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• It is estimated the prevalence of adverse events in the Irish healthcare 

system to be 14% (Connolly et al., 2021).

• Investigative processes after a patient safety incident can compound the 

harm experienced by patients and their families (Wailling et al., 2022).

• When healthcare organisations neglect the human factors of a patient 

safety incident, it can contribute to the harm patients experience, as they 

often desire to feel heard and validated.

• Including patient perspective has been identified as a way of improving 

patient safety investigations. Patients and families have been identified as 

being a form of resilience in supporting the quality and safety of 

healthcare services (O’Hara et al., 2018).

• Exploring patient’s experiences of patient safety incidents may help to 

prevent the recurrence of these incidents and help to improve healthcare 

organisations handling of these events. 

The research on patient safety in Ireland is growing, however, the

research on patient and family perspectives of the aftermath of patient

safety incidents is limited. This study explores the perspectives and

experiences of patients and family members during patient safety

incident reviews in Ireland.

Hypotheses:

1) To understand patient/families experience of taking part in an 

incident review.

2) To explore the challenges patients/families experience during the 

incident review process.

Participants 

Participants (N = 6, Male = 3, Female = 3) were recruited through patient 

safety organisations and patient support organisations. Inclusion criteria: 

participants must have experienced a patient safety incident and taken 

part in the review process/be a family member of a patient, be over 18 

and reside in Ireland.

Procedure

Participation in the study was voluntary, and informed consent was 

obtained from each participant. Semi-structured interviews lasting 45-60 

minutes were conducted.

Data Analysis

Interview transcripts were analysed using a thematic analysis approach,

using Braun and Clarke’s (2006) six phase guide.
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• Five themes emerged from the thematic analysis - Communication, Patients as Advocates, Harm caused by review process, Lack of closure and 

Need for change.

• The themes derived from the interviews highlight participant’s perspectives of the various challenges they encountered during the incident 

review. Participant’s insights depicted in the five themes that emerged from thematic analysis demonstrate the complexity of incident reviews. 

• Consistent with other patient and family studies, participants perceive the review process to be harmful, having negative impacts on their

mental health during an already challenging time.

• Patient and family experiences of how reviews are carried out are instrumental in determining the success of incident reviews.

• Findings suggest that from the patient/family perspective, an effective incident review involves an open dialogue between patients and the

healthcare organisation, timely and person-centred communication, supporting patients and family throughout the process, closure from

receiving an apology and accountability and ensuring learnings are extracted from the review to make the system safer.

• Future research should examine what patient and family involvement should look like in incident reviews from the perspective of multiple

stakeholders including patients, their families and healthcare professionals.

Limitations

• This sample represents a small number of the total patient safety incidents that occur each year in Ireland and is not representative of all

patient safety incidents.

• Recruiting this small sample size was a challenge to the research team.

• This may highlight patient’s and family’s reluctance to revisit traumatic incidents.
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Communication-
Participants frustrations with 
lack of proper open 
disclosure processes and 
communication in 
the aftermath of the 
incident.

Patients as 
Advocates-
Participants advocating for 
themselves or their family 
members during the 
review process.

Harm Caused by 
Review - The 

psychological impact of 
taking part in the review. 

1) Treatment during 
review, 2) Lack of support.

Lack of Closure -
Absence of accountability 
from healthcare system 
during the review process.

Need for Change -
Participant’s desire for 
systemic improvements in 
how incidents are handled 
and the importance of 
including human factors in 
the process.

“The whole process just 
served to keep me in the 

dark”

“I was the one that 
had to ask for 
something to 

happen”

“I would say it was far more 
traumatic than the actual event 

itself”

“It was a whole bag of 
disappointment. I just 

expected that something 
positive would come 

from it”

“The system really needs 
to change”
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