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PROVIDING FEEDBACK AND COMMENT  
ON HSIB REPORTS

At 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

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.  

Please email us at enquiries@hsib.org.uk. We aim to 
provide a response to all correspondence within five 
working days.

© Healthcare Safety Investigation Branch 
copyright 2019.
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A NOTE OF ACKNOWLEDGEMENT

ABOUT HSIB 

The Healthcare Safety Investigation Branch (HSIB) 
conducts 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 have the potential to cause harm to patients. 
The recommendations we make aim to improve 

healthcare systems and processes in order to 
reduce risk and improve safety. 

Our organisation values independence, transparency, 
objectivity, expertise and learning for improvement. 

We work closely with patients, families and healthcare 
staff affected by patient safety incidents, and we 
never attribute blame or liability to individuals. 

We are grateful to the parents of the child whose 
tragic experience is central to this report, for their 
support and involvement. 

OUR INDEPENDENCE

We are funded by the Department of Health and 
Social Care and sponsored by NHS England and 
NHS Improvement, but we operate independently. 

Following recommendations from a parliamentary 
select committee in August 2018, we expect that 
a Bill for establishing the Health Service Safety 
Investigations Body (HSSIB) will be introduced 
to Parliament soon. The Bill will establish our full 
statutory independence and enshrine our right to 
conduct national investigations under protected 
disclosure. This provision, commonly known as 

‘safe space’, enables staff to share their experience 
of a patient safety incident without fear of reprisal. 
It does not prevent us from sharing important 
details with families, regulators or organisations 
about an incident or to address immediate risks to 
patient safety. 

The Health Service Safety Investigations Bill will 
also establish our responsibility for NHS maternity 
investigations that meet specific criteria. Full 
information about the draft Bill is available on the 
Department of Health and Social Care website.

https://www.gov.uk/government/organisations/department-of-health-and-social-care/about
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OUR INVESTIGATIONS

Our team of investigators and analysts have 
diverse experience working in 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
Our national investigations can encompass any 
patient safety concern that occurred within NHS-
funded care in England after 1 April 2017. We 
consider the requirement to investigate potential 
incidents or issues based on wide sources of 
information including that provided by healthcare 
organisations and our own research and analysis of 
NHS patient safety systems. 

We decide what to investigate based on the scale 
of risk and harm, the impact on individuals involved 
and on public confidence in the healthcare system, 
as well as the potential for learning to prevent future 
harm. We welcome information about patient safety 
concerns from the public, but we do not replace local 
investigations and cannot investigate on behalf of 
families, staff, organisations or regulators.

Our investigation reports identify opportunities 
for relevant organisations with power to make 
appropriate improvements though:

• ‘Safety recommendations’ made with the specific 
intention of preventing future, similar events.

• ‘Safety observations’ with suggested actions for 
wider learning and improvement. 

Our reports also identify actions required during 
an investigation to immediately improve patient 
safety. Organisations subject to our safety 
recommendations are requested to respond to us 
within 90 days. These responses are published on 
our investigation pages. 

Find out more in the investigations section.

MATERNITY INVESTIGATIONS
From 1 April 2018, we became responsible for all 
patient safety investigations of maternity incidents 
occurring in the NHS which meet criteria for the 
Each Baby Counts programme. 

The purpose of this programme is to achieve rapid 
learning and improvement in maternity services, and 
to identify common themes that offer opportunity 
for system-wide change. For these incidents HSIB’s 
investigation replaces the local investigation, 
although the trust remains responsible for Duty of 
Candour and for referring the incident to us. 

We work closely with parents and families, healthcare 
staff and organisations during an investigation. Our 
reports are provided directly to the families involved 
and to the trust. The trust is responsible for actioning 
any safety recommendations we make as a result of 
these investigations. 

We have been operating in all trusts since 1 April 
2019. Our longer-term aim is to make safety 
recommendations to national organisations for 
system-level improvements in maternity services. 
These will be based on common themes arising from 
our trust-level investigations. 

Find out more in the maternity investigations section. 

https://www.hsib.org.uk/investigations-cases/
https://www.hsib.org.uk/investigations-cases/
https://www.rcog.org.uk/eachbabycounts
https://www.hsib.org.uk/maternity/
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EXECUTIVE SUMMARY
The reference event
The parents of a three-year-old child became 
concerned about her health and contacted the NHS 
111 service in the early hours of a Friday morning 
in 2017. The father reported that his daughter had 
pain in her stomach and chest area following an 
episode of vomiting; she was not eating and was 
crying frequently in between periods of sleep. She 
was referred to the primary care out-of-hours (OOH) 
service, which provided telephone advice, and the 
child remained at home.

A further call to NHS 111 was made the following day 
(Saturday morning). The child had similar symptoms 
with the addition of throat pain and the parents 
remained concerned. She was again referred to the 
primary care OOH service and, on this occasion, she 
was seen by a general practitioner (GP). This took 
place at a treatment centre located at the Emergency 
Department in a nearby hospital. The GP referred the 
child to a paediatric assessment unit (PAU) at the 
same hospital for a review by a specialist registrar 
(SpR)1 in paediatrics, where she was diagnosed 
with tonsillitis. She was prescribed antibiotics and 
discharged home. 

Five days later the family visited their GP, as there 
was no improvement in their daughter’s condition 
and she had a raised temperature. The child was once 
again referred to the PAU at the local hospital; further 
antibiotics were prescribed by the same doctor they 
had seen previously, and the family went home.
Three days later, a 999 call was made as the child 
was reported to be “unable to see”. Following an 
assessment by two ambulance paramedics, the child 
remained at home under the care of her parents. 
In the early evening of the same day, a second 999 
call was made when the child suddenly became 
unconscious and started to bleed. When the 
paramedics arrived, she was found to be in cardiac 
arrest and bleeding heavily from her nose and mouth. 
Resuscitation attempts continued in the ambulance 
and on arrival at the local hospital, but the child did 
not survive.

A postmortem examination revealed a 23mm diameter 
lithium battery lodged in the child’s oesophagus 
(foodpipe). The swallowed battery had eroded the 
tissue and caused a fistula (abnormal connection) 
between the oesophagus and the aorta leading to the 
catastrophic haemorrhage (bleeding).

National investigation
HSIB was notified of the reference case by a Senior 
Coroner, who issued a Regulation 28 Report to several 
bodies (including HSIB) following an inquest. The 
notification by the Coroner raised specific concerns 
relating to the ingestion (swallowing) of button/coin 
cell batteries by children under the age of five years. 
The HSIB investigators gathered additional information 
and assessed the incident against its investigation 
criteria (see section 3.2). 

The national investigation focused on: 
• reviewing the current processes for the identification 

and treatment of button/coin cell battery ingestion 
in children under the age of five years, including the 
management of associated non-specific symptoms 
when ingestion is unknown

• reviewing communication and information sharing 
between NHS 111, primary care services, out-of-hours, 
acute and ambulance services

• reviewing how ambulance services assess and 
manage paediatric cases in relation to non-
specific symptoms.

Findings
The investigation found:
1 Button/coin cell batteries of 16mm in diameter and 

above can lodge in the oesophagus of young children 
causing serious harm or death due to a chemical 
reaction which erodes tissue. There is currently no 
commercially available technological solution to 
render such a battery inert when not in use.

2 While there are product safety regulations for 
children’s toys, there are no equivalent safety 
regulations for household items to ensure button/coin 
cell batteries are secured in battery compartments 
and cannot be accessed by small children.

3 While reputable coin cell manufacturers use 
child-resistant packaging for their lithium coin 
cell battery products, child-resistant button/coin 
cell battery packaging is not used by all product 
manufacturers or retailers. 

4 The requirement to place product warnings 
on packaging is part of the International 
Electrotechnical Commission standards. However, 
there is currently no directive to place warnings or 
information on product packaging regarding the 

1  A specialist registrar is a junior doctor who has completed two years of foundation training but is still in training in a speciality area of medicine.
2  The Coroners and Justice Act 2009 allows a coroner to issue a Regulation 28 Report to an individual, organisations, local authorities or 

government departments and their agencies where the coroner believes that action should be taken to prevent further deaths.
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serious consequences of a young child ingesting a 
button/coin cell battery.

5 There is local and regional guidance, as well as 
National Institute for Health and Care Excellence 
guidance relating to elements of acute illness in the 
under-five age group. The investigation also found 
examples of guidance developed internationally. 
However, there is currently no national clinical 
decision support for suspected or known ingestion 
of button/coin cell batteries in children.

6 The relevant pathways used by NHS 111 did include 
the possible ingestion of a button/coin cell battery 
in children, but only when ingestion of a foreign 
body was known.

7 If the ingestion of a foreign body is known, there 
is a question within the NHS 111 ‘Object, Ingested 
or Inhaled’ pathway. A question would be asked 
regarding what object had been ingested and this 
would include a prompt for batteries and button/
coin cell batteries. This question would only be 
asked after various symptoms had been ruled out 
due to the hierarchal nature of NHS pathways, in 
which serious symptoms are ruled out first. In cases 
where symptoms indicate that an urgent response is 
required, there would be no further questions asked.

8 The healthcare information systems involved were 
limited in their ability to share information. 

9 There is a lack of clarity about the roles and 
responsibilities of supervisor and supervisee 
paramedics, which can impact on the team 
dynamic. There is no nationally available guidance 
regarding supervision for paramedics and other 
grades of patient-facing ambulance staff.

10 There are no standardised national guidelines 
that provide guidance for ambulance staff on 
when to safely convey (take to hospital), refer and 
discharge children under five years.

11 Although the risks associated with batteries and 
specifically button/coin cells have been published 
by the battery industry for the past 10 years, 
the severity of harm caused by such batteries 
becoming lodged in a young child’s oesophagus 
are not widely understood by the public.

12 In the UK there is no accurate data to capture the 
incidence of button/coin cell battery ingestion and 
the level/type of harm caused in young children.

HSIB MAKES THE FOLLOWING SAFETY 
RECOMMENDATIONS

Recommendation 2019/034: 
It is recommended that the Department for 
Business, Energy and Industrial Strategy develops a 
strategy to improve button/coin cell battery safety, 
to include producing a fast-track standard covering/
considering battery design, product casing, 
packaging and safe retailing practices.

Recommendation 2019/035: 
It is recommended that the Royal College of 
Paediatrics and Child Health develop a key practice 
point within a decision support tool for suspected 
or known ingestion of button/coin cell batteries, and 
to be supported in this development by the Royal 
College of Emergency Medicine.

Recommendation 2019/036: 
It is recommended that the Association of 
Ambulance Chief Executives agrees guidance that 
can inform its members on the competency and 
authority for staff to convey, refer and discharge 
children under five years who are subject to 999 calls.

Recommendation 2019/037: 
It is recommended that the College of Paramedics 
develops supervision guidance for paramedics, 
applicable to all relevant practice settings.

Recommendation 2019/038: 
It is recommended that the Department for 
Business, Energy and Industrial Strategy highlights 
to the general public the dangers of button/coin 
cell batteries.

HSIB MAKES THE FOLLOWING SAFETY 
OBSERVATIONS

Observations: 
There is limited connectivity and interoperability 
across healthcare information technology systems. 
This can impact on the availability and quality of 
information regarding patients’ clinical history, 
previous contact with healthcare professionals or 
services and past interventions.

It would be beneficial for a review to be undertaken 
of the content of the Advanced Paediatric Life 
Support course, and any similar courses hosted by 
other providers, to ensure that the management 
and issues associated with the ingestion of button/
coin cell batteries is strengthened as required in 
response to this report.
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It may be beneficial for a study to be conducted 
on the potential for hand-held metal detectors to 
be used as a non-invasive screening tool for non-
specific clinical presentations in children under 
five years.

There appear to be opportunities to reduce the 
variation in provision of and access to clinical 
leadership in the ambulance sector, when 
compared with the general management structure.

The provision of protected time for paramedics 
and other grades of patient-facing ambulance staff 
to undertake supervision and clinical updates is 
limited. This may impact upon the maintenance of 
staff competency and may limit trusts’ ability to 
disseminate learning opportunities.

Information could be collected by a surveillance 
study of all children attending emergency 
departments with button/coin cell battery ingestion, 
to better understand incidence and outcomes.

SAFETY ACTIONS CARRIED OUT

Safety actions:
In relation to the ingestion of anything ‘harmful 
or poisonous’, NHS Pathways has now included 
button/coin cell battery in the supporting 
information so that a specific prompt is provided.

NHS Digital and the Priority Dispatch 
Corporation have reviewed all relevant pathways 
associated with the possible ingestion of 
button/coin cell batteries in children.

Public Health England raised awareness of 
button/coin cell battery safety in December 
2018, via its Start4Life social media channels 
(Morton and Nicholson, 2018).

Public Health England, Community Practitioners 
and Health Visitors Association, Royal College 
of Midwives, Royal College of Nursing, and 
School and Public Health Nurses Association 
have cascaded safety messages regarding the 
potential dangers of button/coin cell batteries 
through their networks.

The General Medical Council has developed a 
blog, integral to which is the safety message: 
‘The dangers of button battery ingestion: a 
safety message’.
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FURTHER  
INFORMATION 

© Healthcare Safety Investigation Branch copyright 2019. Any enquiries 
regarding this publication should be sent to us at enquiries@hsib.org.uk

WWW.HSIB.ORG.UK
@hsib_org

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 
submitting a safety awareness form.

 @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 Fridays (not bank holidays) 
from 0900hrs to 1700hrs. 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

https://www.hsib.org.uk/investigations-cases/how-to-request-an-investigation/
https://twitter.com/hsib_org

