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Complaints (2021-2022) = 105,506

Complaints in NHS hospitals = 70,083

MOST COMPLAINTS

1.

2.
3.

4.

S.

University Hospitals of Leicester NHS Trust
(n=2,319)

Barts Health NHS Trust (n=1790)

University Hospitals Birmingham NHS
Foundation Trust (n=1709)

Manchester University NHS Foundation Trust
(n=1,619)

Mid and South Essex NHS Foundation Trust
(n=1,555)

LEAST COMPLAINTS

1.

2.

Liverpool Heart and Chest Hospital NHS
Foundation Trust (n=38)

Royal Papworth Hospital NHS Foundation
Trust (n=39)

Royal Orthopaedic Hospital NHS Foundation
Trust (n=43)
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NHS Hospitals

Birmingham Women's and Children's NHS Foundation Trust
County Durham and Darlington NHS Foundation Trust

East Sussex Healthcare NHS Trust

Epsom and St Helier University Hospitals NHS Trust
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Provider Name

Walton Centre NHS Foundation Trust

Liverpool Heart and Chest Hospital NHS Foundation Trust
Royal Papworth Hospital NHS Foundation Trust

Christie NHS Foundation Trust

Kingston Hospital NHS Foundation Trust

Royal Marsden NHS Foundation Trust

South Warwickshire NHS Foundation Trust

Surrey and Sussex Healthcare NHS Trust

St Helens and Knowsley Teaching Hospitals NHS Trust
Northumbria Healthcare NHS Foundation Trust

University Hospitals Sussex NHS Foundation Trust
Newcastle upon Tyne Hospitals NHS Foundation Trust

Northern Care Alliance NHS Foundation Trust

Total staff FTE

1,363
1,727
1,852
3,032
3,263
4,016
4,225
4,341
6,015
7,152
14,270
14,283
16,921

New complaints per
thousand staff

59.42381
22.00703
21.05486
44.53122
170.1114
26.39685
33.60955
181.0563
43.88929
58.44304
67.76284
38.85763
41.01428

CQC overall
ratings

Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
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Rigshospitalet

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 )



Rigshospitalet

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




Rigshospitalet

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

)



Rigshospitalet

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.




Rigshospitalet

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.
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Rigshospitalet

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 ?
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Non professionel reports; Denmark
4.000 3.719
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Figur 11. Antal ropporterede utilsigtede haendelser ropporteret of patienter og pdrerende i perioden
2019-2021
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Non professionel reports; Rigshospitalet
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Numbers of adverse event scoring
Rigshospitalet
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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
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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 iIssues

*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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Rigshospitalet

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
iliness.
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* You have reached your destination”
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Improving more by investigating less: rethinking patient safety
Incident response

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

England

Serious Incident
Framework

Supporting leaming to prevent recurrence

“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’”

W
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Public Administration Select

NHS

England

“Despite pockets of best practice, good intentions and strong leadership,
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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

9" V¢
./




NHS

England
Achieving effective learning and improvement
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y ' APPLICATION OF A RANGE OF SYSTEM BASED APPROACHES [ RCA no longer recommended ]
TO LEARNING FROM PATIENT SAFETY INCIDENTS ~ (_Yindowon the system

COMPASSIONATE ENGAG[MENT & INVOWEN\ENT 0': [ Distinction: engag-e'mentand involvement ]
THOSE AFFECTED BY PATIENT SAFETY INCIDENTS [ nctudes bor familes and sta affecter

AND PROPORTTONATE RESPONSES .
INSID ) ') PROPORTIONATE RESPONSES «  Planning

“CTV TN ICTREN 1T ( « Stakeholder involvement
h ATIENT SAFETY INCIDENTS

SUPPORTIVE OVERSIGHT FOCUSED ON STRENGTHENING ('« Emphasis on colboration
RESPONSE SYSTEM FUNC TIONING AND IMPROVEMENT ecisions marde together

 Non-hierarchical




Patient Safety Incident Response Framework

Compassionate
engagementand
involvement of
those affected by
patient safety
incidents

Applicationof a
range of system-
based approaches
to learning from
patient safety
incidents

Considered and
proportionate
responses to
patient safety

incidents

Supportive
oversight focused
on strengthening
response system
functioning and
improvement

NHS

England

Supporting documentation

Guide to responding proportionately to patient
safety incidents

Engaging and
involving patients,
families and staff
following a patient |

safety incident

Oversightroles and
responsibilities
specification

Response tools, templates and guides
v v v

Patent safety incident response standards

| Patient safety incident response policy [template] Il Patient safety incident response plan [template] I

| NHS England » Patient Safety Incident Response Framework



https://www.england.nhs.uk/patient-safety/incident-response-framework/

PSIRF arientation

PSIRF Preparation Guide (Aug 2022)

Plan on a page

i
3 CONTINUING TO LEARN &
EVOIVE OVER FUTURE YEARS
d Patiert zafety incident responze planning
5
B Transition - warking under the patient safety incident
response policy and plan
7 Embedding sustainable change and improvement
Phaze 1. Crientation Transition Embedding
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1.1 21 ) 31 L ) 4.1 51 .
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stakehalders Here be dragons=.......
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reading and reflection andinvolue those effectiveness will be incident records and stakehalder feedback
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With thanks to: Wendy Halliburton, North Tees and Hartlepool NHS Foundation Trust
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Patient Safety Incident
Response Framework

Engaging and involving
patients, families and staff
following a patient safety
incident

Improving safety critical
spoken communication

Patient safety insight
Patient safety involvement

National safety standards for

invasive procedures (NatSSIPS)

Framework for involving
patients in patient safety

Patient safety review and
response reports

Using patient safety events
data to keep patients safe

The National Patient Safety
Committee

Sodium valproate

Learn from patient safety
events (LFPSE) service

Patient Safety Specialists

Healthcare associated
infections

Fighting antimicrobial
resistance

Standard infection control
precautions: national hand

Our work

Commissioning

Get involved

Home » Patient safety » Patient Safety Incident Response Framewaork

Patient Safety Incident Response Framework

The Patient Safety Incident Response Framewark (PSIRF) sets out the NHS's approach to developing and
maintaining effective systems and processes for responding to patient safety incidents for the purpose of
learning and improving patient safety.

The Patient Safety Incident Response Framework document and supporting_ guidance

Aidan Fowler, National Director of Patient Safety, NHS England - “The intreduction of this
framework represents a significant shift in the way the NHS responds to patient safety incidents,
increasing focus on understanding how incidents happen - including the factors which
contribute to them.”

Contents

A new approach teo responding to patient safety incidents

Who does PSIRF apply to?

Videos — Early adopters share their experiences

Preparing for PSIRF

Supporting documents

Engaging_and involving_patients, families and staff following a patient safety incident
Learning_response toolkit

Join our PSIRF FutureNHS workspace

Developing PSIRF

List of early adopters
Get in touch

Rt Hon Jeremy Hunt, MP — "The new Patient Safety Incident Response Framework is very
welcome. It is great to see the involvement of those affected by patient safety incidents at its
heart and the emphasis on learning and improvement are vital if we are to reduce avoidable
harm across the NHS."

FutureNHS

My Dashboard My Workspaces ~

# NHS Patient Safety , Patient Safety Incident Response Framework (PSIRF)

England

Patient Safety Incident Response Framework (PSIRF)

To support the NHS to further improve patient safety, we are preparing for the of 3 new Patient Safety Incident Respon
should respond to patient safety incidents snd how and when a patient safety investigation should be conducted.

(PSIRF), outiining how providers

®)

PSIRF Discussion Forum

FutureNHS  # MyDashboard My Workspages ~

Gyrrerer An

# NHS Patient Safely » Patient Safety Incident Response .. » Additional Resources and Tools

Additional Resources and Tools

Learning Response Tools
PSIRF Presentations

Looking for more leaming respense resources,
Find all PSIRF presentation slides hare

Additional Resources and Tools

Lo 4
%
Preparing for PSIRF

Click here for more PSIRF content. Includes PSIRF Prap Guide, Communications Toolkit, Latier from Al Useful tools, guides and con

PSIRF Document Overview

Example Patient Safety Incident Response Plans

The image below is an overview of planned PSIRF documentstion cy

Example plans from our early adopters

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
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