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Venous thrombosis embolism CNST
claims 2015 to 2025

National and regional overview

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

“ m @NHSResolution
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NHS Resolution — our strategy at a glance NHS

Resolution

Who we are Our priorities

We are part of the NHS, operating at

arm's length from the Department of @ @ &@(ﬂ
Health and Social Care. )

Fair resolution Data and insights Maternity and neonatal
Qur services All of our services will focus on fair and We will contribute our unique data We will draw on our unique position
timely resolution, keeping pati a and insights to learn from harm and and work with our system partners to

= = healthcare staff out of litigation and the response to harm across the health support maternity and neonatal safety
Indemnity and Claims . other formal processes to minimise and justice systems. improvements.
Management: Comprehensive distress and cost.
cover and claims management for
NHS services.

Advice: Supporting the NHS . . R
with concerns about practitioner Our strategy is driven by our priorities, supported by our people and systems.

performance.

Appeals: Offering impartial

resolution of primary care Our values
contracting disputes.

Professional: we are Expert: we bring unique Ethical: we are Respectful: we treat people
afety and Learning: Using the dedicated to providing a skills, knowledge and committed to acting with with consideration and respect
information we hold to support professional, high quality expertise to everything honesty, integrity and and encourage supportive,
: service. we do. fairness. collaborative and inclusive team
improvement. working.
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From 1 April 2015 until 31 March 2025 NHS
Resolution documented 733 closed claims
relating to VTE injuries across the clinical
negligence indemnity schemes nationally.

The sum of total damages paid was

£27,593,056

NHS

Resolution

1016

Total volume of
claims received
between 2015
-2025

“ 418 claims were
settled with
damages paid

“ 313 claims were
settled with no
damages paid

733 claims settled

Closed - Nil
Damages
43%

Settled -
Damages Paid
57%

= Settled - Damages Paid = Closed - Nil Damages

Advise / Resolve / Learn
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Regions — VTE CNST claims per year 2015 to  pyg
2025 via claims notification date Resolution

400 £50,000,000
350 £45,000,000
£40,000,000
300
£35,000,000
250 £30,000,000
200 £25,000,000
150 £20,000,000
£15,000,000
100
£10,000,000
50 £5,000,000
£0
NORTH EAST EAST OF
AND MIDLANDS  NORTH WEST SOUTH EAST LONDON ENGLAND  SOUTHWEST
YORKSHIRE
Volume 336 165 140 136 95 82 62
Value £28,673,618 £43,214,159 £29,532,366 £17,697,201 £10,920,858 £8,799,566 £5,839,862
s \olume =—\Value
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Specialities involved in VTE claims

The top specialities involved
in VTE claims continue to be
» orthopaedic surgery (18%)
* emergency medicine
(17%)
» general practice (13%)
There has been an increase
in obstetric claims from 42 in
2022 to 87 in the 2025 data.
Obstetrics has now
surpassed general surgery.

NHS

Resolution

Number of VTE claims by top 10 speciality

Orthopaedic Surgery
Emergency Medicine
General Practice
Obstetrics

General Surgery
General Medicine
Gynaecology
Haematology
Vascular Surgery

Respiratory Medicine/ Thoracic Medic

187
171

I 132
I 87

78
I 77
I 36
. 29
. 28
. 19

0 20 40 60 80 100 120 140 160 180 200
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Causes reported in VTE claims NHS

Resolution
Of the claims received, 12.89% Number of VTE claims by top 12 causes
were related to a medication
.. . Fail / Delay Treatment 328
error. This is an increase of . o
Failure/Delay Diagnosis 199
2'29% from 2022 The themes Medication Errors s 131
seen within the data were the Failure To Perform Tests mmmm—— 65
same as those seen in the Inappropriate Treatment 49
previous review: Fail To Recog. Complication Of mmm 31
e Failure to prescribe or Fail/Delay Referring To Hosp. mmm 29
administer anticoagulant Inadequats Nursing Gare i 17
. Inappropriate Discharge m 16
’ F_allure to Seliny outa VTE Fail To Warn-Informed Consent = 15
risk assessment Fail To Follow-Up Arrangements 13
* Incorrect dose of Lack Of Pre-Op Evaluation 13
anticoagulant administered 0 50 100 150 200 250 300 350

Advise / Resolve / Learn “Data correct as of 30.06.25



NHS

Resolution

AIM: Reducing VTE (Venous
Thrombosis Embolism) in
pregnancy

Presented by Victoria Wilkins, Associate
Safety and Learning Lead
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BaCkg rou nd Resolution

* Pregnancy elevates venous thromboembolism (VTE) risk
by a factor of 4 to 6 compared to the non-pregnant state.

* |t is associated with significant morbidity, mortality and
psychological distress for families.

* This poses a substantial financial burden onto the NHS.

* National discussions on VTE in maternity have highlighted
a potential disconnect between primary and secondary
care, prompting action to improve prevention.

Advise / Resolve / Learn 10



O bjeCtive Resolution

To identify contributory factors in the occurrence and
management of VTE in maternity by analysing NHS
Resolution claims data, with a view to promote consistency
and excellence Iin risk assessment and prophylaxis
throughout the duration of maternity care.

Advise / Resolve / Learn 11



Methodology NHS

Resolution

» Aretrospective thematic analysis of NHS Resolution claims
related to VTE

* Inclusion criteria (Total 51 claims):
— Settled maternity claims with damages paid
— All VTE during pregnancy up until 6 weeks postnatal
— Incidents occurring between April 2016 - March 2025

 Themes from 43 open claims were identified but not
analysed

Advise / Resolve / Learn 12



NHS
ReSU |tS Resolution

* 1in 2 suffered with a Pulmonary Embolism (PE)

 31in 4 developed a VTE in the postnatal period, most
commonly between 11-42 days.

« 3in 5 delivered vaginally

Advise / Resolve / Learn



NHS

Results - diagnosis Resolution

1 in 2 presented more than once before a diagnosis was
made

For those who presented more than once, the average time
from presentation to diagnosis was 9 days

The longest time from presentation to diagnosis was 102
days*

2 in 5 presented to Urgent Care or Emergency
Departments between 24 weeks to 10 days postnatal

3 in 5 presented to a GP > 11 days postnatal

Advise

Resolve / Learn
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Resolution

Results - risk assessment

« Of the claims with no VTE risk assessment it was apparent
from the letter of claim that risk factors were present

 3in 4 women had a completed VTE risk assessment,
however only 1 in 3 were completed correctly

* 3 in 4 women had a change in risk factors from booking

* This led to VTE prophylaxis not being prescribed in several
cases where it was required (58%)

Advise / Resolve / Learn



Results - risk assessment NHS

Resolution

Antenatal Postnatal
» Maternal Age » Hospital » Caesarean
« BMI 30-40 Admission Section
« Parity . Current_ » Parity
« Family History Systemic « Maternal Age
. Smoker infection « BMI

* Immobility « VTE in antenatal

period

Advise / Resolve / Learn 16



lllustrative case story — postnatal

-

Situation:

Presented four days post
forceps delivery to
emergency department with
shortness of breath and
chest pain

Discharged home after one
dose of treatment for
assumed pulmonary
embolism (PE). No
diagnostic testing
performed.

Five days later patient
collapsed and was
admitted.

Diagnosis was confirmed
pulmonary embolism and
respiratory infection
Patient deteriorated and
required admission to ITU
Patient went on to develop

pulmonary oedema and j

cardiomyopathy

( Background:

G5 P3 — 1 singleton, 1 set
of twins

Deemed low risk
pregnancy

Late booker

Previous LETZ procedures
BMI of 35

Smoker

Maternal age 34 at booking
— turned 35 during
pregnancy

[ Assessment:

Breach of duty:
* Wrong pathway of care

from booking

» Antenatal VTE assessment
incorrect

» Postnatal VTE assessment
incorrect

* No prophylaxis given

NHS

Resolution

(Recommendations:

Causation:

* Correct VTE assessment
was required in the
antenatal and postnatal
periods which would have
triggered the prescribing
of prophylaxis which
should have prevented
the initial PE on a balance
of probabilities

Advise / Resolve / Learn
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lllustrative case story — Surgical admission
for non-obstetric procedure

[ Situation:

« Patient, 25+3 weeks
pregnant, had an accident
whilst gardening and
scraped leg on a piece of
rotten wood with rusty nails
protruding

+ Patient attended
emergency department 2
days later with grazing,
cuts and weeping wounds

+ Cellulitis diagnosed and
antibiotics required IV

* Wound unclean therefore
decision made for surgical
wash out and for admission

« Patient went on to develop
a PE whilst an inpatient

+ Patient was seen daily for
FH monitoring whilst an
inpatient but remained
under surgical care

( Background:

* G2 P1 - previous SVD
+ Maternal age 37

* No prior medical conditions

[ Assessment:

Breach of duty:
* VTE assessment not

completed as an inpatient
or after surgery

* When symptoms arose,
although a VTE
assessment carried out,
this was not maternity
specific.

NHS

Resolution

(Recommendations:

Causation:

Correct VTE assessment
was required on
admission, prior to
surgery and after surgery.
A maternity VTE
assessment and re-
assessment would have
triggered the prescribing
of prophylaxis which
should have prevented
the PE on a balance of
probabilities

Advise / Resolve / Learn
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The cost of claims

5

The total cost of closed with
damages paid claims was £3.5m

Other associated costs included
increased medication needs for
longer duration, increased
inpatient stays, longer term
ongoing follow up care

NHS

Resolution

The average cost of a claim was
£68,793

Other 'costs' to the patient are
detriments to physical, emotional
and mental health in the short,
medium and long term

Advise / Resolve / Learn
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Limitations NHS

Resolution

Assumptions made when:

— Spontaneous vaginal delivery when no other type of delivery is
noted

— Low risk when no risk factors have been noted

Compliance to prophylaxis remains unknown throughout
pregnancy and the postnatal period.

» Retrospective — basing on available documentation
» Health inequalities were not analysed with this data

Advise / Resolve / Learn 20



The influence of health inequalities NHS
on receiving care and making a claim  Resolution

Ethnicity — multifactorial

Social and economic deprivation — ability to attend appointments/hospital

Language — ability to understand information and provision of information
in appropriate language

Working pregnant people — ability to attend appointments/hospital

Vulnerabilities — learning disabilities, migrants/asylum seekers,
safeguarding concerns, teenagers- multifactorial

Rural communities — ability to attend appointments/hospital

Advise / Resolve / Learn 21



Assess

ASSESS

Conduct a risk
assessment at
booking. Reassess
when a change
occurs during the
antenatal and
postnatal period to
maintain up-to-
date assessment
of risk factors
through a “fresh
eyes” approach.

REASSESS

Inform

%

INFORM

Provide improved
education for
healthcare
professionals,
patients and their
families regarding
VTE risks,
symptom
identification, and
prevention
measures to
enhance
recognition and
action.

REINFORM

Medicate

MEDICATE

Verify that the
appropriate dosage
and duration of
prophylaxis are
prescribed when
required and given
to the woman.
Ensure a clear
explanation of how
to consistently
administer the
medication.

REVIEW MEDICATION

NHS

Resolution

Advise / Resolve / Learn
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Information p

Inform

INFORM

Provide improved
education for
healthcare
professionals,
patients and their
families regarding
VTE risks,
symptom
identification, and
prevention
measures o
enhance
recognition and
action.

oster for clinicians

AIM: Reducing VTE in Maternity Care INHS |
B Porcival, P. shah and v. wilkins (Broject Lead) Resolution
Assess Inform Medicate

o UHETHC T T + VTE can be life threatening - it is
(VTE) is a blood clot in a ‘the main cause of death during
vein, commonly in the leg or and up to six weeks after
R lung pregnancy.
- Itis more common in + NHS Resolution provide insights
= pregnancy and with and learning from adverse
certain risk factors outcomes due to VTE in maternity*

751 cose i with camages i notfied 1a NS R
between 2016 2025

Assess

Conduct a risk assessment at booking. Reassess when a change occurs
during the antenatal and postnatal period to maintain up-to-date
assessment of risk factors through a "fresh eyes” approach.

+ 1in 3 had a correctly completed VTE risk assessment
+ 3in 4 had a change in risk factors from booking

Inform

Provide improved education for healthcare professionals, patients
and their families regarding VTE risks, symptom identification, and

prevention measures to enhance recognition and action.
+ 3in 4 were postnatal

+ 3in 5 had a vaginal birth
- 1in 2 had multiple healthcare contacts before diagnosis

Medicate

Verify that the appropriate dosage and duration of prophylaxis are

prescribed when required and given to the woman. Ensure clear
of how to i iinister the icati

n 3 were prescribed thromboprophylaxis
» 1in 4 received thromboprophylaxis
+ 1in 10 had extended thromboprophylaxis where required

nhsrsafety@nhs.net

have any questions, please as

Resolution

Advise / Resolve / Learn



Information poster for patients and families

Inform AIM: Reducing VTE in Maternity Care INHS |

8. Percival, P. shah and V. Wilkins (Project Lead) Resolution

Resolution

Assess Inform Medicate

= Venous thromboembeolism (VTE) is a + Bloed clots can be life
blood clot in a vein, commonly in the threatening - it is the main cause
leg {Deep Vein Thrombosis or 'DVT"} of death during and up to six

2N or lung (Pulmonary Embolism or PE?) weeks after pregnancy.
_Z

= Blood clots can be avoided « Itis more common in
by accurate risk and with
and preventative measures certain risk factors

INFORM

Assess

You will have a VTE risk at the beginning of

This should be updated during and after pregnancy as your risk
factors may change.

Provide improved
education for
healthcare
professionals,
patients and their
families regarding

Inform

Common Risk Factors*
Age3Syearsorover  Three previous births or more  Infection

VTE risks, BMI 30 or more Family history Caesarean or Forceps Birth
! Smoker Immobility Blood loss more than 1 litre
symptom Doop ven hrombosis
o e st

identification, and Warning signs of a DVT

- Know Your Pain Warmth
prevention Risks, See the Tenderness Redness

Signs, Inform Swelling Hardness =

measures o your Midwife

enhance or Doctorl Warning signs of a PE
e Difficulty breathing Chest pain .
recognition and
acﬁon Guigeline No. 37a) | RCOG.
Medicate
You will be prescribed p 0 ication (injectic if you are at

increased risk. The dose you receive is dependent on your weight and
the length of time you need medication depends en your risk factors.

If you have any questions, please ask: nhsr.safety@nhs.net

Advise / Resolve / Learn



NHS
Key messages Resolution

Risk should be
reassessed with
every change, using
the correct maternity
VTE assessment tool

This will allow for the
correct prophylaxis
at the right dosage
for the right amount

of time

VTE assessment is
essential in
pregnancy and the
postnatal period

J

Advise / Resolve / Learn 25



NHS

Resolution

Thank you for listening

Safety and Learning team Project Lead - Victoria Wilkins

nhsr.safety@nhs.net Associate Safety and Learning Lead
020 7811 2700 (North)

@NHSResolution Victoria.Wilkins3@nhs net
uti
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Experiences of capturing VTE
risk assessments, an improving
picture

Regional Safety and Learning Networking Forum /

Olufunsho Adetutu Otenaike

VTE Patient Safety Lead

Maidstone and Tunbridge Wells NHS Trust
November 2025

Exceptional people,

outstanding care



Introduction

@ VTE prevention is a key patient safety priority.

@ Accurate and timely risk assessment reduces harm.

.~ Transition aimed to improve compliance, data
=" visibility, and learning.

Exceptional people,

outstanding care



BaCkgrou nd Previously used paper forms

Trust-wide.

-: Issues with tracking,
so o compliance, and audit data.

Shift to digital documentation
for accuracy and accessibility.

.}Ii. Part of wider Trust digital
transformation strategy.

Exceptional people,

outstanding care




Aim

CHANGE
¥
REFREEZE N

(Lewin,195

Implement .
= . . Improve completion
v= *
= electronic* VTE risk B and compliance rates.
assessments.
Enable real-time Align with national
0\ monitoring and \/ VTE prevention
governance reporting. standards.

*Allscripts Sunrise - electronic patient record (EPR) system

Exceptional people,

outstanding care




Timeline W,

o-¢
{
H<0

*EPMA - Electronic Prescribing and Medicines Administration
** UAT - User Acceptance Testing

Exceptional people,

outstanding care

Planning Phase (2019): Stakeholder engagement,
IT development, data gathering, workflow design.

Phase 2 (2021): Testing & initial rollout; VTE forms
removed due to EPMA* readiness and UAT**
defect.

Full Rollout (2022): Trust-wide implementation
with Electronic Prescription system (EPMA).

Post-Implementation: Ongoing monitoring and
improvement.




Lessons Learned — Challenges

e COVID-19 (2020-2021): Staff redeployed, limited capacity.

e Technical integration issues with EPR & EPMA.

e Challenging timeframes for rollout and training.

e Change resistance and digital adoption fatigue.

e Temporary compliance dip during transition.

* Dual systems caused duplication and confusion.

Exceptional people,

outstanding care




Lessons Learned — Successes

~
4

ses Improved data quality and accessibility
A .
- for all needing access to data

@ Real-time visibility of VTE assessments
- higher completion rates, fewer hospital-acquired VTE/ anticoagulation related cases

- Better governance reporting and incident learning
L - reliable audit trails

Staff confidence increased after training

- positive staff feedback on usability

r
|G

Exceptional people,

outstanding care




Change
management e Transition required both digital
and cultural change.

e Early engagement and
communication were vital.

Kotter’s 8-Ste
Change Mode

e Digital systems enable proactive
safety learning.

e Collaboration across teams was
key to success.

BiteSize Learning

Exceptional people,

outstanding care




Next Steps

== A - i -

Continuous Further usability Embed VTE training in Share learning
monitoring and quality improvements induction programmes regionally for wider
checks improvement

Exceptional people,

outstanding care




Thank you

CONTACT: OLUFUNSHO.OTENAIKE@NHS.NET MAIDSTONE AND TUNBRIDGE WELLS
NHS HOSPITAL

Exceptional people,

outstanding care
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Supporting staff affected by
a significant adverse event

Natalie Smith - Associate Director of Healthcare
Legal Services, North Bristol NHS Trust




NBT’s Wellbeing Pathway

As part of NBT’s Staff Trauma Support a Wellbeing Pathway has been developed to help provide support to
staff — collaborative work Staff Trauma, peer support wellbeing lead and Healthcare Legal

R | St Poychology Tearn Staff Trauma | Support

North Brist f Trauma | Support
M0t | o & ot ut ittt il

Peer-led check ins for colleagues after adverse events

Co-ordinated approach for major

incidents and inguests Staff Trauma ‘ Support pathway

Signposting to specialist services

Have you or a colleague experienced an adverse event at work?
We know that peer support is key, but research suggests more than 40% of people
Speci alist do not talk to anyone at these times.
Accessto specialist psychological
support

Did you know you can have a confidential peer led check in following an

Facilitates ‘cold’ team debrief adverse event at work?

Consultation with What is a peer led check in?

managers/Me+MyTeam. « AL checkin with a peer Staff Trauma| Support practitioner
« They will provide you with information on normal reactions and
Peer-led 1:1 check in i following i
. + Itcantake place in person or remotely (e.g. via MS Teams)
conversations R
esponsive . i i
{Trauma Support Practitioners) P Following the checkin you may be offered a follow-up or

signposted to services, such as The Staff Psychology Team, if
needed
Peer-led PITSTOP

{*hot debrief’) Itis part of a peer-to-peer support system to help clinicians deal with the

impact of adverse events.
Traumajgyeport via Incident 1t m
Reporting System & follow-up procedures.
Trauma awareness & PITSTOP
R Trauma check-in referral form
training For information about To access this support:
Preventative ealata s NBT e
Peer-led reflective practice and ;v:l‘l:::ua:kuuv,yr:"n Scan this QR code
training this QR code:
i
Routine team huddles 3
(StartwellEndwell) fTreumaSupport@nbt.nhs.uk EISY




NBT’s Wellbeing Pathway

Adverse Event

Essential
throughout any
significant
adverse event:

Support from
colleagues, line
manager,
educational
supervisor (for
doctors in
training) and
team.

NBT Staff Trauma | Support s saft-
wisma: | Psychology Team
Support available for you after an adverse event at work Rootaee i etusen a ot st it se

When?

When an adverse
event happens.

What support is available?

* Support from your team

+ If you select notify specialist team 'Staff Trauma Support’ when completing a Datix, the Staff
Trauma Support psychologists will contact you via email to check if you are okay

* Run/attend a peer-led PITSTOP (hot debrief)

* Access a confidential 1.1 check in with a Staff Trauma Support Peer Practitioner

In the weeks after the
event.

= Support fram your team
= Access a 1.1 follow up with a Staff Trauma Support Peer Practitioner, where needed

= Arrange a psychology-facilitated debrief

4-6 weeks after the
event.

+ We would typically expect things to settle over this period of time. However, if you feel the
event is continuing to impact your wellbeing, please do make a 1.1 referral to the Staff
Psychology Team via our page on LINK or by emailing StaffPsychologyTeam@n

If the adverse event is
likely to lead to a

serious patient safety
investigation/finquest.

+ For senior and junior doctors, contact Janet Angus for a peer check in (Janet.Angus@nbt.nhs.uk)

* For all staff, contact the Staff Trauma Support team for support before, during, and after the
investigation/inquest

To access this support, please contact StaffTraumaSupport@nbt.nhs.uk

The Staff Trauma Support team alse provides training (e.g., on trauma awareness, and running PITSTOPs/hot debriefs) as well as

consultation for leaders/managers.

CARES




NBT’s Wellbeing Pathway

Patient Safety Learning Response Review

Essential
throughout any When? What?
significant
adverse event: 1. Divisional Governance Team or Clinical Director/Head of
nursing/Deputies contact Staff Trauma | Support to advise of
Support from Responsive Onset of Patient tient safety | ) . d ide list of affected
colleagues, line Safety Leamning patient safety learning response review and provide list of affecte
Support Y colleagues. Staff Trauma | Support to provide support options for
man&ger, Response Review staff membersfteam as needed
educational )
Euper\rlsorl{fnr 2. Signposting as agreed/appropriate e.g., to line
d(-:lt:-turs i manager/educational supervisor, additional support with the Staff
training) and Psychology Team, Occupational Health etc.
team.

CARES



NBT’s Wellbeing Pathway

Inquests
In the event of a Coroner’s Investigation and/or Inquest
Essential
throughout any
significant
a & o ) 1. Trust Healthcare Legal Service's Team to contact Staf Trauma
. Support, clinical/professional leads with monthly updates about
Suppurtfml:n Responsive Motice of upcoming inquests .
colleagues, line Subport Coroner’s 2. Trust Healthcare Legal Service's Team to send Looking after your
manager, PP Investigation wellbeing when involved with an inguest leaflet to all involved
educational
supervisor (for
doctors in
training] and Email: SteffTraumaSupport@nbt.nhs.uk
team.

CARES




NBT’s Wellbeing Pathway

Inquests

In the event of a Coroner’s Investigation and/or Inquest

e

1. Healthcare Legal Services contact Sta® Trauma| Support to
H confirm names of staff members who will be in attendance and
Responsive 2-4 Weeks prior to h
. Support full Inquest share any concerns.
Essential PP q 2. Offer 1:1 check in conversation (general and doctor-specific) with
throughout any hearing _ 3
option for psychology support if needed
significant Specialist 3. Psychology Team Guidance for Coroner’s Court Before, During
adverse event: Support and After Leaflet given during this appointment
Supportfrom |
colleagues, line
manager, . 1. Staff Traumal Support to check in with all staff members who
T Responsive After Inquest attended Coroner's Court
supervisor (for Support 2. Offer of psychology support if needed (including trauma-focused
doctors in interventions)
training) and Specialist 3. Ser\nc_e leads to l|a_|se mth Staff Trau 1 Support as needed
team. regarding any learning in terms of wellbeing support
Support

Wellb eing support around attending inquests is available for all MEBT staff affected at the time ofthe incident, including those who have left the trust or
rotated out, e.g., doctorsin training, Staff leading review processes can also access support through the Staff Trauma| Support.
For those no longer at MBT, signposting to local services can be provided following this support if needed {e.g., for psychological interventions). Our Leads
for Senior and Junior Doctors are the initial contact offering check ins for doctors; Staff Psychology Team for all other staff.
ma| Support.

Staff leading review processes can also access support throughthe ©

Email: StaffTraumaSuppo

CARES




NBT’s Wellbeing Pathway

Inquest Guidance Note

This guidance note is provided to all staff
members who are approached to provide an
inquest statement.

LOOKING AFTER YOUR

Morth Bristol
S Trust.

WELLBEING WHEN INVOLVED
WITH AN INQUEST

We know that being contacted about an incident at work can bring up a range of
emotions. It is normal, and understandable, to feel apprehensive, worried,
confused, upset and/or angry in this situation. It is also normal to feel okay or to be
unsure of how you feel.

The Healthcare Legal Services team will support you throughout the inquest
process. Alongside support from the legal team, there is a range of wellbeing
support available to you throughout the inquest process.

D1 Peer Support

We know that support from our peers
and managers can make all the
difference when something challenging
has happened at work.

If you feel comfortable to do so, arrange
a conversation with a trusted colleague
or a 1:1 check in with your manager to
discuss how you are feeling.

D3 staff Psychology Team

Colleagues who feel they would benefit

from additional support, can also access

confidential, tailored 1:1 support via the
Staff Psychology Team.

If you would like to speak directly with a
member of our team, please contact us
at StaffTraumaSupport@nbt.nhs.uk.

02 Support from Doctor
Wellbeing Leads

Junior and senior doctors can also
access 1:1 peer-to-peer support from
the Leads for Doctor Wellbeing (Dr
Janet Angus and Dr Anusha Edwards).

Contact them via email to arrange a
time to meet:
Janet Angus@nbt.nhs.uk
Anusha.Edwards@nbt.nhs.uk

04 Employee Assistance
Programme (EAP)

EAP offer a free, confidential support
line, available 24/7, which staff can
access to talk about any concerns

with a trained counsellor.

Call them on 0800 028 0199

CARES




NBT’s Wellbeing Pathway
Staff Psychology Leaflets — Inquests

Staff
Psychology Team

. HS)
'~ | The days before attending et

0000 ,

—— coroner’s court

Many people feel appreh @) @ Staff
mind is saying. Our mind h North Bristol |Psychology Team
. NHS Trust
but can be unhelpful at ti O n t e d a y (S) Rsiliease i Jetueen us 106 jast within as
You will have SUPPOI"( fropatha Teuctlo | LT +h basst Th 1

number of practical aspe

Staff
Psychology Teal]

After attending the ...XF5
Inquest

Koctlease i between s not just withi as

»  Arrive earlyso
venue and havs
your breathing

It is natural to feel a bit unsettled after presenting a
the coroner’s court, having been discussing the
details of a patient who will have sadly died. It is
important to take some time afterwards to take

care of yourself, before getting back to work or
home.




Other innovative work relating to inquests - NBT’s Inquest Toolkit

NBT has developed a range of resources for healthcare staff to rely on as they prepare for
the inquest process, these include:

Inquest

Guidance Note

North Bristol [\'/7&

NHS Trust

Guidance for Healthcare Staff
Inquests

-
What is an Inquest?
Wwho died, where they did. when they died and how they came by their death, The Coroner wil request
evidence and piece it together o gain a betterunderstanding of the
circumsiances leading up to a person's death.
-

J

4 R— N

The Coroner barrister or legal
experionce.

Jained, the Deceased
otherwise in state detenton.

The Coroner's ole i to establish answers to the 4 questions set aut above.

the Coroner
reaching a conclusion on how a person died and answer the 4 questions. It s not about
Here, the
Coroner willmake people or organisations “interesied persons'. There is st of who s likely to be
1 Justce Act 2009, ool
P have caused or
deceased, ;.

The Coroner is also required to confirm the Deceased's medical cause of death.

/

e

Afer reviewing the evidence,
evidence, by cinicians,

~

“Read only’ vs ‘Full hearing’ Inquests

attend Court)or heard In ull (which requires relevant wiinesses to atiend Court o give thelr vidence in

clarifcation is needed).

-

\_

i lnk between the.
Taust L however should you be

manage on your behalt

required, but cther

fora statement the
1 ora copy of

such as.
there is one (thisis ot always the case),

Coroner, such Trust polcies,

inguest, we wil notfy you of the

¥ process and review your

represented n Court by the Healthcare Legal Senvices Team.

Youras \

i, Coroner, tis the Trusts
Ked to cover i y to provide an
o just n relaion o
Ternplates are also avallable on the Trust inranet
Your statement wil need to...
« beonTrustletierhead paper
. ¥ Job e, s best ncluded
at the beginning of your satement
. Coroner
. Deceased
+ make it clear who did what, why, when and (o whom
+ bea detalled factual account
comparison
b easyto understand by the lay person (see below)
the

the frst instance -
Legal Services team prior o being subited to the Coroner.

medical o) in lay

‘wrtten in full, with the abbr

=)

Attending an Inquest

this a daunting experience. attend,

fuding on the day of the
inquest. Please also remember that the inquest s not a ciminal orcivi tial, The Coroner i not there o
judge, 3

What you can expoct:

+ Amemberofthe Servioes

by the Coroner.
about attending Court or the inquest.

youmay have

o Inquests itwhich is Avon C
Bourton (BS48 1UL) -
the

Legal Servioes Te o

onto the winess stang
gothrough any final uestions.

You wil need to cress n smart cithes -the kind you might wear o a job nerview.

 You il need to bring your own food for unch as breaks during the inquest are unpredictable
onthe. long enough o dive
elsewher to buy some.

. n publi the public and press may be: present
[ by the press, o the Trust's
Team whomay

be In attendance

. wish

+ When giving your evidence, the Coroner i likely 1o follow your statement, asking you questions in
between

You any questions they might also have.

Once you have gi ; P
otherwise. Itwill be up 1o you whether you would like 0 stay 1 lsen to any of the other evidence
being given after you

Afer the Coroner
‘conclusion. The balance of probabiltiesis the burden of proof applied to all evidence and each of
the possible conclusions.

+ The Coroner drug and alconol
related death, misadventure, natural causes, open. Coroners may altematively give a narrative
eonclusion which i a brief faclual statemen describing
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NBT’s Inquest Toolkit

X

Mock Inquest

Video

A

This is the main Court room at Flax Bourton Coroner’s Court, which
is where the majority of North Bristol NHS Trust inquests are held.
When giving evidence, the witness will step up to the witness
stand which is directly in front of where the witnesses sit.




NBT’s Inquest Toolkit

Factual and
Nursing

Overview
Templates

INQUEST INTO THE DEATH OF XXXX [INSERT NAME OF DECEASED]
STATEMENT OF XXXXX [INSERT NAME]

I, [name and title] of [insert name of department] at North Bristol NHS Trust, will say as
follows'-

[

w

-

L

©

Insert your job fitle, how long you have been in this position, commencement of
employment at North Bristol NHS Trust and professional qualificafions

| make this statement in relation to the death of [insert name of deceased] at [insert
place and date of death]. Insert details as to what period and care this statement is
referring to, explain whether the statement is made with reference to the medical
records andiéor your recollection of the deceased. I you have no recollection of the
deceased please state this.

. Provide @ prief summary of background medical history based on the medical
records

Provide a factual account of your involvement in the care and freatment of the
deceased / overview account of the care and treatment provided in chronolegical
order during the admission/s from X to X [insert dates] Ensure your statement is
based on the medical records and your recollection (if applicable) and includes
reference to any relevant guidelines, policies and risk assessments

Be candid around any key issues with care andfer freatment, g,g if any guidelines,
policies, risk assessments, standard practice not followed, explain factually what did
not happen and if known, explain why this was the case. Also explain what impact, if
any, this had.

Ensure the statement only covers areas within your expertise. Also ensure the
statement covers NBT care only, rather than care relating to other Trusts

If within your expertise, explain whether you agree or disagree with the proposed
cause of death and give reasons for your views.

Ensure paragraphs are numbered throughout the statement and use sub-headings
where appropriate e.g. suggesfions include background medical history, key care —
surgery/fall on X date, care from X {o X date_

| believe the contents of this statement are true to the best of my knowledge and
belief.

INQUEST INTO THE DEATH OF XXXX [INSERT NAME OF DECEASED]
STATEMENT OF XXXXX [INSERT NAME]

I, [name and title] of [insert name of department] at North Bristol NHS Trust, will say as

Insert your job itle, how long you have been in this position, commencement of
employment at North Brisiol NHS Trust and professional qualifications

~

. | make this statement in relation to the death of [insert name of deceased] at [insert
place and date of death]. This statement is a nursing overview covering the period X
to X [Insert dates] whilst [Name of deceased] was on [Ward details]. Explain whether
the statement is made with reference to the medical records and/or your recollection
of the deceased. If you have no recollection of the deceased please state this
Explain why you have been asked to provide this nursing overview report.

w

. Provide an overview account of the nursing care and treatment provided in
chronological order during the admission/s from X to X [insert dates). Ensure your
statement is based on the medical records, your recollection (if applicable),
discussions with nursing staff (if applicable) and includes reference to any relevant
qguidelines, policies and risk assessments.

-

Ensure the statement covers in detail falls risk assessments undertaken, including
the date, outcome and how the outcome was reached for any assessmenis. Ensure
the statement covers any measures to mitigate falls in place both pre and post each
falls risk assessment and fall, if the deceased had multiple falls.

o

. Ensure the statement details if enhanced care was considered (if appropriate) and if
not appropriate, explains reasons why.

@

Ensure the statement covers in detail intentional rounding underiaken both pre and
post any falls.

"

. Be candid around any key issues with nursing care and/or treatment, g.0.if any
qguidelines, policies, sk assessments, standard practice not followed, explain
factually what did not happen and if known, explain why this was the case. Also
explain what impact, if any, this had.

. Ensure the statement only covers areas within your expertise. Also ensure the
statement covers NBT care only, rather than care relating to other Trusts.

©

Ensure paragraphs are numbered throughout the siatement and use sub-headings
where iate e.0. fions include falls history, key fall - fall on
X date, care from Xio X date.

10.1 believe the contents of this statement are true to the best of my knowledge and
belief

CARES
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VTE Case Studies

DAC BEACHCROFT

Orthopaedic care in the community

Background

C had an elective orthopaedic joint replacement as an inpatient. Surgery successful and PE risks in inpatient stage
managed appropriately:

*  Pre-op patient information booklet provided warning of the risk of DVT and PE,

«  DVT/PE listed as risk in his consent form

*  Post-operative TED stockings and anticoagulants given whilst in hospital

Initial recovery went well:

« 1 day post op - in a chair, pain fee. Discharged with aspirin and TED stockings. Information given about TED
stockings and DVT red flags

« 1 day post discharge - recovering well, no new problems on call

« 4 days post op - calves were measured and evenly sized. Advice given to mobilise, use a cold compress, use a
hot water bottle for cold feet and keep leg elevated.

Issues arose after:

+ 10 days post op - appointment missed

* 11 days post op HCA visits and notes a swollen leg, with different circumferential measurements and a
significant increase since the previous measurement.

+ Swelling was the only symptom. There were issues with records: No detail of whether C had worn their

stockings, and whether they were still taking aspirin. There was a dispute over whether C reported pain or not.

No further action was taken.
12 days post op C suffered a PE.
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VTE Case Studies

DAC BEACHCROFT

Orthopaedic care in the community

What went well?

* Good provision of information re: DVT and PE risks, verbally and through information leaflets
before discharge from hospital

* Post op TED stockings and anticoagulants all appropriately prescribed

* Good follow up, a call the day after discharge and a visit 4 days post op

* The initial community follow up post operatively went well.

What were the issues?

* Although good information was given initially, following discharge there were not sufficient
documented reminders of DVT / PE risks to C

* Key issue was the leg size discrepancy and recognition of the risk present by it.

« Afull VTE assessment and referral should have followed the discrepancy, despite there being
no other signs of DVT / PE and swelling being a recognised symptom post op.

Learning points
+ Assessments of pain in recovery should be documented

* Ask for assistance when uncertain (a call to a nurse for a second opinion would likely have led
to a referral).
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VTE Case Studies

DAC BEACHCROFT

Surgical VTE management and contraception

C had 2 abdominal surgeries

It was alleged that C should have been told to stop taking the contraceptive pill before surgery due to
the increased risk of DVT

Contraception guidance from the manufacturer:

+ Contraceptive pill should be discontinued 4 weeks before major surgery, including any surgery to the
legs or pelvis.

* Where it cannot be discontinued, thromboprophylaxis should be considered (which it was).

The contraceptive pill changed the risk of DVT for C. The risk should have been higher than recognized,
and dosages adjusted accordingly.

Thromboprophylaxis was needed for both surgeries during the inpatient stay.

After the first surgery, C was prescribed prophylaxis, but at too low a dose, and given stockings. No
adverse outcome came from this, as C recovered well post operatively.

After the second surgery, thromboprophylaxis was again given, again at the same dose as after first
surgery. C developed PE 5 days post op.
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VTE Case Studies

DAC BEACHCROFT

Surgical VTE management and contraception

What went well?

* There was not a requirement to stop the contraceptive pill pre-operatively, and most surgeons
would not have done so.

* The need for thromboprophylaxis was recognised

What were the issues?

« Whilst thromboprophylaxis was given, the issue came down to assessment of VTE risk given
the full history.

+ Contraception should have led to a recognition of the patient as high risk, and increased
dosage of thromboprophylaxis.

* That increased dosage would, on balance, have avoided PE.

Learning points

* Full history needed for VTE risk assessment

* Reliance on previous assessments of risk is risky (if second surgery had fresh assessment
including contraceptive pill, PE would have been avoided despite the fact too low a dose of
VTE prophylaxis was given in the first surgery).
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VTE Case Studies

DAC BEACHCROFT

Bayley v George Eliot Hospital NHS Trust [2017] EWHC 3398 (QB)

* 1 April 2008 C gives birth to first child

* Normal birth, discharged after 2 days

* 15 April 2008 - attends ED with pain and swelling in left leg. DVT diagnosis. Prophylaxis
(clexane and warfarin) given, but not thrombolysis, and discharged to anticoagulation clinic -
no criticism made of this.

» C given TED stockings and prescribed warfarin. Warfarin was stopped after 6 months, in
October 2008.

+ C continued to have problems with her leg, and was referred, on a non-urgent basis, to a
vascular surgeon in December 2008.

* Seen by vascular team in March 2009, and aspirin continued.

* C Alleged that D was negligent in:
* Failing to provide full length graduated compression stockings in April 2008
* Not referring C to vascular in August 2008
* Stopping Warfarin in December 2008
* Failing to tell her, in March 2009, that she could have undergone ilio-femoral venous
stenting as an alternative treatment (per Montgomery)

* Quantum agreed pre-trial, subject to liability, at £350,000.
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VTE Case Studies

Bayley v George Eliot Hospital NHS Trust [2017] EWHC 3398 (QB)

DAC BEACHCROFT

* Court’s Findings:

Provision of knee length stockings at the time was accepted practice and not negligent. Full

length stockings were not compulsory.

The 'missed’ referral to vascular in August 2008 was during the 6 month ‘acute’ phase of

warfarin treatment, and it was not negligent to await the end of that treatment to refer.

Stopping warfarin in December 2008 was not negligent. When used for more than 6

months, the bleeding risks of warfarin outweighed the benefits.

Discussion around consent and stenting, concluded that:

* lleo-femoral stenting for DVT was not well known in 2008

* There was a window to perform ileo-femoral stenting, which closed in December 2008

* The window closed before the Claimant had been referred to the vascular team, and
physicians(who had treated her before this) would not have been familiar with stenting

* The treatment the Claimant did have was the standard treatment in 2008. Stenting had
not been widely used in the UK in 2008 and had limited literature in support of it

The Claimant's claim was dismissed
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Case Study 1— General Surgery (1)

Background:

* The patient underwent a laparotomy 10 days after admission to hospital.

* From admission, as surgery was planned, daily clexane was prescribed.

+ The notes had no record it was given on the three days prior to surgery.

«  After surgery, the patient recovered slowly and was discharged after 10 days.

+ Daily clexane was prescribed post surgery but the records had no record of it being given for 3 days after surgery.
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Case Study 1— General Surgery (2)

Background:

+ 15 days after discharge, the patient suffered a fatal cardiac arrest.

*  The post-mortem gave the leading cause of death as being a PE.
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Case Study 1— General Surgery (3)

Allegations (VTE related):

« Afailure to give daily clexane.

* Whilst a VTE assessment was carried out just after surgery, and this recommended the use of compression stockings,
there was a failure to provide these.

+ A failure to prescribe clexane on discharge.
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Case Study 1— General Surgery (4)

What allegations could be defended?

It was argued that the patient had been provided with compression stockings, as per relevant guidance at the time
(but this could not be proven).

It was reasonable to not prescribe clexane on discharge as according to the then NICE guidelines this was not
required where the patient had not undergone major cancer surgery to the abdomen.

On causation, it was argued that regardless of the alleged breaches of duty, the patient would have suffered a PE in
any event and the same sad outcome would have occurred.
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Case Study 1— General Surgery (5)

What allegations could not be defended?

The medical records were missing several entries to show that clexane was given each day whilst in hospital. We
therefore could not positively state it had been given each day.

The pharmacy records did not assist with this and neither did the witness input obtained.

There was no note in the medical records that compression stockings had been provided. The Claimant provided
cogent evidence that if offered, he would have worn them, and that the family did not see him wearing them after
surgery.

There was risk on the prescribing clexane on discharge point — given wider complications the Claimant had.
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Case Study 1— General Surgery (6)

What was the outcome?

+ The case was settled on a litigation risk basis at a significant discount compared to the pleaded value.

»  The missed clexane doses and absent compression stockings could well have made the difference in the patient
developing the fatal PE or not.
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Case Study 1— General Surgery (7)

What are the learning points?

*  Prescription records and the giving of medication must be completed fully each day — even for repeat medication.
* If prescribed mediation is not given for a specific reason on any particular day, that reason should be noted.

« The provision of compression stockings should be recorded in the medical records (we were told this was not always
the case) and also whether the patient engaged with wearing them.

* If a patient has complicating factors at discharge that could take them outside the relevant NICE guidance, a brief
note about this explaining a decision to not prescribe clexane would be helpful.

* Incomplete medical records, even seemingly administrative details, can undermine the defence of a later claim.
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Case Study 2 — Emergency Dept (1)

Background

The Deceased suffered left leg pain, her GP measured this leg being 4cm swollen compared to the right, and advised
her to attend ED.

Her condition was investigated and this included a D-dimer test.

The D-dimer result was positive and an ultrasound scan was performed.

The ultrasound was reported as reassuring.

The patient was diagnosed with muscular pain, advised to take pain relief and to return to her GP if the pain persisted.

The patient collapsed and died 9 months later. A PM gave the cause of death as PE and DVT.
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Case Study 2 — Emergency Dept (2)

Allegations

+ A failure to perform and record a calf measurement.

+ A failure to calculate a Wells score. If done, this would have mandated further follow-up leading to earlier diagnosis of
aDVT.

* The DVT which led to the PE was present at the time of the ED review, and a repeat ultrasound within a week and a
prescription of anti-coagulants for 6m would have revealed this, leading to alternative treatment that would have
avoided the PE and death.
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Case Study 2 — Emergency Dept (3)

The Defendant’s position

«  There was no Wells score (which was 1 based on the GP’s calf measurement) noted in the medical records — and there
should have been.

+ The calf-swelling was recognised, and this was the trigger for the investigations that were carried out.
« Evenif a Well's score had been recorded in the medical records, it would not have altered the management.
+ If the Well's score was 2, this would have warranted a repeat ultrasound within a week.

« Evenif there was a DVT present at the time of the ED review, it was not related to the fatal PE given the time period in
between the two events.
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Case Study 2 — Emergency Dept (4)

Evolution of evidence:

+ If a Well’s calculation had been recorded in the notes as 1, the same line of treatment would have taken place.

* Evenif the Well's score had been 2 (required tenderness distribution), and a repeat ultrasound performed within a
week, this would also have been negative and no anti-coagulants prescribed.

+ Evenif there was a DVT present at the time of the ED review, it was not related to the fatal PE given the time period in
between the two events. Any calf DVT present at the time of the ED visit dissipated.

+  The cause of the fatal PE was a new acute calf DVT that formed shortly beforehand. So even if anticoagulants had
been prescribed for 3m after the ED visit, they would not have altered the outcome.

*  The claim discontinued.
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Case Study 2 — Emergency Dept (5)

Learning points:

+ The importance of accurate note-keeping.

+ If there is concern about calf swelling (either visually or in a referral from another clinician), do measure the difference
compared to the other calf and note the findings.

«  The importance of a Well's score being recorded in the medical records if there is clinical suspicion for DVT.

* Would the claim have been pursued at all if both had been present in the medical records?
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