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ABSTRACT
Objective  Learning from adverse outcomes in health 
and social care is critical to advancing a culture of patient 
safety and reducing the likelihood of future preventable 
harm to service users. This review aims to present an 
overview of all clinical claims finalised in one calendar 
year involving publicly funded health and social care 
providers in Ireland.
Design  This is a retrospective observational study. 
The Clinical Risk Unit (CRU) of the State Claims Agency 
identified all service-user clinical claims finalised between 
1 January 2017 and 31 December 2017 from Ireland’s 
National Incident Management System (n=713). Claims 
that had incurred financial damages were considered for 
further analysis (n=356). 202 claims underwent an in-
depth qualitative review. Of these, 57 related to maternity 
and gynaecology, 64 to surgery, 46 to medicine, 20 to 
community health and social care and 15 related to 
children’s healthcare.
Results  The services of surgery and medicine ranked first 
and second, respectively, in terms of a number of claims. 
Claims in maternity services, despite ranking third in terms 
of claims numbers, resulted in the highest claims costs. 
Catastrophic injuries in babies resulting in cerebral palsy 
or other brain injury accounted for the majority of this cost.
Diagnostic errors and inadequate or substandard 
communication, either with service users and/or 
interprofessional communication with colleagues, emerged 
as common issues across all clinical areas analysed. 
Quantitative analysis of contributory factors demonstrated 
that the complexity and seriousness of the service user’s 
condition was a significant contributory factor in the 
occurrence of incidents leading to claims.
Conclusion  This national report identifies common issues 
resulting in claims. Targeting these issues could mitigate 
patient safety risks and reduce the cost of claims.

INTRODUCTION
Learning from adverse outcomes in health 
and social care is critical to advancing a culture 
of patient safety and reducing the likelihood 
of future harm to service users. In Ireland, 
the State indemnifies publicly funded health 
and social services for claims alleging medical 
negligence, resulting from personal injury, 
during the provision of professional medical 
services.

The State Claims Agency (SCA) manages 
these claims. It also has a risk management 
function, advising and assisting these services 
in seeking to prevent future incidents. Under 
the National Treasury Management Agency 
(Amendment) 2000 Act, health and social 
care services are required to report service 
user incidents to the SCA on the National Inci-
dent Management System (NIMS), which the 
SCA hosts and governs jointly with Ireland’s 
Health Service Executive (HSE). The SCA is, 
therefore, in a unique position, as it has access 
to national data on clinical incidents, in addi-
tion to data on claims managed by the SCA 
on behalf of health and social care services. 
This national oversight of claims enables the 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Previous studies in Ireland and elsewhere have de-
scribed medical negligence claims numbers, costs 
and patterns by specialty. However, this study pro-
vides an analysis of clinical claims across all spe-
cialties, providing a whole system view of claims at 
a particular point in time.

WHAT THIS STUDY ADDS
	⇒ This study contributes learning from the unique 
perspective of the indemnifier of a national public-
ly funded health and social care service about the 
common factors contributing to the occurrence of 
clinical claims across all services, and highlights 
deficits in relation to communication, patient/ser-
vice user monitoring, therapeutic interventions and 
diagnostic tests.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ While not all adverse events are preventable, this 
study contributes to a culture of learning when 
things go wrong. The learnings from this study have 
been shared widely with senior clinicians, execu-
tives and risk managers in Ireland’s Health Service 
Executive, the organisation tasked with providing 
public health services in Ireland.
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SCA to undertake a comprehensive end-to-end analysis of 
claims data.

Published clinical claims data often describes claims 
in relation to a particular service, specialty or claims 
category or provides high-level aggregate analysis. By 
contrast, the aim of this study was to present a descriptive 
analysis of the portfolio of clinical claims being managed 
by the SCA, the indemnifier of publicly funded health 
and social care services in Ireland, at a particular point 
of time (2017). This snapshot included an analysis of the 
patterns of litigation and common themes resulting in 
litigation. It describes claims by service, associated costs 
and an analysis of issues resulting in those claims. More-
over, it provides an aggregate analysis of contributory 
factors (CFs). This wider perspective helps identify issues 
common to all services resulting in claims.

METHODS
Data selection
Claims within the scope of the study included all service 
user-related clinical claims finalised during the period 1 
January 2017 to 31 December 2017 inclusive (n=713). All 
analysis used data available on NIMS. Only those claims 
that had incurred damages were considered for further 
analysis (n=356).

All claims with paid damages equal to or greater than 
€150 000 (n=89) were analysed in-depth and for those 
with paid damages less than €150 000 (n=267), a sample 
of 114 claims was selected. Purposeful sampling was 
employed to ensure the inclusion of hospitals or services 
with small numbers of claims.

An agreed claim analysis template was used for data 
synthesis and standardisation of the claims selected 
(online supplemental file 1). Following initial manual 
review and exclusion of claims deemed to be outside 

of the scope of the study, 202 claims were selected for 
in-depth analysis.

No patients or members of the public were involved in 
the study concept, design or data analysis.

Data Categorisation
Categories of service under which claims were made are 
presented in figure 1, ranked by paid total. These are the 
categories as listed on NIMS. For psychological injury 
claims (eg, where a claim for psychological injury is taken 
by a bereaved family member(s)), the analysis focused on 
the clinical event giving rise to the psychological injury 
claim, rather than the psychological injury claim itself.

Data analysis
Claims analysis was undertaken by clinical risk advisors 
(CRAs) in the Clinical Risk Unit (CRU) of the SCA. A 
standardised tool is available that provides a comprehen-
sive framework for incident investigations and analysis, 
namely ‘The London Protocol’1 which was amended to 
reflect the information that was available to the CRU.

The Yorkshire Contributory Factors Framework (YCFF) 
was used to inform CF analysis. The YCFF is an evidence-
based tool for patient safety reviews, primarily developed 
for acute hospital settings.2 The CFs reviewed were aggre-
gated under five key domains: (1) service user factors, (2) 
task and technology factors, (3) individual (staff) factors, 
(4) team factors and (5) work environmental factors. 
The presence of each CF was assessed as ‘yes’, ‘maybe’ 
and ‘no’ or ‘unknown’ in relation to each claim. For the 
purposes of quantitative analysis, ‘yes’ was given a score of 
2, ‘maybe’ was given a score of 1 and ‘no’ or ‘unknown’ 
was given a score of 0. This provided a cumulative score 
for each CF which was ranked in order of prominence.

All analyses used data available on NIMS. Rounding is 
kept to the nearest single whole number for percentages 

Figure 1  Claims with damages paid listed by service and cost. Paid damages: Payments awarded to the plaintiff including 
special and general damage payments. Paid total: The total accumulated paid cost of a claim over its lifetime and may include 
payments made over a number of years. Figures with regard to damages, legal costs and expert costs may be reflected in this 
total. *Other refers to seven service categories where the paid total for each category was less than €500 000.
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and the nearest first decimal place for monetary values. 
The severity rating is aligned with the HSE Risk Impact 
Table as outlined in the HSE Incident Management 
Framework (online supplemental file 2).3 All graphs and 
tables were generated through Tableau (V.2018.3). Anal-
ysis was subject to an internal quality assurance process 
whereby statistics and figures were double-checked by a 
second CRA.

RESULTS
High level review of claims (n=356)
Claims where damages were paid most frequently 
occurred in the services of surgery, medicine and mater-
nity, which between them accounted for 86% (305 of 
356) of the claims where payments were made (figure 1). 
Of the 356 claims that resulted in a payment, 121 (34%) 
related to surgery, 111 (31%) related to medicine and 96 
(27%) related to maternity and gynaecology services.

Although maternity services ranked third in terms 
of a number of claims where a payment was made, 
the total payments made in relation to maternity 
service claims was €52.4 million; this represented 
40% of the total payments (€132.3 million) made 
in relation to claims finalised in 2017 and exceeded 
the payments made in any other clinical area. The 

subservices of ‘delivery’, ‘antenatal’ and ‘postnatal’ 
featured in the top 10 subservices by number of 
claims (table 1).

The top 10 subservices accounting for claims by number 
are presented below.

In the service of medicine, the highest number of 
claims arose in the subservices of emergency medi-
cine and general medicine, and in the clinical area 
of surgery, the highest number of claims arose in 
the subservices of orthopaedic surgery and general 
surgery. 333 (94%) claims related to incidents that 
occurred in a hospital setting, with only 23 (6%) 
occurring in a community setting.

Detailed review of claims (n=202)
What went wrong?
Clinical claims frequently arose due to diagnostic 
error (delayed, missed or misdiagnosis) often leading 
to delayed or incorrect treatment, or as a result of a 
range of adverse outcomes related to treatment or 
therapeutic intervention, including complications 
of surgery, retention of foreign objects, medication 
errors or delayed treatment interventions. Claims also 
arose in relation to delivery (table 2).

Table 1  Top 10 services and subservices by number of claims and associated paid total

Number of claims Service Subservice Paid total

50 Medicine Emergency medicine €9, 393, 710

47 Maternity Delivery €46, 602, 161

42 Medicine General medicine €11, 614, 223

35 Surgery Orthopaedic surgery €9, 782, 771

33 Surgery General surgery €7, 074, 171

22 Gynaecology General €5, 047, 011

14 Maternity Antenatal €3, 005, 343

12 Maternity Postnatal €2, 790, 836

10 Surgery Gastrointestinal €1, 403, 998

10 Surgery Neurosurgery €14, 967, 298

Table 2  Examples of claims related to diagnostic error and therapeutic interventions

Examples of claims related to diagnostic error Examples of claims related to therapeutic interventions

	► Missed diagnosis or delayed diagnosis
For example, of cancer, of lesions on imaging, of fractures, 
of appendicitis, of abdominal aortic aneurysm

	► Misdiagnosis
For example, the misdiagnosis of severe infections such as 
meningitis or endocarditis as viral infections

	► Related to delivery
For example, incorrect CTG interpretation

	► Complications of surgery
For example, damage to nerves or vessels, damage to adja-
cent organs, venous thromboembolism

	► Retained foreign objects
For example, retained swabs/sponges during surgery

	► Medication error
For example, administration of a contraindicated medication

	► Delayed treatment
For example, delayed referral to specialist services

	► Related to delivery
For example, incidents resulting in hypoxic ischaemic enceph-
alopathy, shoulder dystocia, sphincter injury

https://dx.doi.org/10.1136/bmjoq-2023-002688
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Factors contributing to the occurrence of claims
	► Inadequate or substandard communication with 

service users, for example, substandard/omitted 
consent, failure to consent for known complications of 
a procedure and failure to engage in open disclosure.
	– Substandard consent featured in 20/64 (31%) of 

surgical claims analysed.
	► Inadequate or substandard interprofessional commu-

nication—between colleagues or within and between 
multidisciplinary teams and services, for example, 
unsigned, illegible or absent entries in the healthcare 
record, inadequate communication between teams 
and services when transferring care.
	– Substandard clinical documentation featured in 

13/20 (65%) claims occurring within community 
health and social care.

	► Failure to adequately monitor a service user or recog-
nise a deteriorating service user, for example, failure 
to act on abnormal findings (eg, cardiotocography 
(CTG)) or to escalate to a senior decision-maker as 
appropriate, inadequate risk assessments undertaken, 
failure to take account of relevant medical history.

	► Inadequacies related to the diagnostic process, for 
example, delay/failure in performing diagnostic tests 
and/or investigations, failure to follow-up on diag-
nostic tests, ordering the incorrect diagnostic tests.

	► Inadequacies related to treatment, interventions and 
procedures, for example, delay in initiating treatment, 
inappropriate deviation from good practice/clinical 
guidelines, substandard treatment due to inadequate 
training or familiarity with a technique.

	► Inadequate staffing and resources to meet demand.
	► Lack of availability of diagnostic equipment.
	► Equipment failure due to inadequate maintenance.

In addition to a qualitative analysis of the factors contrib-
uting to claims, a scoring system for CFs was used (see 
the ‘Methods’ section). Table 3 presents the aggregate CF 

ranking for all 202 claims that were subject to in-depth 
analysis.

DISCUSSION
Main findings and international comparison
This review provides a snapshot at a particular point in 
time at the national level of the number, costs and types 
of clinical claims managed by the SCA. The pattern of 
claims, with claims most frequently occurring in hospitals 
and in the clinical areas of surgery, medicine and mater-
nity services, was in keeping with previous SCA analysis.4

The payments made for claims in maternity services 
exceeded the payments made in any other clinical service. 
This is because most catastrophic brain injury/cerebral 
palsy claims arise in this service, and they are usually 
associated with high levels of damages. This is similar to 
the UK experience, where obstetrics accounted for 64% 
of the value of total clinical negligence claims managed 
by National Health Service (NHS) Resolution, despite 
accounting for only 13% of the number of claims.5 Addi-
tionally, in a UK 10-year maternity review conducted 
between 2000 and 2010, the categories contributing to 
the largest value of obstetric-related claims related to 
cerebral palsy and CTG interpretation.6 This serves to 
emphasise the importance of initiatives to mitigate risks 
in labour and the risks of perinatal causes of morbidity 
and mortality. In Ireland, the National Neonatal Enceph-
alopathy Action Group (NNEAG) was established in 
2019 as a formal partnership arrangement between the 
HSE’s National Women and Infants Health Programme, 
the Irish Department of Health and the SCA to deal with 
issues of joint concern around the incidence of neonatal 
encephalopathy in Irish maternity units and hospitals. 
The purpose of NNEAG is to identify and mitigate against 
factors that are known to contribute to avoidable neonatal 

Table 3  The aggregate contributory factor (CF) ranking across all 202 claims subject to in-depth analysis

CFs (listed in descending order of CF score) CF score Position

Service user factors—condition (complexity and seriousness) 192 1

Task and technology factors—task design and clarity of structure 167 2

Individual (staff) factors—knowledge and skills 162 3

Individual (staff) factors—competence 146 4

Team factors—written communication 142 5

Team factors—verbal communication 115 6

Task and technology factors—availability and use of protocols 106 7

Team factors—supervision and seeking help 85 8

Service user factors—language and communication 72 9

Task and technology factors—availability and accuracy of test results 63 10

Team factors—team structure (congruence, consistency, leadership, etc) 62 11

Work environmental factors—design, availability and maintenance of equipment 45 12

Work environmental factors—workload and shift patterns 40 13
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encephalopathy and improve the quality of care within 
Irish maternity services.

The costs of claims associated with neurosurgery were 
disproportionately high, with 10 of 121 surgical claims 
analysed accounting for 43% of the paid damages for this 
service, reflecting the fact that adverse events which arise 
in this subservice may result in catastrophic injuries.

Of the 356 claims where payments were made, 333 
(94%) occurred in hospital settings, which most likely 
reflects the complexity of care being delivered in these 
locations. However, claims also arise in community 
settings, which emphasises the need for risk management 
in all health and social care settings.

This review also examined the issues contributing to the 
occurrence of the incidents that resulted in claims. The 
issues identified were not new, reflecting the recurrence 
of common themes. Inadequate or substandard commu-
nication with service users or with colleagues, emerged 
as a common issue across all clinical areas analysed. Poor 
communication is a predisposing factor for complaints 
and litigation and can strongly influence whether an inci-
dent becomes a claim.7 This includes not only the infor-
mation relayed to a service user but also the manner in 
which the information is communicated.8 Although all 
procedures carry the risk of complications, claims may 
also arise if the plaintiff alleges they were not made aware 
of the potential complication(s), or if there is insufficient 
documented evidence of consent.

In a US-based benchmarking report in 2015, after 
analysis of more than 23 000 medical malpractice claims 
between 2009 and 2013, a third of cases could be directly 
linked to communication breakdown.9 Malpractice cases 
involving a communication breakdown closed with an 
indemnity payment more frequently than other cases, 
and those payments were above the overall average.

Well-known and structured communication tools such 
as ISBAR/ISBAR3 (Identify, Situation, Background, 
Assessment and Recommendation/Read back/Risk) 
are used internationally for both escalation to senior 
healthcare professionals and clinical handover. These 
have been integrated into National Clinical Effectiveness 
Committee (NCEC) guidelines in recognition of the need 
to improve and standardise communication in health 
and social care.10–15 Huddles are also recommended in 
several NCEC guidelines, and recently published litera-
ture demonstrates how they can improve communication 
and enable a supportive safety culture.16 17

In this review, delayed diagnosis, missed diagnosis and 
misdiagnosis were common adverse outcomes which 
resulted in claims. Process failures which resulted in these 
outcomes included delay/failure in performing diag-
nostic tests or investigations, failure to follow-up on diag-
nostic tests and ordering the incorrect diagnostic test.

The failure to adequately monitor and/or recognise a 
deteriorating service user was observed in a number of the 
clinical areas analysed in this study. Examples included 
inadequate clinical observations, inadequate risk assess-
ments, inadequate monitoring of the complications 

associated with treatments, substandard interpretation/
misinterpretation of fetal heart rate monitoring and inad-
equate assessment of the environment in those at risk of 
self-harm.

In a benchmarking report on malpractice risks in the 
diagnostic process from the USA, an investigation of 2685 
diagnosis-related cases found that 29% involved testing 
failures and 46% involved follow-up failures.18 Of note, 
diagnostic tests were not performed, were performed 
incorrectly, specimens were lost and/or the review, 
communication or follow-up of the result did not occur 
or was delayed.

In a recently published review by NHS Resolution of 
emergency medicine claims the same theme of diagnostic 
errors arose, including missed signs of deterioration, 
failure to investigate and missed, incorrect and delayed 
diagnosis.19

In this study, claims also arose when those undertaking a 
procedure did not have the required knowledge and skills 
or failed to adhere to good practice/clinical guidelines.

When analysed quantitively, the complexity and seri-
ousness of the service user’s condition emerged as a 
prominent CF. Service users with multiple morbidities 
and complex histories frequently require higher levels 
of multidisciplinary team involvement, with inputs from 
multiple teams and clinical services. It is likely that if 
communication within and between teams and services 
is suboptimal, the risks for these service users are likely 
to increase.

Advice for health and social care staff
The SCA disseminates learning derived from claims 
analysis to health and social care professionals through 
a variety of mechanisms, including direct engagement 
with health and social care providers at national and local 
levels, training and education, newsletters, webinars and 
other events. The learnings from this study were shared 
widely with senior clinicians, executives and risk managers 
in Ireland’s HSE, the organisation tasked with running all 
public health services in Ireland. Learning was also, and 
continues to be, shared through educational events and 
resources. Some of the key advice for health and social 
care professionals derived from this review included:

	► Consider enhancing communication skills through 
training.

	► Consider using methodologies to enhance commu-
nication within and between multidisciplinary teams, 
such as ISBAR/ISBAR3 and huddles.

	► Pay particular attention to written and verbal commu-
nication when care is being transferred, such as 
during the handover of care, during the transfer of 
care between services and at discharge.

	► Pay particular attention to the consent process and 
adhere to local guidance (eg, HSE consent policy). 
Record all discussions regarding the risks, benefits 
and alternative of treatments and interventions.

	► Take particular care with documentation. Clear and 
comprehensive documentation significantly enhances 
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the chances of being able to successfully defend a 
claim.

	► Those undertaking diagnostic or therapeutic proce-
dures should have the knowledge/skills and compe-
tency suitable to the task. Avoid working outside scope 
of practice where possible.

	► Junior staff should be supervised appropriately and 
empowered to call for assistance when necessary.

	► Be aware of good practice/clinical guidelines. Good 
cause should be demonstrated and documented if 
deviating from widely accepted national/interna-
tional guidelines

	► Those ordering tests should follow up on the result 
and ensure that the appropriate action is undertaken.

	► Have a heightened awareness of risk when dealing 
with service users with complex medical and/or 
psychosocial conditions.

	► In a timely manner, always remember to report inci-
dents to support a culture of learning from adverse 
events.

Strengths and limitations
This review presents an analysis of claims from the 
perspective of the indemnifier. The SCA perspective 
draws on a wide range of information (including infor-
mation available on the NIMS database) related to the 
management of a claim, which can add complementary 
and valuable insights into the safety issues of service users. 
The SCA’s perspective is also a legal perspective, with an 
emphasis on the examination of breach of duty of care 
and causation.

Many published reports on clinical claims concentrate 
on the financial aspects of claims, or on particular special-
ties or claims categories. This review presents data on a 
broad range of specialties, and, in addition to presenting 
financial data, provides insights on the clinical failures 
which result in claims.

While the data presented in this review are unique and 
give a national view, there remain inherent biases in the 
analysis of closed claims. Claims generally relate to service 
user safety issues of a more serious nature. Analysis can 
also be subjective in nature and is unavoidably retrospec-
tive. However, in this report, a systematic approach was 
designed to mitigate bias where possible. Two interna-
tionally recognised incident analysis tools, The London 
Protocol and the Yorkshire Contributory Framework, 
were leveraged to create a claims analysis template which 
standardised data collection.1 2 In addition, a scoring 
system was employed to determine the most frequently 
identified CFs. Commonalities in terms of what went 
wrong and why it went wrong emerged and are presented 
below. While difficult to compare internationally, where 
evidence exists on claims analysis, similar themes and 
dominant issues emerge.9

It is worth noting that the majority of claims finalised 
in 2017 arose from incidents which occurred between 
2009 and 2014 inclusive. Similarly, the majority of claims 
finalised in 2017 arose from claims which were created 

(or initiated) between 2011 and 2015. This demon-
strates the lag between incident occurrence and claim 
initiation, and also the lag between claim initiation and 
claim finalisation. This raises two points of note. First, 
some of the shortcomings in care identified in this anal-
ysis may predate the introduction of policies, procedures 
and processes to address them. Secondly, a long interval 
between claim initiation and claim resolution is acknowl-
edged by the SCA as unsatisfactory and often distressing 
for both plaintiffs and defendants. A preaction protocol 
in clinical negligence cases, designed to accelerate the 
process of claim resolution, as provided for in the Legal 
Services Regulation Act 2015 should, when introduced, 
assist in addressing this issue.

CONCLUSIONS
This report is the first national report in Ireland to 
provide an in-depth analysis of clinical claims. As noted by 
the Irish National Adverse Events Studies, not all adverse 
events are preventable and most health and social care in 
Ireland is delivered safely.20 21 For those that are prevent-
able, it is to be hoped that a culture of learning when 
things go wrong will reduce this risk.

In-depth thematic claims analysis at the national 
level results in valuable learning for health and social 
care providers. The SCA also has mechanisms to feed-
back to individual hospitals and care locations on their 
own claims. Claims analysis is just one way in which the 
SCA fulfils its clinical risk management function. Other 
complementary activities include the analysis of patient 
safety incidents reported on NIMS and the sharing of 
analysis and advice in relation to those. All activities are 
designed to share lessons learnt with health and social 
care providers in order to enhance patient safety.
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