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Background 
KCH and PSIRF

KCH PSIRF 
implementati
on 
programme 
from late 
2022

late 
2022

PSIRF soft 
launch

23 Nov.

KCH PSIRF 
formal 
launch

24 Jan.

Pilots of 
methodologie
s and 
approaches 
through 2023.

2023

PSIRF 
evaluation

24 Oct.

Second 
PSIRP live 
from July 
2025

July 
2025

Second 
PSIRP 
developed 
spring 2025

spring 
2025
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PSIRF 
Evaluation PSIRF Evaluation

Compassionate 
engagement 

and involvement 

Range of 
system-based 
approaches

Considered and 
proportionate 

responses

Supportive 
oversight

PSIRF training 
evaluation

PSIRF 
standards self-

assessment
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Safety profiling

Weighted, 
aggregated data 

analysis of;

Themes and level of 
concern from 
>30000 PSIs

Themes of PSIIs

Themes of 365 
patient safety related 

entries on risk 
register

Themes and value 
of claims across 96 

patient safety related 
claims

Themes of 1200 
patient safety related 

patient complaints

External sources;

National patient 
safety priorities

Patient Safety 
Commissioner 

priorities

National patient 
safety alerts

HSSIB 
investigations 

Thematic analysis of  
completed learning 

responses using 
SEIPs

Common 
contributory factors

Common 
recommendations

Stakeholder 
engagement 

Updating PSIRP

Improvement 
Priorities

Delayed 
Diagnosis

Medication 
Safety

Deteriorating 
Patients

Safer 
Procedures
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Medication Safety PSIRP 2025/6
Improvement 
priority & group

Definition Rationale for prioritisation Known contributory factors Current improvement focus

Medication Safety

Medication Safety 
Committtee
Committee

Medication safety 
relates to the 
systems in place 

to enable the safe 
prescription, 
dispensing and 
administration of 
medications.

The highest reported theme in patient safety 
incident reporting (c. 4500 in the 
period), including 83 resulting in 
significant harm.

The second highest volume of patient safety 
incidents reported with the highest 
level of concern.

A theme in two patient safety incident 

investigations commissioned.
The theme with the highest number of 

learning responses commissioned 
(120+).

Rated 16 on the Trust’s risk register (joint 2nd

highest patient safety risk).
The most common theme in national patient 

safety alerts in 2024.
National (NHS England) patient safety 

improvement priority.
The theme with the second highest number 

of safety related patient complaints.

There are multiple system barriers 
which can lead to delays or omissions of 
critical medicines.

Implementation of tools and prompts to reduce 
delays and omissions of administration of time 
critical medicines

Quality improvement project focused on 
prescribing omissions & delays of critical 
medicines

There are practice variations and system 
vulnerabilities contributing to increased 
opiate use in the community after care 
in hospital

Trust achieves opiate stewardship standards in 
Anaesthesia Clinical Services Accreditation and 
Guidelines for the Provision of Anaesthetic
Services (Royal College of Anaesthetics)

Opiate stewardship projects initially focused on 
patients discharged from maternity and day 
procedure units

There are system vulnerabilities in how 
anticoagulation is managed for patients 
awaiting procedures

Implementation of recommendations from HSSIB 
report

There are practice variations and system 
vulnerabilities contributing to patients 
going home with the wrong medicines 
at discharge

Implementation of co-designed workflow for 
provision of medicines to patients at discharge
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Discharge Medicine Supply
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Time Critical Medicines:
reducing delays & omissions

Thematic review 
identifies priority

2023

PSIRP top priority

QI approach

March 2024

Working group 

Local pilot tests of 
change

Small EHR 
interventions

May – October 
2024

EHR time critical 
medicine flag go-live

September 2024

Working group > 
Medication Safety 
Committee

November 2024

New PSRIP – top 
priority

April 2025

Small interventions

April 2025 –
March 2026

MedSIP TCM 
collaborative call

July 2025

MedSIP TCM CoP

September 2025

TCM dashboard V1

October 2025

Sharing TCM 
dashboard across 
Trust

November -
December 2025

Revised TCM 
dashboard

PSII 
recommendations

Approval phase 2 
EHR flags

March 2026

New PSIRP – top 
priority

April 2026
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Key messages

Multi-disciplinary collaboration is as important in safety practice as clinical 
practice

The Patient Safety Strategy and PSIRF provide a common language for 
medication safety and patient safety teams

Triangulation of a range of insights provides shared understanding of medication 
safety risks and where medications fit in the organisation’s safety profile

A successful PSIRP takes time and iteration. It is focused on priority risks that 
resonate with patients and clinicians and has defined measurable outcomes
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