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Some background...









‘Organisational 
learning’ is a key 

aim of 
investigations

Patients and 
families are not 

routinely involved 
in investigations

Missing a key 
perspective in 
understanding 

what went wrong

If we can involve patients and families, 
can we improve learning?



What did we do?



To develop and test
new processes and 

guidance to support 
the better involvement 

of patients and 
families in serious 

incident investigations









What did we learn?





For learning For healing



Compounded harm
is the harm that can 
be created after a 

safety incident, due 
to the processes 

that follow.



“I wrote a really carefully worded 
complaint letter. I put a lot of thought 
into it….I tried to make sure that the 

letter wasn't aggressive or pointing the 
finger... but when I got the response, 

I've often said that was the worst day 
of my life.”



“At one stage I was so upset by the whole thing 
I felt like taking legal action but I was very 

aware that the NHS is a very large organisation 
and, you know, it was little me against them. 

I felt like I was in the boxing ring with my hands 
tied behind my back. And I felt desperate.”



Listening Learning



Can it be done?





LISTENING AND SUPPORTING

LEARNING





• National guidance

• Collaboration with 
NHSEI and HSIB

• Released August 2022

• Revisions due 2024



https://soundcloud.com/nhsengland/engaging-and-involving-patients-families-and-staff-
following-a-patient-safety-
incident?utm_source=clipboard&utm_medium=text&utm_campaign=social_sharing

https://soundcloud.com/nhsengland/engaging-and-involving-patients-families-and-staff-following-a-patient-safety-incident?utm_source=clipboard&utm_medium=text&utm_campaign=social_sharing


Is reducing compounded 
harm...

… deceptively simple?



Path to compounded harm may 
be paved with good 

intentions...



Focused on 
incidents with 

greatest learning 
potential

Want answers 
about their 
experience



Can rigid systems 
accommodate family-centred

investigations?



Limiting terms of 
reference, 

nervousness
about input

Need 
flexibility, time, 
feeling heard 
and validated





• Critical point of process

• Welcomed in principle, but nervousness 
about the practice

• Does it put the organisational processes 
above needs of patients and families?



• If investigations are to learn, patients and 
families should be able to see the report and 
amend inaccuracies

• But this can cause problems in terms of:
• Timing in organisational processes

• Post clinical accuracy, pre governance sign 
off?

• The influence of competing pressures
• Reputational damage and the need to keep 

control of negative information?



What we learned

• ‘Put your money where your mouth is’ moment

• It addresses ‘other needs’
• Dignifying the person
• Making sure details are accurate
• Supporting a sense of transparency and working together

• Pivotal point that impacts further processes?

• Needs to be demonstrably a point where things 
can still be changed



Even if everyone wants something, getting it embedded can be difficult...
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