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Introduction to PSIRF
• The Patient Safety Incident Response Framework (PSIRF) sets out the NHS's approach to developing and maintaining 

effective systems and processes for responding to patient safety incidents for the purpose of learning and improving 

patient safety.

• The PSIRF replaces the Serious Incident Framework (2015), removing the classification of 'Serious Incidents’. 

• The PSIRF promotes a proportionate approach to responding to patient safety incidents by ensuring resources allocated 

to learning are balanced with those needed to deliver improvement.







Key Aspects of PSIRF in 

Transfusion Practice

• System-based approach

• Learning and Improvement 

• Compassionate engagement

• Data-driven approach

• No additional resources

• Collaboration

This does not replace existing requirements for investigating 

Serious Adverse Events and Serious Adverse Reactions 

related to transfusion



Patient Story



Old Framework v New Framework 

• Chronological Timeline

• Time Person Grid

• Change/Barrier Analysis

• Cause and Effect

• Contributory Factors

• Five Whys

• Fishbone 

• SI / RCA Report

• Timeline Mapping

• After Action Review

• Swarm Huddle

• Walkthrough Analysis

• MDT Review

• Horizon Scanning

• Thematic Review

• SEIPS

• PSII



Learning Response Toolkit

• Patient Safety Incident Investigations (PSII) – 

An in-depth review, this tool is used when there has been serious harm 

to a patient or patients.

See next slide
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• Patient Safety Incident Investigations (PSII) – 

An in-depth review, this tool is used when there has been serious harm to a 

patient or patients.

• After Action Review (AAR) – 

A structured, facilitated discussion of an event. 

• Swarm Huddle – A

 Swarm Huddle is designed to happen as soon as possible after an incident 

occurs.

• Walkthrough Analysis – 

A structured approach to collecting and analysing information about Task 

and Process

Learning Response Toolkit



Learning Response Toolkit

• MDT Review – An in-depth process of review with 

multiple disciplines to identify learning

• Horizon Scanning – Supports a forward look at potential or 

current safety themes and issues. The themes explored using the 

Horizon Scanning Tool can be identified from a range of sources. 

• Thematic Review – Can identify patterns in data to help answer 

questions, show links or identify issues.

• Clinical Case Review – A structured, in-depth review of all 

aspects of the clinical care and pathway. The review is completed by 

a nominated clinician.



Systems Based Model - SEIPS 

Desired Outcomes 

System Performance:

Human Wellbeing:

Appreciative inquiry 

question:

The SEIPS model sets 

out desired outcomes– 

what are you aiming to 

achieve when you deliver 

patient care?



POLLS Word Cloud

• Thinking back to the patient story about excessive time to transfuse, 

what are the concerns that you want to explore?





Tools & Technology

-Paper-based blood collection documentation system

-Exploration of opportunity for electronic system

Tasks

-Nurse checked rate and followed doctors' orders

-Junior doctor acted on senior instruction

-Nurse sited new cannula but did not check authorisation 

chart or re-check transfusion

Organisation

-Training in place for all aspects of the process to 

support junior doctor

-Exploration of opportunity for electronic system

 

-Staff competency assessed on all aspects of the 

process

- Prevention of 4-hour authorisation on EPR system

Person(S)

-Patient Hb 71 and Iron deficient

-Consultant not specific – no formal TACO checklist

-Junior doctor lack of knowledge/training/acted on senior 

instruction

-Patient left the ward

-Nurse was focused on getting the blood transfusion 

completed

-No one thought about extended transfusion until night 

shift handover

External environment

- Request to add to medical school training via 

placement students

Internal environment

-Nursing Assistant rushed

-Staff working under pressure

Desired Outcomes:

• Ensure that patient receives 

the correct treatment they 

require within the optimum 

timeframe

System Performance:

• There were potential gaps 

in the process as the xxxx

Human Wellbeing:

• Staff working in the 

departments are working in 

stressful high paced 

environment.

SEIPS in Action



Many thanks for your time. 

Questions? 
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