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Minutes of Advisory Panel 
Thursday 11 March 2021, 10:00-12:30hrs 

Microsoft  Teams 
 

Members present: Chair: Prof. Murray Anderson-Wallace (MAW), Health Systems Innovation 
Lab, London South Bank University 
• Farrah Pradhan (FP), Patient and public involvement advocate 
• Jennie Stanley (JS), Previous Lead Nurse at Patients First supporting 

whistle-blowers and Managing Director of a healthcare training company 
• Keith Conradi (KC), Chief Investigator, HSIB 
• Dr Mike Durkin (MD), Visiting Professor in Patient Safety, Imperial College 

London, and the University of the West of England 
• Patrick Vernon (PV), Citizens Partnership Chair 
• Richard von Abendorff (RVA), Family Campaigner and Advocate for 

learning and robust action in health care after avoidable harm 
• Steve Clinch (SC), General Secretary, Marine Accident Investigator’s; 

International Forum (MAIIF) 
In attendance: • Alison McLellan (AM), Head of Patient & Public Involvement/E&D 

• Cassandra Cameron (CC), Head of Policy ad Strategy, HSIB  
• Dr Kevin Stewart (KS), Medical Director, HSIB 
• Lynne Spencer (LS), Director of Corporate Affairs, HSIB 
• Dr Stephen Drage (SD), Director of Investigations, HSIB 
Minutes: Julia Blomquist (JB), Chief Investigator Office Manager, HSIB 

Apologies: • Dr Joe Rafferty (JR), Chief Executive of Mersey Care NHS Trust 
 
 

No. Item 
1 Welcome and Apologies 

 The Chair welcomed those to the meeting and apologies for absence were noted 
for Dr Joe Rafferty.  

2 Declarations of Interest (DoI) 
 LS received an amendment from MAW. It was agreed for good transparency to 

regularly update LS of any changes.  
 
Action: LS to develop new form and circulate to members to complete for 2021/22 

3 Draft minutes of the last meeting on 2 December 2020 
 The minutes of the previous meeting were approved as a true and accurate record 

and will be published on the HSIB website. 
 

4 Action Log 
 MAW presented the action log which was up to date and all actions completed. 

 
Comparison of Lay Remuneration 
AM, FP, and LS have compared lay contributors and submitted the paper to be 
discussed and reviewed by the Panel. A meeting took place to discuss which types 
of organisations to look at to benchmark against and researched those that have a 
lay strategy or involvement and what they were providing as a comparison. These 
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included regulators: NMC, GMC, MHRA who pay slightly higher and also NHSE/I 
and NICE who pay the same level as HSIB. The general consensus was to be in line 
with NICE and NHSE/I.  
 
FP raised at the last meeting it was never made explicit that due to changing to 
virtual meeting the fees would be reduced from £150 to £75. LS acknowledged this 
and as best practice moving forward, better communications will be provided. RVA 
raised that if panel members are spending additional time reading papers then was it 
possible to claim for a full day. LS agreed with this. RVA added whether members 
are expected to read each report they are sent, LS confirmed this is not expected 
and KC agreed that it should not be claimed for. MAW thanked AM for the research 
and completing this work. 
 
The Lay Remuneration fee was agreed. 

 
5 Chief Investigators update 

 KC informed the Panel since the last meeting HSIB have continued to work remotely, 
with face-to-face meetings taking place by exception for certain national and 
maternity investigations. There have been a few staff who left to temporarily support 
their trusts, in the first lockdown that was our policy for all seconded staff to, however 
this time we wanted to retain staff. SD had just returned from supporting his trust 
where he was highly needed, KS had also supported his trust but now both are back 
to full strength and all staff have returned.  
 
The national pipeline has been maintained and expecting to hit 22/23 investigations 
in 2020/21.The team reacted quickly to oxygen supply issues which had been raised 
and deployed investigators to a couple of sites with oxygen difficulty and produced 
the first interim report ten days after visiting the trust. The report produced good 
information for the sector and will continue with interim bulletins over the next few 
months. The Never Events report was well received, and we are now awaiting safety 
recommendation responses. Emergency Response to Heart Attacks report was due 
to be published that day and an investigation into intrapartum still births had been 
launched due to a significant rise in this. The maternal deaths report had also been 
published. Two other significant reports on the horizon; maternity annual review 
(required by the maternity directions) and a thematic review of responses to 
recommendations of early reports. This will include how we have made a difference, 
how the system can make more use of the reports and safety recommendations we 
publish, possibly through a safety management system at state level. This report is 
expected to be released in summer 2021.  
 
The maternity programme continues to meet the six-month deadline for 
investigations. The reports are being coded and analysed to find themes. Prof 
Walker recently gave evidence at the Select Committee and we are pleased with the 
recognition that the programme has been receiving and that it has become part of 
the landscape and environment. 
 
Louise Pye, Head of Family Engagement is informally helping and supporting 
Shrewsbury and Telford with family engagement following the Ockenden review. KC 
will also be giving evidence to the review panel on Southern Health in the next few 
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months.  
 
Progression has been made with the Investigation Education programme. There has 
not been any additional funding for this but have now recruited Senior Investigation 
Science Educators. We are halfway through delivering our first trial course to local 
trust investigators at Newcastle which are taking place virtually. The feedback will be 
useful for refining the course for all safety investigators; alongside this we are 
designing a course for the execs in trusts and clinical commissioning groups. This 
will ensure education of safety investigations at all levels to provide an understanding 
of what to do with outputs and recommendations for the actions needed. This will be 
a short half day course.  
 
At the recent Quarterly Accountable Review meeting the minister and DHSC were  
pleased with HSIB’s progress and KPIs. There are further discussions to take place 
on how maternity fits in with the Bill.  
 
Finally, two reports from The Norwegian Healthcare Investigation Board (Ukom) 
which were translated into English had been sent to HSIB. These were interesting 
reports and we want to work closely with that team and have more engagement to 
learn from each other on what has worked well and what has not. 
 
Action: JB to circulate Ukom reports to Advisory Panel 
 
Medical Directorate update 
KS has been in contact with Ukom’s Medical Director. Their Board had been set up 
very differently with legislation first. There are similarities in challenges and shared 
understanding which would benefit from joint learning and potentially publish a joint 
report in the future. 
  
In Spring 2020 we made a conscious decision to ensure we had publications that did 
not require a new investigation and did brief reports on PPE and brief bulletins. The 
Never Events report was analysed from findings in ten previous investigations and 
the strong systemic barriers. Covid-19 related investigations were prioritised due to 
the stress put on the system and this was well received from DHSC. Some of these 
reports were completed by the Intelligence Unit. 
 
Investigations Directorate update 
SD informed the Panel the national team have continued to progress high quality 
work despite the Covid-19 pressures. The investigation process has improved 
through feedback mechanisms from those who read our reports and members of the 
Citizens’ Partnership and have also implemented a quality assurance process. This 
is now an internal process where we effectively peer review reports as previously 
investigators did not read each other’s reports, however now each will be reviewed 
by others in the branch for feedback. There is interesting work to come on how this 
will be more effective and dovetail with recommendations. There is also ongoing 
work on recommendation responses with the NHSE/I Patient Safety team.  
 
The maternity programme is continuing to complete reports within six months, those 
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which are delayed are due to being out of our controls due to the complexity in the 
maternity sector investigating. The escalation process is coordinated and escalating 
appropriately to regulators outside of HSIB. The programme is meeting their KPIs 
despite the complexities. 
 
Within the investigation education programme, we are educating our own staff as 
well as external and are accessing safety science and human factors resources to 
support investigations.  
 
Corporate Affairs Directorate  
LS updated the Panel we have met our budget and need to be exemplar for 
governance. We have been delighted that all agenda for change contracts have 
gone from fixed term contracts to permanent. We have successfully implemented the 
HIMS system and maintained information governance and security as a priority. We 
have also invested in a CAMMS risk management system which has been a large 
improvement for us starting from a spreadsheet. AM is leading on an equality 
strategy with a new EDI group with 20 members from our workforce and are 
providing training on recruitment and conscious bias. AM has also completed a 
workforce report which was received at the Operational Management Team meeting, 
there are improvements to be made to address and improve protected areas which is 
a journey towards becoming more reflective. There is insufficient diversity in the 
investigation team, and we need to seek out and encourage other groups to apply for 
roles. LS is on the cultural intelligence group and is happy to do a presentation on 
cultural issues. The second staff survey took place in 2020 and a team is in place to 
focus on action plans to improve our culture. We have recently invested in a training 
and development mechanism for staff. Finally, we are now looking at what the future 
of business as usual will look like. 
 
The Panel were then given the opportunity to raise questions and contribute to the 
updates provided by the Directorates.  
 
MD felt the Never Events report was very good and asked questions that the system 
needs to answer and also highlighted the issue that KC raised on the integration of 
recommendations into action. MD was disappointed by the national response on the 
validation to put them into action, in terms of an oversight system at the 
commissioning level. With moving to an ICS approach, this will ensure elements of 
the patient’s journey is captured and queried who will be governing the ICS’ in terms 
of recommendations introduced by HSIB. There is a lack of a systematic approach 
and putting recommendations in place that have been published. Are we 
demonstrating that HSIB have an independent approach and how can the Advisory 
Panel give support to getting the organisational structure in place, so governance is 
seen as a key issue for next 3-4 years. MAW responded it is a critical and defining 
how the recommendations are been dealt with and campaigners are saying this is 
not good enough.  
 
SC added how do we know we are being effective, and a good initiative is needed to 
demonstrate whether the recommendations are working or not. SC queried how SD 
plans to assess effectiveness of responses to recommendations without coming 
across as a regulator. SD responded it is not our intention to go back and ask what 
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trusts have done with the recommendations and are working closely with NHSE/I for 
them to take this forward. A grade response for recommendations is being 
developed. We are also hoping to have a role with the National Patient Safety 
Committee.  
 
RVA questioned who the stakeholders are, what model do we use, are we looking 
internally at how these are managed and whose perspective are we drawing on. It 
was acknowledged this is a difficult and contentious area where issues and 
recommendations have been highlighted in reports from the past that have not been 
acted on. It was felt not adequate that no action has been taken and been wrongly 
implemented, this could be made stronger and more needs to be done. There is a lot 
of campaigning groups and it was queried if they have been approached to feedback 
on reports as they may want to make comments. KS recognised the frustration of the 
campaigning groups and agreed that we have to do work on the basis of findings and 
analyse these systematically and make recommendations. Regarding the Never 
Events report, it was an analysis of ten reports and presented findings where there 
are no strong systematic barriers and recommended these are put in. We have been 
learning over the last four years and becoming bolder in our recommendations and 
these will be developed and our outputs more forceful. Our strategy has always been 
to work hard at high quality safety investigations. We now have sufficient evidence to 
looks at improvements and why the level of accountability in the system has not 
happened. This led to the thematic report and will be looking at the role of an 
integrated safety management system, what is being done internationally and 
furthermore, what can we learn from other sectors.  
 
MAW felt focusing on robust approaches at local and regionally levels are the right 
conditions for improvement. The safety management system works when we have a 
positive impact on safety culture. The risk is asking regulators to be more effective.  

 
6 Update on White Paper & HSSIB legislation  

 

 MAW thanked the Panel for their comments on the paper.  
 
KC informed there is no further information on the future inclusion of the maternity 
programme. There was also a blanket that everything collected would be covered 
and protected from disclosure which we felt could cause us more problems and what 
we would collect would not be able to be shared i.e. factual information. KC has had 
discussions with DHSC in alternative approaches MAW felt the Panel need to 
underline key messages outlined in the paper and use their voices of influence to 
support it. KC confirmed once a draft is received it will be circulated to the Citizens’ 
Partnership and Advisory Panel highlighting the differences from the extensive 
briefing in 2019 to provide clarity.  
 
MD was aware of previous investigations in trusts or at regional/national levels where 
witnesses through different sources whether on social media or direct phone calls 
threatened individuals who were sharing information. MD applauded the use of 
campaigning to improve healthcare but finds it difficult when people are threatened 
and preventing giving comments or influencing, this is a deep issue with social 
media. JS has supported investigations with NHS trusts on freedom to speak up and 
applying just culture and has experiencing leading this. It was emphasised witnesses 
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need to be protected without being exposed and having a safe space is critical for 
HSIB moving forward, otherwise it could impede on areas.  
 
PV confirmed the Citizens’ Partnership agreed that it is important for voices to be 
protected. The recruitment for fully fledge members is not underway yet and with 
status of a Chair could help leverage and influence. A communications strategy may 
be required where both the Partnership and Panel can support implications and 
consequences of decisions.  
 
KC thanked the Panel for the clarity and alignment and that a combined approach 
will be important. CC informed in the previous legislation, there was an imbalance of 
HSSIB power of emulation with witnesses under threat of prosecution if they did not 
comply and inability to fully protect them, we would want this to be made explicit. 
 
MD felt a crucial element is the governing system, who is investigating the system, 
who has the ability for this and gives the authority and accountability. This needs to 
be across the ICS and overall system in terms of other ALB’s.  
 
 

7 Citizen Partnership Update / Co-working with AP  
 

 The Partnership are meeting monthly to start the recruitment process and focusing 
on what the future group will look like and the context of the White paper. It raised 
discussions on the role of the patient’s voice. The terms of reference were discussed 
at the most recent meeting and moving forward with a shadow structure. The group 
are aiming towards a workplan including different elements around referrals, 
stakeholder management and a patient voice model. Once the terms of reference 
have been developed further, these will be shared with the Advisory Panel for 
comment.  
 
MAW thanked PV for the update and the future of the advisory panel needs to be 
considered and kept under discussion of the boundary between the two groups. KC 
responded there will be a structural change following the Bill and are most likely 
looking at April 2023 for a formal HSSIB. 
 

8 Regionalisation Strategy & discussion  
 

 The Panel were asked to consider the criteria and requested their views on the 
strategy.  
 
KC provided an overview of the strategy and informed this will be a trial phase to 
gather as much evidence as possible from local investigations. These will be HSIB 
investigations and different areas and trusts will be selected. The trust will still have 
its obligations to do Serious Incidents (SI) and confirmed we will not be replacing 
this. Instead of large national investigations, this trial will help identify if there is a 
space for smaller level investigations. Local, regional, and national recommendations 
could be made depending on the evidence found. Nationally, we have an idea of 
patient safety risks that we want to look at and reference events. This process is 
different, we investigate and go where the evidence takes us and make 
recommendations where appropriate.    
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MD felt there was a great learning opportunity for improving local level and themes of 
developing exemplar models. MAW queried the criteria and whether families can 
request an investigation. KS agreed this should be considered. JS queried if going 
into a local trust who controls the narrative, KC responded these will be published 
similar to the national reports. PV felt it was an interesting aspect around ICS’ and 
will help to improve lessons learnt and for regional stakeholders to be more active to 
influence best practice. KC agreed and rather than restrict the output, be open to 
safety recommendations and observations at any level and see where the evidence 
leads to.  
 
 
MAW queried whether criteria for mental health homicide is being considered. KC 
confirmed we are not for the trial. There could be a state level investigation team at 
HSSIB who could undertake any investigation. KC also confirmed the local level 
investigations will count as national investigations towards the KPI’s. 
 
KC thanked the Advisory Panel for their continued support and contributions.  
 

9 Any Other Business 
 JB to arrange two Advisory Panels pre-Summer and in Autumn.  

 
Action: JB to arrange Advisory Panel meetings 
 
KC confirmed a virtual World Patient Safety Conference will take place in September 
2021.  
 

 Close 
 The meeting closed at 12:28hrs. 

Date of next meeting: Thursday 17 June 2021 14:00-16:00hrs 
 


