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Background and Aims

The National Advisory Group for the Safety of Patients in England (Berwick, 2013) recommended that “patients and their carers should be presen ' N care
organisations from wards to the boards of Trusts”, this is reinforced globally by the World Health Organisation (2017). Research has demonstrated " . serve safety
incidents during a hospital stay (Lawton et al 2017), many of which are not identified or recorded elsewhere (O’Hara et al 2017). Using reports coIIec od from patients we what
concerns about safety do hospital patients report; (2) how do patients make sense of and categorise these safety concerns; and (3) what is th cidenc ure of pat PSls)
reported by this sample of patients (O’Hara et al 2018). t

Approach and Methods

ti-centre, cluster, wait-list design, Figure 1: .L
Hospital Trusts to assess the efficacy of the

Patient safety incident reports (PIRs) were collected as part of &

randomised controlled trial conducted in 33 wards acros

Patient Reporting and Action for a Safe Environment intervention (PRASE) (Lawton et al 2017). Patient Me
. . n — of Safet
Central to the PRASE intervention are two tools for obtaining feedbackLse'e Figure 1):
» The Patient Measure of Safety (PMOS) — a 44 item questionnaire | | | S — i
» The Patient Incident Reporting Tool (PIRT) — a simple reportiWorma used in conjunction with PMQOS, | | exp:g;%:t;e of L
which allows patients to report detailed safety concerns and/or positive experiences (PIRs) ) | measured* |

Patients were asked at their bedside (O’Hara et al 2016a):

1. Please tell us what happened with your concern or experience, in as much detail as you can. Action Planning | T Ty
2. Why do you feel this was a ‘safety concern’ for you? | ﬁ';:r‘)‘l‘;r'ng:ftf" gopdsedaand
3. What do you think could be done to stop this from happenian again to you or other patients, in the future? r monitor changes | wards &
, , | |
' o‘ﬂ'
1155 PIRs were collected from 579 patients (23% of 2471 patients in the study). ' . / y I
X 3 "\,' Feggbac:_ \ |
A PIR categorisation system was developed by hospital volunteers who sorted the 1155 PIRs into groups and Aict’i?,?,' pﬁ:ﬁm;:g ot o .
then named them as categories (O’Hara et al, 2018). | Sl
This involved 8 volunteers who attended 7 meetings which were facilitated by research staff. The volunteers | '. | \
produced 14 incident categories. ', P R A S E :

http://www.improvementacademy.org/tools-and-resources/patient-

reporting-and-action-for-a-safe-environment.html| (O’Hara et al 2016b) l
) v . A ak\

The PIRs were then reviewed in a two stage process by clinicians against a nationally accepted definition for a

PSI: “any unintended or unexpected incident which could have or did lead to harm for one or more patients .

receiving NHS care.” (National Patient Safety Agency, 2011). - l
R

Results

Nurse/health care professional reviewers classified 603 (52% of the total PIRs) PIRs as PSls. Medical reviewers Chart 1: Comparison of patient-derived safety concerns and classified
(doctors) then classified 406 of these 603 as PSls (35% of the total PIRs). o PSls
For some categories, e.g. medication issues, PSls were more prevalent (83%), others e.g. communication were less
prevalent (21.5%) (see Chart 1).

e 406 of the total 1155 PIRs (35%) were classified by medical reviewers as a PSI

e Of 2471 patients recruited, 264 reported one or more PSls (10.68%) »
* 1in10 pa‘énts identified a PSI during their inpatient stay
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| a Psl: a PSI: Bed pans (full) had been left in PSI: Patient was almost given ant classified as 2 Sl
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Number of patient incident reports
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Patient incident report classified as a PSI: & R &
.. . On a night time, struggled getting out of bed. The call o & & &
/Patlent incident report, not classified as a\ & ' 681ed & 5 , & ) « &
R bell was put out of reach, and couldn't get out of bed 8
PSI: A patient in the same bay has , , <
. . . and second night the call bell was again out of reach PSI category
dementia and causes some disruption - , _
. . . . and the patient had to crawl out of bed as the side
trying to get in bed with another patient. . ,
Sometimes patient woke up and saw her railings were put up, and when patient got out the s ~N
standing over her and it's quite scary k staff were sat around eating take away. j Patient incident report, not classified as a PSI:
' Night staff were noisy - talking loudly, shoes - made

- J
—

especially as she was quite poorly herself.
% R j N it difficult to fall asleep. Doors slam.

Conclusion and Discussion

* Patients can and do observe events and behaviours that can be classified as PSls, therefore they should be regarded as a unigue source of safety information.

 We must remember that many PIRs although not classified as a PSI are still a rich source of information not collected elsewhere (for example via staff incident reports, complaints or case note review,
O’Hara et al 2017). This work has identified patient priorities that we cannot afford to ignore. For instance, 22% (215) PIRs highlighted patient concerns regarding communication (Chart 1), only 54 of
these were classified as a PSI.

e Communication is clearly very important to patients. Focusing on improving how we communicate with patients may have a positive impact on patient perception and experience of care.

Email: Sally.Moore@bthft.nhs.uk Website: www.yqgsr.org Twitter: Follow me @sallymoore323 Follow our research group @yqsrdotorg

References:

Berwick, D. 2013. A promise to learn—a commitment to act: improving the safety of patients in England. Department of Health
Lawton, R. O'Hara, JK. Sheard, L. Armitage, G. Cocks, K. Buckley, H. Corbacho, B. Reynolds, C. Marsh, C. Moore, S. Watt, |. Wright, J. 2017. Can patient involvement improve patient safety? A cluster randomised control trial of the Patient Reporting and Action for a Safe Environment
(PRASE) intervention. BMJ Quality and Safety. 1 1-10.

National Patient Safety Agency, 2011. What is a patient safety incident http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/

O’Hara, J .Armitage, G. Moore, S. Reynolds, C. Lalog, PA. Coulson, C. McEachan, R. Lawton, R. Watt, |. Wright, J. 2017. Patient —reported safety incidents as a new source of patient safety data: an exploratory comparative
Research & Policy. 2017/9 o 4
O’Hara, J. Reynolds, C. Moore, S. Armitage, G. Sheard, L. Marsh, C. Watt, |. Wright, J. Lawton, R. 2018. What can patients tell us about the quality and safety of hospital care? Findings from a UK multicentre sul veY study.
O'Hara JK, Armitage G, Reynolds C, Coulson C, Thorp L, Din I. et al. 2016a. How might health services capture patient-reported safety concerns in a hospital setting? An exploratory pilot study of three mechanis
O’Hara JK, Lawton RJ, Armitage G, Sheard L, Marsh C, Cocks K. et al. 2016b. The patient reporting and action for a safe environment (PRASE) intervention: a feasibility study. BMC Health Services Research.
World Health Organisation. 2017. Patient Safety; Making Health Care Safer. World Health Organisation: http://apps.who.int/iris/bitstream/handle/10665/255507/WHO-HIS-SDS-2017.11-eng.pdf;jsessioni

in England. Journal of Health Services

sarily those of the NHS, the

This is a summary of independent research funded by the National Institute for Health Research (NIHR)’s Improving safety through the involvement of patients: grant reference number RP-PG-0108-10049 programig

NIHR or the Department of Health. "
It


http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://www.npsa.nhs.uk/nrls/reporting/what-is-a-patient-safety-incident/
http://journals.sagepub.com/doi/abs/10.1177/1355819617727563
http://apps.who.int/iris/bitstream/handle/10665/255507/WHO-HIS-SDS-2017.11-eng.pdf;jsessionid=834165D161B9BF9924943CA56098509D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/255507/WHO-HIS-SDS-2017.11-eng.pdf;jsessionid=834165D161B9BF9924943CA56098509D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/255507/WHO-HIS-SDS-2017.11-eng.pdf;jsessionid=834165D161B9BF9924943CA56098509D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/255507/WHO-HIS-SDS-2017.11-eng.pdf;jsessionid=834165D161B9BF9924943CA56098509D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/255507/WHO-HIS-SDS-2017.11-eng.pdf;jsessionid=834165D161B9BF9924943CA56098509D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/255507/WHO-HIS-SDS-2017.11-eng.pdf;jsessionid=834165D161B9BF9924943CA56098509D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/255507/WHO-HIS-SDS-2017.11-eng.pdf;jsessionid=834165D161B9BF9924943CA56098509D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/255507/WHO-HIS-SDS-2017.11-eng.pdf;jsessionid=834165D161B9BF9924943CA56098509D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/255507/WHO-HIS-SDS-2017.11-eng.pdf;jsessionid=834165D161B9BF9924943CA56098509D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/255507/WHO-HIS-SDS-2017.11-eng.pdf;jsessionid=834165D161B9BF9924943CA56098509D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/255507/WHO-HIS-SDS-2017.11-eng.pdf;jsessionid=834165D161B9BF9924943CA56098509D?sequence=1
mailto:Sally.Moore@bthft.nhs.uk
http://www.yqsr.org/

