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"To err is human, but to cover 
up is unforgivable, and to fail 

to learn is inexcusable."
— Sir Liam Donaldson, former Chief 

Medical Officer for England



What is PSIRF? 



1. Shift from Serious Incidents to PSIRF
2. Focus on proactive learning

3. Cultural change



What is a PSP?



The Framework for Involving Patients in Patient Safety sets out how NHS organisations should involve Patient 

Safety Partners in patient safety. 

Shaping recruitment 
processes and sitting 

on recruitment panels

Supporting the 
development of 
organisational 

strategies and policies

Co-hosting 
engagement events 

and workshops

Undertaking safety 
audits and 

assessments

Involvement in safety 
improvement projects 

and co-producing 
change initiatives

https://www.england.nhs.uk/wp-content/uploads/2021/06/B0435-framework-for-involving-patients-in-patient-safety.pdf


PSIRF + PSP = Success!



1. Bringing the patient voice into PSIRF
2. Improving transparency and trust

3. Co-production in action



What are some practical 
strategies that can be 

employed? 



1. Do you know your PSP? 
2. Foster a safety culture

3. Data. Data. Data!
4. Incorporate PSP's in the process

5. Provide training and support (maybe even KPI's)
6. Everyones responsibility



Final thoughts...

Patient safety is not a department, a person, or a 
process—it's a commitment.



Irum Rela

Patient Safety Partner
East London NHS Foundation Trust



ELFT context

• NHS provider of mental 
health, community health 
and primary care services

• Boroughs within North East 
London + Luton and 
Bedfordshire (population 
of 2 million)

• Diverse boroughs

• CQC 'Outstanding' Trust 
known for Quality 
Improvement and 
coproduction
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Dr Deborah Dover

Director of Patient Safety
East London NHS Foundation Trust



elft.nhs.uk
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Beyond Harm - What Safety Means to Our Service 

Users
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ELFT Safety Plan
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After Action Review

• Facilitated group discussion focussed on 
learning

• Close to frontline, and soon after event.
• Captures multiples perspectives 
• In-group learning + onward sharing
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Description and scope of the Action Under Review

PSIRF 
published

Steering 
Group 

established

Training 
completed

Draft Policy 
& Plan 

approved by 
ICB

Nov 2024 - 
Soft Launch

Jan 2024  - 
Full launch

Ongoing 
testing of 

new learning 
methods

Sept 2025 - 
One year 
Review
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What Actually Happened

STRENGTHS

✓ Training & coaching

✓ Collective leadership & board support

✓ Decision-making and Oversight

✓ Improvement Programmes 
✓ In-patient Safety
✓ Safety Culture
✓ SU and carer
✓ Staff Support

✓ New learning methods & thematic approach

✓ PSIRF beyond incidents 

✓ Internal Safety system & system contacts

✓ Measuring what matters

CHALLENGES

▪ Pace

▪ Capacity & confidence to shift to thematic & 
improvement focus

▪ Local leadership, central support

▪ Designing suitable learning methods

▪ System analysis

▪ Thematic intelligence

▪ Evaluation
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Reflections, learning and take-homes
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Dr Annie Hunningher

Group Patient Safety Lead, 
Consultant in Anaesthesia

Barts Health NHS Trust



The Context 
Barts Health

Group and Hospital 
Executive leadership model 

5 hospitals

Host organisation for the 
North East and South East 
London Pathology 
Partnership

One of the largest Trusts in 
the UK

20 000 staff 



Our Vision for Safety

INSIGHT

INVOLVEMENT OF OUR PATIENTS 
AND STAFF

IMPROVEMENT OF OUR 
SAFETY PRIORITIES 



Achievements

Go Live Nov 23

Executive support

Implementation Groups

Creation of Learning Response resources

Patient Safety Partners recruitment 

Patient Safety Specialists

Review of metrics: Structure, Process and Outcome

3 PSIRF Group summits

Mandatory 1-2 safety training

External and internal safety training



What’s 
changing slide



WeShare 
everything in one 

place...





External PSIRF 
training

• 75 Engagement leads

• 65 Learning Response leads

• 20 Oversight leads

• AAR conductor courses

• HSSIB training 



PSIRF in Practice (PIP)
Course

✓ Over 100 staff trained at 4 trust hospitals

✓ Supported by leadership

✓ Differences between SIF and PSIRF discussed

✓ SWARM huddle role plays

✓ Co-creation of a bank of scenarios

✓ Live AAR practice

✓ PSIRF Toolkit shared

✓ Waiting list for the course



SEIPS model 
is in every 
tool
(Systems 
Engineering 
Initiative for 
Patient 
Safety)



CANDLE 
Multi-session programme providing QI safety 
training for trainees and trainers

o Workshop based learning 

o Supported workplace-based project

o Aligned to curricula

SAFETY TEAM TRAINING

Bringing a team together to learn

o The MDT hold the key!

o Culture eats strategy for breakfast 

o NatSSIPs, Human factors



Learning 
Responses 

into 
Improvement 

work

• At macro and micro level

• Using new tools eg. SEIPs, SWIFT, IFACES

• Delivery and sustainment of improvements

• PSIRP priorities vs Evidence of 
Improvement



SEIPS in action

50



Tasks
• Improvement in PSIRPs

• Quality 

management system

• Professionalisation of 

safety

• Safety communications

• Quality assessment of 

PSIIs

Organisation
• Policies and Procedures

• Clear PSIRPs with improvement evidence 

• Board oversight and knowledge

• Safety NED on the board

• PSIRF metrics Structure, Process and Outcome 

• Group benchmarking

• Roles for delivery 

Tools/Technology
• Qi approach

• Safety toolbox

• Linking training and QI

• Safety dashboards 

• Intranet storage of PSIRF 

tools

Person
• Just restorative culture

• Involved patients

• Involved staff 

• Psychological safety

• Safety training and opportunity ward 

to board

• PSPs and PSSs

External Environment
• Culture of openness and transparency

• LFPSEs and incident reporting 

• Insight data/dashboard

• CQC inspections 

• Coroner support

• ICB oversight 

Internal Environment
HF design 

consideration
 

Desired Outcomes

System Performance:

✓Safe treatment

✓PSIRF is meaningful



My Key Take 
Away

No magic wand

Need to involve, listen and remain in the reality 

Will take time to EVOLVE and for culture 
change 
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