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Abstract

Background The considered shift from individual blame and sanctions towards a commitment to system-wide
learning from incidents in healthcare has led to increased understanding of both the moral and epistemic importance
of involving those affected. It is important to understand whether and how local policy describes and prompts
involvement with a view to understanding the policy landscape for serious incident investigations in healthcare.

This study aimed to explore the way in which involvement of those affected by serious incidents is represented in
incident investigation policy documents across acute and mental health services in the English NHS, and to identify
guidance for more effective construction of policy for meaningful involvement.

Methods We conducted a documentary analysis of 43 local serious incident investigation policies to explore the way
in which involvement in serious incident investigations is represented in policy documents across acute and mental
health services in the NHS in England.

Results Three headline findings were generated. First, we identified involvement as a concept was conspicuous by its
absence in policy documents. Direct reference to support or involvement of those affected by serious incidents was
lacking. Even where involvement and support were recognised as important, this was described as a passive process
rather than there being moral or epistemic justification for more active contribution to learning. Second, learning
from serious incidents was typically described as a high priority but the language used was unclear and ‘learning’ was
more often positioned as construction of an arbitrary set of recommendations rather than a participatory process of
deconstruction and reconstruction of specific systems and processes. Third, there was an emphasis placed on a just
and open culture but paradoxically this was reinforced by expected compliance, positioning investigations as a tool
through which action is governed rather than an opportunity to learn from and with the experiences and expertise of
those affected.

Conclusions More effective representation in policy of the moral and epistemic reasons for stakeholder involvement
in serious incident investigations may lead to better understanding of its importance, thus increasing potential for
organisational learning and reducing the potential for compounded harm. Moreover, understanding how structural
elements of policy documents were central to the way in which the document is framed and received is significant
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for both local and national policy makers to enable more effective construction of healthcare policy documents to

prompt meaningful action.

Keywords Healthcare policy, Patient and family involvement, Incident investigation, Patient safety

Background

The publication of To Err is Human: Building a Safer
Healthcare System [1] was influential in prompting sig-
nificant and sustained prioritisation of learning from
safety incidents in healthcare. Consequently, in the
United Kingdom, the Department of Health sanctioned
a specific report [2] to understand the scale of serious
incidents in the National Health Service (NHS) (broadly
defined as unexpected or avoidable harm or death
[2]), and to demonstrate a commitment to capture and
respond to learning. Serious incident investigations have
become a prominent component of both national and
local healthcare safety management, reporting, and gov-
ernance systems worldwide [3, 4]. However, healthcare
governing bodies and organisations have grappled with
incident reporting and investigation systems that pro-
mote transparency and openness to learning about safety,
and to more broadly embrace a participatory approach to
investigations [3, 5].

Involvement of multiple stakeholders in serious incident
investigations

Increased focus on principles of transparency and open-
ness in incident reporting and investigation ostensibly
means healthcare organisations have a duty to involve
multiple stakeholders where appropriate. However, there
is little evidence to suggest that involvement is embed-
ded in current investigation practice [6-9]. Arguments
for involvement of patients and their families are often
presented from a moral standpoint, seeing involve-
ment as a mechanism by which organisations can dem-
onstrate commitment to openness and accountability,
support individual needs and re-establish trust [8, 10].
Notwithstanding this, research has revealed that even
when patients and family members are routinely involved
in investigations their contributions are often mini-
mised, particularly when they contradict the perspec-
tives of healthcare professionals [8]. Thus, involvement
based solely on moral justification might be experienced
as performative if patient and family contributions are
minimised or omitted with respect to potential for learn-
ing, and more generally where the needs of patients and
their families are minimised in comparison to those of
the organisation [9]. This may be particularly relevant if
emotional exchanges are discredited, with strong emo-
tion assumed to cloud vision and minimise the value of
any experience or testimony [3]. Inclusion of all stake-
holders because it is the ‘right’ thing to do is important,
but an unintended consequence of involvement based

on this alone is compounded harm, where patients and
families feel there is little, or no value assigned to their
experience.

Increasingly, evidence suggests that there is also con-
siderable epistemic justification for involving multiple
stakeholders in incident investigations; justification based
on contribution to knowledge of, and learning about,
an incident. Traditionally, healthcare staff are assumed
to provide valuable knowledge and insight which can
inform learning about serious incidents and healthcare
service improvement [3, 11]. However, there is increas-
ing recognition that where incident investigation systems
are designed to prompt organisational learning, all stake-
holders should be considered as experts who can provide
valuable knowledge and experience even (and arguably
especially) where those experiences might be divergent
[3, 6, 11]. Where learning is understood to be a social and
participative process that involves people deconstructing
and reconstructing their understanding of shared knowl-
edge of different aspects of the system [5], consideration
of different experiences is imperative to this process. As
such, creating space for multiple perspectives without
prioritising specific voices arguably may provide oppor-
tunity for effective and meaningful organisational learn-
ing in addition to the moral justification of facilitating
reparation and trust-building [8, 10, 12].

Despite recognition that involvement of multiple per-
spectives in serious incident investigations can be a chal-
lenging undertaking, especially where those perspectives
are divergent [3], the consequences of not doing so can be
significant. Silencing or minimising particular voices dur-
ing the investigation process can hinder learning, and the
feeling of not being heard or valued can destroy opportu-
nities for reparation, and intensify grief, harm, isolation
and anger for all involved [3, 10]. Thus, the risk of com-
pounding harm through moral injury or ‘epistemic injus-
tice’ [13] suggests that the benefits of embedding active
involvement of all those affected in incident investigation
practices and procedures far outweighs the challenge.

Serious incident investigation policy and practice

Healthcare policy documents are conceived of as a vehi-
cle through which organisational values can be repre-
sented, using specific language to define and legitimise
action with respect to these, and broader social, values
[14, 15]. Local healthcare safety and investigation policies
are most often directed by centrally constructed national
policy designed to outline a set of national expected stan-
dards for a particular process or course of action. Thus,
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development or reform of local policy is expected to both
incorporate, and make contextually appropriate, national
governance directives.

From March 2015 up until the publication of the
Patient Safety Incident Response Framework (PSIRF)
in August 2022, the national regulative framework gov-
erning investigations after serious incidents in the Eng-
lish NHS (the Serious Incident Framework) specifically
centred organisational learning with a view to prevent
incident recurrence as the primary focus of an incident
investigation [16]. Within the Serious Incident Frame-
work [16] there is some reference to involvement and
support of those affected by an incident pertaining to
principles of openness, transparency, and accountabil-
ity, but the policy falls short of underlining the epistemic
importance of gathering different perspectives for learn-
ing. Despite evidence of both moral and epistemic value
in involvement of all stakeholders in incident investiga-
tions [3, 11, 17], the Serious Incident Framework inves-
tigation policy assigns moral value to patient and family
involvement for purposes of reparation, whereby epis-
temic value is readily assigned to involvement of health-
care staff perspectives to support learning [16].

Although the espoused function of local incident inves-
tigation policy is to outline the defined practices and
procedures of the investigation process, there is little to
support local policy makers to represent and effectively
communicate a maelstrom of information that includes
organisational values, current evidence, and expecta-
tions set by national governing bodies [14]. Despite the
expectation that careful, evidence-based judgements
are employed when translating organisational values
into local governance structures, policy making is often
a messy and difficult collective dialogue based on influ-
ence, power, and individual and collective interpretations
[14]. Moreover, policy making often occurs at a manage-
rial level, and very rarely involves those that are expected
to comply with it or those who will be affected by it.
Where there is increasing evidence of both the moral and
epistemic importance of involvement of patients, fami-
lies, and healthcare staff when things go wrong in health-
care, it is important to understand whether and how local
policy describes and prompts their involvement in seri-
ous incident investigations with a view to understanding
the policy landscape for this activity. Although we cannot
assume that a well-written policy will always be trans-
lated into practice (or indeed vice versa) [15], policy doc-
uments represent modelling of organisational intentions
for those people responsible for their enactment.

Aim

This study aims to explore the ways in which involve-
ment of those affected by serious incidents is represented
in investigation policies across acute and mental health
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services in the English NHS, and to provide guidance for
policy makers to prompt more meaningful principles of
involvement through effective construction of policy.

Methods

Design

This study uses qualitative documentary analysis [17] of
policy documents to map out the policy ‘landscape’ of
involvement in serious incident investigations at a local
level under the Serious Incident Framework [16].

Data sampling and collection

To ensure a proportionate representation of NHS trust
policies, we randomly sampled 50% of all acute non-
specialist and specialist trusts and mental health trusts in
England (n=103) to include in the documentary analysis
from a publicly available list [18]. This approach intended
to obtain a sample which reflected variation in a range of
criteria from geographic location and trust size, to teach-
ing and foundation status. Through this sampling method
we aimed to obtain enough policy documents to facilitate
an in-depth synthesis and interpretation.

We requested from trust governance, risk manage-
ment, or patient safety teams, any current policy docu-
ments relating to serious incident investigations or
investigations following adverse events. Trusts were
asked for their most recent policies, and informed that
documentation could be redacted prior to being sent to
the research team if appropriate or necessary.

A single researcher (SM) telephoned the clinical gov-
ernance team at each of the randomly sampled trusts
(n=103) in the first instance to ensure transparency,
provide more information about the wider study, and to
obtain the details of the most appropriate contact from
whom to request the policy documentation. An email to
the named contact directly followed the initial phone call,
and non-response was followed by an email reminder one
week later. If there was still no response, the researcher
made a follow-up phone call one week later, followed by
a second email reminder which included a deadline for
documents to be returned. Correspondence occurred
between November 2019 and February 2020.

Due to a lower response rate than expected from this
direct contact with trusts (nz=21), researchers con-
sulted the project academic Steering Group. Members
of the group advised that these policy documents may
be publicly available. Three researchers (SM, GL, KL)
searched online (search engines and trust websites) for
policy documents from trusts that had not responded
to the initial contact. This additional search strategy
yielded a further 22 policy documents. For all other non-
responding trusts, researchers found that incident inves-
tigation policies were either not available through the
trust websites or were available but out of date. This is
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particularly pertinent to report given Bowen [17] noted
that the procedures that researchers follow during doc-
umentary analysis are often poorly described in applied
health research, raising particular questions about
incomplete collection of documents. We were thus par-
ticularly mindful of ‘biased selectivity, but our ability to
collect the planned document numbers was restricted by
organisational response and management of their public
documentation.

Data analysis

Documentary analysis is recommended as a systematic
procedure for reviewing and evaluating documents to
elicit meaning, gain understanding and develop knowl-
edge [17]. We followed the three steps of a qualitative
documentary analysis as instructed by Bowen [17]: skim-
ming, reading and interpretation.

Three researchers (SM, KL, JOH) identified relevant
and meaningful excerpts of text within policy docu-
ments, and salient information was separated from that
not considered pertinent [17]. For this paper, that meant
understanding which parts of the document were both
explicitly and implicitly linked to involvement. We were
particularly interested in how trusts outlined the pro-
cess of involvement for patients, families, and healthcare
staff in their policies, and more generally how the policy
documents were constructed and information about
involvement represented within the wider context of the
document. A more focused re-reading of the policy doc-
uments was then carried out by the same three research-
ers to explore meaning. To ensure a level of objectivity
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(fair representation of the policy documents) and sen-
sitivity (representing and responding to subtle cues to
meaning) several analysis sessions were held where the
research team (including all authors) came together to
discuss meaning, structure the emergent findings and
refine the headline findings. The analysis was not struc-
tured around an existing theoretical framework, thus our
exploration of the concept of involvement within the pol-
icy documents was wholly inductive. To situate our find-
ings further, a reflexive commentary is provided (at the
end of the Results section).

Results

In total 103 randomly sampled trusts were contacted, and
documentation received from 21 organisations (response
rate=19.42%). This, combined with our online search
(n=22), resulted in a total sample of 43 policy docu-
ments, which represented 19.41% of acute non-specialist
and specialist trusts and 25% of mental health trusts. 53%
of the policies sampled were from NHS trusts with Foun-
dation status. Geographical spread across the sample
was generally representative, with policies from trusts
in South East & London (26%), North East & Yorkshire
(21%), the South West (19%), the Midlands (14%), the
South Coast (11%) and the North West (9%).

Information relevant to our aim of understanding the
current ‘landscape’ of involvement in serious incident
investigations was housed in a range of incident report-
ing and investigation policy documents. Figure 1 outlines
the different policy documents and additional documents
returned from our initial searches. Our analysis focused

Types of document returned

J

Policy documents

Incident
reporting and
management

Incident
reporting and
investigation

Incident
management

7 1 10

Incident )
investigation Inade_nt
and reporting

management .

i

Serious
incident
policy procedure

Y

Additional documents

Standard

operating Rebols

template

7 2

Linked policy
documents

4

Fig. 1 Policy documents returned from searches. All policy documents returned by Trusts and from online searches, grouped by document type
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solely on content relating to the serious incident inves-
tigation process, and how involvement was embed-
ded within this, regardless of the scope of the policy
document.

Descriptive information for each sample text was cap-
tured to contribute to our understanding of where the
policies sit at a local level. Figure 2 illustrates the policy
authors and the organisational teams or directorates
under which the sampled policies sit. Although not spe-
cifically drawn into our analysis, we feel this information
is particularly pertinent to provide insight into where
the responsibility for local serious incident investiga-
tions generally sits in NHS organisations, and thus where
the responsibility for embedding involvement into local
investigation processes commonly lies.

Theme development

Skimming of policy documents identified three ini-
tial domains of interest (patient & family involvement,
organisational learning, and organisational support for
investigative processes), and further reading of the main
body text of each policy document identified another
two domains of interest pertinent to the specific aims of
the analysis — staff involvement and reputational dam-
age (including reference to legal teams, litigation, and
media). Initial coding of policy documents was related to
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these domains of interest (SM, KL, JOH), and research-
ers subsequently came together in more in-depth analysis
sessions. In these sessions researchers articulated their
individual coding of specific policy documents, and col-
lectively navigated the coding of all policy documents
to construct meaning and generate themes. Three head-
line findings were identified: ‘the conspicuous absence of
involvement, ‘learning: ticking a box or a route to mean-
ingful change?, and ‘you must be ‘just’: being open or a jar-
gon smokescreen?!

The conspicuous absence of involvement

When compared to the weight given to the rest of the
document, direct reference to support or involvement
of those affected by serious incidents was distinctly
lacking. Even in those policies that expressly directed
continued involvement of patients or family members,
and recognised potential support needs, involvement is
described as a passive process of providing information
to them, rather than inviting them into the investigation
as ‘experts’ or partners in the process, able contribute
to organisational learning. There is no reference to this
more active involvement across any of the documents;
involvement where referenced is something to be done
‘to’ patients and their families, as opposed to ‘with’ them.

Policy documents

Authors

Patient safety Associate director of
manager governance and risk
15 7
Governance, risk and
patient safety Clinical risk lead

manager
6

Head of quality and Head of clinical
safety governance
3 2

Quality assurance
lead
2

Deputy chief nurse
1

Assistant medical Head of legal
director services
1 1

Chief nurse Medical director
10 7
Director of nursing Executive director of
and quality nursing, AHPs and
7 midwifery

5

Patient safety Head of quality and
manager safety
4 4
Director of clinical q
Risk manager
governance
A 2

Fig. 2 Policy document authors and directorates. Professional roles of the authors of each of the returned policy documents, and the Trust level director-

ates under which the serious incident investigation policy documents sit
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“Patients and their families are to be told about
patient safety incidents that affect them, receive
appropriate apologies, are kept involved about
investigations and are supported to deal with the
consequences.” Policy A-L-01

“Early consideration must be given to the provision
of information and support to patients, relatives and
carers and staff involved in the incident, including
information regarding support systems which are
available to patients, relatives, visitors or contrac-
tors...” Policy MH-S-03

“Arrangements may need to be put in place to sup-
port patients and family members through the
investigation process and sharing of the outcomes of
investigations” Policy A-NE-02

Support for healthcare staff involved in an incident was
given increased weighting across the majority of policy
documents when compared to that of patients or their
family members but was still limited when considered
alongside other sections of the document. Despite this
extra weighting, staff support was limited in scope, most
often focused on support after the incident itself or shar-
ing feedback after an investigation, rather than involve-
ment during the investigation process.

“Staff often need support after an incident. It is
important that individuals should not feel isolated
after an incident. The Lead Investigator must satisfy
themselves that the Divisional Management Team
have taken steps to ensure that adequate support
mechanisms have been made available to staff” Pol-
icy A-NW-02

“provide feedback to staff involved in/affected by an
incident once an investigation has been completed”
Policy MH-SW-01

In most policies, the language pertaining to involvement
or support is technocratic, framed as a passive, didactic
process of providing information as opposed to a morally
justified collaborative and relational interaction. Despite
increasing evidence of the epistemic justification for
involvement to support more effective learning through
different perspectives of the same incident, very few poli-
cies suggested this level of active involvement of patients,

Page 6 of 11

their families or healthcare staff. Even for those policies
that did reference more active involvement, this was
based on patients, families and staff providing a contri-
bution at a specific point in the investigation rather than
active and continued involvement throughout. Moreover,
some policies suggested that effort to involve patients,
families and staff should be proportionate to the level of
harm caused by the incident and the learning potential
those affected can provide, rather than a fair and equita-
ble process defined by a duty of care.

“When the Lead Investigator for the SI (Serious Inci-
dent) has been identified the patient or relatives will
be offered involvement in the investigation to include
their perspective of the SI. This can be in written
form or by being offered a face-to-face meeting by the
investigation team.” Policy MH-YH-02

“Staff, patients, carers and families and members
of the public are provided with appropriate support
throughout the investigation process and are able to
contribute towards learning (effort is proportional to
the incident outcome and learning potential).” Policy
A-YH-02

There was absence across all policies of specific justifica-
tion or guidance to inform those leading investigations
as to why and how to include involvement of any stake-
holders in the investigation process beyond the scope
of formally sharing experiences. Further, the tone when
referencing involvement often represented a specific
directive linked to additional governance or mandated
processes such as Duty of Candour or complaints and
litigation.

“The Trust meets its obligations under the
Duty of Candour in the incident management
procedure’Policy MH-M-02

Interestingly, the positioning of reference to involvement
and support across all policies was framed similarly. Poli-
cies were generally structured to prioritise scope, pur-
pose, and responsibilities. Thus, reference to involvement
and support was often positioned at the end of the policy
document, despite openness and transparency explicitly
presented as the key values upon which investigations
should be undertaken. The juxtaposition between the
proportion of the document relating to roles and respon-
sibilities and that relating to stakeholder involvement
or support was particularly striking, and suggestive of a
hierarchy of importance within the policies.
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Learning: ticking a box or a route to meaningful change?

The majority of all policy content focused specifically
on the need to learn from incidents. Most policies begin
with a similar reference to learning as the most important
outcome of the investigation process, often directly mir-
roring the statement of purpose included in the national
Serious Incident Framework [16], despite the otherwise
marked variation between local policy documents.

“to ensure that Serious Incidents are identified cor-
rectly, investigated thoroughly and, most impor-
tantly, learned from to prevent the likelihood of sim-
ilar incidents happening again’” Policy MH-SW-01

“Serious incidents in health care are events where
the potential for learning is so great, or the conse-
quences to patients, families and carers, staff or
organisations are so significant that they warrant
our particular attention to ensure these incidents
are identified correctly, investigated thoroughly and,
most importantly, trigger actions that will prevent
them from happening again.” Policy A-NE-03

Beyond this statement outlining organisational learn-
ing to prompt improvement in services as the primary
purpose of the investigation process, policies reference
construction of recommendations or action plans as the
‘learning’ from an investigation.

A clear analysis of the incident then allows for cre-
ation of effective recommendations and actions to
minimise future re-occurrence.” Policy A-L-01

“Oversee the development of action plans that
respond to the report recommendations and receive
assurance that all actions are complete” Policy
A-YH-02

Policy documents fluidly moved between using learning
as a noun (learning as an outcome to be achieved) and
a verb (learning as action), resulting in a level of confu-
sion throughout documents about what learning in this
context actually means. This lack of consistency perpetu-
ates the idea that the learning output of the investigations
process is a set of arbitrary recommendations or actions,
rather than learning being central to the process as a col-
laborative deconstruction and reconstruction of knowl-
edge based on different perspectives. Policies at best
suggest material rather than epistemic change, and thus
retain power for change and improvement within the
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organisation rather than making clear the learning poten-
tial of active involvement. Moreover, reference to action
plans, recommendations and learning across all policy
documents was aligned only to organisational staff; there
was no reference to patient or family involvement to this
process, or the potential for them to be involved in these
discussions.

“[Staff will] engage in learning and outcomes from
investigations. Policy MH-S-01

“[The incident review group will] produce a lessons
learnt newsletter setting out key themes, trends and
learning from investigations. This will give informa-
tion on key learning and topics of interest, highlight-
ing key information staff need to be aware of” Policy
A-L-02

You must be ‘just’: being open or a jargon smokescreen?

All sampled policies included statements pertaining to a
‘just and open culture’ with exhortations to support staff,
often followed closely by reference to expected compli-
ance with investigative process and threat of disciplinary
action. The jarring juxtaposition between these two posi-
tions, which are not compatible, is indicative of the tonal
disharmony throughout the sampled policies. It is also
representative of a lack of clarity over what the policy
document represents; whether this is a document to sup-
port action, or a document that is used to guide judge-
ments on compliance retrospectively.

“The policy supports the approach taken by the NHS
in changing the culture of blame, to one of promoting
learning from a fair and transparent investigation
into adverse events” Policy MH-NW-04

“Failure to comply with this policy could result in
disciplinary action” [All policies had a sentence to
this exact effect]

Despite reference to just, open and fair culture in all poli-
cies, the general tone of the body of policy text was, in
parts ‘legalese; and bureaucratic throughout. Reference is
made in sampled documents to monitoring, compliance
and contractual duties, often positioning the policies as
mandates from organisational management. Such tonally
contradictory language undermines the initial message of
the policy, and its espoused aim and purpose, of an open
and transparent learning process. In addition, the focus
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on compliance, although targeted at staff, removes the
idea that involvement of any affected parties is for any
reason other than a mandated process.

“The incident review group should monitor compli-
ance with Duty of Candour” Policy MH-M-02

“Compliance with this policy will ensure that inci-
dents are systematically identified, recorded,
reported to management and appropriately investi-
gated” Policy A-S-03

This tonal incongruity within policy documents seemed
to suggest a policy making process ‘by committee’ both
literally, and figuratively. At a literal level, all policies
analysed were managed and sanctioned by a committee
of Trust managerial and executive staff so lack of tonal
congruence could arguably be due to different perspec-
tives of different individuals, and their individual role
within the governance process. At a more abstract level,
local incident investigation policies become an amalgam
of other local and national policy documents relevant to
healthcare incidents and investigations. As such, a ‘cut-
and-paste’ approach to key elements of the policy docu-
ments, including the policy purpose and local, national,
or legal mandates for learning and involvement, set the
tone on which the rest of the policy is then constructed
and, to a point, enacted.

Research team reflexivity

By virtue of policies being publicly available documents,
the process of gathering sampled trust policies should
have been straightforward. However, it represented a
strange hinterland of data gathering. Policies were either
easily found or quickly and generously provided, or they
were shrouded in difficult to navigate websites, intranet
files or internal processes such as Freedom of Informa-
tion or redaction.

As a research team, we assumed that analysis of poli-
cies would be a relatively straightforward process, with
significant levels of repetitive content. In fact, the pro-
cess of analysis was an emotional experience. Reading
the policy documents was often overwhelming due to
their size and tone and led us to reflect particularly on
how these documents would be received by members of
staff, but also by patients and families going through the
incident investigation process given they should be pub-
licly available. The dominance of roles and responsibili-
ties leaves the reader wondering what the purpose of the
policy is. Is it to prompt appropriate action following a
serious incident, or to assign blame for policy ‘violations’
after the fact? Certainly, it did make the reader feel the
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weight of the ‘organisational gaze’ on activity following
serious incidents but left little feeling of care or support.
The tonal incongruence also elicited a sense of powerless-
ness or fear about the process, and about the potential for
blame or disciplinary action. Although there was a varied
level of emotional response across the policies sampled,
there was not a single policy document that did not elicit
some level of concern or nervousness.

Although all researchers had a clear understanding
that policy documents are organisational documents,
minimising the importance of involvement and support
of patients, families and staff in the investigative process
was particularly stark. Given the perspective gained from
our wider research project on the compounded harm
experienced by these different groups following serious
incident investigations, the lack of understanding of the
importance of involvement relative to their needs, or the
perspective their input could bring, elicited significant
emotional response.

Discussion

Despite local policy being informed by a single national
framework document [16], we found considerable varia-
tion in the construction of local serious incident inves-
tigation policies. Clarity and consistency in both the
espoused aim of the policy and specific actions within
were generally lacking. The language and ordering of the
documents were a powerful indication of the position
and motivation of those writing the policy as opposed
to publicly professed organisational values e.g., patient-
centredness and a commitment to systems-level learn-
ing. Policies included only vague reference, if any at all, to
active involvement of those affected by a serious incident,
more often making passing reference to the importance
of support or passive provision of information. Further
the juxtaposition between an espoused culture of open-
ness and transparency for the purposes of learning, and
the bureaucratic language related to compliance and
duty, made it difficult to determine the scope and pur-
pose of policy documents.

Publication of seminal patient safety reports over
20 years ago prompted a national commitment in the UK
NHS to move from a culture of punitive individual sanc-
tions following serious incidents in healthcare, towards a
culture founded on meaningful organisational learning
[1, 2, 19]. However, more recent evidence suggests fear
of potential blame and career concerns mean it is still
professionally safer for some healthcare staff, particularly
those in lower positions within the hierarchy of power, to
overlook, distance themselves from or defensively justify
safety concerns or serious incidents [5, 20]. The juxta-
position between an espoused commitment to a culture
of safety and system-level learning, and the intention of
the general body of policy documents being to direct the
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behaviour of individuals within the system to produce a
set of often arbitrary recommendations, gives insight into
the rarity of identifying wider systemic factors related to
serious healthcare failures [5, 19]. We would argue that,
to demonstrate commitment to organisational learning
at a policy level, the linguistic use of the term ‘learning’
must be transformed, with an explicit definition or out-
line of what learning in the context of incident investiga-
tions means. Rather than learning being represented by
delivery of a set of recommendations to be disseminated,
learning should be repositioned as a social deconstruc-
tion and reconstruction of shared knowledge [5]. That is,
we argue that learning should be reframed as a collabora-
tive scrutiny and reconstruction of systems and processes
to first understand how care is delivered and experienced,
and then try to re-organise it in ways that help to prevent
re-occurrence of specific incidents. Making this transfor-
mational shift towards systems-level learning naturally
requires a level of flexibility which policy often lacks.
However, allowing for more flexible and collaborative
response to incidents would not only represent a demon-
strable shift away from a culture of blame, but it would
arguably increase the likelihood of early warning signs
and wider systemic issues being identified and rectified.

Such a shift in the use of language would also demon-
strate organisational commitment to learning as a par-
ticipative process. By repositioning what is meant by
learning, policy makers have the opportunity to shift the
process of information gathering. Traditionally, requir-
ing enough information to deliver a set of often arbitrary
recommendations leads investigators to default to infor-
mation gathered from ‘expert’ witnesses, or those who
can provide locally appropriate and first-hand knowledge
about the incident and the specific clinical or care pro-
cesses related to it [3]. This often prejudices the voices of
those who have knowledge of clinical and organisational
process over patients and families who are not considered
‘expert knowers’ in this context. Clearly defining learning
as a participative process would arguably give ‘permis-
sion’ to those doing investigations to explore multiple
perspectives. That is, it would position all those affected
by incidents as ‘expert knowers’ in their own right, each
with potentially valuable insight, without judgement or
value based on clinical expertise, local understanding, or
indeed their emotional response to an incident.

A more collaborative approach to organisational learn-
ing also represents a clear shift towards a ‘just culture’ It
is widely acknowledged in patient safety research and in
both national and local healthcare policy that commit-
ment to a ‘just culture’ encourages openness, leads to
more sensitive treatment of those involved in or affected
by safety incidents, and leads to more meaningful learn-
ing [21]. Actively involving patients, families and staff
can contribute different perspectives on, and knowledge

Page 9 of 11

about, the incident and the wider system [8, 22, 23].
However, there is also a moral justification that more
active engagement and involvement of those affected by
an incident can repair trust and reduce secondary harm
[8, 22, 23]. Although we found policies clearly include
standard statements of intent towards building a ‘just
culture’ and principles of openness and transparency,
we would argue that these principles must permeate the
document as a whole. That is, to operationalise policy as
an explication of organisational and social values, policy
makers must clearly understand their ‘justice position’
and be willing to understand that of all those affected
by incidents. Three key conceptions of justice have been
highlighted as particularly evident in, and important for,
patient safety and incident response: ‘justice as facing
sanctions’; ‘justice as no blame or qualified blame’; and
‘justice as repair’ [21]. Although questions remain about
how to balance the tensions between, and different inter-
pretations of these different conceptions of justice, this
must be acknowledged as a starting point in the demysti-
fication of ‘just culture’ as a tokenistic statement of intent
in policy.

Our findings suggest that local policies under the Seri-
ous Incident Framework [16] are a conflation of these jus-
tice positions. It is unclear whether this is because those
writing them do not understand or cannot articulate
what their ‘justice conception’ is, or that indeed, they are
currently trying to operationalise activity that cuts across
different views of what a ‘just’ response to incidents in
healthcare should be. We contend that those construct-
ing policies would benefit from thinking about how and
where to emphasize particular conceptions of justice to
construct and deliver policies with ‘just culture’ at their
core, rather than devaluing intentions of ‘just culture’
through messages of compliance, discipline, and passive
involvement. This is particularly important for healthcare
staff, who are in the unique position among all stakehold-
ers in that they might be both affected by a specific inci-
dent, but also expected to comply with the structures that
govern, and activities that guide an investigation. There-
fore, contradictory statements on justice and compliance
might prompt fear or feelings of disempowerment against
the system in a way that would not be true of other stake-
holders in the process. However, understanding the sig-
nificance of different concepts of justice throughout the
investigative process also has implications for patients
and their families. We assert that policy makers must also
consider a ‘just’ organisation as one that is committed
to the moral value of reparation through accountability,
openness, active involvement and a willingness to listen,
and assign epistemic value to, multiple perspectives.

Considering the potential elicitation of strong emo-
tional response to policies, policy makers must consider
the power of linguistic strategies that prioritise action
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over judgement to demonstrate a commitment to care
and system-level learning and avoid contradictory tone
and structure that suggest a culture of individual account-
ability and blame. Where patient and family voices are
too often discredited [3], and healthcare staff remain ner-
vous about the consequences of healthcare incidents [5],
organisational managers and executives are not likely to
be similarly vulnerable [24, 25]. In fact, healthcare man-
agers and executives are more likely to be held to account
for not prioritising organisational reputation, CQC rat-
ings or cursory standardised measures of safety (e.g. falls,
pressure ulcers) than they are for not prioritising mean-
ingful organisational learning after an incident [25]. Thus,
a more considered reflection of justice position in policy
becomes a mechanism by which action is directed to pro-
tect the well-being of those involved in safety incidents,
and to prompt inclusion to achieve organisational learn-
ing in its truest sense, rather than simply a tool through
which action is governed.
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Study limitations

The scope of this analysis is limited as we have focused
our exploration on a specific type of healthcare policy
document and, relative to the number of potentially
available policies, our sample size was small. Broadening
the scope would possibly have furthered our understand-
ing of construction of healthcare policy more generally,
however we are confident that the focused nature of our
analysis provides extensive learning for policy making at
both a national and local level related to investigations
after serious healthcare incidents. A larger sample size
might have increased our understanding of the wider
landscape of local policy, but the similarities across poli-
cies analysed means we have confidence that our find-
ings can inform development and shaping of local serious
incident investigation policy.

Conclusion

Our findings provide insight into the governance of seri-
ous incident investigations in NHS acute and mental
health trusts under the Serious Incident Framework [16],
and how involvement of key stakeholders in the inves-
tigation process is represented in policy. As a result of

Outline a clear purpose for the document before writing; whether to
facilitate action or to be used as a governance tool, this purpose must be

clear and consistent throughout.

Involve people who do the work, as well as patients and families, in

policy construction.

Think about how to support learning as a process and not just an

outcome.

Consider the weighting given to, and position of, different sections of the

document.

Simplify process and language where possible.

Maintain consistency in tone, language and message throughout.

Fig. 3 Recommendations for policy makers. Drawn from this analysis, these recommendations aim to support policy makers to construct and shape

more meaningful patient safety policy
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our analysis, we have developed a set of key recommen-
dations for healthcare safety policy makers to consider
(Fig. 3). Of significance is the juxtaposition between
statements pertaining to ‘just culture’ versus statements
of compliance, and lack of reference to involvement and
support. Importantly, there was also a lack of clarity
about the meaning of ‘learning’ in context despite it being
the espoused aim of the investigation process. More
effective representation of the moral and epistemic rea-
sons for stakeholder involvement in incident investiga-
tions may lead to better understanding of its importance
consequently increasing the likelihood of, and opportu-
nity for, more effective learning.

Understanding how structural elements of policy doc-
uments were central to the way in which the document
was read and received, regardless of its’ intended aim is
significant more broadly for both local and national pol-
icy makers in constructing more meaningful policy.
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