
Examples of successful bids
What follows are four examples of successful bids relating to areas in the top five themes of successful bids?
1. Maternity Case Study (The Leeds Teaching Hospitals NHS Trust)

The main goal of this bid is to reduce the harm and associated costs in relation to wrongful birth, loss of a baby and care delivery events. If the Trust implemented these goals, by March 2018 it could:
· Reduce wrongful birth by 50%.
· Reduce loss of a baby by 50%.
· Reduce care delivery events resulting in cerebral palsy and developmental delay by 50%.
Implementing these goals would represent significant  improvements  to the safety of its maternity patients and substantial financial savings to the organisation and wider NHS.
What will they do and why did they choose it?

Maternity Services in general have an established high risk profile and the Trust has one of the largest maternity units in the country, delivering a complex tertiary care service to a diverse population.
Data for the Trust shows that those claims falling into the red category on the score card solely relate to Obstetrics. Obstetric claims account for a significant proportion of the total value of claims within the Trust; nationally obstetric claims account for the highest volume and highest value of claims at NHS Resolution.
Looking at the claims in detail and by incident type the top 5 incident types in descending order are: Failure to adequately monitor the 1st stage of labour; failure to diagnose/delay in diagnosis; failure to monitor 2nd stage of labour; perineal tear (1st, 2nd and 3rd degree tear); and failure to recognise a complication of treatment.
The key actions of this bid are:

· to reduce the cost of harm in relation to wrongful births will be to ensure compliance with the National Screening Committee standards with a focus on training, resources and equipment
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· to reduce the cost of harm in relation to the loss of baby will be to support implementation of the Saving Babies Lives Bundle with a focus on training , resources and leadership particularly in relation to strengthening links with public health, and monitoring fetal wellbeing antenatally
· to reduce the cost of harm in relation to care delivery events with a focus on training in relation to monitoring fetal wellbeing in the intrapartum period.
2. Safety Culture (Frimley Health NHS Foundation Trust) What it is and why did they choose it?
The Trust identified that there were claims directly associated with the consent process for patients. The key areas identified for improvement from these events were to:
· ensure that patients are advised of the risks/benefits of a proposed treatment/procedure in order to maximise patient involvement and choice to reduce the likelihood of dissatisfaction in the event that a known risk occurs
· reduce the number and cost of claims associated with a failure to adequately inform patients of the risks associated with the planned treatment/procedure.
What will they do?

Appoint a Consultant lead ( one day per week) who will be responsible for Audit and review of existing consent procedures and ensure there is a particular focus on education and training for Consultants and the revalidation of consultants will be developed to include a review of settled claims. Another key focus will be to practise and strengthen links to internal morbidity and mortality meetings to incorporate the themes that give rise to claims.
Appoint 2 senior nurses lead who (in collaboration with consultant) will be responsible for reviewing consent process, patient documentation and understanding at specialty level. They will conduct baseline audit on the quality of consent and make recommendations for improvements and deliver education and training to staff. These roles will also have a responsibility for the quality of patient information around the consent process and patient engagement in these improvements.


3. Human Factors (University hospitals Coventry and Warwickshire NHS Trust)
What it is?

Through root cause analysis the Trust identified Human Factors (HF) as contributory factors in three of the high volume/high value claims specialities (Trauma & Orthopaedics, Emergency Department & Theatres).
The Trust have undertaken some external HF training and now believe that in- house specialists could transform the culture of the organisation from within, thus embedding the behaviours and values that they are aiming for to reduce claims and harm for their patients and indeed staff
What will they do and why did they chose it?

“Risk facilitators” will be established to implement a systematic programme of Human Factors training and awareness, leading to a cohort of Human Factors experts and trainers in the three identified areas Trauma & Orthopaedics, Emergency department & Theatres
Innovation workshops were held to identify creative ideas that might have a positive impact on the safety in Theatres. The outcome was to trial an audio surgical site checklist to engage more fully and minimise the potential for surgical errors. If this proves successful it could prove a valuable Human Factors tool.
4. Accident & Emergency

City Hospitals Sunderland NHS Foundation Trust What it is?
Improved identification of fractures

The Trust has had 42 new claims in the last five years related to the failure to identify fractures and other clinical issues from x-rays. The Trust identified this as one of their priority areas of work with the goal of reducing missed fractures and other injuries identified via plain film to de minimis levels.
[bookmark: _GoBack]What will they do and why did they choose it? Key actions:
· Extend specialised reporting radiographer support in A&E from the current 8am – 6pm Monday – Friday model to seven day working including evenings


· Pilot the introduction of remote hot reporting with Reporting Radiographer support provided from staff’s home bases. Subject to timing and positive early outcomes, the final phase of pilot implementation will be in place by the end of October 2015.The effectiveness of the extended hours model will be monitored by the A&E clinical governance group, with oversight from the Trust Clinical Governance Steering Group.
Benefits:

The provision of ‘hot reports’ mean that the correct radiological diagnosis is available while the patient is still on the premises and therefore, in principle, the only fractures which would then be missed would be those rare events which are not clear from x-ray results. A piece of research among CHS clinical staff in A&E, carried out in the last 12 months, showed clinicians’ belief that a readily available x-ray report is very important (scored 10 on a scale of 1 – 10 by 34/75 respondents) and 37 respondents also said that they would be just as confident with a reporting radiographer’s report as they would be with a consultant radiologist’s report. There are also significant potential cost benefits to be realised.
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