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Overview

* Brief introduction to the Healthcare Safety
Investigation Branch (HSIB)

 Emerging themes from HSIB investigations
conducted in ED

e Questions
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Entirely separate from any operational, regulatory, financial, commissioning, improvement or
performance management functions and established on a permanent institutional footing

earning-focused

Acting solely to understand
the underlying causes of
patient safety issues in order
to drive system-wide learning
and improvement, without
seeking to apportion blame

Expert

Staffed by experts in safety
analysis, improvement
science and human factors,
with core expertise in the
processes and practices of
safety investigation

Trusted

System-wide

Empowered to access,
examine, investigate and
issue recommendations to all
organisations and individuals
across the healthcare
system, from top to bottom

Viewed by patients, professionals and the public as legitimate, impartial and objective in the
analysis of risk, the handling of data and the development of safety recommendations
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National Investigations

« Encompasses any patient safety concern that
occurred within NHS-funded care in England after
1 April 2017

* Decide what to investigate based on:
e Outcome Impact
« Systemic Risk
* Learning potential

« Make safety recommendations at a national level

WWW.HSIB.ORG.UK
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Maternity Investigations

. 2l\(l)a}tional Maternity Safety Strategy Nov
7

« HSIB to undertake investigation of cases I N O
meeting EBC criteria (~1,000) & maternal
deaths

ity Ca
r Matern :
S Na:S Maternity Safety Strategy - Proges® and Ne

» Replace local Trust Serious Incident
Investigation

sifgg, ¢
e ». s

* Regional model

* Investigators seconded from Trusts

« Full national roll out completed in April
2019
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Systems approach to investigation

“Systems thinking focuses more on the system
rather than on human actions in order to learn
how to redesign the system to reduce losses—
where the system includes engineering design,
construction, operations, management, and
organizational structure.”

Leveson, Stringfellow and Thomas
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Why use a systems approach in
investigation?

» Healthcare systems are complex and so you need to use an
approach which embraces its complexity of interactions and
interrelationships

« The vast majority of healthcare incidents have systemic factors
that may have influenced the sequence of events

« Enables the investigation to look beyond ‘human error’
« By understanding the factors which contribute to human

error it is possible for recommendations to be defined and
targeted at the right place to reduce the risk of reoccurrence
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HSIB investigations which involve ED

INVESTIGATION INTO THE
PROVISION OF MENTAL HEALTH
CARE TO PATIENTS PRESENTING
AT THE EMERGENCY DEPARTMENT
12017/006

Independent report by the
Healthcare Safety Investigation Branch

Novernber 2018 Edition

RECOGNISING AND RESPONDING
TO CRITICALLY UNWELL PATIENTS
12017/007

Independent report by the
Healthcare Safety Investigation Branch

MANAGEMENT OF ACUTE
ONSET TESTICULAR PAIN

Healthcare Safety Investigation 12018/07

FAILURES IN COMMUNICATION
OR FOLLOW-UP OF
UNEXPECTED SIGNIFICANT
RADIOLOGICAL FINDINGS
12018/015

Independent report by th
Healthcare Safety Investigation Branch

July 2019 Edition

September 2019 Edition 'v'
: ‘,
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TRANSFER OF CRITICALLY

Healthcare Safety Investigation 12017/002A

UNDETECTED BUTTON
AND COIN CELL BATTERY
INGESTION IN CHILDREN
12018/012

Independent report by the
Healthcare Safety Investigation Branch

June 2019 Edition
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Emerging themes from HSIB investigations in ED

Handover and transfer of clinical information

“ﬁ Guidance and standardisation

g Misperception
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Handover and transfer of clinical
information

Distributed Situation Awareness

Distributed situation awareness considers how the system can be viewed,
as a whole, by taking into account the information held by the actors, for
example, medical records, people, and the way in which they interact.

Salmon, P.M., Stanton, N.A., Walker, G.H. Jenkins, D.P., and Rafferty, L. (2009). Is it really better to share? Distributed situation
awareness and its implications for collaborative system design. Theoretical Issues in Ergonomics Science. 11, 58-83.
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* Volume of guidance from multiple sources
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Regulators and Organisations with Regulatory Influence

Service Regulators

Professional Regulators

National Commissioning
Groups (CCGs)

Care Quality Commission (CQC), NHS Improvement, General Medical Cou On average NHS Trusts deal with five CCGs.
United Kingdom Accreditation Service (UKAS), Human (GDC), General Chi

Fertilisation and Embryology Authority, Health and Optical Coundil (GOC), General Osteopathic Cour

Safety “vecutive (HSE), Environment Agency (EA), (GOsC), General Pharmaceutical Council (GPh¢

NHS Resc n. The Coroners’ Society of England and and Car oft ns Council (HCPC), Nursir

Wales, Hun, ~ Authority (HTA), Medicines and Midwi’ incil (NMC)

Healthcare pro. ‘~tory Agency (MHRA)

Information
and standards

National Institute for
Health and Care Excellence
(NICE), UK National
Standards Body - British
Standards Institution (BSI),
International Organization
for Standardization (ISO),
Office for Standards in
Education (OFSTED),
lonising Radiation (Medical
Exposure) (IR(ME)

R) . Health Education
England (HEE), NHS

Digital, National Joint
registry (NJR), National
Confidential Inquiry into
Patient Outcome and

Professional Pe”,
and Quali* .

Healthcare Safety Investigation Bran
National Cancer peer review and Quality
Improvement Network System, National
Diabetes peer review (DQuINS)/ Diabetes
Quality Improvement Network System,
National Stroke Peer Review (NSPR)/ Stroke
Quality Improvement Network System,
National Trauma Peer Review (NTPR)/
Trauma Quality Improvement Network
System, National Social Care Research
Ethics Committee, United Kingdom Ethics
Committee Authority (UKECA), UK Forum
on Haemoglobin Disorders, Healthcare
intelligence and quality improvement
services (CHKS), College Centre for Quality
Improvement (CCQI), NHS Regional Quality
Assurance Service, Improving Quality

wlente
_ioup, Healtt
y Group, Public
ommittees , Patient A
(PAF),), Nursing and Mi
Advisory Group (HEEAG)
Health Professionals (AHE
group , Dental advisory gt
Medical Advisory Group, F
Advisory Group, Health Sei
Advisory Group (HSAG), Ac
Group on lonising Radiatior (AGIR),
Health Premium Incentive Advisory
Group (HPIAG), INVOLVE public
participation group , Administration

Over 126 organisations
who exert some regulatory
influence on NHS provider
organisations

o f
Psyc. Jental
surgei
Health, \
Practitione
Anaesthetist.
Obstetricians a. 1aecologists,
Royal College of ologists,
Faculty of Occupat, nal Medicine,
Royal College of Surgeons

of England, Royal College of
Emergency Medicine, Royal
College of Ophthalmologists,
Royal College of Pathologists,
Royal College of Paediatrics

and Child Health, Faculty of

3
f General
lege of

ollege of

The regulators

ssional Assouauun

slogical Society (BPS), Chartered Society of Physiotherapy, College of
ollege of Optometrists, Professional Standards Authority for Health
s, British Society for Haematology , British Geriatrics Society, Royal
_ icine British Institute of Radiology (BIR), British Society of
Echocara. "y (BSE), Joint Accreditation Committee (JACIE), Institute of
Biomedical Sa. 3 (IBMS), Association for Paediatric Palliative Medicine, Association
of Paediatric Eme: gency Medicine, British Academy of Childhood Disability, British
Association for Adoption and Fostering (BAAF), British Association for Child and
Adolescent Public Health (BACAPH), British Association for Paediatric Nephrology,
British Association of Community Child Health (BACCH), British Association of
General Paediatrics (BAGP), British Association of Paediatricians it I
(BAPA), British Association of Paediatric Surgeons (BAPS), Br
of Perinatal Medicine (BAPM), British Congenital Cardiac Association (BCCA),
British Inherited Metabolic Disease Group (BIMDG), British Paediatric Allergy
Immunology and Infection Group (BPAIIG), British Paediatric and Adolescent
Bone Group (BPABG), British Paediatric Neurology Association (BPNA), British
and Irish Paediatric Pathology Association (BRIPPA), British Paediatric Respiratory

th regulatory influence

Death (NCEPOD), British in Physiological Services programme of Radioactive Substances Advisory Pharmaceutical Medicine, Faculty Society (BPRS), British Society for Paediatric and Adolescent Rheumatology ;
Cardiovascular Society (IQIPS), Healthcare Quality Improvement Committee, Joint Advisory Group of of Sport and Exercise Medicine (BSPAR), British Society for Paediatric Dermatology (BSPD), British Society for "
(BCS), Institute of Physics Partnership (HQIP), Endoscopy (JAG), Advisory Group on (UK), Faculty of Intensive Care Paediatric Endocrinology and Diabetes (BSPED), British Society for Paediatric =
and Engineering in ntraception (AGC), Gene Thera Medicine, Faculty of Sexual and Gastroenterology, Hepatology and Nutrition (BSPGHAN), Paediatric Mental K]
Medicine (IPEM), Advisory mittee (GTAC), Reproductive Health, Faculty of Health Association (PMHA), College of Medicine , Paediatric Oncology Shared =
Pharmacology Special Interest Group, Forensic and Legal Medicine Care Unit (POSCU), Paediatric Intensive Care Society (PICS), Surgical Review 8

Committee on Mutagenicity of Corporation (SRC), Clinical Genetics Society, Children’s Cancer and Leukaemia ‘c

Chemicals in Food, Consumer Group (CCLG), UK Psychological Trauma Society (UKPTS), Paediatric Chronic [}

Products and the Environment. Fatigue Syndrome/MR Special Interest Group, British society for genetic medicine o

(BSGM), Institute of Healthcare Engineering and Estate Management (IHEEM) (o)

Oikonomou E, Carthey J, Macrae C, et al. Patient safety regulation in the NHS:
mapping the regulatory landscape of healthcare. BMJ Open 2019;9:e028663.
doi:10.1136/ bmjopen-2018-028663
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* Volume of guidance from multiple sources
* Lack of standardisation

* Outdated guidance still in circulation
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g Misperception

‘Wellness bias’

The patient who does not
appear critically unwell
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Reports can be downloaded from:

https://www.hsib.org.uk/investigations-cases/
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“To address this mistake we need to utilise our
thorough system of root cause analysis. [ will begin,
if [ may, by pointing out that it’s not my fault™

Saskia Fursland

National Investigator

" saskia.fursland@hsib.org.uk

www.hsib.org.uk

. 4 @hsib_org
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