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Presentation Overview NHS

Resolution

NHS Resolution: our priorities and services

Data Caveats

National - Volume & value of maternity Clinical Negligence Scheme for Trusts (CNST) claims per year.
Regional — Maternity CNST claims by volume

Regional — Maternity CNST claims Value

National & South West (SW) region — Maternity CNST Cause codes & claims volume rate per 1000 births.
National & South West (SW) region — Maternity CNST Injury codes & claims volume rate per 1000 births.
Summary of Maternity claims.
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Questions.

Learning objectives: To provide an overview of the national and SW regional themes seen in non-EN criteria claims
brought under the CNST scheme.

1. How does these themes compare with what you see in your local claims via the Trust scorecard?

2. Do they align with your current quality metrics, e.g. complaints and patient safety events data?

3. How can this help you formulate priorities for future patient safety improvement?
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NHS Resolution: our priorities and services NHS

Resolution
New strategic priorities Our services
(7 Deliver fair resolution Claims Management _ - - _
Q} Delivers expertise in handling both clinical and non-clinical claims
through our indemnity schemes
Share data and insights as Primary Care Appeals
) 2 catalyst for improvement Offers an impartial resolution service for the fair handling of
primary care contracting disputes.
Collaborate to improve Practitioner Performance Advice
Q..‘- maternity outcomes Delivering expert advice, support and interventions on the fair
:59 management of concerns about the performance of doctors,
dentists and pharmacists
Invest in our people and Safety and Learning
ﬁ o ﬁ systems to transform our Supports the NHS, our members and beneficiaries to better
: w '> business understand their claims risk profiles, to target their safety activity

while sharing learning across the system to improve patient care
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. NHS
Data caveats — slide 6 onwards Resalution

Sources
. NHS Resolution Supplementary Account Stats dataset - Snapshot date 31.03.24.
. MBRRACE - Perinatal mortality data viewer | MBRRACE-UK (le.ac.uk)

Inclusion

. Maternity (Obstetric) Clinical Negligence Scheme for Trusts (CNST) claims as of 1st April 2019 to 31st March 2024 in
England. All by clinical incident date with exception of table 1 on slide 5 which is by claims notification date.

. All open & closed claims.
. Incidents or Letter of Notification.
. MBRRACE - Total Births in 2022 only

Exclusions
. EN criteria claims.

. Claims where the injury is yet to be defined, i.e., injury code ‘Not Specified’ are excluded on charts referring to Top 5
but are included in overall total figures.
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https://timms.le.ac.uk/mbrrace-uk-perinatal-mortality/data-viewer/

National volume & value of maternity CNST claims per NHS
year from 2019/20 to 2023/24 Resolution

Claims notification | Volume of claims | Total claim costs | Average of total claims costs

£9.756 Billion £1.786 Million

Clinical incident | Volume of claims | Total claim costs | Average of total claims costs

date £2.935 Billion £1.029 Million
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National volume and value of maternity CNST claims per /3
year 2019/20 to 2023/24 by clinical incident date Resolution
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*Data correct as of 31.03.24 and exclude EN criteria claims
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Regional — Maternity CNST claims volume NHS
2019/20 to 2023/24 by clinical incident date Resolution

Number of claims per Region : Total Births Claims volume rate per 1000 births
Region
2022*
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https://timms.le.ac.uk/mbrrace-uk-perinatal-mortality/data-viewer/

Regional — Maternity CNST claims value NHS
2019/20 to 2023/24 by clinical incident date Resolution

Claims cost (Total claim) by region Total Births Claims cost (Total claim)
2022* rate per 1000 Total births by region
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https://timms.le.ac.uk/mbrrace-uk-perinatal-mortality/data-viewer/

Top 5 Cause codes for Maternity CNST claims volume NHS'|
2019/20 to 2023/24 per 1000 births by clinical incident date Resolution

National SW Region

rail / Delay Treatment | R NNNE s Fail / Delay Treatment | 109

Failure/Delay Diagnosis - 0.46 Failure/Delay Diagnosis _ 0.55

Fail To Recog. Complication Of - 0.31 Fail To Recog. Complication Of - 0.34
Fail Antenatal Screening - 0.26 Fail Antenatal Screening - 0.24
Fail To Warn-Informed Consent - 0.2 Fail To Make Resp To Abnrm FHR - 024 X
0 0.5 1 1.5 0 0.5 1 1.5
‘ Not in the Top 5 national causes but seen regionally: . Region > National rate
Key /100k population  Claims Data correct as of 31.03.24 & exclude EN criteria claims, *Perinatal mortality data viewer | MBRRACE-UK (le.ac.uk)
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https://timms.le.ac.uk/mbrrace-uk-perinatal-mortality/data-viewer/

Top 5 Injury codes for Maternity CNST claims volume in NHS
2019/20 to 2023/24 per 1000 births by clinical incident date Resolution

National SW Region

scitborn | o> stitborn NN o.71
Psychiatric/Psychological Dmge _ .
Unnecessary Pain _ 0.57

Psychiatric/Psychological Dmge _ 0.52 Y

Adtnl/unnecessary Operation(s _ 0.51
Adtnl/unnecessary Operation(s) _ 0.48 / yep (s)

0 05 1 0 0.5 1
. Region > National rate
Key /100k population  Claims Data correct as of 31.03.24 & exclude EN criteria claims, *Perinatal mortality data viewer | MBRRACE-UK (le.ac.uk)
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https://timms.le.ac.uk/mbrrace-uk-perinatal-mortality/data-viewer/

Summary — CNST Maternity claims

NHS

Resolution

National

The Midlands are the region seen nationally with the highest
number of claims, which corresponds with the Midlands also
having the highest population footprint. However, they come
second to London as the region with the highest number of
births.

South West

The South West (SW) has the lowest number of
claims across all seven NHS regions, which
corresponds with the region having the least number of
births and the lowest population footprint.

Fail/Delay treatment was the highest cause by volume both for
the SW region and nationally and failure/delay diagnosis was the
second highest.

Fail to warn-informed consent was the fifth highest cause code by
volume seen nationally, this was not in the top five for the SW.

The top four cause codes in volume align with the national
picture which are, ‘fail / delay treatment’, ‘failure/delay
diagnosis’, ‘fail to recognise complication of’ and fail
antenatal screening’.

The other cause code was not seen within the national
figure for volume, this was:
+ ‘Fail to make resp to abnorm FHR’

The top five injury codes are reflected in both the national and SW
picture.

Two injury codes for the SW were higher than the national
average, these were:

« Psychiatric/ Psychological Dmge.
* Adtnl/unnecessary operations.
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Triangulation of claims

NHS

Resolution

Drivers — patient safety strategy, PSIRF and MIS

No themes between

_ claims and safety
Themes in: metrics

S

Claims
(scorecard) Triangulated

QEIES

Improvement plan
already in place/
Themes found between planned
claims and safety
metrics

Patient safety
events

Complaints

No improvement plan
in place

Safety data (inc.
CQC feedback)

Potential
celebration

Assurance

Consider risks
and potential
business case
for QI project

Abbreviations: Patient Safety Incident Response Framework (PSIRF), Maternity Incentive Scheme (MIS), Quality Improvement (QI), Clinical Quality Commission (CQC)
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Neonatal Jaundice illustrative case story

1. Situation

» Neonatal jaundice leading

to kernicterus and

subsequent cerebral palsy

2. Background
* Black British mother
* No risks identified at
booking
* Third baby born by
uncomplicated SVD
* Breast feeding

3. Assessment
» Parental concern
* Neonatal Assessment
* Serum Bilirubin
Measurement (SBR).
» Urgency of SBR test
* Incorrect chart

4. Recommendation
* SEIPS

Advise / Resolve / Learn

External °
environment

—

Tools and
Technology

Awailability of
Transcutaneous
Bilirubinometer

Multiple Treatment
Threshold graphs
Contemporaneous records
and connectivity to the
electronic system

o —
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More postnatal visits required
Awailability of Admin /
Maternity Support Workers
(MsW)

Multiple Treatment Threshold
graphs and confirmation of
gestation (electronic or
manual)
Handover and communication
between sattings

= Top to toe neonatal check
Feeding assessment
Listening to parental concermns

Internal a
environment

* Community based in service
user home - Mother's own
home._

= Was the area suitable for a
full top to toe check

= Was lighting adequate to
check skin tone

= Multiple healthcare settings to
consider

= Multiple professionals

Person
Cultural competency
train
Health inequalities

3L

that mests the
f the mother
i

«  NICE guidance

* Research for
appropriate assessment
of babies of all skin
tones

# Professional body code
of conduct

o

Organisation m

Sustained vacancy

Sick leave

Warkforce planning - increased
Midwifery demand and

Parent education {culturally
appropriate)

Escalation processes (are they
dear?)

MW;’oo-pmdxﬁunand
imsobvernent /

NHS

Resolution

- Outcomes

System performance

* Recognition and assessment of

q jaundice in babies of all skin
L

tones
Processes » Improved pathway of care
Human wellbeing

» Reduction in patient harm
* Improved patient experience
*  Inoeased staff satisfaction

]I'_lhftla work system can
influence processes,
that is the work as
dona, which in turn
shapes outcomes.

https://resolution.nhs.uk/learning-
resources/neonatal-jaundice-case-story/




NHS

Resolution

Thank you for listening
Any questions?

Contact:
Safety and Learning team
nhsr.safety@nhs.net

020 7811 2700 X@NHSResolution
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