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

For this national report, the investigation continued as the pandemic progressed 
due to its association with COVID-19.

A note of acknowledgement

This investigation’s findings are closely linked to the impact of COVID-19 in 
2020 and 2021 in England. The investigation acknowledges that the pandemic 
has placed unprecedented demands on healthcare provision and has required 
national and local responses to a novel and evolving situation. The investigation 
has heard clearly that decisions made throughout the pandemic were done 
so in the best interests of public health and often with limited information and 
evidence of best practice. This investigation seeks to share what was heard and 
describes learning from a difficult situation to help provide future benefit.

The investigation would like to thank the Wife of Rodney, the patient whose 
experience is shared in this report. She kindly provided her recollections and 
insights to help identify learning from her husband’s experience. Consent was 
given to use Rodney’s name in this report.

The investigation would also like to thank the NHS trusts and independent healthcare 
providers, and their staff, who engaged with the investigation. Their openness and 
willingness to support the investigation greatly assisted its undertaking. 
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About this report 

This report is intended for NHS and independent healthcare organisations, 
policymakers and the public to help improve patient safety in relation to NHS-
funded surgical care in independent hospitals. For readers less familiar with this 
area of healthcare, terms are explained throughout the report.

The National Health Service Trust Development Authority (Healthcare Safety 
Investigation Branch) Directions 2016 direct HSIB to undertake investigations 
into patient safety incidents within NHS-funded care in England. This 
investigation is therefore not into the delivery of independent healthcare; rather, 
it considers NHS-funded care delivered by independent healthcare providers.
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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 incidents in NHS maternity services that meet criteria set out 
within one of the following national maternity healthcare programmes: 

• Royal College of Obstetricians and Gynaecologists’ ‘Each Baby Counts’ report

• MBRRACE-UK ‘Saving Lives, Improving Mothers’ Care’ report.

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

 Background

 The purpose of this investigation is to help improve patient safety in relation to the 
care of patients who have NHS-funded surgery in an independent hospital. It uses 
a real patient safety incident, referred to as ‘the reference event’, to examine issues.

 The NHS is a public body for the delivery of healthcare. Healthcare is also 
delivered by other bodies, such as those in the independent (also known 
as private) sector, including on behalf of the NHS. In the early stages of the 
COVID-19 pandemic a national agreement was reached to secure support from 
the independent sector to deliver more care on behalf of the NHS, including 
certain types of surgery.

 The reference event 

 Rodney, a man aged 58 who had previously been in good health, was diagnosed 
with bowel cancer. Plans were made for him to have surgery to remove part 
of his bowel. He was listed for laparoscopic (keyhole) surgery in an NHS 
Hospital. Before the operation his fitness for surgery was assessed (known as a 
preoperative assessment). His body mass index (a measure of body fat based on 
height and weight) was 17kg/m2, meaning he was underweight.

 Rodney’s initial surgery was cancelled and he was rebooked for surgery 5 days 
later at a nearby Independent Hospital. Local NHS cancer surgery had been 
transferred to the Independent Hospital because of new arrangements made in 
response to the COVID-19 pandemic. 

 On the day of his operation at the Independent Hospital, Rodney was asked to 
give his consent for open bowel surgery (rather than laparoscopic surgery). The 
change to open surgery was the result of guidance at the time around a potentially 
increased risk of COVID-19 transmission with laparoscopic surgery. The cancerous 
part of Rodney’s bowel was removed and the bowel joined back together.

 Following surgery Rodney made a slow recovery. Overnight into day 8 after 
surgery his condition deteriorated rapidly. It was decided that urgent transfer to 
the local NHS Hospital was needed so that Rodney could receive intensive care, 
as this was not available at the Independent Hospital. He also required an urgent 
scan of his abdomen.

 Rodney was transferred by ambulance and on arrival at the NHS Hospital was 
very unwell. A scan and subsequent surgery showed a leak in his bowel which 
led to sepsis and organ failure. Rodney succumbed to the infection and died later 
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the same day. A post-mortem examination commented that Rodney had been in 
a frail physical state, meaning that his ability to cope with infection would have 
been poor.

 The national investigation 

 HSIB received a referral describing an NHS-funded patient’s experience of inadequate 
surgical care in an independent hospital. In response HSIB undertook the investigation 
into the reference event, which was identified through the Strategic Executive 
Information System (a national database of patient safety incidents). 

 The reference event investigation identified safety risks that merited exploration 
at a national level, as there was the potential to learn lessons that could be 
applied across the healthcare system. The national investigation aimed to:

• explore the factors that support and inhibit implementation of NHS-surgical 
services in independent hospitals in response to dynamic situations (such as 
COVID-19) 

• examine the factors that support and inhibit the preoperative identification 
of clinical risk to NHS-funded surgery patients, and the optimisation of their 
physical condition before surgery, including a focus on frailty.

 The national investigation involved:

• observational visits and interviews with staff at NHS and independent hospitals 
across England

• interviews with national and regional stakeholders including those involved in 
healthcare commissioning, regulation and research

• analysis using safety science methods to explore the factors that contributed to 
the safety risks

• engagement with national bodies in the development of safety 
recommendations.

 Findings 

 NHS-funded surgery in independent hospitals

• The COVID-19 pandemic placed unprecedented demand on NHS and 
independent healthcare provision. 

• The capability and capacity of independent hospitals for the provision of surgical 
care was seen to vary across the country. 
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• National and local NHS organisations had limited understanding of independent 
hospitals’ capabilities. This resulted in variation in how independent hospitals 
were used during COVID-19. 

• With a move to integrated care systems (partnerships that co-ordinate 
healthcare services in a particular geographical area) there have been limited 
efforts to understand the capabilities of independent hospitals. This may 
undermine future relationships and understanding of how best to use resources 
at times of high demand.

• Some independent hospitals saw patients with increasingly complex conditions 
and undertook more complex operations during COVID-19. The increasing 
complexity was well managed where capability of the independent hospitals had 
been evaluated and addressed prior to implementation of new services. 

• Where pathways between NHS and independent hospitals were effective, it was often 
found that relationships between the hospitals had been longstanding and direct. 

• Other factors that created risks in NHS-funded surgical pathways between NHS 
and independent hospitals included: unclear roles and responsibilities; limited 
integration of information and communication systems; and variation in what 
surgery was deemed suitable for an independent hospital. 

 Preoperative assessment and optimisation

• There was variation in how preoperative assessments were undertaken across 
NHS and independent hospitals. This included what tests were ordered and risk 
assessments undertaken.

• The American Society of Anesthesiologists status classification system alone was 
used in some independent hospitals to decide on patients’ suitability for surgery 
and whether to escalate a patient’s case for discussion by a multidisciplinary team.

• Preoperative nutrition screening was inconsistent across NHS and independent 
hospitals. Examples were identified where it was not undertaken, or undertaken 
too late to allow any preoperative optimisation – that is, to make sure the patient 
was in the best possible nutritional state before their operation. 

• Remote preoperative assessment became the norm during COVID-19, but created 
risks when staff were not able to see the patient. Lack of video call facilities and 
staff preference meant assessments were commonly done by telephone. 

• There is no agreed clinical definition of frailty in patients under the age of 65, and 
no validated tools to assess people under 65 for frailty, either before surgery or in 
other fields of care. 
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• There is no consensus on the most impactful and best value model for care 
before, during and after surgery (perioperative care), with variation in care 
provision across the country.

HSIB makes the following safety recommendations

Safety recommendation R/2021/155: 
HSIB recommends that NHS England and NHS Improvement ensures that effective 
processes have been implemented in integrated care systems to identify local 
capability and capacity of their independent acute hospitals.

Safety recommendation R/2021/156: 
HSIB recommends that NHSX expands its work programme addressing the challenges 
associated with interoperability of information systems used in healthcare to include 
transfer of information between the NHS and independent sector in support of safe 
care delivery.

Safety recommendation R/2021/157: 
HSIB recommends that the Care Quality Commission reviews and appropriately 
develops its methodology for regulatory assurance of arrangements between NHS and 
independent providers for the provision of care across care pathways. This is to include 
any screening and risk management processes used to ensure the safe transfer of care 
between providers.

Safety recommendation R/2021/158: 
HSIB recommends that the Care Quality Commission incorporates regulatory 
assurance of surgical pathways between providers at a system level when developing 
its methodology for the regulation of integrated care systems.

Safety recommendation R/2021/159: 
HSIB recommends that NHS England and NHS Improvement reviews models of 
perioperative care for their value and impact. This should inform future work to support 
implementation of a standardised approach, based on evidence, across all healthcare 
providers that deliver surgical services.

Safety recommendation R/2021/160: 
HSIB recommends that NHS England and NHS Improvement establishes a process 
to ensure that findings of the National Institute for Health Research’s policy research 
programme into frailty in younger patient groups are reviewed and acted upon. 
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HSIB makes the following safety observations

Safety observation O/2021/130: 
In support of safety recommendation R/2021/155 it may be beneficial if 
independent providers of acute hospital services provided transparent and up-to-
date information about the capability and capacity of their hospitals to integrated 
care systems to inform local decisions about healthcare provision.

Safety observation O/2021/131: 
It may be beneficial if collaborating NHS and independent hospitals had clearly 
defined, accessible and usable procedures clarifying the roles, responsibilities and 
accountabilities of both hospitals when delivering NHS-funded surgical care in an 
independent hospital. These should be transparent to staff delivering and patients 
receiving care.

Safety observation O/2021/132: 
It may be beneficial if NHS and independent sector organisations delivering NHS-
funded surgical interventions reviewed their procedures and practice in light of the 
published 2021 guidance for ‘Preoperative Assessment and Optimisation for Adult 
Surgery’. Such a review should take into account:

• Individualised risk assessment using objective measures to support decisions 
about patient suitability for surgery and escalation for multidisciplinary review.

• Early nutritional screening to identify at-risk patients for expert assessment and 
optimisation.

• Risks and benefits of virtual preoperative assessment with defined local criteria 
for its suitability. 

HSIB notes the following safety action

Safety action A/2021/048: 
This investigation identified opportunities to improve the way learning from patient 
safety incidents involving NHS-funded patients is shared across independent sector 
providers. The Independent Healthcare Providers Network has developed and ratified 
an agreed process to support anonymous sharing of learning across its membership.

https://www.cpoc.org.uk/preoperative-assessment-and-optimisation-adult-surgery
https://www.cpoc.org.uk/preoperative-assessment-and-optimisation-adult-surgery
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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 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


