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Topics for today
•
•
•
•

managing a medication incident
supporting staff who make a medication error
principles of effective incident investigation
effectively communicating the learning from
medication errors and safety alerts to frontline
staff

NHS England Serious Incident Framework
• Unexpected or avoidable death of one or more
people;
• Unexpected or avoidable injury to one or more
people that has resulted in serious harm;
• Unexpected or avoidable injury to one or more
people that requires further treatment by a
healthcare professional in order to prevent the
death of the service user or serious harm.
• + Never Events

“Serious harm”
• Severe harm (patient safety incident that appears to
have resulted in permanent harm to one or more
persons receiving NHS-funded care);
• Chronic pain (continuous, long-term pain of more than
12 weeks or after the time that healing would have
been thought to have occurred in pain after trauma or
surgery); or
• Psychological harm, impairment to sensory, motor or
intellectual function or impairment to normal working
or personal life which is not likely to be temporary (i.e.
has lasted, or is likely to last for a continuous period of
at least 28 days).

Guide to SI investigation
•
•
•
•
•
•

Identifying the problem
Gathering and mapping information
Analysing information
Generating solutions
What, how, why......
Not who!

Special Circumstances
•
•
•
•
•

Coroner’s inquests
Deaths in Custody
Police
SUDIC
Safeguarding adults

Writing the report (1)
(as per NPSA RCA Investigation template)

•
•
•
•
•
•
•
•

Incident description and consequences
Pre-investigation risk assessment
Background and context
Terms of reference
Level of investigation
Involvement and support of patient and relatives
Involvement and support provided for staff
Information and evidence gathered

Writing the report (2)
(as per NPSA RCA Investigation Template)

•
•
•
•
•
•
•
•

Chronology of events
Detection of incident
Notable practice
Care and service delivery problems
Contributory factors
Root causes
Lessons learned
Post-investigation risk assessment

Writing the report (3)
(as per NPSA RCA Investigation template)

•
•
•
•
•
•

Recommendations
Arrangements for Shared Learning
Distribution List
Appendices
Action Plan
plus Executive Summary at beginning

Personal tips
•
•
•
•
•
•

Proof-read thoroughly
Timescale for completion
RCA author/investigator → Inquest witness
Coroner’s Regulation 28/PFD Reports
Dissemination, cascading, learning lessons
Evidence of compliance with Action Plan

The future of NHS patient safety
investigation (NHS Improvement)
• The staff involved in Serious Incidents can face a defensive
approach from their employer. They are not always kept
informed or involved in the investigation process and are
sometimes dismissed from work or informally suspended
pending investigation.
• They do not always receive the support they need. Indeed,
if a report does mention the support staff received, this is
typically a generic statement repeated from other reports.
• Failure to support and involve staff allows a ‘blame culture’
to develop. This is reinforced when investigation reports
infer that error is the fault of individuals by recommending
periods of self-reflection or retraining to prevent incidents
recurring. Although this may not be intentional, blame is
directed at the individual(s) involved.

The future of NHS patient safety
investigation – engagement feedback
• “staff are often ‘kept in the dark’. Weeks, months
and even years pass without staff receiving
information about the investigation findings,
what the outcome is likely to be and whether
they will be blamed for mistakes made or the
harm caused”
• “suspension should not be the default action and
those making judgments about individual action
need appropriate training (and should apply
appropriate guidance such as ‘A just culture
guide’)”.

The NHS Patient Safety Strategy: Safer culture,
safer systems, safer patients July 2019
• improving understanding of safety by drawing
intelligence from multiple sources of patient
safety information (Insight)
• equipping patients, staff and partners with the
skills and opportunities to improve patient safety
throughout the whole system (Involvement)
• designing and supporting programmes that
deliver effective and sustainable change in the
most important areas (Improvement).
• Serious Incident Framework → Patient Safety
Incident Response Framework (PSIRF)

Patient Safety Incident
Response Framework
•
•
•
•
•
•
•
•
•
•

A broader scope
Transparency and support for those affected
A risk-based approach
Purpose
Governance and oversight
Terminology
Timeframes
Investigation standards and templates
Investigator time and expertise
Cross-setting investigation and regionally
commissioned investigation

Patient safety alerts
• The National Patient Safety Alerting Committee
(NaPSAC) was set up in 2018 at the request of the
Secretary of State following evidence that the
safety advice and guidance issued to the NHS was
not having the required impact.
• It is working to align all national alert issuing
bodies and teams to ensure future National
Patient Safety Alerts set out clear and effective
actions that local systems must take on safetycritical issues.
• A single format for alerts will make it much
easier for local systems to see what they need to
do, by when and why.

Case study 1
• 67 yo female admitted via ED. Noted: allergic to
Penicillin (YAS + ED records). Diagnosis: chest
infection → exacerbation of asthma. To Medical
Assessment Unit.
• S/b FY1 on-call. Required IV antibiotics. No
indication on medical clerking notes or
prescription sheet of any allergies. FY1 prescribed
and Staff Nurse gave Amoxycillin.
• 5 minutes later patient collapsed → CPR → HDU
→ ICU at tertiary hospital. Dies 5 days later.
• Coroner informed

Case study 1
• Incident report → SI → RCA
• Meeting with family - RCA shared
• Inquest (8 months post death). Only lasted 2
hours. Misadventure. No ‘Neglect’ rider.
Family – no questions, as RCA shared, so no
surprises.
• No Reg 28 announcement. Coroner satisfied
that Trust’s reaction to incident was swift and
appropriate, and Reg 28 would serve no
purpose.

Supporting staff who make an error
•
•
•
•
•
•
•
•

Inform and keep informed
Explain process and rights/options
Role of BMA, MPS, MDU, RCN, etc
Police investigations
Sources of support
Emphasise timescales
Be accessible
Avoid blame culture!

Learning from investigations and
ensuring change occurs
•
•
•
•
•
•
•

Scope for learning (specialist Vs Trust-wide)
Clear accountability for actions
Feedback to incident reporters
Staff newsletters
Case stories
Positive stuff too!
All the above, and more…..

Healthcare Safety Investigation Branch
•
•
•
•
•
•

HSIB commenced operations 1 April 2017
Chief Investigator Keith Conradi (ex-AAIB)
Funded by DHSC
Hosted by NHS Improvement (currently)
Operate independently
To investigate up to 30 safety incidents each year
(plus maternity)
• To guide and support NHS organisations on
investigations

HSIB investigations
• Identifying and reducing high-risk prescribing
errors in hospital
• Electronic prescribing and medicines
administration systems and safe discharge
• Potential under-recognised risk of harm from the
use of propranolol
• Inadvertent administration of an oral liquid
medicine into a vein
• Insulin prescribing and administration in hospitals
• Residual drugs in cannulae and extension lines

HSIB investigations (1)
• “Inadvertent administration of an oral liquid
medicine into a vein” (14/11/17)
• Interim bulletin 19/2/18; Final report 11/4/19
• HSIB was made aware of a child who was
inadvertently given oral liquid medication
intravenously during an elective procedure
• Oral sedative drug (Midazolam) was prepared
but administered intravenously
• Full report 88 pages; Summary report 12 pages

HSIB Recommendations (1)
• NHS Improvement, through the National Patient Safety
Alert Committee, set standards for all issuers of patient
safety alerts which make clear that alert issuers should
assess for unintended consequences of the actions in
the alert, the effectiveness of barriers created by these
actions, and provide appropriate advice for providers
on implementation, include ongoing monitoring.
• NHS Improvement support 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.

HSIB Recommendations (2)
• The Royal College of Physicians, in collaboration with the
Royal Pharmaceutical Society, British Pharmacological
Society, Royal College of General Practitioners, Royal
College of Paediatrics and Child Health, NHS Improvement,
the professional bodies for the professions regulated by
the Health and Care Professions Council, Royal College of
Nursing and Royal College of Midwives, provide leadership
in recommending the postgraduate learning needs and
activities to standardise professional development in
medicines safety processes.
• NHS Improvement undertake a formal evaluation of
banding, time and resource given to the Medication Safety
Officer role across England and publish its findings and
mandate minimum resources and standards.

HSIB investigations (2)
• “EPMA systems and safe discharge” (12/10/18)
• Interim bulletin 19/12/18; Final report 24/10/19
• HSIB launched an investigation into an incident
where a patient was inadvertently prescribed and
administered 2 anticoagulation medications. This
occurred immediately following discharge from
hospital, over a weekend. It took 15 days for the
error to be detected.
• Full report 72 pages; Summary report 12 pages

HSIB Recommendations (1)
• NHSX develops a process to recognise and act on
digital issues reported from the Patient Safety
Incident Management System
• NHSX supports the development of interoperability
standards for medication messaging
• NHSX continues its assessment of the ePRaSE
[ePrescribing Risk and Safety Evaluation] pilot and
considers making ePRaSE a mandatory annual
reporting requirement for the assessment and
assurance of electronic prescribing and medicines
administration safety

HSIB Recommendations (2)
• NHSX produces guidance for configuring the electronic
discharge process, and how electronic prescribing and
medicines administration systems should be interfaced with
such a process
• DHSC 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
• NHSE/NHSI include in the Medication Safety Programme
shared decision making and improved patient access to
medication information across all sectors of care, to ensure a
person-centred approach to safe and effective medicines use

Case study 2
• Patient with terminal condition, in terminal
stage → sudden death
• ?OD of opiate analgesia
• HM Coroner → Police
• Experienced nurse arrested and interviewed
under caution at police station
• Potential charge – gross negligence
manslaughter

Case study 2
•
•
•
•

Graseby syringe drivers
MS16A – mm/hour
MS26 – mm/day
Nurse loaned from regular ward to another,
familiar with latter syringe, not former
• No criminal charges (eventually…)
• Coroner’s inquest → Natural causes
• Nurse supported throughout

What have we covered today?
•
•
•
•

managing a medication incident
supporting staff who make a medication error
principles of effective incident investigation
effectively communicating the learning from
medication errors and safety alerts to frontline
staff

Further reading
• NHS England Serious Incident Framework
https://improvement.nhs.uk/resources/seriousincident-framework/
• NHSI The future of NHS patient safety
investigation
https://improvement.nhs.uk/resources/futureof-patient-safety-investigation/
• The NHS Patient Safety Strategy
https://improvement.nhs.uk/resources/patientsafety-strategy/
• Healthcare Safety Investigation Branch
https://www.hsib.org.uk/

Questions?

