










Repair procedures

6 immediate

- end-to-end repair 4

- hepaticojejunostomy 2

14 delayed

- endoscopic stent 1

- T-tube in side hole 1

- ligate cystic duct 1

- drainage alone 1

- hepaticojejunostomy        10



Medical outcome (n = 20)

Death from multiple organ failure 1

Liver failure and portal hypertension 2

Recurrent cholangitis 2

Satisfactory result 15



Reasons for bile duct injury

Inflammatory adhesions

Anatomical anomalies

but also:

Surgical inexperience

Surgical over-confidence



LEARNING FROM MISTAKES

1. Though laparoscopic cholecystectomy has several 

benefits, bile duct injury appears to be commoner

2. Injuries are often missed … and can be devastating

3. Unexpected events or failure to progress indicate 

the need for conversion to open operation

4. Patients should be told about the risks and the 

possibility of conversion



Anaesthesia 

Professor A R Aitkenhead



Mortality and anaesthesia
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ASA Closed Claims Study

Cheney et al., 2006
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ASA Closed Claims StudyASA Closed Claims Study

Cheney et al., 2006

% death or brain damage

� Respiratory

� Cardiovascular



Case 1 (1989)Case 1 (1989)

� 56-year-old haemophiliac

� Intracerebral haematoma

� For burr hole aspiration

� Middle of the night

� Registrar anaesthetist

� Asystolic cardiac arrest

� Ventilator not switched on

� Pulse oximeters supplied within weeks



Case 2 (1992)Case 2 (1992)

� Incompetent doctor

� Struck off

� Two previous serious incidents 

elsewhere

� Given good references

� Clinical director found guilty of SPM

� GMC President wrote to all NHS 

authorities

� Procedures for hiring locums improved



Case 3 (2002)Case 3 (2002)









Case 3 (2002)Case 3 (2002)

� Police investigations

� ?Sabotage

� Angle pieces kept loose in boxes

� Changes in packaging of single-use 

equipment

� Single-use means single use



� 49-year-old man, aorto-bifemoral graft

� Postoperative epidural infusion

– bupivacaine 0.125% + fentanyl 4 µµµµg/ml

– 8 ml/hour

� Nursed in ICU for 24 hours

� Discharged to ward

� Nurses trained for PCA, not epidurals

� Anaesthetist asked to change drug 

infusion bag in ward 

Case 4 (1998)Case 4 (1998)



� Reprogrammed pump

– no need to reprogramme 

� Set concentration as 0.1 mg/ml

– should have been 1.2 mg/ml

� Set rate to 8 mg/hour

– thought rate was 8 ml/hour

� Pump delivered 80 ml/hour for 2 

hours

� Patient found dead

� Inquest verdict – unlawful killing

Case 4 (1998)Case 4 (1998)



� Doctor found guilty by GMC of serious professional misconduct

– recognition that training was inadequate

– recommendation that drug ampoule labelling system is misleading 

and should be changed

– otherwise unblemished record

– reprimanded

� Hospital prosecuted and fined by HSE for failing to train doctor

adequately

� Fundamental changes to training in equipment use

Case 4 (1998)Case 4 (1998)



Mortality and anaesthesia



Anaesthesia 

Professor A R Aitkenhead
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Learning lessons from claims –

key themes

• Additional lessons can be learned from claims

• Boards need to consider claims to ensure lessons 

are being learned and risks managed appropriately

• “Being open” with patients and offering apologies & 

explanations is essential

• It is vital to support staff involved in a claim

• Lessons learned from claims must be properly 

communicated and shared with all relevant staff

• There is evidence of lessons being learned from 

claims to support safety in the NHS



Added value of claims management 

process

• More detailed investigation

• More is known about what happened because of 
time delay

• More thorough arguments on both sides

• Benefit of external input and opinion

• Opportunity to follow up on recommendations 
made when the incident occurred to see if they 
have been implemented and made a difference

• Opportunity to identify any further actions



Ways in which the NHSLA shares 

information on claims to learn lessons

• Risk management standards

• Sharing claims data 

• Maternity Claims Data Project

• Solicitors’ Risk Management Reports on Claims



Sharing claims data

• NHSLA Factsheets

• Data requests e.g. clinicians, researchers

• Other national bodies e.g. NPSA, MHRA

• Publications e.g. Study of stillbirth claims 



Maternity claims data project 

– rationale & scope

• Rationale – Maternity claims account for the 

highest value and the second highest number 

of claims under CNST and by 31/03/2009 > 

10,000 maternity claims with a total estimated 

value of > £3.7bn had been reported

• Scope – All maternity claims and incidents 

notified to the NHSLA by 31/03/2010 with an 

incident date on or after 01/04/2000



Maternity claims data project – outputs

• Full report

• Information sheets

• Articles

• Data sheets

– Ruptured uterus (45 claims)

– CTG interpretation (170)

– Ultrasound scanning (40)

– Anal sphincter (86) 

• Coding

• Review of CNST maternity standards



Solicitors’ risk management reports on 

claims – aims

• To ensure that organisations are learning 

lessons from their own claims and taking 

appropriate action

• Share lessons to be learned from claims across 

the NHS



Solicitors’ risk management reports on 

claims – background

• Launched February 2010

• Applies to clinical claims where the NHSLA 

instructs a solicitor

• Identify risk management issues relating to the 

incident giving rise to the claim

• Indicate issues that arise in relation to the 

management of the claim

• To date, reports have been prepared on 1,800 

claims
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Extract of sample report
Synopsis

• Delay in diagnosis of knee fracture

Risk Management Issues

• Failure to interpret x-rays correctly

• Failure to act upon an x-ray report

• Failure to recall the patient to hospital for orthopaedic treatment

• Failure to put in place a reliable system for x-ray reporting so that 

abnormalities are brought to the attention of the treating clinician

• Failure to notify GP of the x-ray results

Suggested Actions

Appropriate protocols should be put in place to ensure:

• X-rays are reported by a Radiologist the next or the same working day 

where this cannot be done immediately   

• The prompt recall of patients who have their injury missed or misdiagnosed 

once this is recognised

• GPs are notified of x-ray results



NHSLA standards 2011/12 – new criteria

• Criterion 4.3 Screening

a. Process for taking action on screening results

b. Process for recording the actions taken

c. Process for the communication of screening results

• Criterion 4.4 Diagnostic Testing

a. Process for requesting diagnostic tests

b. Process for recording the action on diagnostic test results

c. Process for the communication of diagnostic tests



Actions identified and implemented by 

organisations to address risk management issues 



Ways in which the NHSLA will share 

learning from initiative

• Provide data analysis

• Publish an annual report, incorporating findings 

from annual review exercise and follow up letters

• Produce case studies

• Send pertinent data to researchers, professionals 

and other bodies

• Prepare trust risk profiles based on claims

• Inform future versions of the NHSLA standards

• Develop training materials 



Trust Perspective 

Sarah Woolley

Director of Safety & Governance



Trust Profile 

Heart of England NHS Foundation Trust

• 3 hospital sites  including paediatrics & 3 maternity units

• 10,000 staff 

• 1600 beds 

In 2009/10

• 202 letters of claim/medical records requests.

• Claims costs of circa £6 million. Top 5 specialities 
–T & O: 41

–A & E: 21

–General Surgery: 20

–Obstetrics: 14

–Estates: 10



Case Study 1

Synopsis

• Teenage patient admitted with diagnosis of possible 

appendicitis.

• Underwent appendicectomy

• Developed sepsis

– Delay

• Admitted to ITU & tragically passed away



Case Study 1



Why it worked 

• Serious red graded incident 

• Early engagement with family

• Robust RCA investigation

• Trust Board Governance & Risk Committee monitoring

How can risk 

management

recommendations 

be

helpful for the 

others? 



How do we learn



Trust approach for Claims

•Assign Clinical 

Lead

•Review & monitor 

progress

•Share best practice 

•Escalate & resolve 

issues

Action 

required

Implement 

& provide 

evidence

Action 

already 

taken 

evidence 

complianc
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Trust Board 

Governance 

& Risk  

Committee

Safety 
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Claims 

Lessons 

Review 

Group



Case study 2

Synopsis of claim

• Patient -removal kidney stones. 
– complications with antibiotics

• Readmission with septicaemia (+ Cdiff)

NHSLA Risk Management Recommendation

• Ensure there is a consistent policy regarding the use of venflons for 
administering antibiotics into the back of the hand.

Outcome from review of Risk Management Recommendation 

• Directorate & Trust agreed that antibiotics can be administered into the 

hand using Venflon and development of policy/procedures. 



Case study 2

Benefits

• Previous complaint

– patient unhappy with response

– Insufficient action plan

• Directorate revisited an action plan 

• Discussion with colleagues outside directorate

• Trust policy reflects the recommended practice

• More robust monitoring 

• Opportunity  to share learning across  Trust 



Risk Management Recommendations

Benefits for the Trust 
• No previous incident or complaint investigation

• Highlights additional areas for improvement

• Opportunity to revisit identified actions / improvements 

Challenges
• Time lapse

• Quality



Learning from Mistakes

The Effect of Learning Lessons – A Legal Perspective

Majid Hassan, Partner  

Capsticks Solicitors LLP

23rd March 2011, Birmingham



Key Themes

� The role of the NHSLA panel solicitor – what 

information can we provide?

� Analysis of claims data – is there a big picture?

� Who needs to know about claims data and risk 

management recommendations? 

� What can be learnt from error analysis?



What information can the NHSLA panel 

solicitor provide

� Analysis of claims and a retrospective review.

� Overview of frequency and cost of cases according 

to specialism.

� Proportion of claims within each specialism.

� Independent expert opinions on individual cases.



St Elsewhere NHS Trust 

Open clinical negligence claims
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St Elsewhere NHS Trust 

Damages claimed and reserves by specialism 

(excl. obstetrics)
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St Elsewhere NHS Trust 
Cases closed 01/08/2008 to 31/07/2009
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The Big Picture – Board Level

� Claims represent only the tip of the iceberg.

� Claims allow a Trust to see patterns and take 

measures as appropriate within the organisation.

� “Person” approach versus “systems” approach.

� High reliability organisations focus on a systems 

approach i.e. not who blundered but how and why 

defences failed.



Model of organisational cause of 

accident

Accident/

incident

Organisational and 

corporate culture

Management 

decisions and 

organisational 

processes

Management 

decisions and 

organisational 

processes

Contributory 

factors influencing 

clinical practice

Care management 

problems

Defence

barriers

Latent

conditions

Triggering

factors

Unsafe acts

or omissions

Error 

producing 

conditions

Violation 

producing 

conditions

Errors

Violations

Charles Vincent et al BMJ Vol 320 p777; adapted from James Reason (Human Error)



Getting the message onto the shop floor

� Integrating claims analysis into training for junior 

staff.

� Review of individual cases and risk reports.

� Using case examples and claims data.

� Disseminating information and studies produced by 

the NHSLA.



Using NHSLA Studies and Research:  
“Error in Accident and Emergency Medicine:  a review of cases settled under 

the CNST scheme during a 12 month period” NHS Review:  Issue 32 2005 

Reasons for litigation claims

Delay/failure to diagnose a clinical condition 72%

Treatment/medication error 8%

Failure to properly interpret x-ray 6%

Operative failure 5%

Delay in admission 4%

Failure in follow-up arrangements 3%

Others 2%



Using NHSLA Studies and Research:  
“Error in Accident and Emergency Medicine:  a review of cases settled under 

the CNST scheme during a 12 month period” NHS Review:  Issue 32 2005 

Anatomical and financial analysis of the frequency and cost of claims

Forearm/wrist/elbow 18% 47 £640,265 £13,623

Knee, foot, ankle 16% 43 £476,354 £11,078

Hand injury 12% 31 £363,925 £11,740

Wound management 7% 20 £131,115 £6,556

Neurological disorder 6% 16 £727,387 £45,461

Cardiovascular 6% 15 £397,800 £26,520

Pelvis/hip 5% 14 £95,585 £6,827

Humerus/shoulder 4% 10 £134,800 £13,480

Gastrointestinal 4% 11 £192,390 £17,490

Facial trauma 4% 10 £48,200 £4,820

Spinal trauma 3% 8 £239,663 £29,958

Respiratory disorders 3% 7 £218,600 £31,228

GUD 2% 5 £32,200 £6,440

Pharmacological events 2% 5 £23,590 £4,781

Systemic infection 1% 2 £4,200 £2,100

Resuscitation 1% 2 £102,689 £51,344

Paediatric A&E 1% 3 £16,600 £5,533

Obstetric disorder 1% 3 £20,618 £6,870

Psychiatric disorder 0.7% 2 £22,900 £11,450

Others  3.5% 7 £198,175

Anatomical % of total Number of Total cost of Cost of average 

coding cases claims claims claim
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Analysing Error through Case Analysis 

and Risk Management Reporting

� Patient factors.

� Specific contributory factors.

� General contributory factors e.g. high workload.

� Proficiency errors: suggest need for technical 
training.

� Communication and decision errors:  suggest need 
for team training.

� Procedural errors:  human limitation or inadequate 
procedures.

� Violations:  is there a culture of non-compliance or 
poor procedure.



Conclusions

� Lesson must be learnt from litigation.

� Claims and risk data can help analyse patterns of 

error within hospitals.

� Risk management must be considered at all levels 

– from Board meeting rooms to medical school 

lecture theatres.

� Appropriate resources within Trusts must be 

allocated to developing systems approaches to 

error.



The effect of learning lessons:
Risk management perspective

Learning from Mistakes, 23rd March 2011
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Aims of the session

� How the risk management standards support learning 

� A view of organisational performance

� Managing the risks
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Overview of risk areas -

Acute, IS, Community 2011/12

Standard

����
1 2 3 4 5

Criterion

����
Governance

Competent &

Capable Workforce

Safe

Environment

Clinical

Care

Learning from

Experience

1
Risk Management 

Strategy
Corporate Induction Secure Environment

Patient Information & 

Consent 
Clinical Audit

2
Policy on Procedural 

Documents

Local Induction of 

Permanent Staff

Slips, Trips & Falls (Staff 

& Others) 

Health Record-Keeping 

Standards 
Incident Reporting

3
Risk Management 

Committee(s)

Local Induction of 

Temporary Staff

Slips, Trips & Falls 

(Patients)
Screening Procedures Concerns/Complaints

4
Risk Awareness Training 

for Senior Management

Supervision of Medical 

Staff in Training
Moving & Handling

Diagnostic Testing 

Procedures
Claims

5
Risk Management 

Process

Risk Management 

Training
Inoculation Incidents Medicines Management Investigations

6 Risk Register Training Needs Analysis
Maintenance of Medical 

Devices & Equipment
Transfusion Analysis

7

Responding to External 

Recommendations 

Specific to the 

Organisation

Medical Devices 

Training
Harassment & Bullying Resuscitation Improvement

8
Health Records 

Management
Hand Hygiene Training Violence & Aggression Venous Thromboembolism Best Practice - NICE

9
Professional Clinical 

Registration

Moving & Handling 

Training

Supporting Staff involved 

in an Incident, Complaint 

or Claim 

Transfer of Patients 

Best Practice - National 

Confidential 

Enquiries/Inquiries

10 Employment Checks Consent Training Stress Discharge of Patients Being Open

Pilot criteria are highlighted in grey
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Standard 5 - Learning from Experience

� Reporting systems

- Internal 

- External

� Whistle blowing 

� Listening and responding

� Joint complaints

� How improvements are made

� Actions taken with set timescales

� Communication with other stakeholders

INCIDENTS

COMPLAINTS

CLAIMS
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Investigation

LESSONS LEARNED

Was the event reported as an incident, complaint or claim?

Did staff have training on how to do this?

What level of investigation occurred?

EVENT OCCURS

INVESTIGATION

ACTION PLAN
Who had responsibility for monitoring the action plan was 

implemented?

Who were these shared with and how?
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Analysis

� Coordinated approach

� Frequency of aggregation 

� Reports

- Qualitative data

- Quantitative data

� Communication 

- Chief Executives Bulletin

- Meetings

Aggregation of incidents, complaints and claims



© NHS Litigation Authority A Det Norske Veritas AS. All rights reserved

23rd March 2011

Improvements

� Locally

- Change in practice

� Organisationally 

- Newsletters

- Training 

- Internet 

Sharing of lessons learned
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Learning culture

� Staff interviews

� Formal statements

� Coroners court

� NICE 

� NCEPOD

Being open

Supporting staff

National guidance
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Standard 5 compliance - Level 2
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Standard 5 compliance - Level 3
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Managing the risks

DOCUMENTATION

IMPLEMENTATION

ASSURANCE
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Safeguarding life, property 

and the environment

www.dnv.com

nhsla@dnv.com 

www.nhsla.com 

riskmanagement@nhlsa.com 




