
WWW.HSIB.ORG.UK

April 2021

Summary report
Wrong site surgery - 
wrong tooth extraction

Independent report by the  
Healthcare Safety Investigation Branch I2019/017

http://WWW.HSIB.ORG.UK


2

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. 

Considerations in light of coronavirus (COVID-19) 

A number of national reports were in 
progress when the COVID-19 pandemic 
significantly affected the UK in 2020. 
Much of the work associated with 
developing the investigation reports 
necessarily ceased as HSIB’s response 
was redirected.

For this national report, while the 
learning described has not changed 
due to COVID-19, the scope of the 
investigation and processes HSIB used 
to engage with staff had to be adapted. 
 

A note of acknowledgement

We would like to thank the Patient 
whose experience is documented in this 
report, and her family. We would also 
like to thank the healthcare staff who 

engaged with the investigation for their 
openness and willingness to support 
improvements in this area of care. 
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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 all incidents in NHS 
maternity services that meet: 

• the criteria of the Royal College of 
Obstetricians and Gynaecologists’ 
Each Baby Counts programme, or 

• our HSIB defined criteria for 
maternal deaths. 

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/
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 About this report 

 This report is intended for healthcare 
organisations, policymakers 
and the public. Its aim is to help 
improve patient safety in relation 
to understanding the importance 
of systems intended to ensure that 
measures put in place to minimise 
the risk of patient safety incidents 
are effective. The report explains 
how other safety-critical industries 
have adopted, and often regulate for, 
such systems. It uses a case of wrong 
tooth extraction as a case in point. 

 Executive Summary

 This investigation examined the 
most common form of wrong 
site surgery as reported by NHS 
England and NHS Improvement 
(NHSE/I) over the past five years 
– wrong tooth extraction. Wrong 
site surgeries – procedures carried 
out on the wrong patient or the 
wrong part of a patient’s body 
– are classed as Never Events. 
Never Events are defined by 
NHSE/I as ‘patient safety incidents 
that are wholly preventable 
where guidance or safety 
recommendations that provide 
strong systemic protective barriers 
are available at a national level 
and have been implemented by 
healthcare providers’. 

 The investigation uses a real 
patient case, referred to as ‘the 
reference event’, to examine the 
issues relating to wrong tooth 
extraction. 

 Background 

 Following the introduction of 
National Safety Standards for 
Invasive Procedures (NatSSIPs) 
in 2015, all NHS trusts in England 
were required to identify relevant 
clinical procedures in their 
organisation, including those 
undertaken outside hospital 
settings, and produce Local 
Safety Standards for Invasive 
Procedures (LocSSIPs). In terms 
of the numbers of interventions 
carried out, dental surgery is one 
of the largest areas of NHS surgical 
activity in the NHS; the majority of 
these interventions are carried out 
away from the operating theatre 
environment, on outpatients 
under local anaesthesia. It was 
intended that the introduction of 
LocSSIPs should take teamwork 
and training, human factors and 
cultural aspects  into consideration 
when implemented. In 2018, the 
Royal College of Surgeons Faculty 
of Dental Surgery published a 
LocSSIPs toolkit for wrong site 
extraction in dentistry to assist 
trusts in the development of local 
procedures. 

 Identifying teeth is challenging 
due to the need to capture each 
tooth’s position with reference to 
upper and lower jaw and left and 
right side of the mouth. A young 
person has up to 20 deciduous 
teeth (commonly known as milk 
teeth) which are replaced by up 
to 32 permanent ‘adult’ teeth – at 
some stage there will be a mixture 
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of both (referred to as mixed 
dentition). Each tooth is named 
(for example upper right first 
premolar) and also identified using 
a system of notation. In the UK, 
there are several systems of dental 
notation in use including Palmer 
notation, an adaptation of Palmer 
notation that uses letters and 
numbers, and Federation Dentaire 
International (FDI).

.   
 The reference event

 The investigation examined the 
case of a girl aged seven who was 
referred by her general dental 
practitioner to a local Trust that 
provided more complex dental 
services in both community health 
centres and hospitals. After a 
six-month wait, the girl was seen 
by a senior dental officer (SDO) 
who undertook an examination 
and referred to an orthodontic 
consultant (a specialist who deals 
with irregularities or abnormalities 
in the teeth or jaw) for an opinion. 
Following that referral, the SDO 
agreed a treatment plan with the 
girl’s parents. The SDO extracted 
an infected deciduous tooth and 
prescribed a course of treatment 
with a dental therapist colleague. 
The treatment was planned over 
two appointments; the plan was 
to extract a deciduous tooth 
under local anaesthetic during the 
second appointment. Following 
the extraction, it was noted that 
a neighbouring permanent tooth 
had been extracted instead of the 
intended deciduous tooth. The 
permanent tooth was successfully 
reimplanted within approximately 

seven minutes. The incident was 
correctly reported and investigated 
as a Never Event.

 The national investigation 

 Following analysis of the reference 
event, the investigation focused 
on wrong tooth extraction and 
the requirement for there to 
be ‘strong systemic protective 
barriers’ in place at a national 
level in order for a serious incident 
to be deemed a Never Event. In 
this context, the term ‘barriers’ 
refers to measures put in place to 
prevent the occurrence of patient 
safety incidents. In other safety-
critical industries, the term ‘barrier’ 
is well defined and has a specific 
meaning. Barrier analysis and 
management methods – ways to 
ensure barriers are, and remain, 
effective – are routinely used, and 
sometimes mandated, in other 
safety-critical industries. The 
investigation sought to identify 
what barriers existed in the care 
pathway for tooth extraction.  

 Findings

• Wrong tooth extraction is a 
serious occurrence and is a 
locally reportable incident with 
the associated investigation 
requirements that are within the 
Serious Incident Framework. 
Incidents should continue to 
be notified and investigated to 
understand where the controls that 
have been put in place to prevent 
it happening have failed so they 
may be strengthened.
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• The investigation saw many good 
examples of LocSSIPs, designed 
at trust level, with the intention 
of introducing controls and a 
standardised process to tooth 
extraction specifically in the 
outpatient setting.

• An understanding of how well 
barriers will perform when put 
to the test is important when 
understanding and proactively 
managing risk. While most safety-
critical industries have invested 
heavily in systems, mandated by 
regulatory bodies, for identifying, 
analysing and assuring barriers, the 
NHS has not.  

• In safety-critical industries the term 
‘barrier’ is reserved for a safety 
control with specific properties. 

• The description of what constitutes 
a ‘barrier’ is not clearly defined in 
the NHS Never Events policy and 
framework and is inconsistent with 
other literature. 

• The investigation considers 
the NHS Never Events policy 
and framework document 
offers minimal guidance on the 
categorisation of barriers to 
help organisations understand 
their function. This makes 
implementation of national policy 
open to variation. 

• The exclusion of deciduous teeth 
from the previous list of wrong site 
surgery Never Events suggested a 
focus on the potential level of harm 
to patients (the outcome) posed 

by this type of incident, rather 
than the development of reliable 
systems that aim to mitigate all 
wrong tooth extraction. 

• All of the controls identified by 
the HSIB investigation to prevent 
wrong tooth extraction relied 
on human performance or were 
intended to protect against loss of 
human reliability.  

• The investigation found no controls 
at a national level that represented 
strong, systemic barriers to tooth 
extraction.

HSIB makes the following 
safety recommendation

Safety recommendation R/2021/121: 
HSIB recommends that NHS England 
and NHS Improvement should 
review the Never Events policy and 
framework and include content to 
explicitly define the criteria that 
need to be satisfied for any control 
to be considered a ‘strong systemic 
protective barrier’.

HSIB notes the following 
safety action

Safety action A/2021/037: 
NHS England and NHS Improvement 
has reviewed ‘wrong tooth 
extraction’ against the criteria for 
a Never Event (as set out in the 
Never Events policy and framework) 
and, after due consideration, has 
removed it from the list of published 
Never Events with effect from 1 
April 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 (not bank holidays) 
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


