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Presentation overview

* PSIRF —what is it and what does it aim to do?
 Why should we change?

 How will we change?

 What do we need to change?

 Embedding PSIRF and cultural barriers
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Patient safety

Continuously improving patient safety

Strategy

Q. fi& |
& N * Increasing insight as a means for

Improve our understanding
of safety by drawing insight
from multiple sources of
patient safety information.

1

Insight

Measurement, incident
response, medical examiners,
alerts, litigation

—

People have the skills and
opportunities to improve
patient safety, throughout
the whole system.

1

Involvement

Patient safety partners,
curriculum and training,
specialists, Safety II.

A patient safety culture

Improvement programmes H
enable effective and I m p rove m e nt

sustainable change in the most

imm"fifreas' * Increasing involvement
R T * Improving from outputs of
Deterioraii;r;dsicp;?izi,’ maternity, | nv e St i g a t i O n S

mental health, older people,
learning disability, antimicrobial
resistance, research.

—

A patient safety system
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Patient Safety Incident Response Framework (PSIRF) (2022

* Guide for how NHS should develop culture, behaviours, and m
systems to respond to safety incidents and risks

* Replaces Serious Incident Framework (SIF)

* How does it differ from SIF2

* Broader scope — moving away from reactivity and towards proactivity.
* Range of tools suggested

* System-wide approach to incidents

* Not guided by harm caused to patient Patient Safety Incident
* Focus on quality of investigation rather than quantity as a proxy for assurance Response Framework 2020
* Supporting staff involved in incidents An introductory framework for implementation by

nationally appointed early adopters

* RCA no longer used as preferred methodology

March 2020

The PSIRF will NOT replace other statutory requirements for investigation e.g. learning from

deaths / incidents reported to HSIB
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Approaches to safety

Incidents we

investigate
‘well’/full’ I )
investigations '
A
Incidents we
“

are aware of

Risks/safety
issues we
know little

about

Work as done
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Ultra adaptive
Embracing risk

Taking risks is the essence of the
profession:
Deep sea fishing, military in war time, drilling
industry, rare cancer, treatment of trauma.

Power to experts to rely on
personal resilience, expertise and technology
to survive and prosper in adverse conditions.

through peer-to-peer learning

shadowing, acquiring professional experience.

knowing one's own limitations.

Priority to adaptation and
recovery strategies

Innovative medicine
Trauma centres

High reliability
Managing risk

Context: Risk is not sought out but
is inherent in the profession:
Marine, shipping, oil Industry, fire-
fighters, elective surgery.

Safety model: Power to the group to
organise itself, provide mutual
protection, apply procedures, adapt,
and make sense of the environment.

Training in teams to prepare and
rehearse flexible routines for the
management of hazards.

Priority to procedure and
adaptation strategies

Scheduled surgery Anaesthesiology
ASA1l

Chronic care

Charles Vincent & Rene Amalberti ‘Safer Healthcare — Strategies for the Real World’

Ultra safe
Avoiding risk

Context: Risk is excluded as far as
possible: Civil aviation, nuclear Industry,
public transport, food industry, medical
laboratory, blood transfusion.

Safety model: Power to regulators
and supervision of the system to avoid
exposing front-line actors to unnecessary
risks.

Training in teams to apply procedures
for both routine operations and
emergencies.

Priority to prevention
strategies

Radiotherapy
Blood transfusion




Worth the Risk?
Double-Checking High
Risk Medication

Calculations

The Hierarchy of Intervention Effectiveness

CorrectionalNurse.net

MORE
EFFECTIVE

.- Improvement

 What do we do with safety insights?

LESS
EFFECTIVE

EDUCATION
& TRAINING

* How is this aligned with safety science?

Peui}le focused
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Strategies for improving insight

BMJOpenQuality Governing patient safety in field

Actively seeking work as done
Questioning work as imagined

Providing a safe and supportive platform for staff
to identify common workarounds

Collecting insights as routinely as Datix incidents
Focusing on proactivity

Following ‘hunches’/safety risks identified by
those who have the best insight (staff/patients)

hospitals: lessons for the future

Samantha Machen

To cite: Machen S. Goveming  INTRODUCTION Il approach.” Safety I and Safety IT approaches

patient safety in field
hospitals: lessons for the
future. BMJ Open Quality

Across the world, the COVID-19 pandemic to the governance of safety differ in that the
has brought an unprecedented risk to the latter seeks to learn from excellence, as well as
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hospital adm
! Gathering insights from the bedside Telong agreed syston changea baokto the
bed capacity.

«Talk to staff working on the floor to gather ideas «Alert staff working on the floor to recently-agreed
and suggestions about clinical, operational, clinical and operational changes
training and workforce improvements =Share top tips and positive learning
+Feed these insights back to the leadership +Collaborate with the Matron* and shift leadership
teams and participate in evaluation, redesign team to follow up on actions and ensure
and action distribution changes have been successfully implemented
*Support debriefing after incidents with staff and «Conduct audits as appropriate to close the loop
extract relevant learning in real-time on actions
The BLC is there to... The BLC cannot be relied upon to...
+Support members of staff on the shift *Provide direct clinical care
«Gather critical learning for making tomorrow «Directly lead the response to clinical critical
~r e4aff, patients and their families incidents
d ixtra pair of eyes and ears for the +Replace the role of the Matron or other shift
shift leadership team on both leaders
jhts and areas for action «Fill rota** gaps in the event of staff absence
n the spot fixes as appropriate and
ion with the Matrons and shift
ram
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What are our barriers to implementing?

* Years of focus on harm
* Years of reductionist thinking

* Years of sole methods being used —
training gaps

* Approach to safety

* Seemingly asking for more incidents to
be reviewed

* Systemic system-based issues

* Wider system partners’ engagement
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Sl has guided us towards harm as the way to
sieve through incidents

Research shows that isn’t always correct

S| Framework encouraged us to focus just on
those meeting high harm levels

Theming together incidents to look at portfolios
versus isolated incidents

Incident Ratio Model ~

Heinrich's Theory

Mest A ccident
Investigations
Conducted

Biggest
percentage
of injury-causing

Few Investigations potential!

o
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NHS

England

SIF hasn’t allowed for complexity being
included in the analysis

5 Whys /Fishbone rely on the ability for all
‘cause’ to be mapped

CAUSE AND EFFECT DIAGRAM

& Primary Causes . .
- Terti
T A Serious Incident
¥/ i Secondary
R G cases Framework

_______
Sub-Cause

Cause ————> Cause

Sub-Cause Cause

Cause —“——) Cause

5| PROBLEM Supporting learning to prevent recurrence
or EFFECT

Cause —/v—) Cause %

Sub-Cause

Sub-Cause “——— Cause

Cause

Cause

Cause ki
Sub-Cause

MATERIAL | | mETHOD
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omplexity in patient safety incident
Investigation

START
Patient
receives
routine CBC

Infusion clerk
packs chart
with orders

and
documents

Infusion clerk
checks for
¥ availability of
blood and
prepares pick-
up slip

o MD reviews
il | results

Infusion clerk
enters MD
orders for

blood, checks

type and cross

Ajde picks up
blood at blood
bank

Murse checks
pt, signs and
gives derks il
discharge
information

Clerk prepares
discharge,
billing, and

chart reports

Aide cleans room,
changes linens,
discards materials,
and washes pump
END

Subspecialty
clinic nurse
double-checks
orders for
accuracy

MD orders "
transfusion g ‘

Pt chart -

ordered if not _ Pt registers

previously o with station
acquired clerks

Charge nurse I

checks vital . Aide takes pt
signs, reviews > to room
records

Alde checks vital
signs, removes and
discards blood =] Na
products, checks pt
temp upon
completion

MD orders
administration of

diphenhydramine a——mild

and hydrocortisone
and observes for
response

Subspecialty
clinic clerk
schedules
transfusion

Charge nurse
reviews pt
charts for
history of
adverse
reactions

Murse installs
tubing set,
cassette on
pump, starts
pramedication

" Adverse

“~__reaction? "

Yes
Transfusion
interrupted by
nurse

,"‘lslha“\
~" reaction
mild or

. severe?

, #
., &
o

severg

* Nurse suspends transfusion, MD
evaluates patient for severity of
reacton, orders medication and

admits patient to hospital

Infusion clerk
verifies lab and
blocd type tests
and MD orders

Infusion clerk
schedules 1
transfusion

MNurses verfy

label on blood

products and
MD orders

Primary care
nurse starts <l
transfusion

Primary care
nurse calls charge
nurse and MD

* Subsequent process
depends on individual
patient profile
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Different tools to aid appreciation of complexity

Government Govt Policy & Contributory Contributory
Budgeting factor factor
l 4
Y |
Regulators, g:gg‘:;o'g Contributory Contributory Contributory
Associations Asscciadicne factor factor factor
| A
Y |
Company Contributory ontnbutoty Contnbutot
Company Management factor facwt factor
| A
Y |
Technical & '
Management Operational Comnbutovy Contnbuory Contributory Contributory
Management factor factor factor
| A
v ' Ph /
s Contnbutory Conmbutoty Contnbu(o:y
Staff Process &
Actor Activities fockoy facr factor
| A
\J J \
Work Equipment & Contributory Contributory Contributory Contributory
» Surrounding s factor factor factor factor

Tn‘lt

Adve
outce

Technolog

t

—_— —_—
WORK SYSTEM PROCESS OUTCOMES
External Environment
and Yool 4 I pE— | ngmunlm Potiort
ool §
* Quality of care
* patient safety
:m< PROCESSES
% I ' -:'—
Emgioyee &
Organizational
Physical Outoemes
," [nvironment
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Sole tool — RCA. Why do we need to move?

PSIRF asks organisations to move away from reductionist methods towards
more system focused methods

Key challenge in PSIRF implementation is this move from RCAs and ‘root
causes’ to consideration of the system

A massive part of ‘systems thinking’ in investigations is shifting mindsets
Investigation tools are just one part of the puzzle

RCA as a tool for investigation is intrinsically linked with reductionist
mindsets in healthcare currently

So....why is RCA not the tool to take us towards systems thinking?
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Low reporting rates — the reality

Y

Regulatory Company Expectation of
requirements policy & \ 4 feedback
systems ‘ ‘.‘ g
Bravious s 7 Company-level ./ Perception of
; learning & change "A_confidentiality
PRI / \following reporting h"" aﬂ?&%i?? L_

Design of

Work
situation

Knowledge of
reporting
requirements

reporting system

5,

\- Ease of

behaviour .

Peer group ;p"i
reporting

Time available

to report

Capability to
report

values, attitudes
and practices ’
"\,\

Opportunity
to report \ '
h.%
Motivation to §

report

Seriousness
of incident

b

Perception of
personal
consequences

REPORTING
BEHAVIOUR

@stevenshorrock
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Complexity in patient safety
incident investigation

4
4

W
P
L

14/03/2023
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Approaches to safety

SUPPORT SYSTEM AND HUMAN RESILIENCE:
Ability to anticipate, cope, recover and learn.
HELP PEOPLE SUCCEED.

GHIET IN SAFETY o8

SAFETY |

FACTORS WEAKENING SAFETY

SAFETY II

FACTORS MAINTAINING SAFETY

» Things working well
» Understanding human variation
« Limited resources

+» Unsuccessful actions
« Risks
«Errors

INDIVIDUALS AND ERRORS ORGANISATION, SYSTEM,
IN FOCUS 2. RESOURCES AND
' DEVELOPMENT IN FOCUS
« "Bad Apple Theory” i « Several contributing factors behind the cases
« "Find the weakest link and throw them away” ) « Learning is main goal of investigation
« Latent systemic failures remain in system 2 \ 7 « Human error is starting point for improvement
) - not the conclusion

=OLD THINKING | =NEW THINKING

Safety | vs Safety Il
Near misses/low and no harms
Insights being acted upon

Proactivity away from reactivity

14/03/2023
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Sole tool - RCA

The problem with root cause

analysis

Mohammad Farhad Peerally," Susan Carr,? Justin Waring,?
Mary Dixon-Woods'

The root

Quality of the investigation
Political hijack

Poorly designed controls after RCA
Poorly functioning feedback loops
Disaggregated analysis

Confusion about blame

Too many hands

14/03/2023



What is in our toolbox?

14/03/2023
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Incident Tools

‘Full invesitgations’

System based investigations
Thematic reviews

After Action Reviews

Rapid Review

‘Hot’ Debriefs
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Thank you for listening!

@samantha_machen

s.machen@nhs.net
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