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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 2022.
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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 national reports were in progress when the COVID-19 pandemic 
significantly affected the UK in 2020 and 2021. Much of the work associated with 
developing the reports necessarily ceased as HSIB’s response was redirected. 

For this national report, the investigation was initially paused, but then restarted 
due to its association with COVID-19. The processes HSIB used to engage with 
staff and families had to be adapted. Changes are described further in this report.
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A note of acknowledgements 

We would like to thank Luke and his Mother, whose experiences are documented 
in this report. We would also like to thank the healthcare staff who engaged with 
the investigation for their openness and willingness to support improvements in 
this area of care.  

About Luke 

About this report 

Luke was born outside of the UK. When he was 18 months old, he was injured when 
he fell and hit his head on a stone step. The injury led to developmental regression 
(progressive loss of previously acquired skills) and, after moving to the UK, in 
early childhood, he was diagnosed as having a learning disability and associated 
behavioural difficulties. Later, at the age of 13, he experienced a second head injury 
in a car accident, which further affected his cognitive functioning.

Luke was later diagnosed with an organic delusional disorder (a mental disorder), 
type 2 diabetes, hypercholesterolaemia (raised cholesterol) and other causes of 
mental health distress.

During the investigation Luke spoke with investigators to share his experiences, 
jokes and practical jokes which are all part of his character.

This report is intended for healthcare organisations, policymakers and the public to 
help improve patient safety in relation to medicines omissions – that is, patients not 
receiving medicines that have been prescribed to them – in secure mental health 
units for people with learning disabilities. The report focuses on the main areas 
that contributed to a system in which medicines omissions were too common and 
prevention, identification and escalation processes were not robust. The report also 
highlights the range of work that is ongoing to improve the system.
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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
 
 This investigation explores medicines omissions (that is, patients not receiving 

medicines that have been prescribed to them) among patients with learning 
disabilities who are cared for in medium and low secure wards in mental health 
hospitals. The investigation focused on: 

• the environment in which medicines administration takes place

• the availability and use of learning disability nurses in these environments

• the skills required for nurses to help patients with learning disabilities be involved 
in choices about their medicines. 

 The investigation used the following real event, referred to as ‘the reference event’, to 
examine the patient safety issues associated with omitted medicines, specifically the 
effects of the built environment and the communication between staff and patients.

 The reference event 

 Luke was detained, through the justice system, in a medium secure ward of a 
mental health hospital. He spent 21 months on the ward before moving into a low 
secure ward at the same hospital, where he stayed for a further 11 months. Both 
wards were specifically designated for patients with learning disabilities. 

 During his time at the hospital, there were several periods when Luke was not 
administered the physical health medication that had been prescribed for his 
diabetes and high cholesterol. Luke’s medication record regularly noted that Luke 
refused the medication. However, Luke and his Mother disagreed with this version 
of events, stating that other factors led to Luke’s medication omissions.

 The national investigation 
 
 Luke’s Mother referred his story to HSIB to consider the issue of omitted medicines in 

the care of patients with learning disabilities being cared for in mental health hospitals.

 The investigation visited mental health hospitals in different areas across the 
country to observe work in practice, and compared older sites to new-build 
hospitals, reflecting on buildings guidance and the effect this has on patient and 
staff behaviour. The investigation has considered work that NHS England and NHS 
Improvement has started to review the relevant buildings guidance. The investigation 
has reinforced and strengthened this work through a safety recommendation.
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 The investigation noted the importance of staffing levels and skillsets for learning 
disability nurses and mental health nurses in medium and low secure units. Across 
the whole of the healthcare system there is a shortage of registered learning 
disability nurses. This has been recognised and highlighted by NHS England 
and NHS Improvement, and Health Education England. Mental health nurses are 
commonly used to fill rota gaps for learning disability nurses, without necessarily 
being given the right skillsets to do so. Communication methods are key to 
ensuring that patients comply with their medication regimes. NHS England and 
NHS Improvement, with Health Education England, has launched the ‘All-England 
plan for learning disability nursing’, which aims to ‘attract, retain, develop and 
celebrate’ learning disability nurses. The plan sets out a variety of short-term and 
long-term ambitions for learning disability nursing. The investigation was told by 
NHS England and NHS Improvement that all of these are subject to regular review. 

 NHS England and NHS Improvement told the investigation that the retention 
element of the All-England plan is linked to the wider nursing workforce retention 
strategy. The investigation heard from senior staff that this remains the most 
challenging element of the plan.

 Findings 

• The design, layout and décor of wards affected the behaviour of patients and the 
‘atmosphere’ on wards.

• Wards that resembled a living space, rather than a clinical environment, were 
considered by the investigation to have a calmer, happier atmosphere.

• Current guidance on ward design and layout did not reflect current clinical 
thinking in relation to medicine administration areas.

• The number of learning disability nurses recruited by the NHS each year is 
currently matched by the number of learning disability nurses leaving the NHS 
each year.

• NHS England and NHS Improvement has found the retention aspect of its All-
England plan for learning disability nursing (attract, retain, develop, and celebrate) 
harder to implement than the other three aspects.

• In the sites visited by the investigation it was common for registered mental health 
nurses to fill rota gaps for learning disability nurses.

• The competencies and skills of learning disability nurses and mental health nurses 
differ when considering how patients are engaged in taking medication. This was 
rarely considered when using mental health nurses to fill learning disability nurse 
staffing vacancies.
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• Electronic prescribing and medicines administration (ePMA) systems observed by 
the investigation were not interoperable with electronic patient records systems.

• In the observation sites the investigation visited, medicines omissions were not 
automatically alerted to the prescribing or Responsible Clinician (the clinician with 
overall responsibility for a patient being treated under the Mental Health Act).

• The number and descriptions of reasons for medicines omissions varied across 
ePMA systems and between hospitals.

HSIB makes the following safety recommendations

Safety recommendation R/2022/198: 
HSIB recommends that NHS England and NHS Improvement reviews and updates 
all health building guidance relating to learning disability secure units to reflect 
current clinical guidance on ensuring the design and layout provides a suitable 
environment for patients and staff. 

Safety recommendation R/2022/199:
HSIB recommends that NHS England and NHS Improvement develops the 
ongoing work to improve the retention of learning disability nurses, in line with 
the intent of the All-England plan for learning disability nursing.

HSIB makes the following safety observations

Safety observation O/2022/172: 
It may be beneficial if electronic prescribing and medicines administration (ePMA) 
systems were interoperable with electronic patient records (EPR) systems to allow 
details of medicines omissions to be alerted to staff automatically from the ePMA 
system to the EPR system.

Safety observation O/2022/173: 
It may be beneficial if user menus on electronic prescribing and medicines 
administration (ePMA) systems provided clear differences and reasoning for the 
categories used to record medicines omissions.

Safety observation O/2022/174: 
It may be beneficial if organisations that use mental health nurses to cover 
shortages of registered learning disability nurses review their clinical model and 
conduct a training needs analysis. The aim of this would be to identify skills 
or training requirements, to make sure mental health nurses have the relevant 
communication methods and strategies to assist patients with learning disabilities 
in taking their medication.
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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


