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Providing feedback and comment  
on HSIB reports

At the Healthcare Safety Investigation Branch (HSIB) we welcome feedback on 
our investigation reports. The best way to share your views and comments is to 
email us at enquiries@hsib.org.uk or complete our online feedback form at  
www.hsib.org.uk/tell-us-what-you-think.

We aim to provide a response to all correspondence within five working days.

This document, or parts of it, can be copied without specific permission providing 
that the source is duly acknowledged, the material is reproduced accurately, and 
it is not used in a derogatory manner or in a misleading context. 

© Healthcare Safety Investigation Branch copyright 2021.
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About HSIB 

We conduct independent investigations of patient safety concerns in NHS-
funded care across England. Most harm in healthcare results from problems 
within the systems and processes that determine how care is delivered. Our 
investigations identify the contributory factors that have led to harm or the 
potential for harm to patients. The safety recommendations we make aim to 
improve healthcare systems and processes, to reduce risk and improve safety. 

We work closely with patients, families and healthcare staff affected by patient 
safety incidents, and we never attribute blame or liability. 

National learning reports
 
These reports offer insight and learning about recurrent patient safety risks 
in NHS healthcare that have been identified through our investigations. The 
reports present a digest of relevant, previously investigated events, highlight 
recurring themes and, where appropriate, make safety recommendations. 
National learning reports can be used by healthcare leaders, policymakers 
and the public to aid their knowledge of systemic patient safety risks and the 
underlying contributory factors, and to inform decision making to improve 
patient safety.
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Our investigations

Our investigators and analysts have diverse experience of healthcare and 
other safety-critical industries and are trained in human factors and safety 
science. We consult widely in England and internationally to ensure that our 
work is informed by appropriate clinical and other relevant expertise.

We undertake patient safety investigations through two programmes: 

National investigations

Concerns about patient safety in any area of NHS-funded healthcare in 
England can be referred to us by any person, group or organisation. We 
review these concerns against our investigation criteria to decide whether to 
conduct a national investigation. National investigation reports are published 
on our website and include safety recommendations for specific organisations. 
These organisations are requested to respond to our safety recommendations 
within 90 days, and we publish their responses on our website.

Maternity investigations 

We investigate incidents in NHS maternity services that meet criteria set out 
within one of the following national maternity healthcare programmes: 

• Royal College of Obstetricians and Gynaecologists’ ‘Each Baby Counts’ report

• MBRRACE-UK ‘Saving Lives, Improving Mothers’ Care’ report.
 
Incidents are referred to us by the NHS trust where the incident took place, and, 
where an incident meets the criteria, our investigation replaces the trust’s own 
local investigation. Our investigation report is shared with the family and trust, 
and the trust is responsible for carrying out any safety recommendations made in 
the report.
 
In addition, we identify and examine recurring themes that arise from trust-level 
investigations in order to make safety recommendations to local and national 
organisations for system-level improvements in maternity services.

For full information on our national and maternity investigations please visit 
our website. 

https://www.hsib.org.uk/investigations-cases/
https://www.hsib.org.uk/
https://www.hsib.org.uk/
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 Executive Summary

 HSIB’s national investigation programme was established in 2017 to carry out 
systematic investigations of patient safety incidents. As this work has progressed 
and been published, HSIB has looked for ways to gain more insight into the patient 
safety issues it has investigated, including seeing what can be learned by looking 
at a group of investigations. 

 This national learning report is an analysis of themes in the first 22 national 
investigations published by HSIB. This represents the national investigations 
published prior to the start of the COVID-19 pandemic. This work was undertaken 
as HSIB recognised that similar issues were arising in investigations that were 
undertaken in very different clinical fields.

 
 The analysis used a robust, scientific approach and identified the following three 

recurring patient safety themes:

• access to care and transitions of care (when patients move between care providers 
or care settings)

• communication and decision making

• checking at the point of care.

 These three themes represent the most significant threats to patient safety that 
HSIB has found, based on its investigations, so far. 

 This analysis also looked at the 85 safety recommendations made in the 22 
investigations. These safety recommendations were grouped into one or more 
of six categories. The categories were chosen as they represent the fundamental 
safety management activities used across safety-critical industries:

1 identification of patient safety hazards

2 improving the management of known patient safety risks 

3 monitoring of patient safety performance 

4 evaluation of patient safety interventions

5 training and education for patient safety

6 promotion of patient safety.
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 This analysis did not look at the impact of our recommendations at improving 
patient safety or assess how well they had been acted on. HSIB is not a regulator, 
and the onus is on the addressee of the safety recommendation to decide how 
best to meet a recommendation. HSIB is aware that some recommendations have 
had a beneficial impact on patient safety whilst others have not had the outcome 
that was desired. This monitoring of impact of recommendations is currently a 
gap and it is anticipated that there will be a provision in the future to address it.

 In making safety recommendations, HSIB’s investigations have highlighted safety 
management activities which should be addressed. These safety management 
activities reflect components of existing patient safety approaches in the NHS and 
also link to priorities in the NHS Patient Safety Strategy (NHS England and NHS 
Improvement, 2021). Significantly, they are also the constituent parts of ‘safety 
management systems’ used in other high-risk industries. A safety management 
system is an organised approach to managing safety. It specifies the necessary 
system-wide processes needed for proactive and reactive safety management.

 Safety management systems seek to proactively mitigate threats to safety before 
they result in undesirable outcomes. Through the implementation of safety 
management systems, all those involved in safety can integrate their activities. 
This enables a prioritisation of actions to address safety issues and effectively 
manage resources. 

 In other high-risk industries, such as aviation there are multiple safety 
management systems that are the responsibility of different organisations within 
the same industry. By consistently applying safety management principles it 
becomes possible to integrate safety activities across the different organisations 
within and across industries (International Civil Aviation Organization, 2018). 

 HSIB’s work so far suggests that it may be beneficial for the NHS to explore how 
the application of safety management principles could build on the foundations 
developed by the NHS Patient Safety Strategy. The complexity of the NHS 
means that it is unlikely that having one single safety management system would 
be feasible and that a more integrated approach of multiple systems, as seen in 
other high-risk industries, may be necessary. A greater adoption of the principles 
of a safety management system in the NHS may support more effective 
responses to HSIB’s safety recommendations which can be a challenge in this 
complex environment.
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1 Purpose of this report

 This national learning report analyses the first 22 of HSIB’s national 
investigations to identify recurring patient safety themes. The represents the 
national investigations published by the start of the COVID-19 pandemic in 
March 2020. This national learning report also analyses and categorises the 
85 safety recommendations HSIB has made to address patient safety themes. 
This work was undertaken as HSIB recognised that similar issues were arising 
in investigations that were undertaken in very different clinical fields.

 
 The analysis in this national learning report uses a robust and scientific 

approach. A qualitative approach was used to identify themes across the 
different investigations, which took place across a wide range of healthcare 
settings. The 22 investigations are listed on page 15 and the published 
investigation reports are available on the HSIB website.   

 This national learning report has the intention of:

• highlighting recurring patient safety themes which will be of value to those 
working in patient safety in healthcare

• demonstrating a qualitative analysis of HSIB’s national investigations in a 
way which will be of interest to those working in patient safety science

• opening up an inquiry about the role of safety management systems, and 
the principles underpinning them, and whether they could be applied to 
healthcare in the future.

 This national learning report does not assess the impact of our 
recommendations at improving patient safety or assess how well they had 
been acted on. HSIB is not a regulator, and the onus is on the addressee of 
the safety recommendation to decide how best to meet a recommendation. 
HSIB is aware that some recommendations have had a beneficial impact 
on patient safety whilst others have not had the outcome that was desired. 
This monitoring of impact of recommendations is currently a gap and it is 
anticipated that there will be a provision in the future to address it.

 This national learning report is not a comprehensive analysis of the most 
important safety issues in healthcare as it is solely based on the first 22 
national investigations and therefore is influenced by the incidents that have 
been investigated. However, it does find themes that have been seen across 
a varied range of investigations. Finally, this report is not an assessment of 
the responses received from addressees of the safety recommendations and 
does not intend any judgement or criticism of existing bodies.

https://www.hsib.org.uk/
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1.1  Recurring patient safety themes

 HSIB focuses on identifying problems within the systems and processes that 
determine how healthcare is delivered (Sampson et al, 2021). HSIB has been 
directed by the Department of Health and Social Care (2016a) to investigate 
safety risks that may include but are not limited to: 

• risks resulting in repeated, preventable, or common occurrences of risks or 
harm to patients

• risks indicating a systemic problem with significant impact in more than one 
setting, or

• those involving new or novel forms of harm or new or novel risks of harm.

 Although there are many patient safety challenges, it is important to be able 
to prioritise efforts to improve safety. This report provides an overview of 
the most significant threats to patient safety that HSIB has found so far. This 
analysis highlights the approaches needed to understand the different types 
of problems within the healthcare system.

1.2  Learning from patient safety investigations

 HSIB has been directed to make safety recommendations that it considers 
appropriate for the purposes of addressing risks affecting patient safety at 
the system level, rather than focus on the activities of individuals or small 
teams (Department of Health and Social Care, 2016b).

 The aim of investigating patient safety incidents is to learn from them by 
identifying new hazards and improving the management of known safety 
risks. The analysis of incidents also allows for the monitoring of safety 
performance, the evaluation of actions taken to improve safety, and the 
promotion of messages about safety interventions to healthcare staff. This 
report identifies how the healthcare system is able to support this type of 
learning from patient safety investigations.

1.3  Understanding patient safety management

 The NHS Patient Safety Strategy (NHS England and NHS Improvement, 
2021) describes the need for a continuous improvement process that 
focuses on safer systems. It also identifies the crucial role that healthcare 
regulatory bodies play in safety management. Regulation is an important 
means of monitoring and improving healthcare with the aim of ensuring 
safe, reliable treatment for patients and a safe working environment for 
healthcare professionals (Oikonomou et al, 2019). The regulatory landscape 
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is complex, and it is important to understand the different concepts and 
activities that are recognised as part of safety management (International 
Civil Aviation Organization, 2018). This report describes safety management 
activities using the terms defined below; examples are provided to illustrate 
how these concepts relate to patient safety investigation.

• A hazard is something that has the potential to contribute to an undesirable 
patient safety outcome. A patient safety investigation can identify new 
hazards and develop an understanding of situations where these hazards 
are emerging. 

- For example, not being able to see the product label on a bag of 
intravenous fluid that is connected to a patient has the potential to 
contribute to a patient safety incident.

• A safety risk is the predicted probability and severity of the consequences 
of a hazard. Known safety risks have the potential to result in undesirable 
outcomes even when there are proposed ways of managing the safety risk. 

- For example, in 2008 the UK National Patient Safety Agency published 
a rapid response report (National Patient Safety Agency, 2008) after 
it identified 84 incidents, including two where patients died, where the 
wrong bag of fluid was connected to patients. In these cases, the product 
label was not visible because the bag of fluid had been placed inside 
another bag, known as a pressure bag, which obscured the product label. 
One of the report’s recommendations was that there should be a way of 
identifying the product in the bag of fluid, even when it has been placed 
inside a pressure bag. It was recommended that manufacturers should 
develop a universal system to address this problem. 

- Patient safety investigations can discover problems with the 
implementation of interventions. In the case of pressure bags, for 
example, manufacturers developed a sleeve to enable the product label 
to be viewed (Leslie et al, 2013). However, some of these sleeves used a 
meshed design that obscured the second line of text on the label, which 
was found to be critical for distinguishing between the products being 
used (Gupta and Cook, 2013). 

- There are multiple contributory factors that also need to be considered 
when managing a safety risk. In the pressure bag investigation, it was 
found that factors relating to the team, local working conditions, staff 
workload and distraction, policies, and communication systems all 
contributed to the safety risk (Gupta and Cook, 2013). 
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• A systemic safety risk is a risk that persists across the systems and 
processes that determine how healthcare is delivered. HSIB safety 
recommendations are made with the aim of addressing them nationally. 
These safety recommendations can identify situations where pressures on 
the healthcare system (financial, organisational, social, or cultural) mean that 
it is not possible to manage the persistent safety risk effectively.

• Safety performance evaluation is needed to assure that implemented ways 
of identifying safety hazards and managing safety risks are effective. There 
needs to be a way of monitoring the system to check safety performance – 
that is, whether intended safety objectives are being met and the system is 
achieving desired outcomes. This is achieved by following patient journeys 
through the system as they encounter different care providers.  

• Managing change. Healthcare organisations experience both temporary and 
permanent change when responding to new demands and when introducing 
new services. Change may introduce problems that may impact on the 
effectiveness of care delivery. An investigation can identify unintended 
consequences that might affect patient safety when new ways of working 
are introduced.

• Safety promotion involves effectively communicating safety risks and how 
these risks can be managed to both staff and patients. A patient safety 
investigation can establish whether the relevant people are aware of the 
need for specific patient safety interventions, that training and education 
programmes are in place, and that the efficacy of these programmes has 
been evaluated.
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2 Method

 Twenty-two HSIB national investigations were analysed by four HSIB 
reviewers. The investigations that were analysed are shown in table 1. The 
analysis was undertaken in three stages, which are described below. 

Table 1 HSIB national investigations analysed 

Number Investigation Year published

1 Implantation of wrong prostheses during joint 
replacement surgery

2018

2 Transition from child and adolescent mental health 
services to adult mental health services

2018

3 Administering a wrong site nerve block 2018
4 Insertion of an incorrect intraocular lens 2018
5 Provision of mental health care to patients 

presenting at the emergency department
2018

6 Design and safe use of portable oxygen systems 2018
7 Transfer of critically ill adults 2019
8 Piped supply of medical air and oxygen 2019
9 Inadvertent administration of an oral liquid 

medicine into a vein
2019

10 Recognising and responding to critically unwell 
patients

2019

11 Undetected button and coin cell battery ingestion 
in children

2019

12 Failures in communication or follow-up of 
unexpected significant radiological findings

2019

13 Management of acute onset testicular pain 2019
14 Wrong patient details on blood sample 2019
15 Management of chronic health conditions in prisons 2019
16 Electronic prescribing and medicines 

administration systems and safe discharge
2019

17 Detection of retained vaginal swabs and tampons 
following childbirth

2019

18 Lack of timely monitoring of patients with glaucoma 2020
19 Delayed recognition of acute aortic dissection 2020
20 Potential under-recognised risk of harm from the 

use of propranolol
2020

21 The diagnosis of ectopic pregnancy 2020
22 Undiagnosed cardiomyopathy in a young person 

with autism
2020

https://www.hsib.org.uk/investigations-and-reports/implantation-of-wrong-prostheses-during-joint-replacement-surgery/
https://www.hsib.org.uk/investigations-and-reports/transition-from-child-and-adolescent-mental-health-services-to-adult-mental-health-services/transition-from-child-and-adolescent-mental-health-services-to-adult-mental-health-services/
https://www.hsib.org.uk/investigations-and-reports/transition-from-child-and-adolescent-mental-health-services-to-adult-mental-health-services/transition-from-child-and-adolescent-mental-health-services-to-adult-mental-health-services/
https://www.hsib.org.uk/investigations-and-reports/administering-a-wrong-site-nerve-block/
https://www.hsib.org.uk/investigations-and-reports/insertion-of-an-incorrect-intraocular-lens/investigation-into-the-insertion-of-an-incorrect-intraocular-lens/
https://www.hsib.org.uk/investigations-and-reports/provision-mental-health-care-patients-presenting-emergency-department/
https://www.hsib.org.uk/investigations-and-reports/provision-mental-health-care-patients-presenting-emergency-department/
https://www.hsib.org.uk/investigations-and-reports/design-and-safe-use-of-portable-oxygen-systems/design-and-safe-use-of-portable-oxygen-systems/
https://www.hsib.org.uk/investigations-and-reports/transfer-of-critically-ill-adults/transfer-of-critically-ill-adults/
https://www.hsib.org.uk/investigations-and-reports/piped-supply-of-medical-air-and-oxygen/
https://www.hsib.org.uk/investigations-and-reports/inadvertent-administration-of-an-oral-liquid-into-a-vein/inadvertent-administration-of-an-oral-liquid-medicine-into-a-vein/
https://www.hsib.org.uk/investigations-and-reports/inadvertent-administration-of-an-oral-liquid-into-a-vein/inadvertent-administration-of-an-oral-liquid-medicine-into-a-vein/
https://www.hsib.org.uk/investigations-and-reports/recognising-and-responding-to-critically-unwell-patients/recognising-and-responding-to-critically-unwell-patients/
https://www.hsib.org.uk/investigations-and-reports/recognising-and-responding-to-critically-unwell-patients/recognising-and-responding-to-critically-unwell-patients/
https://www.hsib.org.uk/investigations-and-reports/undetected-buttoncoin-cell-battery-ingestion-in-children/
https://www.hsib.org.uk/investigations-and-reports/undetected-buttoncoin-cell-battery-ingestion-in-children/
https://www.hsib.org.uk/investigations-and-reports/failures-in-communication-or-follow-up-of-unexpected-significant-radiological-findings/
https://www.hsib.org.uk/investigations-and-reports/failures-in-communication-or-follow-up-of-unexpected-significant-radiological-findings/
https://www.hsib.org.uk/investigations-and-reports/management-of-acute-onset-testicular-pain/management-of-acute-onset-testicular-pain/
https://www.hsib.org.uk/investigations-and-reports/wrong-patient-details-on-blood-sample/wrong-patient-details-on-blood-sample/
https://www.hsib.org.uk/investigations-and-reports/management-of-chronic-health-conditions-in-prisons/
https://www.hsib.org.uk/investigations-and-reports/electronic-prescribing-and-medicines-administration-systems-and-safe-discharge/
https://www.hsib.org.uk/investigations-and-reports/electronic-prescribing-and-medicines-administration-systems-and-safe-discharge/
https://www.hsib.org.uk/investigations-and-reports/detection-of-retained-vaginal-swabs-and-tampons-following-childbirth/
https://www.hsib.org.uk/investigations-and-reports/detection-of-retained-vaginal-swabs-and-tampons-following-childbirth/
https://www.hsib.org.uk/investigations-and-reports/lack-of-timely-monitoring-of-patients-with-glaucoma/
https://www.hsib.org.uk/investigations-and-reports/delayed-recognition-of-acute-aortic-dissection/delayed-recognition-of-acute-aortic-dissection/
https://www.hsib.org.uk/investigations-and-reports/potential-under-recognised-risk-of-harm-from-the-use-of-propranolol/potential-under-recognised-risk-of-harm-from-the-use-of-propranolol/
https://www.hsib.org.uk/investigations-and-reports/potential-under-recognised-risk-of-harm-from-the-use-of-propranolol/potential-under-recognised-risk-of-harm-from-the-use-of-propranolol/
https://www.hsib.org.uk/investigations-and-reports/the-diagnosis-of-ectopic-pregnancy/
https://www.hsib.org.uk/investigations-and-reports/undiagnosed-cardiomyopathy-in-a-young-person-with-autism/
https://www.hsib.org.uk/investigations-and-reports/undiagnosed-cardiomyopathy-in-a-young-person-with-autism/
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2.1 Stage one – coding investigations and using the Safety Incident 
ResearCH (SIRch) framework

 The first stage of the analysis involved coding the investigations by selecting 
sections of text that represent key investigation findings. This was carried 
out using qualitative data analysis software (NVivo by QSR International). 
The four reviewers met to discuss the codes to ensure that all of the key 
findings had been identified. 

 The reviewers then classified all of the codes across all of the investigations 
using the Safety Incident ResearCH (SIRch) framework (see SIRch 
framework box below). The framework was used to identify how the 
design of work systems can impact on the safety of patients. Patient safety 
incidents can arise from conflicting, incomplete, or suboptimal systems of 
care, which patients are a part of, and interact with. This approach aimed to 
identify the problems within the systems and processes that determine how 
healthcare is delivered.

The SIRch framework

SIRch is HSIB’s Safety Incident ResearCH framework. SIRch codifies and 
combines the internationally recognised Systems Engineering Initiative for 
Patient Safety (SEIPS) method (Carayon et al, 2020; Holden et al, 2013; Carayon 
et al, 2006) with the incident categories used by NHS England and NHS 
Improvement’s Learn from patient safety events (LFPSE) service (NHS England 
and Improvement 2021a). The use of SIRch has been externally reviewed and 
validated by experts in incident investigation at Loughborough University.

2.2  Stage two – thematic analysis and thematic mapping

 The second stage involved a thematic analysis of the systems and processes 
that were identified using the SIRch framework. Similar themes were 
compared across the 22 HSIB investigations. The aim was to find recurring 
patient safety themes across the different healthcare settings that HSIB has 
investigated, by generating thematic maps. These maps were discussed 
and reviewed with the investigators to ensure that they captured the main 
findings of investigations, and a consensus was reached. Maps representing 
each of the identified themes can be seen in the next section of this report.
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2.3  Stage three – safety recommendations and safety management

 The third stage involved an analysis of the 85 HSIB safety recommendations 
that were made by the 22 HSIB investigations. Similar safety 
recommendations were classified by recommendation type, which 
captured the reason for making the safety recommendation and where 
in the healthcare system the safety recommendation was targeted. The 
following categories were chosen as they represent the fundamental safety 
management activities used across safety-critical industries (International 
Civil Aviation Organization, 2018):

1 identification of patient safety hazards

2 improving the management of known patient safety risks 

3 monitoring of patient safety performance 

4 evaluation of patient safety interventions

5 training and education for patient safety

6 promotion of patient safety.

 The reports’ safety recommendations were put into one or more of these 
categories. The categories used in this analysis are recognised components of 
a safety management system. This is a deliberate choice to see if this provides 
an insight into whether these principles of safety management could improve 
how safety recommendations are made and acted upon in healthcare.
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3 Recurring patient safety themes  

 The thematic analysis found three recurring patient safety themes in the 22 
investigations analysed. These were:

• access to care and transitions of care

• communication and decision making

• checking at the point of care.

 These recurring patient safety themes are covered below. Each theme is 
defined and shown with its thematic map. Highlights from investigations 
are given as examples. The findings from the assessment of the safety 
recommendations categorised by type are then discussed.

 
3.1  Access to care and transitions of care

 Theme definition

 Access to care and transitions of care: If services are available, then the 
opportunity to obtain healthcare exists. However, barriers also exist, and 
these can prevent appropriate access to care. These barriers often become 
apparent during transitions of care (that is, when patients move between 
care providers or care settings). These barriers can be physical, financial, 
organisational, social, or cultural. 

 Thematic map

 Eight HSIB investigations were strongly linked to problems associated with 
access to care (see figure 1). Problems were most apparent when patients 
transitioned or transferred between different care providers. For example, 
harm occurred when:

• processes failed for patients requiring access to mental health services 
(Investigations 2 and 5)

• transferring acutely unwell patients between hospitals (Investigation 7) and 
chronically unwell people between prisons (Investigation 15)

• discharging patients from hospital who required new medication 
(Investigation 16)
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• the healthcare system did not direct patients who required emergency care 
in a timely way (Investigation 13)

• arrangements for patients who required urgent follow-up were not made 
(Investigations 12 and 18).

Figure 1 Thematic map: access to care and transitions of care
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 Highlights from investigations

 Mental health

 A lack of provision and capacity in mental healthcare services can be a factor 
that affects access to care for all individuals. Two HSIB investigations found 
that there are also systemic problems associated with the continuity of mental 
healthcare and when patients attempt to access care from a new provider.

 
 Transition from child and adolescent mental health services to adult 

mental health services (Investigation 2)

• The investigation found that young people using child and adolescent 
mental health services would benefit from a flexible, managed transition 
to adult mental health services. This should be carefully planned with the 
young person and should provide continuity of care and follow-up after 
transition. A period of shared care would help to ensure continuity for the 
young person.

 Provision of mental health care to patients presenting at the emergency 
department (Investigation 5)

• The investigation found that when assessing a patient’s physical health, 
emergency departments had established processes for triage and initial 
assessment, but lacked a consistent approach when considering a patient’s 
mental state.

 Care of acutely unwell patients

 Acute illnesses are those that are of short duration. They may be minor 
or serious. Sometimes acutely unwell patients require access to specialist 
services, for example, when transferring a patient to a hospital that provides 
specialist treatment of disorders of the heart. 

 Transfer of critically ill adults (Investigation 7)

• The investigation found that there were no consistent guidelines for 
the transfer of acutely unwell patients for either emergency or planned 
situations. There was variation in how Critical Care Operational Delivery 
Networks, whose role is to co-ordinate patient pathways between healthcare 
providers, are set up and governed.

https://www.hsib.org.uk/investigations-and-reports/transition-from-child-and-adolescent-mental-health-services-to-adult-mental-health-services/transition-from-child-and-adolescent-mental-health-services-to-adult-mental-health-services/
https://www.hsib.org.uk/investigations-and-reports/transition-from-child-and-adolescent-mental-health-services-to-adult-mental-health-services/transition-from-child-and-adolescent-mental-health-services-to-adult-mental-health-services/
https://www.hsib.org.uk/investigations-and-reports/provision-mental-health-care-patients-presenting-emergency-department/
https://www.hsib.org.uk/investigations-and-reports/provision-mental-health-care-patients-presenting-emergency-department/
https://www.hsib.org.uk/investigations-and-reports/transfer-of-critically-ill-adults/transfer-of-critically-ill-adults/
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 Care of chronically unwell patients

 A chronic condition is an illness that is long-lasting in its effects. Patients 
managing chronic conditions sometimes encounter barriers that prevent 
them from routinely accessing care on a timely basis.

 Management of chronic health conditions in prisons (Investigation 15)

• The investigation found that where there is only one authorised prescriber 
on site in a prison healthcare department, particularly during core hours 
when transfers between prisons occur, this creates pressures on the system 
that may put prisoners with medication requirements at risk.

 
 Medication systems

 When a patient changes care providers, for example when they are 
discharged from hospital, the healthcare system must ensure that 
any ongoing medication needs have been accurately specified and 
communicated to the patient and the ongoing provider of care. This is 
challenging because different medication systems are used in different 
settings. Issues relating to transitions of care can prevent timely access to 
care or sometimes result in unintended errors, for example, a patient being 
prescribed inappropriate medication.  

 Electronic prescribing and medicines administration systems and safe 
discharge (Investigation 16)

• The investigation found a lack of interoperability (the capacity to exchange, 
interpret and store data to common standards) between primary and 
secondary care electronic prescribing systems, between secondary care 
facilities, between secondary and tertiary care, and between secondary care 
and community pharmacy.

 Emergency care pathways

 Patients with certain health conditions need to be treated as an emergency 
and offered treatment without delay to improve the chance of a good 
outcome. One example is testicular torsion, which occurs when a person’s 
testicle rotates, twisting the spermatic cord that brings blood to the testicle. 
It requires emergency surgery and, if treated quickly, the testicle can usually 
be saved. 

18Click here for contents page



19Click here for contents page

 Management of acute onset testicular pain (Investigation 13)

• The investigation found that the forwarding of clinical information from a 
face-to-face consultation is straightforward, as GPs can provide it directly 
to the patient to pass on to the emergency department. The IT systems did 
not enable clinical information from a telephone consultation to be shared 
across all providers. A lack of clinical information when a patient attends an 
emergency department increases the risk of a missed diagnosis.

 Urgent follow-up

 After patients have undergone medical tests or been diagnosed with health 
conditions that need to be monitored, it is important that the system is able 
to ensure that these patients are followed up appropriately.

 Failures in communication or follow-up of unexpected significant 
radiological findings (Investigation 12)

• The investigation found that there was wide variation in practice in how 
unexpected significant radiological findings (findings from scans and X-rays) 
were communicated to clinicians. There was also considerable variation in 
how findings were acknowledged by clinicians (if they were at all). There was 
very little assurance that the actions indicated by the findings had been taken. 

 Lack of timely monitoring of patients with glaucoma (Investigation 18)

• The investigation found there was not enough capacity in hospital eye 
services to meet the demand for glaucoma services. Capacity can be 
maximised by ensuring referrals to, and follow-ups by, hospital eye services 
are appropriate and by introducing new ways of working.

 Learning from patient safety investigations

 Table 2 provides examples of HSIB safety recommendations that are about 
access to care and transitions of care. The safety recommendations were 
classified by the type of safety management activity that was required to 
respond to them (see Method section). 
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Table 2 Access to care and transitions of care

Recommendation 
type

Safety issue Barrier Example recommendation Safety management

1. Hazard 
identification

In order to be able 
to identify hazards, it 
must be possible to 
investigate all parts 
of the healthcare 
system. It is especially 
important to 
investigate critical 
functions such as 
mechanisms to enable 
the timely access to 
appropriate care. 

NHS 111 has regulatory 
oversight facilitating 
hazard identification, 
but there is no 
operational guidance 
for remote triage 
conducted by other 
primary care providers 
(for example, GP 
surgeries). This 
means that there is 
no mechanism for 
managing hazard 
identification.

R/2019/045 It is 
recommended that 
NHS England and NHS 
Improvement works with 
relevant stakeholders to 
develop guidance for handling 
telephone advice/triage in 
primary medical care settings 
(Investigation 13).

The healthcare system 
has to adjust and adapt to 
demands and this requires 
the introduction of functions 
such as primary care triage 
by telephone, and triage 
using new and emerging 
technologies. Associated 
hazards need to be 
identified. 
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Recommendation 
type

Safety issue Barrier Example recommendation Safety management

2. Safety risk 
assessment and 
mitigation

Being able to assess 
and mitigate known 
safety risks often 
requires the system 
to prioritise the care 
of patients who are 
more likely to suffer 
undesirable outcomes. 

Although data is 
used to monitor core 
performance targets 
this does not always 
directly facilitate 
the improvement of 
services.

R/2020/063 It is 
recommended that NHS 
Digital includes provision 
for identifying, prioritising, 
and monitoring patients at 
risk of developing sight loss 
within the next version of the 
national Commissioning Data 
Set. Provision should include 
the ability to record a risk 
rating and the recommended 
follow-up date for each 
patient, meaning these are 
mandated data items for 
collection by hospital eye 
services (Investigation 18).

Tools need to be continually 
revised in response to data 
that suggests that safety 
risks are not being detected 
in a timely way.

3. Safety 
performance 
monitoring and 
measurement

Many of the safety 
issues HSIB have 
investigated require 
safety performance 
to be monitored and 
measured across 
organisational 
boundaries. Pathways 
of care almost always 
go across organisational 
boundaries.

The Care Quality 
Commission cannot 
routinely explore 
pathways of care 
because this would 
require a change in the 
way it operates, which 
is based on inspecting 
core services and 
associated risk ratings.  

R/2018/011 It is 
recommended that the Care 
Quality Commission extends 
the remit of its inspections 
to ensure that the whole 
care pathway, from child and 
adolescent mental health 
services to adult mental 
health services, is examined 
(Investigation 2). 

Not routinely monitoring 
pathways of care is the 
antithesis of a system-
wide approach to safety 
management.

Patient safety investigations 
can identify the interfaces 
between healthcare trusts, 
regulators, and organisations 
with regulatory influence.

Table 2 Access to care and transitions of care (continued)



22Click here for contents page

Recommendation 
type

Safety issue Barrier Example recommendation Safety management

4. The 
management of 
change

The introduction of 
new technology to 
facilitate the transition 
of care between 
healthcare providers 
places new demands 
on staff. 

There is often little 
understanding of 
how new technology 
needs to be designed 
to support clinical 
and administrative 
workflows.

R/2019/053 It is 
recommended that the 
Department of Health 
and Social Care should 
consider how to prioritise 
the commissioning of 
research on human factors 
and clinical decision support 
systems; particularly in 
relation to the configuration 
of software system alerting 
and alert fatigue, to establish 
how best to maximise 
clinician response to high- 
risk medication alerts 
(Investigation 16).

The healthcare system needs 
to identify any unintended 
consequences that might 
impact on patient safety 
when introducing new ways 
of working. 

Table 2 Access to care and transitions of care (continued)
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Recommendation 
type

Safety issue Barrier Example recommendation Safety management

5. Training and 
education

When reporting the 
findings of clinical 
assessments, it is 
essential that there is 
a standardised system 
for prioritisation and 
escalation of urgent 
concerns.

Unwarranted variability 
in how tasks are 
performed is inevitable 
without evidence-
based principles to 
guide practice.

R/2019/039 It is 
recommended that the Royal 
College of Radiologists, 
working with the Society and 
College of Radiographers 
and other relevant 
specialties through the 
Academy of Royal Medical 
Colleges, develops:

1 principles upon which 
findings should be 
reported as ‘unexpected 
significant’, ‘critical’ and 
‘urgent’

2 a simplified national 
framework for the coding 
of alerts on radiology 
reports

3 a list of conditions for 
which an alert should 
always be triggered, where 
appropriate and feasible to 
do so (Investigation 12).

Establishing principles 
to guide standardised 
practice is essential to allow 
for effective training and 
education programmes.

Table 2 Access to care and transitions of care (continued)
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Recommendation 
type

Safety issue Barrier Example recommendation Safety management

6. Safety 
communication

Reliable 
communication 
systems are needed to 
ensure that information 
is acted upon.

Very few ‘failsafe’ 
communication 
processes exist. They 
should not rely on just 
one person to ‘take 
action’. An approach is 
needed that increases 
the likelihood that 
actions are not missed 
by keeping patients 
and families informed 
about what they 
should expect and 
providing a way of 
alerting healthcare 
providers if that is not 
happening.

R/2019/041 It is 
recommended that NHSX 
develops a method of 
digitally notifying patients 
of results. This should be 
used to inform patients 
of unexpected significant 
radiological findings after an 
agreed timeframe. It should 
be developed in conjunction 
with the Royal College of 
Radiologists. The notification 
system should be tested and 
evaluated (Investigation 12). 

Safety communication 
involves ensuring that the 
relevant people are aware of 
the need for urgent action. 
This should include patients 
and families. 

Table 2 Access to care and transitions of care (continued)
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 Findings from HSIB’s access to care and transitions of care theme

1 Hazard identification – The healthcare system aims to provide multiple 
pathways so that patients can access appropriate care in a timely way. Some 
of these pathways have built-in systems that identify hazards. This allows 
hazards to be considered as contributory factors when conducting a patient 
safety investigation. However, there are parts of the system where there is 
currently no reliable mechanism for identifying hazards. For example, for 
some telephone or online consultations there may be a tolerance for not 
being able to access clinical records during the consultation which is not 
identified as a hazard.  

2 Safety risk assessment and mitigation – The most prevalent risk to patient 
safety when accessing care is ensuring that the healthcare system is able to 
identify and prioritise patients who require more urgent access to services. 
A patient safety investigation should aim to explore if opportunities to 
identify and prioritise patients have been missed. For example, there are 
sometimes opportunities to enhance the use of data within clinical and 
administrative records to facilitate identification and prioritisation and to 
reduce the risk of patients who require urgent follow-up being ‘lost’. 

3 Safety performance monitoring and measurement – Although care 
providers have their own ways of monitoring performance, HSIB 
investigations have found that even if targets have been met this can still 
result in poor patient safety outcomes. Patients encounter many different 
care providers in a care pathway, and it is important to monitor the interface 
between the providers so that problems that arise when patients transition 
between care providers are understood.

4 The management of change – The use of new technology to improve 
the way healthcare is delivered is critical in order to improve quality 
and better meet the needs of patients. Technology has the potential to 
improve continuity of care, for example, when patients are discharged 
from hospital but still require ongoing treatment and medication. However, 
HSIB investigations have found that the technology needs to be easy for 
healthcare staff to use and ease pressures rather than adding unnecessary 
additional workload.  

5 Training and education – HSIB investigations have found that systems used 
to prioritise the urgent escalation of care need to be carefully designed. They 
should be used in a consistent way so that it is clear when a patient needs to 
be cared for by a specialist team or requires further diagnostic tests. Training 
and education is often needed to support principles of evidence-based 
practice that should guide the use of systems by healthcare staff. 
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6 Safety communication – HSIB investigations have found that patients need 
to be provided with multiple ways of communicating and accessing care 
records so that they can help to identify problems associated with timely 
access to care that they need – for example, not being contacted for follow-
up after a test result.

  
3.2  Communication and decision making

 Theme definition

 Communication and decision making: The delivery of healthcare depends 
on timely communication and effective decision making. There are many 
situations where pressures on the healthcare system can impact on 
the reliability of communication and decision-making processes. These 
processes often need to be supported by carefully designed communication 
and decision support tools, relevant and usable guidelines, and evidence-
based education. The analysis of this theme identified that communication 
and decision making are dependent on each other, i.e., decision making 
processes are constrained by ineffective communication. 

 Thematic map

 Six HSIB investigations were strongly linked to problems associated with 
communication and decision making (see figure 2). Risks became apparent 
when it was discovered that serious health conditions had not been 
detected, or clinical concerns had not been properly communicated to 
others. Problems occurred when: 

• needing to urgently refer (or escalate) the care of patients to specialist 
teams (Investigations 10 and 21)

• making the necessary adjustments in line with patient needs (Investigations 
20 and 22)

• encountering rare conditions that required an immediate response 
(Investigations 11 and 19).
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Figure 2 Thematic map: communication and decision making
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 Highlights from investigations

 The escalation of care and referral systems

 Healthcare staff use tools such as early warning scores and referral systems to 
guide decisions about how a patient should be cared for. An early warning score 
is a guide used by clinicians to help alert them to deterioration in a patient’s 
condition. It is represented by a numerical value, and if a threshold is reached, 
a patient’s care should be escalated to a specialist team. Referral systems can 
include a means of prioritising patient care in situations where there is a risk that 
serious conditions could be undetected and further tests are urgently required. 

 Recognising and responding to critically unwell patients (Investigation 10)

• The investigation found that staff may overly rely on tools such as 
early warning scores, especially when working in a busy and complex 
environment. There tended to be a focus on the latest physiological 
observations (such as heart rate, temperature and blood pressure readings). 
This could provide false reassurance in some patients, especially when done 
in isolation, without listening to the concerns of a relative or considering the 
clinical judgement of the healthcare professional. Furthermore, the design 
and presentation of clinical information did not support staff in making a 
complete and accurate assessment of patients. 

 The diagnosis of ectopic pregnancy (Investigation 21)

• The investigation found that referral systems should include standardised 
information that supports triage and decision making by early pregnancy services. 
There may also be benefits in standardising the information leaflets given to 
women in early pregnancy who are discharged from an emergency department.

 Consideration of patient needs
 
 Communication and decision making are likely to be enhanced if the 

needs of different patient groups are better understood and processes are 
adjusted in response to those needs to reduce patient safety risks.  

 Potential under-recognised risk of harm from the use of propranolol 
(Investigation 20)

• The investigation found that there is a specific group of patients who may be 
at an increased risk of using propranolol for self-harm because they have co-
existing migraine, depression, or anxiety. Awareness of the potential harm of 
propranolol in overdose was limited and hindered the ability of prescribers to 
exercise clinical judgement when they chose to prescribe propranolol.
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 Undiagnosed cardiomyopathy in a young person with autism 
(Investigation 22)

• The investigation found that children with autism, learning disabilities and/
or learning difficulties often find clinical environments distressing, which may 
be reflected in their physiological observations. This may result in diagnostic 
overshadowing, where problems such as autism (or a medical condition) 
are attributed as the cause of other new problems, rather than considering 
other underlying causes, thereby leaving other co-existing conditions 
potentially undiagnosed.

 Rare conditions

 Rare health conditions can remain undetected if they are not suspected 
by healthcare professionals and where there is limited diagnostic decision-
making support available. 

 Undetected button and coin cell battery ingestion in children  
(Investigation 11)

• The investigation found that although the risks associated with batteries and 
specifically button/coin cells have been published by the battery industry for 
the past 10 years, the severity of harm caused by such batteries becoming 
lodged in a young child’s oesophagus is not widely understood.

 Delayed recognition of acute aortic dissection (Investigation 19)

• Aortic dissection is a serious condition in which there is a tear in the wall of 
the artery carrying blood out of a person’s heart. The investigation found 
that aortic dissection is a rare cause of chest pain, particularly in comparison 
to a heart attack. Staff in non-specialist hospitals may be unfamiliar with the 
condition and its signs and symptoms, as aortic dissection is seen rarely and 
symptoms can vary or be confusing.

 Learning from patient safety investigations

 Table 3 provides examples of HSIB safety recommendations that are 
about communication and decision making. Safety recommendations were 
classified by the type of safety management activity that was required to 
respond to them (see Method section). 

https://www.hsib.org.uk/investigations-and-reports/undetected-buttoncoin-cell-battery-ingestion-in-children/
https://www.hsib.org.uk/investigations-and-reports/undetected-buttoncoin-cell-battery-ingestion-in-children/
https://www.hsib.org.uk/investigations-and-reports/delayed-recognition-of-acute-aortic-dissection/delayed-recognition-of-acute-aortic-dissection/
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Table 3 Communication and decision making

Recommendation 
type

Safety issue Barrier Example recommendation Safety management

1. Hazard 
identification

The introduction of 
tools to facilitate 
decision-making 
processes is important. 
However, it is essential 
that hazards that arise 
through the use of 
tools are monitored 
and that the design of 
tools is validated.

Without established 
evaluation processes 
in place, the gap 
between the intended 
use of a tool and 
actual use in practice 
can result in patient 
safety incidents.  

R/2019/032 The Royal 
College of Physicians NEWS 
[National Early Warning 
Score] advisory group 
continues to evaluate the 
implementation and use of 
NEWS2, including but not 
limited to:

• The use of NEWS2 in 
practice, in particular 
the consistency of 
recording, the consistency 
of response, and the 
communication of patient 
measurements between 
healthcare professionals.

• The effectiveness of 
NEWS2 in identifying a 
patient’s level of acute 
illness in different care 
settings and patient 
groups (Investigation 10). 

The healthcare system 
needs to be able to identify 
hazards associated with the 
use of tools in practice.
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Recommendation 
type

Safety issue Barrier Example recommendation Safety management

2. Safety risk 
assessment and 
mitigation

Decision- making tools 
such as ones used 
in triage need to be 
sensitive to conditions 
that are less frequent, 
but very urgent, and 
often missed.

The use of 
standardised decision- 
making tools needs 
to carefully balance 
efficiency (speed of 
use) and thoroughness 
(the ability to identify 
rarer but serious 
conditions).

R/2020/066 It is 
recommended that 
the Manchester Triage 
International Reference 
Group considers the addition 
of ‘aortic pain’ to the 
Manchester Triage System 
as a discriminator for chest 
pain, to raise awareness 
of acute aortic dissection 
as a potential cause 
(Investigation 19). 

Tools need to be continually 
revised in response to data 
that suggests that safety 
risks are not being detected 
in a timely way.

3. Safety 
performance 
monitoring and 
measurement

The assessment 
of service quality 
needs to include 
the assessment of 
specific conditions 
which require a timely 
intervention.

Measures of 
performance against 
targets do not always 
reflect the urgent 
need to identify and 
respond to specific 
conditions. 

R/2020/078 It is 
recommended that the Care 
Quality Commission Services 
Framework for Gynaecology 
and Termination Services 
includes an assessment of 
early pregnancy services, 
using as a reference the 
National Institute for Health 
and Care Excellence Guideline 
126, Ectopic pregnancy 
and miscarriage: diagnosis 
and initial management 
(Investigation 21).

Routinely monitoring 
pathways of care is a 
requirement of a systems 
approach to safety 
management.

Table 2 Communication and decision making (continued)
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Recommendation 
type

Safety issue Barrier Example recommendation Safety management

4. The 
management of 
change

It is important that 
improvement efforts 
are guided by long- 
term plans, but these 
plans also need to 
provide specific 
frameworks to address 
known safety risks.

The provision of 
resources allowing 
new specialist roles 
within healthcare is 
problematic unless 
responsibilities for the 
roles are specified.

Any available 
resources are likely 
to be used to address 
existing capacity 
issues rather than 
provide new services. 

R/2020/082 It is 
recommended that as part 
of the work to support 
the NHS Long Term Plan, 
NHS England and NHS 
Improvement should develop 
a role and competency 
framework for learning 
disability liaison nurses, to 
ensure that people with 
learning disabilities and 
autistic people receive 
optimal care which respects 
and protects their rights 
(Investigation 22).

National policy needs to 
specify new patient safety 
objectives when introducing 
new roles to prevent 
resources being used 
elsewhere.

 

5. Training and 
education

Specific patient groups 
have an increased 
risk of not adhering 
to drug medicines 
administration 
guidance (that is, 
not following the 
instructions on how/
when to take the 
medicine). 

It is challenging to 
monitor the use 
of drug medicines 
adherence within the 
community; therefore, 
it is important that 
prescribers are aware 
of risks and consider 
alternative treatments. 

R/2020/070 It is 
recommended that the 
Royal College of General 
Practitioners supports its 
members in identifying the 
potential risk of prescribing 
propranolol to patients in at-
risk groups (Investigation 20).

The establishment of 
principles to guide 
prescribing practice is 
needed to help protect 
high-risk patient groups 
from self-harm.

Table 2 Communication and decision making (continued)
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Recommendation 
type

Safety issue Barrier Example recommendation Safety management

6. Safety 
communication

‘Safety-netting’ (giving 
patients information 
about symptoms to 
look out for and what 
to do if they occur) is 
an important function 
of the healthcare 
system, but it requires 
an effective means 
way of communicating 
risks to patients.

Keeping patients and 
families informed 
about risks is difficult 
without appropriate 
information resources.

R/2020/076 The Royal 
College of Emergency 
Medicine should provide 
standardised discharge 
information for clinicians to 
offer to women following 
discharge from the 
emergency department 
with a problem in early 
pregnancy and while 
awaiting further assessment 
by early pregnancy services 
(Investigation 21).

Safety communication 
involves the need for well-
designed information 
resources for patients and 
families.

Table 2 Communication and decision making (continued)
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 Findings from HSIB’s communication and decision making theme

1 Hazard identification – Tools to support decision making and communication 
processes are often based on evidenced-based ways of improving processes 
that will lead to better patient outcomes. However, HSIB investigations have 
found that it is important to be able to identify any hazards that may emerge 
as these tools are implemented and used in practice. 

2 Safety risk assessment and mitigation – Processes used to deliver 
healthcare aim to facilitate the timely identification of health conditions. 
To achieve this, HSIB found that tools used to support the identification 
of conditions need to be updated to ensure that they do not offer false 
reassurances that may contribute to rarer conditions being missed. 

3 Safety performance monitoring and measurement – Systems for 
monitoring care provision need to consider whether processes are able 
to respond to patient needs in a timely way. HSIB has found that this 
should include scenarios where known and frequently occurring problems 
associated with decision making and communication can result in 
undesirable patient outcomes.

4 The management of change – HSIB has found that to be effective, policies 
aimed at improving the capacity of the healthcare system to meet the 
specialist needs of particular patient groups should specify associated 
patient safety objectives. Moreover, such policies should also be able to 
demonstrate that communication with these groups of patients is more 
effective and that decision making associated with their care is improving.  

5 Training and education – Specific groups of patients are at higher risk of 
undesirable patient safety outcomes. HSIB has found that healthcare staff 
need to be supported by effective training and education to ensure they 
consider these risks when deciding on appropriate treatments. 

6 Safety communication – Safety-netting is an important aspect of care 
where patients are asked to look out for specific symptoms or concerns 
and respond accordingly. HSIB has found that it is essential that this safety-
netting advice is communicated effectively to patients. 
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3.3  Checking at the point of care

 Theme definition

 Checking at the point of care: Many routine activities require healthcare 
workers to check that the intended treatment is being delivered correctly. 
The point of care is where healthcare workers and medical devices are in 
direct contact with patients. Examples of errors that occur at the point of 
care include selecting the wrong treatment, administering the treatment 
in the wrong way, or forgetting a required step. The burden of avoiding 
or mitigating these errors is often on the healthcare workers, who are 
required to check and sometimes double-check. Instead, the aim should be 
to reduce the reliance on checking by developing systems and procedures 
that are designed to mitigate known risks. This is one of the fundamental 
principles in human factors and ergonomics (Carayon et al, 2014). Some 
opportunities for error can be mitigated by better design and the focus 
should be on improved design rather than on healthcare workers trying to 
be ‘more vigilant’. Good design encompasses the engineering of devices 
and equipment, the development of evidence-based ways of working to 
minimise the likelihood of error, and effective training and education.

 
Thematic map

 Eight HSIB investigations were strongly linked to problems associated 
with checking at the point of care (see figure 3). These problems became 
apparent when: 

• selecting components used during surgery (Investigations 1 and 4)

• administering medication (Investigations 3 and 9)

• using medical devices and equipment without noticing that they will not 
work in the intended way (Investigations 6 and 8)

• not having access to required resources while working in a busy 
environment (Investigation 14)

• having to use equipment that is not fit for purpose (Investigation 17).  
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Figure 3 Thematic map: checking at the point of care
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 Highlights from investigations
 
 Selecting surgical components

 Processes for verifying that the correct components are used during surgery 
can be improved. There are often opportunities to consider how data should 
be entered when using IT systems so that the likelihood of error is mitigated. 

 
 Implantation of wrong prostheses during joint replacement surgery 

(Investigation 1)

• The investigation found that orthopaedic joint replacement surgery (for 
example, hip replacement surgery) involves combinations of components, 
and processes for selecting and verifying the correct prostheses (artificial 
body parts). The prosthesis checking process did not always prevent 
implantation of the wrong prosthesis. Opportunities for improvement 
associated with the design of labels, how data about joint replacement 
surgery is entered in the National Joint Registry and the use of barcode 
scanning were identified.

 Insertion of an incorrect intraocular lens (Investigation 4)

• The investigation found that the processes used by organisations at each 
stage of the patient pathway for cataract surgery (where intraocular lenses 
are used) varied significantly. It was found that the design of the software 
interface used in the operating theatre meant it was prone to usability 
issues, even for those who were familiar with it. 

 Administering medication

 There are many guidelines and safety standards associated with how 
medication should be administered to patients. There is a need to 
understand work as it is done in practice and evaluate how useful the 
guidelines and safety standards are in mitigating the likelihood of errors.

 Administering a wrong site nerve block (Investigation 3)

• The investigation found that guidance for the nerve block procedure (the 
injection of an anaesthetic) that was intended to minimise the likelihood of 
errors did not provide sufficient clarity or direction on how it should be used 
in practice. Consequently, there was significant variation in practice and its 
uptake among clinical staff. There was no evaluation of how the guidance 
was being used in practice and whether local variations or alternative 
approaches reduce risks.

https://www.hsib.org.uk/investigations-and-reports/implantation-of-wrong-prostheses-during-joint-replacement-surgery/
https://www.hsib.org.uk/investigations-and-reports/insertion-of-an-incorrect-intraocular-lens/
http://Administering a wrong site nerve block
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 Inadvertent administration of an oral liquid medicine into a vein 
(Investigation 9)

• The investigation found that unfamiliarity with different types of syringes 
can mean that the safety barriers designed to prevent some types of 
medication errors are ineffective. Many national organisations play a role in 
medicines safety. However, there was a lack of clarity of the roles of these 
organisations and their responsibilities for system-wide implementation of 
safety standards and the dissemination of messages about safety.

 Medical devices and equipment

 Medical devices and equipment require engineering and design so that 
healthcare workers can determine that treatments are being selected and 
delivered as intended. 

 Design and safe use of portable oxygen systems (Investigation 6)

• The investigation found that portable oxygen systems currently used across 
the NHS in England do not provide clear and timely feedback that oxygen is 
flowing to the patient. There are various design issues with current portable 
oxygen systems that may lead users to interpret that oxygen is flowing 
when it is not.

 Piped supply of medical air and oxygen (Investigation 8)

• The investigation found that safety alerts are issued to reduce the risk 
of errors. An example of this would be unintentionally using an air outlet 
instead of an oxygen outlet to support a patients breathing. However, 
local assurance processes relating to the implementation of these alerts 
were found to be ineffective. The ability to nationally record trusts’ specific 
actions in response to alerts existed but was found to require further 
enhancement to support trusts and national oversight.

 Error-prone systems and design

 Opportunities to use new technology to improve the reliability of 
processes and treatments within healthcare often exist but are not always 
identified or implemented.

https://www.hsib.org.uk/investigations-and-reports/inadvertent-administration-of-an-oral-liquid-into-a-vein/
https://www.hsib.org.uk/investigations-and-reports/design-and-safe-use-of-portable-oxygen-systems/design-and-safe-use-of-portable-oxygen-systems/
https://www.hsib.org.uk/investigations-and-reports/piped-supply-of-medical-air-and-oxygen/piped-supply-of-oxygen/
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 Wrong patient details on blood sample (Investigation 14)

• The investigation found that staff are required to adapt the way they take and 
label blood samples to account for the environments and circumstances in 
which they work. It was found that there was a risk that systems that use labels 
and handwriting on blood samples were error prone. There was evidence to 
support the use of electronic systems that could minimise the risk of incidents 
and make the process of blood sampling and labelling more efficient.

 Detection of retained vaginal swabs and tampons following childbirth 
(Investigation 17)

• The investigation found that national guidance was mainly focused on 
changing the way in which people work. The investigation considered that 
this was less likely to be effective than changing the design of vaginal swabs 
and tampons and provided weaker mitigation for preventing these products 
being unintentionally left inside patients. Factors were identified which 
made it more difficult to detect the presence of vaginal swabs and tampons, 
including the way in which they are designed.

 Learning from patient safety investigations
 
 Table 4 gives examples of HSIB safety recommendations that are about 

checking at the point of care. Safety recommendations were classified by 
the type of safety management activity that was required to respond to 
them (see Method section). 

https://www.hsib.org.uk/investigations-and-reports/wrong-patient-details-on-blood-sample/wrong-patient-details-on-blood-sample/
https://www.hsib.org.uk/investigations-and-reports/detection-of-retained-vaginal-swabs-and-tampons-following-childbirth/
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Table 4 Checking at the point of care

Recommendation 
type

Safety issue Barrier Example recommendation Safety management

1. Hazard 
identification

Interactive medical 
devices need to be 
designed so that they 
can be used within 
complex healthcare 
environments. 

This involves ensuring 
that devices do not 
increase the demand 
on users in an 
environment where 
interruptions are 
frequent, and workload 
is high.

Although human 
factors testing has 
become a mandatory 
requirement, testing 
does not always 
involve evaluation of 
devices within the 
environment in which 
they will be used.

R/2018/021 It is 
recommended that the 
Medicines and Healthcare 
products Regulatory Agency 
(MHRA) evaluates how its 
Human Factors guidance 
document is used in practice 
by manufacturers and by 
Notified Bodies. Based 
on the review, the MHRA 
should make any changes 
necessary to the document 
or use other mechanisms to 
improve the implementation 
of Human Factors in the 
pre-market approval process 
(Investigation 6).  

It is essential that 
technology is evaluated 
within the environment in 
which it will be used. 

Identified hazards during 
testing should lead to 
design changes prior to the 
technology being approved 
for use.
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Recommendation 
type

Safety issue Barrier Example recommendation Safety management

2. Safety risk 
assessment and 
mitigation

Systems should 
support verification 
and validation 
processes, so they 
become part of 
the normal way of 
working and not an 
afterthought. 

Methods of checking 
that the correct 
intervention has been 
selected are often 
not widely shared or 
evaluated.

R/2018/001 NHS 
Improvement amends 
the national Prosthesis 
Verification Standard to 
incorporate the specific 
aspects of verification 
practice developed to 
mitigate error identified 
in this investigation 
(Investigation 1).

Processes and procedures 
need to be designed to 
mitigate risks in a way that 
minimises the requirements 
for individuals to double-
check.

3. Safety 
performance 
monitoring and 
measurement

Safety performance 
monitoring within the 
NHS is not focused 
on risk management 
processes at any level 
of the healthcare 
system.

There are limited 
systems in place to 
proactively identify 
new hazards and 
provide the processes 
needed to manage 
known risks.

R/2019/029 It is 
recommended that NHS 
Improvement supports the 
development of necessary 
knowledge, skills and 
capacity for the effective 
operationalisation of hazard 
identification and risk analysis 
at a national, regional and 
local level, as an integral part 
of the National Patient Safety 
Strategy (Investigation 9).

The need to systematically 
identify hazards and manage 
known risks is a fundamental 
part of safety performance.

Table 2 Checking at the point of care (continued)
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Recommendation 
type

Safety issue Barrier Example recommendation Safety management

4. The 
management of 
change

Raising awareness 
that the treatment 
being delivered needs 
‘additional checking’, 
or ‘increased vigilance’ 
is a theme of many 
patient safety alerts. 

The NHS needs to 
understand that it is 
the processes and 
technology that need 
to be redesigned, and 
that requirements for 
‘additional checking’ 
should be considered 
the weakest possible 
means of managing a 
safety risk.

R/2019/027 The National 
Patient Safety Alert 
Committee should set 
standards for all issuers of 
patient safety alerts that 
require an assessment for 
unintended consequences, 
the effectiveness of barriers 
in the alert, and the advice 
the alert issuers give 
providers on implementation 
and ongoing monitoring 
(Investigation 8).

The healthcare system needs 
to identify any unintended 
consequences that might 
impact on patient safety 
when introducing new ways 
of working in response to a 
known safety risk.

 

Table 2 Checking at the point of care (continued)



43Click here for contents page

Recommendation 
type

Safety issue Barrier Example recommendation Safety management

5. Training and 
education

The need to evaluate 
the utility effectiveness 
of procedures that 
have been designed 
with the intention to 
of minimisinge safety 
risks is critical prior to 
commencing training 
and education. 

There are often no 
systematic processes 
for evaluating the 
effectiveness of safety 
interventions that are 
reliant on a ‘training 
intervention’. This 
is surprising given 
the world-leading 
expertise within the 
NHS on simulation and 
learning. 

R/2018/012 The Royal College 
of Anaesthetists establishes 
a specialist working group to 
evaluate the current practices 
used to reduce wrong 
site block incidents. This 
group should consider how 
safety initiatives to reduce 
wrong site blocks can be 
standardised in anaesthesia 
training and practice 
(Investigation 3). 

Evaluation of interventions 
is essential to allow for 
effective training and 
education programmes.

6. Safety 
communication

There is a need to 
respond to urgent 
and emerging safety 
risks. However, the 
communication/raising 
awareness of safety 
risks is not sufficient.

There is a need for 
an evidence- based 
framework for 
improvement when a 
safety risk has been 
identified.

R/2018/024 It is 
recommended that, when 
reviewing manufacturers’ 
Field Safety Notifications, 
the Medicines and 
Healthcare products 
Regulatory Agency 
discourages the use of weak 
barriers as defined in ISO 
14971 (Risk Management for 
Medical Devices) particularly 
as long-term solutions 
(Investigation 6).

Safety communication needs 
to acknowledge that raising 
awareness is insufficient 
and new ways of working 
are needed and must be 
developed using evidence- 
based methods. 

Table 2 Checking at the point of care (continued)
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 Findings from HSIB’s checking at the point of care theme

1 Hazard identification – The most effective way of avoiding problems 
associated with the design of technology or new systems of work is to 
identify hazards prior to implementation. HSIB has recommended that 
testing should be rigorous, be performed in realistic settings and involve the 
use of methods developed within the scientific domain of human factors and 
safety science.

2 Safety risk assessment and mitigation – HSIB has identified that shifting 
the burden of checking from individuals to verification and validation 
procedures that are built into systems of work should be the norm. If 
something has to be double-checked by individuals, who might be very 
busy and/or exhausted, this is not likely to be a reliable approach.  

3 Safety performance monitoring and measurement – Setting performance 
targets is important but it is only one component of monitoring and 
measurement. HSIB has found that it is essential that the healthcare system 
is systematically collecting data that can be used to identify new hazards 
and ensure that known risks are being managed.

4 The management of change – The healthcare system has occasionally 
attempted to manage risks associated with checking at the point of care 
by suggesting that more ‘vigilance’ is needed. HSIB has found this to be 
an ineffective safety recommendation; instead the system and procedures 
should be redesigned so that checking is not relied upon. 

5 Training and education – Even when there is expertise available to develop 
procedures to minimise the likelihood of errors, HSIB has found that 
many protocols and guidelines are developed without any user testing or 
evaluation. HSIB has found that some are too long, poorly presented or 
more problematically do not have the intended effect of managing patient 
safety risks and reducing the likelihood of errors.

6 Safety communication – HSIB has found that safety communication is 
less likely to be effective if healthcare staff who need to be made aware of 
a concern are just told about it without a plan to introduce a new way of 
working that minimises the risk.
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4 Discussion

 This national learning report analysed the first 22 of HSIB’s national 
investigations and identified three recurring patient safety themes:

• Access to care and transition of care: If services are available, then the 
opportunity to obtain healthcare exists. However, barriers also exist, and 
these can prevent appropriate access to care. These barriers often become 
apparent during transitions of care (that is, when patients move between 
care providers or care settings). These barriers can be physical, financial, 
organisational, social, or cultural. 

• Communication and decision making: The delivery of healthcare depends 
on timely communication and effective decision making. There are many 
situations where pressures on the healthcare system can impact on the 
reliability of communication and decision-making processes.

• Checking at the point of care: Many routine activities require healthcare 
workers to check that the intended treatment is being delivered correctly. 
The burden of avoiding or mitigating errors is often on the healthcare workers 
who are required to check and sometimes double-check. Instead, the aim 
should be to reduce the reliance on checking by developing systems and 
procedures that mitigate known risks by design.

 These three themes represent the most significant threats to patient safety 
that HSIB has found in its investigations so far. 

 This national learning report has not looked at the impact of our 
recommendations at improving patient safety. This was not part of HSIB’s 
remit as described in its ministerial directions (Department of Health and 
Social Care, 2016a). HSIB does not want to be seen as a regulator as that 
may cause conflict with its purpose of improving patient safety through 
effective and independent investigations that do not apportion blame or 
liability. However it is known that there has been a variable response to 
its safety recommendations, which is exacerbated by the complexity of 
regulatory landscape in which healthcare sits. The monitoring of impact of 
recommendations is currently a gap and it is anticipated that there will be a 
provision in the future to address it. It is also suggested that an increased use 
of the principles underpinning safety management systems in healthcare may 
make this monitoring of effectiveness of safety recommendations easier.
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 In order to understand how best to tackle the problems identified within the 
healthcare system here of: access to care and transition of care, communication 
and decision making, checking at point of care within the healthcare system, 
this report has classified the safety management activities that are required 
when responding to HSIB’s safety recommendations. These are:

• The identification of patient safety hazards: HSIB investigations have found 
that there are parts of the healthcare system where there is currently no 
mechanism for identifying hazards. For example, for some telephone or 
online consultations there may be a tolerance for not being able to access 
clinical records during the consultation which is not identified as a hazard. 
It is important to be able to identify any hazards that may emerge as new 
ways of working are introduced. However, the most effective way of avoiding 
problems associated with the design of technology or new systems of work is 
to be able to identify hazards prior to implementation.

• The appropriate management of safety risks: HSIB investigations have found that 
mechanisms that enable the healthcare system to identify and prioritise patients 
who require more urgent access to services need to be improved. In addition, it is 
important to ensure that tools used to support the timely identification of health 
conditions do not offer false reassurances. It is also important that verification 
and validation procedures are built into systems of work, shifting the burden of 
checking from individuals to the design of the system. 

• The monitoring of safety performance: HSIB investigations have found 
that even if targets have been met this can still result in poor patient safety 
outcomes. Patients encounter many different care providers, and it is 
important to monitor the interface between providers. 

• The management of improvement efforts: HSIB investigations have found that 
technology needs to be easy for healthcare staff to use and ease pressures 
rather than adding unnecessary additional workload. In addition, policies 
aimed at improving the capacity of the system to meet the specialist needs of 
particular patient groups need to specify associated patient safety objectives.

• The sufficiency of training and education: Even when there is expertise 
available to develop procedures to minimise the likelihood of errors, HSIB has 
found many are developed without any user testing or evaluation. In addition, 
risks associated with specific groups of patients need to be better considered 
and this requires effective training and education. 
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• The adequate communication of safety issues: HSIB investigations have 
found that patients need to be provided with multiple ways of communicating 
and accessing information about their care. Safety-netting is an important 
aspect of care where patients are asked to look out for specific symptoms 
and concerns and respond accordingly. HSIB has found that it is essential that 
safety-netting advice is communicated effectively. 

 HSIB’s investigations have aimed to identify the interfaces between trusts 
and stakeholders when targeting recommendations for improvement. This 
identification process has revealed that many patient safety problems cannot 
be tackled without developing an overarching system-wide view and involving 
multiple stakeholders. The 22 investigations reviewed have made 85 safety 
recommendations in total. There are many stakeholders in the NHS who have 
regulatory authority and regulatory influence (Oikonomou et al, 2019) and this 
has necessitated safety recommendations being made to 38 different bodies 
so far. Figure 4 illustrates stakeholders in the NHS.
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Figure 4 NHS stakeholders
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 The identified safety management activities needed to address HSIB’s safety 
recommendations reflect components of existing patient safety approaches 
in the NHS and also link to priorities in the NHS Patient Safety Strategy (NHS 
England and NHS Improvement, 2021). Significantly, they are also the constituent 
parts of ‘safety management systems’ used in other high-risk industries.

4.1  Safety management systems

 A safety management system is an organised approach to managing safety 
(see below). It sets out the necessary system-wide processes needed for 
proactive and reactive safety management. Safety management systems seek to 
proactively mitigate threats to safety before they result in undesirable outcomes. 
Through the implementation of safety management systems, stakeholders can 
integrate their safety activities. This enables the system to prioritise actions to 
address safety issues and manage its resources more effectively. 

 HSIB’s work so far suggests that the NHS may benefit from exploring how a safety 
management system approach could be built on the foundations developed by the 
NHS Patient Safety Strategy (NHS England and NHS Improvement, 2021).

What is a safety management system?

A safety management system is an organised approach to managing safety. It 
sets out the necessary system-wide processes needed to identify new safety 
hazards and effectively manage known safety risks. It also monitors safety 
performance, manages change, and promotes effective safety communication.

Where are safety management systems used?

Safety management systems are used across many high-risk industries, such 
as aviation (International Civil Aviation Organization, 2018). They are not 
widely used in healthcare and are therefore not well understood in this setting. 
Unlike other industries, a formal safety management system is not a regulatory 
requirement in healthcare (Dixon-Woods et al, 2014).

What would a safety management system for healthcare look like? 

Healthcare has a complex landscape of stakeholders. Those with regulatory 
power or influence are often independently responsible for various safety 
activities. However, these activities are not always integrated across the system 
to allow for a unified, proactive approach. The adoption of a safety management 
system could facilitate an operational shift within healthcare. This necessitates 
that the system provides proof that the system is safe now, and that it will be 
safe in the future. This represents a shift from proving that something can be 
dangerous, to proving that things are safe (Leary, 2021). 
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Safety governance systems and patient safety roles form a basic structure 
common to many NHS organisations with a focus on quality improvement. 
However, current patient safety roles do not ensure that the individuals 
employed have expertise in safety management, an essential requirement within 
other safety-critical industries. Vincent et al’s (2013) report into how safety is 
managed in healthcare has highlighted that although healthcare has processes 
for quality improvement, it has not developed an embedded safety management 
system. The healthcare system needs to be both reactive to safety concerns and 
proactive to achieve longer-term safety objectives.
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5 Conclusion
 
 This national learning report, based on an analysis of 22 published HSIB 

national investigations, has identified three themes that represent the most 
significant threats to patient safety that HSIB has found so far. These are:

• access to care and transition of care

• communication and decision making

• checking at point of care
 
 The analysis of the 85 safety recommendations made in these 22 

investigations demonstrates that using a categorisation based on principles 
of safety management systems supports a more organised approach to 
making safety recommendations which can make them more effective. It also 
supports a more integrated approach across a complex healthcare system 
such as the NHS.

 This national learning report does not address the impact of the safety 
recommendations made in these investigations and being able to do so in 
the future, potentially supported by the principles of a safety management 
system, may be beneficial.

 HSIB’s work so far suggests that the NHS may benefit from exploring how 
a safety management system approach could be built on the foundations 
developed by the NHS Patient Safety Strategy (NHS England and NHS 
Improvement, 2021).
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Further  
information 
More information about HSIB – including 
its team, investigations and history – is 
available at www.hsib.org.uk 

If you would like to request an  
investigation then please read our  
guidance before contacting us.

 @hsib_org is our Twitter handle.  
We use this feed to raise awareness of 
our work and to direct followers to our 
publications, news and events.

Contact us
If you would like a response to a query or 
concern please contact us via email using 
enquiries@hsib.org.uk 

We monitor this inbox during normal office 
hours - Monday to Friday from 09:00 hours to 
17:00 hours. We aim to respond to enquiries 
within five working days.

To access this document in a different format 
– including braille, large-print or easy-read – 
please contact enquiries@hsib.org.uk


