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Current safety investigation (UK)…

• Happens at different levels of the system

• Most commonly in hospitals/practices

• Remains focussed on RCAs

• Varies in its approach

• Hasn’t really changed in past 20 years

• Is regularly criticised

What is the best approach for 
healthcare?

Does it differ depending on the 
level of the system undertaking 

the investigation?



In comes CAST…

System hazards:
• Prescribing of a medicine to a child at an excessive dose.
• Dispensing of a medicine for a child at an excessive dose.
• Administration of a medicine to a child at an excessive dose.

Safety constraints (prescribing of a medicine at an incorrect dose):
• Patients must not be prescribed incorrect doses of medicines.
• Measures must exist to prevent prescribing of incorrect doses of medicine.
• Treatments must be available to treat patients who receive incorrect doses 

of medicine.



Control structure (prescribing hazard)



CAST vs SEIPS - reflections

• Focus

• Usability

• Terminology

• Validity

• Credibility

• Application in healthcare?

National investigation teams

Local investigation teams



Conclusions

• Broad view of the system and its controls

• Feedback mechanisms

• Complexity

• Time versus focus

• Identifying actions through showing controls that are needed

• A healthcare specific guide?



Questions?
• [1] Peerally, M. F., Carr, S., Waring, J., & Dixon-Woods, M. (2017). The problem with root cause analysis. BMJ quality & safety, 26(5), 417–422. 

https://doi.org/10.1136/bmjqs-2016-005511

• [2] Carayon, P., Schoofs Hundt, A., Karsh, B. T., Gurses, A. P., Alvarado, C. J., Smith, M., & Flatley Brennan, P. (2006). Work system design for patient safety: the 
SEIPS model. Quality & safety in health care, 15 Suppl 1(Suppl 1), i50–i58. https://doi.org/10.1136/qshc.2005.015842

• [3] Holden, R. J., Carayon, P., Gurses, A. P., Hoonakker, P., Hundt, A. S., Ozok, A. A., & Rivera-Rodriguez, A. J. (2013). SEIPS 2.0: a human factors framework for 
studying and improving the work of healthcare professionals and patients. Ergonomics, 56(11), 1669–1686. https://doi.org/10.1080/00140139.2013.838643

• [4] Waterson P. (2021). Promoting systemic incident analysis in healthcare-key challenges and ways forwards. International journal for quality in health care : 
journal of the International Society for Quality in Health Care, 33(4), mzab139. https://doi.org/10.1093/intqhc/mzab139

• [5] Leveson N. (2019). CAST Handbook: How to learn more from incidents and accidents. Available at: 
http://psas.scripts.mit.edu/home/get_file4.php?name=CAST_handbook.pdf (Accessed 15 March 2022).

• [6] Healthcare Safety Investigation Branch. (2022). Weight-based medication errors in children. Available at: https://www.hsib.org.uk/investigations-and-
reports/weight-based-medication-errors-in-children/ (Accessed 15 March 2022).

• [7] Woodier, N., & Weaver, S. (2022). Building barriers – positive controls to improve patient safety. Available at https://www.mddus.com/resources/publications-
library/insight-secondary/q1-2022/positive-controls-to-improve-patient-safety (Accessed 16 March 2022).

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

about:blank
about:blank
about:blank
https://www.hsib.org.uk/

	Applying CAST to healthcare investigations: does it add more?
	Slide Number 2
	Current safety investigation (UK)…
	In comes CAST…
	Control structure (prescribing hazard)
	CAST vs SEIPS - reflections
	Conclusions
	Questions?

