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Patient Safety Learning

 Founded 2018

* A charity and independent voice for
patient safety

 Listening, learning and promoting the

voice of the ‘patient safety front line’ Safety improvement | patient Safety improvement
through policy, SQfety through *how to’
° i i influencing and : resources, products
MISSIOn & Purpose campaigning |eOrn|ﬂ9 and services

— To transform how health & social care
organisations think & act in regard
to patient safety

- Patient safety as a core purpose
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Scale of avoidable harm in healthcare

In high income countries, WHO estimates

1in10

patients are harmed while receiving hospital care -
50% of which is preventable

15%

of healthcare costs are attributable to unsafe care

Unsafe care is one of the

top 10 causes

11,000+

idable death h
of death and disability worldwide HaaRe ceaheeacyear

- Patients want safe and effective care

» Patients assume patient safety is a priority until they experience avoidable harm
» Despite the efforts & good work of many people, unsafe care continues to persist
* Have we normalised an unsafe system?
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Why does avoidable harm persist?

- Safety is one priority of many paﬂem}
safety

* Few safety standards learning

* Not designing safety systems :

« Blame culture & fear Patient.Safe
« Patients not engaged AgluL::I:;int
* Lack of leadership . for Action |

* Failure to learn & act

Healthcare needs to operates as an effective safety
management system; safety as a core purpose
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Engaging patients for patient safety

The day aims to influence stakeholders
to work collaboratively towards co-
designing health care policies and
safety interventions that truly reflect the
needs and preferences of patients.

At the point of care

— shared decision making

— informed consent

For learning and redress

- if things go wrong

For change and improvement
For advocacy and accountability
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At the Point of Care: 5 Moments of Medication Safety

Starting a
medication

Adding a
medication

Stnpping my
medication

Taking my Reuiewing my

medication
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When things go wrong: Derek Richford

* We need leaders that say:
interview with Derek Richford

- We made a mighty mistake and we're ST
sorry.

“Getting the hospital to be honest with us felt like a battle from day one.” An

- We’ll do something about it.

* We need people ‘real-life’ people who
can represent the patient perspective
at local board level and right up to the
top of the NHS.

* We need the NHS to actively help
make it easier for people to engage.

ooooo

loved

Content

Hi Derek, thank you for speaking to me today.

Firstly, can you describe the attitude of managers and senior linicians at the
Trust towards your family after Harry's death?
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Patient voices in a fragmented patient safety landscape

® Department of Health and Social Care ® Medical Royal Colleges ® Acute Trusts
¢ NHS Horizons o Health and Social Care Select Committee * National Institute for Health and * Ambulance Trusts
¢ AQUA Care Excellence ® Mental Health Trusts
e Getting it Right First Time (GIRFT) _ e Professional Record Standards Body e Community Health Trusts
® NHS Impact ® Primary care organisations
® Primary care networks

* NHS England Regional Teams
¢ Parliamentary and Health Service ® Integrated Care Systems —
Ombudsman _ ® AHSNSs and patient safety collaboratives ® Care Quality Commission
Patentsafeybodies | o eraend NatonalPotentSofey om 7 e | el
o NHS Resolution ® Coroners Regulatory Agency

® Healthcare Safety Investigation Branch ¢ Individual regulators of healthcare

« Potient Sofety Commisioner forEngon | Indiduals L ol
¢ Health and Safety Executive

* National Guardian’s Office

® Healthcare professionals ® Medical Examiners
* Board members and non-executive * Patient Safety Specialists
directors ® Patient Safety Partners
¢ Governors ¢ Freedom to Speak Up Guardians
patient Source: Patient Safety Learning, The elephant in the room: Patient safety and Integrated Care Systems, 11 July 2023.
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https://www.pslhub.org/learn/patient-safety-learning/patient-safety-learning-%E2%80%93-the-elephant-in-the-room-patient-safety-and-integrated-care-systems-11-july-2023-r9761/

Failure to investigate, learn and provide redress to

patients and families

* Repeated failure to involve family members and carers in
investigations following avoidable and unexpected deaths

» Highlighted again in last year’s East Kent Maternity Review:
- Family members excluded & marginalised after serious events
- Unwillingness to engage with families in investigations
- Distress and a basic lack of kindness and compassion

« Harmed Patient Alliance

- ‘Unimaginable’ and ‘unnecessary’ distress caused to families with
poor investigations and coverups

- Minimising compounded harm should be a national patient safety
priority, with research and policy efforts looking wider than Duty of
Candour and involvement in investigations
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Reading the signals

Maternity and neonatal services
in East Kent — the Report of the
Independent Investigation

Qctober 2022




NHS Patient Safety Incident Response Framework

« New NHS approach to responding to
patient safety incidents, 4 aims:

1.

Listening to patients, families and staff
involved in incidents with respect and care,
involving them meaningfully throughout the
process

Using systems tools to help understand all
the factors that have contributed to an
incident

Actions that are appropriate for the
seriousness and outcome of the incident

Making sure that lessons learned from
investigations lead to improvement and the
prevention of future harm

* Role of Patient Safety Partners

learning

patient
safety

PATIENT SAFETY INCIDENT -
- RESPO''SE FRAMEWORK -

PSIRF: a new era in patient safety for the NHS and healthcare
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Patient Safety Partners

- Enabling patients to support and be =i RIS N R —
. . . Patient Safety Partners - A workshop at Kingston Hospital
involved in wider governance and S
leadership of safety activities, .
inCIUding: Summary
- Membership of safety and quality e L e
committees

— Working with organisation boards
- Involvement in staff patient safety

training
~ Participation in investigation oversight patient
groups safety
* On the hub we host the peer support partners
Patient Safety Partner Network. network
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Patient engagement for Change and Improvement

Care Opinion the hub (www.pslhub.org)

‘Select Language ontrast: (G patient
= X | U TR PO P - P - —y I TR . |

Cul;e Share your experiences of UK health and care services, good or bad.
Opinion e e A e

Campaigning for safety as a patient, family member or advocate

Tell yourstory = About us 1 stories abov Q

neral Infirmary. heart surgery. dement

|p | Posied by Patient Sefety Learning on 11 Saptember P m
1785 views

Home > Learn > Patient engagement > How to engage for patient safety

Compaigning for selety a8 8 Summary RELATED HUB CONTENT
paiant, famity member or sgvocate
Lauren —~
In this video we hear from three people campaigning for patient safety improvements: The future of engaging patients and
I made sure my mum could Now the staff know how families for patient safety (15
keep in touch » Readmystory il they helped our family o Sandra Igwe - CEO of the Matherhood Group. September 2023) Latest comment by
e o Tim Edwards - igner for i in p y embolism care and diagnosis. Patient Safety Learning
Soojin Jun - co-founder of Patients for Patient Safety US.
o PUBLISHED “
== Cr— ma| (s ) mmmc| apee —
b I E e L I e G o e [ 11 September Spesk Up Campaigns! Latest comment
They talk about their experiences of engaging with the system, the challenges they have faced and offer | by Patient Safety Learning
. ORIGIN
Care Opinion: why patient feedback matters advice for others seeking to campaign for change in healthcare.

13
WHS England: The Leam from Patient

[P Fomn by Ptene Sateny Lesming o 11 sy, 2022
-
Safety Events (LFPSE) service - patient

TYPE The: i

his they share help evidence the need for healthcare organisations and frontline staff to work

puiscEmdinEon wiith patients, their families and campaigners in improving safety and reducing inequalities. e e
Some » lourn 7 Pullent sngogament » Slowrta anpage for polient iy CONTENT TYPE October 2023) Latest comment by
New Mark
Summary o Content Hughes
I T - SUGGESTED AUDIENCE
Inthis i, P Sy Loamings A o Samaeehn aros.summacoe  recen i Sty | i 8 st pendic
Mansgarmans etk P50 somicn s jond 10 e o o A Everyone This video has been praduced in support of World Patient Safety Day 2023 and the chosen theme of
a Oien : B ‘Engaging patients for patient safety’.
C o TAGGED
e
Wi 22 Cont
omam
w o Cpieniea 5y e i
oo e e e e ety Campaigning for safety as a
i i vhere S—— Teacbac. i b o
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Success stories of patient engagement in patient safety

« Andrew’s Life and Legacy

» Supporting the implementation of
continuous quality improvement in
community pharmacies

Andrew's Living Legacy
@MelShel73 7 subscribers 2 videos ° Includlng anonymous error
Sharing my story of the loss of Andrew due to medication errors is key to p... > .
melissasheldrick.ca and 1 more link re po rtl n g
HOME VIDEOS PLAYLISTS CHANNELS ABOUT Q ° Leglslatlve and pollcy Changes
Videos b Plyal across Canada
e i » So others are not harmed

and Legacy and Legacy
— go— - » Martha’s rule — a right to a 2nd opinion
PSMF Melissa's Story : Patients Taking the Lead:

13 views - 1 month ago Collaborating for Safer...

72 views + 1 manth ann

safety

patient Source: https://melissasheldrick.ca/
learning



https://melissasheldrick.ca/

For advocacy and accountability

«  World Patient Safety Day Webinar

« Panellists:

— Dr Henrietta Hughes, Patient Safety
Commissioner for England

- Jono Broad, Patient leader and a member

of the South West Personalised Care
Team

— Helen Hughes, Chief Executive of Patient

Safety Learning

— Tracey Hanson, Patient Safety Partner at

Central and North West London NHS
Foundation Trust

patient
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=
S Biam O swe B conmnto & e T Avs —

World Patient Safety Day webinar: Engaging patients for patient safety (15
September 2023)

[ Fosted by PatientSalety-Learning on 21 Septerier o m
805 e

Home » Leam : Patient engagement > Haw to engage for patient safety

. Summary
-1he This years World Patient Safety Day on Sunday 17 Saptember 2023 focused on engaging patients for
P the ¢ obe that i a ivers play i
ents ¢ i ity for n 0 hear i
Y patient safety leaders and discuss the opportunities and barmers to increased patient engagement. It

was co-hosted by the Patient Safety Commissioner for England and the charity Patient Safety Learming.

o Content

PUBLISHED
27 September

o Patient Safety
Commissioner learning
TYPE Listening to Patients
Seinars o pesertations
conmarT Webinar: E ing patients
SUGGESTED AUDIENCE fo r pa t I SafEty
,,,,,,
Friday 15 September 2023
2 & World
Patient Safety
Day 17 seplember




Patient Safety Standards:
Patient engagement is a Core Foundation

« Seven Foundations for action & safety priorities + 26 underpinning Aims
— Practical actions to address the foundations of safer care for patients

— Underpinned by systemic analysis & evidence

— Based on “A Blueprint for Action”

Delivery of Leadership
patient safety and governance
services

Data and Culture
insight

m a patient-safe
future

Patient Shared
engagement learning

o, 0
Y l-!ﬂ
GD Professionalisation

of patient safety

(4
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Leadership and governance
Patient safety is a core purpose

. Patient safety is embedded in governance

. Organisation has a patient safety plan

. New services are designed for safety

. System leadership

. Organisational leadership for patient safety

oA WwWNS

Culture

7. Patient safety culture tackles blame and fear
8. Promotes patient safety improvement

9. Role of HR

Shared learning

10. Learning goals for improving patient safety
11. Learning from near misses

12. Learning from investigations

13. Learning from feedback and complaints
14. Learning from others

15. Shares learning with others

00 &0

Professionalisation of patient safety
16. Al staff are suitably qualified and experienced
17. Specialist skills in patient safety and human factors

Patient engagement

18. Commitment to patient engagement

19. Organisational systems for engaging with patients
20.Patient engagement in their own care

21. Patient engagement if things go wrong

22. Patient engagement for safer care

Data and insight
23. Metrics and data to measure and manage patient safety

Delivery of patient safety services
24.Services are delivered safely

25. Workforce planning

26.Workforce deployment




the hub at Patient Safety Learning

« Sharing knowledge for learning &
action via our online platform

* Publishing & promoting high quality
content that can be shared to improve
patient safety

* Promoting patient safety good practice
& policy

* Universally available free resource
» Voices of patients and families

patient
safety
learning
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Welcome to the hub.
An award-winning platform to share learning for patient safety

Engage with content, network with members and be the first to receive exclusive news and invitations

Join the hub today to enjoy its benefits

e @ @ Kk

Share > Communities > News > All content >

& Latestin &6 Latestin @ Latestin o Latest in
Learn News Communities Blogs
Search our content rch library for resources, Keep up 10 date with the atest patient safety i our communities to startdiscussions and
tools, videos and much more. Pews. make new contacts.
]

PSIRF Risk Register and Risk Management  Whistleblower raises alarm over
Plan: Free tool to help you transition ‘inadequate’ investigation into 60 suicides  Foste 5 hours a9

, opin <o
s .
i Y
s u

Top picks: PSIRF

As RSV cases tick up, CDC warns that akey  PSSD: Long-lasting sexual dysfunction
Infant and early childhood mental health:  drug to keep babies safe s in short supply  after taking antidepressants
the case for action (RCPsych, 20 October  Fublihed 2 hours = Posted 15 Octob
2023)
bished Welsh Ambulance Service declares

extraordinary Incident due to delays Pain during IUD fitting NHS England is
Physician associates and anaesthesia
associates: Introducing the roles and
regulation (GMC)

hed Sunday at

Thousands of men miss out on life-
extending prostate cancer diug




Work with us to create a patient safe future

* Learn & share

+ Join a community

- Become a topic expert
« Share your experiences

: : #sharedsafet
- Patient Safety: a social movement y
. . . tient
- Email: helen@patientsafetylearning.org p_g;fety the hub
o : : learning
- Website: www.patientsafetylearning.org

- Twitter: @pisafetylearn

— LinkedIn: Patient Satety Learning

patient
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mailto:helen@patientsafetylearning.org
http://www.patientsafetylearning.org/
https://twitter.com/ptsafetylearn
https://uk.linkedin.com/company/patient-safety-learning
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