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This patient safety incident response  
plan sets out how Active Care Group  
(ACG) responds to care related safety 
incidents. The plan will remain under  
review through the findings of investigations 
as well as feedback from colleagues,  
patients / residents and their families  
or carers.

This plan sits alongside the ACG PSIRF 
policy. The emphasis of the policy is on the 
process and culture to support continuous 
improvement in care related safety through 
our response to safety incidents.

One of the principles of PSIRF is to do  
fewer investigations but to do them better, 
this means taking the time to conduct 
system-based investigations by people that 
have been trained to do them. This plan and 
its associated policy set out our approach to 
thinking differently about learning and what 
it means for ACG.

Carrying out investigations for the right 
reasons can and does identify learning  
that will help reduce the risk of harm.  
The transition from ‘serious incidents’ and 
Root Cause Analysis (RCA) methodology 
commenced in November 2023 and we 
have seen a great improvement from 
moving away from the serious incident/RCA 
methodology. Our investigations under the 
PSIRF have been proportionate and effective 
in gathering learning for positive change 
within Active Care Group.

PSIRF recognises the need to ensure we 
have support structures for everyone 
involved in care related safety incidents.  
Part of which is the promotion of a culture  
of safety as led by all our colleagues and  
in line with the ACG behaviours.

This plan sets out the scope for a  
system-based approach to learning from 
care related safety incidents identified 
through our priorities.

Introduction
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Our services and locations
  Neurological Rehabilitation Services

  Supported Living Services

  Residential Care Services

  �Child and Adolescent Mental  
Health Services (CAMHS)

  Adult Mental Health Services

  Adult Learning Disability Services

  Complex Children’s Services

  Case Management

  Care in the Home
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We reviewed our systems to 
understand the people who are 
involved in care related safety 
activities across ACG, as well as 
the system and mechanisms that 
support them. 

ACG is a pioneering provider of complex 
care, we place people at the heart of 
everything we do, improving people’s lives 
by providing the best quality care tailored 
for individual needs. 

We provide progressive, personalised 
pathways of care that combine clinical 
expertise, personal support, and therapeutic 
and rehabilitation services enabling our 
service users to live the most rewarding lives 
possible whether in their own home or in 
one of our specialist care facilities.

Our residential services are organised  
into regions and divisions with services 
managing complex conditions including 
spinal injury, brain injury, epilepsy, 
neurological conditions and  
learning disabilities.

Our residential services are provided in 
a variety of settings including hospital 
based services, residential care homes and 
supported living services. In addition, we 
have a domiciliary care division and a case 
management division.

The ACG integrated governance framework 
will underpin the care related safety incident 
process, as set out in the diagram below. 
The weekly Safety Incident Oversight 
Panel (SIOP) will be responsible for the 
monitoring and allocation of Safety Incident 
Investigations (SII) and safety reviews.

Back to contents page
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Investor Board Meetings

Executive Board (Monthly)

Quality Assurance Committee (Quarterly)

Executive Meeting (Weekly)

Statutory Groups & Meetings

Safety Incident Oversight Panel (Weekly)

Professional Forums

Divisional Operations  
Meetings (Monthly) 

Business Reviews (Monthly) 

Commercial Strategy (Quarterly)

Divisional Clinical  
Governance (Quarterly)

Divisional forums for Health  
& Safety, Safeguarding

Stay Safe Meetings (Weekly)

Site/Service-based 
Governance &  

Operational Meetings

Local Management  
Team Meeting

group
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Review of our Previous 
Safety Priorities

In 2021/22, the quality team undertook a programme of internal inspection, health and 
safety and peer review visits. Every service was reviewed using the relevant regulatory 
framework. These reviews identified local priorities for improvement that fed into individual 
site improvement plans (SIPs).

Many examples of good and outstanding care were also identified during this process. 
As a result of this work, we agreed six safety incident priorities which are set out below:

1. Self-harm behaviours resulting in serious injury particularly within our hospital settings.

2. �Pressure injuries sustained in our care which should / could have been prevented

3. ��Incidents of aggressive / assault behaviours by patients / residents to peers or colleagues

4. ��Significant physical health deterioration that could have been avoided

5. �Falls resulting in serious injury

6. ��Medication errors

In early 2026 a review of these 
priorities has been undertaken 
to determine the impact of the 
application of PSIRF on the level 
and severity of incidents in the 
safety priority categories. 

Back to contents page
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	  �Self-harm behaviours 
resulting in serious 
injury particularly within 
our hospital settings

ACG has monitored the number of such 
incidents and in 2025 they had reduced  
by 28% compared to 2023. We continue  
to retain this as a safety priority as we want 
to further reduce the number of incidents  
as well as the level of harm sustained.  
Our services have had extensive input from 
our internal Positive Behavioural Support 
Teams and staff at our Child and Adolescent 
Mental Health Hospital have undergone 
Trauma Informed Care training which we 
continue to embed.

	  �Pressure injuries 
sustained in our care 
which should / could 
have been prevented

As a result of this being a safety priority the 
Group have undertaken extensive reviews of 
how we report, monitor and treat pressure 
sores. A thematic review was undertaken 
and as a result significant learning was 
applied across the business, changing the 
monitoring tools we use to Purpose-T, 
reviewing the pressure relieving equipment, 
escalation for care reviews and much more. 
This has had a positive impact and has seen 
a reduction in reports of pressure ulcers by 
24% in 2025 compared to 2023. In addition, 
the level of harm sustained has also reduced 
by over 30%. We are no longer retaining this 
as a safety priority however we will continue 
to monitor our improvement through our 
Physical Health Group.

1
	  �Incidents of aggressive 

/ assault behaviours by 
patients / residents to 
peers or colleagues

This continues to be a priority for Active 
Care Group, the safety of people in our 
care and our colleagues is paramount. We 
have seen a reduction in incidents resulting 
in harm by 2% in 2025 compared to 2023, 
and incidents of no harm or near miss have 
improved from 90% in 2023 to 92% in 2025. 

However, we want to continue this safety 
priority to allow for further work on 
embedding our culture of safety, push 
forward with our ‘Kindness Campaign’  
and build on our Positive Behavioural 
Support approach. 

	  �Significant physical 
health deterioration 
that could have 
been avoided

Due to the complexities of the needs of 
the people in our care within ACG we 
will continue to retain this as a safety 
priority. Active Care Group has services 
that provide specialist care in a number 
of areas and early detection of any signs 
of deterioration is paramount, along with 
comprehensive training for our colleagues 
and the continued oversight of any incidents 
of learning will remain a safety priority for 
2026/27.

2

3

4
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	  �Falls resulting in  
serious injury

The number of falls reported each year 
between 2023 and 2025 has remained 
consistent, however the level of harm 
has reduced with 72% of all incidents 
reported in 2025 being either no harm or 
near miss. Many of the falls reported are 
during self mobilisation which is a positive 
risk taking exercise in rehabilitation. 
Extensive work was undertaken by ACG 
in developing a falls reduction resource 
center containing support, guidance and 
training for colleagues with improved policy, 
assessments and guidance. We will continue 
to monitor falls through our local and 
divisional governance structures however 
this will no longer remain a safety priority.

	  �Medication errors

Active Care Group has monitored 
medication related incidents throughout 
2023-25 and we have significantly improved 
the reporting of no harm / near miss 
incidents to gain a better understanding of 
the learning. Our medication management 
policies, competency assessments and 
oversight has improved greatly, all being 
led through our Medicines Management 
Group. We will continue to retain this safety 
priority for 2026-27 to focus on Healthcare 
Assistant Delegation within our non nursing 
provision services, enhanced training for 
all staff working with medication across the 
Group and improved supporting policies 
and guidance. 

5 6
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We have an established executive led 
safety incident oversight panel (SIOP) to 
oversee the operation and decision-making 
of the safety incident responses that are 
commissioned. This will include the final 
sign off process for all SIIs. Through this 
mechanism the Executive Board will be 
assured that it meets expected oversight 
standards but also understands the ongoing 
and dynamic incident and safety profile 
within the Group.

Our six care related safety priorities will be 
the focus for structured thematic review 
work in the next 18-24 months as well as any 
relevant national priorities.

Care related safety incidents that 
must be investigated under PSIRF are:

• �Care related safety incident that is  
a Never Event

• �Deaths more likely than not due 
to problems in care. This can be 
identified through an incident or  
the learning from deaths process

• �National priorities for investigations

Back to contents page
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Deciding on the level and type of response will be a flexible 
approach, informed by our local and national priorities. 
Our objective is to facilitate an approach that involves 
decision making at a local, regional/divisional, and at a 
group level. This will include an agreed escalation process 
from service level to the executive led oversight panel.

How we will respond to care 
related safety incidents

Our approach  continues to support each region/division to oversee 
their local processes. 

As we have transitioned into PSIRF, the Quality and Governance team 
continue to work closely with the operational management teams to 
review and identify incidents that may require a care related safety 
incident investigation in line will the national and local priorities.

Back to contents page
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Priority Event Approach Outcome / 
Improvement

National Death of a person with 
learning disabilities.

Refer for Learning 
Disabilities Mortality 
Review (LeDeR) Liaise with 
ICB (LeDeR Local Area 
Co-ordinator) as locally 
led SII may be required.

Respond to 
recommendations 
made.

National Safeguarding incidents  
in which:

•	babies, children, or 
young people are on a 
child protection plan; 
looked after plan or a 
victim of wilful neglect 
or domestic abuse / 
violence.

•	adults (over 18 years 
old) are in receipt of 
care and support needs 
from their local authority.

•	the incident relates to 
FGM, Prevent Refer 
to local authority 
safeguarding lead the 
local safeguarding 
partnership (for children) 
trafficking or domestic 
abuse/violence.

Reported to Head  
of Safeguarding.

Refer to local authority 
safeguarding lead.

Healthcare provider 
organisations must 
contribute towards 
domestic independent 
inquiries, joint targeted 
area inspections, child 
safeguarding practice 
reviews, domestic 
homicide reviews and 
any other safeguarding 
reviews (and inquiries) 
as required to do so by 
the local safeguarding 
partnership (for children) 
and local safeguarding 
adults boards.

Respond to 
recommendations 
made.

National Deaths of patients 
detained under the 
Mental Health Act  
(1983) or where the 
Mental Capacity Act 
(2005) applies, where 
there is reason to think 
that the death may be 
linked to problems in  
care (incidents meeting 
the learning from  
deaths criteria).

SII. Create local 
recommendations 
and actions.

Health and care safety incident investigation

Back to contents page
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National Child deaths. Refer for Child Death 
Overview Panel review. 
Locally-led SII (or 
other response) may 
be required alongside 
the panel review – 
organisations should  
liaise with the panel.

Create local 
recommendations 
and actions.

National Incidents meeting the 
Never Event criteria.

SII. Create local 
recommendations 
and actions.

National Incidents resulting in 
death thought more likely 
than not due to problems 
in care (incident meeting 
the learning from deaths 
criteria for patient safety 
incident investigations 
(SIIs)).

SII. Create local 
recommendations 
and actions.

ACG •	Self-harm

•	Behaviours that 
challenge

•	Physical health

•	Medication errors

•	Choking incidents.

Care related safety 
incident responses/
investigation as agreed  
by SIOP.

Create local 
recommendations 
and actions 
feeding into 
governance 
framework.

Priority Event Approach Outcome / 
Improvement

Incident resulting in 
moderate or severe harm.

No/Low harm and near 
miss incidents.

Response in line with 
the Duty of candour 
requirements.

Validation of facts.

Inform thematic 
analysis of 
ongoing care 
related safety 
risks.

Safety incident review
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https://www.linkedin.com/company/active-care-group
https://vimeo.com/user213702866
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https://www.facebook.com/ActiveCareGroup/
https://www.instagram.com/active_care_group/
https://twitter.com/ActiveCareGroup?ref_src=twsrc%5Egoogle%7Ctwcamp%5Eserp%7Ctwgr%5Eauthor

