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‘To err is human’

The problem is not bad 
people in health care – 
it is that good people 
are working in bad 
systems that need to 
be made safer



Patient 
Safety
in the 

NHS

• 5945 patients in England reported to have 
serious, life changing harm in the year to 
March 2021

• £2.26 billion – the direct cost to the NHS of 
clinical negligence in 2020/21

• 237 million medication errors in England 
annually consuming 181626 bed days

https://www.nhsconfed.org/publications/
patient-safety-healthcare-products-and-
services



What is the 
impact on 
health and care 
professionals?



About us

Independent safety 
investigations in 

NHS-funded care 

Do not apportion 
blame or liability

Focus on system-
level (policy and 

regulatory) change

Professionalise 
the patient safety 
investigator role
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Our approach

Wide ranging 
expertise from 
safety-critical 

industries

Multidisciplinary 
and inclusive 

teams; patient and 
family involvement

Focus on learning 
not blame to 

reduce further 
risk of harm

Transparent and 
collaborative to 
support learning
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HSIB’s investigation programmes
National investigations programme Maternity investigations programme

2016 Directions – core purpose of HSIB 2018 Directions – additional specific programme

Diverse range of healthcare services and safety risks Explicit focus on NHS maternity services in England

Criteria: we decide
• scale of risk and harm
• potential for learning to prevent future harm
• impact on individuals and public confidence in the 

healthcare system

Criteria: set for us
• RCOG Each Baby Counts programme
• Direct maternal deaths 
• Indirect maternal deaths while pregnant or within 

42 days of giving birth 

Up to 30 investigations a year Circa 1000 investigations a year

Do not replace local investigations Replaces the local investigation

Recommendations made to healthcare and beyond Recommendations made only to the trust

Reports published on HSIB website Reports belong to the family and the trust
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Our role in the English patient safety system



HSSIB can investigate at the interfaces between care sectors

Public 
Health

Primary 
Care

Ambulance 
Care

Acute 
Physical 

Care

Acute 
mental 

health care

Community 
care

Healthcare 
in Social 

Care 
Settings

HSSIB



Some positive impacts from our investigation 
reports and recommendations



Health Service Safety Investigations Body



Why safety management systems?
• The continuous improvement of patient safety is a priority for all 

modern healthcare systems. 

• Despite improvements, there are reoccurring patient safety problems, 
suggesting that learning isn’t being sufficiently embedded and 
sustained.

• Aerospace, aviation, rail, shipping, nuclear, defence, oil and gas 
industries have one thing in common: they use safety management 
systems to manage safety well.



Our investigation






Questions?
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