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Minutes of Advisory Panel 
Friday 31st January 2020 10:00 to 15:30 

HSIB Farnborough 
 

Members present: • Chair: Prof. Murray Anderson-Wallace (MAW), Health 
Systems Innovation Lab, London South Bank University 

• Dr Mike Durkin (MD), Visiting Professor in Patient Safety, 
Imperial College London and the University of the West of 
England 

• Farrah Pradhan (FP), Patient and public involvement advocate 
• Richard von Abendorff (RVA), Family Campaigner and Advocate 

for learning and robust action in health care after avoidable harm 
• Jennie Stanley (JS), Previous Lead Nurse at Patients First 

supporting whistle-blowers and Managing Director of a healthcare 
training company 

• Suzanne Shale (SS), Independent Consultant in healthcare ethics, 
medical education, and patient safety 

• Keith Conradi (KC), Chief Investigator, HSIB 
In attendance: • Lynne Spencer (LS), Director of Corporate Affairs, HSIB 

• Dr Stephen Drage (SD), Director of Investigations, HSIB 
• Cassandra Cameron (CC), Head of Policy and Strategy, HSIB 

Minutes: Julia Blomquist (JB), Chief Investigator Office Manager, 
HSIB 

Apologies: • Dr Kevin Stewart (KS), Medical Director, HSIB 
• Dr Joe Rafferty (JR), Chief Executive of Mersey Care NHS Trust 
• Steve Clinch (SC), General Secretary, Marine Accident 

Investigator’s; International Forum (MAIIF) 
 

No. Item 
1 Welcome and Apologies 

 

MAW welcomed the Advisory Panel (AP) to the meeting and apologies were noted 
as above. 
 
To note, SD attended the meeting via telecon from 14:00hrs. 
 

2 Declarations of Interest 

 There were no additional declarations of interest to note. 
 

3 Draft minutes of the last meeting on 28 Nov 2019 

 

The minutes from the previous meeting were discussed amongst the Panel and 
following amendments made by JB, are approved. 
 
It was agreed that future draft minutes will be circulated to Panel members two 
weeks post meeting.  
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Action: HSIB website to be updated to reflect Advisory Panel members role after 
revised ToRs are agreed. 
 
Action: JB to update AP members titles and panels on papers and website 
 
Action: MAW and KC to finalise AP Terms of Reference 
 
Stakeholders 
It was discussed Comms are currently capturing stakeholders HSIB are interacting 
with which will be amalgamated in more detail. RVA noted concern that of 120 
stakeholder identified very few represented the patient, family or whistle-blower 
communities.  
 

4 Action Log 

 The action log was reviewed by the Panel and JB made amendments accordingly.  
 

5 Report from Chair 

 

Investigations update 
KC provided an update on the National Investigations (NI) pipeline which has now 
stabilised. The team are publishing two reports a month (i.e. 24 p.a.) DHSC are keen 
to maintain 30 reports p.a as performance metric. NI are working with the Intelligence 
Unit (IU) to explore cross-cutting themes, which may be published as separate reports, 
thereby adding to the total.    
 
MAW asked about how the current metric was established, and emphasised the 
importance of quality over quantity. The metric was set by the DHSC when HSIB was 
established based on financial modelling. The Panel acknowledged that the 
complexity of an investigation would have a bearing on how many reports could be 
produced and asked if the current metric was realistic in practice. KC confirmed that 
SD is content his team can produce 24 reports a year and acknowledged the main 
pressure was on the administrative workload associated with producing reports. SD is 
ensuring the time and cost per investigation are recorded to support future planning 
and to inform discussions with DHSC and NHSI. 
 
HSIB will be producing annual National themed Maternity reports. The first report is 
currently being drafted and is at consultation stage. It will introduce 8 themes 
recognised from the first 250 maternity reports completed and is expected to be 
published in mid-February. Learning reports are embedding into the national process 
and in addition, two complete national reports have been commissioned through the 
scrutiny panel. The Panel expressed an interest in reviewing the themed draft reports 
to feedback their initial impressions. KC confirmed he will have a discussion with the 
Executives to consider this as AP feedback into reports as they are being drafted is 
not part of the ToR’s. 
 
KC updated the Panel on the development national patient safety committee led by 
Aidan Fowler, NHSI Director of Patient Safety. This group includes senior leaders from 
National bodies, who will monitor responses to HSIB recommendations. The 
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committee is still being formed and terms of reference are being scoped. It is 
anticipated that there will be an escalation process if recommendations are not acted 
upon, or where safety risks still exist and have not been mitigated. 
 
SS raised a concern regarding the time it is taking to complete maternity 
investigations. KC confirmed the same feedback has already been highlighted and 
there are new processes being implemented. KC described the current investigation 
timeline and explained that the time is recorded from the start of the referral. Gaining 
family consent is necessary to begin the investigation, which is currently taking an 
average of 3.8wks. Towards the end of investigation, the process is to share the report 
with the Trust for factual accuracy and to the family for comments. At this stage some 
families find it difficult to read the report and it can take months for them to respond. 
These issues effect the average time to produce the reports quite significantly. SS 
commented this was an important insight into the challenges and appreciating how 
long it takes to do a good quality investigation needs to be understood more widely. 
KC stated being family-centred does effect timeframes. A specific theme which adds 
complexity and time is where English is not the families first language and/or where 
families members might travel in and out of country on a regular basis. JS felt this 
should be published on the website. It was agreed that investigations need to be 
undertaken at a pace the family can handle as it is a traumatic time for them. JS 
believes system/providers don’t understand these issues and changing this culture is 
important. LS confirmed there are lots of comms being developed including revising 
the website and procuring a new one. KC agreed more can be done to describe the 
process to deflect unfair criticism. KC knows there are areas where reports can be 
expedited. SS queried whether there could be a themed report for timescales and 
processes of investigations.  
 
FP noted that an HSIB report relating to a baby death at East Kent Hospital had 
recently been published on social media by the family. There was some confusion as 
to whether this was a national or maternity programme investigation. KC clarified that 
the report in question was a national scoping report, which had not progressed to 
national investigation as the case did not meet the national criteria. However, the 
report had been shared with the family, who had the right to publish it if they so desired. 
FP expressed some disappointment that in her view the report did not appear to take 
a systemic/human factor-based approach.  
 
East Kent 
KC gave an update on East Kent Hospital following the recent Ministerial 
announcement regarding CQC and HSIB involvement. KC explained that HSIB had 
conducted 26 investigations as part of the maternity programme and had provided 
feedback to the Trust and other stakeholders in line with normal practice. A further 
Ministerial announcement is due to be made in around 2 weeks’ time.  
 
Learning and Development 
KC updated the Panel that a person to progress the development of the Learning 
and Development role has been identified and will begin preliminary work. Significant 
delays have been experienced due to the NHSI job assessment process. The Panel 
expressed concern that operational independence of HSIB once again appeared to 
be affected by hosting arrangements.  
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6 Draft HSSIB Bill 

 

CC informed the Panel that the draft HSSIB Bill featured in the Queen’s Speech and 
is still expected to be introduced. However, no timescale has been specified within 
the current parliamentary timetable. CC noted that the new government has a 
sizeable majority and thus is likely to pursue an ambitious legislative agenda. Where 
the HSSIB Bill fits in terms of priority is unclear. The focus and priority is likely to be 
the NHS funding Bill and the Long Term Plan. CC confirmed that HSIB will continue 
to prepare and strengthen the case for the importance of our statutory 
independence. No clear decisions have been taken regarding the future of the 
maternity programme although KC commented that the maternity programme is 
strategically important to HSIB and would like it to continue in order that maximum 
learning can be derived. SS noted that patient organisations (e.g. AvMA and 
Patients Association) had decided not to oppose “safe space” provisions for national 
investigations but would oppose for maternity investigations, as the these are 
currently the only investigations undertaken for cases that fit the criteria.  
 
The Panel discussed potential amendments to HSSIB Bill. The main area relates to 
the scope of the “safe space” provisions, including the potential for external parties 
to request disclosure. The Panel agreed with KC that the scope of the provisions 
may be too wide and requires greater specification. The PHSO have already made 
representations suggesting they would expect access to HSIB information. The 
Coronial process was also discussed, as was the potential for other regulators 
(GMC, NMC) to request disclosures. KC noted that HSIB was already having to 
respond to such requests. The Panel offered its support should this be required to 
address / lobby for amendments.  
 
SS and MAW noted that the HSSIB Draft Bill is no longer published on the DHSC 
website. CC said this was because the HSSIB Bill had failed after 2nd reading at the 
dissolution of Parliament. 
  
The Panel discussed whether there was a need for it to campaign for the Bill’s 
reintroduction, highlighting the ongoing absence of statutory independence as 
potentially undermining the credibility of HSIB’s outputs. KC commented that 
currently the main effects are related to the hosting arrangements and the speed of 
operational decision-making. MAW reminded the Panel of the TDA directions, in 
particular the AP’s primary role being to ensure HSIB’s independence. The Panel 
suggested that tracking the areas that most affected, which could then be included 
for discussions at future AP meetings. MAW noted that in his view the longer HSIB 
was dependent on NHSE/I, the less likely its longer-term independence became.  JS 
suggested that themes should be identified and monitored to help inform AP 
members. LS suggested using the risk register and the Quarterly Review data to 
inform this.  
 
AP agreed to review its position - including its ToR’s - if the progression of the Bill 
was significantly delayed.  
 
Action: JB to include on agenda for the next AP meeting.  
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7 International Conference 

 

CC informed the Panel that the HSIB International Conference will be held on the 
17th September - World Patient Safety Day. A programme/agenda is being 
developed.  
 
There is interest from international colleagues in attending from the Norwegian and 
Finnish accident investigation bodies. The conference will be focusing on patient 
safety investigations; sharing learning with notable guest speakers including Dr 
Rachel Clarke.  
 
Prof Sidney Dekker had also been approach as a potential key note speaker, but he 
is unable to attend. CC has networked with Todd Conklin, who shares daily “The 
Pre-Accident Investigation Podcast”. Although he is unable to attend the conference, 
he is very interested in HSIB. 
 
The venue is yet to be confirmed at either the QE2 Centre or County Hall in London. 
SS noted her concern about the London-centric nature of many conferences and 
asked if other venues in England has been considered. SS indicated that other 
locations had been considered including Birmingham and Manchester, however it 
was decided London was the most desirable in terms of logistics/availability. 
 
SS asked that the diversity of speakers was given careful attention. 
 
CC will provide a further update at the next meeting in May. 
 

8 Citizens Partnership 

 

LS updated that the Citizens Partnership Chair interviews took place on Thursday 
30th January. It was a very successful day with a strong field of 15 candidates, with 5 
shortlisted for interview. The interview panel, which included LS and FP received 
positive feedback on the work of HSIB. Now in the process of appointing the role. 
Alison McLellan (AM) will continue the work and will set up a design and delivery 
group once the Chair is in post. The Chair will be invited to future Advisory Panel 
meetings. Once the appointment is made, LS will connect them with MAW for 
induction meeting. 
 
The Advisory Panel thanked AM for her work developing the Citizens Partnership. 
SS noted the persistent attention given by RVA to the importance of Citizen and 
Family voice. The Panel agreed and thanked RVA. RVA responded expressing 
ongoing concern about whether the Citizen Panel was an adequate vehicle for 
hearing citizen and family voice and re-emphasised his view that harmed families, 
their advocates and campaigners should play a full role in many, if not all, HSIB 
processes to optimise impact. RVA reiterated his hope that AP members would be 
able to meet with the new Chair at an early point and also expressed a hope that the 
Citizen Panel would be adequately resourced and empowered to fully examine, and 
where necessary challenge HSIB processes.   
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9 
“What impact do we think HSIB has had so far and what have we learned 
about making recommendations and how have we changed in response to 
this?”  

 

The Advisory Panel had an in-depth discussion relating to the process of forming 
and making recommendations; the impact HSIB has had to date and what has been 
learnt. 
 
In conclusion it was decided;  
 

• To include more in reports how recommendations are formed, including those 
which may have been considered but rejected.  

• Improve process and introduce standardised format so that response includes 
details on actions and timescales. That document could be graded by HSIB to 
enhance accountability.  

• Risk map for evidence-based assessment  
Monitor the effectiveness of the National Patient Safety committee to provide 
assurance within the system. 
 

10 AOB 

 

The future meetings have been scheduled for April, May and July. It was decided 
due to the status of the Bill, the April Advisory Panel will be cancelled. A 
teleconference may be convened to update on the progress of the Bill and/or the 
Advisory Panel ToRs. KC and MAW to discuss after the Cabinet reshuffle and 
Parliamentary recess. MAW requested the Panel to consider agenda items for the 
next meeting and forward any suggestions.  
 
There was no other business to discuss. 
 

11 Close  
 The meeting closed at 15:15. 

Date of Next Meeting: 30th July 2020 10:00-16:00 
 

 

 

 

 

 


