Introduction
Patient safety incidents (PSIs) are common and can lead to fatal outcomes. Effective investigation of PSIs is essential to optimize learning and take action to prevent further incidents occurring.   Our centre considers a PSI to have occurred if a patient who has been known to the pre-dialysis service for 3 months or more commences haemodialysis without permeant vascular access. We conduct RCA’s on any new access PSI on a monthly basis using a “Contributing Factors Framework” (CFF) which captures information on systemic contributors to incidents and accidents. The RCA is attended by the lead nurse and consultant for the pre-dialysis and vascular access service.
Methodology
Every month a RCA process takes place whereby any patients commencing Haemodialysis in the month previously without permanent access are discussed. The CFF covers the following points; 

· Was there deviation from current systems?

· Did staff actions contribute?

· Was there inadequate staff training or skill?

· Was there inadequate staff resources

· Was there poor communication?

· Were there any controllable factors to blame?

· Were there any uncontrollable external factors?

· Were there any other factors?
We analysed data from the last 48 months.
Results
A total of 71 tunnelled lines were inserted over the study period. 13 ( a fifth) of these were for patients established on peritoneal dialysis (PD) who transferred to haemodialysis due to peritonitis (7) or catheter failure (1) primary and (4) secondary. The RCA’s identified that for most patients there was more than one causal factor resulting in tunnelled line insertion.  There were 7 incidents of deviation from current systems including; a failing transplant patient not referred for RRT work up and patients not being assessed early enough for surgical PD insertion. 
Staff actions contributed on 9 occasion’s. There were 2 incidents of inadequate staff skill or knowledge and 2 of inadequate staff resources. Poor communication was the causal factor in 13 instances ranging from not communicating effectively with patients with learning difficulties to patients not being referred to the pre-dialysis service for dialysis education.
In 8 instances there were controllable environmental factors that could have prevented line insertion such as limited appointments and theatre capacity. The majority of lines were however unavoidable. Where it was felt the tunnelled line was avoidable; an action plan was developed to prevent similar problems happening in the future. 

Conclusions 
Having a substantial population on PD does carry the inherent risk that is that if there are issues related to PD failure then these individuals will require a tunnelled line.  It is not currently our policy to place AVF access in PD patients routinely unless there is evidence of technique or Ultrafiltration failure. 
The majority of lines (80) were unavoidable and resulted from external factors. We would strongly recommend units incorporate the RCA process into routine practice so as to become proactive rather than reactive to increase numbers dialyzing with permanent access. The RCA process we feel is an excellent example of how excellence should be the unlimited ability to improve the quality of what we offer in the NHS.
