
Explore contributory factors to SIs involving 

adult patients with intellectually disability 

receiving NHS mental healthcare within an 

adult learning disability service using a 

human factors framework.

People with intellectual disabilities experience 

significant preventable harm. In-depth 

analysis of contributors to healthcare-related 

adverse events for this cohort is lacking. 

Serious incident (SI) investigation reports 

contain rich data, but learning is often 

confined to individual cases.

Thirty anonymised SI reports from the 

adult learning disability service of an 

NHS mental health Trust, between 2014-

2023 were analyzed using the Yorkshire 

Contributory Factors Framework (1), 

followed by reflexive thematic analysis to 

identify patterns across factors. This 

qualitative approach enabled nuanced 

themes to emerge from the data.

Adult with intellectual disabilities are vulnerable to SIs caused by 

interacting human and system factors. Organizational, cultural, and 

external system factors reinforce entrenched disparities in care. 

Addressing under-resourcing and improving investigation quality is 

paramount to enhancing safety of care for people with intellectual 

disability.
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• 63% were no/ low harm events

• 606 contributory factors were 

identified across all domains
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Using reflexive thematic analysis, we identified recurring themes across 

incidents involving interactions between sharp-end human and blunt-

end system factors, with broader issues shaping frontline performance. 

Patient marginalization, excessive workloads, lack of resources, and 

cultures tolerant of shortcuts aligned to permit errors. Deficient 

coordination across fragmented healthcare systems and 

overdependence on impermanent workers obstructed comprehensive 

incident reviews. Failure to adequately probe cultural influences and 

external pressures further reflects the limited extent of investigational 

efforts.
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