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Complaints (2021-2022) = 105,506

Complaints in NHS hospitals = 70,083 

MOST COMPLAINTS

1. University Hospitals of Leicester NHS Trust 

(n=2,319)

2. Barts Health NHS Trust (n=1790)

3. University Hospitals Birmingham NHS 

Foundation Trust (n=1709)

4. Manchester University NHS Foundation Trust 

(n=1,619) 

5. Mid and South Essex NHS Foundation Trust 

(n=1,555)

LEAST COMPLAINTS

1. Liverpool Heart and Chest Hospital NHS 

Foundation Trust (n=38)

2. Royal Papworth Hospital NHS Foundation 

Trust (n=39)

3. Royal Orthopaedic Hospital NHS Foundation 

Trust (n=43)
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Patient safety 
Legislation

• 2003 Denmark became the first country in the world to 

legislate on patient safety, (Law on Patient Safety in 

Health Care.) 

• A result of the law was that a reporting system was 

established

• 2004 it became mandatory for healthcare professionals 

to report unintended event- confidential through the 

Danish Patient Security Database (DPSD )



Patient safety 
Legislation

• 2010 the obligation to report was expanded to 
include the municipal health sector, practice sector, 
private hospitals, specialist doctors and the pharmacy 
sector

• 2011  Patients and relatives got the opportunity to 
report unintended events



Field of application

• The reporting obligation includes:

• Healthcare activities, including pre-hospital activities

• Events that a reporting person observes in connection with the 

occurrence of events, including events that they themselves are implicated in 

as incidents they observe with other healthcare professionals, etc. In 

addition, reporting obligations include events that a reporting person 

subsequently becomes aware of in connection with their professional 

activities



Patient safety 
Legislation

• The reporting person may not be subject to disciplinary 

investigations and measures by the employer, supervisory responses 

by the National Board of Health or criminal sanctions of the courts.



Patient safety 
Legislation

A patient or a relative may report an unintended incident to a region, 

municipality or private hospital, 

There is no time limit for reporting from patients or their relatives.



Aim of the study

• To understand the patients' and relatives' perspective and focus on 

• Patient safety in their contact with the hospital service

• The problems with patients and relatives experience in 
connection with communication with health care personnel

• The response to patients' and relatives' information about the 

course of the disease and description of symptoms

• The patients understanding of their disease and prognoses
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Rapported Adverse events 
2017 -2021 
Denmark 

Who reports ?



24-05-202325

Non professionel reports;  Denmark
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The Use of Adverse Incients; Rigshospitalet

• All adverse events at the Rigshospitalet are reported to two central Risk 

Managers who, in connection with this process, mark the report with a 

topic word taken from a prepared list, and DPSD main group, problem and 

process are recorded.  In addition, data mining is carried out in the incident 

description

• These information’s are extracted from the database into an excel sheet 

and aggregated from there
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Number of adverse events from patients and relatives, main groups



Concrete issues

• Pressure ulcers

• Failure to recognize the risk of pressure ulcers

• Lack of recognition of pressure ulcers

• Record keeping

• Failure to record essential information

• Significant telephone information not noted in the record

Metabolic disease

Pregnancy
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Concrete issues

• Investigation and monitoring

• Lack of examination for pregnancy preoperatively

• Lack of monitoring of women after childbirth

• Acceptance of x-rays with suboptimal quality and incorrect angles
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Sources of learning

• Unintended events

• Compensation cases

• Complaints

• National clinical databases

• Electronic Health Reports (EHR)
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Conclusion Communications issues

a.     A common feature is an expression of a lack of   

communication of information to the patients and  

information about the patient to relatives including 

the diagnostic and treatment process

b.     Reports shows relatives' lack of understanding that in 

several contexts it is the patient who decide the 

choice and level of treatment  And who should be 

contacted as well as what information must be shared

c. Health care personals failure to respond to symptoms 
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Conclusion

• There is great learning potential reported adverse 

events

• Combined with reviewing complaints and compensation 

cases, especially from those rejected, the general 

conclusions can be drawn:

• It is very often a matter of unfulfilled expectations

• Lack of understanding of the body's functions, anatomy, 

the disease and thus the treatment

• The patient's lack of insight into the severity of their 

illness.
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• You have reached your destination” 



Mark.Krasnik@regionh.dk



Improving more by investigating less: rethinking patient safety 
incident response

International Forum on Quality and Safety in Healthcare, Weds 17 May

tracey.herlihey@nhs.net; laurenmosley@nhs.net; matthew.fogarty@nhs.net

@traceyherlihey @Lauren_e_Mosley @safety_matt
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mailto:laurenmosley@nhs.net
mailto:matthew.fogarty@nhs.net


38 |

Policy context

“The Framework aims to facilitate 
learning by promoting a fair, open, 
and just culture that abandons blame 
as a tool and promotes the belief that 
‘incidents cannot simply be linked to 
the actions of the individual 
healthcare staff involved but rather 
the system in which the individuals 
were working’” 

“Despite pockets of best practice, good intentions and strong leadership, 
clinical incident investigation and complaints handling fall far short of what 
patients, their families, clinicians and NHS staff are entitled to expect” 

“We found that 40% of investigations were not adequate to find out 
what happened. Not only are trusts not identifying failings, they are 
also not finding out why the failings happened in the first place”

“…in the absence of other agreed and potentially more 
proportionate responses, trusts often see the formal 
investigation process as the only available option for 
learning from incidents resulting in harm” 
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Designing PSIRF
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PSIRF is a movement

• PSIRF is NOT an investigation framework 

• Serious Incidents no longer feature

• Advocates a coordinated data-driven approach to learning 
and improvement

• Embeds patient safety incident response within a wider 
system of improvement

• Prompts a move away from a reactive and bureaucratic 
approach to safety towards systematic safety 
management 

• Supports a significant shift in safety culture 

• Testing and revision has been a formal part of the 
development cycle
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Achieving effective learning and improvement

• Distinction: engagement and involvement

• Includes both families and staff affected

• RCA no longer recommended

• ‘Window on the system’ 

• Emphasis on collaboration

• Decisions made together

• Non-hierarchical 

• Planning

• Stakeholder involvement
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https://www.england.nhs.uk/patient-safety/incident-response-framework/
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• PSIRF requires teams to 

adapt and implement 

new ways of working 

• There is a need for 

relationship building and 

undoing entrenched 

habits

With thanks to: Wendy Halliburton, North Tees and Hartlepool NHS Foundation Trust

https://future.nhs.uk/NHSps/view?objectID=143341573


44 |

The NHS patient safety workspace is open to all to access. 

You do not need an NHS email address. 

If you are not already a FutureNHS user, you can request 

access by emailing NHSps-manager@future.nhs.uk

Find out more

mailto:NHSps-manager@future.nhs.uk
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