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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

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. 

www.hsib.org.uk/tell-us-what-you-think

© Healthcare Safety Investigation 
Branch copyright 2020.

mailto:enquiries%40hsib.org.uk?subject=
http://www.hsib.org.uk/tell-us-what-you-think
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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 the potential for harm 
to patients. The recommendations 

we make aim to improve healthcare 
systems and processes, 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.

to patients. The recommendations 
we make aim to improve healthcare 
systems and processes, 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.

Considerations in light of coronavirus (COVID-19) 

A number of national reports were in 
progress when the COVID-19 pandemic 
significantly affected the UK. Much of 
the work associated with developing 
the 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 processes by which HSIB 
engages with patients and families 
had to be adapted. These changes 
are acknowledged in this report and 
described further.

A note of acknowledgement

We are grateful to Linda, whose 
experience is documented in this 
report, and her family. The care 
provided, the issues which arose, and 

the recommendations which have 
been developed support Linda’s wish 
to prevent other patients having the 
same experience. 
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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 potential incidents or 
issues for investigation 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, 
and the learning potential 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; and

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

Our reports also identify ‘safety 
actions’ taken during an investigation 
to immediately improve patient safety.
 
We ask organisations subject to our 
recommendations to respond to us 
within 90 days. These responses are 
published on our website.

More information about our national 
investigations including in-depth 
explanations of our criteria, how we 
investigate, and how to refer a patient 
safety concern is available on our website.

Maternity investigations

From 1 April 2018, we have been 
responsible for all NHS patient safety 
investigations of maternity incidents 
which meet criteria for the Each Baby 
Counts programme (Royal College 
of Obstetricians and Gynaecologists, 
2015) and also maternal deaths 
(excluding suicide). The purpose of this 
programme is to achieve 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 meeting the 

https://www.hsib.org.uk/investigations-cases/
https://www.rcog.org.uk/eachbabycounts
https://www.rcog.org.uk/eachbabycounts
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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 back to the families and to the 
trust. Our safety recommendations are 
based on the information derived from 
the investigations and other sources 
such as audit and safety studies, made 
with the intention of preventing future, 
similar events. These are for actions 
to be taken directly by the trust, local 
maternity network and national bodies.

Our reports also identify good practice 
and actions taken by the Trust to 
immediately improve patient safety.

Since 1 April 2019 we have been 
operating in all NHS Trusts in England.

We aim to make safety 
recommendations to local and 
national organisations for system-
level improvements in maternity 
services. These are based on common 
themes arising from our trust-level 
investigations and where appropriate 
these themes will be put forward 
for investigation in the National 
Programme. More information about 
our maternity investigations is available 
on our website.

https://www.hsib.org.uk/maternity/
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Executive Summary

Introduction 

The objective of this investigation was 
to explore the care of patients who 
have ureteric stents inserted following a 
diagnosis of a kidney or ureteric stone. 
A ureteric stent is a narrow tube that is 
inserted into the ureter (the tube that 
connects the kidney to the bladder) to 
help with urine drainage. 

As an example, which is referred to as 
‘the reference event’, the investigation 
reviewed the care of Linda, who 
suffered an episode of kidney stones 
which was treated successfully but 
required the insertion of a ureteric stent. 
The stent was left in situ (in position) 
for a longer period than intended and 
became encrusted – that is, minerals 
filtered from the bloodstream attached 
to and built up on the stent. This led 
to Linda needing a more extensive 
operation to remove the stent. 

The findings and conclusions aim 
to prevent the future occurrence of 
unplanned delayed removal of stents and 
improve care for patients across the NHS.

The reference event

Linda, who was 77 and had a complex 
health history, went to her local 
district general hospital’s emergency 
department with severe pain in her 
flank. She was diagnosed with kidney 
stones. Once her immediate pain was 
brought under control, was referred 
to the urology team, which specialises 
in the treatment of conditions of the 
kidneys, bladder and urinary tract.

She was referred for treatment in 
line with the National Institute for 
Health and Care Excellence guidance, 
commencing with extracorporeal 
shockwave lithotripsy (treatment 
which uses sound waves to break up 
kidney stones). This treatment proved 
unsuccessful and Linda was admitted 
to hospital for a procedure known as a 
ureteroscopic removal of stones (URS). 
This is a process by which the stones 
are broken up using a laser or a surgical 
tool. The ureteroscope is passed up the 
ureter via the urethra and bladder to 
allow the surgeon to see the stone. 
For some patients, including Linda, 
the insertion of a ureteric stent may 
be required if it is likely that stone 
fragments will need to be passed in the 
patient’s urine, or if the ureter becomes 
swollen as a result of the insertion of 
the ureteroscope. 

Linda’s stent was inserted successfully 
and was left in situ pending a review 
planned for 12 weeks after the URS. At 
the review appointment, rather than 
planning to remove the stent, a further 
12-week review period was agreed 
between the registrar and Linda. 
Following this, Linda began to suffer 
recurrent urinary tract infections and 
was treated by her GP. 

Some months later, it was found that 
Linda’s stent had become encrusted. 
Her urological care was transferred 
to a larger hospital which had a 
specialist stone care service and her 
stent was eventually removed 20 
months after insertion.  
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The national investigation

A senior urologist at a large teaching 
hospital trust referred Linda’s case to 
the Healthcare Safety Investigation 
Branch (HSIB) as a matter for 
potential investigation. Following initial 
information gathering and evaluation 
against the HSIB patient safety risk 
criteria, HSIB’s Chief Investigator 
authorised a national safety 
investigation. 

The national investigation focused 
on: the logging and tracking of 
ureteric stents; patient communication 
strategies (both verbal and written) 
to ensure that patients are informed 
about their stent, expected side 
effects, and the importance of having 
it removed by an agreed date; and 
communication with GPs to ensure 
they are informed about stents and 
the potential for patients to present 
with signs of a urinary tract infection 
that could be caused by a stent. 

Findings

• There is currently no national stent 
register being used across the NHS.

• Hospitals deploy a range of systems 
to track and log stent insertion. 
Some trusts also have systems to 
reconcile stent removal (that is, to log 
the removal of each patient’s stent 
against the record of its insertion).

• Paper-based stent logging/tracking 
appears to be effective in the absence 
of electronic systems.

• The combination of human oversight 
and effective stent logging/tracking 
systems may be beneficial in 

preventing delayed removal of stents. 
Systems should not rely solely on 
human oversight. 

• Other medical specialties which use 
ureteric stents may not use the same 
stent logging/tracking systems as the 
urology team.

• Patients being discharged with 
stents in situ need clear and 
consistent communication, both 
verbally and in writing. 

• Involving patients in their care has 
been shown to improve the quality 
and experience of care.

• The written advice available for 
patients with ureteric stents is 
inconsistent across the country.

• Poor communication may lead to 
loss of opportunity for patients to 
self-care and be aware of potential 
complications with their stents.

• Clear information given to patients 
with tethered stents (stents that can 
be removed by the patient) ensures 
compliance with their planned 
removal schedule.

• GPs and other clinical staff working 
in primary and urgent care services 
may not be aware of the side effects 
and complications associated with 
ureteric stents.

• Hospital discharge letters and 
other communications do not 
carry standardised information 
for healthcare professionals about 
ureteric stents.
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• The Summary Care Record system 
(which makes an electronically 
collated version of patients’ healthcare 
records accessible to a range of clinical 
services) does not currently have a 
‘flag’ or other method of identifying 
patients with ureteric stents.

HSIB makes the following safety 
recommendations

Safety recommendation R/2020/091: 
It is recommended that the British 
Association of Urological Surgeons, 
in collaboration with other relevant 
specialties (such as the Royal College 
of Radiologists and British Transplant 
Society), develops national standards 
which support electronic and paper-
based systems for stent logging/
tracking. These standards should 
include guidance on monitoring and 
human oversight. 

Safety recommendation R/2020/092: 
It is recommended that the British 
Association of Urological Surgeons 
works with the Patient Information 
Forum to review its stent patient 
information leaflet. This should 
include accessibility and clinical 
considerations, especially with regards 
to side effects and complications, and 
advice on the action to take should 
concerns arise.

Safety recommendation R/2020/093: 
It is recommended that the British 
Association of Urological Surgeons 
provides guidance for staff working 
within the stone care pathway to 
promote consistent advice to patients 
as part of discharge planning.

Safety recommendation R/2020/094: 
It is recommended that the British 
Association of Urological Surgeons 
encourages members to include 
information in discharge letters and 
other communication sent to GPs 
and patients regarding patients’ stent 
status, potential complications and the 
possibility of a retained stent.

Note: HSIB developed these safety 
recommendations in collaboration 
with the Royal College of Surgeons of 
England and the British Association 
of Urological Surgeons (BAUS). It 
was agreed between all parties that 
BAUS would formally receive the 
recommendations. 

HSIB makes the following safety 
observations

Safety observation R/2020/073: 
The NHS Summary Care Records 
(SCR) system is being developed to 
allow for specific patient groups to 
be flagged. It may be beneficial for 
the British Association of Urological 
Surgeons to liaise with NHSX should 
opportunities arise in the future to 
use SCR to flag patients with ureteric 
stents to aid communication with 
primary/urgent care services.

Safety observation R/2020/074: 
The National Institute for Health 
and Care Excellence guidance for 
the management of urinary tract 
infections does not include ureteric 
stents as a cause of urinary symptoms 
which could mimic a urinary tract 
infection. It may be beneficial for 
this potential complication to be 
considered in the next review of this 
and other clinical practice guidance.
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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


