
Learning from claims Message of the month

The NHS continues to experience rising costs from clinical negligence claims 
due to the rise in legal costs as well as the increase in damages awarded. 
NHS Resolution (NHSR) formerly NHSLA (NHS Litigation Authority) has 
currently a reserve of £65bn for 2017/18.  

The damages for 2016/17 have amounted to over a £1bn with the legal costs 
amounting to over £625m (all NHS).  At DBTH we have had a reduction in the 
number clinical claims over the last two years, which has coincided with Duty 
of Candour legislation and an effort to reduce risks to patients. However, with 
this decrease, while the number of claims has dropped, the costs of these 
cases risen by 15%. For example, from April 2010 and March 2017, we had 
three high value claims in Radiology with a total value over £5m:

• Failure to identify foetal abnormalities on antenatal ultrasound
• Inadvertent injection of toxic substance intravascularly leading to 

amputation
• A missed spinal mass on CT leading to paraplegia.

We had 238 low value and high volume claims with a value of over £21m: 

• 63 patients had a failure/delay in treatment
• 53 patients had a failure/delay in diagnosis
• 22 patients had intraoperative complications
• 12 patients had failure to correctly interpret x-rays

Patient Outcomes in this group

• 22 deaths 
• 25 required further treatment
• 49 resulted in unnecessary pain
• 23 missed fractures

Common causes identified by case studies

• Failure to perform xrays
• Lack of support for junior staff
• Inadequate pre-admission assessments
• Failure to make timely and appropriate referrals
• Failure to adequately review before discharge
• Poor record keeping:
                 o Consent process
                 o Discharge advice
                 o Discussions with colleagues
                 o Reason for treatment decisions.

It is extremely important we learn from claims in order to work more safely 
and provide better patient care and treatment.
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Sharing how we care

A recent incident involved an older patient wrongly diagnosed with a 
UTI after a positive dipstick in her urine. This patient had a history of 
falls, low blood pressure, cognitive impairment and recently reduced 
mobility. The positive dipstick resulted in her being treated for a 
UTI she did not have. For older people in Hospital think beyond this 
condition.

Learning from this incident:  

• Please share and display the following guidance in your area 
(one and two). 

• Check risk factors for falls – Lying and standing BP (Five for falls)
• Refer to Physio and OT
• Consider referral to Falls Service
• Take advice and flag memory issues
• Consider bone protection.

Help us to reduce unnecessary antibiotic prescribing and  
misdiagnosis of UTI in older people. 

How	do	we	improve?	
• Only	treat	if	there	are	≥	2	symptoms	or	if	

there	are	signs	of	infec;on	and	no	other	
source	evident	

• Send	an	MSU	ideally	before	an;bio;cs	
• Consider	oral	an;bio;cs	if	your	pa;ent	is	

not	sep;c	
• Treat	with	narrow	spectrum	an;bio;cs	

based	on	sensi;vi;es	where	possible	
• Use	shortest	dura;on	of	an;bio;c	course	
• Ensure	regular	review	of	the	diagnosis	

and	stop	an;bio;cs	if	no	longer	indicated

Does	it	maEer?	
•Increased	risk	of	resistant	
bugs	

•Poten;al	for	adverse	effects	
of	an;bio;cs	

•Missing	the	‘real’	diagnosis	
Other	source	of	infec;on,	
demen;a,	frailty,	post-ictal,	
disorienta;on,	malignancy	

•Poor	resource	management

Recent	audit	
suggests	that	
only	54%	of	
pa6ents	treated	
for	a	UTI	actually	
meet	na6onal	
guideline	criteria

Are	we	doing	it	right?

Diagnosing	and	Trea;ng	
UTI	in	older	people

If	your	pa;ent	is	not	acutely	sep;c,	
consider	non-treatment	and	

monitoring:

• Recheck	bloods	•	Monitor	temperature	
• Review	if	persis6ng	/	change	in	symptoms	
• Collateral	history,	is	the	confusion	new?

Evidence	of	pyrexia,	
hypothermia,	abnormal	

WCC	or	CRP	

AND	

No	alterna=ve	cause	for	
these

If signs of sepsis are present, see 
Sepsis IPOC (WPR44230)

✓	Dysuria	
✓	Urinary	urgency	
✓	Urinary	frequency	
✓Urinary	incon=nence	(new)	
✓Rigors	
✓Fever	or	hypothermia	
✓Flank	or	suprapubic	pain	
✓Haematuria	
✓New	or	worsening	confusion**

or

Diagnose	UTI	if	there	are…	
≥	2	of	the	following	symptoms:

**New	and	worsening	confusion	can	suggest	infec?on,	but	this	is	non-specific.	
Look	for	other	causes	such	as	cons?pa?on,	reten?on,	dehydra?on,	medica?on	
or	different	environment.

Please remember:
• Confusion
• Incontinence
• Odour
• Positive dipstick*

are poorly 
indicative 
of UTI

Up to 60% of 
older people 
have 
asymptomatic 
bacteriuria and 
do not need 
antibiotics

Antibiotics can cause harm in older people
Number needed to harm = 3

*Urine dipsticks are unreliable in diagnosing UTI in older people

Help	us	to	reduce	an?bio?c	
prescribing	and	misdiagnosis	
of	UTI	in	older	people

Caring: In October, the Trust went an entire month without 
incidence of a severe pressure ulcer. 

https://www.dbth.nhs.uk/wp-content/uploads/2018/12/UTI-in-Older-People-Poster-1-2.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2018/12/UTI-in-Older-People-Poster-2.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2018/10/5ForFalls_DBTH.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2018/12/UTI-in-Older-People-Poster-2.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2018/12/UTI-in-Older-People-Poster-1-2.pdf
https://www.dbth.nhs.uk/news/trust-stops-the-pressure-for-one-month/


Baby, it's cold outside!
As a Trust we have recently introduced a traffic light hat initiative for new-born babies that help to ensure all babies receive the 
right level of care. New born babies can lose heat very quickly, which can lead to them becoming unwell. 

Each baby born at the Women and Children’s Hospital will receive a hat when they are born, which indicates to staff and parents the level of care 
that is right for them. The hats will be used on the post-natal wards are red, amber or green –  using soft baby wool and any new-born hat pattern.

 

Keeping a baby warm in the first few hours of life is important. The traffic light hats are a great visual aid for the midwifery team to easily identify 
babies that may need a little more help or care within the first few hours.
Red hats are for babies who are more at risk maybe because of infection, who may need more regular neonatal observations.
Amber hats are for babies who may require a little more attention because they were born prematurly or low birth weight. These babies may need 
a little extra help with feeding or keeping warm.
Green hats are for lower risk babies who require routine observations.
The hats are only worn for the first 24 hours of the baby’s life before their individual care is reassessed. Parents/Carers can then take the hats 
home as a keepsake.
This initiative has successfully been used in other hospitals nationally, we are now underway and donations have very kindly been received from 
volunteer knitters in and around our Trust.
If anyone would like to donate a hat to the ward, you can contact Senior Sister Michelle Clark, Neonatal Unit Doncaster & Bassetlaw Teaching 
Hospitals NHS Foundation Trust on 01302 642696 or by email: michelle.clark12@nhs.net

A case of mistaken identity

Two patients with an almost identical name, both with similar 
conditions were recently admitted to our hospitals for the same 
procedure 24 hours apart. 

The first patient was discharged and CAMIS terminated the spell. 
Unfortunately as the patient hadn’t physically left, the ward 
cancelled the discharge on JAC to administer medicines. 
 
The next day the second patient with an almost identical name, 
diagnosis and undergoing the same procedure was admitted to 
a different ward. The previous patient's details were still on JAC. 
Without the required checks, the new patient was discharged 
with a discharge letter belonging to the previous patient. Luckily 
she didn’t receive any of the medicines but the family noticed the 
wrong details and raised the alarm.
 
Learning from this incident: 
• Check the patient’s JAC record matches the patient clinical 

record and ensure that these match the wristband of the 
patient including their date of birth

• Do not transfer patients on JAC using names:  always use the 
D number if manually admitting to JAC or transferring to a 
different clinical area

• Ensure the patient has been discharged from JAC after their 
hospital stay:  this would probably have prevented this error.

The Strange Case of Penny Allison: Highlights the importance 
of taking your time to identify the correct patient, https://www.
youtube.com/watch?v=1VKt2LysGxA 

Duty of Candour

The Statutory Duty of Candour came into force in November 2014. 

This involves giving patients accurate, truthful, prompt information 
when mistakes are made and treatment does not go to plan. 

Saying sorry when things go wrong is vital for the patient, their 
family and carers, as well as to support learning and improve safety. 
The following circumstances must always trigger the Statutory Duty 
of Candour, please make sure this leaflet is also given:

• The death of a patient when due to treatment received or not 
received

• Severe harm; permanent serious injury as a result of care 
provided

• Moderate harm; non-permanent serious injury or prolonged 
psychological harm

mailto:michelle.clark12@nhs.net
https://www.youtube.com/watch?v=1VKt2LysGxA
https://www.youtube.com/watch?v=1VKt2LysGxA
https://www.dbth.nhs.uk/wp-content/uploads/2018/12/WPR42261-Duty-of-Candour.pdf


Patient  
Safety Alert

Patients may need nasogastric 
feeding because of a critical illness 
or stroke (where they cannot 
safely swallow food or their 
medical condition means they have 
additional nutritional needs). 

Nasogastric feeding is typically a 
short or medium term method of 
feeding a patient and care needs to 
be taken to ensure the tube is placed 
in the stomach. If you have not been 
taught the four criteria technique for 
checking nasogastric tube placement 
on x-ray, please don’t attempt to 
confirm placement. See the alert 
here: www.tinyurl.com/DBTHPS1 

This short animation explains that it 
must only ever be staff with the right 
training who confirm the correct 
placement of a nasogastric tube:

 
Within the last six months there 
were 362 x-ray referrals for the 
positioning of NG tube. 

CXR is a second line intervention for 
NG position check and should only 
be requested when pH is high or 
unobtainable.

Please make sure you use a 
nasogastric feeding tube care sheet 
for every patient on this regimen. 

For more information please contact 
Hannah Stirland, Nutrition Specialist 
Nurse by emailing: 
hannah.stirland@nhs.net

Informed consent

The Trust solicitors tell us that 90% of all claims made against the NHS have an element 
of consent involved. Our informed consent policy has recently been updated:

Consent to examination of treatment policy (which now includes guidance from the 
Royal College of Surgeons). 

This sets out the principles for working with patients through a process of supported 
decision-making. It includes the full implications of the new legal context, and provides 
guidance on the discussion with the patient, the role of the consent form and how to 
document the consent process. The key principles from this guidance are:

• The aim of the discussion about consent is to give the patient the information they 
need to make a decision about what treatment or procedure (if any) they want.

• The discussion has to be tailored to the individual patient. This requires time to get 
to know the patient well enough to understand their views and values.

• All reasonable treatment options, along with their implications, should be 
explained to the patient.

• Material risks for each option should be discussed with the patient. The test of 
materiality is twofold: whether, in the circumstances of the particular case, a 
reasonable person in the patient’s position would be likely to attach significance to 
the risk, or the doctor is or should reasonably be aware that the particular patient 
would likely attach significance to it.

• Consent should be written and recorded. If the patient has made a decision, the 
consent form should be signed at the end of the discussion. The signed form is part 
of the evidence that the discussion has taken place, but provides no meaningful 
information about the quality of the discussion.

• In addition to the consent form, a record of the discussion (including 
contemporaneous documentation of the key points of the discussion, hard copies 
or web links of any further information provided to the patient, and the patient’s 
decision) should be included in the patient’s case notes. This is important even if 
the patient chooses not to undergo treatment.

For consent to be valid, it must be given voluntarily by an appropriately informed 
person (the patient or someone with parental responsibility for a patient under the age 
of 16) who has the capacity to consent to the intervention in question.

Therapeutic exception: The Royal College of Surgeons Guidance also explains that the 
traditional concept of the therapeutic exception (sometimes referred to as therapeutic 
privilege) describes the situation in which a doctor may claim exemption from the duty 
to provide certain information to a patient if the doctor deems that this might cause 
the patient psychological harm to a degree which outweighs the benefits of informing 
them. The possibility of this exception presents significant legal difficulties for doctors. 
The Supreme Court in the Montgomery case made clear that the therapeutic exception 
should only be used in rare cases. Litigation is a likely consequence of the use of the 
therapeutic exception and surgeons should ensure that, if they use it at all, their 
reasons should be documented at the time. Where contentious issues are involved, 
legal advice should be sought.

Mr O. O. Olubowale, Consultant Oncoplastic Breast Surgeon and Breast MDT Lead.

Discharge Summaries

Sometimes the discharge summaries are updated through the patients stay 
and include advice for the GP on follow up investigations. 

We have had five recent incidents reported to us by our GP colleagues, where the 
patients had sadly died during their admission, but the request to follow up on 
the investigations remained on the discharge summary.  

If you are in doubt about what to include on the discharge summary, please speak 
to your consultant. 

Contributors

We want to say a big thank you to our 
Sharing How We Care contributors:

Dr Tim Noble, Cindy Storer, Mr O. O. 
Olubowale, Hannah Stirland, Richard Stott, 
Dr Helen Meynell, Sister Michelle Clark and
Becky Vallance. 

https://tinyurl.com/dbthPS1
https://www.dbth.nhs.uk/wp-content/uploads/2018/12/IPOC-1607-training-FINAL.pdf
mailto:hannah.stirland@nhs.net
http://dbhintranetapps.win2000.doncri.nhs.uk/forms/policies/PAT%20PA%202%20v%207%20-%20Consent%20to%20Examination%20of%20Treatment%20Policy%20-%20final.pdf
https://www.rcseng.ac.uk/library-and-publications/rcs-publications/docs/consent-good-practice-guide/
https://tinyurl.com/dbthPS1
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Quality Improvement (Qi)

Quality Improvement (Qi) – Where to start? 

Recognising what you are doing really well in your practice and your 
team, and how you could build on this further is a great start to Qi. You 
could also identify areas where care could be improved, where patient 
pathways could be made more effective, where things aren’t working 
as well as they could be, or where there are different or better ways 
possible. 

Quality Improvement (Qi) – Where to start? 

• What ideas do we have as a team about what things are we 
doing well and what can we do better?

• What could we do to make things work better for staff that will 
also improve things for patients?

• What information do we already collect that tells us something 
to focus on? 

• What can we directly affect and improve?

• How do our ideas support team objectives? 

• Most importantly – How do we involve patients to get their 

input?

Involving patients is vital, if you have ever been a patient, you know 
how different things can be when you are experiencing care. For 
example we may plan for a patient to receive an 8 week post op follow 
up appointment, but if the clinic is cancelled this may then become 
delayed. Patients are also keen to tell us what went well with their 
care as well as what can be improved and this feedback is equally as 
valuable. Lots of improvement work is being carried out in the Trust 
including patients in improvement groups. You could also have a look 
at what other teams and services are improving on our Qi Database 
(http://dbhlive01/qii/index.php) which shows some of the Qi work 
across the Trust. 

Quality Improvement (Qi) – Where to start? 

Qi Toolkit - An easy to use, practical toolkit to take you step-by-step 
through improvement. We have training throughout the year which 
can be booked via Training and Education.

Beccy Vallance,  
Clinical Lead for Quality Improvement (Qi) 
Beccy.Vallance@nhs.net 

Medicines Mishaps

Tacrolimus/clarithromycin interaction: Within the last year, we have 
had at least two incidents where tacrolimus has been co-prescribed 
with clarithromycin. 

Tacrolimus is an immunosuppressant used for transplant patients 
(amongst other indications) and levels need to be regularly monitored.  
If tacrolimus levels are increased then there is a risk of acute kidney 
injury and, ultimately loss of the transplanted kidney.

The first incident involved a man who came in very unwell and was 
given clarithromycin for a presumed pneumonia for three days before 
being diagnosed with a perforated oesophagus.  He was on tacrolimus 
for his kidney transplant.  

After three days of clarithromycin treatment, his kidney function 
deteriorated and tacrolimus levels were increased 6 fold.  
Unfortunately, this caused him to require dialysis for the remainder of 
his life as the kidney graft never recovered from the effect.

The second incident involved a man who presented at the OOH GP and 
was prescribed clarithromycin.  After three days of clarithromycin he 
came into hospital with an acute kidney injury and elevated tacrolimus 
levels. In this case, kidney function did recover.

• Be aware that tacrolimus does interact with clarithromycin 
(and other medications too) and so the combination should be 
AVOIDED

• Before prescribing ANY MEDICINE take a careful medical history 
and consider the consequence of the combination with high risk 
medicines such as tacrolimus

• Seek specialist advice if you know the patient is on a high risk 
medicine such as tacrolimus: This could be a renal physician, 
pharmacist or contact Medicines Information.  Microbiology 
are also a useful source of advice for seeking alternatives to 
interacting antibiotics

• Inform the relevant parent team that the patient has been 
admitted if they have had a transplant.

Achieving: As a Trust, we have gone more than one 
year without a hospital-acquired MRSA infection. 

Compliment of the month
We know that we can also learn from positive feedback and this is 
always shared with the teams involved when we receive it.  A recent 
post regarding the Trust shared on NHS.UK is below:

"I attended the Emergency Department (ED) at Bassetlaw Hospital with 
chest pain and shortness of breath, I was seen within five minutes and 
all the staff were fantastic, so friendly and professional. I’d had an ECG, 
bloods taken and oxygen applied within ten minutes. 

The doctor who saw me was very helpful and gave me a thorough 
examination and after further investigation I was informed I had a clot 
in my lung. I was admitted to ATC and although extremely busy I was 
well looked after by the team, the staff couldn’t do enough for me. I 
was seen by the consultant and advised I could go home. 

Today I was seen in the Ambulatory Care Ward and again such caring 
and professional staff cannot be faulted I must mention the lovely 
food, was hot, tasty and well presented."

http://dbhlive01/qii/index.php
mailto:Beccy.Vallance%40nhs.net%20?subject=
https://www.dbth.nhs.uk/news/curtis-is-star-of-the-year-at-local-hospitals/
https://www.dbth.nhs.uk/news/local-hospitals-go-more-than-a-year-without-superbug/

