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ABSTRACT
Objectives To describe the current work of the Patient 
Advice and Liaison Service (PALS) and assess the 
service’s potential to resolve concerns and contribute to 
organisational learning.
Design A qualitative study using semistructured 
interviews.
Setting Four mental health trusts and four acute trusts in 
the English National Health Service, a total of eight PALS 
across different trusts.
Participants Twenty- four participants comprising of PALS 
staff and clinicians working with PALS teams.
Methods Semistructured interviews were undertaken 
with participants using video conferencing software. 
The framework method was used for the analysis of the 
large qualitative dataset, which is a conventional method 
of analysis, similar to thematic or qualitative content 
analysis.
Results PALS teams fulfil their core responsibilities 
by acting as point of contact for patients, providing 
information and resolving a variety of recurrent problems, 
including PALS staff communication, staff attitudes and 
waiting times. The remit and responsibilities of each 
PALS has often broadened over time. Barriers to resolving 
concerns included a lack of awareness of PALS, limited 
to no policies informing how staff resolve concerns, an 
emphasis on complaints and the attitude of clinical staff. 
Senior management had widely differing views on how the 
PALS should operate and the management of complaints 
is a much higher priority. Few PALS teams carried out 
any analysis of the data or shared data within their 
organisations.
Conclusions PALS teams fulfil their core responsibilities 
by acting as point of contact for patients, providing 
information and resolving concerns. PALS staff also act as 
navigators of services, mediators between families and 
staff and, occasionally, patient advocates in supporting 
them to raise concerns. PALS has the potential to reduce 
complaints, increase patient satisfaction and provide 
rapid organisational feedback. Achieving this potential will 
require more awareness and support within organisations 
together with updated national policy guidance.

INTRODUCTION
While patients are generally very positive 
about the care they receive, many patients 
have concerns, whether or not they choose to 
raise these formally as complaints or claims.1–7 
Serious adverse outcomes are more likely to 
lead to patients using the formal pathways to 
raise complaints or litigation; however, many 
other factors, such as whether patients receive 
apologies and explanations, are also critically 
important in determining how patients and 
families respond.8 Patient concerns, which 
go unaddressed, may lead to patients being 
reluctant to return to a healthcare organisa-
tion and less likely to follow the guidance of 
medical professionals.9 10

Patients, families and friends can raise 
concerns about their care with the Patient 
Advice and Liaison Service (PALS), which 
is provided in every National Health Service 
(NHS) trust in England (box 1).11 The service 
was first established in 2002 with the primary 
aim of supporting patients and families in 
raising concerns and this focus has remained 

Strengths and limitations of this study

 ► We were able to talk in depth to both Patient Advice 
and Liaison Service (PALS) teams, to gain a rich pic-
ture of the value work of they do and the challenges 
they face.

 ► The study sites were spread widely across England 
and involved acute, mental health organisations.

 ► This study was not able to assess how frequently 
PALS teams succeeded in resolving concerns or 
how their wider patient engagement and training of 
staff had been received.

 ► The clinicians interviewed were nurses, a midwife 
and two service managers as well as PALS team 
members; however, no physicians were interviewed 
in this study.
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unchanged at the policy level.11 PALS maintains a pres-
ence within every NHS trust and provides services in 
person, by email, post and telephone. PALS teams have 
core duties established nationally (box 1) but are free 
to decide how to discharge these responsibilities.11 The 
approach of individual PALS teams depends on a variety 
of factors, including the population they serve, their level 
of funding and the approach taken by senior leadership 
in defining their local roles and responsibilities.12–14

Although the service existed for almost two decades, 
there are very few studies of its activities or effectiveness. 
This is surprising given the longstanding concern with 
the level of complaints and litigation and the potential 
of PALSs to resolve concerns at an early stage. Evans et 
al14 found that service users reported a high level of satis-
faction with PALS even when their preferred outcome 
was not realised. They suggested that the service had the 
potential to reduce complaints and was extremely cost- 
effective for the NHS. Since this report in 2008, the PALS 
has continued to operate with almost no external review 
or account of how the service has evolved in the two 
decades since its inception.14

This study aimed to describe the current work of PALS 
and to make a preliminary assessment of the potential of 
the service to resolve concerns and to facilitate learning 

from patient concerns. In particular, we aimed to explore: 
(1) the role of the PALS team, (2) the nature and response 
to concerns brought to PALS, (3) barriers and facilitators 
of concerns resolution and (4) how PALS data are used 
for wider learning within the host organisation.

METHODS
Design
The interviews were analysed using a well- established 
approach (framework method) described below.15 The 
data collection method of semistructured interviews was 
used with members of PALS teams and clinicians who 
worked with those teams.

Participants
We purposively selected eight NHS trusts, four mental 
health and four acute, spread widely across England. 
While we did not intend to make formal comparisons 
between acute and mental health PALS teams, we sought 
to capture the range of PALS activities in a diverse group 
of trusts. PALS teams were initially sent a description of the 
study and then contacted to discuss the study and invite 
them to participate. We asked to interview the PALS lead 
or manager and asked them to nominate a PALS officer 
and clinician familiar with their work. Participants were 
informed that the purpose of the study was to explore 
how organisations can best respond to patient concerns. 
All participants approached agreed to participate and 
none dropped out of the study.

We interviewed three people within each NHS trust, a 
PALS manager, PALS officer, or their equivalents, and a 
clinical member of staff suggested by the PALS manager, 
representing a total of 24 participants. All clinical partic-
ipants had substantial experience of resolving patient 
concerns and experience of working with the PALS team. 
Five of the clinicians were nurses, one was a midwife and 
two were service managers. A sampling frame by NHS 
trust and role can be found in table 1 below.

Development of semistructured interview
The interview schedule development was informed by a 
literature review, three pilot interviews and discussion with 
patient advisors (online supplemental appendix I). The 
interview addressed a range of different topics, including 
the role of PALS teams, policies and guidance outlining 
their responsibilities, relationship between PALS and 
clinical staff, patient and staff awareness, barriers to 
resolving concerns, data collection and analysis as well as 

Box 1 Description of Patient Advice and Liaison Service 
(PALS) and its responsibilities

Key definitions
 ► PALS—offers confidential advice, support and information on 
health- related matters. They provide a point of contact for patients, 
their families and their carers28 and aim to be noticeable and acces-
sible within their National Health Service (NHS) trust.

 ► NHS trust—is an organisational unit within the NHS in England and 
Wales, generally serving either a geographical area or a specialised 
function. In any particular location, there may be several trusts in-
volved in the different aspects of providing healthcare to the local 
population.28

Key responsibilities
 ► Listen to the concerns, questions and comments raised by patients, 
carers, families and friends concerning their care or treatment.

 ► Provide helpful support, as well as accurate information and advice 
to resolve issues and concerns as quickly as possible.

 ► Assist NHS staff who are raising a concern on behalf of pa-
tients, which may involve liaising with other sites and healthcare 
organisations.

 ► Provide information and advice to individuals wishing to raise a for-
mal complaint.

Table 1 Sampling frame by NHS trust and role

PALS managers
(N=8)

PALS officers
(N=8)

Clinicians
(N=8)

Acute NHS trusts (N=4) 4 4 4
Mental health NHS trusts (N=4) 4 4 4

NHS, National Health Service; PALS, Patient Advice and Liaison Service.
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recommendations to improve going forward. Phrasing of 
specific questions varied slightly across the three types of 
participants but covered the same core content.

Participants were offered their preference of video 
conferencing software, including Microsoft Teams, Zoom 
and Skype, as well as an option to conduct the interview 
over the phone. In total, 24 semistructured interviews 
were conducted between July and October 2020, lasting 
an average of 41 min each. Data saturation was reached 
after interviewing the participants from the seventh trust; 
however, we continued interviewing as we aimed to have 
eight trusts in total (four mental health and four acute).

Data analysis
Interviews were audio recorded, transcribed verbatim 
and anonymised, before being uploaded onto 2018 QSR 
International’s NVivo 12 software. The interviews were 
stored on password protected university computers. The 
seven stages of the framework method of data analysis 
were adhered to throughout the processes of analysis.16 
Following familiarisation with the interviews, the process 
of coding was carried out with the first four transcripts 
to develop an initial analytical framework. Notes taken 
during and after interviews assisted in the identification 
of core themes. Any salient emergent categories were 
grouped into subdominant themes, which were subse-
quently grouped into broader dominant themes. The 
coding framework was reviewed and refined by the 
authors in successive iterations, before being reapplied to 
new transcripts, and further refined to produce the final 
coding framework (table 2).

The full data set was then tabulated in a matrix, which 
presented the data in a visually accessible and navigable 
format. A key feature of the framework method is the 
matrix output, which was pivotal in the identification of 
subdominant and dominant themes. Data analysis was 
carried out by one author (KS), with additional double 
coding of a sample of interviews by another author (RB) 
to ensure consistency of coding and interpretation. The 
two analysts had no prior connection with PALS, had 
never used the PALS and this was their first encounter 
with the service.

The initial results were shared with the participants and 
they provided the feedback, but the original themes did 

not change. No major changes were made to the findings 
or further interviews undertaken.

Participant anonymisation
The participant’s quotes were anonymised using the 
agreed coding method. Alphabetical letters were given 
to each participant and the numbers for their level of 
seniority were: 1 was PALS manager, 2 was PALS officer 
and 3 was the clinician. Each trust was given letter T and a 
number. Thus, (D1, T3) represents a PALS manager from 
trust 3.

Patient and public involvement (PPI)
Two PPI lay research advisors from the Quality, Safety 
and Outcomes Policy Research Unit ( www. qso. ac. uk) 
reviewed the design of study, the materials used, including 
the interview schedules, and provided comments on the 
findings.

RESULTS
A total of 24 participants, including eight PALS managers, 
eight PALS officers, or their equivalents, as well as eight 
healthcare staff working with PALS teams, were inter-
viewed. Four dominant themes emerged from the anal-
ysis: the Role of PALS, Concerns and their Resolution, 
Barriers to Resolution and Learning from Concerns. 
Common themes were found across mental health and 
acute trusts, although the nature of concerns raised natu-
rally varied in different contexts. For simplicity, we use 
the word ‘patient’ to broadly indicate the person raising 
the concern, while being aware that this may be a friend 
or family member, as well as that the term ‘service user’ 
is more commonly used in mental health organisations.

The role of PALS
PALS acts as a point of contact for patients and service 
users, to answer questions and respond to whatever 
concerns they have. PALS staff frequently contact clini-
cians to seek information and, where necessary, look 
for help in resolving conflicts or misunderstandings 
that have arisen. Additionally, PALS teams may be asked 
to provide information to those wishing to submit a 
formal complaint. Patients have the option to ‘see them 
in person, on the telephone, email’ (D1- T4), as well as 
through post and social media in most NHS trusts. There 
was no consensus from participants on which group, clini-
cians or PALS, was better suited for resolving concerns, as 
‘it depends on the concern’ (E2- T5) and ‘there are pros 
to both’ (H3- T8).

PALS clearly continues to provide the services set out 
in the original policies and guidance. However, the PALS 
has evolved in different ways in each trust and their remit 
and responsibilities have often broadened considerably 
beyond their core duties. Almost all PALS managers and 
officers described the role of PALS as being a ‘catch- all 
service’ (E1- T5), where due to the operational pressures 
facing NHS trusts, they are used more as a switchboard 

Table 2 Stages in the framework method of data analysis17

Stage Procedure

1 Transcribing interviews

2 Familiarisation with transcripts

3 Coding transcripts

4 Developing analytical framework

5 Applying analytical framework

6 Tabulating data in matrix

7 Interpreting data

www.qso.ac.uk
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to pick up calls and duties that no one else in their trust 
will do, as well as ‘handle loads more than just patient 
concerns’, as a result (E2- T5).

Their remit is to be that jam in the sandwich, if you 
like. So they are the portal. So when families or any-
body make contact with a trust, that they are a way in, 
a route in, a funnel, if you like, for any concerns or 
questions or requests in any form. (B1- T2)

It’s probably the case for most PALS teams. But 
we're…I think the easiest kind of metaphor is that 
we're kind of a sweeper in soccer terms with a sweep-
er, anything that no one else can deal with, people 
sort of direct it to us. (E1- T5)

Participants who described this catch- all service role 
said it resulted from a combination of the pressures on 
clinical staff, a lack of clear guidance and definition of 
their role within each trust as well as a lack of awareness of 
national policy on the part of senior staff in their respec-
tive trusts. However, despite the feeling that they fulfil 
duties and responsibilities beyond the scope of their role, 
they all emphasised that their central role is to be there 
for patients to provide help wherever and whenever they 
can.

I'm here for the patients, I'm happy to help anybody 
as much as I can. And, you know, and I hope I do a 
good job at the same time. (B2- T3)

Resolution of concerns
What concerns do patients have?
PALS staff reported that most patient concerns related to 
communication, staff attitudes and waiting times. Clini-
cians saw these same concerns frequently but emphasised 
that communication and clarity about discharge plans 
were the most frequent concerns.

A lot of them are about how long people have had to 
wait for appointments, that’s one of the big concerns 
that comes through all the time. Another one is com-
munication, actually, and how people hear things 
that doctors have said, or not hear them, that doc-
tors have said to them or the way they've spoken to 
them, or you're not getting answers that they wanted 
to hear. (D1- T4)

Nine times out of ten, it’s regarding discharge. It 
could be anything from discharges, having to wait for 
such a long time for their letters or their tablets to go 
home. (B3- T2)

A lot of it is just about communication and attitude 
and not getting answers when they want answers. 
(C3- T3)

Clinical staff and managers were clear that they saw 
resolving concerns as a legitimate part of their role, but 
that it required skills that not everyone has necessarily 
developed.

I think it’s about using your skills that you might have 
developed as a clinician in terms of engagement, lis-
tening and so on and so forth. And just recognising 
that you've got that skill set, it’s just turning it into 
a different function, you know, for a different out-
come. (I3- T9)

When does PALS become involved?
Patients may come to PALS because they have not been 
able, for whatever reason, to resolve their concern or 
problem with clinical staff. However, patients may some-
times approach PALS directly, without first discussing 
their concern with clinical staff or managers as they may 
believe that raising their concern will have a negative 
impact on relationships with people caring for them or 
on their treatment. Clinicians who are aware of PALS may 
also contact the service directly or signpost the patient to 
PALS, if concerns cannot be resolved locally.

Once contacted, all PALS teams appeared to follow a 
structured process, where they liaised with the patient 
and clinician to find a solution to the problem presented.

A concern is received via email or by phone, and the 
PALS Officer will establish what the concern is. If it’s 
very straightforward, they'll act upon it straightaway. 
If it’s not straightforward, they'll need to contact the 
patient and then discuss what outcomes they're seek-
ing. Once they understand, or believe that they un-
derstand, fully well what the outcome is that they're 
asking for, they'll take action. (C1- T3)

PALS staff are often able to find information for a 
patient simply because they know who to contact within 
their trust and how to contact them as a result of previ-
ously built relationships and experience. In this sense, 
they act as ‘navigators’ of the healthcare system and some-
times, more forcefully, as advocates for patients where a 
firmer approach is required.

The principal strengths of PALS were that they had 
more experience and ‘a particular skill set’ (F1- T6) for 
resolving concerns, as well as that they represent an 
impartial third party, acting as a mediator between clini-
cians and service users.

We're slightly removed, separate from that depart-
ment. We are employed by the trust. But we're more 
like a third party that patients like so they don't feel 
like it’s them versus the clinicians and NHS, you 
know, we're their back- up and mouthpiece. (A2- T1)

To do their job effectively, PALS staff do need time to 
build these relationships within the trust and to famil-
iarise themselves with a particular ward, for instance, to 
better understand what happened and who was involved.

I think what becomes very tricky is if somebody ex-
ternal is investigating a complaint about the complex 
needs service and don't know how the service works. 
(F3- T6)
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Despite their different roles, all participants agreed that 
resolving concerns informally was preferable to resolving 
formal complaints, as the former requires fewer resources 
from the NHS trust and provides the service user with a 
much faster resolution.

The idea of PALS is that hopefully we can resolve 
things quicker so we can just walk up to a ward and 
see someone or we can go and chat to the ward sis-
ter or send a quick email or do a quick phone call. 
Whereas the complaints process is, you know, three 
days to acknowledge, 25 working days to respond. 
(A2- T1)

Barriers to resolution of concerns
Participants described several barriers that restrict the 
ability of both PALS and clinicians to resolve informal 
concerns within their trusts, including a lack of awareness 
of PALS, an absence of policies outlining the scope of 
their role, an emphasis on complaints instead of concerns 
by their organisations as well as an unavailability and atti-
tude of clinical staff.

Lack of awareness
The most significant barrier was the perception in all 
eight trusts of a widespread lack of awareness of PALS and 
the services that they provide.

In my experience, clinical teams have a really bad 
understanding of what PALS is and what PALS does. 
(E2- T5)

They’re only aware of them, really, if they've used 
them before or we inform them. There are posters 
up, you know, if you go to any ward at the moment, 
there’s posters up about everything. And if you're sick 
in bed, you're not going to be reading those posters 
in reality. So, yes, it’s up to us to inform them. (A3- T1)

In some cases, the location of PALS teams within NHS 
trusts contributed to lack of patient awareness. While 
the majority of PALS teams within acute NHS trusts had 
offices that were accessible to patients and located near 
a waiting area, PALS teams in mental health NHS trusts 
were largely inaccessible and hidden so that patients 
could only reach them by phone, letter or email, thereby 
reducing awareness.

I think from a patient or person coming to PALS, I 
don't think people are clear on what actually we do. 
So I think if you go into an acute service hospital, 
you're going to usually an office where it says PALS. 
(I1- T9)

Lack of policies and guidance informing their application
Almost all PALSs who participated in the study did not 
have clear policies or guidance within their trusts defining 
the scope of their role and responsibilities of the team. As 
a result, a majority of PALS staff questioned their indi-
vidual role and wished for some written guidelines.

I'm not really sure what my role is properly at the mo-
ment. (I1- T9)

There needs to be some guidance for trusts to actual-
ly deliver what PALS really should be about. (A1- T1)

PALS managers noted that the lack of policies and 
guidance increased the variability of PALS teams across 
England and led to the misuse of PALS within some trusts.

It makes me quite sad when I hear about other trusts, 
when they are using PALS in a way that I just don't 
feel is appropriate. I don't feel it’s the right way…
and I'm certainly not saying we're perfect. Far from 
it. (A1- T1)

Emphasis on complaints
All participants reported that senior staff in every organ-
isation paid much more attention to complaints than 
concerns, because complaints handling is a ‘regulated 
service’ (A1- T1) that is monitored by regulators. This led 
to a lack of understanding and appreciation of the role 
and value of PALS.

PALS does get overlooked and that happens within 
our trust. (E2- T5)

It felt very much like that PALS was a lower step down 
from complaints. (D2- T4)

Participants believed that this emphasis on complaints 
sometimes led to clinicians directing patients to submit 
a formal complaint, when PALS could have resolved the 
concern instead informally.

We have some consultants who feel that PALS is an 
unnecessary link in the chain and think “I'll address it 
and if I can't address it, then complaints will address 
it. (D2- T4)

Attitude and unavailability of clinical staff
Clinicians interviewed also reported that a majority of 
their clinical colleagues view PALS in a positive light but 
simply do not have time to liaise effectively. Additionally, 
PALS staff reported that they often cannot find specific 
clinicians due to a lack of updated contact details.

It’s getting hold of the person who can solve the prob-
lem for us. You know, we can email a consultant, but 
he may not be able to get to his emails for a little 
while. (D1- T4)

Our services change every day, you know, people 
are moving in posts, you know, different managers, 
different services. Managers will move between 
services. Services will open and close. And no one will 
tell us. We have no way of knowing at all what services 
are open, what services are not, who’s managing 
which service. (E2- T5)

Learning from concerns
While the principal remit of PALS is the resolution of indi-
vidual concerns, there is clearly potential for reflecting 
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on those concerns to inform wider learning and improve-
ment. Incident reports and complaints are routinely 
reviewed to provide feedback and stimulate learning 
and improvement and participants argued that the same 
could be done for PALS data.

What data are collected?
In the collection of concerns data, it was clear that only 
a minority of PALS teams involved in the study had 
established a robust approach, which involved assigning 
specific categories to informal concerns, recording who 
was involved, relevant dates and the outcome; however, 
a large majority of PALS teams simply record a general 
description of the concern.

We have a whole host of codes that we use, includ-
ing, for example, communication, lost property. So 
it’s not what we think. So we don't think, 'well I don't 
think it was a staff member was rude', it is what the 
patient thinks. (C2- T3)

There aren't really any categories, so it’s a complaint 
or a PALS inquiry or it’s a local resolution. And then 
the detail of that complaint is just our account of it. 
So there’s not a pull- down bar that says “it’s this cate-
gory, or that category, whatever. (I1- T9)

What is done with the data?
Few PALS teams or their organisations across England 
carried out no analysis of the data or reflected on the 
many patient concerns collected.

We’re not analysing…all we're doing at the moment 
is counting the numbers. And the most detailed anal-
ysis that we do, which is all off of an Excel spread-
sheet, is the number of days to completion. (I1- T9)

A recurring theme from the interviews was that there 
was no interest from senior trust staff in the patient 
concerns data and that all the emphasis is on formal 
complaints data.

The data that we produce has always been an adden-
dum, really an appendix to the complaints material. 
(E1- T5)

At those meetings they talk about complaints, but 
they don't really ask what’s going on, what the trends 
are. (I1- T9)

Participants acknowledged that there was no learning 
from informal concerns within their NHS trust and that 
the data were not shared beyond their organisation.

This may be shocking to you, as I wish I could say 
“Oh, yeah, PALS has done this and PALS has done 
that and we've affected loads of changes”. As far as 
I'm concerned. No, we haven't. (E1- T5)

PALS data doesn't really get shared beyond the organ-
isation, because there isn't that requirement. (C1- T3)

Despite not using concerns data to inform organisa-
tional learning, all participants understood the potential 

for PALS data to be used as an ‘early warning system’ (E1- 
T5). For instance, participants described how patients 
tend to raise informal concerns immediately, whereas 
complaints may be raised months after an incident.

One of the things about PALS is that obviously it’s 
pretty much real time feedback, whereas complaints 
is often delayed. People sometimes don't raise the 
complaint until a year after it’s happened or six 
months or three months or whatever. (C1- T3)

DISCUSSION
PALS was established to provide support, information and 
advice to patients and families, as well as to resolve their 
concerns in a timely manner. PALS teams interviewed in 
this study are certainly fulfilling these core responsibili-
ties. The PALS has however evolved in different ways in 
each trust and their remit and responsibilities have often 
broadened considerably beyond their core duties. Many 
of the teams have become a kind of ‘catch- all’ service 
taking on any patient liaison work not allocated elsewhere. 
Most participants reported that senior managers within 
their trusts seemed largely unaware of the core national 
responsibilities of PALS and, even within trusts, had widely 
differing views on how the PALS should operate. A recur-
ring theme was that complaints were given much higher 
priority and that little interest was shown in the work of 
PALS. All staff agreed that interventions by PALS had the 
advantage of being much quicker, less burdensome to 
both patients and staff and more personal in nature than 
the formal complaints process.

PALS staff appear to adopt multiple different roles 
according to the needs of patients and families.

They certainly fulfil their core role of providing 
support, advice and information to patients. At times, 
however, PALS staff also appear to act as navigators of 
services, mediators between families and staff and, occa-
sionally, patient advocates in supporting them to raise 
concerns.17–20 The role of navigator is particularly critical 
as patients often experience services as complex and not 
well integrated.21–23 We cannot of course, from this study, 
assess how often PALS staff adopt each of these roles 
or how often their intervention produces a successful 
outcome. However, they clearly do provide support to 
patients and families in a variety of ways, which appear 
not fully appreciated by their host organisations.

Most participants believed that PALS could achieve 
much more if the services were given more support and 
resources by senior management. Even within existing 
resources however, there is scope to develop the PALS by 
sharing examples of innovation across PALS teams. PALS 
could, for instance, be advertised much more widely in 
NHS organisations, in particular, by informing clinicians 
that PALS can support them as well as their patients.24 
Some PALS staff are much more active than others and 
regularly visit wards to talk to patients, engage with staff 
and pre- empt potential problems. Some PALS teams were 



7Shepard K, et al. BMJ Open 2021;11:e053239. doi:10.1136/bmjopen-2021-053239

Open access

more proactive still in providing training to clinical staff 
on how to communicate effectively and resolve patient 
concerns at source.

There is currently no requirement for PALS teams to 
collect data or any guidance for them on how this might 
be done. Yet, concerns data represent a rich source of 
information, potentially timelier and more sensitive 
to patient experience than data from complaints.1 It 
would be relatively straightforward to produce a national 
framework for the recording and classification of patient 
concerns, which should have a strong emphasis on 
recording actions taken and outcomes.25 26 The existing 
framework for complaints could also be modified for less 
serious problems.27 This would allow organisations to 
learn from concerns and, equally important, allow wards 
and hospital services to monitor patient concerns near 
real time.1 14 This is particularly useful for detecting clus-
ters of problems or a sudden escalation of problems in 
a particular area, which would be revealed much more 
quickly in PALS data than in complaints systems.

Strengths and limitations
This study is one of the very few to examine the role 
of PALS and the potential of services of this kind to 
resolve patient concerns and contribute to learning. To 
our knowledge, this is the only study of PALS in the last 
decade. We were able to talk in depth both to PALS teams 
and to clinicians and managers who worked with those 
teams to gain a rich picture of the work of PALS and the 
challenges they face. The study sites were spread widely 
across England and involved acute, mental health organ-
isations. This qualitative study should however be consid-
ered only as an initial exploration of the work of PALS. In 
particular, we cannot be sure how frequently PALS teams 
succeed in resolving concerns or how their wider patient 
engagement and training of staff has been received.

CONCLUSIONS
PALS teams fulfil their core responsibilities by acting as a 
point of contact for patients, providing information and 
resolving a variety of recurrent problems. The remit and 
responsibilities of each PALS has often broadened consid-
erably over time. Senior healthcare management had 
widely differing views on how the PALS should operate 
and viewed complaints as having a much higher priority. 
Few PALS teams carried out any analysis of collected 
data or shared data within their organisations. The role 
of PALS teams, with their focus on early resolution of 
concerns and potential problems, could be enhanced to 
potentially increase patient satisfaction and reduce the 
need for patients to make formal complaints.
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