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Abstract: 

Within the public health service in the Republic of Ireland, the specialty of emergency 

medicine accounts for 4.7% of all adverse patient events reported onto the national clinical 

incident reporting system.  However, emergency medicine is responsible for 15% of all 

medical negligence claims.  The focus of this study was to review those claims that were 

settled by clinical claims managers in the Clinical Indemnity Scheme.  Settled claims are 

those claims that were settled out of court and as such may offer opportunities for 

learning.   

Summary: 

Of all the closed claims (n=203), 53.6% did not proceed to claim.  25% were settled out of 

court.  Of these, 59% were as a result of a diagnosis event; 94% as a result of failure to 

diagnose.  The in-depth analysis of these claims indicates that 74.2% were fracture and 

musculo-skeletal related.  Closed claims analysis revealed that the SHO grade was most likely 

to be involved in a claim at 74% versus registrar at 14% and consultant at 8%.  Failure to 

diagnose fractures occurred most commonly in the SHO grade at 32%.  57% of these errors in 

the SHO grade had a primary root cause specifically related to staff skill / knowledge / 

competence.    

Main Conclusions: 

In the specialty of emergency medicine missed diagnosis is the most common type of claim.  

SHO’s were most likely to be involved in a claim.  The predominant type of claim was due to 

missed fractures, therefore an increased emphasis on-going education and feedback regarding 

accurate radiological interpretation is essential for all emergency medicine rotations.  Follow up 

with more senior colleagues, timely radiologist reviews and comprehensive reporting and 

follow up mechanisms need to be developed between radiology and emergency medicine.  A 

standardised reporting system is crucial so that missed fractures identified by other personnel 

(i.e. radiology consultant) are immediately alerted to the relevant emergency department 

physician for immediate action and follow up. 
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Analysis of Emergency Medicine Incidents and Completed Closed Claims 
 

The object of this thesis is to analyse closed claims files held by the State Claims Agency 

(which manages the Clinical Indemnity Scheme) limited to the specialty of emergency 

medicine. With patient safety in mind, trends will be identified and international best 

practice reviewed to increase patient safety and minimise such injuries occurring. When 

reviewing the data in further detail, it became apparent that majority of claims brought 

against emergency medicine were diagnosis related and will therefore be the focus of this 

thesis.  On closer examination, most of these claims were classified as failure to diagnosis, 

with fractures being the most frequent type of claim.   

 

 

1.0 Chapter Outline 

Risk management is evolving and expanding well beyond its roots in litigation, and 

beginning to benefit from contact with safety researcher and practitioners.1  The primary 

focus of risk management should now be patient safety and be closely integrated with 

approaches to improving other aspects of the quality of care.2 It follows, that if fewer 

injuries are occurring, then patients will not have a legal cause of action against a hospital, 

resulting in fewer claims.   

 

In this thesis, chapter one focuses on principles of clinical risk management, with reference 

to international studies3 that have influenced the evolution of the patient safety and 

quality. Within these international studies variations in statistical data highlight the 

                                                 
1 Vincent, C. ‘Caring for Patients Harmed by Treatment’ In: Vincent CA, (ed) Clinical 
Risk Management. Enhancing Patient Safety, 2nd edn. BMJ Publications, London. 2001, 
page 3 
2 Ibid, page 3 
3 Brennan, TA., Leape, LL., Laird, NM., et al. ‘Incidence of Adverse Events and 
Negligence in Hospitalised Patients.  Results of the Harvard Medical Practice Study 1.’ 
New England Journal of Medicine, 1991; Vol. 324,pp.370-376;  Wilson, RM., Runciman, 
WB., Gibber, RW., et al. ‘The Quality in Australian Healthcare Study’.  Medical Journal 
of Australia 1995; 163:9, 458 -71;  Kohn, L., Corrigan, J., Donaldson, ME. ‘To Err is 
Human: Building a Safer Health System’ Institute of Medicine. Washington D.C. 1999;  
Gawandee, AA., Thomas, EJ., Zinner, MJ., et al, ‘The Incidence and Nature of Surgical 
Adverse Events in Colorado and Utah in 1992, Department of Surgery, Brigham and 
Women’s Hospital, Boston, MA 02115 USA.  Surgery 1999 July; 126 (1): 66-75;  
Department of Health. ‘An Organisation with a Memory.’ The Stationery Office, London. 
2000 
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importance of having common classifications in patient safety.  The World Alliance for 

Patient Safety, established by the World Health Organisation in 2004,4 has identified the 

creation of common classifications in patient safety as critical to achieving consistency in 

the reporting of adverse events.5  The importance of reporting adverse clinical events and 

the barriers to same will be considered, with reference to the opinions of eminent 

academics and practitioners in the area of clinical risk management.  In particular, 

Professor James Reason who has extensively addressed human error including examining 

‘person approach’ versus a ‘systems approach’ when looking at error.6  Also the work of 

Professor Charles Vincent will be discussed, as he introduced the concept of utilising a 

contributory factors framework and care delivery problems when examining why an 

adverse clinical event occurred.  

                                                

 

Having looked at patient safety from an international perspective, the situation in Ireland 

will be analysed with reference to the evolution of the Irish healthcare service and its 

current structures.  Due regard will be given to the principal agencies whose remit includes 

the improvement of patient safety within the health service. These include the Health 

Service Executive, the State Claims Agency and the Health Information and Quality 

Authority. As the focus of this thesis is an analysis of completed claims, a more detailed 

introduction to the remit of the State Claims Agency (SCA) will be provided.  Claims 

management in Ireland from both historic and current perspective will be discussed.   As 

part of its remit, the State Claims Agency introduced a secure web-based incident reporting 

and claims management system called STARSWeb, the purpose of which will be clarified.   

 

In chapter two, the literature review including seminal works in the area of clinical risk 

management with particular emphasis on adverse events will be considered in the context 

of the subject matter of this thesis.  In addition, as the closed claims analysis will include 

reference to the legal outcome, the law relating to medical negligence will be discussed.  

Part of this discussion will include the basic tenets of negligence - duty of care, breach of 

that duty and injury occurring as a result of that breach.  Irish case law and English case 

 
4 www.who.int/patientsafety/en/ (accessed March 24th 2009) 
5 World Health Organisation. The Conceptual Framework for the International 
Classification for Patient Safety: Version 1.1 Final Technical Report. Geneva, WHO 
World Alliance for Patient Safety. 2009, page 4 
6 Reason, J. ‘Human Error: Models and Management.’ BMJ  2000; 320: 768-770, page 
768 
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law will be discussed to illustrate the evolution of these concepts.  Reference will be made 

to the Civil Liability and Courts Act 2004 and the changes made to the limitation period.    

 

In chapter three, the background to the introduction by the SCA of the STARSWeb 

database will be outlined.  This will include the types of information available from 

STARSWeb and parameters used for the generation of specific reports.  Further detailed 

analysis of the statistics obtained, for example, the number of adverse events and 

completed claims, will be conducted in order to establish the Irish context.  A specific suite 

of reports using a variety of templates will be generated in order to extrapolate the data 

required for this thesis.  From these reports, a review of the types of claims that arise in 

Emergency Medicine will be conducted and compared to the types of adverse events 

reported.   A review of specific incident types and a more detailed closed claims analysis 

on a specified number of claims will also be conducted using a Statistical Package for 

Social Sciences (SPSS) template previously developed within the agency in order to be 

consistent with previous studies.  The results will be demonstrated in graph format using 

Excel.  

   

In chapter four, the data generated from the STARSWeb system will be analysed.   

Individual graphs will be used to illustrate the results followed by a narrative account.  

Arising from the analysis of the data, any apparent areas of concern within the specialty of 

emergency medicine will be identified. The frequently occurring errors will be identified, 

and as advocated by international best practice, these errors will considered from a person 

and systems approach and examined for any contributory factors.   

 

In the final chapter, the results will be discussed and where appropriate, recommendations 

based on international best practice will be made.  Where possible a comparative analysis 

will be made with the international data. Similarly any correlation between any Irish trends 

and international data will be discussed. Any such recommendations must be considered in 

the context of current Irish healthcare systems and structures.  Accordingly, lessons learnt 

from the analysis will be disseminated to key stakeholders while being cognisant of 

maintaining confidentiality.   

 

Chapter 1 
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1.1 Introduction 

According to the Commission on Patient Safety and Quality Assurance,7 patient safety and 

quality are at the heart of the delivery of healthcare8 and a number of high profile adverse 

events resulting in inquiries and reports have placed patient safety and quality high on the 

policy agenda in Ireland.9    Patient safety has become both a national and international 

imperative in recent years, with increased emphasis across the world on patient safety in 

policy reform, legislative changes and development of standards of care driven by quality 

improvement initiatives.10  

 

Several studies11  of adverse events in the United States, Australia, and the United 

Kingdom indicate that between 3% and 16% of all hospitalised patients experienced one or 

more adverse event of which up to half are preventable.12  As mentioned previously, a 

number of investigations and reports13 into adverse clinical events in the Irish health 

                                                 
7 Department of Health and Children. ‘Building a Culture of Patient Safety’ - Report of the 
Commission on Patient Safety and Quality Assurance. Dublin, Stationery Office. 2008 
8 Ibid, page 1  
9 Ibid, page 39 
10 Ibid, page 2  
11 Brennan, TA., Leape, LL., Laird, NM., et al. ‘Incidence of Adverse Events and 
Negligence in Hospitalised Patients.  Results of the Harvard Medical Practice Study 1.’ 
New England Journal of Medicine, 1991; Vol. 324,pp.370-376;  Wilson, RM., Runciman, 
WB., Gibber, RW., et al. ‘The Quality in Australian Healthcare Study’.  Medical Journal 
of Australia 1995; 163:9, 458 -71;  Kohn, L., Corrigan, J., Donaldson, ME. ‘To Err is 
Human: Building a Safer Health System’ Institute of Medicine. Washington D.C. 1999;  
Gawandee, AA., Thomas, EJ., Zinner, MJ., et al, ‘The Incidence and Nature of Surgical 
Adverse Events in Colorado and Utah in 1992, Department of Surgery, Brigham and 
Women’s Hospital, Boston, MA 02115 USA.  Surgery 1999 July; 126 (1): 66-75;  
Department of Health. ‘An Organisation with a Memory.’ The Stationery Office, London. 
2000 
12 Department of Health and Children. ‘Building a Culture of Patient Safety’ - Report of 
the Commission on Patient Safety and Quality Assurance. Dublin, Stationery Office. 2008, 
page 2 
13 Department of Health and Children. Report of the independent review panel: 
publication of report into death of baby Bronagh Livingstone. Dublin, Stationery Office 
2002; North Eastern Health Board ‘Report into the circumstances pertaining to the death of 
Frances Sheridan.’ North Eastern Health Board. 2004; Department of Health and Children.  
Report of the panel established to conduct an independent review of events surrounding 
the death of Roisin Ruddle. Dublin, Stationery Office 2005;  Department of Health and 
Children.  The Lourdes Hospital Inquiry: An inquiry into peripartum hysterectomy at Our 
Lady of Lourdes Hospital, Drogheda.  Dublin, Stationery Office 2006;   Health 
Information and Quality Authority 2008.  Report of the investigation into the 
circumstances surrounding the provision of care to Rebecca O’Malley in relation to her 
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service in recent years have identified a range of issues.14  In January 2007, the Minister 

for Health and Children, Mary Harney T.D., established the Commission on Patient Safety 

and Quality Assurance.  The objective15  of this commission was to develop clear and 

practical recommendations, to ensure the safety of patients and the delivery of high quality 

health and personal social services. In July 2008, the Department of Health and Children 

released a report from this Commission titled ‘Building a Culture of Patient Safety’, which 

sets out a comprehensive framework for safety and quality in the Irish healthcare system.  

Commission Chairperson, Dr. Deirdre Madden, in her foreword states: “The Commission’s 

objective is to make recommendations for organisational, regulatory and educational 

reform, which will create a culture of patient safety for our health service.” 16 

 

It is important to recognise that adverse events cannot be eliminated from modern patient 

care but the systems can be designed that learn from the mistakes of the past and minimise 

the risk of such event happening in the future.17  The Department of Health and Children 

(DoHC), and key stakeholders such as the Health Service Executive (HSE), the States 

Claims Agency (SCA) and the Health Information and Quality Authority (HIQA), 

recognise the need to escalate the patient safety and quality care agenda and the imperative 

to learn from past mistakes. 

 

1.2 Clinical Risk Management – International Perspective 

As mentioned previously, seminal patient safety reports, together with high profile reports 

in the media of deaths caused by health system error, consumer demand and political 

pressure have prompted the development of national patient safety and quality policies in a 

number of countries, particularly the United Kingdom, the United States, Australia and 

                                                                                                                                                    
symptomatic breast disease, the pathology services at Cork University Hospital and 
Symptomatic Breast Disease Service at the Mid Western Regional Hospital, Limerick. 
14 Department of Health and Children. ‘Building a Culture of Patient Safety’ - Report of 
the Commission on Patient Safety and Quality Assurance. Dublin, Stationery Office. 2008, 
page 2 
 
15 Department of Health and Children. ‘Building a Culture of Patient Safety’ - Report of 
the Commission on Patient Safety and Quality Assurance. Dublin, Stationery Office, 2008, 
Minister for Health and Children’s opening message. 
16 Ibid, Chairperson Foreword.  
17 Ibid, page 42 
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Canada.18  In countries where risk management and patient safety are considered high 

priority, legislation has been introduced in order to under pin the importance of the 

concept.  For example, in the United States, the Patient Safety and Quality Improvement 

Act was passed in 2005 19 and in Denmark the Patient Safety Act was passed in June 

200320.  In the United Kingdom the National Patient Safety Agency (NPSA)21 was 

established for England and Wales and in Australia, the Australian Patient Safety 

Foundation (APSF)22 was established. 

  

The various international studies23 have influenced the establishment of agencies, whose 

primary aim is to improve patient safety and reduce the incidence of adverse events.24 The 

Harvard Medical Practice Study25 was one of the first population based reports to 

highlight and recognise the actual incidence of adverse events occurring to hospitalised 

patients.  It is the benchmark for estimating the extent of medical injuries occurring in 

hospitals.26  To estimate the incidence of critical events, researchers undertook a review of 

a random sample of more than 31,000 hospital records. In the study, it was found that 3.7% 

                                                 
18 Department of Health and Children. ‘Building a Culture of Patient Safety - Report of 
the Commission on Patient Safety and Quality Assurance’ Dublin, Stationery Office, 2008, 
page 41 
19 www.ahrq.gov/qual/psoact.htm  (Accessed March 24th 2009) 
20 www.im.dk/publikationer/patient_safety/patient_safety.pdf  (Accessed March 24th 
2009) 
21 www.npsa.nhs.uk/corporate/our-vision/  (Accessed March 24th 2009) 
22 www.apsf.net.au/  (Accessed March 24th 2009) 
23 Brennan, TA., Leape, LL., Laird, NM., et al. ‘Incidence of Adverse Events and 
Negligence in Hospitalised Patients.  Results of the Harvard Medical Practice Study 1.’ 
New England Journal of Medicine, 1991; Vol. 324,pp.370-376;  Wilson, RM., Runciman, 
WB., Gibber, RW., et al. ‘The Quality in Australian Healthcare Study’.  Medical Journal 
of Australia 1995; 163:9, 458 -71;  Kohn, L., Corrigan, J., Donaldson, ME. ‘To Err is 
Human: Building a Safer Health System’ Institute of Medicine. Washington D.C. 1999;  
Gawandee, AA., Thomas, EJ., Zinner, MJ., et al, ‘The Incidence and Nature of Surgical 
Adverse Events in Colorado and Utah in 1992, Department of Surgery, Brigham and 
Women’s Hospital, Boston, MA 02115 USA.  Surgery 1999 July; 126 (1): 66-75;  
Department of Health. ‘An Organisation with a Memory.’ The Stationery Office, London. 
2000 Weingart S., Wilson, R., Gibberd, R. et al. ‘Epidemiology of Medical Error’.  BMJ 
2000; 320; 774-777. 
24 Leape, L., ‘Five Years After toErr is Human: What have we learned?’ JAMA . 2005; 
293 (19) : 2384-2390, page2385 
25 Brennan, TA., Leape, LL., Laird, NM., et al. ‘Incidence of Adverse Events and 
Negligence in Hospitalised Patients.  Results of the Harvard Medical Practice Study 1.’’ 
New England Journal of Medicine, 1991; 324 (6): 370-376 
26 Weingart S., Wilson, R., Gibberd, R. et al. ‘Epidemiology of Medical Error’.  BMJ 
2000; 320; 774-777, page 774. 

 6

http://www.ahrq.gov/qual/psoact.htm
http://www.im.dk/publikationer/patient_safety/patient_safety.pdf


of all hospitalisations resulted in at least one adverse event.  Further analysis of this data 

found that 69% of injuries were caused by errors, with the percentage of adverse events 

due to negligence at 27.6%.  Using the number of patients discharged from acute care 

hospitals in New York in 1984 (2,671 863) they calculated that there were 98,609 adverse 

events and 27,179 of these adverse events were due to negligence.27 Subsequent 

international reports such as the Quality in Australia Healthcare Study in 1995,28 a 

population based study modelled on the Harvard study,29 looked at over 14,000 

admissions in 28 hospitals, found that 16.6% of all hospitalisations experienced an adverse 

event. 51% of these adverse events were considered to have been preventable. In another 

US study, which also replicates the original Harvard study, the Colorado and Utah Medical 

Study,30 it found that 2.9% of admissions resulted in an adverse event.  What is 

noteworthy here is the disparity between the different studies.  Though the Australian 

Study and Colorado and Utah studies utilised the same methodology as the original 

Harvard Study, statistical discrepancies are still evident.31    Part of the difficulty is 

attributed to definitions and classifications.32 In 1999, the US Institute of Medicine 

(IOM), released a report  ‘To Err is Human’,33 in which it estimates that between 44,000 

and 98,000 people die each year as a result of preventable clinical error, which is greater 

that the number of all deaths annually due to car accidents, breast cancer and AIDS 

combined.34  This figure was extrapolated using the estimated deaths statistics from 

Colorado and Utah Medical Study of 6.6% and the Harvard Medical Practice Study of 

13.6%.35   The UK report, “An Organisation with a Memory” in 2000,36 discusses a 

                                                 
27 Brennan, TA., Leape, LL., Laird, NM., et al. ‘Incidence of Adverse Events and 
Negligence in Hospitalised Patients.  Results of the Harvard Medical Practice Study 1.’ 
Qual. Saf. Health Care 2004;13:145-152, page 146 
28 Wilson, RM., Runciman, WB., Gibber, RW., et al. ‘The Quality in Australian 
Healthcare Study’.  Medical Journal of Australia 1995; 163:9, 458 -71;   
29 Weingart S., Wilson, R., Gibberd, R. et al. ‘Epidemiology of Medical Error’.  BMJ 
2000; 320; 774-777, page 774 
30 Gawandee, AA., Thomas, EJ., Zinner, MJ., et al, ‘The Incidence and Nature of Surgical 
Adverse Events in Colorado and Utah in 1992, Department of Surgery, Brigham and 
Women’s Hospital, Boston, MA 02115 USA.  Surgery 1999 July; 126 (1): 66-75;  page 66 
31 Runciman, W. ‘Lessons from the Australian Patient Safety Foundation: Setting up a 
National Patient Safety Surveillance System- Is this the right model?’ Qual Saf. Health 
Care 2002; 11: 246-51. 
32 Ibid, page 248 
33 Kohn, L., Corrigan, J., Donaldson, ME. ‘To Err is Human: Building a Safer Health 
System’ Institute of Medicine. Washington D.C. 1999, page 1 
34 Ibid, page 1.  
35 Ibid, page 1. 
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small-scale pilot study by Vincent et al 37 who conducted a retrospective chart review of 

1014 medical and nursing records, and found that in NHS hospitals alone, 10.8% of all 

hospitalisations resulted in an adverse event. This leads to difficulties in accurately 

establishing the true extent of the problem and as a result, “interpretation and comparison 

have been compromised by a lack of common understanding and language.” 38  This will 

be discussed in further detail in the following chapter. 
 

In October 2004, the World Health Organisation established the World Alliance for Patient 

Safety,39 whose purpose is  

“To raise awareness and political commitment to improve the safety of care and facilitate 
the development of patient safety policy and practice in all WHO Member States. Each 
year, the Alliance delivers a number of programmes covering systemic and technical 
aspects to improve patient safety around the world.”40  

 
The WHO identified the need for a comprehensive and common language classification 

system, “to be populated by concepts with agreed definitions which would be described by 

“preferred terms” from the major languages of the world.”41  In 2007, one such initiative 

was the establishment of the International Classification for Patient Safety,42 (ICPS) 

whose purpose is to develop this standardised classification for patient safety 43 so that 

definitions are universal.  To that end, WHO ICPS definitions will be used when referring 

to patient safety issues.  WHO define a patient safety incident as ‘an event or circumstance, 

                                                                                                                                                    
36 Department of Health UK. ‘An Organisation with a Memory: Report of an Expert 
Group on Learning from Adverse Events in the NHS, 2000:   Expert Committee on 
Learning from Experience in the NHS.’ London HMSO 2000, page 11 
37Vincent, C., Neale, G., Woloshynowych, M. ‘Adverse Events in British Hospitals 
Preliminary Retrospective Record Review.’ British Medical Journal 2001; 322: 517-519, 
page 518. 
38 World Health Organisation. The International Classification for Patient Safety: Version 
1.0 for use in Field-testing 2007- 2008 (ICPS). Geneva, WHO World Alliance for Patient 
Safety. 2007, page 4 
39 www.who.int/patientsafety/en/ (accessed March 24th 2009) 
40 www.who.int/patientsafety/en/ (accessed March 24th 2009) 
41 World Health Organisation. The International Classification for Patient Safety: Version 
1.0 for use in Field-testing 2007- 2008 (ICPS). Geneva, WHO World Alliance for Patient 
Safety. 2007, page 4 
42 World Health Organisation. The International Classification for Patient Safety: Version 
1.0 for use in Field-testing 2007- 2008 (ICPS). Geneva, WHO World Alliance for Patient 
Safety. 2007 
43 World Health Organisation. The Conceptual Framework for the International 
Classification for Patient Safety: Version 1.1 Final Technical Report. Geneva, WHO 
World Alliance for Patient Safety. 2009, page 16 
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which could have resulted, or did result, in unnecessary harm to a patient.’44  The 

definition of an adverse event is ‘an incident which results in harm to a patient’45 and 

healthcare associated harm is defined as ‘harm arising from or associated with plans or 

actions taken during the provision of healthcare rather that an underlying disease or 

injury.46  It is expected that having a common international classification will lead to the 

generation of internationally comparable data.  In order to have accurate data, it is essential 

to understand the importance of incident reporting; therefore, the following section 

discusses adverse events and the importance of reporting 

 

1.3 Adverse Events – The Importance of Reporting 

As mentioned in the previous section, numerous international studies have shown the 

extent of adverse events ranging from 3% to 16% internationally.  While the statistics are 

startling, it has been acknowledged internationally that the numbers of adverse events 

reported versus the number of adverse events that actually occur are vastly different.  

Barach and Small 47 estimated that underreporting of adverse events range from 50% - 

96% annually.  It has been claimed that under-reporting and the near absence of data 

sharing between healthcare providers is still the rule rather than the exception.48 The 

primary purpose of event reporting is to learn from the experience of adverse events and 

near misses in order to reduce or prevent patient injury or harm.49 

 

Risk management has been a proven and effective tool in many high-risk industries such as 

the Nuclear Industry and the Aviation Industry. 50  When major accidents occur in high 

hazard industries they are often the stimulus for wide spreading safety improvements.51  

Unfortunately, this does not appear to be the case of the healthcare system. In 2005, the 

                                                 
44 Ibid, page 16 
45 Ibid, page 16 
46 Ibid, page 16 
47 Barach P. ‘Reporting and Preventing Medical Mishaps: Lessons from Non-medical 
Near Miss Reporting Systems.’ BMJ 2000; 320; 759-763, page 759. 
48 Liang B. ‘Regulating for Patient Safety: the Law’s response to Medical Errors: Legal 
concerns and policy requirements.’  Widener Law Review, 2005; 83-105, page 83. 
49 Department of Health and Children. ‘Building a Culture of Patient Safety’ - Report of 
the Commission on Patient Safety and Quality Assurance Dublin, Stationery Office, 2008,  
page 167 
50 Barach P. ‘Reporting and Preventing Medical Mishaps: Lessons from Non-medical 
Near Miss Reporting Systems.’ BMJ 2000; 320; 759-763, page 760 
51Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006 Page 78 
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World Health Organisation (WHO) stated that one of the most frustrating aspects for both 

patient and professionals was the apparent inability of healthcare systems to learn from 

their own mistakes.52 According to the World Alliance for Patient Safety in 2005, the 

most important function of a reporting system is to use the results of data analysis and 

investigations to formulate and disseminate recommendations for system change.53   

 

It is important to note that not all adverse events or bad outcomes are because of actual 

error.  They may simply the result of the disease process or an unpreventable complication 

based on the knowledge that was present at that particular time.  The US Quality 

Interagency Coordination Task Force (QuIC) 54 states: 

Some adverse events, termed “unpreventable adverse events,” result from a complication 
that cannot be prevented given the current state of knowledge. Many drugs, even when 
used appropriately, have a chance of side effects, such as nausea from an antibiotic. The 
occurrence of nausea would be an adverse event, but it would not be considered a medical 
error to have given the antibiotic if the patient had an infection that was expected to 
respond to the chosen antibiotic. Medical errors are adverse events that are preventable 
with our current state of medical knowledge. 

 
The report went on to develop a framework tool that enables users to identify what type of 

error occurred in a clear and simplified way. (See figure 1)  This useful tool clearly sets 

out, in algorithm format, the potential error pathways that may occur and can assist in 

determining whether further analysis is required.  

                                                 
52 World Alliance for Patient Safety. ‘WHO Draft Guidelines for Adverse Event 
Reporting and Learning Systems.’  WHO Document Production Services, Geneva. 2005, 
page 7   
53 Ibid, page 12  
54Quality Interagency Co-ordination Task Force. ‘Doing What Counts for Patient Safety:  Federal Actions 
to Reduce Medical Errors and Their Impact.’ Report of the Quality Interagency Coordination Task Force 
(QuIC) To the President.  2000, page 38 
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Figure 1:  Framework for identifying errors. (Adapted from ‘Doing What Counts for Patient 
Safety:  Federal Actions to Reduce Medical Errors and Their Impact’ 2000) 55 
  

 

1.4 Understanding Error 

In order to identify error we need to understand why errors occur.  One of the leading 

figures in the psychology of error and the dynamics involved in error is clinical 

psychologist Professor James Reason.  In 1997, Reason56 discussed two main approaches 

when dealing with errors, and ultimately why they occur. He introduced the concepts of the 

‘person approach’ and the ‘system approach’.  He re-iterates this concept in subsequent 

articles57, when he discusses that it is invariably a combination of unsafe human acts and 

                                                 
55 Quality Interagency Co-ordination Task Force. ‘Doing What Counts for Patient Safety:  
Federal Actions to Reduce Medical Errors and Their Impact.’ Report of the Quality 
Interagency Coordination Task Force (QuIC) To the President.  2000, page 39 
56 Reason, J., ‘Managing the Risks of Organizational Accidents.’ Aldershot: Ashgate 
Publishing, 1997. 
57 Reason J., ‘Human Error: Models and Management’.  BMJ.  2000;  320: 768-770, page 
768;  Reason, J. ‘Beyond the Organisational Accident: The Need for “Error Wisdom” on 
the Frontline.’ Qual Saf. Health Care 2004; 13: ii 28-ii33, page ii29 
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higher level latent conditions that result in an error occurring.58  By understanding the 

difference between the two approaches, it will assist in understanding why barriers to 

reporting still exist.  The person centred approach focuses attention and blame on the 

individual involved and as Reason states59: 

 
Rather than being the instigators of an accident, operators tend to be the inheritors of 
system defects… their part is usually that of adding the final garnish to a lethal brew whose 
ingredients have already been long in the cooking.  
 

While it may be immediately responsive to apportion blame, it does not allow for any 

organisational learning, if there is no free flow of information about error and safety the 

organization cannot learn, and cannot address safety issues.60 Although there has been a 

growing realisation that the ‘blame culture’ which surrounds adverse events in hospital is 

destructive, there is still a tendency to locate the sources of accidents primarily in the 

behaviour of individual staff members rather than in the social organisation of work.61   

Charles Vincent,62 when discussing error states:  

“The preferred approach is now that of the ‘system approach’, where it focuses not only on 
the individual involved but also on the role of the organisation.  In order to understand why 
an individual error occurred it is important to be aware of all the factors that may have had 
influence on it, be it physical, structural, or organisational.  When adopting the system 
approach Reason made the distinction between what he termed “active failures” and “latent 
conditions”. 63   

  
Active failures are the unsafe acts committed by people who are in direct contact with the 

patient or system.64  Latent conditions are those failures or decisions that were made away 

from the situation and now act as a contributory factor in the adverse event and are 

sometimes known as error-provoking conditions.65  Invariably, when an error occurs it is 

                                                 
58 Reason J., ‘Human Error: Models and Management’.  BMJ.  2000; 320: 768-770, page 
768 
59 Reason, J. ‘Human Error.’ New York: Cambridge University Press. 1990, page 173 
60 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006, page 92 
61 West, E. ‘Sociological Contributions to Patient Safety.’ Walshe, K., Boaden, R. (Eds). 
Patient Safety Research into Practice. Berkshire. Open University Press. 2006, page 19 
62 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006, page 93 
63 Reason J., ‘Human Error: Models and Management’.  BMJ.  2000; 320: 768-770, page 
768 
64 Reason J., ‘Human Error: Models and Management’.  BMJ.  2000; 320: 768-770, page 
769 
65 Parker, D., Lawton, R. ‘Psychological Approaches to Patient Safety’ Walshe, K., 
Boaden, R. (Eds). Patient Safety Research into Practice. Berkshire. Open University Press.  
2006, page 35 

 12



usually as a result of a combination of both failures.66  An example of such failures is 

demonstrated in the following scenario whereby a nurse gives the wrong medication.  The 

active failures are that the nurse picked up the wrong medicine, did not do the safety 

checks and administered the drug to the patient causing an adverse drug event.  The latent 

conditions are where management made a decision to cut staff, did not replace sick leave, 

the infrastructure of the department was cramped and therefore medications were not 

appropriately stored, there were no guidelines in place for double checking drugs etc.  It is 

a combination of factors has contributed to the adverse event occurring.    

 

Reason went on to demonstrate this analogy in what is widely cited as the ‘Swiss Cheese 

Model’ as it clearly depicts successive barriers and defences that prevent an error occurring 

and the impact when these barriers and defences fail. (See figure 2) 

 

 
Figure 2: The Swiss Cheese Model of Organisational Safety 67 
 

Figure 2 demonstrates that defences, barriers and safeguards are key in the ‘system 

approach’ and as such provide a number of defences in order to minimise the potential of 

an adverse event occurring.  However, it is when there is a breakdown of these defensive 

                                                 
66 Reason J., ‘Human Error: Models and Management’.  BMJ.  2000;320: 768-770, page 
768 
67 Reason J., ‘Human Error: Models and Management’.  BMJ.  2000;320: 768-770, page 
768 
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layers that the risk of an error occurring is greatly increased.  The analogy is that while an 

individual hole within the Swiss cheese may not in itself cause or allow an error to occur, it 

is when all the holes in the various slices of cheese line up, it allows for the hazard 

reaching the patient as demonstrated in Figure 3. The holes in the defences arise for two 

reasons: active failures and latent conditions.  Nearly all adverse events involve a 

combination of these two sets of factors.68 

 
Figure 3: Demonstrates how the breakdown of defences barriers and safeguards can lead to an 
adverse event occurring69 
 
 
Where Reason discusses active failures and latent conditions and how the latent conditions 

can contribute towards an error occurring, Professor Charles Vincent,70 another leading 

figure in the field of risk management, goes on to discuss the value of considering 

contributory factors when dealing with error.  Vincent discusses the influence of 

contributory factors on clinical practice, and went on to develop a framework setting out a 

list of the various contributory factors.  (See figure 4)  

 

 

 

                                                 
68 Reason J., ‘Human Error: Models and Management’.  BMJ.  2000; 320: 768-770, page 
769 
69 Reason J., ‘Human Error: Models and Management’.  BMJ.  2000; 320: 768-770, page 
769 
70 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006, page 108  
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Factor Type  Contributory Influencing Factors 
Patient Factors Condition (complexity and seriousness) 

Language and Communication 
Personality and social factors 

Task and Technology Factors Task design and clarity of structure 
Availability and use of protocols 
Availability and accuracy of test results 
Decision making skills  

Individual (staff) Factors Knowledge and skills 
Competence 
Physical and Mental Health 

Team Factors Verbal communication 
Written communication 
Supervision and seeking help 
Team leadership 

Work Environment Factors Staffing and skills mix 
Workload and shift patterns 
Design, availability and maintenance of 
equipment 
Administrative and managerial support 
Physical environment 

Organisational and Management Factors Financial resources and constraints 
Organisational structure 
Policy, standards and goals 
Safety culture and priorities 

Institutional Context Factors Economic and regulatory context 
National health service executive 
Links with external organisations 

Figure 4: Framework of contributory factors influencing clinical practice. 71 

 

In discussing contributory factors Vincent et al 72 also introduces the concept of ‘care 

delivery problems’. (See figure 5)  

 

                                                 
71 Vincent C. Taylor, SA., Stanhope, N.  ‘A Framework for the Analysis of Risk and 
Safety in Medicine.’ BMJ, 1998; 316: 1154-7, page 1154 
72 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006, page 111  
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Failure to monitor, observe or act Delay in diagnosis 

Not seeking help when necessary Inadequate handover 

Failure to note faulty equipment Failure to carry out pre operative checks 

Not following agreed protocol (without 

clinical justification) 

Inadequate risk assessment (e.g. suicide 

risk assessment) 

Incorrect protocol applied Treatment given to incorrect body site 

Wrong treatment given  

 Figure 5: Examples of Care Delivery Problems.  

In examining why a serious adverse event occurred, the use of the combination of 

contributory factors and care delivery problems can assist in conducting what is called a 

systems analysis review, or what is sometimes referred to as “root cause analysis”.  

According to Vincent, “the term “root cause analysis” although widespread, is misleading 

in a number of respects as it implies that there is a single root cause.  Typically however 

the picture that emerges is that there is a chain of events and a wide variety of contributory 

factors leading to the eventual incident.”73  Analyses of specific incidents especially when 

systematic and thorough, can illuminate systemic weaknesses and help explain how things 

can go wrong.74 

 

While these concepts are vital to the clinical risk management and patient safety agenda, if 

errors/adverse events are not reported then the opportunity for organisational learning is 

lost, therefore it is also important to discuss the issues with regard to the barriers when it 

comes to reporting adverse events.  According to the recent report of the Commission on 

Patient Safety and Quality Assurance, “errors are not only costly in terms of human 

suffering and mortality; they also result in loss of trust in the health system by patients an 

diminished satisfaction by both patients and health professionals.” 75 

 

1.5 Barriers to Adverse Reporting 

In order to improve adverse event reporting it is vital to explore the barriers to reporting.  

Lucian Leape M.D., a leading figure in this area, highlighted two significant barriers for 

                                                 
73 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006, page 110 
74 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006, page 114 
75 Department of Health and Children. ‘Building a Culture of Patient Safety’ - Report of 
the Commission on Patient Safety and Quality Assurance Dublin, Stationery Office, 2008,  
page 41 
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non-reporting in his 1998 paper.76 They are firstly, fear and secondly the lack of belief 

that reporting will result in change.77  Critical to the success of any reporting system is the 

question of whether clinical staff will report incidents.78 According to Shaw et al fear of 

censure, severe time constraints and a lack of focus on incidents are recognised to diminish 

willingness to report adverse events.79  This in part stems from the historical culture 

within medicine for the need to apportion blame on an individual if an error occurs. By 

apportioning blame while satisfying as it may be in the short term, it is often unwarranted 

and does not serve the long term interests of patient safety.80 Once a culpable individual 

has been found, the investigation tends to be closed, and opportunities for organisational 

learning may be missed.81  Investigating the psychological origins of the behaviour that 

gave rise to an adverse event can help investigators decide on the most appropriate action 

to take in order to prevent such an event occurring again.82  Champions of clinical risk 

management and patient safety espouse an ‘open and fair culture’ and have adopted this as 

the preferred approach.83  This means a shift away from a blame culture while still 

preserving personal responsibility and accountability.  If staff feel supported and not 

victimised when they report an adverse event or a near miss, then they will be more likely 

to engage in the process.  If the culture within an organisation is perceived to be negative 

or punitive in nature then it will drive adverse event reporting under ground, as staff will 

not want to draw attention to their own practice.  This is just one of the barriers listed by 

Giles et al; other barriers were also identified and are illustrated in the table listed below: 

(See figure 6)  

  

Barriers to Incident Reporting 

                                                 
76 Leape, L.  ‘Why Should We Report Adverse Incidents?’ Journal of Evaluation in 
Clinical Practice.  1998;5: 1-4, page 1 
77 Ibid, page 1. 
78 Shaw, R. Drever, F., Hughes, H. et al. ‘Adverse Events and Near Miss Reporting in the 
NHS’. Qual Saf. Health Care 2005; 14: 279-283, page 279 
79Shaw, R. Drever, F., Hughes, H. et al. ‘Adverse Events and Near Miss Reporting in the 
NHS’. Qual Saf. Health Care 2005; 14: 279-283, page 279 
80 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006, page 158 
81 Parker, D., Lawton, R. ‘Psychological Approaches to Patient Safety’ Walshe, K., 
Boaden, R. (Eds). Patient Safety Research into Practice. Berkshire. Open University Press.  
2006, page 34 
82 Parker, D., Lawton, R. ‘Psychological Approaches to Patient Safety’ Walshe, K., 
Boaden, R. (Eds). Patient Safety Research into Practice. Berkshire. Open University Press.  
2006, page 36 
83 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006,  page 158 
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 Fear of reprisal 
            Concerns over litigation 
            Concerns over anonymity 
            Ergonomics of incident reporting forms 
           Confusion over what constitutes an adverse event 
           Little immediate effect on improving quality of patient care 
           If nothing untoward happens as a result of incident, there is no need to report 
           Lack of support from colleagues 
           Lack of feedback 
Figure 6:  Barriers to Incident Reporting. 84  

 

On-going communication and feedback to staff are integral components of an effective 

reporting system.85  When staff realise the benefits of reporting and that the system works, 

they are much more likely to report.  Vincent,86 states that the following will assist in 

encouraging incident reporting and learning.  The systems and mechanisms to make error 

reporting are easy and fast and there is clarity with regard to the meaning of reportable 

errors and incidents.  Time is allotted for multidisciplinary discussions with regard to 

individual and accumulated errors along with feedback to individuals and the reporting 

community as a whole.   Acknowledgement should be given to those who do report and 

support and understanding given to those who have made errors.  It is important to be 

consistent across all organisational and professional groups when dealing with incidents 

and errors.  Training should be provided for all clinicians with regard to the management 

of risk and patient safety.  This was adapted from the works of Firth-Cozens in 200287 and 

Department of Health in 2000.88   In order for reporting systems to be effective, it should 

be accessible, useful and useable.89  

 

                                                 
84 Giles S. Fletcher, M., Baker, M., et al. ‘Incident Reporting and Analysis.’  Walshe, K., 
Boaden, R. (Eds). Patient Safety Research into Practice. Berkshire. Open University Press.  
2006, page 112 
85 Evans, SM. Berry, J., Smith, B. ‘Attitudes and Barriers to Incident Reporting: A 
Collaborative Hospital Study.’  Quality Safety Healthcare 2006; 15: 39 – 43, page 39 
86 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006, page 72 
87 Firth-Cozens, J. ‘Barriers to Incident Reporting.’ Qual Saf. Health Care 2002; 11:7 
88 Department of Health. ‘An Organisation With a Memory: Learning From Adverse 
Events in the NHS.  The Stationery Office. London 2000, page 82 
89 Department of Health and Children. ‘Building a Culture of Patient Safety’ - Report of 
the Commission on Patient Safety and Quality Assurance Dublin, Stationery Office, 2008,  
page 168 
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For any reporting system to work, the adoption of a ‘top down, bottom up’ approach is 

vital.  According to an article published in the British Medical Journal90 in 2000 by 

Lucian Leape and Donald Berwick, in an issue that was entirely dedicated to patient safety, 

leadership is an essential ingredient of success in the search for safety, “while local 

champions can by their enthusiasm motivate others, major systems changes require 

direction and support from the top.”91  Many proactive organisations have adopted a 

concept called ‘Safety walk-around’92  or ‘Leadership walk around’, where the CEO or 

top managers within the healthcare organisations visit each department and speak with 

front line staff on a scheduled weekly or monthly basis about specific events, contributing  

factors, near misses, potential problems and potential solutions.93 This concept is 

addressed by the World Health Organisation, whereby it states that “leadership walk-

arounds” are a low-cost way to identify hazards of concern to front-line staff and make 

needed changes, and they require no additional staff, equipment, or infrastructure. 94 This 

demonstrates organisational collaboration and cohesion and gives an accurate reflection 

what issues front line staff deal with on a daily basis.  It provides front line staff the 

opportunity to discuss their concerns or suggestions with management and affords the CEO 

and managers an opportunity to be recognised as part of the team.   

 

The Institute for Healthcare Improvement (IHI), along with NHS Tayside developed and 

introduced one such initiative in 2005.95  They designed a program to specifically focus 

on and improve patient safety.  Their aims were to increase awareness of patient safety 

issues among all clinicians and leaders.  They sought to make safety a high priority for 

senior leadership and to obtain information from staff about barriers to safety.  They acted 

quickly, after careful analysis, on information collected from staff.  They aimed to improve 

reporting of adverse events and near misses therefore leading to a promotion of patient 

safety.  They also consistently gave feedback to frontline providers and leadership on any 

                                                 
90 Berwick, D., Leape, L. ‘Safe Health Care: Are We Up To It?’ BMJ 2000;320:725-726, 
page 725 
91 Ibid, page 725 
92 World Alliance for Patient Safety. ‘WHO Draft guidelines for adverse event reporting 
and learning systems.’  WHO Document Production Services, Geneva. 2005, page 31   
93Ibid, page 31 
94 Ibid, page 31 
95 O’Connor, P ‘How Patient Safety Walkrounds Help to Put Safety First in Healthcare 
Delivery.’ Healthcare Risk Report April 2007 pages 18-19 
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improvements made in the name of patient safety.96  The NHS Tayside experience is that 

patient safety walkrounds helped to establish patient safety improvement as a core 

component of healthcare activity.97 

 

As with any process communication and feedback is key.  A major barrier for doctors 

reporting adverse events is the perceived lack of feedback.98  Another report by Sari et al 

in 2007, echoes the same sentiment and goes on to reiterate Leape’s findings that time 

constraints, fear of blame, shame, litigation and professional censure add to the problem of 

under-reporting.99   It is easy to see why the analogy of the iceberg is commonly used in 

many risk management and adverse event reporting presentations, implying what is 

apparent on the surface is not a true reflection of what is actually below the surface.  

According to the U.K. Department of Health report, “An Organisation with a Memory”100 

a researcher by the name of Heinrich, as far back as the 1940’s, in industry research, 

demonstrated that for each accident causing serious injury, there  were a far greater number 

of accidents which resulted in minor injuries or no injuries at all – “near misses.”  Heinrich 

estimates a ratio in industry of one major injury to 29 minor injuries to 300 no-injury 

incidents.101 

 

1.6 Clinical Risk Management – the Irish Perspective 

Prior to the establishment of the Health Service Executive in January 2005, healthcare 

services were delivered through a range of different agencies, each of which was 

independently answerable to the Department of Health and Children.102  Historically, 

healthcare and clinical risk management in Ireland had a fragmented existence, in part due 

                                                 
96 Ibid, page 18 
97 Ibid, page 19 
98 Evans, SM. Berry, J., Smith, B. ‘Attitudes and Barriers to Incident Reporting: A 
Collaborative Hospital Study.’  Quality Safety Healthcare 2006; 15: 39 – 43, page 39 
99 Sari, A. Sheldon, T. Cracknell, A, et al.  ‘Sensitivity of Routine System for Reporting 
Patient Safety Incidents in an NHS Hospital: Retrospective Patient Case Note Review.’  
BMJ 2006;334: 79. 
100 Department of Health. ‘An Organisation With a Memory: Learning from Adverse 
Events in the NHS.  The Stationery Office. London . 2000, page 38 
101 Heinrich, HW. ‘Industrial Accident Prevention: A Scientific Approach.’ 2nd edn, 
McGraw Hill Book Company, Ltd., New York and London. 1941, page 27 
102 Department of Health and Children. ‘Building a Culture of Patient Safety -Report of 
the Commission on Patient Safety and Quality Assurance’ Dublin, Stationery Office. 2008, 
page 50 
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to the existence of the former health boards’ structures.103  While some former health 

board areas had a mature risk management processes in place, there were others where 

clinical risk management processes were in their infancy.  Risk management itself is not a 

new concept, as treatment-associated injuries were identified in peer-reviewed journals as 

far back as the 1950’s; however, it has only been in the past decade that its importance has 

been recognised in Ireland.  A number of high profile adverse events and subsequent 

reports 104 have led to the prioritisation of the clinical risk management agenda and more 

importantly, the patient safety agenda, amongst organisations and health care 

professionals. According to the 2008 report of the Commission on Patient Safety and 

Quality Assurance, ‘Building a Culture of Patient Safety Report’105,  

Despite significant investment in the improvement of services over recent years, leading to 
improved and increased capacity, new technology and the recruitment of highly skilled 
professionals, the Irish healthcare system continues to face challenges.  These challenges 
are unsafe practice, poor governance structures, non-compliance with standards, and errors 
in care.   

 

It goes on to observe that the Irish healthcare system does not yet appear to have the 

framework in place to reduce the likelihood of either errors occurring, or the means by 

which to respond effectively and promptly to them when an error does occur.106  This 

framework is essential in order to analyse and disseminate the learning to ensure patients 

receive the highest possible standard of care.   

 

                                                 
103 Ibid, page 48 
104 Department of Health and Children. Report of the independent review panel: 
publication of report into death of baby Bronagh Livingstone. Dublin, Stationery Office 
2002; North Eastern Health Board ‘Report into the circumstances pertaining to the death of 
Frances Sheridan.’ North Eastern Health Board. 2004; Department of Health and Children.  
Report of the panel established to conduct an independent review of events surrounding 
the death of Roisin Ruddle. Dublin, Stationery Office 2005;  Department of Health and 
Children.  The Lourdes Hospital Inquiry: An inquiry into peripartum hysterectomy at Our 
Lady of Lourdes Hospital, Drogheda.  Dublin, Stationery Office 2006;   Health 
Information and Quality Authority 2008.  Report of the investigation into the 
circumstances surrounding the provision of care to Rebecca O’Malley in relation to her 
symptomatic breast disease, the pathology services at Cork University Hospital and 
Symptomatic Breast Disease Service at the Mid Western Regional Hospital, Limerick. 
105 Department of Health and Children. ‘Building a Culture of Patient Safety -Report of 
the Commission on Patient Safety and Quality Assurance’ Dublin, Stationery Office. 2008, 
page 1 
106Department of Health and Children. ‘Building a Culture of Patient Safety -Report of 
the Commission on Patient Safety and Quality Assurance’ Dublin, Stationery Office. 2008, 
page 1 

 21



It is important to note that medicine, due to its very nature, will never be risk free.  

Rebecca O’Malley, in a presentation to key stakeholders with regard to Open 

Communication in the Royal College of Physicians, Dublin, in December 2007, stated:  

Errors and accidents are, by definition, unintentional.  Nobody sets out to make an 
intentional mistake.  Any product or system that depends on perfect human performance is 
fatally flawed.  

 

It is because of this understanding of human capacity for unintentional error that the area 

of clinical risk management has developed to become an integral part of the provision of 

healthcare services.  No one person or system is perfect and the opportunity for error is 

always present. 

 

1.7 Health Service Executive and Health Information and Quality Authority 

 In recent years, various agencies have been established with an aim to provide high quality 

care to all citizens, in a timely and cost effective manner.  On January 1st 2005, the Health 

Service Executive was established under the Health Act 2004.107  This was established as 

a direct result of two independently conducted studies, both commissioned in 2003, 

reaching similar conclusions.108  The first report, commissioned by the Department of 

Health and Children, was conducted by Prospectus Strategy Consultants and the second 

report, commissioned by the Minister for Finance was chaired by Professor Niamh 

Brennan.   

 

The main findings and recommendations 109  from the two reports stated that because of 

the multiple health boards and specialist agencies, there was a complex and fragmented 

public health care system.  In order to improve co-ordination and standardise the healthcare 

system there needed to be rationalisation of the services.  It went on to say that greater role 

clarity and accountability was required by both the Department of Health and the health 

service.  The final point was the need to improve needs assessment and service planning, 

                                                 
107 Health Act 2004. Part 2, Section 7, Object of the Authority. 
108 Department of Health and Children (2003a). ‘Audit of Structures and Functions of the 
Health System’ (Carried out by Prospectus Strategy Consultants), Dublin, Stationery Office 
2003 
Department of Health and Children (2003b). ‘Report of the Commission on Financial 
Management and Controls in the Health Service’. Dublin, Stationery Office 2003 
109 Department of Health and Children. ‘Building a Culture of Patient Safety -Report of 
the Commission on Patient Safety and Quality Assurance’ Dublin, Stationery Office. 2008 
, page 48 
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by directly linking funding, activity and outcome measures.110  Both reports went on to 

make the following recommendations for structural reform by reiterating the need for 

rationalisation of the health service agencies by abolishing the health board structures and 

forming a single national entity called the Health Service Executive (HSE).  They further 

recommended the restructuring of the Department of Health and Children and the 

establishment of a Health Information and Quality Authority (HIQA). 111 

 

As a result of the recommendations from these reports, the Health Service Executive 

(HSE) was established on January 1st 2005 under the Health Act, 2004. The HSE’s primary 

function is to act as the single authority, which is responsible for meeting the health and 

social care needs of Ireland by “using the resources available to it in the most beneficial, 

effective and efficient manner to improve, promote and protect the health and welfare of 

the public.”112 In the recent Health Act 2007, it states the object of the Authority113 is “to 

promote safety and quality in the provision of health and personal social services for the 

benefit and welfare of the public.”  

 
Prior to the establishment of the HSE, quality and clinical risk management development 

was inconsistent across all the former health boards.  With the establishment of the HSE 

and the recognition for the need for standardisation across the sector, the Office of Quality 

and Risk was established,114 whose function was to support the assurance of good 

governance in respect of all services provided by the HSE.  An integrated system-wide 

process was adopted for the implementation of a Quality and Risk Standard which 

conforms to the requirements of the Australian/New Zealand Risk Management 

Standard,115 which provides that: 

                                                 
110 Department of Health and Children. ‘Building a Culture of Patient Safety -Report of 
the Commission on Patient Safety and Quality Assurance’ Dublin, Stationery Office. 2008, 
page 49 
111 Department of Health and Children. ‘Building a Culture of Patient Safety -Report of 
the Commission on Patient Safety and Quality Assurance’ Dublin, Stationery Office. 2008, 
page 49 
112 Health Act 2004, Part 2: S 7; Object of the Authority 
113 Health Act 2007. Part 2: S 7; Object of the Authority 
114 Department of Health and Children. ‘Building a Culture of Patient Safety -Report of 
the Commission on Patient Safety and Quality Assurance’ Dublin, Stationery Office. 2008, 
page 50 
115 Health Service Executive. ‘Quality and Risk Management Standard’ Office of Quality 
and Risk. 2007, page 5;  Australian/New Zealand Standard, AS/NZ 4360, Standards 
Australia and Standards New Zealand. Sidney and Wellington. 2004 
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Healthcare quality and risk are effectively managed through implementation of an 
integrated quality and risk management system that ensures continuous quality 
improvement. 
 

The aim of the standard is to provide a common set of requirements which will apply 

across all service providers to ensure that health and social services are both safe and of an 

acceptable quality.116 The Australian New Zealand Standard,117 the risk management 

standard adopted by the Health Service Executive, identifies the main elements of the risk 

management process, which have been summarised as follows: Firstly, communication and 

consultation with both internal and external stakeholders is essential for an effective 

process. Next, establish the context both internally and externally with regard to how the 

rest of the process will take place, including the criteria against which the risk is evaluated.  

Identifying the risk by asking when, where, why, and how a risk can occur.  Analysis of 

the risk requires identification and evaluation of the existing controls and determining the 

consequence and likelihood of the event reoccurring. In order to evaluate the risk, the level 

of risk needs to be compared against estimated levels of risk against the pre-established 

criteria.  This enables decisions to be made about the extent and nature of treatments 

required and what the priorities are.  Once identified, it is necessary to treat the risk by 

developing and implementing specific cost effective strategies and action plans.  Along 

with continuous communication and consultation the final part of this process is ongoing 

monitoring and reviewing of the effectiveness of any introduced measures and the process 

as a whole. This framework has been adopted by the National Hospitals Office (NHO), 

which has responsibility for Acute Services, and the Primary, Community and Continuing 

Care (PCCC) directorate,118 which has responsibility for all Primary and Community 

Services, including primary care, community care, and local health offices.  

 

On May 15th 2007, Health Information Quality Authority, (HIQA), was established under 

the Health Act 2007, whose core function is to set standards on quality and safety of health 

                                                 
116 Department of Health and Children. ‘Building a Culture of Patient Safety -Report of 
the Commission on Patient Safety and Quality Assurance’ Dublin, Stationery Office. 2008, 
page 51 
117 Australian/New Zealand Standard, AS/NZ 4360, Standards Australia and Standards 
New Zealand. Sidney and Wellington. 2004, page 15 
118 Department of Health and Children. ‘Building a Culture of Patient Safety -Report of 
the Commission on Patient Safety and Quality Assurance’ Dublin, Stationery Office. 2008,  
page 51 
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services provided and to monitor compliance and enforcement of these standards.119  This 

is achieved through conducting audits, participating in reviews, undertaking investigations, 

developing standards and collaborating with key stakeholders on both national and 

international projects.120  

 

1.8 State Claims Agency (SCA) 

The management of claims relating to personal injury and property damage against the 

State and the underlying risks was delegated to the National Treasury Management Agency 

(NTMA) under the terms of the NTMA Act 2000.121 When the NTMA is performing 

these functions it is known as the State Claims Agency (SCA).  Under the Act, Part 2, 

Section 8, it sets out two objectives for the SCA 122 

To manage claims so as to ensure the State’s liability and associated legal and other expenses 
are contained at the lowest achievable level. 

 
To provide risk advisory services to State Authorities with the aim of reducing over time the 
frequency and severity of claims. 

 

The SCA manages personal injury and property damage claims against certain State 

authorities, for example the State itself, Ministers, the Attorney General, the Garda 

Síochána, prison governors, community and comprehensive schools etc.123 

 

1.9 History of Irish Claims  

Up to July 2002, medical indemnity for healthcare professionals was provided by a number 

of commercial insurance companies, e.g. Medical Defence Union, Medical Protection 

Society, Irish Public Bodies Mutual Ltd., and St. Paul’s Ireland.  These companies 

provided medical indemnity for any acts or omissions by clinical staff covered by their 

respective schemes. However, these diverse insurance and indemnity arrangements meant 

that each defendant to a claim, i.e. hospital, health board, consultant, hospital doctor or 

nurse- was represented by a separate legal team.124  This led to an unnecessarily 

                                                 
119Health Act 2007. Part 2: S 7; Object of the Authority 
120 Department of Health and Children. ‘Building a Culture of Patient Safety -Report of 
the Commission on Patient Safety and Quality Assurance’ Dublin, Stationery Office. 2008,  
page 51  
121 National Treasury Management Agency (Amendment) Act, 2000, Number 39 of 2000, 
Part 2 Section 11 (2) 
122 Ibid. Part 2, Section 8  
123  www.stateclaims.ie/claims  (accessed March 24th 2009) 
124 www.stateclaims.ie/clinicalindemnityscheme (accessed March 24th 2009) 
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adversarial approach to the resolution of claims and the duplication of effort by each 

individual legal team considerably lengthened the time taken to process a claim thus 

adding significantly to claims’ costs.125  One such medical indemnity provider, the 

Medical Defence Union, withdrew from providing insurance cover to Obstetricians and 

Obstetric Units, or were not in a position to provide cover at affordable rates.  This 

problem was not a unique to Ireland, in the United States, Thorpe in 2004 stated “The St. 

Paul Companies, the largest insurers throughout most of the 1990s, stopped writing 

policies during 2002.  Other large regional carriers have also exited the market.” 126   

 

As the Irish State was discharging most if not all the insurance premiums, a decision was 

made by the State to create a system of “self insurance”.  As a result, this led to the 

establishment of the Clinical Indemnity Scheme (CIS), which is responsible for 

management of clinical claims against public hospitals and public community healthcare 

facilities under the aegis of the Health Service Executive (HSE). 

 

1.10 Clinical Indemnity Scheme (CIS) 

In July 2002, the Clinical Indemnity Scheme (CIS) was established in order to rationalise 

the medical indemnity arrangements that were previously in place in the Republic of 

Ireland.  This was achieved by transferring to the State, via the Health Service Executive 

(HSE) and other public and voluntary health care agencies, responsibility for the 

management of clinical negligence claims and associated risks by the CIS.127  Under the 

scheme, which is managed by the State Claims Agency, the State assumes full 

responsibility for the indemnification and management of all clinical negligence claims.  

While the majority of staff employed within the public and voluntary health sector were 

covered by the Scheme from July 2002, hospital consultants had cover formally extended 

to them as of February 1st 2004.128  Participating enterprises are specified in Schedule 1, 

Part 1 of the National Treasury Management Agency (Delegation of Functions) Order 

2003 [S.I. No.63 of 2003]  

 

                                                 
125 www.stateclaims.ie/clinicalindemnityscheme (accessed March 24th 2009) 
126 Thorpe, K. ‘The Medical Malpractice ‘Crisis’: Recent Trends and the Impact of State 
Tort Reforms.’  Health Tracking 2004: 20-30, page 21 
127 www.stateclaims.ie/clinicalindemnityscheme/introduction  (accessed March 24th 2009) 
128 Ibid. 
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It is important to note that the Scheme only covers claims alleging medical malpractice or 

clinical negligence and the associated risk management issues.  It does not provide cover 

for any Employer Liability or Public Liability issues; separate indemnifiers provide these. 

 

1.10.1 Objectives of CIS 

The objective of the CIS 129 is to manage claims made against an enterprise in a timely 

and cost effective manner.  It assists enterprises in reducing the number of claims through 

risk management initiatives by driving and supporting safe patient care.  The CIS also 

guide and support clinical risk management in all covered enterprises.  

 

The CIS provides clinical indemnity based on the principle of enterprise liability, (i.e. the 

enterprise assumes liability for all its employees’ alleged clinical negligence).  The Scheme 

is funded on a pay as you go basis and the Department of Health and Children reimburse 

costs made by the CIS for any payments in respect of costs and compensation.130 

 

1.10.2 CIS Team: Roles and Responsibilities:  

An integrated approach to Clinical Risk Management and Clinical Claims Management is 

adopted by the CIS.  The team consists of both Clinical Risk Advisors (CRA) and Clinical 

Claims Managers (CCM).  The risk advisors have healthcare backgrounds and the claims 

managers have legal or insurance backgrounds.  

 

Clinical Claims Managers (CCM): 

The CCMs are responsible for the formulation of claims management strategies in relation 

to the entire range of clinical negligence claims.  They conduct rigorous examination of all 

medical records, have detailed consultations with practitioners and based on the findings, 

relevant case law, expert peer review and opinion of counsel, will make decisions with 

regard to the disposition of the claim.   

 

Clinical Risk Advisors (CRA) 

                                                 
129 State Claims Agency. ‘Clinical Indemnity Scheme- Your questions Answered. Q & A 
Booklet’ State Claims Agency Dublin, 2002, page 1 
130State Claims Agency. ‘Clinical Indemnity Scheme- Your questions Answered. Q & A 
Booklet’ State Claims Agency Dublin, 2002 , page 1 
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The CRAs are responsible for advising and supporting participating enterprises in the 

adoption of effective clinical risk management strategies by utilising the three core clinical 

risk management principles – risk identification, risk analysis and risk control.  Promotion 

of best practice and sharing valuables lessons is achieved via newsletters, topic/specialty 

specific seminars and on the CIS web site.   

 

1.10.3 Enterprise Responsibilities 

Under Section 11 of the NTMA Act, all enterprises covered by the CIS have a statutory 

duty to report all adverse events and near misses to the CIS, preserve relevant 

documentation and to permit and facilitate CIS investigation when requested to do so by 

the CIS.131  Each enterprise is also required to develop and promote clinical risk 

management and to promote a patient safety culture.  Collaboration between the CIS and 

enterprises covered by the scheme is an on-going process and an essential part of the 

national clinical risk management and patient safety agenda  

 

1.10.4 STARSWeb 

The creation of one scheme has offered, for the first time in the history of the State, an 

opportunity to collect invaluable data with regard to clinical incidents.  In order to do this, 

the SCA implemented a secure web based incident reporting and claims management 

system called STARSWeb.  In 2004, the introduction of this system provided enterprises 

with an opportunity to have a central point for recording clinical incidents and near misses.  

Enterprises have access to only their own data; however, the CIS has access to all data, 

therefore allowing for the identification of both local and national trends.  These trends can 

be used to benchmark against similar organisations and to inform future policy 

development.  They have the potential to assist in informing future fiscal planning by 

identifying issues and trends.  The system is solely for those enterprises that are covered by 

the CIS.  Therefore data in this thesis only reflects information relating to the public 

healthcare system, it will not reflect those enterprises in the private sector that provide 

emergency medical services.  For the purposes of this thesis, reference to national data 

means only that data provided by the public and voluntary hospitals that are covered by the 

CIS for claims of clinical negligence and medical malpractice. 

 

                                                 
131 National Treasury Management Agency (Amendment) Act 2000. Part 2, Section 11  
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It is important to note that data submitted by Enterprises to the CIS is anonymous while it 

is classed as an adverse event; only if the adverse event converts to active claim status will 

the patient details become visible to the CIS personnel.  Patient identifiers are visible only 

to the enterprise in question, thus allowing the CIS to maintain compliance with Data 

Protection legislation132 as set out by the Data Protection Acts 1988 and 2003.  All 

enterprises covered by the CIS are mandated to report their adverse events and near misses 

directly onto to STARSWeb database.  This database informs both local and national 

statistics and will inform the results of this thesis.   Not all data available on STARS will 

be included, as to do so would make it unmanageable, conversely, not all data is available 

due to variances in the quality of data input at user level.  There are many data fields to 

populate on STARS when logging an incident, unfortunately many are not mandatory, and 

therefore the quality of the data is inconsistent.  A recent audit of STARSWeb,133 

indicated that of the sample incidents reviewed, the majority were lacking information in 

relation to a number of fields, some of which have been previously identified from 

international best practice as being key to a successful incident reporting system. 134  This 

lack of consistency means that many fields are left unpopulated e.g. contributory factors, 

systemic root cause,135 leading to lost opportunities in obtaining meaningful reports.   

 

Conclusions: 

As discussed in this chapter, clinical risk management, adverse event reporting and claims 

management have evolved dramatically within the past ten years both internationally and 

nationally with the establishment of the various organisations whose remit includes patient 

safety.  Barriers to reporting are still evident, however with improved understanding of the 

concepts of error, and recognition of the importance of reporting, these barriers can be 

overcome, leading to improved reporting and more meaningful data.  Before reviewing the 

data it is important to discuss those contributors who have influenced the patient safety 

agenda, to that end, a literature review was conducted and is discussed in the following 

chapter giving due regard to a selection of works that have relevance to this thesis. 

 

                                                 
132 Data Protection Act 1988 and 2003. Section 2 
133 http://www.hiqa.ie/media/pdfs/HIQA_STARSweb_Report_2008_07_10.pdf  
(accessed March 24th 2009) 
134 Ibid, page 78 
135 http://www.hiqa.ie/media/pdfs/HIQA_STARSweb_Report_2008_07_10.pdf,  
(Accessed March 24th 2009) page 79  
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Chapter 2 
2.0 Literature Review 

For the purposes of this literature review, selected works from those contributors that have 

influenced the various facets of clinical risk management, incident reporting and claims, 

(all of which look to improve safety in health care) will be discussed.  This will include 

contributions from those who are considered leaders in the field.  From the perspective of 

error recognition and management, the works of Professor James Reason will be discussed 

for his contributions outlining the various concepts of human error and their impact on 

safety.  Professor Charles Vincent has significantly added to this debate by his introduction 

of contributory factors and care delivery problems.  It will include the various influential 

reports that have added to this body of knowledge, such as the Harvard Medical Practice 

Study, the Quality in Australian Healthcare Study, and the Colorado and Utah Study.  

Some of the original researchers on the Harvard Medical Malpractice Study, have gone on 

to play an important role in patient safety; Lucian Leape, M.D. and Troyen Brennan, M.D. 

have been involved with many papers on the topic of adverse event reporting. Leape 

advocates improving reporting of adverse events by changing negative culture, all of 

which, in conjunction with the works of Reason and Vincent, have shaped how error and 

adverse events are approached when they do occur.  The authoritative works of these 

leading contributors, Reason, Vincent, Brennan, and Leape have greatly informed this 

agenda and are frequently cited in articles by numerous authors.136  These leaders 

                                                 
136 Weingart S., Wilson, R., Gibberd, R. et al. ‘Epidemiology of Medical Error’.  BMJ 
2000; 320; 774-777; Hiatt, H, Barnes B., Brennan, T., et al. ‘A Study of Medical Injury 
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recognise and acknowledge each others contributions to the patient safety agenda.137  

Also for inclusion in this literature review will be the seminal reports “To Err is Human” 

and “An Organisation with a Memory” as they have quantified in both numerical and 

monetary values from national perspectives the actual cost of error.  Studies by Karcz, 

Gwynne, Guly, and Kachalia dealing specifically with the specialty of emergency 

medicine will be reviewed and  significant contributions to this thesis will be discussed.  

 

2.1 James Reason 

In 1990, the work of clinical psychologist James Reason,138 was instrumental in 

demonstrating the concept of human error and its application to safety, in his book 

entitled ‘Human Error’.  Reason, Professor Emeritus at Manchester University is a 

highly respected authority in the area of safety as demonstrated by the recent The 

National Patient Safety Agency launch of an annual lecture series to honour 

him.139   According to the National Patient Safety Agency, his book, Human 

Error, is one of the pre-eminent books on the subject.  While this particular book is 

not specifically about patient safety, it does introduce the basic principles of 

                                                                                                                                                    
and Medical Malpractice: An Overview.’ New England Journalof Medicine 1989; 
321:480-484; Olsen, S., Neale, G., Schwab, K. et al. ‘Hospital Staff Should use More than 
one Method to Detect Adverse Events and Potential Adverse Events: Incident Reporting, 
Pharmacist Surveillance and Local Real-time Record Review May all have a Place.’ Qual 
Saf Health Care 2007; 16:40-44;  Barach, P. ‘Reporting and Preventing Medical Mishaps: 
Lessons from Non-Medical Near Miss Reporting Systems.’  British Medical Journal  
2000; 320: 759-763; Leape, L. ‘Reporting of Adverse Events.’ New England Journal of 
Medicine 2002; 347 (20): 1633-1638; Cullen, D, Bates, D., Small, S. et al. ‘The Incident 
Reporting System does not Detect Adverse Drug Events: A Problem for Quality 
Improvement.’ Jt Comm J Qual Improv. 1995; 21:541-548;  Runciman, W., Webb, R., 
Barker, L., et al. ‘The Australian Incident Monitoring System: The Pulse Oximeter: 
Application and Limitations- An Analysis of 2000 Incident Reports’  Anaesthesia and 
Intensive Care 1993; 21: 543-550;  Gawandee, A., Thomas, E., Zinner, M. et al, ‘The 
Incidence and Nature of Surgical Adverse Events in Colorado and Utah in 1992, 
Department of Surgery, Brigham and Women’s Hospital, Boston, MA 02115 USA.  
Surgery 1999 July; 126 (1): 66-75;  Runciman, W. et al. ‘A Comparison of Iatrogenic 
Injury Studies in Australia and America. 2: Reviewer Behaviour and Quality of Care.’ 
International Journal Quality Health Care 2000; 12: 379-388; Thomas E., Studdert, D., 
Runciman, W. et al.  ‘A Comparison of Iatrogenic Injury Studies in Australia and America 
1. Context, Methods, Case mix, Population, Patient, and Hospital Characteristics’ 
International Journal Quality Health Care 2000; 12: 371-378; 
137 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006, page ix 
138 Reason J. ‘Human Error.’ New York: Cambridge University Press. 1990 
139 www.npsa.nhs.uk/corporate/events/the-james-reason-inaugural-annual-lecture/  
(Accessed February 20th 2009) 
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understanding human error. He describes the origins of the basic human error types 

as “skills-based slips (and lapses), rule-based mistakes and knowledge-based 

mistakes.140  In subsequent works,141 Reason goes on to discuss the concepts of 

‘person approach’ and the ‘system approach’.  While discussing the person 

approach in an article in the BMJ in 2000,142 he states “the person approach has 

serious shortcomings and is ill suited to the medical domain.  Indeed, continued 

adherence to this approach is likely to thwart the development of safer healthcare 

institutions.”  These concepts have greatly influenced the clinical risk management 

agenda and its evolution to date as evidenced in numerous article that reference his 

work.143  The promotion of such concepts has advocated shifting the focus from 

solely apportioning blame on an individual to looking at the systems and processes 

that may or may not have been in place that allowed for the incident to occur.   

 

When describing the nature of organisational accidents, Reason expands on the 

systems approach by depicting slices of Swiss cheese to illustrate the concepts of 

‘active failures’ and ‘latent conditions,’144 and how adverse events usually occur 

as a result of a combination of both factors.145   This has gone on to become 

                                                 
140 Reason J. ‘Human Error.’ New York: Cambridge University Press. 1990, page 53 
141 Reason, J. ‘Managing the Risks of Organisational Accidents.’ Aldershot: Ashgate, 
1997 
142 Reason, J. ‘Human error: Models and Management.’ BMJ 2000; 320: 768-770, page 
768 
143 Vincent, C., Taylor, SA., Stanhope, N. . ‘Framework for Analysing Risk and Safety in 
Clinical Medicine.’ British Medical Journal 1998; 316: 1154-1157; Vincent, C. 
‘Understanding and Responding to Adverse Events.’ New England Journal of Medicine 
2003; 348: 1051-1056;  Vincent, C., Neale, G., Woloshynowych, M. ‘Adverse Events in 
British Hospitals Preliminary Retrospective Record Review.’ British Medical Journal 
2001; 322: 517-519;  Vincent C., Moorthy, K., Sarker, S., et al. ‘Systems Approaches to 
Surgical Quality and Safety: From Concept to Measurements.’ Annals of Surgery 2004; 
239: 475-482; Vincent, C. ‘Incident Reporting and Patient Safety.’ British Medical Journal 
2007; 334:51; Vincent, C. ‘Is Health Care Getting safer?’ British Medical Journal 
2008;337: 1205-1207; Department of Health UK. ‘An Organisation with a Memory: 
Report of an expert group on learning from adverse events in the NHS, 2000:   Expert 
Committee on Learning from Experience in the NHS.’ London HMSO 2000; Department 
of Health and Children. ‘Building a Culture of Patient Safety’ - Report of the Commission 
on Patient Safety and Quality Assurance. Dublin, Stationery Office. 2008; World Alliance 
for Patient Safety. ‘WHO Draft Guidelines for Adverse Event Reporting and Learning 
Systems.’  WHO Document Production Services, Geneva. 2005 
144 Reason J. ‘Human Error.’ New York: Cambridge University Press. 1990, page 173. 
145 Reason J., ‘Human Error: Models and Management’.  BMJ 2000;320: 768-770, page 
768 
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universally known as the “Swiss cheese model.”146  In ‘Human Error’147 Reason 

initially describes these concepts as “active errors and latent errors”; terminology 

he attributes to the work of Rasmussen and Pederson in 1984.148  This book also 

includes an early diagram depicting ‘the dynamics of accident causation’149 which 

would appear to be the precursor to the Swiss cheese model. In subsequent 

work,150 he uses the terms “active failures” and “latent conditions” and goes on to 

develop the Swiss cheese analogy.  Reason states that “in an ideal world, the 

defensive layers would be intact.  In reality, they are more like Swiss cheese: full of 

holes.”151  This analogy allows for a simple depiction of how errors occur and the 

contributory factors.  Reason defines active failures and latent conditions152 as:  

Active failures are unsafe acts (errors or procedural violations) on the part of those in direct 
contact with the system that create weakness or absences in or among the protective layers.  
The latent conditions are defensive gaps, weaknesses, or absences that are unwittingly 
created as the result of earlier decisions made by the designers, builders, regulators, and 
managers of the system.   

 
The evolution of these concepts has added greatly to understanding error and why it occurs 

and the underlying theory of not just looking at the individual but towards the systems and 

processes that were in place at that time.  This approach in clinical risk management can 

assist in supporting and improving reporting culture as staff are reassured as to the purpose 

of adverse event reporting.   In his 2000 BMJ article153, Reason succinctly said “We 

cannot change the human condition, but we can change the conditions under which humans 

work.”  Reason’s contributions to the patient safety agenda has influenced a change in 

culture and attitude that will help promote and embed an “open and fair culture”, a concept 

advocated by other leaders in the field, i.e. Vincent and Leape.  Vincent describes an open 

                                                 
146 Ibid, page 769 
147 Reason J. ‘Human Error.’ New York: Cambridge University Press. 1990, page 173 
148 Rasmussen, J., Pedersen, O., ‘Human Factors in Probabilistic Risk Analysis and Risk 
Management.’ Operational Safety of Nuclear Power Plants (vol.1). Vienna: International 
Atomic Energy Agency, 1984 
149 Reason J. ‘Human Error.’ New York: Cambridge University Press. 1990, page 208 
150 Reason, J. ‘Managing the Risks of Organisational Accidents.’ Aldershot: Ashgate, 
1997;  Reason, J. ‘Human Error: Models and Management.’ BMJ 2000; 320: 768-770, 
page 769;  Reason, J. ‘Beyond the Organisational Accident: The need for “Error Wisdom” 
on the Frontline.’  Qual Saf Health Care 2004; 13 (Suppl  II); ii28- ii33, page ii29 
151 ‘Human Error: Models and Management.’ BMJ 2000; 320: 768-770, page 769 
152 Reason, J. ‘Beyond the Organisational Accident: The need for “Error Wisdom” on the 
Frontline.’  Qual Saf Health Care 2004; 13(Suppl  II); ii28- ii33, page ii29 
153 Reason, J. ‘Human error: Models and Management.’ BMJ 2000; 320: 768-770, page 
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and fair culture as one which means a shift from blame but preserves personal 

responsibility and accountability.154 This concept was also echoed by Leape et al155: 

Join us in converting a culture of blame that hides information about risk and error into a 
culture of safety that flushes information out and enables us to prevent or quickly recover 
from mistakes before they become patient injuries. 

 

2.2 Charles Vincent 

 Professor Charles Vincent was instrumental in promoting the concepts of care delivery 

problems and contributory factors.  As mentioned earlier his work and comments have 

been published in many noted peer review journals.156 Vincent plays an important role 

with his contributions to the patient safety agenda and, as a Professor of Clinical Safety 

Research in the NHS National Institute for Health Research,157 is a respected authority 

amongst the patient safety community.  While he has contributed extensively to the 

literature, the primary focus will be on the most recent edition of his book entitled ‘Patient 

Safety’158 in which he discusses in clear concise language the issues with regard to 

patient safety.  Vincent discusses all aspects of patient safety, from the history of medical 

harm, to the evolution of patient safety, to discussing the various international studies, 

citing many of the studies previously mentioned.  He goes on to discuss the importance of 

reporting and learning systems and reiterates the work of Reason when exploring the 

concepts of human error and understanding why things go wrong.  An important aspect he 

addresses is the support to both the patient and the staff in the aftermath of an adverse 

event.  While support for patients affected by an adverse event would appear to be obvious, 

                                                 
154 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006, page 158 
155 Leape, L. Woods, D. Hatlie, M. et al. ‘Promoting Patient Safety by Preventing 
Medical Error.’ Journal of the American Medical Association (1998) 280: 1444-1447, page 
1447. 
156 Vincent, C. ‘Risk, Safety and the Dark Side of Quality.’ British Medical Journal 1997; 
314: 1775 – 1776;  Vincent, C., Taylor, SA., Stanhope, N. . ‘Framework for Analysing 
Risk and Safety in Clinical Medicine.’ British Medical Journal 1998; 316: 1154-1157; 
Vincent, C. ‘Understanding and Responding to Adverse Events.’ New England Journal of 
Medicine 2003; 348: 1051-1056;  Vincent, C., Neale, G., Woloshynowych, M. ‘Adverse 
Events in British Hospitals Preliminary Retrospective Record Review.’ British Medical 
Journal 2001; 322: 517-519;  Vincent C., Moorthy, K., Sarker, S., et al. ‘Systems 
Approaches to Surgical Quality and Safety: From Concept to Measurements.’ Annals of 
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February 24th 2009) 
158 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006. 
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however many patients harmed by their treatment suffer further trauma through the 

incident being insensitively and inadequately handled. 159 Problems tend to arise when 

ordinary impulse to help are blunted by anxiety, shame or just not knowing what to 

say.160 Vincent dedicates a chapter to supporting staff after an event161 in which he 

addresses the need for staff support following an event.  A phrase coined by Albert Wu 

“the second victim” 162 aptly describes the impact that a serious clinical adverse event has 

on the practitioner. Vincent states that “by being understanding to others, when they are in 

than unenviable position is a vital step to a more open and indeed a safer culture.  

Individual clinicians can do a great deal here, whatever their profession or seniority, to 

promote a more constructive and supportive approach to errors.”163  

                                                

 

Following on from those discussions, he goes on to discuss the importance of a safety 

culture and leadership and process improvement.  This book, most especially the chapters 

on human error and systems thinking, and understanding why things go wrong, 

incorporates many of Reason’s concepts, reiterating the importance of looking beyond the 

person and utilising a systems approach in order to facilitate more in depth learning.  

Vincent acknowledges Reason’s Organisational accident model164 however has “adapted 

it for use in the health care setting by classifying the error producing conditions and 

organisational factors in a single broad framework of factors affecting clinical 

practice.”165  This framework is illustrated in chapter one of this thesis, along with a table 

demonstrating examples of care delivery problems. Vincent also examines the 

investigation and analysis of clinical incidents and the various protocols that can be 

utilised.166  These incident investigation models, while called various titles, e.g. root 

cause analysis, systems analysis, the London Protocol, human reliability analysis, and 

failure modes and effects analysis, all have the common theme of not solely focusing on 

individual human error, but ensuring that a systematic examination of the event takes place 

 
159 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006,  page 124 
160 Ibid, page 125 
161 Ibid, page 139-151 
162 Wu, A., ‘Medical Error: The Second Victim.’ British Medical Journal 2000; 320: 726-
727, page 726 
163 Vincent, C. ‘Patient Safety’ London: Elsevier Churchill Livingstone. 2006, page 148 
164 Reason, J. ‘Managing the Risks of Organizational Accidents.’ Ashgatge, Aldershot. 
1997 
165 Vincent, C. ‘Patient Safety.’ London: Elsevier Churchill Livingstone. 2006, page 107 
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and all contributory factors and care delivery problems are considered for their impact on 

the future.  Incident analysis, when properly understood, is not a retrospective search for 

root causes but an attempt to look to the future.  The system weaknesses revealed are still 

present and could lead to the next incident.167  A crucial part of this thesis is to examine 

the closed settled claims for  contributory factors in an attempt to identify any trends, to 

that end components of Vincent’s contributory factors framework will be utilised when 

reviewing completed claims.  Given the fast pace and unpredictability of the emergency 

department environment, contributory factors play a crucial role when reviewing claims, 

given that the emergency medicine accounts for 4.7% of all adverse events reported onto 

STARSWeb, and yet account for 15% of all claims.  As a number of claims will not have 

an adverse event form completed based on the knowledge available at that time, it is 

important for completed claims to be reviewed for contributory and care delivery factors, 

otherwise valuable lessons may be lost. 

 

2.3 The Harvard Medical Practice Study 

According to Vincent,168 while Reason was instrumental in applying cognitive 

psychology to the concept of error, it was a paper by Lucian Leape, M.D. 169 in the 

Journal of the American Medical Association in 1994 that brought Reason’s work to the 

attention of healthcare professionals. What is interesting is that Leape is also one of the 

original authors of the Harvard Medical Practice Study170 which has been widely 

accepted as pioneering171 and the benchmark for the incidence of adverse events.172 

Troyen Brennan, M.D., the lead investigator on the Harvard Medical Practice Study has 

published numerous peer-reviewed papers. He has become a national authority on the 

quality of U.S. medical care, a practicing physician, and a legal expert in public health.173  
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Leape is internationally recognized as a leader of the patient safety movement,174 starting 

with the publication in JAMA of his seminal article, Error in Medicine, in 1994 and was 

one of the founders of the National Patient Safety Foundation.   Leape has published many 

papers on patient safety and quality of care that have directly influenced the clinical risk 

management agenda 

                                                

  

The Harvard Medical Practice Study was originally established to assess the number of 

potentially compensable cases in the New York State, not primarily as a study on quality 

and safety of care175, however it has since become more known for revealing the scale of 

harm that occurs to patients who are hospitalised.  This report was the first population 

based study and established the true extent of unintentional patient harm in healthcare.  A 

total of three papers were published as a result of this study.   Brennan’s 176 paper dealt 

with the incidence of adverse events, Leape’s 177 paper looked at the nature of adverse 

events and Localio’s 178 paper examined the relationship between malpractice claims and 

reported adverse events. Brennan et al found that 3.7% of all hospital admissions resulted 

in unintentional harm, with 27.6% as a result of negligence.   Leape et al analysed the 

3.7% of patients with disabling injuries caused by medical treatment.  While some adverse 

events were as a result of treatment, e.g. drug complications (19%) and wound infections 

(14%), he found a significant proportion of adverse events were due to negligence.  

Diagnostic mishaps (75%), errors of omission (77%) and events that occurred in 

emergency departments (70%) were the highest proportion of adverse events due to 

negligence. Localio et al examined the relationship between malpractice claims and 

adverse events due to negligence. They found that 1.5% of patients who had an adverse 

event caused by medical negligence filed a malpractice claim.  

 
174 www.hsph.harvard.edu/faculty/lucian-leape/ (accessed 20th February 2009) 
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480  
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in Hospitalised Patients.  Results of the Harvard Medical Practice Study 1.’ New England 
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178 Localio, A. Lawthers, A., Brennan, T., et al. ‘Relation between Malpractice Claims 
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2.4 Quality in Australian Health Care Study 

The Quality in Australian Health Care Study (QAHCS) in 1995 was commissioned to 

determine the prevalence of adverse events in Australian acute care hospitals.  Based on 

data available from the Australian Incident Monitoring System (AIMS), 179  this study 

originally showed that of the 15,000 admissions from 1992, 16.6% were associated with an 

adverse event. This study was modelled on the Colorado and Utah study,180  yet the 

results were extremely different, with the Colorado and Utah study showing an adverse 

event rate of 2.9%.  This discrepancy was largely accounted for by the fact that Australian 

reviewers included as adverse events a range of problems (many minor) which were not 

included by the US reviewers.181  The Australian Patient Safety Foundation was 

commissioned to classify all adverse events from both studies into what was termed ‘The 

Generic Occurrence Classification’ (GOC).182  When methodological differences between 

the studies were minimised183 it was found that the nature and frequency of serious 

adverse events were now virtually identical.  Both studies showed that 1.7% of admissions 

were associated with a major disability as a result of an adverse event.   

 

In 2000, the Australian Incident Monitoring System 2 (AIMS2), was developed and a 

mechanism was established for standardising definitions and terminology,184 as it was 

recognised that differences in terminology and definitions leads to inconsistent and 

incomparable statistics.  This approach to standardising terminology was a pre-cursor to 
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the World Health Organisation’s International Classification for Patient Safety project 

(WHO ICPS) in 2007.185  The discrepancies found in these studies, reiterates the 

importance of having standardised terminology and definitions when developing patient 

safety systems.  

 

 

2.5 To Err is Human 

In 1999, a major report by the United States Institute of Medicine called “To err is human: 

Building a safer health system”186 published the startling statistic that every year between 

44,000 and 98,000 people die as a result of preventable medical error, which is more than 

all the deaths attributed to car accidents, breast cancer and AIDS combined.187  This 

number was extrapolated from the total number of admissions to American hospitals, 

which was over 33.6 million, and applying it to the estimated deaths statistics from the 

Utah and Colorado Study (6.6%) and the Harvard Study (13.6%).188  The study went on 

to estimate the costs of such errors in terms of additional care, lost income and household 

productivity and disability as between $17 billion and $29 billion per year in hospitals 

nationwide.189  The report identified that higher error rates with serious consequences are 

most likely to occur in intensive care units, operating rooms, and emergency 

departments.190  This report concluded that the majority of medical errors do not result 

from individual recklessness.191   More commonly, errors caused by faulty systems and 

processes, and conditions that lead people to make mistakes or fail to prevent them.192  

This study reiterates the findings of Reason by emphasising the focus must shift from 

blaming individuals for past errors to a focus on preventing future error by designing safety 
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into the system when it stated “when an error occurs, blaming an individual does little to 

make the system safer and prevent someone else from committing the same error.193  

 

2.6 An Organisation with a Memory 

In the UK, the Department of Health published a seminal piece of work call “An 

Organisation with a Memory”194 in 2000. This report in discussing the incidence of 

adverse events in UK NHS hospitals, cites a small-scale study by Vincent et al195 which 

found that as many as 10% 196 of NHS hospitalisations alone resulted in adverse events 

that caused harm to patients, which is a rate in excess of 850,000 per year.  This leads to a 

cost to the service an estimated £2 billion per year 197 in additional hospital stays alone 

and does not factor in any human or wider economic costs as mentioned in the “To Err is 

Human” report.  This study gives numerous examples of serious adverse events including 

the well documented intrathecally administered Vincristine cases.198  The study states that 

there were at least 13 documented cases of people (usually children) being killed or 

paralysed due to the maladministration of drugs by spinal injection since 1985.199  This 

report echoes the American report with regard to human error and also cites the 

contributions of Reason when dealing with human error.200 Both An Organisation with a 

Memory201 and To Err is Human202 advocate a systems approach when dealing with 

adverse events, while acknowledging professional responsibility and accountability. 

                                                 
193 Ibid, page 2 
194 Department of Health UK. ‘An Organisation with a Memory: Report of an expert 
group on learning from adverse events in the NHS, 2000:   Expert Committee on Learning 
from Experience in the NHS.’ London HMSO 2000 
195 Vincent, C., Neale, G., Woloshynowych, M. ‘Adverse Events in British Hospitals 
Preliminary Retrospective Record Review.’ British Medical Journal 2001; 322: 517-519, 
page 518. 
196 Department of Health UK. ‘An Organisation with a Memory: Report of an expert 
group on learning from adverse events in the NHS, 2000:   Expert Committee on Learning 
from Experience in the NHS.’ London HMSO 2000, page viii 
197 Ibid, page viii 
198 Department of Health UK. ‘An Organisation with a Memory: Report of an Expert 
Group on Learning from Adverse Events in the NHS, 2000:   Expert Committee on 
Learning from Experience in the NHS.’ London HMSO 2000, page 13 
199 Department of Health UK. ‘An Organisation with a Memory: Report of an Expert 
Group on Learning from Adverse Events in the NHS, 2000:   Expert Committee on 
Learning from Experience in the NHS.’ London HMSO 2000, page 13 
200 Ibid, pages 20-28 
201 Ibid, page 21 
202 Kohn, L., Corrigan, J., Donaldson, M. eds ‘To Err is Human: Building a Safer Health 
System.’  Institute of Medicine. Washington D.C. 1999, page 2 

 40



 

Collectively, these contributors have been instrumental in developing and improving the 

risk management agenda as is evident from the numerous cross references to each others 

work.203  Many papers that address the issue of patient safety, clinical risk management 

and adverse event reporting will cite the works of Reason, Brennan, Leape and 

Vincent.204  They will also refer to the various studies such as the Harvard Medical 
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Practice Study, the Colorado and Utah Medical Study, the Quality in Australian Health 

Care Study, the IOM report To Err is Human and the UK report An Organisation with a 

Memory as studies and reports that have influenced the evolution of patient safety.205  

  

2.7 Claims Studies 

The literature review revealed a large number of articles dealt with generic medical 

negligence claims yet there were relatively few dealing specifically with Emergency 

Medicine.206  One of most extensive closed claims analysis databases is from the 

American Society of Anaesthetists (ASA)207 which has built up over a number of years 

with thousands of claims.  The claims within this database have been reviewed by medical 

experts for contributory factors and the lessons learnt from these reviews disseminated, 

leading to the development of important patient safety standards such as the use of pulse 

oximetery.208  Some of the key studies in the specialty of emergency medicine that 

influenced this study include studies by Karcz in 1996, Gwynne in 1997, Guly in 2001, 

Studdert in 2006, and Kachalia in 2007.209  Some studies were larger than others and 

were able to give a better insight to the area of emergency medicine medical negligence 

claims. 
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Retrospective claims reviews by Karcz et al 210 led to the publication of various studies 

with regard to malpractice claims and their costs against emergency physicians in 

Massachusetts throughout the early 1990’s. In 1996, building on information from 

previous studies, they reviewed 549 malpractice claims against emergency physicians in 

Massachusetts from 1975 through 1993.211  In this study it was found that missed 

myocardial infarction claims accounted for 25.47% of the total cost of closed claims but 

only 10.8% of the number of closed claims.212  Wounds and fractures accounted for the 

largest percentages of claims at 19.85% and 17.67% respectively.213  Wounds accounted 

for 3.15% of the total cost of claims, fractures accounted for 17.45% of the total cost of 

claims. 

 

In 1997 Gwynne et al examined 105 successive negligence claims brought against the 

National Health Service (NHS) accident and emergency departments.  This review 

consisted of a systematic review of case files, looking at clinical and legal issues and socio 

demographic surrounding each claim.214 This study did not focus on the actual costs 

associated with claims; it examined the category of claims.  It found that 54 of the 105 

claims (51%)215 were categorised as missed or delayed diagnosis of fracture, 27 claims 

(25%)216 were as a result of missed or delayed diagnosis other than fracture.  Closer 

examination of these 27 claims, found that the majority of them still involved extremity 

injuries, e.g. damage to tendons and ligaments 8 (29%), dislocations 4 (14%), nerve 

damage 3 (11%).217  Issues of medical care categorised as failure to diagnose and admit 

accounted for 4 claims of which there appears to be only one (3%) claim of missed 
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myocardial infarction.  This study also examined the discipline involved and found that in 

82 claims (78%)218 a senior house officer was allegedly responsible for the mistake 

 

Guly’s study in 2001219, while it did not look specifically at malpractice claims, reviewed 

all diagnostic errors discovered by or notified to an Accident & Emergency consultant.  

The study found that 953 diagnostic errors were noted in 934 patients over a 4 year period.  

Of these, it found that 79.7% 220of diagnostic errors were as a result of missed fractures, 

with the most common reason for error was that of misreading the radiograph (77.8%) 

followed by failure to perform radiography (13.4%). 22 (2%)of these diagnostic errors 

resulted in complaints and legal action.  This study found that senior house officers were 

responsible for the majority of the errors at 85.3% (797),221 it has to be noted however 

that they were also the grade who examined the majority of patients. 

 

In the Netherlands, a retrospective study, conducted via chart reviews by Elshove- Bolk et 

al222 looked at closed claims in emergency medicine from 1993 to 2001.  There were a 

total of 326 claims involving the specialty of emergency medicine, of which 256 were 

closed and available for analysis.  They found that claims were filed primarily for alleged 

errors in diagnosis and treatment, with 82% involving what they described as minor 

surgical conditions, i.e. fractures, joint dislocations, wound and tendon injuries.  This study 

also examined the medical discipline involved and found that residents were involved in 

76% of the claims and that consultant supervision was documented in only 15% 223 of the 

medical records. 

 

The Malpractice Insurers Medical Error Prevention Study (MIMEPS) 224 is a large study 

that looked in detail at closed claims from 5 different insurers from 2001 – 2006 and has 
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added greatly to the closed claims analysis field.  Principal investigator, David Studdert, 

along with other researchers, have published numerous articles on closed claims analysis in 

many noted journals. 225  While the main study was MIMEPS, it was possible for the 

extrapolation of specialty specific data, therefore allowing publication of several 

informative papers across many disciplines from Surgery, Ambulatory Care and 

Emergency Medicine.226 In 2007, Kachalia et al published a study dealing specifically 

with closed malpractice claims in emergency medicine.227  The study involved 4 liability 

insurers (in the original study one hospital dealt specifically with obstetrics so was 

excluded from this part of the study) and involved a retrospective review of 122 closed 

malpractice claims, with a claim being defined as a written demand for compensation.228  

The timeframe that the alleged injuries occurred was between 1979 and 2001.  All claims 

were closed between 1984 and 2003.   

 

This review concentrated specifically on those claims that alleged delayed or missed 

diagnosis in the emergency department and examined the outcome of the adverse event, 

where the breakdown occurred and what factors contributed to it.229  It was found that a 

total of 79 (65%)230 of claims involved a diagnostic error that was linked to an 

identifiable adverse outcome, 48% of which were associated with serious harm and 39% 

resulted in death.   The leading types of missed diagnoses were fractures 19%, infections 
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15%, myocardial infarction 10% and cancer 9%.  This study found that trainee physicians 

were involved in 56% of the missed diagnoses.  This study was an important contribution 

to the patient safety agenda as it highlighted the importance of looking at more than claim 

statistics.  By examining where the breakdowns occur and what factors contributed to the 

event, it can assist the patient safety agenda by identifying issues, thus leading to the 

development of solutions and putting measures in place to minimise the risk and improve 

safety in the emergency department.231  The study asked the reviewers to locate 

breakdowns in the diagnostic process.  The study found 58% was as a result of failure to 

order tests, inadequate history and physical examination occurred in 42%, incorrect 

interpretation of tests occurred in 37% of cases and failure to request consultation occurred 

in 33%.  The three most common contributing factors were mistakes in judgement (in 87% 

of missed diagnosis), lack of technical competence or knowledge in 58% and lapses in 

vigilance or memory in 41%.  Plain radiographs led the list of the misinterpreted tests 

accounting for 52%.  The misinterpreted tests were primarily due to errors in clinical 

judgement 62% and inexperience 24%. 

 

In the 1980’s and 1990’s many studies focused on errors in specific medical conditions232 

however the literature review has demonstrates that patient safety in the emergency 

department has been identified as a major concern.233 While works of leading 

contributors and influential reports on claims have been reviewed and discussed, it is 

important to put into context the legal framework which guides the clinical claims 

managers in assessing the merits of a claim.  In preparation for the analyses of the 
                                                 
231 Kachalia, A. Gandhi, T., Puopolo, A. et al  ‘Missed and Delayed Diagnoses in the 
Emergency Department: A Study of Closed Malpractice Claims from Four Liability 
Insurers.’ Annals of Emergency Medicine 2007; 49(2) : 196-205, page 197 
232 McCarthy, B, Beshansky, J., D’Agostino, R. et al. ‘Missed Diagnoses of Acute 
myocardial Infarction in the Emergency Department: Results from a Multicenter Study.’ 
Ann Emerg Med. 1993; 22: 579-582; 
Trautlein, J., Lambert, R., Miller, J. ‘Malpractice in the Emergency room: A Critical 
Review of Under Diagnosed Appendicitis Cases and Legal Actions.’ Qual Assur Util Rev. 
1987; 2: 54-56; 
Pope, J., Aufdeheide, T., Ruthazer, R., et al.’ Missed Diagnoses of Acute Cardiac Ischemia 
in the Emergency Department.’ N Engl J Med. 2000; 342:1163-1170; 
Graff, L., Russell, J., Seashore, J. et al. ‘False Negative and False Positive Errors in 
Abdominal Pain Evaluation: Failure to Diagnose Acute Appendicitis and Unnecessary 
Surgery.’ Acad Emerg Med. 2000;7:1244-1255  
233 Kachalia, A. Gandhi, T., Puopolo, A. et al  ‘Missed and Delayed Diagnoses in the 
Emergency Department: A Study of Closed Malpractice Claims from Four Liability 
Insurers.’ Annals of Emergency Medicine 2007; 49(2) : 196-205, page 203 
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completed emergency medicine claims, it is necessary to review the applicable law in 

Ireland at the time of the claim.  To that end, it is necessary to address the issue of medical 

negligence as the majority of the claims are misdiagnosis related.  As consent has not been 

identified as an issue in any of the completed claims reviewed, it has not been included in 
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ractice, the law of negligence arguably offered the greatest incentive to patient safety.”   

 to proving negligence as stated in McMahon & 

connection between the conduct and the resulting injury to the 
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this thesis.   

2.8 Medical Negligence 

In 1768, Sir William Blackstone 234  defined the t

ntaries on the Laws of England235 as follows:  

‘mala praxis’ Injuries… by the neglect or unskilful management of (a person’s) physician, 
surgeon or apothecary… because it breaks the trust, which the party has
physician and tends to the patient’s destruction.  

  

According to Jones 236 “before the concept of risk management began to penetrat
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There are four essential elements
Binchy:237 

1. There was a legal duty of care. 
2. There was a failure to conform to the required standard of care. 
3. Actual loss or damage to the interests of the plaintiff. 
4. A sufficiently close causal 

plaintiff 
 
In establishing if a duty of care exists, there has to be what is termed proximity between 

parties, otherwise known as the ‘neighbour principle’, as established in Donoghue v 

Stevenson [1932].238  This principle is the foundation stone of modern day 

negligence239; Lord Atkin,240 in Donoghue v Steve
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234 Mohr J. ‘American Medical malpractice Litigation in Historical Perspective’.  JAMA 
2000; 283: 1731-1737, page 1731. 
235 Blackstone, W.‘Commentaries on the Laws of England’ Vol. 3. Oxford, England: 
Clarendon Press. 1768, page 122 
236 Jones MA.  Patient Safety and the Law.  Walshe, K. Boaden, R. (Eds) Patient Safety, 
Research into Practice.  Berkshire. Open University Press. 2006, page 79 
237 McMahon, B. & Binchy, W. ‘Irish Law of Torts’ 2nd edition. Dublin. Buttersworth 
(Ireland) Ltd. 1990, page 85. 
238 Donoghue v Stevenson [1932] H.L.  562,  
239 Mills S.  Clinical Practice and the Law.  Dublin, Tottels.. 2007, page 138 
240 Donoghue v Stevenson [1932] H.L.  562, at 580 
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Bolam v. Friern Hospital [1957] was instrumental in establishing the test for medical 

negligence, and while it was only a judge’s direction to a jury, it has gone on to develop 

significant authoritative status until recent years.241  Judge McNair explained that the 

normal test for negligence, is whether the defendant has failed to act reasonably, by 

referen

Clapha

d of the ordinary skilled man exercising and professing 

 according to the 2006 census at 4.2 million244 as opposed to the United 

ingdom, which had a population of over 58 million according to the last census in 

In Irish case law, the authoritative case with regard to medical negligence is Dunne v. 

e 

ce to the standards of the hypothetical ordinary, reasonable man, or the ‘man on the 

m omnibus’ 242 

The test is the standard of the ordinary skilled man exercising and professing to have that 
special skill.  The test is the standar
to have special skill.  A man need not possess the highest expert skill; it is well established 
law that it is sufficient if he exercises the ordinary skill of an ordinary competent man 
exercising that particular skill. 243 

 
Since the formation of the Irish State in 1922, English law is not considered legally binding 

in Ireland, however it is sometimes considered as persuasive precedent, as they may have 

had the opportunity to examine a medico-legal case before it has had an opportunity to 

present itself to an Irish court.  This is in part due to population size, with the Irish 

population

K

2001.245 

 

National Maternity Hospital & Jackson [1989].246 Chief Justice Finlay stated th

                                                 
241 Jones MA. Patient Safety and the Law. Walshe, K. Boaden, R. (Eds) Patient Safety, 
Research into Practice. Berkshire. Open University Press. 2006, page 79 
242 Bolam v. Friern Hospital Management Committee [1957] 1 W.L.R 582, at 586 
243 Bolam v. Friern Hospital Management Committee [1957] 1 W.L.R 582, at 587 
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244 http://www.cso.ie/statistics/popnbyage2006.htm (Accessed March 24th 2009) 
245 http://www.statistics.gov.uk/cci/nugget.asp?id=185 (Accessed March 24th 2009) 
246 Dunne v. National Maternity Hospital & Jackson [1989] IR 

• The true test of negligence is whether the medical practitioner has been proved 
guilty of such failure as no medical practitioner of equal specialist or general status 
and skill would be guilty of if acting with ordinary care. 

• If it is proved a medical practitioner deviated from general and approved practice that will not 
establish negligence unless it is also proved that the course taken was one that no medical 
practitioner of like specialisation and skill would have followed had he been taking the ordinary car
required from a person on this qualification. 

• If a medical practitioner defending his position establishes that he was following a medical practice 
which was general and which was approved by his colleagues of similar specialisation and skill he 
cannot escape liability if in reply the plaintiff establishes that such practice has inherent defects 
which ought to be obvious to any person giving the matter due consideration. 

• An honest difference of opinion between doctors as to which is the better of two ways of treatin
patient does not provide any ground (for the jury) to question which course of action is neglige
over the other. 
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principles of negligence as detailed in the footnote.  These principles are briefly synopsised 

as professionals will be compared with professionals of equal specialisation.  If someone 

deviates from an accepted practice that does not necessarily mean that they are negligent.  

However if someone blindly follows a standard practice and it is proven there are obvious 

defects within that standard, they may be found negligent.  The principles go on the say 

that just because there is a difference of opinion between professionals that does not mean 

that one of them is guilty of negligence.  The final principle is that it is not up to the judge 

or jury to decide which course of action is the preferred one. It is of importance to note that 

there is no onus on practitioners to be right every time.  If a practitioner makes a decision, 

then all the law asks is that the decision be a reasonable one in the circumstances.247  In 

an article in the Lancet in 1999, Chantler,248 observed “that medicine used to be simple, 

ineffective and relatively safe; now it is complex, effective and potentially dangerous.” 

 

In terms of the overall approach to patient safety, the literature review demonstrates how 

the law and patient safety have evolved.  According to Lord Robert Carswell,249 in a 

paper delivered to the Ulster Medical Society, “Hippocrates advised physicians to conceal 

most things from the patient as when given the information many patients have taken a 

turn for the worst.”  He went on to say “there is little doubt that there has historically been 

a paternalistic tinge to the practice of medicine.”250 Indeed this model has endured 

throughout the ages until recent times.  In terms of case law there has been a progression 

from the paternalistic approach251, to the doctor centred approach252 and finally 

developing to a patient centred approach.253  This patient centred approach has been 

                                                                                                                                                    
• It is not for the jury (or judge) to decide which of two alternative courses of 

vidence, (continued from previous page)complied with the 
 as professed 

w.  Dublin. Tottels. 2007, page 166 

onsent to Medical Treatment – Does the Doctor Know Best?’  The 

5 Eng Rep 860 
252 Bolam v Friern Hospital Management Committee [1957] 2 All ER 118  
253 Geoghan v. Harris[2000] 3 IR 536 
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careful conduct of a medical practitioner of like specialisation and skill
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248 Chantler, C. ‘The Role and Education of Doctors in the Delivery of Health care.’ 
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adopted in virtually every major common law jurisdictions254 including Australia255, 

Canada 256 and in the United States.257   

 

From a societal perspective, historically doctors were revered, deferred to and 

unquestioned, however, with both societal evolution and technological advances, patients 

are more informed and now take a more proactive and participative role in their health 

management.  In recent years the public has become better informed in relation to health 

matters generally.258 Around the world, healthcare organisations that are more successful 

in improving patient safety are those that encourage close cooperation with patients and 

their families.259  Current health policy endorses the role of patients, as the Health 

Strategy Quality and Fairness 260 places the patient at the centre of the strategy.  

“Increased integration of the patient’s perspective will build trust and confidence in the 

health service and embed key safety guarantees into the care pathways.”261  As patients 

become more proactive and access to medical information is relatively straightforward, it 

ensures the message of a patient’s right to expect safe care is heard by all key stakeholders 

and policy makers. 

 

2.9 So Why Do Patients Sue?   

As is evident from the literature review, not all patients harmed as a result of a clinical 

adverse event brought about a claim for clinical negligence, therefore it is important to 

understand why it is patients sue.  In theory, there should be a direct relationship between 

the safety of medical practice and litigation, a relationship that operates in two ways. As 

stated by Jones in 2004,262 the more unsafe medical practice is, the more adverse events 

will occur, and more litigation should result.  Conversely, the safer medical practice is, the 
                                                 
254 Fitzpatrick v. White [2007] IESC 51 
255 Rogers v Whitaker (1992) 175 C.L.R. 479 
256 Reibl v Hughes [1980] 2 S.C.R. 880 
257 Canterbury v Spence [1972] 464 F.2d 772  
258 Department of Health and Children. ‘Building a Culture of Patient Safety’ - Report of 
the Commission on Patient Safety and Quality Assurance. Dublin, Stationery Office, 2008, 
page 46 
259Department of Health and Children. ‘Building a Culture of Patient Safety’ - Report of 
the Commission on Patient Safety and Quality Assurance. Dublin, Stationery Office, 2008, 
page 71  
260 Ibid,  page 71   
261 Ibid, page 71  
262 Jones MA. Patient Safety and the Law. Walshe, K. Boaden, R. (Eds) Patient Safety, 
Research into Practice. Berkshire. Open University Press. 2006, page 82 
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fewer adverse events will occur, and the volume of litigation should reduce. However, this 

is not reflected in the literature, as according to the Harvard Study263, only 1.5% of 

patients who were previously identified as suffering a negligent adverse event 

subsequently sued. In a study in the Veterans Health Administration,264 it found that 

4.15% of claims had a related patient incident report.  From an Irish perspective, a review 

of STARSWeb database based on a report run on 24/03/2009 indicates that 1.1% of all 

adverse events reported since the inception of the Scheme has resulted in a claim. 

 

One hundred years ago an experienced Scottish judge, Lord Young, 265 while hearing a 

legal case against a general practitioner in Farquhar v. Murray, commented on its rarity; 

 
This action is certainly one of particularly unusual character.  It is an action of damages 
against a medical man.  In my somewhat long experience, I cannot remember having seen 
a similar case before.  

 

In a study by Vincent et al266 in 1994, the most common responses given by plaintiffs in 

their reason for bringing a case of negligence was due to poor communication after the 

event.  This study found that of those patients who did sue for negligence, 91.4% said the 

wanted to ensure that what happened to them would not happen to someone else.  90.7% 

wanted an explanation for what happened to them.  90.4% wanted the treating doctor to 

realise what they had done wrong. 86.7% wanted an admission of negligence, while 68.4% 

of patients wanted the doctor to know how they felt.  42.5% said they sued because of the 

attitude of the hospital staff after their injury.   

 

In the Irish system, claims for medical negligence go through the Courts system if they 

proceed to claim.  The Irish system is an adversarial system as opposed to an inquisitorial 

system.  At this current time, the handling of undisputed personal injury cases has been 

removed from the adversarial legal process and redirected to the Injuries Board, formerly 

known as the Personal Injuries Assessment Board (PIAB). However, it is important to 
                                                 
263 Localio, A. Lawthers, A., Brennan, T., et al. ‘Relation between Malpractice Claims 
and Adverse Events due to Negligence. Results of the Harvard Medical Practice Study III.’ 
New England Journal of Medicine, 1991; 325(4): 245-251, page 245 
264 Schmidek, J., Weeks, W. ‘Relationship between Tort Claims and Patient Incident 
Reports in the Veterans Health Administration.’ Qual Saf. Health Care 2005;14: 117-122, 
page 120. 
265 Farquhar v Murray [1901] 3 F. 859-865, at 862  
266 Vincent C., Yound, M., Phillips, A. ‘Why do People Sue Doctors? A Study of Patients 
and Relatives Taking Legal Action.’  Lancet 1994; 343: 1609-1613, page 1610 
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note, that any personal injury claims relating to medical malpractice remain outside the 

jurisdiction of the Injuries Board even if there was an admission of negligence.267  This 

Board established under the Personal Injuries Assessment Board Act 2003,268 and has 

paved the way for a more comprehensive, timely and cost effective way to handle personal 

injury claims.269  As the Act has a direct impact on claims management, it is important to 

discuss it in further detail. In preparation to conduct analyses of completed claims it is 

necessary to put it in the relevant context the applicable law in Ireland at the time of claim.   

 

2.10 Civil Liability and Courts Act 2004 

In Ireland, the introduction of the Civil Liability and Courts Act 2004 represents an 

important element of the rapidly changing culture of personal litigation in Ireland270.   A 

fundamental part of the Act amends the Statute of Limitations reducing it from three years 

to two years from the date of accrual of the cause of action or the date of knowledge of the 

person concerned, which ever occurs later.271  The defendant must be notified within two 

months of the incident that there is a claim and the plaintiff must specify the nature of their 

claim and any allegations of negligence.272  A Personal Injury Summons now replaces the 

previously required Plenary Summary, Statement of Claim and Civil Summons. 273 The 

plaintiff must swear a verifying affidavit that verifies their allegations within twenty-one 

days of serving the writ. 274 If the affidavit is found to be untrue the case is dismissed and 

the person can be prosecuted, and face up to ten years imprisonment and /or a fine up to 

€100,000.00.275  The defendant then has eight weeks to prepare a defence and they too 

must swear a verifying affidavit within twenty-one days of lodging the defence.  The 

defence notice must specify the matters that the defendant requires further particulars and 

any matters that the defendant is admitting to. 276  Any allegations of contributory 

                                                 
267 Civil Liability and Courts Act 2004. part 2, section 3 
268 Personal Injuries Assessment Board Act, 2003.  
269 http://injuriesboard.ie/eng/About_Us/About_InjuriesBoard_ie.html (Accessed March 
24th 2009) 
270 Craven, C., Binchy, Wm., (Eds) ‘Civil Liability and Courts Act 2004: Implications for 
Personal Injuries Litigation.’ Dublin: First Law. 2005, page xiii. 
271 Civil Liability and Courts Act 2004 Part 2, Section 7 
272 Ibid, Part 2, Section 8 
273 Ibid, Part 2, Section 10 
274 Ibid, Part 2, Section 14 (4) 
275 Ibid, Part 2, Section 29 
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negligence must be detailed in the defence.277  The defendant has to set out the grounds 

on which he claims that he is not liable for any injuries suffered by the plaintiff. 278    

 

While the changes brought about by this Act has reduced the time it takes a claim to be 

resolved, it does however place serious and specific time pressures on both the plaintiff 

and defendant. In the case of a minor, it is important to note the age of majority is eighteen 

years of age in Ireland, therefore the statute of limitation does not run out until two years 

after that minor reaches the age of majority, meaning that a claim cannot be closed until 

that time.  Because of these changes, it is essential that adverse events are reported in a 

timely manner to allow the SCA sufficient time to gather relevant information.  This is of 

particular importance given the transient and mobile nature of health professionals.  

 

There has been some discussion on whether this approach in handling personal injury 

claims be extended to cover personal injuries due to medical negligence, 279 however, it 

will require careful consideration by all relevant stakeholders before any changes could be 

made.  In a recent editorial in the CIS newsletter, the Director of the State Claims Agency, 

Ciarán Breen stated the issue of high legal costs remains a factor in the handling of medical 

negligence claims,280  and suggests that the introduction of a system similar to the Injuries 

Board, may assist in the reduction of legal costs.  

 

Conclusions 

It is evident from the literature review that there is a growing awareness of patient safety 

and clinical risk management.  There have been numerous international studies and reports, 

however, there is little information available from an Irish perspective.  The establishment 

of the HSE, CIS and HIQA have all assisted in the increased awareness of the importance 

of patient safety and clinical risk management principles in the provision of safer health 

care in Ireland.  Societal evolution has led to the evolution of case law both nationally and 

internationally with the transition from paternalistic medicine, to doctor centred approach 

                                                 
277 Ibid, Part 2, Section 12 (d) 
278 Ibid, Part 2, Section 12 (c) 
279 Breen, C. ‘Legal Costs Continue to Represent a Substantial and Growing Financial 
Burden on the State’  Clinical Indemnity Scheme Newsletter September 2008, page 1 
280Breen, C. ‘Legal Costs Continue to Represent a Substantial and Growing Financial 
Burden on the State’  Clinical Indemnity Scheme Newsletter September 2008,  page 1 
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to the patient centred approach as mentioned in Fitzpatrick v White [2007]281.  As 

discussed in this chapter, Dunne v National Maternity Hospital & Jackson [1989]282 is 

the authoritative case in Ireland with regard to medical negligence claims as it clearly sets 

out the principles of negligence.  The introduction of the Civil Liability and Courts Act 

2004 has had a direct impact on the management of claims with regard to the statue of 

limitations changing from three years to two years.  This change, in conjunction with the 

introduction of enterprise liability, has led to claims now being processed in a timely 

manner.  In order to discuss the statistics in a more meaningful manner, it is necessary to 

explore the various methodologies involved, therefore, the following chapter will address 

the methodological approaches utilised in this thesis. 
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Chapter 3 
3.0 Methodology 

Following on from the previous chapter, it is now necessary to discuss the methodological 

approaches used in this thesis.  As this thesis required various levels of enquiry, it required 

the use of a variety of methods including quantitative, qualitative, mixed 

method/sequential explanatory strategy and secondary analysis of the STARSWEb 

database.  Therefore, this chapter will discuss these methodological approaches in further 

detail. 

 

Introduction 

The purpose of this study is to conduct closed claims analysis on clinical negligence claims 

in the specialty of emergency medicine managed by the Clinical Indemnity Scheme, 

completed on or before December 31st 2008, and to identify trends in claims and suggest 

recommendations.  When reviewing the statistical data for the specialty of emergency 

medicine, divergence in figures became apparent.  While emergency medicine accounts for 

4.7% of all adverse events reported on to the STARSWeb database, it accounts for 15% of 

all claims.  This highlighted the issue of emergency medicine, where due to the unique 

environment, many claims originated without previously being identified as an adverse 

event.  When reviewing the data in further detail, it became apparent that majority of 

claims brought against emergency medicine were diagnosis related and will therefore be 

the focus of this thesis.  On closer examination, most of these claims were classified as 

failure to diagnosis, with fractures being the most frequent type of claim.   

 

3.1 Methodology:  

Using secondary data analysis, the methodological approach required for this study 

involved a combination of both quantitative and qualitative analysis of emergency 
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medicine claims settled and administratively closed on or before December 31st 20008. 

Quantitative research is deductive in nature and is a formal, objective and systematic 

process, required when dealing with large databases and when examining specific 

statistics, i.e. number of incidents, number of claims etc.   This approach is used to 

describe variables and to examine relationships between variables. Qualitative analysis is 

subjective in nature and is the required approach when looking at the case files in further 

detail in an attempt to identify trends.  It is systematic, interactive and seeks to understand 

the whole of the human experience.  The STARSWeb database allows for capturing of 

both generic statistical information (quantitative) and incident specific data by allowing the 

user to insert narrative text in the further detail field (qualitative).  As the majority of this 

study requires detailed examination of specific data from a larger database, qualitative 

analysis will be the dominate approach, however, it is necessary to discuss both approaches 

in the following section. 

 

3.1.1 Quantitative Approach  

A quantitative approach is one where the investigator primarily uses post positivist claims 

for developing knowledge.283  The investigator uses cause and effect thinking, reduction 

to specific variables and hypotheses and questions, use of measurement and observation 

and the test of theories.284  The investigator employs strategies of inquiry such as 

experiments and surveys, and collects data on predetermined instruments that yield 

statistical data.285 

 

As the STARSWeb database facilitates the collection of large volumes of data, a 

quantitative approach is necessary initially so as to organise and collate the data.  

STARSWeb database had over 226,000 events logged as of 31st December 2008. Sorting 

and collating this large database is essential in order to extrapolate meaningful and 

informative data.  Overall statistical reports give generic information such as the number of 

specific incidents, the breakdown of incident types by specialties, the breakdown of 

numbers of claims etc.  The quantitative approach is useful when looking at events on a 

macro level; however for more detailed analysis, a qualitative approach is also necessary.  

                                                 
283 Creswell, J. Editor. ‘Research Design Qualitative, Quantitative and Mixed Methods 
Approaches.’ 2nd edn. Thousand Oaks: Sage Publications Inc.; 2003, page18 
284Ibid, page 18 
285 Ibid, page 18 
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As part of their remit Clinical Risk Advisors conduct closed claims analysis on claims that 

have been settled and closed.  This involves a systematic review of all narrative data held 

in the case file with any significant findings extrapolated and disseminated to the relevant 

stakeholders. 

 

3.1.2 Qualitative approach 

As the closed claims analysis section of this study requires a predominately qualitative 

approach, it is necessary to discuss this approach in more detail.  A qualitative approach is 

one in which the inquirer often makes knowledge claims based primarily on constructivist 

perspectives.286 Qualitative research is fundamentally interpretive.287  This means the 

researcher makes an interpretation of the data, it this case, the information included in the 

case files.  This includes analysing the data for themes and categories and finally making 

an interpretation about its meaning.  It also means that the researcher filters the data 

through a personal lens.288  The qualitative researcher uses complex reasoning that is 

multifaceted, iterative, and simultaneous.289  Although the reasoning is largely inductive, 

both inductive and deductive processes are at work when looking at the data available.290  

Miles and Huberman in 1984291 suggest that data analysis consists of three concurrent 

flows of activity: data reduction, data display and conclusion drawing/verification.  Data 

reduction292 refers to the process of selecting, focusing simplifying, abstracting and 

transforming raw data.  In this study, it is the drilling down of the information from the 

large statistics of the total portfolio of events to the more focused review of missed 

diagnosis claims in the emergency department.  Data display293 is an organised assembly 

of information that permits conclusion drawing and action taking, which in this study will 

be illustrated using graph formatting programs.  Conclusion drawing294 means that the 

researcher is beginning to decide what things mean, noting regularities, patterns and 

explanations, which will indicate in this study, the predominant type of claim and why they 
                                                 
286 Creswell, J. Editor. ‘Research Design Qualitative, Quantitative and Mixed Methods 
Approaches.’ 2nd edn. Thousand Oaks: Sage Publications Inc.; 2003, page18 
287 Ibid, page 182 
288 Ibid, page 182 
289 Ibid, page 182 
290 Ibid, page 183 
291 Miles, M., Huberman, A. Eds. ‘Qualitative Data Analysis.’ London: Sage Publications 
Inc., 1984, page 21 
292 Ibid, page 21 
293 Ibid, page 21 
294 Ibid, page 22 
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occur.  Verification295 means testing the provisional conclusions for their plausibility, or 

their validity.  This is achieved by the quality assurance process that takes place within the 

SCA when reports are requested which is discussed in Appendix 3.   

 

3.1.3 Mixed Methods & Sequential Explanatory Strategy 

There are many uses of the term mixed methods research, Creswell et al 296 proposed that 

‘‘mixed methods investigations involve integrating quantitative and qualitative data 

collection and analysis in a single study or a program of inquiry’  This definition indicates 

the presence of two separate components of data collection and analysis within a single 

study: one quantitative method with structured data collection and statistical analysis, and 

one qualitative method with unstructured data collection and thematic analysis.297 

Sequential explanatory strategy is characterised by the collection and analysis of 

quantitative data followed by the collection and analysis of qualitative data.298  The 

purpose of the sequential explanatory design typically is to use qualitative results to assist 

in explaining and interpreting the findings of a primarily quantitative study.299   This 

approach is required for the management of the STARSWeb database; quantitative reports 

are necessary for the initial report summaries in order to get an overview of what requires 

further investigation, followed by qualitative analysis when reviewing the specific 

individual case files in order to evaluate additional information that can explain the 

outcome. As the sequential explanatory strategy appears to best meet the needs of this 

thesis, it will be the approach adopted. 

 

3.2 STARSWeb Database 

A core feature of the Clinical Indemnity Scheme (CIS) is that it enables reporting of 

adverse events and other clinical and non-clinical events.  Incidents, near misses and 

claims are reported electronically by means of a secure web-based IT system known as 

STARSWeb.  This system links public and voluntary hospitals and other healthcare 

enterprises covered by the scheme, to the CIS central database that is held by the State 

                                                 
295 Ibid, page 22 
296 Creswell, J. W., Fetters, M. D., & Ivankova, N. V. (2004). Designing a mixed methods study in primary 
care. Annals of Family Medicine, 2(1), 7-12, page 7 
297 O’Cathain, A., Murphy E., Nicholl, J. ‘Integrations and Publications as indicators of ‘Yield’ From 
Mixed Methods Studies’ Journal of Mixed Method Research 2007;1:147-163, page 162 
298 Creswell, J. Editor. ‘Research Design Qualitative, Quantitative and Mixed Methods 
Approaches.’ 2nd edn. Thousand Oaks: Sage Publications Inc.; 2003, page 215. 
299 Ibid, page 215 

 58



Claims Agency (SCA).  Based on this data, the CIS, in conjunction with enterprises, is in a 

position to identify and analyse developing trends and patterns.  STARSWeb allows for the 

collation of data and creation of reports which can be used at local, regional or national 

level.  For the purposes of this study, national statistics reflect data obtained from only 

those agencies that are covered by the scheme, it does not cover emergency services 

offered by private healthcare organisations. 

 

3.2.1 Secondary Analysis of STARSWeb Database 

 In order to conduct this study, specific reports were necessary to capture the main areas of 

concern in emergency medicine.  The total number of events reported, including incidents, 

pre-claims, open claims and closed claims) onto STARSWeb was necessary so as to 

establish the national picture and extrapolate the pertinent findings. Reports generated will 

determine the number of open and closed claims from the national perspective and also to 

establish the level of claims activity from the specialty of emergency medicine.  This study 

requires detailed analysis of the types of claims that are brought against emergency 

medicine using the available data fields available on STARSWeb.  As diagnosis related 

claims appear to be the most frequent type of claim, these will be reviewed for contributory 

factors and any care delivery problems.   Specifically, diagnosis related claims will be 

analysed in further detail utilising all the information available in the claims file, i.e. expert 

reports, witness statements, case details etc.  As indicated in the STARSWeb Quality 

Study,300 the field relating to contributory factors when inputting data on the system, is 

frequently left uncompleted (only 0.2% completed of those charts reviewed), therefore this 

detailed review of each individual completed claim case file is necessary in order to 

identify trends and make recommendations.  See appendix five for contributory factors 

currently available on STARSWeb. 

 

3.2.2 Claims Status: 

A field that has specific relevance to this study is that of the claims field.  This field is 

visible internally within the SCA and is populated by Clinical Claims Managers.  In order 

to determine which claims could be included in this study it is important to review the 

                                                 
300 http://www.hiqa.ie/media/pdfs/HIQA_STARSweb_Report_2008_07_10.pdf  page 78. 
(Accessed 27th February 2009) 
 

 59

http://www.hiqa.ie/media/pdfs/HIQA_STARSweb_Report_2008_07_10.pdf


claim status of each claim. On STARSWeb, the claim status is categorised using the 

following options: (See figure 7) 

 

Open No Claim Statute Barred 

Case Settled  Case discontinued  Case dismissed- costs to State 

Case for other insurer Lodgement/tender accepted Indemnity received 

Damages & costs to 

plaintiff 

Struck out for want of 

prosecution 

Case dismissed- no decision as 

to costs 

Figure 7: Claim Status Table 

 

It is important to note that clinical risk advisors do not have access to any open claim files.  

It is only when a claim has been closed that these files can be reviewed.  An additional 

point of note is that claims involving minors always have the potential to be reopened up 

until the statue of limitations runs out, which in most cases will be two years after the age 

of majority, which in Ireland is 18 years of age.  As it would be impractical to review all 

claims on the database, it became necessary to establish the selection criteria for claims to 

be reviewed.  Only those claims that were classified as closed, settled and administratively 

closed by 31st December 2008 were considered suitable for this study.  These files were 

most likely to contain all relevant documentation such as case summaries, legal 

proceedings, statements of claims, witness statements and expert reports.   

 

3.2.4 Claims Analysis 

Once the quantitative stage of the study was completed, it was necessary to conduct a 

qualitative analysis of the results.  It became apparent from the data that the greatest 

number of claims from the specialty of emergency medicine were categorised as diagnosis 

related.  As it was not possible to review every closed claim in the specialty of emergency 

medicine since the inception of the Agency, due to time constraints, it was decided that the 

detailed review would focus only on those claims that were diagnosis related, in order to 

determine identifiable trends, as this was by far the most common type of claim.  Using a 

modified pre-existing data collection tool that was developed for a previous closed claims 

analysis study, charts were reviewed and the data collection tool was completed.  See 

appendix four for a copy of the data collection tool.  There were 21 data variables included 

in the analyses, reflecting a combination of the data collection fields with the STARSWeb 
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incident reporting system and the closed claims analysis tool developed by Vincent et al 

2004.301  (See Figure 8)  

 

 

 

 

 

 

 

 

Number of plaintiff expert reports General incident type 

Number of defendant expert reports Specific incident type 

Specialty of expert Outcome of incident 

Patient./ client type Primary contributory factors 

Date of incident Additional contributory factors 

Date of notification Primary root cause 

Category of person notifying incident Was there a patient injury/complication 

Age of plaintiff at time of claim Was it caused by healthcare management 

Gender Total cost of claim 

Specialty involved Damages awarded 

Time lapse between incident occurring to 

notification 

Time lapse from date of notification to date 

of claim 

Figure 8: Data variables included in analyses. 

 

Each report required additional data mining in order to establish the exact nature of the 

events.  The information from each of the initial STARSWeb reports came in numerical 

format and required conversion to Excel for graphing capability.  The graphs were created 

in bar-graph format using both numerical and percentage values. Only those closed and 

administratively settled emergency medicine claims that were specifically categorised as 

being diagnosis related were reviewed in further detail by utilising the data collection tool.  

This required a comprehensive review of each individual claim file for the above 

mentioned variables.  The information obtained from the closed claims analysis was then 
                                                 
301 Vincent, C., Davy, C., Esmail, A., et al. ‘Learning from Litigation: An Analysis for 
Claims of Clinical Negligence.’ ©Victoria University of Manchester. 2004, pages 43-48 
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in-put on to a statistical package called SPSS so as to allow for detailed analysis.  Once 

these fields were populated, it was possible to identify claim trends that were diagnosis 

related.    

 

Conclusions: 

In order to obtain meaningful data from the statistics a combination of methodological 

approaches was required.  Secondary analysis of the STARSWeb database identified 

overall statistics however, further detailed analysis was required in order to identify and 

extrapolate the pertinent data.  This required a mixed methods approach, more specifically 

sequential explanatory sequence where-by quantitative methodology was initially required 

for collating the large sets of data, followed by qualitative methodology, examining the 

claims in more detail for any significant findings.  The results of these various reports will 

be discussed in the following chapter. 
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Chapter 4 
 

4.0 Results 

Following on from the discussion on the methodological approaches adopted for this 

thesis, it is now necessary to discuss the results of the various reports and the significance 

of these findings.  The following 17 graphs outline the findings of this thesis with each 

graph followed by a narrative explaining any pertinent findings.  Both numerical and 

percentage values will be used in this thesis as, due to the application of specific criterion 

and data mining of the reports as they progress, there will ultimately be smaller number of 

claims for inclusion.    

 

 
Report 1: Total Clinical Portfolio (including adverse events, pre‐claim, open and closed claims) 

   

4.1 Total Clinical Portfolio 

In order to put the statistics into context, it is important to get an overview of the entire 

clinical portfolio.  This report was run on December 22nd 2008 by risk officers within the 

State Claims Agency as per protocol, and captured a total of 226,061 events logged on to 

the system up to that date.  It is important to point out these figures will vary slightly 

depending on when a report is run, given that events can be logged onto STARSWeb 

retrospectively and a claim status may also be amended retrospectively. To that end, all 

reports will include the date parameters for clarity.  The figure of 226,061 includes all 
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adverse events, pre-claims, open claims and closed claims since the foundation of the 

STARSWeb database as of the report run on 22/12/2008.  These statistics were sorted by 

specialty and calculated as a percentage of the total figure.  What is evident from the 

overall picture is that the specialty of medicine accounts for 42.7% (96,438) of the total 

number of events, followed by surgery at 13.1% (29,565), mental health at 9.7% (21,894); 

obstetrics accounting for 6.8% (15,407); disability accounting for 6.0% (13,607), followed 

by paediatrics at 4.9% (11,119) of the total number of events.  The specialty of emergency 

medicine ranked as the seventh highest specialty in terms of numbers of events of out a 

total of 16 specialties, with 4.7% (10,594) of the total number of events.  Emergency 

medicine is a unique environment; it is considered fast paced with high patient volumes, 

limited consultation times, unpredictable, highly varied acuity levels, all of which imply 

the specialty of emergency medicine should rank higher than seventh.   
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Report 2: Total Adverse Events Reported onto STARS up to 31/12/2008 (excluding claims) 

 

4.2 Total Adverse Events for Emergency Medicine Reported on to STARSWeb 

Report two gives the total number of adverse events reported onto the STARSWeb 

database from its inception to December 31st 2008 excluding all claims.  These adverse 

event forms are normally completed as soon as practicably possible after an incident 

occurs by staff working within the emergency departments.  This report indicates that 

treatment incidents were the predominant type of adverse event reported at 32.8% (3,322), 

with slips trips and falls as the next most frequently reported event at 13.2% (1,337).  The 

category ‘other’ is the next most common type of event reported at 10% (1,013) which 

includes any event that staff were unable to categorise from the predetermined list.  

Absconsion incidents account for 6.9% (693) of all emergency medicine adverse events 

reported to STARSWeb.  Medication 6.6% (672) and diagnosis incidents 6.6% (665) are 

the next most frequent adverse event reported.  
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Report 3: Open and Closed Claims by Specialty. 

   

4.3 Open and Closed Claims by Specialty 

When looking at the specialty from a claims perspective however, the picture changes 

quite significantly.  As mentioned previously, emergency medicine is responsible for only 

4.7% of the entire clinical portfolio, which includes all adverse events, pre-claims, open 

claims and closed claims.  When looking at all the specialties from a claims perspective, 

emergency medicine accounts for 15% of all open and closed claims as demonstrated in 

report 3.  Report three, above, indicates the breakdown of the total number open and closed 

claims (3,040) by specialty.   

 

Before discussing the findings of the report in detail it is important to define what is meant 

by open and closed claims.  Open and closed claims refer to all claims, be they pre-claim, 

open and active or completed and closed.  Pre-claims are those files that do not as yet have 

a specific letter of claim submitted.  Claims managers open a pre-claim file given their 

experience and based on information presented to them from the clinical risk advisors or 

from staff within a particular enterprise. An open claim is a claim that is currently being 

processed and policy within the SCA dictates that clinical risk advisors do not have access 

to these files.  Closed claims are those file that were closed using the categories previously 

discussed in chapter three.  Not all closed claims were as a result of a submitted and 
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processed claim, many closed claims are as a result of pre-claims not evolving into a claim 

and/ or becoming statute barred, which is currently two years.  It may also be as a result of 

a plaintiff not proceeding with a claim when they have had the opportunity to review 

expert reports.  As mentioned previously, international studies indicate that some plaintiffs 

bring a claim in order to determine what happened to them and get answers; once they are 

in receipt of the answers many decide not to pursue a claim.  Report three demonstrates 

that surgery is accountable for the highest number of open and closed claims at 23.8% 

(724), followed by obstetrics 18.6% (564), and medicine accounting for 16.4% (498) 

claims.  When the statistics are reviewed in more detail, it becomes apparent emergency 

medicine is fourth highest of the 16 specialty accounting for 15% (455) of all open and 

closed claims.   
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Report 4: Breakdown of Open & Closed Emergency Medicine Claims by Incident Type General 

 

4.4 Breakdown of Open and Closed EM Claims by Incident Type General. 

Report four shows the breakdown of open and closed claims for emergency medicine by 

incident type general which illustrates that diagnosis incidents were the predominant type 

of claim at 56.5% (257) followed by treatment claims accounting for 20.2% (92).  

Diagnosis related events, particularly missed diagnoses, such as missed fractures, only 

become evident for the most part, after the patient presents to and is discharged from the 

emergency department.  This may explain the divergence in the figures between the total 

clinical portfolio and the claim portfolio.  However, it is important to emphasise, even 

though many of these events may only be identified retrospectively, once identified, an 

adverse event form ideally should be completed so as to accurately reflect the true 

emergency medicine statistics.   

 

As the focus of this thesis is missed diagnosis within the specialty of emergency medicine, 

only those claims categorised as diagnosis incidents will be looked at in further detail.  All 

other incident types remain outside the remit of this thesis and will not be discussed at this 

time.   In order to understand the breakdown of diagnosis incidents, the claims have to be 

reviewed in more detail, looking at incident specific details which give the breakdown of 
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the diagnosis claims.  The following report gives this type of additional detail by 

examining the breakdown of the diagnosis claims. 

 

 
Report 5: Breakdown of Emergency Medicine Diagnosis Claims 

 

4.5 Breakdown of EM Diagnosis Claims 

Report five looks at all open and closed claims that were categorised as diagnosis related.  

The predominant type of claim is categorised as failure to diagnose at 87.5% (225), with 

delayed diagnosis responsible for 10.9% (28) of all open and closed claims.  As the 

overwhelming majority of open and closed claims were related to failure to diagnose it is 

essential to establish where and how these failures occurred.  As this particular report 

included all open and closed claims, it was also necessary to review the data with regard to 

case outcome as discussed in the previous chapter, i.e. settled, statute barred, case 

dismissed etc.  This required an additional report to establish the breakdown of the total 

number of closed claims only by case outcome, any open claims will be excluded from the 

following report.  
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Report 6: Emergency Medicine Closed Claims Only by Case Outcome as of 22/12/2008 

 

4.6 EM Closed Claims by Case Outcome 

Report six shows only those claims that were categorised as closed as of December 22nd 

2008, claims categorised as open were not included in this report.  This report 

demonstrates that while there were 203 claims closed up to 22/12/2008, 53.6% (109) did 

not proceed to claim.  25% (51) of the total number of closed claim were settled out of 

court, 12.8% (26) of the claims the case was discontinued while 4.9% (10) proceeded to 

court where there was an award for damages and costs to the plaintiff.  This demonstrates 

that many claims are settled out of court based on the information available at the time to 

all legal teams involved.  It is these claims that are settled out of court that require further 

investigation in order to establish trends and suggest solutions to minimise the incidence of 

reoccurrence, as many of these settled claims were considered indefensible by the clinical 

claims managers.  While report six, run on 22/12/2008, shows 51 settled claims, a 

subsequent report run January 29th 2009 indicates that a total of 59 claims were settled up 

to December 31st 2008.  It was decided to run this report in order to give an accurate 

reflection of the total number of claims for the entire year.  This discrepancy in figures is 

also due to the fact that there may be a lag time between a case being settled and the 

STARSWeb database being retrospectively up-dated to reflect the change in status.  
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Therefore the following report reflects the statistical data available up to December 31st 

2008 based on the report run as of January 29th 2009. 

 

 
Report 7: Emergency Medicine Closed Settled Claims by Incident Type up to 31/12/2008. 

 

4.7 EM Closed Settled Claims by Incident Type 

Report seven demonstrates that of the 59 closed settled claims, 59.3% (35) were diagnosis 

related.  Treatment claims were the next most frequent claim at 15.2% (9) of the total 

number of closed settled claims.  Only those claims categorised as diagnosis related that 

will be examined in further detail for the purpose of this thesis.    
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Report 8: Emergency Medicine Diagnosis Related Closed Settled Claims up to 31/12/2008. 

 

4.8 EM Closed Settled Diagnosis Claims 

Report eight illustrates when diagnosis claims are reviewed in further detail the most 

common diagnosis claim is as a result of failure to diagnose, at 94% (33), with delayed 

diagnosis accounting for 5.7% (2) claims.  
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Report 9: Emergency Medicine Closed Settled Claims Diagnosis Related per Year up to 

31/12/2008 

 

4.9 EM Closed Settled Diagnosis Claims per Year 

Report nine demonstrates the number of diagnosis related claims that are closed and settled 

per year as of December 31st 2008.   While it would appear that the number is increasing it 

is important to put the statistics in perspective.  As mentioned previously, the 

indemnification for clinical negligence and medical malpractice claims was assumed by 

the State with the establishment of the CIS in 2002.   The claims that were settled in 2008 

were as a result of claims being submitted in the years previous and those particular claims 

being completed and closed out.  As the Scheme has progressed and claims have matured, 

there is a stabilisation in the statistics as indicated in report 10.   
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Report 10: Emergency Medicine Claims Received and Claims Resolved per Year. 

   

4.10 EM Claims Received and Claims Resolved per Year. 

Report 10 outlines the number of claims created versus the number of claims resolved per 

year.  It is important to note that claims created include all pre-claims and open claims per 

year and claims resolved include all claims closed over the course of the Scheme, be they 

statute barred, settled, dismissed, no claim etc.  This report illustrates the progression of the 

number of claims over the years since the establishment of the Scheme and the levelling 

off effect on claims as the Scheme matures. 
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Report 11: National Event Reporting Rate from 01/01/2004 to 31/12/2008. 

  

4.11 National Adverse Event Reporting Rate per Year 

Report 11 demonstrates the improved reporting of adverse events to the STARSWeb 

database since the establishment of the Scheme.  The improved reporting is as a result of 

more enterprises reporting on to the system and better staff awareness of what to report.  

This figure will continue to increase in the foreseeable future due to both local and national 

initiatives to increase awareness, improve feedback, inclusion of clinical risk management 

at both undergraduate and post graduate levels and the roll out of a comprehensive systems 

analysis training program on an enterprise and specialty specific basis. 
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Report 12: Emergency Medicine Total Adverse Events Reported onto STARS by Year. 

 

4.12 Total Adverse Events Reported per Year for EM 

Report 12 shows the improved and increase reporting of adverse events since the 

introduction of STARSWeb, given the previously mentioned factors.  2008 indicates that 

3,460 adverse events were reported for the specialty of emergency medicine.  Given an 

annual attendance of 1.2 million on average per year,302 using 2008 STARSWeb figures, it 

means that 0.28% of all emergency department attendances result in reported adverse 

event. 

 

4.13 Statistical Package for the Social Sciences (SPSS) 

As more detailed analysis of the closed settled claims was required than what is currently 

available in quantitative type of reports on STARWeb, all 35 closed settled claims that 

were specifically diagnosis related were reviewed by the researcher and relevant 

information in-put onto the statistical software tool called SPSS.  As this statistical tool 

template was previously developed specifically for the purposes of closed claims analysis, 

it was decided that for standardisation and consistency purposes to also utilise this 

template.  Each claim file was reviewed by the researcher and pertinent data extrapolated 
                                                 
302 ‘Health Service Executive- Emergency Departments, Patient Profiles Experiences and Perceptions- Report 
of a National Survey among people who attended during 2006.’ Health Service Executive, Irish Society for 
Quality & Safety in Healthcare, Royal College of Surgeons Ireland, Ipsos MORI. 2007, page 9.  
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that was not available on STARSWeb, given the variances in the quality of the data in-put 

at local level.  For example, while there are fields for contributory factors and primary root 

causes on STARSWeb, as mentioned previously, these fields are rarely completed at local 

level.  Therefore, individual detailed reviews of each settled claim was required and 

information extrapolated so as to inform this thesis.  The following reports were created 

using closed claims analysis and the relevant data input onto SPSS.  Then using the cross 

tabulation functions of this data analysis tool various reports were run and the information 

exported to Excel so as to have consistent graphing where possible. 

 

Emergency Medicine Failure to Diagnose Closed Claims Analysis -  by Overall Outcome (n=35)
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Report 13: Emergency Medicine Closed Claims Analysis – Overall Outcome Breakdown. 

   

4.14 EM Closed Claims Analysis – Outcome Breakdown. 

Report 13 illustrates the breakdown of the diagnosis claim by the outcome.  The most 

frequent missed diagnosis is fracture related 48.5% (17), with fractures and fracture 

deformity responsible for 31.4% (11) and 17.1% (6) respectively.  Under the category of 

pain and suffering and nerve damage, in this particular study, 8.5% (4) cases were as a 

result of failure to diagnose ruptured tendons in fingers, the remaining two were in relation 

to Achilles 2.8% (1) and patellar tendons 2.8% (1).  Joint dislocation, at 8.5% (3), also 

contributes to the number of misdiagnosed skeletal injury claims, bringing the total to 

74.2% (26) of the total claim count.   This finding is of significance as these injuries were 
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missed on radiological images and therefore for the most part making the claim 

indefensible, resulting in the claim being settled out of court.  Of the 17 fracture/fracture 

deformity claims, 64.7% (11) were upper extremity related and 35.2% (6) were lower 

extremity related.  Of the lower extremity claims, 17.6% (3) were due to missed diagnosis 

of neck of femur fractures, in some cases resulting in significant delays in diagnosing. 

11.7% (2) were missed tibia/fibula fractures in paediatric patients and 5.8% (1) missed foot 

fracture. Of the upper extremity fractures, missed scaphoid fractures 23.5% (4) and missed 

wrist fractures 23.5% (4) were the most frequent type of injury.   

 

Of the two fatalities, 5.8% (1) was as a result of missed ruptured duodenal ulcer in an older 

male, 5.8% (1) was a missed appendicitis resulting in rupture and peritonitis in a five year 

old paediatric patient.  In both these cases, they were referred by a general practitioner to 

the emergency department with a letter of referral specifically stating the suspected 

diagnosis, however, following examination by NCHD, all patients were discharged home 

and subsequently died. 

 

 

 

 

 

 

 78



Report 14: Emergency Medicine Closed Claims Analysis – Outcome by Gender.   

 

4.15 EM Closed Claims Analysis- Outcome by Gender. 

Report 14 gives a breakdown of these claims by gender demonstrating that males account 

for 60% (21) of all claimants, with females accounting for 40% (14) which reflects similar 

findings of the HSE Emergency Departments report303 indicating that of those surveyed, 

males accounted for 52% of attendances and females 48%. 

 

 
Report 15: Emergency Medicine Closed Claims Analysis – Age at time of Event. 
   
 
4.16 EM Closed Claims Analysis – Age at time of Event. 

Report 15 gives an age profile of the claimants, with the 21-30 age group being the most 

frequent at 22.8% (8), followed closely by the 31-40 age group at 20% (7).  The 11-20 age- 

group is the least represented age group at 2.8% (1). 

 

                                                 
303 ‘Health Service Executive- Emergency Departments, Patient Profiles Experiences and Perceptions- Report 
of a National Survey among people who attended during 2006.’ Health Service Executive, Irish Society for 
Quality & Safety in Healthcare, Royal College of Surgeons Ireland, Ipsos MORI. 2007,  page 15.  
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Report 16: Emergency Medicine Closed Claims Analysis – Outcome by Grade of Staff Involved. 
 
4.17 EM Closed Claims Analysis- Outcome by Grade of Staff. 

Report 16 looks at the breakdown of the grades of staff involved.  It demonstrates, not 

surprisingly, that non hospital consultant doctors (NCHD) account for the largest 

proportion of staff involved.  This data was broken down further to ascertain what grade of 

NCHD was involved, with senior house officer grade (SHO)  most likely to be involved in 

a claim at 71.4% (25), registrars at14.2% (5) and consultants at 8.5% (3).  SHO’s were 

most likely to be involved in claims relating to missed diagnosis of a fracture at 28.5% 

(10). 
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Report 17: Emergency Medicine Closed Claims Analysis – Primary Root Cause by Grade of Staff. 

 

4.18 EM Closed Claims Analysis – Primary Root Cause by Grade of Staff. 

Report 17 looks at the primary root causes of the error made by the grade of staff involved.  

In 4 files there was insufficient information to make a determination as to a primary root 

cause, however of the remaining 31, errors relating to staff knowledge and competence 

were most common accounting for 74.1%. When assessing for staff grade involved, 57.1% 

(20) of these were SHO grade.  Communication failures occurred where a formal result 

was not communicated, for example x-ray reports.  The availability of, or more correctly 

the lack of, policies procedures and guidelines was identified as the primary root cause in 

one case. 

 

4.19 Conclusions 

The results of the various reports have demonstrated through the drilling down of the 

available data, that the predominant type of settled claim for the specialty of emergency 

medicine is diagnosis related, specifically those that are categorised as failure to diagnose.  

The majority of these are musculo-skeletal related due to misinterpretation of radiographs 

resulting in the claim being settled out of court as an aspect of care was deemed to be 

indefensible upon review of the claim.  Given that the SHO grade was identified as the 

grade most likely to be involved in missed diagnosis of fractures, it is imperative that this 

issue is addressed in the following chapter when discussing conclusions and 
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recommendations.  The following chapter will discuss the implication of these findings and 

recommendations will be made to minimise the risk of these types of claims occurring. 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

Chapter 5 
 
5.0 Conclusions & Recommendations 
 
As discussed in the previous chapter, the most frequent type of medical negligence claim 

for the specialty of emergency medicine are those that are diagnosis related, specifically 

failure to diagnose fractures, and while the SHO grade has been identified as being most 

likely to be involved in a claim of this type, it is important to note that it is this grade that 

evaluates the majority of patients in emergency departments.  The results will be discussed 

in further detail in this chapter, giving due regard to the international evidence and 

recommendations will be developed and outlined. 
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5.1 General Statistical Overview  

What is evident from this study is that while emergency medicine as a specialty accounts 

for only 4.7% of total clinical portfolio as demonstrated in report one, it accounts for 15% 

of the total claims portfolio as demonstrated in report three.  When the types of adverse 

events reported are reviewed in further detail as in report two, treatment incidents are the 

predominant type of event reported at 32.8%.  Treatment incidents include delay/failure to 

treat, failure/difficulty in performing a procedure, cannula injury etc.; a complete list of 

which is included in appendix two.  Given the nature of emergency medicine - fast paced, 

high volume, diverse patient population, diverse clinical presentation with varied acuity 

levels and limited time, it is self-explanatory why treatment incidents would account for 

the highest number of reported adverse events. Of these, 51.1% are as a result of 

failure/difficulty in performing a procedure.  Slips trips and falls were the next highest at 

13.2%, with the majority of them 39.7% as a result of moving without supervision.  These 

are slips trips and falls that occur while the person is a patient in the emergency 

department, as opposed to those who fell somewhere else and have presented to the 

emergency department for treatment.  Again, the complete list of all types of incidents 

included under the category slips trips and falls is available in appendix two.  While it is 

outside the remit of this thesis at this time given the time constraints, it would be of use to 

determine the age profile of this category as the impact of a fall in the elderly population 

can have a higher impact than that of a patient in their 20’s.  Absconsion incidents are the 

3rd most common type of event reported in emergency departments at 6.9%, with 95.5% 

resulting in no harm to the patient.  Medication incidents account for 6.6% as does 

diagnosis incidents at 6.6%.  In medication incidents the most frequently reported events 

were due to incorrect dose in 18.7%.  Under diagnosis incidents, the most frequently 

reported events were due to failure to diagnose at 34.7%.   

 

What is evident from this report is that treatment incidents are the highest reported events 

in emergency medicine, yet 2007 national statistics indicate that the most frequently 

reported incidents nationally are slips trips and falls at 36%, with treatment incidents 

responsible for 7% of the total number of adverse events reported for 2007.304  This 

discrepancy may be due in part to the unique environment of emergency departments and 

staff awareness of the importance of reporting adverse events and what to report.  

                                                 
304 www.stateclaims.ie/ClinicalIndemnityScheme/publications/2008/WebStats1.pdf (accessed March 22nd 
2009) 
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5.2 Open and Closed Claims 

Reports three to six looks at the open and closed claims portfolio.  As mentioned 

previously in chapter four, definitions are critical so as to have meaningful discussion 

around the data.  In terms of this thesis, open claims include both pre-claim and open 

active claims.  A pre-claim is a file that was opened by a CIS clinical claims manager, 

based on information they have received even though there may not as yet be a letter of 

claim.  It is important to note that not all pre-claims will result in a claim, and as already 

discussed, international evidence shows not all patients who were harmed by an adverse 

event will pursue a claim.  Open claims are those claims that are currently being handled 

by the CIS, and while open claims will be referred to for statistical purposes, they can not 

for obvious legal, confidential and commercially sensitive reasons be discussed in any 

further detail in this thesis.  Closed claims are those files that have been closed by the 

clinical claims managers utilising specific criteria as previously mentioned in chapter three.  

For example, a file can be closed due to it being statute barred, the case was settled, it did 

not result in a claim, the case was discontinued or there was an award of damages and costs 

to the plaintiff etc. 

 

When reviewing report three, surgery accounts for the highest number of open and closed 

claims at 23.8%, with obstetrics accounting for 18.6% and medicine for 16.4% of all open 

and closed claims.  Emergency medicine is fourth with 15% of the total number, indicating 

that as a specialty, it is of high risk for claims.  Given that the researcher’s clinical 

background includes extensive emergency department experience, this was of interest and 

became the focus of this thesis. The subsequent reports specifically concentrated on 

emergency medicine, with a focus on completed closed claims.   

 

Report four illustrates the breakdown of all open and closed claims by the incident type 

which also assisted in determining the focus of this thesis.  It demonstrates that diagnosis 

related claims at 56.5% were overwhelmingly the largest number of claims managed by the 

CIS for the specialty of emergency medicine.  In Karcz et al, 63.7% of all claims were as a 
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result of diagnostic error.305  In Gwynne et al missed diagnosis accounted for 76% of 

negligence claims.306 

 

This required further breakdown of the figures focusing on those claims that were 

diagnosis related only as shown in report five.  When diagnosis related claims were 

examined in further detail, failure to diagnose was the most frequent type of claim with 

87.5% of the total.  To review 257 open and closed claims would be impractical as the pre-

claims would have little or no information available and open claims could not be included 

for legal reasons.  Therefore, only those diagnosis related claims that were completed and 

closed were considered for the rest of this study.  

   

Report six demonstrates the outcome of the closed files.  Interestingly, most files were 

closed either for no claim being submitted 28.5% or that the claim became statute barred 

19.7%.  Of the remainder, 25.1% were categorised as case settled, meaning that the case 

settled out of court.  8.8% of the total number of completed closed diagnosis related claims 

resulted in an award for damages and costs being made in favour of the plaintiff.   

 

Of the various closed claims, those that were settled out of court were considered to be of 

most interest as these were claims, based on the experience of the claims managers and the 

benefit of expert reports, where a decision was made to settle out of court.  It was decided 

to focus on these settled claims that were diagnosis related to establish what happened and 

to determine identifiable trends. These claims contain valuable learning, and without a 

detailed review, valuable lessons that could be shared in order to minimise the risk of 

reoccurrence would be lost as the file is handled for the most part by the legal teams.  

Information contained in expert reports is considered confidential given the size of Ireland 

and the limited number of experts in any one specialty that are on the CIS panel of 

approved experts.  However, once a claim is completed and closed, clinical risk advisors 

within the CIS have access to all information on the file, the valuable findings and 

recommendations from such expert reports can be extrapolated and disseminated in an 

anonymous format to the relevant enterprises where appropriate.  Any trends that are 

identified can also be disseminated to the relevant stakeholders through the various options 
                                                 
305 Karcz, A., Korn, R., Burke., et al. ‘Malpractice Claims Against Emergency Physicians in Massachusetts: 
1975-1993.’  American Journal of Emergency Medicine 1996; 14: 341-345, page 341 
306 Gwynne, A., Barber, P., Tavener, F. ‘A Review of 105 Negligence Claims against Accident and 
Emergency Departments.’ Accid. Emerg. Med. 1997;14: 243-245, page 243 
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available to the clinical risk advisors, be that in topic or specialty specific fora, the CIS 

quarterly newsletter or on the CIS website.  

 

5.3 Closed Settled Claims 

When reviewing the settled claims, report seven indicates that there was a total of 59 files 

that were considered closed and settled by 31/12/2008.  Of these, 59.3% were diagnosis 

related followed by treatment related claims at 15.2%.  Based on this information, only 

those claims that were diagnosis related would be reviewed in further detail given that they 

accounted for the largest number of closed settled claims at 35 of the 59.   

 

Report eight establishes the category of diagnosis claim with 94% of the claims 

specifically classified as failure to diagnose and the other 5.7% classed as delayed 

diagnosis.   

 

While report nine indicates a rise in the number of claims closed in 2008 as opposed to 

previous years, it is important to also view this information in conjunction with the results 

of both reports 10 and 11.  In report 10, it demonstrates the evolution and the maturity of 

claims created versus claims completed over the course of the CIS, illustrating a 

stabilisation in the figures.  Report 11 shows the increase year on year of the total number 

of events being reported on to STARSWeb nationally, indicating increased staff awareness 

of the importance of reporting and what to report.  As clinical risk management principles 

continue to evolve and mature across the entire public healthcare sector, reporting will also 

increase as staff become more aware of its purpose.  Report 12 gives the year on year 

reporting for the specialty of emergency medicine, also reflecting continuous rises each 

year, indicating better staff awareness. 

 

 

5.4 SPSS Results 

All 35 files from these settled diagnosis related claims were reviewed in detail using a 

closed claims analysis tool previously developed within the agency, this tool was based on 

a combination of data collection fields that are within STARSWeb and fields included 

from a claims analysis study developed by Vincent et al in the UK307.  Information from 

                                                 
307 Vincent, C., Davy, C., Esmail, A., et al. ‘Learning from Litigation: An Analysis for Claims of Clinical 
Negligence.’ ©Victoria University of Manchester. 2004, pages 43-48 
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relevant files was extrapolated and populated onto SPSS database as the completeness of 

the data on STARSWeb was inconsistent.  A recent report STARSWeb Evaluation 

Project308 looked at the quality of data recorded onto the database.  In evaluating the 

utilisation rate of fields within the system the evaluation project found that the field for 

probability of claim was completed in 35% of events, while the likelihood of recurrence 

was completed in 45% of events.   Contributory clinical factor (primary) was only 

completed in 0.2% of events and contributory clinical factor (additional) was also only 

completed in 0.2% of events.  The systemic root cause (primary) fields was completed in 

0.7% of events and the systemic root cause (additional) was completed in 0.2% of events 
309  
 

5.5 Closed Claims Analysis Results 

 By utilising SPSS, cross tabulation of data variables was possible thus giving a more 

detailed depiction of the claim.    

 

Report 13 illustrates the breakdown of the diagnosis claim by the outcome.  The most 

frequent missed diagnosis is fracture related 48.5% with fractures and fracture deformity 

responsible for 31.4% and 17.1% respectively.  Under the category of pain and suffering 

and nerve damage, in this particular study, 8.5% cases were as a result of failure to 

diagnose ruptured tendons in fingers, the remaining two were in relation to Achilles 2.8% 

and patellar tendons 2.8%.  Joint dislocation, at 8.5%, also contributes to the number of 

misdiagnosed skeletal injury claims, bringing the total to 74.2% (26) of the total claim 

count.   These were as a result of misinterpreting radiographs and/or poor examination and 

history taking as per expert opinion in the available expert reports.  This finding is of 

significance as these injuries were missed on radiological images and therefore for the 

most part making the claim indefensible, resulting in the claim being settled out of court.   

In one particular case, the patient presented with a right shoulder injury, dislocation was 

suspected and radiographs ordered.  However the left shoulder was x-rayed in error, this 

fact was not noticed by the ordering physician even though the film clearly indicated the 

left side, resulting in the radiograph being considered normal and the patient being 

                                                 
308 Health Service Executive, State Claims Agency & Health Information and Quality Authority.’ 
STARSWeb Evaluation Project. 2008 
309 Health Service Executive, State Claims Agency & Health Information and Quality Authority.’ 
STARSWeb Evaluation Project. 2008, page 78-79 
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discharged home.  One week later the patient represented, the error was discovered and the 

patient ultimately required surgery due to the delay. 

 

Due to the differences in terminology and classification direct precise comparison with 

international studies is difficult, however a broad comparison shows that in Karcz et al310 

37.4% of claims were fracture and wound related.  Gwynne et al311 indicates 51% of 

claims were due to missed diagnosis of fractures, whereas Guly 312 found 79.7% were as a 

result of missed fractures, and determined the misreading of radiographs accounted for 

77.8% of these claims.  Elshove-Bolk et al313 categorised fractures, joint dislocation 

wound and tendon injuries under “minor surgical condition” and determined that it 

accounted for 82% of all emergency medicine claims.  Kachalia et al314 found that 

fractures accounted for 19% of missed diagnosis claims.   

                                                

 

In the two fatalities and the one loss of consortium claims, in all cases, the patients were 

referred by a general practitioner (G.P.) to the emergency department with a letter of 

referral specifically stating the suspected diagnosis, however, following examination by 

NCHD, all three patients were discharged home and subsequently died.  This is of 

particular concern considering the majority of patients presenting to emergency 

departments are examined, treated and discharged by NCHDs.  This issue was also 

identified as a concern in the report into the circumstances pertaining to the death of 

Frances Sheridan.315 A recommendation of the review team included reference to G.P’s 

concern when they refer a patient to the emergency department stating their experience 

should be acknowledged and recommended that G.Ps be contacted prior to discharging a 

referred patient home.  This is of significance given that the recent HSE Emergency 

 
310 Karcz, A., Korn, R., Burke., et al. ‘Malpractice Claims Against Emergency Physicians in Massachusetts: 
1975-1993.’  American Journal of Emergency Medicine 1996; 14: 341-345, page 343 
311 Gwynne, A., Barber, P., Tavener, F. ‘A Review of 105 Negligence Claims against Accident and 
Emergency Departments.’ Accid. Emerg. Med. 1997;14: 243-245, page 244 
312 Guly, H. ‘Diagnostic errors in an accident and emergency department’ Emerg. Med. J. 2001; 18: 263-269, 
page 264 
313 Elshove-Bolk, J., Simons, M., Cremers, J. et al. ‘A description of emergency department related 
malpractice claims in the Netherlands: closed claims study 1993 -2001.’ European Journal of Emergency 
Medicine 2004; 11(5): 247-250, page 247 
314 Kachalia, A. Gandhi, T., Puopolo, A. et al  ‘Missed and Delayed Diagnoses in the Emergency 
Department: A Study of Closed Malpractice Claims from Four Liability Insurers.’ Annals of Emergency 
Medicine 2007; 49(2) : 196-205, page 199. 
315 North Eastern Health Board ‘Report into the circumstances pertaining to the death of Frances Sheridan.’ 
North Eastern Health Board. 2004, page 17 
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Departments study316 of patients who attended emergency departments found that 44% of 

those surveyed were referred by their G.P.  

 

In report 14 the gender breakdown determined that males accounted 60% and females 

accounted for 40% of claims.  The findings of the HSE Emergency Departments317 report 

indicate that of those surveyed, males accounted for 52% of attendances and females 48%.  

Gwynne et al318 found that males accounted for 56% of claims and females 43%.  Report 

15 gives an age profile of the claimants, with the 21-30 age group being the most frequent 

claimants at 22.8%, followed closely by the 31-40 age group at 20%.  Those in the three 

combined age-groups of all those over 60 accounted for a combined total of 25.7% (9).  

The least represented age group at 2.8% is the 11-20 age group.  The mean age of the 

patients surveyed in the HSE Emergency Departments report who attended an emergency 

department was 41, with the age range 35-44 being the most represented.319 

 

Report 16 examines the staff grade involved and the outcome of the claim.  Not 

surprisingly SHOs were involved in 71.4% of claims, with registrars at 14.2% and 

consultants involved in 8.5%.  International studies reflect a similar picture, in Gwynne et 

al320 78% of claims involved SHO’s, Guly321 found that 85.3% of diagnostic error in the 

emergency department involved SHO grade.  Elshove-Bolk et al322 found that residents 

were involved in 76% of negligence claims and Kachalia et al323 found that trainees 

accounted for 56% of claims.  In this thesis it found that SHO’s were most likely to be 

                                                 
316 ‘Health Service Executive- Emergency Departments, Patient Profiles Experiences and Perceptions- Report 
of a National Survey among people who attended during 2006.’ Health Service Executive, Irish Society for 
Quality & Safety in Healthcare, Royal College of Surgeons Ireland, Ipsos MORI. 2007, page 16 
317 Ibid, page 15.  
318 Gwynne, A., Barber, P., Tavener, F. ‘A Review of 105 Negligence Claims against Accident and 
Emergency Departments.’ Accid. Emerg. Med. 1997;14: 243-245, page 244 
319 ‘Health Service Executive- Emergency Departments, Patient Profiles Experiences and Perceptions- Report 
of a National Survey among people who attended during 2006.’ Health Service Executive, Irish Society for 
Quality & Safety in Healthcare, Royal College of Surgeons Ireland, Ipsos MORI. 2007, page 15. 
320 Gwynne, A., Barber, P., Tavener, F. ‘A Review of 105 Negligence Claims against Accident and 
Emergency Departments.’ Accid. Emerg. Med. 1997;14: 243-245, page 245 
321 Guly, H. ‘Diagnostic errors in an accident and emergency department’ Emerg. Med. J. 2001; 18: 263-269, 
page 264 
322 Elshove-Bolk, J., Simons, M., Cremers, J. et al. ‘A description of emergency department related 
malpractice claims in the Netherlands: closed claims study 1993 -2001.’ European Journal of Emergency 
Medicine 2004; 11(5): 247-250, page 247 
323 Kachalia, A. Gandhi, T., Puopolo, A. et al  ‘Missed and Delayed Diagnoses in the Emergency 
Department: A Study of Closed Malpractice Claims from Four Liability Insurers.’ Annals of Emergency 
Medicine 2007; 49(2) : 196-205, page 200. 
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involved in a claims relating to missed fractures, however, those claims that involved 

registrars and consultants were also fracture related. 

 

The final report gives a breakdown of contributory factors that led to the claim. Errors 

relating to staff knowledge and competence were most common in the SHO grade at 

57.1% of the claims.  The communication failures that occurred, where all due to formal 

results not being communicated, specifically x-ray reports.  The availability of, or more 

correctly the lack of, policies procedures and guidelines was identified as the primary root 

cause in one case.  In Kachalia et al324 the three most common contributing factors were 

mistake in judgement (87%), lack of technical competence or knowledge (58%) and lapses 

in vigilance or memory (41%).   

 

5.6 Recommendations 

Before discussing the recommendations in detail, it is important to put the specialty of 

emergency medicine into perspective.  Emergency medicine is considered a relatively new 

specialty, with the earliest recognition of it as a distinct specialty occurring in 1968 in the 

United States325 with the foundation of the American College of Emergency Physicians 

(ACEP).326 Two distinct models of care have emerged internationally, the Anglo-

American model which brings the patient to the hospital and the Franco-German model 

which brings the hospital to the patient.327  In the Anglo-American model, patients are 

brought to the emergency department to receive a higher level of care from a dedicated 

staff within a dedicated environment.  With the Franco-German model, medical personnel 

and technology are sent to the patient at the scene and the emergency care is provided in a 

pre-hospital care setting.  The Irish emergency medical service model is based on the 

Anglo-American model, with distinct pre-hospital emergency services and dedicated 

emergency departments.   

                                                

 

 
324 Kachalia, A. Gandhi, T., Puopolo, A. et al  ‘Missed and Delayed Diagnoses in the Emergency 
Department: A Study of Closed Malpractice Claims from Four Liability Insurers.’ Annals of Emergency 
Medicine 2007; 49(2) : 196-205, page 200. 
325 Arnold, J. ‘International Emergency Medicine and the Recent Development of Emergency Medicine 
Worldwide.’ Annals of Emergency Medicine 1999;33:97-103, page 98. 
326 Flynn, G., ‘The ‘Fad’ Turns 40: ACEP Celebrates 4 Decades of Service.’ Annals of Emergency Medicine 
2008;52(4): 373-378, page 373. 
327 Dykstra, E. ‘International Models for the Practice of Emergency Care [editorial. American Journal of 
Emergency Medicine 1997;15: 208-209, page 208.   
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In Ireland, there are 1.2 million attendances to emergency departments in the public health-

care sector annually.328 Of the 51 acute care hospitals in the public healthcare system, 35 

provide emergency medicine services, with approximately 3,300 patient attendances 

daily.329 While new patient attendances are increasing at a rate of 2% per annum in the 

United Kingdom,330  Irish statistics indicate that between 2005 and 2006 there was an 

increase of 4% in emergency department attendances.331   

 

In the United Kingdom the first 30 consultants were appointed in 1972,332 and even though 

the number of senior doctors has increased to about 280, emergency departments remain 

largely staffed by inexperience senior house officers, working shifts and changing jobs 

every six months.333  In Ireland, the first Consultant in Emergency Medicine (then 

Accident & Emergency) was appointed in Ireland in 1974,334 two years after the UK pilot 

of appointing Consultants in Accident & Emergency. Emergency Medicine was recognised 

as a speciality by the Medical Council in 1997.   

 

As of 1 January 2003, there were 1,731 approved permanent consultant posts and 3,943 

NCHD posts in the public hospital system, a ratio of one consultant post to every 2.3 

NCHD posts.335  However in emergency medicine, there were 31 permanent consultant 

posts and 274 NCHDs (3 specialist registrars, 103 registrars and 168 SHOs) in emergency 

medicine in the public hospital system: a ratio of one consultant to every nine NCHDs.336  

The recently released report National Audit of SHO and Registrar Posts337 indicates that 

                                                 
328 ‘Health Service Executive- Emergency Departments, Patient Profiles Experiences and Perceptions- Report 
of a National Survey among people who attended during 2006.’ Health Service Executive, Irish Society for 
Quality & Safety in Healthcare, Royal College of Surgeons Ireland, Ipsos MORI. 2007, page 9.  
329 Ibid, page 9.  
330 Driscoll, P., Thomas, M., Touquet, R. et al. ‘Risk Management in Accident and Emergency Medicine’ 
Vincent, C. (Ed) Clinical Risk Management- Enhancing Patient Safety 2nd edition .  London: BMJ . 2001, 
page 151 
331 www.hse.ie/eng/HSE_FactFile/HSE_Approach/National_Hospitals_Office/Accident_and_Emergency/ 
(Accessed March 20th 2009)  
332 Driscoll, P., Thomas, M., Touquet, R. et al. ‘Risk Management in Accident and Emergency Medicine’ 
Vincent, C. (Ed) Clinical Risk Management- Enhancing Patient Safety 2nd edition .  London: BMJ . 2001, 
page 151. 
333 Ibid, page 151. 
334 www.emergencymedicine.ie/images/stories/iaem/statements/2006/2006_iaem_staffing_eds.pdf (accessed 
20th March 2009, page 2) 
335 Department of Health and Children. ‘Report of the National Task Force on Medical Staffing.’  Dublin, 
Stationery Office. 2003, page 87 
336 Ibid, page 141 
337 Health Service Executive. ‘National Audit of SHO and Registrar Posts - A Report of the Audit Steering 
Committee.’ Health Service Executive. 2007. 
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the total number of NCHD posts in emergency medicine is 366.338  Of the 366 posts, 31 

have lapsed.  The breakdown of the posts that are active indicates that there are 201 

SHO’s, 129 registrars and 5 ‘other’ in post.339  According to the Irish Medical Council 

Specialist Registration, there are currently 66 doctors on the register for the specialty of 

emergency medicine.340   

 

When considering the average annual number of attendances (1.2 million) compared to the 

number of total number of adverse events logged onto STARSWeb for the specialty of 

emergency medicine  for the year 2008 (3,460), the incidence of adverse events for the 

specialty in Ireland is 0.28%.  As this study is looking at a national perspective, it is 

difficult to establish comparables as the studies mentioned previously look either at 

individual hospital statistics or at most a small group of hospitals. 

 

This study indicates that while medical negligence claims in the specialty of emergency 

medicine are related to a variety of causes, the most common claim by far are those claims 

that are diagnosis related, more specifically those categorised as failure to diagnose.  The 

study reveals that of these settled claims the vast majority of them are as a direct result of 

missed interpretation of radiological films resulting in missed diagnosis of fractures.  The 

main findings from this study indicate that 74.2% of all settled claims for the specialty of 

emergency medicine are due to diagnosis errors in various musculo-skeletal injuries.  The 

most common contributing factor shows staff skill knowledge and competence being the 

primary cause.  The SHO grade is the grade most likely to be involved in a missed 

diagnosis claim, with the greatest number of those claims due to missed diagnosis of 

fractures.  From those files that had expert reports, the experts reviewing the patient chart 

and radiographs determined that the fractures were visible on radiograph, however missed 

by the treating doctor, making the claim indefensible and resulting in out of court 

settlements.   

 

Another area for concern arising from this study is the issue of G.P. referrals of patients to 

the emergency department, while the number of adverse events may be considered low, the 

consequences were catastrophic resulting in 2 fatalities.  In keeping with the 
                                                 
338 Health Service Executive. ‘National Audit of SHO and Registrar Posts - A Report of the Audit Steering 
Committee.’ Health Service Executive. 2007, page 15. 
339 Ibid, page 15. 
340 www.medicalcouncil.ie/registration/statistics_page08.asp (accessed March 20th 2009) 
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recommendations from the Frances Sheridan report, where the G.P refers a patient to the 

emergency department, the G.P. should be contacted prior to discharging a patient home as 

the G.P. may have pertinent information that may assist in determining disposition of the 

patient, i.e. admit versus discharge.   

 

What the researcher found of interest from this study was the fact that there was no 

reported claims of missed diagnosis of myocardial infarction, yet the claims studies 

previously mentioned all indicate incidence of missed myocardial infarctions, Gwynne et 

al341 and Guly342 one and two claims respectively.  Karcz et al343 cites 25.4% and Kachalia 

et al 344 cites 10% of claims were as a result of undiagnosed myocardial infarction.  This 

finding may be due to nursing and physician education about the management of patients 

with chest pain and increased use of diagnostic modalities.345 

 

This is the first time a study such as this has been conducted specifically from an Irish 

perspective, and the findings reflect and contribute towards the international body of 

knowledge when it comes to emergency medicine claims.  As fracture errors are the 

predominant and most preventable type of misdiagnosis claim in this study, the researcher 

suggests the following recommendations. 

 

5.6.1 Dissemination  

Firstly, and most importantly, is the dissemination of the findings to the relevant key 

stakeholders in order to highlight the issues and to increase the awareness of the types of 

preventable claims that are being made.  This will include publishing the results of this 

study in an upcoming edition of the CIS quarterly newsletter in order to promote awareness 

of the thesis findings.  Key stakeholders will include, and not limited to, the CIS team, 

National Hospitals Office, HSE, professional bodies, specialist bodies and educators.    

 

                                                 
341 Gwynne, A., Barber, P., Tavener, F. ‘A Review of 105 Negligence Claims against Accident and 
Emergency Departments.’ Accid. Emerg. Med. 1997;14: 243-245, page 244 
342 Guly, H. ‘Diagnostic errors in an accident and emergency department’ Emerg. Med. J. 2001; 18: 263-269, 
page 265 
343 Karcz, A., Korn, R., Burke., et al. ‘Malpractice Claims Against Emergency Physicians in Massachusetts: 
1975-1993.’  American Journal of Emergency Medicine 1996; 14: 341-345, page 341 
344 Kachalia, A. Gandhi, T., Puopolo, A. et al  ‘Missed and Delayed Diagnoses in the Emergency 
Department: A Study of Closed Malpractice Claims from Four Liability Insurers.’ Annals of Emergency 
Medicine 2007; 49(2) : 196-205, page 199. 
345 White, A., Wright, S., Blanco, R. et al. ‘Cause-and-effect Analysis in Risk Management Files to Assess 
Patient Care in the Emergency Department.’ Acad Emerg Med 2004;11(10):10351041, page 1039 
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5.6.2 Education 

The role of education and supervision are essential towards the reduction of these types of 

claims.  Greater emphasis is required with regard to the importance of accurate 

interpretation of radiographs during orientation and throughout the clinical placement in 

emergency medicine.  In 1995, three consultants from the specialties of emergency 

medicine, orthopaedics and radiology created the 10 Commandments of Accident and 

Emergency Radiology346 which was published in the BMJ and still holds true today.   The 

commandments are as follows, first treat the patient not the radiograph.  Take a history and 

examine the patient before requesting a radiograph.  Request a radiograph only when 

necessary.  Never look at a radiograph without seeing the patient and never see the patient 

without looking at the radiograph.  Look at every radiograph, the whole radiograph and the 

radiograph as a whole.  Re-examine the patient when there is an incongruity between the 

radiograph and the expected findings.  The rule of two’s – two views, two joints, two 

occasions, and two radiographs.  Take radiograph before and after procedures i.e. 

dislocation, foreign body removal, fracture reduction.  If a radiograph does not look quite 

right ask and listen; there is probably something wrong.  Finally ensure fail safe 

mechanisms are in place to protect personnel.   These commandments though almost 15 

years old are simple and succinct and should be included in all induction courses.  Many 

missed fracture can be avoided by basic and systematic assessment of the entire film 

utilising the simple memory aid, for example ABCS for spine where A= adequacy and 

alignment; B= bone; C= cartilage; S= soft tissue.347      

 

Given that the in the Irish public health care system the majority of emergency department 

attendances are seen by NCHD’s it is important to have adequate training and supervision 

especially with regard to radiograph interpretation.  As far back as 1988 Vincent et al 348 

advocated that it was unrealistic to expect emergency medicine SHOs to acquire the 

complex skill of detecting radiographic abnormalities simply through experience and that 

more formal training and guidance was required.  Subsequent studies that followed, 

Gwynne, Guly, Elshove-Bolk and Kachalia have all mentioned the need for on-going 

                                                 
346 Touquet, R., Driscoll, P., Nicholson, D. ‘Recent Advances: Teaching in Accident and Emergency 
Medicine: 10 Commandments of Accident and Emergency Radiology.’ BMJ 1995; 310 : 642-648, pages 642-
648 
347 Ng, V., Lau, F. ‘A retrospective review of Patients with Radiological Missed Fractures in Emergency 
Department in Hong Kong.’ Hong Kong Journal of Emergency Medicine 2003; 10(4): 215-222, page 221. 
348 Vincent, C., Driscoll, P., Audley, R. et al. ‘Accuracy of detection of Radiographic Abnormalities by 
Junior Doctors.’ Archives of Emergency Medicine. 1988; 5:101-109, page 101. 
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training, feedback and supervision of junior doctors.   The studies have advocated the need 

for formalised on-going training in the interpretation of radiographs.   

 

 5.6.3 Feedback 

The feedback mechanism is an essential part of any continuous quality improvement and 

assists in education and training.  In a longitudinal study by Espinosa and Nolan349 the 

introduction of quality improvements in order to reduce the number of interpretation errors 

made by emergency physicians was discussed.  The study found that during the baseline 

period false negative errors were 3%, however following the introduction of quality 

improvement initiatives the rate of false negatives fell to 1.2%.350  These quality 

improvement initiatives included the review of all clinically significant discrepancies by all 

staff at monthly meetings in a blame free environment.  Common errors were discussed 

and a file of clinically significant errors was created.  This file is now a mandatory part of 

the orientation program for all new staff.  Overall departmental patterns of error were 

identified and a focused review of these patterns took place at staff meetings.  Patterns of 

errors made by each emergency physician were identified and discussed as part of routine, 

ongoing communication and during performance reviews.351  A research article in 2006 by 

Hallas and Ellingsen352 also advocates the use of a radiograph training file.  Guly353 

advocates that junior doctors should ideally receive specific training and be tested on their 

ability to request and interpret radiographs correctly before being allowed to work 

unsupervised, however given the current methods of staffing this is not necessarily a 

practical solution.   The detection of subtle abnormalities in radiographs is particularly 

difficult.  Doctors can become less vigilant after inspecting many normal radiographs, 

therefore a disciplined systematic approach to examining patients and their radiographs is 

necessary otherwise errors will occur.354  

 

                                                 
349 Espinosa, J., Nolan, T. ‘Reducing Errors Made by Emergency Physicians in Interpreting Radiographs: 
Longitudinal Study.’ BMJ 2000; 320:737-740, page 738 
350 Ibid, page 738 
351 Ibid, page 738 
352 Hallas, P., Ellingsen, T. ‘Errors in Fracture Diagnosis in the Emergency Department- Characteristics of 
Patients and Diurnal Variation.’ BMC Emergency Medicine 2006; 6:4 
353 Guly, H. ‘Diagnostic errors in an accident and emergency department’ Emerg. Med. J. 2001; 18: 263-269, 
page 269 
354 Driscoll, P., Thomas, M., Touquet, R. et al. ‘Risk Management in Accident and Emergency Medicine’ 
Vincent, C. (Ed) Clinical Risk Management- Enhancing Patient Safety 2nd edition .  London: BMJ . 2001, 
page 151 
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An interesting article by Brenner and Graber,355 in looking at the issue of overconfidence 

as a cause of diagnostic error and found that physicians in general have well developed 

meta-cognitive skills and when they are uncertain about a case they typically devote extra 

time and attention to the problem and often request consultation from specialty experts.356  

Brenner and Graber believe “that many or most cognitive errors in diagnosis arise from the 

cases where they are certain.”357  The researchers also discuss the fact that cognitive 

aspects i.e. ‘not knowing what you don’t know’ are situation specific and that in a 

particular instance the physician thinks he/she has the correct diagnosis but is wrong.358  

Rarely is the reason for not knowing a lack of knowledge – as in the physician has never 

encountered a particular disease before.  More commonly it is as a result of failing to elicit 

complete and accurate information from the patient, failure to recognise the significance of 

the data and failing to synthesise the information.359  The physician integrates his/her 

medical knowledge with the patient’s history and findings, this process is largely 

subconscious and automatic.360  This should be borne in mind when developing any 

feedback program.  Overconfidence represents a mismatch between perceived and actual 

performance.361  It is a state of mis-calibration that, according to existing paradigms of 

cognitive psychology, should be correctable by providing feedback.362  Feedback is an 

essential element of developing expertise.  It confirms strengths and identifies weaknesses, 

guiding the way to improved performance.363   

 

This concept of overconfidence was reiterated in a small study conducted by this 

researcher in a dissertation written in 2005 whereby physicians were assessed for their 

knowledge regarding the use of defibrillators in a paediatric setting.364  Utilising a 

specifically developed questionnaire, the study asked participants to determine their 

perceived level of competence with regard to specific defibrillator functions, and found 
                                                 
355 Brenner, E., Graber, M. ‘Overconfidence as a Cause of Diagnostic Error in Medicine.’ The American 
Journal of Medicine 2008; 121 (5A): S2-S23. 
356 Ibid, page S 19 
357 Ibid, page S 19 
358 Ibid, page S 7 
359 Ibid, page S 7 
360 Ibid, page S 8 
361 Ibid, page S 8 
362 Ibid, page S 13 
363 Ibid, page S 14 
364 Oglesby, AM. ‘Physician Knowledge of Defibrillators in Paediatric Setting.’ 2005.  This researcher wrote 
a dissertation as part of a Higher Diploma in Healthcare (Risk Management) in UCD.  Physician’s self-
perceived knowledge of defibrillators in acute paediatric settings versus actual demonstrated knowledge was 
assessed, utilising a self assessment questionnaire followed by a practical assessment which was conducted at 
a later date.  
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that 100% rated themselves as competent in the use of defibrillator and arrhythmia 

recognition.  However, when assessed in a practical scenario, utilising a training manikin, 

defibrillator, arrhythmia simulator and scenarios from Paediatric Advanced Life Support 

(PALS) training module, 80% (four out of five) failed to correctly identify the arrhythmia, 

failed to adhere to recommended safe practices with regard to defibrillator use and failed to 

identify and trouble shoot basic defibrillator functions.  

 

5.6.4 Communication 

On-going communication should occur between radiology and emergency medicine staff 

as communication was specifically identified as a contributory factor, where there was a 

failure to communicate a formal result to the emergency department physician.  This is an 

excellent example of how practice patterns of other services can affect care provided in the 

emergency department.  Such findings can drive quality improvement programs designed 

to improve the reliability of radiographic reports, improve inter-departmental 

communication and engender shared responsibility for emergency patients.365  It is 

essential the emergency department physician provides clear and appropriate clinical 

information when requesting any investigation so that it is clear what radiograph is 

required.  Communication with the patient is also an important component as evidenced in 

the missed shoulder dislocation claim; if the radiographer involved the patient they could 

have confirmed the side and site of injury. 

 

5.6.5 Current Systems 

A limitation of this study due to time constraints was the ability to establish the current 

systems available nationally with regard to reporting and communicating formal results in 

each of the 35 hospitals.  Systems and processes will vary from hospital and the reporting 

structures will also vary.  What is evidenced in the literature is that Patient Archiving and 

Communication Systems (PACS), technology that acquires, transports and stores 

radiographic images, has made an impact in management of patients in the emergency 

department as clinicians can routinely review a soft copy of the radiograph on work 

                                                 
365 White, A., Wright, S., Blanco, R. et al. ‘Cause-and-effect Analysis in Risk Management Files to Assess 
Patient Care in the Emergency Department.’ Acad Emerg Med 2004;11(10):10351041, page 1039 
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stations within the department almost immediately after they have been taken.366  The 

system allows clinicians to manipulate the soft copy image thus potentially improving 

diagnostic performance.367  Systematic re-examination of archived radiographs by 

radiologists is among the approaches proposed by the Agency for Healthcare Research and 

Quality368.  However this technology is not available in every emergency department, for 

those departments that do not have access to this type of technology other processes and 

specialised training for non-radiologists emergency department physicians remains 

essential.369  One such process has been the introduction of a red dot triage systems in 

which a radiographer indicates an abnormal result by placing a red dot on the film.370  This 

however is not a fail proof system and errors can still occur.  The problem with this system 

is that the absence of a red dot does not necessary mean that there is no abnormality. This 

is important to remember because the final responsibility lies with the doctor, and not the 

radiographer.371  

 

By establishing what system is in place a comparison can be conducted with regard to the 

incidence of claims and what impact a particular system has, if any, on medical negligence 

claims.  The number of errors can be reduced when a system is set up whereby all 

radiographs are reported by radiologists and that all x-rays carried out on emergency 

department patients are reviewed by an experienced radiologist within three working 

days.372  Systems of radiograph interpretation that optimises the skills of all clinicians 

involved and contain reliable processes for mitigating errors can reduce error rates 

substantially as demonstrated in the study conducted by Espinosa and Nolan.373 Through 

ongoing feedback and review of misinterpreted radiographs, Espinosa and colleagues 

lowered the rate of important errors from 3% to 0.3%, a relative risk reduction of 90%. 

                                                 
366 Weatherburn, G., Stirling, B., Nicholas, A., et al. ‘The Effect of a Picture Archiving and Communications 
System (PACS) in Diagnostic Performance in the Accident and Emergency Department.’ Acad Emerg Med 
2000;17 :180-184, page 180. 
367 Ibid, page 180. 
368 http://www.ahrq.gov/CLINIC/ptsafety/pdf/ptsafety.pdf  (accessed March 27th 2009, page 376) 
369 Ibid, page 376. 
370 Touquet, R., Driscoll, P., Nicholson, D. ‘Recent Advances: Teaching in Accident and Emergency 
Medicine: 10 Commandments of Accident and Emergency Radiology.’ BMJ 1995; 310: 642-648, pages 642-
648, page 646. 
371 Ibid, page 646. 
372 Driscoll, P., Thomas, M., Touquet, R. et al. ‘Risk Management in Accident and Emergency Medicine’ 
Vincent, C. (Ed) Clinical Risk Management- Enhancing Patient Safety 2nd edition.  London: BMJ . 2001, 
page 168. 
373 Espinosa, J., Nolan, T. ‘Reducing Errors Made by Emergency Physicians in Interpreting Radiographs: 
Longitudinal Study.’ BMJ 2000; 320:737-740, page 738 
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5.7 Discussion Conclusions 

The aspects of emergency medicine that have been reviewed in this thesis have 

demonstrated, for the first time in the history of negligence claims for the specialty of 

emergency medicine in Ireland, an identifiable trend with regard to the type of claims that 

are being settled out of court.  There may have been anecdotal evidence to that effect; 

however this thesis establishes definitively the types of claims that occur in the specialty of 

emergency medicine and the main causes.  Interpretation of radiographs is a skill that 

requires on-going education and training throughout rotations not just on orientation.  

Education and supervision along with improved communication practices and feedback 

mechanisms will all assist in reducing the number of medical negligence claims due to 

missed diagnosis.   As discussed in this chapter, over confidence is also a factor that has to 

be included when addressing this issue.  By adopting a systems wide approach towards 

reducing these errors, the incidence of medical negligence claims should in time decrease 

as staff competence and knowledge improves due to on-going education and feedback. 

 

5.8 Summary of Recommendations 

The recommendations of this thesis are as follows.   

 

1. Disseminate study findings to all relevant stakeholders, i.e. HSE, practitioners, 

policy developers, education bodies, professional bodies and relevant authorities.  

Submit abstracts of study to international patient safety conferences for 

consideration.  Submit article for inclusion in CIS quarterly newsletter to further 

increase awareness of the study findings with a view to minimise the incidence of 

similar claims.  As discussed in the various reports in the literature review and the 

difficulties identified by the World Health Organisation with regard to learning 

from errors, the results of this thesis need to be disseminated in order to highlight 

the patient safety issues identified, so that actions can be introduced to reduce the 

incidence of these claims occurring. 

 

2. Educational programs for orientation and induction days to include comprehensive 

radiograph interpretation information, including practical assessments.  This should 

be mandatory for all NCHDs in emergency medicine, and occur throughout the 

clinical rotation. A comprehensive portfolio/file of radiographs for educational 
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purposes highlighting missed fractures should be developed and regularly updated.   

This portfolio should be accessible to all staff for regular review as advocated in the 

study by Espinosa and Nolan previously discussed in this chapter.  Guly, Gwynne, 

Elshove-Bolk and Kachalia all advocate in their studies the need for on-going 

formalised education, training and supervision of junior doctors with regard to the 

interpretation of radiographs.  As stated by Vincent in 1988 it is unrealistic to 

expect emergency medicine SHOs to acquire the complex skills of detecting 

radiographic abnormalities simply through experience. Feedback to staff any 

identified discrepancies in a timely, non punitive and supportive manner.  Feedback 

in a blame free environment for clinically significant discrepancies is an integral 

part of any quality improvement program as discussed in this chapter. On-going 

communication between radiology and emergency departments is essential to 

ensure patient safety. Schedule formalised monthly meetings to review errors in 

diagnosis including misread radiographs, with all members of the multidisciplinary 

team.  By ensuring on-going interdepartmental communication, it can assist with 

the team dynamics, establishing better working relationships and more effective 

and accessible multi-disciplinary communication.   

 

3. All emergency medicine radiographs should be reviewed by a radiologist within 

three days and any discrepancy immediately communicated to the emergency 

department physicians.  As failure to diagnose musculo-skeletal injuries accounted 

for 74.2% of all settled diagnosis claims, it is imperative that system changes are 

introduced in order to capture those radiographs that have been misinterpreted.  In 

the event of questionable radiographs, patients should be managed conservatively 

until such time as the radiograph can be accurately interpreted.  International 

literature advocates between one to three days for radiologist review of all 

emergency department radiographs.  The establishment of a comprehensive patient 

call back system with definitive roles and responsibilities to ensure patients are not 

lost in the system is also required.  In those claims that were as a result of missed 

diagnosis of fractures, some patients required more invasive and extensive 

treatment directly as a result of the delay in diagnosing the fracture.  

Communication with the patient with regard to the difficulties interpreting the 

radiograph is also important.  The study by Guly found that patients were less 
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likely to be upset in the event they were called back if they received adequate 

communication and information on the initial presentation.  

 
4. Formalised communication policies should be developed to include 

communications with referring general practitioners prior to discharging a referred 

patient home.  As discussed by the review team in the report in the death of Frances 

Sheridan, general practitioners have expertise and, for the most part, a more in-

depth knowledge of their patient, and their concerns need to be acknowledged.  

General practitioners should be contacted directly (as much as practicable) and 

proposed discharge plans discussed prior to discharge, especially in those cases 

where a patient presents with a referral letter.   

 

5. Ensure policies, procedures and guidelines are in place to promote safe decision 

making, ensuring patient safety and error reduction.  The establishment of policies 

procedures and guidelines based on international best practice, and the 

dissemination and evaluation of efficacy of the same, will assist staff in their 

decision making.  Communication, consultation and reviewing for compliance with 

all staff for any introduced measures will be an essential factor in error reduction.  

This will include the guideline that all adverse events be risk rated with outcome 

completed and reported onto to STARSWeb at enterprise level.  Contributory 

factors to be examined and the information populated onto the STARSWeb system.  

As discussed in chapter one with regard to adverse event reporting, all serious 

adverse events should be reviewed, risk rated and assessed for contributory factors 

in order to assess what happened and why, and also to ensure any lessons are 

identified and disseminated. 

 

6.   Enterprises to engage in clinical audit.  An audit of diagnostic errors to be 

regularly conducted, assessed for contributory factors and lessons learnt shared 

with the wider emergency department audience by utilising the various national and 

international publications and conferences.  This issue of non-sharing of 

information was highlighted by the World Health Organisation374 and continues to 

                                                 
374 Liang B. ‘Regulating for Patient Safety: the Law’s response to Medical Errors: Legal concerns and policy 
requirements.’  Widener Law Review, 2005; 83-105, page 83. 
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pose problems as demonstrated in An Organisation with a Memory375 reference to 

the numerous cases of intrathecal administration of vincristine despite apparently 

robust processes being in place.  Audit can assist in identifying weaknesses in the 

system and how best to overcome them. Aggregate data can identify trends and 

lessons learnt should be disseminated with all relevant stakeholders in order to 

highlight issues, promote safer care and increase patient safety, reducing the 

incidence of error therefore reducing the incidence of medical negligence claims. 

 

5.9 Thesis Conclusion 

The object of this thesis was to conduct closed claims analysis of settled emergency 

medicine claims in order to identify trends and make recommendations to minimise the 

incidence of claims.  Through this thesis, national claims trends were identified for the first 

time in the specialty of emergency medicine, demonstrating that diagnosis related claims 

accounted for the largest type of settled claim.  Detailed analysis demonstrated that missed 

fractures were the most frequent failure to diagnose claim and were as a direct result of 

misinterpretation of radiographs, therefore resulting in the claim being settled out of court.  

Those claims that were closed and settled before December 31st 2008 and specifically 

diagnosis related were subjected to detailed closed claims analysis assessing for 

contributory factors and primary root causes.  This further analysis established that there 

were identifiable trends within these claims thus leading to the recommendations as listed 

above.  It is the intention of this researcher to continue to conduct closed claims analysis 

for settled emergency medicine claims in order to build on the information identified in 

this thesis and to establish a comprehensive database for continued trend identification and 

educational purposes.    

 

 

 

 

 

 

 
                                                 
375 Department of Health UK. ‘An Organisation with a Memory: Report of an Expert Group on Learning 
from Adverse Events in the NHS, 2000:   Expert Committee on Learning from Experience in the NHS.’ 
London HMSO 2000, page 13. 
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Sub-specialty (mandatory) 
 Available options are: 

Speciality                     Sub-speciality       Code            Specialty               Sub-specialty                           Code  
Anaesthesia  2000   Surgery  A000 
 Anaesthesia General 2100   Breast Surgery A100 
 Pain Management 2200   Cardio-thoracic Surgery A200 
 Intensive Care 2300   Gastro-intestinal Surgery A300 
Elderly Services  1Z00   General Surgery A400 
 Elderly Services 1Z10   Neurosurgery A500 
Emergency Med.  3000   Ophthalmic Surgery A600 
 Emergency Medicine 3100   Oral & Maxillofacial A700 
Medicine  4000   Orthopaedic Surgery A800 
 Cardiology 4100   ENT/Otolaryngology A900 
 Dermatology 4200   Plastic Surgery AB00 
 Endocrinology 4300   Urology AC00 
 Gastroenterology 4400   Vascular Surgery AD00 
 

General Medicine 4500 

  
Community Health 

 

 
 
B000 

 Genito-urinary Medicine 4600   Child Health - Surveillance B200 
 Geriatric Medicine 4700   Child Protection B300 
 Infectious Diseases 4800   Dental Care - General B600 
 Medical Genetics 4900   Dental Care Orthodontics B700 
 Medical Oncology 4A00   Environmental Health B900 
 Nephrology 4B00   Health Promotion BA00 
 

Neurology 4C00 
  Infectious Diseases 

Epidemiology BB00 
 Palliative Medicine 4D00 

 Allied Prof. Svcs. 
 C000 

 Rehabilitation Medicine 4E00   Audiology C100 
 Respiratory Medicine 4F00   Counselling C200 
 Rheumatology 4G00   Dental Care – General C300 
Paediatrics – Gen.  5000   Dental Care – Orthodontics C400 
 Neonatology 5100   Nutrition & Dietetics C500 
 General 5700   Occupational Therapy C600 
 Surgery 5800   Ophthalmology C700 
Laboratory Srvcs.  6000   Optometry / Orthoptics C800 
 Pathology - General 6100   Physiotherapy C900 
 Microbiology 6200   Psychology CA00 
 Biochemistry 6300   Speech & Language Therapy CB00 
 Histopathology 6400   Social Work CC00 
Haematology  7000   Ambulance CD00 
 Haematology - General 7100   Chiropody/Podiatry CE00 
 Haematology - Transfusion 

Medicine 7200 
  

Pharmacy CF00 
Mental Health  8000  Obstetrics  D000 
 Adult Mental Health 8100   Ante Natal D100 
 Child & Adolescent Mental 

Health 8200 
  

Delivery D200 
 Drug & Alcohol Treatment 8300   Post Natal  
Radiology  9000  Gynaecology  E000 
 Radiology - General 9100   Gynaecology E100 
 Radiation Oncology 9200  Disability  F000 
 CT / MRI 9300   Disability Services B800 
Other  Z000   Learning/Intellectual Disability F100 
 Other Z100   Physical/Sensory Disability F200 
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What is the Specific Nature of the Event? 
 Available options are: 

Medication  Definitions – See Page 112-113 1000  Peri-natal Definitions – See Page 116-117 4000 
      Incorrect Medication 1100   Cerebral Irritability / Neo-natal Seizure 4100 
 Incorrect Dosage 1200   Birth Injury (incl. Instrument Injury) 4200 
 Incorrect route 1300   Unexpected congenital abnormality 4300 
 

Incorrect Directions / Labelling 1500 
  Episiotomy Incident (incl. breakdown of 

perineum) 4400 
 Incorrect Method of Constitution 1700   Shoulder Dystocia 4500 
 Incorrect Storage 1800   Apgar <5@1, 7@5, cord BE <12, pH<7.2 4600 
 Signature of Healthcare Practitioner Omitted 1A00   Cord Prolapse 4700 
 Unsatisfactory Drug Security 1C00   Meconium Aspiration 4900 
 Adverse / Allergic Reaction to Known Allergen 1D00   Failed Instrumental Delivery Leading CS 4A00 
 Incorrect Patient 1E00   Severe urinary or faecal incontinence 4A10 
 Incorrect Rate 1F00   Puerperal infection 4A20 
 Incorrect Diluents’ 1G00   Resus Req unplanned NNU/NICU Admission 4A30 
 

Inappropriate Self-medication 1J00 
  Suturing Incidents (incl. breakdown of 

perineum) 4K00 
 Contraindication to Use of Medication 1K00   Feed-related Incident 4L00 
 Missed Medication 1M00   Complication Arising from Home Birth 4P00 
 Other 1N00   Anti-D Incidents 4Q00 
 Adverse / Allergic Reaction to Unknown Allergen 1O00   Maternal Death 4R00 
 Incorrect Frequency 1P00   Unexpected Neonatal Death 4S00 
 Incorrect Time 1Q00   Stillbirth 4T00 
 Cytotoxic Spillage on patient 1S00   Other 4U00 
 Medication on admission/transfer/discharge incorrect 

or not reconciled 1T00 
  

Pregnancy arising from failed tubal ligation 4V00 
 Incorrect duration of treatment 1U00   Eclamptic fit / Severe PET 4W00 
 Duplicate Therapy 1V00   Retained vaginal swab or tampon 4X00 
 Illegible prescription 1W00   Delivery interval emergency CS > 45 mins 4Y00 
 Non-compliance with hospital policy 1X00   Complic -> transfer to OR post 2nd stage 4Z00 
 Adverse Drug Interaction 1Y00  Treatment Incid. Definitions – See Page 118 5000 
 Patient's BMI recorded incorrectly 1Z00   Delay / Failure to Treat - Adverse Outcome 5100 
Diagnosis  Definitions – See Page 114 2000   Failure / Difficulty Performing Procedure 5200 
 Mislabelled Sample 2500   Serious Soft Tissue Damage 5300 
 Mislabelled Test Results 2600   Post-epidural Problems 5900 
 Lost / Missing Test Results or Sample 2700   Other 5B00 
 Test Performed on Wrong Patient 2800   Foreign Body Left in situ 5D00 
 Other 2900   Patient Refusal of Treatment 5G00 
 Delayed Diagnosis 2A00   Infiltration Injury / Leakage 5H00 
 Failure to Diagnose 2B00   Hospital-related Death Rep. To Coroner 5K00 
 Incorrect result applied to patient 2C00   DVT 5M00 
 Incorrect test performed 2D00   Incorrect Procedure 5N00 
Peri-op / Peri-
procedure 
Incident Definitions – See Page 115 3000 

  

Unexpected Patient Fatality 5O00 
 Adverse Reaction to Treatment 3100   Cannula Injury 5P00 
 Unexpected Complications During Operation / 

Procedure 3200 
  

Tracheostomy 5Q00 
 Unexpected Complications Following Operation / 

Procedure 3300 
  

Inappropriate Admission/transfer 5R00 
 Wrong Operation / Procedure 3400     
 

Wrong Site Surgery 3500 

 Blood 
Transfusion 
Incident Definitions – See Page 119 6000 

 Unnecessary Surgery / Procedure 3600   Blood Product Given to Wrong Patient 6100 
 Unintentional Punch / Laceration to Organ 3800   Blood Product Infused at Incorrect Rate 6200 
 Delayed / Cancelled surgery - Result Patient Harm 3900   Blood Product incorrectly Stored 6300 
 Post-operative Infection 3A00   Blood Product to Patient Likely to Refuse 6400 
 Unplanned Return to Theatre 3C00   Omission of Blood Product 6500 
 Missing / Retained Swab / Device / Needle 3D00   Incorrect / No Prescription for Blood Product 6600 
 Cardiac Arrest / Resuscitation of Patient 3E00   Failure of Transportation / Collection Sys 6700 
 IV Infiltrates Causing Local Inflammation 3F00   Adverse Reaction to Blood Products 6800 
 Mendelsohn's Syndrome 3H00   Injury Arising from Donation 6900 
 Diathermy Burn 3J00   Blood Wastage 6A00 
 Anaesthetic Problems 3K00   Blood Product Recall 6B00 
 Intub. Comps Incl. Aspir / Dental Damage 3L00   Other 6C00 
 Patient Positioning Event Leading to Injury 3M00   Incorrect Blood Product Given 6D00 
 Graze / Laceration / Bruise 3N00   Haemovigilance 6E00 
 

Patient Fatality 3P00 

 Consent / 
Confidentiality 
Incidents Definitions – See Page 120 7000 

 Hospital-related Death Rep. To Coroner 3Q00   Removal & Retention of Organs w/o Consent 7100 
 Other 3R00   Breach of Patient Confidentiality 7200 
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     Lack of Valid Consent 7300 
Infection 
Control 
 
 

Definitions – See Page 122 9000  Discharge 
Incident 
 

Definitions – See Page 121 8000 

 Hospital Acquired Infection 9200   Self-discharge / Discharge Against Advice 8100 
 Inadvertent Exposure infectious Disease 9300   Unplan Re-attend. To A&E Within One Week 8200 
 Sharps injuries to patients (Excluding Needles) 9400   Readmission Within 72 Hours of Discharge 8300 
 Body Fluids - Splash Exposure 9500   Unplanned Reattendance 8400 

 Blood - Splash Exposure 9600   Other 8500 
 Needle stick Injury to patient 9700     
 

Incorrect Disposal of Clinical Waste 9800 
 Slips / Trips / 

Falls Definitions – See Page 126 F000 
 Equip / Instrument Contamination / Unsterilized 9900   Patient Fall Moving Under Supervision F100 
 Non-comp with Infec. Control Procedures 9A00   Patient Fall Moving w/o Supervision F200 
     Patient fall from bed/cot F600 
Inappropriate 
Behaviour  9Z00 

  
Patient fall from chair F700 

 Inappropriate Behaviour 9Z10   Patient fall from commode F800 
Equipment / 
Device 
Incident Definitions – See Page 123 A000 

  

Patient fall from hoist F900 
 Failure / Malfunction of Device / Equipment A100   Patient fall from trolley FA00 
 Lack / Unavailability of Device / Equipment A200   Patient fall from toilet FB00 
 

Wrong Device / Equipment Used A300 

 Violence / 
Harassment / 
Aggression Definitions – See Page 127 H000 

Records / 
Documentatio
n Incident Definitions – See Page 124 B000 

  

Assault – Verbal H100 
 Clinical Records Missing / Misplaced B100   Sexual Harassment H200 
 Illegible Documentation B200   Racial Abuse H400 
 Delay in Receiving Medical Records B300   Assault – Physical H500 
 Wrong Medical Records Applied to Patient B400   Bullying / Intimidation H600 
 Multiple / Duplicate Records B500   Other H700 
 Absent / Incorrect ID Band B600   Aggressive Behaviour H900 
 Incomplete Records B700   Alleged Bullying HA00 
 Other B800   Alleged Physical Assault HB00 
Patient 
Absconsion Definitions – See Page 125 C000 

  
Alleged Sexual Harassment HC00 

 Patient absconsion – No harm C300   Restraint HD00 
 Patient absconsion – Harm C400  Other  Z000 
Patient Self-
harm To be decided E000 

 Unplanned 
Events To be decided G000 

 Suicide Within One Month of Discharge E100   Sudden Collapse G100 
 In-patient Suicide E300   Unexpected Deterioration G200 
 Attempted Suicide While Under Medical Supervision E400   Unplanned Admission to Theatre G300 
 Attempted self harm E600   Transfer to Another Hospital / HDU G400 
 Suicide while under medical supervision E700   Unplanned Readmission After Surgery G500 
     Extended Stay G600 
     Other G700 
 

  

 Unexplained 
Injury/Unknown 
Cause  GG00 

     Unexplained Injury/Unknown Cause GG10 
       

 
 
What is the Body Part Affected? 

 
Abdomen Ankle Arm Back Brain 
Buttocks Genital Groin Hand Head 
Hip Internal Knee Leg Lips 
Lung Mouth Multiple injuries Neck Neck/whiplash 
No apparent 
injury 

Nose  Other Pelvis Psychological 

Respiratory Rib Shoulder Teeth Thigh 
Throat Thumb Toe Wrist  
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What Was the Outcome? 
This is the harm (if any) caused to the patient by the incident/near miss. This may include an escalation or prolonging of 

the original condition being treated or the emergence of a new injury, illness or disease. Among the options is No 
apparent injury/reaction.  
The available options are: 

Description 
Code 

Description 
Code 

Allergic Reaction 1000 Infection (Hepatitis C) B000 
Amputation 2000 Infection (MRSA) Y110 
Anaesthetic Awareness Y100 Laceration C000 
Asphyxiation 3000 Loss of Consortium Y111 
Birth Injury Y101 Multiple Injuries Y112 
Blindness/vision impairment/eye injury Y102 Nerve Damage Y113 
Brain Damage Y103 No Apparent Injury/Reaction Z000 
Bruising 4100 Organ Damage Y114 
Burn/Scald 5000 Other Y115 
Collapse/loss of consciousness 6000 Pain and Suffering Y116 
Dislocation 6100 Paralyses Y117 
Dental damage Y104 Permanent Injury Y118 
Facial palsy 7000 Pressure Sores D000 
Failed Sterilisation Y105 Psychological/psychiatric injury Y119 
Fatality 8000 Puncture injury E000 
Fertility Impairment Y106 Serious deterioration in condition F000 
Fracture 9000 Slipped epiphysis Y120 
Graze 9100 Tempero/Mandibular dislocation Y121 
Fracture Deformity Y107 Trauma G000 
Haemorrhage Y108   
Hearing impairment Y109   
Infection A000   
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Appendix 3: 

(i) STARSWeb Report Requisition and Development Process 

For this study numerous reports were required so as to allow for a detailed analysis of 

emergency medicine claims.  Within the SCA there is a specific process for requisitioning 

reports in order to quality assure the data.  When a report is required, a request is made to 

the Risk Officers who generate reports based on the specific requirements of the 

requesting Risk Advisor.  Following a meeting with the Risk Officers, a template for the 

suite of reports for this study was agreed.  Using a combination of specific report 

templates and Ad-hoc report templates, and a number of report review meetings between 

the Risk Officers and Risk Advisor, a suite of reports accurately reflecting the emergency 

medicine picture was produced.  As part of the SCA quality assurance, reports are re-run 

and validated by a second Risk Officer and results cross referenced for accuracy.  Once 

the suite of reports was finalised, they were submitted by the Risk Officers to the Risk 

Advisor for review and sign off.  This suite of reports collated data with regard to the 

national clinical picture of events reported to the CIS, the national claims history of each 

specialty, followed by specific breakdowns of this data.  While additional reports were 

created and reviewed, they were determined to have little relevance to the study and were 

therefore not included.  

 

(ii) Suite of Reports 

The following suite of reports was created: 

Report 1 details the entire clinical portfolio (Incidents, pre-claims, claims & closed 

claims) by specialty - this establishes what proportion of the total number of events 

logged onto STARSWeb are related to the area of Emergency Medicine. Report 2 

illustrates the total number of adverse events only reported by the specialty of emergency 

medicine.  Report 3 provides numbers of claims (open and closed) - this establishes what 

proportion of all emergency medicine events become claims. It also establishes what 

proportion of all claims relates to the specialty of emergency medicine. Report 4 gives 

further breakdown of emergency medicine claims (open and closed) sorted by incident 

type general which identifies broad categories such as medication, diagnosis, slip/trip/fall 

etc.  Report 5 gives a further breakdown of emergency medicine claims (open and closed) 

sorted by incident type specific which subcategorises further such as under diagnosis it 

can be categorised as failure to diagnose, delayed diagnosis, incorrect test performed etc.  

Report 6 looks at the number of Emergency Medicine closed claims by case outcome.  

Report 7 looks at the number of emergency medicine settled claims by incident type.  
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Report 8 illustrates the further breakdown of diagnosis related claims.  Report 9 reviews 

the number of settled claims that were diagnosis related per year. Report 10 outlines the 

number of claims created versus the number of claims resolved per year. Report 11 

demonstrates the improved reporting of all adverse events to the STARSWeb database 

since the establishment of the Scheme. Report 12 illustrates the total adverse events 

reported onto STARS per year by emergency medicine. Report 13 indicates the overall 

outcome breakdown as per the closed claims analysis for emergency medicine. Report 14 

gives a breakdown of these claims by gender, with report 15 giving the age profile of the 

claimants. Report 16 looks at the breakdown of the grades of staff involved.  Report 17 

looks at the primary root cause of the error made by the grade of staff involved.   

  

(iii) Data Selection: 

When Enterprises in-put an event onto STARSWeb, there are a number of mandatory and 

non-mandatory fields that need to be completed.  The mandatory fields include the 

following:    

                           

Incident or near miss  What specialty involved 

Name of patient / client Sub Specialty 

When was event reported General nature of event 

Reported by Where did event take place 

Reported to Describe exact location  

 When did the event occur 

Figure 9: Mandatory Data Fields on STARSWeb 
 

All other fields on STARSWeb are not mandatory including those fields related to risk 

analysis.  A recent report called STARSWeb Evaluation Project1 looked at the quality of 

data recorded onto the database.  In evaluating the utilisation rate of fields within the 

system the evaluation project found that the field for probability of claim was completed 

in 35% of events, while the likelihood of recurrence was completed in 45% of events.   

Contributory clinical factor (primary) was only completed in 0.2% of events and 

contributory clinical factor (additional) was also only completed in 0.2% of events.  The 

systemic root cause (primary) fields was completed in 0.7% of events and the systemic 

                                                 
1 Health Service Executive, State Claims Agency & Health Information and Quality Authority.’ 
STARSWeb Evaluation Project. 2008 
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root cause (additional) was completed in 0.2% of events 2  As not all fields are mandatory 

this leads to issues with regard to all data not being readily available, therefore creating 

difficulties in obtaining accurate detailed and meaningful reports.  With regard to 

mandatory fields, patient identifiers are not visible while categorised as an incident or 

near miss, however once converted to claim status by a clinical claims manager, patient 

data becomes visible to CIS clinical risk advisors.  

 

Under event details, users select various mandatory fields from a selection of drop down 

menus including specialty, subspecialty, general nature of event, specific nature of event 

and where and when the event occurred. Enterprises can record information and assign it 

according to Specialty, of which there are 16, (e.g. Medicine, Surgery, Paediatrics, 

Emergency Medicine etc.).  This list of specialties is broken down further to include the 

category of sub-specialty, of which there are 78 sub-specialties. See appendix 2 for 

complete list of specialties and sub-specialities.  This allows for compilation of data for 

each specialty thus allowing for the identification of issues that are specific to that 

specialty.   

Once the specialty has been established, the next parameter to be examined is the general 

nature of the event, which comes under the heading of ‘Incident Type General’.  There are 

18 on the list and again they are broken down into sub-sections, which are classed as the 

specific nature of the event, (incident type specific).  See appendix 3 for the complete list 

of both general and specific nature of the events. Reports included examining the incident 

type general which looks at the broad headings each incident and claim is logged under.  

Additionally, once the broad headings were quantified, further analysis was required to 

determine the specifics of the incident.  For example, under the general incident type, an 

event can be logged as a “Diagnosis Incident”, and can be further classified as “Failure to 

Diagnose” in incident specific field.   

 

Following completion of the data inputting, each incident is assigned a unique STARS 

number that is required by the SCA on all correspondence from enterprises.  This 

reference number is vital to this study as it is required for locating the pertinent case files 

when it comes to conducting closed claims analysis.  While discussing every individual 

field and page in STARSWeb is not practical or useful at this point of the thesis, it was 

however important to discuss the above mentioned fields as they are crucial to the study. 

                                                 
2 Health Service Executive, State Claims Agency & Health Information and Quality Authority.’ 
STARSWeb Evaluation Project. 2008,  page 78-79 
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Analysis of claims form  
Case No…………………………………..  
Date of Review…………………………...  
Type of case …………………………………………………………………………  
Documents used (please tick):  
How many plaintiff expert reports? ………  
Professions of experts  
…..……………………………………………….  
…………………………………………………..  
………………………………….……………….  
How many defendant expert reports? ……….  
Professions of experts ……………………………………………………………………  
……………………………….…………………………………..  
……………………………………………………………………  
How many witness statements?  
…………………………………………………………………..  
………………………………………………………………….  
…………………………………………………………………..  
Other documents used in this review? 
……………………………………………………………………………………  
……………………………………………………………………………………  
……………………………………………………………………………………  
……………………………………………………………………………………
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DECISION POINT:  
Is there enough information for a review of this case?  
If no, please explain briefly. More detailed comments can be added to case summary section 
on last page.  
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………  
Section patient information and background to incident  
 
Patient / Client Type 

  
A&E Patient  
Day – Diagnostic  
Day - Treatment  
Inpatient  
Outpatient  
Other (specify)  
  

 
STARS ID ……………………  
Date of incident…………………………  
Date of Notification……………………… 
Method of Notification- STARS  Paper Incident report           Verbal 
 Other (Specify)……………………….. 
 
Notified by:  
Ambulance staff 
 

 

Allied Health Professional 
 

 

Medical 
 

 

Nursing/Midwifery 
 

 

Security 
 

 

Other (please specify) 
 

 

  
 
Date of claim………………………….  
Date of birth………………………….  
Sex……………….  
Primary diagnosis……………………………  
Co morbidities /risk or pre existing factors (please specify).  
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………  
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Principal Specialty and sub specialty involved in care  
Principal Specialty Sub Specialty  
Obstetrics & Gynaecology   
 Ante-natal / Delivery / Post-natal  
 Gynae / Theatre  
 Neo-natal  
Anaesthesia   
 Anaesthesia General  
 Pain Management  
 Intensive Care  
Emergency Medicine   
 Emergency Medicine  
Medicine   
 Cardiology  
 Dermatology  
 Endocrinology / Diabetes Mellitus  
 Gastroenterology  
 General Medicine  
 Genito-urinary Medicine  
 Geriatric Medicine  
 Infectious Diseases  
 Medical Genetics  
 Medical Oncology  
 Nephrology  
 Neurology  
 Palliative Medicine  
 Rehabilitation Medicine  
 Respiratory Medicine  
 Rheumatology  
Paediatrics - General   
 Neonatology  
 Paediatric Dermatology  
 Paediatric Cardiology  
 Paediatric Nephrology  
 Paediatric Neurology  
 Paediatric Oncology  
Pathology   
 Pathology - General  
 Microbiology  
 Biochemistry  
 Histopathology  
Haematology   
 Haematology - General  
 Haematology - Transfusion Medicine  
Mental Health   
 Adult Mental Health  
 Child & Adolescent Mental Health  
 Drug & Alcohol Treatment  
 Intellectual Disability  
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Principal Specialty Sub Specialty  
Radiology   
 Radiology - General  
 Radiation Oncology  
 CT / MRI  
Surgery   
 Breast Surgery  
 Cardio-thoracic Surgery  
 Gastro-intestinal Surgery  
 General Surgery  
 Neurosurgery  
 Opthalmic Surgery  
 Oral & Maxillofacial  
 Orthopaedic Surgery  
 Otolaryngology  
 Paediatric Surgery  
 Plastic Surgery  
 Urology  
 Vascular Surgery  
Community Health Services   
 Audiology  
 Child Health - Surveillance  
 Child Protection  
 Community Welfare  
 Counselling  
 Dental Care - General  
 Dental Care Orthodontics  
 Disability Services  
 Environmental Health  
 Health Promotion  
 Infectious Diseases Epidemiology  
 Nutrition & Dietetics  
 Occupational Therapy  
 Ophthalmology  
 Optometry / Orthoptics  
 Physiotherapy  
 Psychology  
 Speech & Language Therapy  
 Elderly Services  
 Social Work  

Acute Hospital Services   
 Audiology  
 Counselling  
 Dental Care – General  
 Dental Care – Orthodontics  
 Nutrition & Dietetics  
 Occupational Therapy  
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 Ophthalmology  
 Optometry / Orthoptics  
 Physiotherapy  
 Psychology  
 Speech & Language Therapy  
 Social Work  
Other Other  
 
What is the General Nature of the Event?  
Blood transfusion incident  

Consent / confidentiality incidents  

Diagnosis incident  

Discharge incident  

Infection control incident  

Equipment Device Incident  

Records / Documentation Incident  

Medication incident  
Patient Absconsion  

Patient self-harm  

Peri-natal  

Peri-operative / peri-procedure incident  
Slips / Trips / Falls  

Treatment incident  

Unplanned events  
Violence / harassment / aggression  
Other  

 
What is the Specific Nature of the Event? 

Medication 
Incident   
 Incorrect Medication  
 Incorrect Dosage  
 Incorrect route  
 Incorrect Directions / Labelling  
 Incorrect Method of Constitution  
 Incorrect Storage  
 Incorrect / Omitted Expiry Date  
 Signature of Healthcare Practitioner

Omitted  
 Omitted Medicine or Ingredient  
 Unsatisfactory Drug Security  
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 Adverse / Allergic Reaction to Known
Allergen  

 Incorrect Patient  
 Incorrect Rate  
 Incorrect Diluents  
 Incorrect Time / Frequency  
 Inappropriate Self-medication  
 Contraindication to Use of Medication  
 Omitted / Missed Medication  
 Other  
 
Diagnosis 
Incident   
 Delayed Diagnosis / Failure to Diagnose  
 Misdiagnosis  
 Failure / Delay to Report Test Results  
 Mislabelled Sample  
 Mislabelled Test Results  
 Lost / Missing Test Results or Sample  
 Test Performed on Wrong Patient  
 Other  
 
Peri-operative / 
Peri-procedure 
Incident   
 Adverse Reaction to Treatment  
 Unexpected Complications During Operation /

Procedure  
 Unexpected Complications Following Operation /

Procedure  
 Wrong Operation / Procedure  
 Wrong Site Surgery  
 Unnecessary Surgery / Procedure  
 Operation / Procedure on Wrong Patient  
 Unintentional Punch / Laceration to Organ  
 Delayed / Cancelled Operation Result Patient Harm  
 Post-operative Infection  
 Post-operative Pain / Trauma (Unexpected)  
 Unplanned Return to Theatre  
 Missing / Retained Swab / Device / Needle  
 Cardiac Arrest / Resuscitation of Patient  
 IV Infiltrates Causing Local Inflammation  
 DVT  
 Mendelssohn’s Syndrome  
 Diathermy Burn / Pressure Area Injury  
 Anaesthetic Awareness  
 Intub. Comps Incl. Aspiration / Dental Damage  
 Patient Positioning Event Leading to Injury  
 Graze / Laceration / Bruise  
 Patient Fatality  
 Hospital-related Death Rep. To Coroner  
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 Other  
 
Peri-natal   
 Cerebral Irritability / Neo-natal Seizure  
 Birth Injury (inc. Instrument Injury)  
 Congenital Abnormality  
 Episiotomy Incident  
 Shoulder Dystocia  
 Low Apgar Score (<5 @ 5 mins) / Low PH  
 Cord Prolapse – Admission to Paediatrics  
 Meconium Aspiration  
 Failed Instrumental Delivery Leading CS  
 Ectopic Pregnancy – Delay in Diagnosis  
Peri-natal (cont)   
 Undiagnosed Breech in Labour  
 Perineal Tear (Third and Fourth Degree)  
 Clinical problems with Epidurals  
 Ruptured Uterus  
 Post-partum Haemorrhage (>1,000ml)  
 Maternal Convulsions  
 Maternal Hysterectomy  
 Suturing Incidents  
 Feed-related Incident / Food Formula  
 Complication Arising from Home Birth  
 Anti-D Incidents  
 Maternal Death  
 Neo-natal Death  
 Stillbirth  
 Other  
 
Treatment 
Incident   
 Delay / Failure to Treat – Adverse Outcome  
 Failure / Difficulty Performing Procedure  
 Serious Soft Tissue Damage  
 Post-epidural Problems  
 Cannula Injury  
 Foreign Body Left in situ  
 Patient Refusal of Treatment  
 Infiltration Injury / Leakage  
 Other Treatment-related Incident  
 Hospital-related Death Rep. To Coroner  
 Other Patient Fatality  
 
Blood 
Transfusion 
Incident   
 Blood Product Given to Wrong Patient  
 Blood Product Infused at Incorrect Rate  
 Blood Product incorrectly Stored  
 Blood Product to Patient Likely to Refuse  
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 Omission of Blood Product  
 Incorrect / No Prescription for Blood Product  
 Failure of Transportation / Collection Sys  
 Adverse Reaction to Blood Products  
 Injury Arising from Donation  
 Blood Wastage  
 Product Recall  
 Other  
 
Consent / 
Confidentiality 
Incidents   
 Removal & Retention of Organs w/o Consent  
 Breach of Patient Confidentiality  
 Lack of Valid Consent  
 
Discharge 
Incident   
 Self-discharge / Discharge Against Advice  
 Unplanned Re-attend To A&E Within One Week  
 Readmission Within 72 Hours of Discharge  
 
Infection Control 
Incident Wounds infection  
 Hospital Acquired Infection  
 Inadvertent Exposure infectious Disease  
 Sharps (Excluding Needles)  
 Body Fluids – Splash Exposure  
 Blood – Splash Exposure  
 Needle stick Injury  
 Incorrect Disposal of Clinical Waste  
 Equip / Instrument Contamination / Unsterilised  
 Non-comp with Infec. Control Procedures  
 
Equipment / 
Device Incident   
 Failure / Malfunction of Device / Equipment  
 Lack / Unavailability of Device / Equipment  
 Wrong Device / Equipment Used  
 
Records / 
Documentation 
Incident   
 Clinical Records Missing / Misplaced  
 Illegible Documentation  
 Delay in Receiving Medical Records  
 Wrong Medical Records Applied to Patient  
 Multiple / Duplicate Records  
 Absent / Incorrect ID Band  
 
Patient   
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Absconsion 
 Patient Missing / Absconded  
 Adverse Incident Arising from Patient Absconsion  
 
Patient Self-harm  
 Suicide Within One Month of Discharge  
 Suicide While Under Care of Psychiatrics  
 In-patient Suicide  
 Attempted Suicide While Under Medical Supervision  
 Deliberate Self-harm  
 
Slips / Trips / 
Falls   
 Patient Fall Moving Under Supervision  
 Patient Fall Moving w/o Supervision  
 Patient Fall from Hoist / Chair / Commode  
 Patient Fall from Bed / Trolley / Cot  
 Other  
 
Unplanned Events   
 Sudden Collapse  
 Unexpected Deterioration  
 Unplanned Admission to Theatre  
 Transfer to Another Hospital / HDU  
 Unplanned Readmission After Surgery  
 Extended Stay  
 Other  
 
Violence / Harassment /
Aggression   
 Assault – Verbal  
 Sexual Harassment  
 Racial Abuse  
 Assault – Physical  
 Bullying / Intimidation  
 Attempted Physical Assault  
 Other  
 
Other Other  
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What Was the Outcome? 

Description 
 

Description 
 

Allergic Reaction  Infection (Hepatitis C)  
Amputation  Infection (MRSA)  
Anaesthetic Awareness  Laceration  
Asphyxiation  Loss of Consortium  
Birth Injury  Multiple Injuries  
Blindness/vision impairment/eye injury  Nerve Damage  
Brain Damage  No Apparent Injury/Reaction  
Bruising  Organ Damage  
Burn/Scald  Other  
Collapse/loss of consciousness  Pain and Suffering  
Dental damage  Paralyses  
Facial palsy  Permanent Injury  
Failed Sterilisation  Pressure Sores  
Fatality  Psychological/psychiatric injury  
Fertility Impairment  Puncture injury  
Fracture  Serious deterioration in condition  
Fracture Deformity  Slipped epiphysis  
Haemorrhage  Tempero/Mandibular dislocation  
Hearing impairment  Trauma  
Infection    

 

Primary and Additional Contributory Clinical Factor  

Options available for both Primary and Additional Contributory Clinical Factors are: 

 Primary Additional 

Adverse / allergic reaction   

Blood product incorrectly stored   

Blood product infused at incorrect rate   

Consent obtained by inappropriate practitioner    

Contaminated instrument   

Contra-indication to the use of medicine   

Cross-matching error   

Defective equipment   

Delay/failure in acting on formal result   

Delay/failure in recognising complication.    

Delay/failure to treat   

Expired blood product   
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Failure in discharge planning process   

Failure of antenatal screening   

Failure of clinical assessment equipment   

Failure of transportation/collection system   

Failure to carry out post-op monitoring   

Failure to determine patient competence   

Failure to interpret CTG correctly   

Failure to monitor   

Failure to monitor intra-operatively   

Failure to provide adequate information   

Failure to refer for hospital follow-up   

Failure to seek consent   

Failure to undertake clinical assessment   

Failure/delay ordering appropriate tests   

Failure/delay to perform tests   

Illegible documentation   

Inadequate infection control procedures   

Inadequate medical documentation   

Incorrect results   

Ineffective treatment   

Lack of preoperative patient assessment   

Misdiagnosis   

Practitioner error   

Retained products of conception   

User error    

Failure to Admit / Arrange Admission   

 

Options available for both Primary and Additional Systemic Root Causes are: 

 Systemic Root Cause (Primary)  Systemic Root Cause (Additional) 

Administrative/management support   
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Availability of protocols/guidelines   

Communications failure   

Lack of effective induction   

Lack of effective leadership   

Lack of effective ongoing training   

Lack of supervision   

Resource issues   

Safety culture issues   

Shift patterns   

Staff knowledge/skills/competency   

Staffing levels/skills mix   

Workload   

 
Please answer yes/no/unable to judge to the following questions:  

 

 Yes No Unable to Judge 

Was there a patient injury/complication?     

Was the injury/complication caused by:  
i) healthcare management  

   

ii) healthcare management interacting with a  
disease process/condition  
 

   

iii) solely by disease process/condition    



 
The injury and its effects.  (Please complete all sections. State if unable to judge or 
insufficient information.)  
Nature of Injury………………………………………………………………….  
………………………………………………………………………………….  
………………………………………………………………………………….  
Describe the impact of the adverse event on the patient………………………….  
…………………………………………………………………………………..  
…………………………………………………………………………………..  
…………………………………………………………………………………..  
What additional procedures were performed as a result of the incident?  
………………………………………………………………………………………….  
…………………………………………………………………………………………  
…………………………………………………………………………………………  
What additional medications were administered as a result of the incident?  
……………………………………………………………………………………….  
………………………………………………………………………………………  
……………………………………………………………………………………….  
What additional treatment was given as a result of the incident?  
………………………………………………………………………………………..  
………………………………………………………………………………………..  
…………………………………………………………………………………………..  
Section C – period of care during which the incident occurred  
(adapt this section for particular speciality)  
During which stage/phase of care did the incident occur?  
Pre admission  
A & E  
Admission Ward/pre procedural  
Procedure related  
(please specify nature of procedure)  
…………………………………………………………………………….  
Immediate post procedural/high dependency/ITU care  
Ward care  
Discharge  
Post discharge  
Re admission  
What members of staff were involved?  
………………………………………………………………………………………….  
………………………………………………………………………………………….……
……………………………………………………………………………………  
Case summary including own judgement of events. 
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………  
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Any additional comments on claims review process stemming from this case?  
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
…………………………………………  
 
 
 
 
 
This analysis form is an adaptation of the form developed for the Vincent et al UK clinical 
negligence claims analysis, combined with the data sets included on the STARS web 
incident reporting system. 
 
 
 
Reference  

Vincent, C., Davy, C., Esmail, A., Neale, G., et al. ‘Learning from Litigation: an analysis 

of claims for clinical negligence.’ © Victoria University of Manchester. 2004  

STARS web user manual  
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Appendix 5: 

Contributory Clinical Factor (Primary) 

The primary clinical cause of the incident.    
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Contributory Clinical Factor (Additional) 

Any secondary clinical cause that contributed to the incident.  

Options available for both Primary and Additional Contributory Clinical Factors are: 

 Adverse / allergic reaction 
 Adverse Drug Interaction 
 Blood product incorrectly stored 
 Blood product infused at incorrect rate 
 Consent obtained by inappropriate practitioner  
 Contaminated instrument 
 Contra-indication to the use of medicine 
 Cross-matching error 
 Defective equipment 
 Delay/failure in acting on formal result 
 Delay/failure in recognise complication tm.  
 Delay/failure to treat 
 Delay/failure to do initial assessment 
 Delay/failure to allocate following an initial assessment 
 Delay/failure to deliver child protection care plan 
 Delay/failure to deliver statutory requirements children in care - social worker allocation 
 Delay/Failure to deliver statutory requirements children in care - Statutory Visits 
 Delay/failure to deliver statutory requirements children in care - children in care review 
 Delay/failure to deliver statutory requirements children in care - care plan 
 Delay/failure to do CSA assessment 
 Expired blood product 
 Failure in discharge planning process 
 Failure of antenatal screening 
 Failure of clinical assessment equipment 
 Failure of transportation/collection system 
 Failure to carry out post-op monitoring 
 Failure to determine patient competence 
 Failure to interpret CTG correctly 
 Failure to monitor 
 Failure to monitor intra-operatively 
 Failure to provide adequate information 
 Failure to refer for hospital follow-up 
 Failure to seek consent 
 Failure to undertake clinical assessment 
 Failure/delay ordering appropriate tests 
 Failure/delay to perform tests 
 Illegible documentation 
 Inadequate infection control procedures 
 Inadequate medical documentation 
 Incorrect results 
 Incorrect duration of treatment 
 Inappropriate/lack of placements 
 Ineffective treatment 
 Lack of preoperative patient assessment 
 Medication on admission/transfer/discharge incorrect or not reconciled 
 Misdiagnosis 
 Non-compliance with hospital policy 
 Patient's BMI recorded incorrectly 
 Practitioner error 
 Retained products of conception 
 User error 
 Failure to Admit / Arrange Admission 
 Other 
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