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Housekeeping

• This is event is being recorded.
 

• Please use the chat box to submit 

any questions.
 

• Feel free to share your innovations in 

the chat.
 

• An online feedback link will be 

shared in the chat at the end and 

emailed after the webinar.
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Agenda
Time Item Speaker

12:30
Introduction to the forum (5 mins) • Chair, Justine Sharpe, Safety & Learning Lead London - 

NHSR

12:35
Learning from claims data & missed fractures (15 

mins)

• Ingrid Henderson, Associate Safety & Learning Lead – 

London – NHSR

12:50
Missed fractures; guidelines and consequences

(15 mins + 5mins)

• Dr Bob Handley, National GIRFT lead, Orthopaedic 

Consultant, Oxford University Hospitals NHS Foundation 

Trust

13:10
Mitigating the risk of missed fractures in the ED    

(15 mins + 5 mins)

• Dr Samira Akberali, Consultant in Emergency Medicine, 

Clinical Lead Adult Emergency Department Royal London 

Hospital, London Region Chair Royal College of 

Emergency Medicine 

13:30
Preventing missed fractures and the use of AI from 

The Whittington Health NHS Trust (15 mins) 

• Dr Mayurun Ramadas, Consultant in Radiology, primarily 

Paediatrics with subspeciality interest in Adult and 

Paediatric Neurology, Paediatric MSK. The Whittington 

Health NHS Trust

13:45
Q&A

• Facilitated by Justine Sharpe

13:55 Summary and Close (5 mins) • Justine Sharpe
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Learning from claims data and missed fractures

Ingrid Henderson

Associate Safety and Learning Lead London – NHS 

Resolution
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Comparison of findings NHSR 

publication to 2026

5



Advise / Resolve / Learn

2026 analysis: Top five injury sites

Volume Value
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Top five injury sites by region
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Regional insights – London

8

85 closed claims 

with damages paid

Total cost of closed claims 

= £5.5 million

Total damages paid 

= £2.6 million

Top 5 missed fracture claims by injury site

41 female claimants 

Average age = 51 years

Ankle / foot = 10 claims

Total cost = £444,455

Hip = 13 claims

Total cost = £775,874

Scaphoid = 11 claims

Total cost = £704,519

Wrist /hand= 15 claims

Total cost = £751,391

Spine = 8 claims

Total cost =£853,786

44 male claimants

Average age = 42 years
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Overview of 132 missed fracture claims

9

Average age = 58 years 

Range = 14 years to 94 years
Missed fracture claims by region

=75 =57
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Overview of 74 missed hip fracture 

claims

10

55

19

Claimant age at incident
Imaging performed at 

initial presentation

Mechanism
Fall

Resistance 

Running
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Overview of 30 missed scaphoid 

fracture claims

11

Imaging at initial presentation
Subsequent imaging

Mechanism
FOOSH

Non-weight 

bearing impact

RTA

5

25
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Overview of 28 missed spinal fracture 

claims

12

15

12

Claimant age at incident Imaging performed at 

initial presentation

Mechanism

Majority had 

a fall from 
under 3m
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Themes within missed fracture claims

13

Primary care review 

in 50% of claims

Ambulance service 

involvement in 15% 

of claims

Poor bone health 

indicated across 

claims
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What’s next?

Population health management lens to the analysis

Potential impact of optimising bone health in fracture 

prevention

What do you think would be helpful outputs from this updated 

analysis?

14



Missed fractures;
guidelines and 
consequences

Bob Handley
National Clinical Lead for Adult 
Orthopaedic Trauma



Bob Handley……… who am I?

• Currently

• National clinical lead GIRFT Orthopaedic Trauma

• Old

• Previously 

• Medical student 1972

• Member NICE GDG for Hip Fractures

• Co-chair of the two NICE GDG’s for Fractures

• Chair of BOA Trauma Committee (write BOASTs)

• Consultant T&O Surgeon Oxford 1994-2025. 



Do we need education?  Two histories;

• Scaphoid fracture • Hip fracture



Scaphoid # - everyone knows

• 1972 lecture and MDU presentation  (Personal communication) 

• and every doctor I have questioned who trained subsequently

• not a diagnosis of deduction but one of exclusion

• Sx but negative X-ray – immobilise and re-Xray 10/7

• Then technology….



NICE review question 2016

a) What is the most clinically and cost-effective 
imaging strategy for patients with clinically 
suspected scaphoid fracture? 



One original cost-utility analysis found that immediate MRI was 
cost effective compared to immediate CT (£3,854 per QALY) for 
diagnosing people with a suspected scaphoid fracture. It also 
found that immediate MRI was dominant compared to 
indeterminate X-ray followed by MRI, indeterminate X-ray 
followed by CT, and indeterminate X-ray followed by fracture 
clinic follow up. This study was assessed as directly applicable 
with potentially serious limitations. 

Recommendations and link to evidence  NICE 2016 NG38

9. Consider MRI for first-line imaging in people with suspected 
scaphoid fractures following a thorough clinical examination. 



Comparison of CT and MRI in diagnosing occult hip 
fracture: a systematic review and meta-analysis

Hongxue Qu 1, Lei Bian 2

Both CT and MRI showed good diagnostic efficacy for occult hip 
fractures. However, MRI consistently outperformed CT, exhibiting 
significantly higher sensitivity, specificity, and likelihood ratios, 
thereby providing superior accuracy in confirming or excluding 
occult fractures.

. 2024 Jul 15;16(7):2745–2755. doi: 10.62347/NUBB1946 

https://pubmed.ncbi.nlm.nih.gov/?term=%22Qu%20H%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Qu%20H%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Bian%20L%22%5bAuthor%5d
https://doi.org/10.62347/NUBB1946


Hip fracture

• 1972 aware hip pathology may present with knee symptoms (kids)

• NWB older fall patient no fracture on initial image
• lots of beds – admitted – re-X-ray if no progress

• Then there were beds and technology

• Not many beds investigate if negative try and send home

• Worry about adequacy of initial image. 
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NICE Hip fracture guideline – review question 
2009
• In patients with a continuing clinical suspicion of hip fracture, 

despite negative radiographic findings, what is the clinical and 
cost-effectiveness of additional imaging (radiographs after at 
least 48 hours, RNS, US and CT, compared to MRI, in confirming, 
or excluding, a hip fracture? 



NICE HIP Fracture Guideline  CG124  2011 

• Offer magnetic resonance imaging (MRI) if hip fracture is 
suspected despite negative anteroposterior pelvis and lateral hip 
X-rays. If MRI is not available within 24 hours or is 
contraindicated, consider computed tomography (CT).



MRI is too much trouble, how about CT
A confident miss

4 weeks



What about repeat plain X-ray – a less confident 
miss – NICE 2001 said

• Repeat radiographs after 48 hours have limited 
sensitivity and carry the risks of displacement 
during the intervening period, as well as those of 
delay to surgery. 



Why not just do it?

• Too expensive?

• Whose patient is it whilst we are waiting?

• Who feels the pain?



Why is it a “miss”, and what are the 
consequences?

• Following the guidelines but making a mistake

• Not following the guidelines

• Follow up (when can you test and discharge)

• Do we really know the clinical consequences of a “Miss”?



Summary and Potential actions

• Guideline review

• Directed research

• End the “Turf wars” leading to admission fear

• Where pathways exist, all involved clinically should be participate 
in governance



Mitigating 
the Risk of 

Missed 
Fractures

In the Emergency 
Department 

Dr Samira Akberali

Clinical Lead Royal London 
Hospital Emergency 
Department, London Region 
Chair RCEM



Why 
Missed 

Fractures 
Occur

• Subtle radiographic findings

• High patient volume and 
cognitive load

• Incomplete imaging views

• Paediatric anatomical 
complexity

• Delayed radiology reporting



Clinical 
Risk and 

Impact

• Delayed diagnosis and 
treatment

• Poor functional outcomes

• Potential need for surgery

• Patient complaints and 
litigation

• Re-attendance to 
emergency departments





Appropriate 
Clinician 
Skill and 
Training

• Radiograph interpretation 
training – ‘all the classics’

• Senior review for uncertain 
cases

• Awareness of common 
pitfalls

• Structured approaches to 
image interpretation

• Paediatric radiograph 
familiarity



Real-Time 
Radiology 
Reporting

• On-site radiology reporting 
where available – ideally real time

• Teleradiology support overnight 
(for sites without out of hours in 
house radiology)

• Direct discussion with 
radiologists for equivocal films

• Faster identification of subtle 
fractures, the Red Dot!, AI Flags



Consistent 
Radiology 

Result 
Checking

• Daily review of radiology reports

• Comparison of ED interpretation 
vs radiologist report

• Alert systems for unexpected/ 
Significant findings

• Process for prompt patient recall 
if required



Clear 
Referral and 

Follow-Up 
Pathways

• Defined orthopaedic 
referral processes

• Rapid fracture clinic 
appointments (24–72 hrs)

• Virtual fracture clinics

• Dedicated paediatric 
review clinics





Governance 
and Safety 

Netting

Complaint/litigation/Datix 
reviews

• Audits of missed fractures

• Learning from cases

• Clear patient discharge advice 
– The patter really matters

• Return precautions for 
worsening symptoms



Key 
Takeaway

Reducing missed fractures requires 
layered safety systems:

• Skilled clinicians

• Reliable radiology reporting

• Robust result checking

• Clear referral pathways

• Rapid specialist follow-up



P R E V E N T I N G  M I S S E D  F R A C T U R E S  &
 T H E  U S E  O F  A I

DR MAYURUN RAMADAS

Whittington Hospital



W H Y  T H I S  
M A T T E R S  F O R  

N H S  R E S O U R C E

• Missed fractures remain a major 
contributor to medicolegal cost 
and patient harm

• Most occur in high-volume plain 
film imaging

• The challenge: balancing 
diagnostic certainty, radiation 
exposure, workforce pressure, 
and system cost
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F R O M  T H E  R E P O R T I N G  R O O M :  P R A C T I C A L  
O B S E R V A T I O N S

• Paediatric trauma: Plain films often 
first-line, but subtle fractures and 
interpretation variability remain 
common

• Spinal trauma: CT increasingly the 
diagnostic standard – plain films 
frequently inadequate for subtle 
injuries

• Key question: are some traditional 
plain-film pathways becoming 
obsolete?
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P L A I N  F I L M  E R R O R S  &  H U M A N  F A C T O R S

• Errors often occur in busy acute settings with high reporting volume

• Diagnostic confidence varies with experience, fatigue, and subspecialty expertise

• Paediatric imaging and subtle fractures particularly vulnerable
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C A S E
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A I :  S A F E T Y  N E T  O R  C O N F I D E N C E  G A P ?

• AI tools may reduce missed fractures and 

triage abnormal studies

• Potential resource benefit if they reduce 

litigation and repeat imaging

• But raises questions about radiologist 

confidence, reliance, and workflow 

integration – Training!
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C A S E  1
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C A S E  2
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C A S E  3
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R E S O U R C E  S T R A T E G Y  M O V I N G  F O R W A R D

• Optimise pathways that minimise missed injuries, not just imaging cost

COMMUNICATION – LANGUAGE --> Combative or Constructive

• Consider where CT-first strategies reduce downstream harm and cost

• Invest in AI support, training, and subspecialty expertise
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D I S C U S S I O N  Q U E S T I O N

• Should imaging policy prioritise radiation protection, lowest upfront imaging cost,  or lowest 

total system cost including missed diagnoses and medicolegal risk?
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T H A N K  Y O U

• Q&A

• Mayurun.ramadas@nhs.net
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Summary & Close

GET IN TOUCH FOLLOW US 

nhsr.safety@nhs.net
NHS Resolution

We hope you have found this event useful, 

please remember complete this short survey 

here to help us with future events

SCAN ME

https://forms.office.com/e/NPqZ4V9Wfa
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