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HSIB’s first interim bulletin, published in January 
2020, detailed events involving a 31 year-old service 
user with a learning disability. The service user 
reported that on multiple occasions, whilst on two 
secure wards in a large mental health hospital, 
he had not been offered some of his prescribed 
medication. The omission of these medicines, 
along with other factors, affected his physical 
health resulting in high blood pressure. He also 
developed type 2 diabetes. This second interim 
bulletin provides an update to the progress of the 
investigation and includes a number of interim 
findings. It also sets out the lines of enquiry that the 
investigation is currently exploring.

COVID-19 impact

The investigation was paused due to the COVID-19 
pandemic, which meant that external visits to 
complete the field work aspect of the investigation 
were not able to be carried out. However, the 
investigation has continued to look at the 
circumstances surrounding the medicines omissions 
and where possible conducted meetings virtually to 
gather evidence.

After analysis of the evidence the investigation 
has held remote meetings with national bodies 
and local organisations, such as NHS England and 
NHS Improvement and clinical commissioning 
groups. As COVID-19 restrictions are being lifted 
the investigation will now complete the field work 
required to progress the investigation to completion.
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Investigation update

The investigation has found that some areas of 
care provision, particularly in commissioning 
and oversight, have changed in their approach 
and procedures over the last 12 months. The 
investigation has observed that there is variance 
in how these changes are being applied. The 
investigation has continued to look at these areas 
and gather further evidence. 

The original investigation safety issues remain; 
however, this bulletin provides some clarity on other 
safety issues that have been identified. The key lines 
of enquiry for the investigation are:

1 Environment and medication administration
 
 The environment in which service users have 

their medication administered and the processes 
around administration, recording and escalation 
of concerns. This includes; medication rounds 
locations, self-administration, service use and 
staff approach to administration, escalation 
procedures, the living environment and the 
effects on service users.

2 Learning disability nursing and mental health 
nursing workforce

 
 The skill mix of staff in the wards the service 

user was on were heavily weighted towards 
mental health nurses, rather than learning 
disability nurses. The investigation has looked 
at these skill sets and the numbers of nurses in 
each field and how this affects the approach to 
medicines administration, particularly in relation 
to encouraging service users to ensure they take 
all medications needed.
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3 Physical health medication and medication 
mandated by the Mental Health Act 

 A priority appears to be placed upon medication 
mandated by the Mental Health Act over 
physical health medication. This may have been 
further influenced by recording of physical health 
items, that are not prescribed medication (for 
example mouth wash, food supplements), on 
the service user’s medication records alongside 
prescribed medications.

4 Commissioning and oversight

 Local commissioners hand over the responsibility 
for commissioning and oversight of care to NHS 
England and NHS Improvement Specialised 
Commissioning once a service user is placed into 
a learning disability secure unit. The investigation 
will focus on the transfer of care to and from 
specialised commissioning, and the oversight of 
care provided whilst service users are placed in 
secure units.

Next Steps 

The HSIB investigation will continue to explore 
the identified safety issues and welcomes further 
information that may be relevant, regardless 
of source. The HSIB will report any significant 
developments as the investigation progresses. 
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