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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.

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 would like to thank the patient’s 
family for their time and support in 
sharing their experiences and allowing 
the investigation a valuable insight into 
the patient’s care. We would also like to 
express our gratitude to the healthcare 

professionals who cared for the patient 
and gave their time to assist with the 
investigation, providing open and 
honest accounts of events to support 
learning and improve patient safety.
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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 

This investigation explores the role of 
ward-based clinical pharmacy services 
in helping to identify medication errors 
in hospital. As an example, which we 
refer to as the ‘reference event’, we 
considered the experience of the patient, 
a 79 year old man, who was admitted 
to hospital following a fall at home. 
Sadly, the patient died in hospital after 
he experienced a medication error that 
contributed to his death.

Medication safety is an important 
responsibility for every member of 
the hospital-based multidisciplinary 
team. Research has shown that ward-
based clinical pharmacy services can 
play an important role in helping to 
support the multidisciplinary team 
to identify and reduce medication 
errors. However, ward-based clinical 
pharmacy provision in hospitals is 
often varied and its important role in 
helping to address medication errors 
may not be fully understood. 

The reference event

The patient, who was 79 years of age, 
had a fall at home on day 1. On day 3, he 
attended the emergency department at 
his local NHS Trust. The patient reported 
significant pain in his hip and a number 
of other medical conditions, including 
chronic kidney disease and high blood 
pressure. At the time of his admission 
the Trust was on Black Alert. This is the 
highest level of operational alert for 
NHS trusts and means that pressure on 
the local health and social care system 
is at such a level that there is increased 

potential for patient care and safety to 
be compromised.

On day 4, the patient was transferred 
from the emergency department 
to a medical assessment unit. His 
family reported that he was alert and 
orientated at the time of his admission 
to the medical assessment unit. 

While the patient was on the medical 
assessment unit, a medicines 
reconciliation was completed by 
a clinical pharmacist. Medicines 
reconciliation involves checking the 
medicines a patient is taking against 
those prescribed to ensure that the 
correct medicines are provided. This 
process confirmed that the patient was 
not prescribed or using warfarin, an 
anticoagulant medication used to thin 
the blood, at the time of his admission 
to hospital.

On day 5, the patient was transferred 
to the Trust’s older people’s ward at 
04:06 hours. While on the ward, he 
was noted to be prescribed warfarin 
and a warfarin medication chart was 
present in his records. This was an 
error and it appears that one of the 
patient’s identification stickers had 
been mistakenly attached to another 
patient’s warfarin chart. This chart 
had then become part of the patient’s 
medical records. 

The patient received four or five doses 
of warfarin before the medication 
error was confirmed by a ward-based 
clinical pharmacist on day 11. The 
patient subsequently developed internal 
bleeding and his condition deteriorated 
due to a number of factors. The patient 
died on day 21. An inquest concluded 
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that the bleeding he developed after 
being prescribed warfarin was a 
contributing factor in his death.

The national investigation

The Healthcare Safety Investigation 
Branch (HSIB) identified incidents 
relating to the incorrect prescribing of 
warfarin via ongoing monitoring of two 
national databases – the NHS National 
Incident Reporting and Learning System 
and the Strategic Executive Information 
System. The incidents highlighted the 
complexity associated with prescribing 
and administering medicines. 

High-risk medicines are those which risk 
significant patient harm or death when 
used in error. When errors occur in 
prescribing high-risk medications (such 
as warfarin) for older patients with 
multiple medical problems there is a 
significant risk of serious harm. However, 
such errors are not limited to high-risk 
medications alone and may impact on 
the prescribing and administration of 
any medication.

The aim of resilient healthcare is to 
improve an organisation’s ability to 
succeed under variable conditions, 
in order to improve the safety and 
performance of routine work. This 
requires staff and leaders to learn to 
recognise changing conditions, such 
as an increase the size or complexity 
of caseloads and know how to adjust 
procedures to match these working 
conditions while sustaining safety and 
performance. 

The provision of ward-based clinical 
pharmacy services can be a significant 

component of a trust’s healthcare 
resilience, as it can enhance the 
multidisciplinary team’s ability to 
prevent and identify medication errors. 
The investigation has considered 
whether ward-based clinical pharmacy 
services are resilient to the challenges 
created by operational pressures and 
the additional complexity associated 
with caring for older people. 

These considerations may be applicable 
to other staff groups presented with 
increased demand and patients with 
more complex needs when considering 
how such factors impact on the ability 
of staff to carry out their work. 
 

Findings

• Ward-based clinical pharmacy 
services can play an important role 
in helping the multidisciplinary team 
to identify and reduce high-risk 
medication errors.

• There is significant variation in 
how ward-based clinical pharmacy 
services are staffed, organised and 
developed.

• There is variation in the organisation 
and understanding of the role of 
ward-based clinical pharmacy 
services in the NHS between 
the point of initial medicines 
reconciliation and discharge. 

• The impact of a complex patient 
caseload or operational pressures 
on the ability of ward-based clinical 
pharmacy services to operate and 
adapt effectively is not well studied.
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• There may be a gap between the 
expected standard of pharmacy care 
and the care pharmacy services are 
able to deliver within the constraints 
of current systems and pressures. 

• Practical strategies should be 
developed to help address risks to 
the resilience of ward-based clinical 
pharmacy services to best use 
the pharmacy resources currently 
available within the NHS.

• There is a lack of evidence to support 
which models of pharmacy care are 
resilient and offer the most effective 
use of ward-based clinical pharmacy 
resources.

• There is not a consistent, shared 
understanding between NHS staff of 
medications that may be considered 
high risk or situations in which there 
is a higher risk of medication errors 
occurring.

• Pharmaceutical care of older people 
is a complex and increasingly 
demanding specialty that involves 
caring for patients at the greatest risk 
of medicine-related harm.

Recommendations and observations

HSIB makes the following safety
recommendations

Safety recommendation R/2020/087:
It is recommended that NHS England 
and NHS Improvement carry out 
work to understand and further 
define the work of hospital clinical 
pharmacy teams, including the period 
between initial medicine reconciliation 
and discharge, in consultation with 
relevant stakeholders.

Safety recommendation R/2020/088:
It is recommended that the 
Royal Pharmaceutical Society, 
supported by NHS England and 
NHS Improvement, should provide 
guidance on models of hospital 
clinical pharmacy provision. The 
guidance should provide information 
on the models’ ability to enhance 
safety and healthcare resilience 
and include consideration of the 
appropriate skill mix and experience 
within the clinical pharmacy team.

Safety recommendation R/2020/089:
It is recommended that the NHS 
Specialist Pharmacy Service 
should update its resource on the 
prioritisation of hospital clinical 
pharmacy services to facilitate the 
dissemination of developments in 
good practice and policy with respect 
to pharmacy prioritisation and the 
issues highlighted in this report.

HSIB makes the following safety 
observations

Safety observation O/2020/066:
Effective clinical pharmacy services 
have been evidenced to improve a 
range of measures linked to efficiency 
and patient safety in acute hospitals.

Safety observation O/2020/067:
Further integration of clinical 
pharmacy services within the MDT 
and within strategic decision making 
may improve a shared understanding 
of which medicines and situations 
place patients at greater risk of 
serious medication errors occurring.
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Safety observation O/2020/068:
Clinical pharmacy services should 
consider using validated tools to 
assist in prioritising pharmacy 
care and identifying high-risk 
medicines and high-risk situations for 
medication error. Where electronic 
medical record systems are used, 
such tools could be integrated into 
these systems to aid prioritisation. 

Safety observation O/2020/069:
Caring for older patients in hospital 
often presents a high-risk situation for 
medication errors occurring. Further 
efforts should be made to learn from 
technological developments and the 
organisation of pharmacy services in 
other high-risk areas of care that may 
improve system resilience in older 
persons care.
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© Healthcare Safety Investigation Branch copyright 2020. Any enquiries 
regarding this publication should be sent to us at enquiries@hsib.org.uk

WWW.HSIB.ORG.UK
@hsib_org

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 Fridays (not bank holidays) 
from 09:00hrs to 17:00hrs. 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


