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Welcome. Thank you for joining us today.

Please do mute yourselves while joining or 
during presentations. (We may mute you 
on entry – this is not an audio fault and 
you can of course unmute yourself any 
time).

Do introduce yourself in the Chat Box by 
full name and organisation and please 
make use of it throughout for Q&A.
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Hello everyone! Thank you for being a part of this group today.

Just a few things to cover before we kick off:

1. If you want to ask a question or make a comment you can 
use the chat box to post your questions.
2. When the presentations are is taking place, you’ll be placed 
on mute and until we reach the question part of the meeting.
3. If something comes to mind during the discussions that is 
outside the questions being asked today, you may wish to use the 
chat function as a ‘parking area’ to make note
4. We will do our very best to stick to time.
5. The session will be recorded today.
6. We will be sharing the slides and the meeting note 
summary after the meeting.  



www.hospiceuk.org

Agenda 

10.00 Welcome and Background

10.05 Jane Eades, Marie Curie

10.15 Dr Valerie Noble and Frances Hannon, St 

Luke's, Plymouth 

10.25 Q + A for the Panel

10.30 Transfer to breakout rooms

10.50 Return to main room, next steps, AOB

11.00 Close
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PSIRF

 August 2022 NHS England published its Patient Safety 
Incident Response Framework (PSIRF), which replaces the 
Serious Incidents Framework (SIF). Early adopters from 
2020.

 The Patient Safety Incident Response Framework (PSIRF) – a 
core element of the NHS Patient Safety Strategy –
establishes the NHS’s approach to the development and 
maintenance of mechanisms for responding to patient 
safety incidents (PSIs) to maximise learning and 
improvement. 

 The PSIRF is a contractual requirement and is mandatory for 
providers of NHS-funded care.
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PSIRF

 Additionally, unlike the SIF, the PSIRF requires a degree of 
training to ensure that those conducting investigations – as 
well as those providing oversight of the process – have an 
adequate level of knowledge and experience to ensure that 
investigations lead to learning and improvement. 

 The PSIRF has four key aims with regards to patient safety 
incidents: compassionate engagement and involvement of 
those affected; a system-based approach to learning; 
considered and proportionate responses; supportive 
oversight focused on strengthening response systems and 
improvement.
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Welcome

Jane Eades

Deputy Director of Nursing and 

Quality

Marie Curie





Marie Curie

• Place based structure:

• 10 place-based regions across the 
UK

• Nursing and Quality Team 

• 1 x Deputy Director, 3 x Associate 
Directors, 3 x QIF/QIP, Clinical 
Governance Lead, 2 x Co-
ordinators
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• Hospices  

• 9 hospices across the UK, providing 
specialist palliative in patient, outpatient 
and specialist community care services

• Nursing service 

• 1800 nursing staff working in patients 
homes across the UK

• Rapid Response, planned overnight, 
multi-visit, place-based services, cross-
organisational services 



Where we started

• Familiarised ourselves with the 
documentation

• Met with an early adopter

• Joined the Future NHS 
Collaboration platform

• Contacted NHS England to 
discuss challenges

• Undertook a SWOT and RACI

• HSIB level 2 training

• Stakeholder map

• Established a working group

• Met with Sue Ryder

• Joined a webinar for 
independent providers

• Wrote a Board Report and 
agreed reporting

• Risk Register
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11 Stakeholder Map



Timeline

12



Challenges

• External

• Plethora of documents – difficult to 
navigate

• Designed for NHS Trusts – doesn’t all map 
over to independent services

• Working across 4 UK nations – not aligned

• ICB engagement – who, how, what

• Terminology doesn’t align to other 
external reporting e.g. charity 
commission

• Internal

• Aligning with HR Processes

• Aligning with organisational approach

• Less resources than NHS trusts
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What do we want to keep and build on

• Keep

• Learning Panel

• Summary Learning reports

• Sentinel system and cascade 

• Clinical Governance structure

• Patient question about reporting culture 
in patient experience questionnaires

• External Reporting processes

• Just Culture guide

• System Approach to Investigations 

• Build on

• Report templates

• Triangulation (over time, staff involved, FTSU/ grievances 
/complaints) 

• Language /culture

• Reduce suspensions

• Training (reporting, investigations, patient involvement, 
Interviewing techniques)

• Walkthrough methodology and SEIPS

• Reporting links for feedback from patients (add form)

• Culture of reporting in some places

• Feedback to people raising incidents 

• Oversight of actions
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Current and sort term work 

• First:

• Mapping standards and regulatory 
Framework 

• Understand incident profile

• Define levels of investigation and 
response times

• Then:

• Report templates

• Patient and Carer Engagement

• Training (Investigation training, 
Interview training, Reporting, Patient 
Engagement)

• Data

• Organisational alignment 

• Policy

15



Questions?
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Welcome

Dr Valerie Noble
Chartered Physiotherapist and Ergonomist
Moving and Handling /Ergonomics Adviser

Frances Hannon
Associate Director Quality & Patient 
Experience

St Luke’s Hospice Plymouth



A Human Factors Systems Approach

to (Patient) Safety and Supporting 
Learning in the Hospice 

Environment

Dr Valerie Noble, St Luke’s Hospice, Plymouth
vnoble@stlukes-hospice.org.uk



c. 2000 referrals   (10/35/55) c. 300 staff / 700 volunteers



>75% pts >70 yrs
Profile of workforce >age
80% identify female

Rural, Coastal &
Urban

population



Reported Incidents: 
28 patient falls, 12 acquired PUs, 14 medication, 18 safeguarding concerns raised
7 clinical complaints,  >200 compliments/feedback



PSIRF potential adopt a 
systems approach to pro-active design 
& reactive learning response to 
PEoL concerns across the health 
& social care system

What PSIRF means 
for us?



2013
• Bathroo

m

• &IPU

• layout 
as part

• of Falls

• Mngmt.

2016
• Introductio

n

• to Clinical

• Human

• Factors –

• Mandatory

• programme

2017

• Safety 
Matters for 
Managers

• Assessmen
t of Human 
Centred
Organisation

2018
• Learning 

Events

2019

• BEESafe

2020
• Safety

• Culture

• Survey

• Response to

• COVID-

• systems

• approach,

• Collaboratio
n

2021
•Transformati
on Work

Incl. Hybrid 
working

>80%of respondents agreed 
that Learning Events were a 
helpful way to look at how 
incidents may occur and how 
to prevent them. 

E&HF Milestones

Systems 
thinking 
in patient 
safety -

PSIRF 
training





(WWW, 
EBI?)

Physical demands?
Cognitive Demands?

Situation?
WAD v’s WAI

Culture
?

Productivity, 
efficiency, 
wellbeing



MSc Plymouth

Resilience
Focus of Safety II

Everyday actions and 
outcomes - risks as well as 

opportunities

Safety

Focus of Safety I

Accidents and 
Investigations



Beehive  represents:

• Heinrichs’s triangle for 
safety

• Triangulation of 
contributory factors to 
positive safety culture

• Collaboration – all 
departments working 
together for productivity 
and efficiency









? For all 
clinical 
staff

PSIRF standards

https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-5.-Patient-Safety-Incident-Response-standards-v1-FINAL.pdf


 Funding secured from HEE

 Training delivered in-house by Human Factors Practitioner

 Eleven attendees

 Day One – focussed on Organisational culture, developing a positive safety culture (no 

blame), Human factors (SEIPS headings), Safety I and Safety 11, Task Analysis, Design

 Participants conducted a 10 minute observation at their workplace to feedback on day 2

 Day 2 – sharing of findings, Use of SEIPS model to explore an untoward event, WTTT, 

Performance Influencing Factors, Interviewing (TEDS PIE) Involving families, Engaging staff, 

further actions required

 Follow up in 2 months

 In progress – PSIRP, action plan for Patient Safety Strategy and PSIRF

 Collaboration with AHSN, ICB leads, local providers
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BREAKOUT 1 Governance 

Have other hospices identified leads for learning, 

response and oversight? 

(Oversight roles and responsibilities for team 

members)

JULIA
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BREAKOUT 2 Getting Prepared

The Plan.

What are you doing to prepare? 

How do you understand your patient safety incident 

profile?

JANE
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BREAKOUT 3  Collaboration 

Please discuss experiences and ideas of engaging 

with Integrated Care Systems/ Boards, Patient safety 

partners and Patient safety specialists and how they 

can help. 

FRANCES and 
AMBER
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BREAKOUT 4  Training 

How are hospices undertaking the patient safety 

training (or plan to?)

How are you planning to involve of those affected by 

patient safety incidents? 

Have you thought of Systems Thinking?

VALERIE and 
CANDICE
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TRAINING

A number of hospices across Yorkshire & Humber will 

be joining together to commission training from 

Facere Melius. We have negotiated a cost of £600 

per hospice for 2 places for the 4 days mandatory 

training.

The training will be made up of a 2 day course 

followed be two 1 day courses, dates to be confirmed 

but likely to be in March/April.
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Info from National Team: 

An ICB in the East recently shared a document on 

FutureNHS relating to their sign-off process for 

patient safety incident response plans in their area. It 

has specific guidance on how they plan to work with 

small providers. I thought perhaps your network 

might find this useful. 

https://future.nhs.uk/NHSps/viewdocument?docid=15

9279557&done=DOCCreated1&fid=37541584

https://protect-eu.mimecast.com/s/2li9CQ1VqS7g14Ix0Dnc?domain=future.nhs.uk
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Next Steps

Please identify any further areas and write in the chat.
We will upload a write up to the patient safety section on 
the website: 

https://www.hospiceuk.org/innovation-hub/clinical-care-
support/quality-improvement/patient-safety

Ask A Colleague discussion platform (HUK Members 
only) 

Hospice UK online discussion groups | Hospice UK

https://www.hospiceuk.org/innovation-hub/online-discussion-groups


www.hospiceuk.org

Thank you!

Evaluation  -

1. One new thing you have learnt today?

2. What will you change as a result of attending 

today?

Please write in the chat……  


