodology 

Delays in accessing 
definitive/extended care 

PSII where a patient suffers 
actual or serious potential 
for harm due to delay in 
accessing 
definitive/extended care 

Feed into organisational 
improvement plan utilising 
quality improvement 
methodology 



 
	
Locally defined emergency patient safety incidents requiring PSII 
The Incident Review Group is tasked with the responsibility of monitoring and 
addressing emerging themes in patient safety. A Patient Safety Incident Investigation 
(PSII) should be initiated when an unforeseen patient safety incident occurs that poses a 
significant risk to patients, their families, carers, staff, or partner organisations. This 
decision is guided by the potential for uncovering new insights and opportunities for 
meaningful improvement. 

Local patient safety incidents requiring investigation 
It is essential to recognise that incidents not classified as priorities within this Patient 
Safety Incident Response Plan (PSIRP) will still be investigated using methods that are 
appropriate and proportionate to their significance. The specific investigation 
techniques for these cases will be determined by the internal management and steering 
groups. Examples of such planned responses include, but are not limited to: 

• Patient Safety Incident Investigations (PSIIs) 
• After Action Reviews (AARs) 
• Multi-Disciplinary Team (MDT) reviews 

A comprehensive explanation of the learning methodologies available to us can be 
found in Appendix B. The internal management and steering groups will validate cases 
where leaders proactively implement immediate safety measures or learning responses 
following a Patient Safety Incident (PSI). 

 

Additionally, there are other proportionate responses, not explicitly detailed within this 
PSIRP, that can support individuals affected by patient safety incidents while also 
helping the organization gain valuable insights. These responses, outlined in Appendix C, 
include: 

• End-to-end reviews 
• Debriefs 
• Clinical audits 

In situations where a Structured Judgment Review (SJR) concludes that a PSII is not 
necessary, the organization will prepare a factual report upon the coroner’s request. 
This report will focus on the incident’s chronology, analysis, and its connection to the 



 
	
organisation’s Trust-Wide Improvement Plan. Learning opportunities will be identified 
and acted upon using the proportionate response framework established by the internal 
management and steering groups. 

Locally defined emergent patient safety incidents requiring cross-system 
response 
Western Medical Services is dedicated to addressing cross-system Patient Safety 
Incidents (PSIs) by taking a leading role or collaborating with partners to conduct 
comprehensive learning responses. We recognise the significant value of a multi-
disciplinary team approach in these efforts, ensuring that insights and solutions are 
informed by diverse expertise. 

Lessons learned from cross-system PSIs will be shared within relevant Patient Safety 
Networks across the region to foster collective improvement. Outcomes from these 
learning responses will also be presented to the internal management and steering 
groups including input from commissioning colleagues, to ensure transparency and 
accountability. 

A key focus of our approach is to identify and address health inequalities during the 
review of cross-system PSIs, ensuring that all patients receive equitable and high-quality 
care. This commitment underscores our dedication to improving outcomes for all 
stakeholders involved. 

Additional Learning Responses 
Western Medical Services acknowledges the importance of conducting learning 
responses in cases where care has been identified as positive or exemplary. 
Understanding the factors that contribute to successful outcomes is essential, as it 
enables us to reinforce these practices and maintain a consistently high standard of care 
across the organisation. 

 

 



 
	
Glossary of Terms 



 
	



 
	

 

Version 1 

• Harm identified during patient transport 
• Delays in scheduled inter-facility transfers 
• Risks Associated with manual handling of 

patients 
• Equipment reliability or readiness 
• Delays in accessing definitive/extended 

care 

Never Event? 

Appendix A 

https://www.england.nhs.uk/wp-content/uploads/2020/11/2018-Never-Events-List-updated-February-2021.pdf
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Contact Us 
For enquiries, please contact: 

- Headquarters: +441626245999 

- Email: patientexperience@westernmedicalservices.co.uk 

- Website: www.westernmedicalservices.com 

Western Medical Services is committed to continuous learning and improvement, 
ensuring the highest standards of patient safety and care. 

	


