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Published in June 2018, the GIRFT national report for cranial neurosurgery was one of the first specialty reports shared 
by the programme, offering a series of recommendations to address the variation observed by Nick Phillips and the GIRFT 
team in their extensive review of England’s neurosurgical units. 

More than five years on, I am delighted to present this follow-up report, noting the significant progress that has been made 
in the intervening years despite the challenges of the Covid-19 pandemic, and highlighting areas of the patient pathway 
where continued effort and improvement is still required. 

Revisiting the 24 neurosurgical units in England with refreshed data has enabled Nick to build an up-to-date picture of the 
service and to identify models of excellence and innovation, many of which are outlined in this report. His recommended 
next steps reflect on the areas where there is still work to be done, supporting NHS colleagues to continue their journey of 
improvement across the specialty. 

Alongside this welcome follow-up report for adult cranial neurosurgery, I am also pleased to present our national report for 
paediatric cranial and spinal neurosurgery. 

These two specialties are intrinsically entwined, with many similarities in the findings and recommendations generated by 
the national review process. In particular, they rely on the sharing of knowledge and expertise, so it is encouraging to see 
Paul May’s recommendation for closer collaboration and mutual support between the adult and paediatric services on 
training and service provision, and the general strengthening of formal collaborative relationships, particularly around 
neuro-oncology and neuro vascular surgery. 

His recommendations for greater alignment of paediatric neurosurgery networks and operational delivery networks 
(ODNs), more effective use of advanced nurse practitioners (ANPs) and clinical nurse specialists (CNSs), and formal 
protocols to ensure joint working and greater collaboration between neonatal services and paediatric neurosurgery, can 
only serve to strengthen the service for those young patients who require the complex care and treatment that our paediatric 
neurosurgeons and their wider teams have to offer. 

It speaks to the impact of the GIRFT programme that trust engagement at both Nick’s second round of deep-dive visits and 
Paul’s first was extremely strong, with participation from the whole surgical team, allied health professionals and senior 
leadership. 

I am immensely proud to learn that since the early adult neurosurgery GIRFT visits – when clinicians were often seeing their 
data for the first time – they are now looking at their data regularly, developing a greater sense of ownership of it and thereby 
feeling empowered to become more involved in the development of their services.  

This GIRFT-influenced culture shift lends more weight to recommendations in both reports that further focus is required 
on outcomes and quality management; improving the way we measure, collect and assess data. It is my hope that this can 
be achieved and that we can build reliable and robust databases to help drive service development for the next five years 
and beyond, shaping the very best services for the patients of the future. 

Foreword from Professor Tim Briggs

Professor Tim Briggs CBE 
GIRFT programme Chair and National Director for Clinical Improvement and Elective Recovery for NHS England 
Professor Tim Briggs is a consultant orthopaedic surgeon at the Royal National Orthopaedic Hospital NHS Trust, 
where he is also Director of Strategy and External Affairs. He led the first review of orthopaedic surgery that became 
the pilot for the GIRFT programme, which he now chairs. 
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Time has moved rapidly since we conducted the deep-dive visits for the first Getting It Right First Time (GIRFT) specialty report 
on adult cranial neurosurgery. Since the report was published we have experienced the COVID-19 pandemic, which I very 
much hope is behind us. Neurosurgery, by its nature dealing with acute and semi-acute problems, has enjoyed some protection 
from the effects of the pandemic, although all units have experienced resource, staffing and logistical problems as a result. 

It has been a great pleasure to work with Paul May, who led the paediatric neurosurgery reviews on our visits. The broad 
and deep overlap that cements the adult and paediatric neurosurgical practices led us to join these two reports in the 
conviction that they augment one another. 

We have identified new clinical metrics for this follow-up report but have also found the need to redouble our efforts to 
address some of the more persistent challenges to our specialty, as outlined in the original report. We structure our 
discussion, on both achievements and ongoing challenges, in terms of the original report’s themes. 

It is commonly said across many specialties that there are pockets of excellence scattered throughout the country. The real 
challenge is to spread this good practice widely. This is true of neurosurgery, where we have found examples of good and 
innovative practice across the specialty, including those born in pragmatic response to the pandemic. We are committed to 
highlighting and promoting such examples of good practice, as is the GIRFT ethos.  

This report contains many quality indices that describe our specialty, but to concentrate focus I would highlight two 
overarching areas:  

patient flow; 

improving outcomes, specifically through establishing agreed outcome measures that are regularly reviewed.  

Firstly, patient flow – essentially the movement of patients in and out of the unit – remains a huge efficiency issue and daily 
affects our ability to get patients into the operating theatre. While this is a source of frustration for us, it can be truly awful 
for patients.  

There are many external influences on patient flow, not least delayed discharge and repatriation. These often indicate a lack 
of resources locally and are not within the gift of neurosurgery alone to resolve. However, we have not been able to 
demonstrate a consistent approach within neurosurgery to making admissions more efficient and streamlining the patient 
pathway. For example, few units have one-stop investigation pathways and enhanced recovery programmes. There remain 
significant excess length of stay issues in nearly all units. We must culturally embed shorter lengths of stay in all areas of 
neurosurgery, such that it becomes the norm, with the obvious safety provisos. There are areas of excellence in units 
regarding bed use and we highlight these in the report.  

Secondly, while we all want to improve the experience of our patients and the quality of care they receive, large areas of 
neurosurgery have few agreed and measured outcomes. Rapid agreement of clinical outcome measures, and implementation 
of audits to collect this data, is an urgent priority. It is difficult to assess and carry out quality improvement if we cannot 
measure the impact. 

In addition, we have a number of areas of low-volume practice – surgery for chordoma and pineal tumours, for instance. 
Although it can be difficult to collect reliable data on low-volume practices, we nonetheless need to examine how these are 
best delivered so that patients presenting to any unit can be assured of a high standard of care. 

Foreword from Nick Phillips

Nick Phillips 
GIRFT Clinical Lead for Adult Cranial Neurosurgery  
Nick is a Consultant Neurosurgeon at Leeds Teaching Hospitals NHS Trust. 
He has worked in Leeds since 1997 and was Clinical Director for seven 
years. His clinical interests are in endoscopic skull base surgery and 
radiosurgery. A council member of the Royal College of Surgeons and the 
Society of British Neurosurgeons, Nick is also the lead for the National 
Neurosurgical Audit Programme and a member of the Invited Review 
Mechanism of the Royal College of Surgeons.  
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It has been a privilege to lead this Getting It Right First Time (GIRFT) review into paediatric cranial neurosurgery, and I have 
been impressed by the dedication and commitment of the teams that I have met on the GIRFT deep-dive visits. The process 
has been slowed by the COVID-19 pandemic, which delayed and restricted visits to some units, but this has not diminished 
my respect and gratitude to all my colleagues for their openness and honesty during the visits. Paediatric neurosurgery has 
been the subject of many national reviews and recommendations in the past 20 years. Indeed, I was involved in ‘Safe Paediatric 
Neurosurgery’ in 2001.1 

In the past, these reviews have resulted in an undercurrent of uncertainty, competition, anxiety and dislocation from adult 
cranial neurosurgery amongst colleagues and units. It is my hope that focusing on regional and national collaboration and 
engaged provision of care for all paediatric and adult neurosurgical practice will prevent this and help us maintain and improve 
the high standards of care we all expect for our patients. 

This report on paediatric cranial neurosurgery needs to be considered in a wider context. Paediatric neurosurgery is a relatively 
small specialty, and the work that it does is impacted to a large extent by its relationship with adult neurosurgery. As a result, 
this report should be read in conjunction with the first GIRFT national report on adult cranial neurosurgery.2 Many of the 
recommendations set out in that report (see Appendix 1 p80) apply to paediatric neurosurgery as well, and these are 
highlighted later in this report. That is why we have chosen to publish the paediatric report in conjunction with Nick Phillips’s 
follow-up adult report. 

This report should also be considered in light of the NHS Long Term Plan,3 with its focus on the 0–25-year-old age group; the 
Paediatric Critical Care and Surgery in Children Review published in 2019 by NHS England;4 and the GIRFT national reports 
on neonatology, paediatric critical care and paediatric surgery.5 These documents support the need for operational delivery 
networks (ODNs) to deliver change across complex systems of care in order to improve care quality and outcomes, and I 
endorse this approach. I would strongly encourage all paediatric neurosurgery units to ensure that links and relationships with 
adult neurosurgery are of a similar status to those within their ODN.

Foreword from Professor Paul May

Professor Paul May 
GIRFT Clinical Lead for Paediatric Cranial and Spinal Neurosurgery 
Paul is Director of Clinical Academic Development at University of Liverpool. 
He was appointed as Merseyside’s Children Neurosurgeon in 1991 and was 
responsible for the establishing the paediatric neurosurgical service at Alder 
Hey Hospital, one of the country’s busiest services. He is a former president 
of the Society of British Neurological Surgeons (SBNS). 

Due to other commitments, Paul stepped down from his GIRFT role in 
September 2023. 

1 Chumas, P., Hardy, D., Hockley, A., et al., 2001. Safe paediatric neurosurgery, British Journal of Neurosurgery 07/2002; 16(3):208–10., 
DOI:10.1080/02688690220148806  

2 Phillips, N., 2018. Cranial neurosurgery: GIRFT programme national specialty report,  
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2018/07/CranialNeurosurgeryJune18-L.pdf 

3 www.longtermplan.nhs.uk/ 
4 www.england.nhs.uk/publication/paediatric-critical-care-and-surgery-in-children-review-summary-report/ 
5 See Adams, E., Harvey, K. and Sweeting, M., 2021. Neonatology: GIRFT programme national specialty report; Morris, K. and Fortune P-M., 2022. Paediatric critical care: 

GIRFT programme national specialty report; Hunter, J., 2022. Paediatric trauma and orthopaedic surgery: GIRFT programme national specialty report; Kenny, S.E., 2021. 
Paediatric general surgery and urology: GIRFT programme national specialty report. All published GIRFT reports are available at 
https://gettingitrightfirsttime.co.uk/girft-reports 

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2018/07/CranialNeurosurgeryJune18-L.pdf
http://www.longtermplan.nhs.uk/
http://www.england.nhs.uk/publication/paediatric-critical-care-and-surgery-in-children-review-summary-report/
https://gettingitrightfirsttime.co.uk/girft-reports
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Statements of support

Society of British Neurological Surgeons 
The GIRFT leads Mr Nick Phillips and Prof Paul May along with the GIRFT team have done an impressive job of collating relevant 
information across the neurosurgical units and identifying areas for improvement that would help the entire patient pathway 
from referral to discharge. A significant proportion of the recommendations for the adult GIRFT pathway are relevant to the 
paediatric neurosurgical community, as has been highlighted by Professor May. 

I would welcome the recommendations regarding closer co-operation between the paediatric neurosurgical group and adult 
colleagues to offer the best available expertise in a particular condition i.e. vascular/oncology/functional where possible. Improving 
the access of 16 to18-year-olds to the paediatric pathways especially for paediatric specific pathologies would help to improve 
the management/experience in this group. The desire to establish outcome measures for benchmarking different paediatric 
neurosurgical conditions, especially tumours, would be something the BPNG would support and be willing to work with GIRFT 
on. 

On behalf of the BPNG I would like to commend the authors and look forward to working with the GIRFT leads to implement 
recommendations aimed at improving the care we deliver. 

Atul Tyagi 
Chair of British Paediatric Neurosurgical Group 

Chief Nursing Officer, NHS England 
Paediatric neurosurgical teams provide some of the most complex care and treatment that the NHS has to offer and it is a pleasure 
to support the Getting It Right First Time (GIRFT) team in this newly published report into paediatric cranial and spinal 
neurosurgery. 

Professor Paul May and his team have provided a thorough and detailed analysis through site visits and data review that has 
shown the current high performing nature of this specialist service. The report also highlights the opportunities to further enhance 
care for patients and their families.  

This GIRFT review has identified a number of areas for further improvement work that link to wider NHS England policy, including 
the NHS Long Term Plan and the NHS England Critical Care and Children in Surgery Review. There are other reports from the 
GIRFT programme to also impact on this specialty, specifically neonatology, paediatric critical care and paediatric surgery. 

Paediatric surgery requires co-ordination across complex system of care to deliver the outstanding outcomes that are achieved. 
A key part of this are the teams of doctors, nurses, allied health professionals and scientists working together to support these 
aims and outcomes. The report highlights this excellent teamwork and notes the significant contribution of the multi-professional 
team and the desire of the GIRFT recommendations to further enhance this capability.  

As Chief Nursing Officer I am delighted to support the publication of this review and its ambitions to raise further the outcomes 
of paediatric neurosurgery. 

Ruth May  
Chief Nursing Officer, NHS England  
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The adult and paediatric neurosurgical specialties have evolved together and are interwoven. For this reason, and because 
of the similarities in their key recommendations and the importance of sharing knowledge and expertise between them, the 
authors felt that a combined publication was the best approach for these complementary reports. 

The first section comprises a follow-up to Nick Phillips’s Adult Cranial Neurosurgery GIRFT National Specialty Report, 
published in 2018.6 The second section is the first Paediatric Cranial and Spinal Neurosurgery GIRFT National Specialty 
Report led by Professor Paul May. 

Unless otherwise stated, the preliminary pages and end matter are relevant to both reports.

A note on the structure of this combined publication

6 Phillips, N., 2018. Cranial neurosurgery: GIRFT programme national specialty report, 
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2018/07/CranialNeurosurgeryJune18-L.pdf 

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2018/07/CranialNeurosurgeryJune18-L.pdf
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Executive summary7 
In revisiting the neurosurgical units in England after the publication of our first GIRFT national specialty report, we found 
that two overarching themes emerged – the same themes that had dominated our first report: 

Patient flow – how we can continue to optimise each step in the patient pathway. This has become increasingly urgent 
in the aftermath of COVID-19 and in the face of ongoing challenges to the NHS. 

Outcomes and quality management – specifically how to further improve the way we measure, collect and assess data 
(particularly outcome data) so it can be used reliably to tailor the service to patient need and to ensure continual 
quality improvement. 

We organised our findings and next steps under the headings below: 

Avoiding unnecessary admissions 
Unwarranted admissions from the emergency department (ED) and from the periphery for investigations, radiology or 
rehab, continue to reduce the number of beds available for urgent elective admissions and create inefficiencies in the patient 
pathway. It is important that work continues with commissioners to put in place levers and incentives to manage patient 
flow and repatriation. 

Improving referrals 
The use of electronic referral management (ERM) tools has been widely adopted, but the tools urgently need improvement 
so they can interface with hospital data systems and be used to manage referrals (e.g. by facilitating virtual assessment). 

Accelerating referral to treatment time 
Faster treatment is life-changing for many neurosurgery patients. All units should focus on developing and adapting optimal 
pathways that minimise delay for these patients. 

Prioritising the urgent elective pathway for primary malignant brain tumour 
Closely related to the previous topic, an urgent elective route for these patients – as opposed to non-elective admission – 
provides a better patient experience and reduces the strain on units caused by emergency admissions. Each unit should be 
supported to formally develop and prioritise this pathway. 

Reducing length of stay 
Enhanced recovery after surgery (ERAS) pathways, day of surgery admissions and to a lesser extent day case surgery are 
increasingly important in addressing the waiting times that are an issue post-COVID. All units should focus on reducing 
length of stay in order to optimise patient pathways. 

Reducing delays to elective surgery 
Dedicated acute theatres allow services to minimise the disruption and cancellations to elective work that can be caused 
by non-elective admissions. Those units that still lack this resource should consider assigning one, in line with the National 
Confidential Enquiry into Patient Outcome and Death (NCEPOD) recommendations. 

Improving patient flow between critical care and neurosurgery 
Use of critical care beds for neurosurgery patients is increasing and there are complex issues and delays around discharge 
from critical care to the acute ward. In order to resolve this and reduce subsequent blockages/cancellations, we need further 
research into the use of critical care as well as greater provision of enhanced care within neurosurgery. 

Adult Cranial Neurosurgery follow-up report

7 The paediatric cranial and spinal neurosurgery GIRFT programme national specialty report that shares this document has a separate executive summary on page 57
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Reducing time to procedure for subarachnoid haemorrhage 
Time to procedure for these high-risk, time-sensitive patients is not dropping fast enough or consistently enough across 
providers. All units should follow the pathway recently developed by the British Neurovascular Group (BNVG), addressing 
delays and pinch points. Improvements in data are to be addressed by national audit.  

Improving outpatient efficiency 
Non-consultant-led and virtual appointments for routine surveillance and uncomplicated post-operative review are a 
valuable alternative to in-person consultant appointments. To further increase efficiency, trusts should investigate 
patient-initiated follow-up protocols in uncomplicated cases. 

Focusing on discharge 
Delayed discharge causes bottlenecks and bed shortages, affecting all elective patient pathways. Model discharge planning 
should be promoted, as should ERAS protocols. A review of neuro-rehab could further support timely discharge. 

Focusing on volume 
As a specialty with many low-volume procedures, neurosurgery needs improved data on outcomes and numbers of 
procedures by surgeon in order to ensure services are safe and of good quality as well as appropriate to population needs. 
Work on developing outcome measures is under way. 

Enabling continual quality improvement 
Reliable data is vital to ongoing improvement. Work is proposed to improve data collection and coding, from promoting 
closer collaboration between surgeons and coders within trusts to developing quality consensus core outcome datasets for 
national audit. 
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About this report 
This report sets out nine recommendations put forward to improve the way paediatric neurosurgery – surgery to the brain 
and central nervous system, including related spinal conditions – is delivered in the NHS in England, with the pivotal aim of 
supporting the specialty to deliver consistent high-quality, evidence-based care to all patients for this high-complexity and 
generally low-volume specialty.  

The deep-dive visits have been a collaborative process between the adult cranial and paediatric neurosurgical GIRFT 
programmes. There is significant overlap with recommendations in the GIRFT national report on adult cranial neurosurgery, 
particularly around: 

focusing on surgeons’ experience; 

improving data collection in paediatric cranial neurosurgery and developing nationally agreed core outcomes 
measures; and 

reducing the impact of litigation.  

We chose to publish our report alongside the adult neurosurgery follow-up report in acknowledgement of the strong link 
between the specialties. Paediatric neurosurgery is a highly specialised field with a unique history. However, we recognise 
and value the interdependencies of training, co-location of provision for the majority of services, delivery of service at 
registrar and consultant level, and the requirement of close collaboration with our related subspeciality colleagues (e.g. 
interventional neuroradiology), that link the paediatric and adult services. For this reason, it is vital that a strongly engaged, 
practical and supportive relationship between the specialties continues and is allowed to flourish. This relationship comes 
under the overall guidance of the Society of British Neurological Surgeons (SBNS) and the British Paediatric Neurosurgical 
Group (BPNG). 

Close working relationships between specialist paediatric neurosurgical providers on a regional basis are also of prime 
importance for improving service delivery and patient experience and are to be fostered and supported at every opportunity.  

Paediatric Cranial and Spinal Neurosurgery 
GIRFT Programme National Specialty Report 
Professor Paul May
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The recommendations in this report are designed to encourage all those committed to the challenging practice of paediatric 
neurosurgery (including neurosurgeons, specialist nurses, provider trusts and their management teams), to develop and 
improve on the already excellent work undertaken.  

We discuss the findings of our deep-dive visits under the headings below. 

Paediatric neurosurgery networks and operational delivery networks (ODNs) 
ODNs are vital for sharing resources, expertise and best practice. For a low-volume specialty such as paediatric 
neurosurgery, the close alignment of paediatric networks is also highly desirable. In order to help units develop the network 
models that work best for them, we recommend these be encouraged, supported and enabled both locally and nationally. 

Collaboration with adult neurosurgery units 
We strongly support close collaboration and mutual support between the adult and paediatric services for training and 
service provision. Sharing of expertise is vital and we recommend formal collaborative relationships are established and 
maintained, particularly around neuro-oncology and neuro vascular surgery. 

Clinical outcome data 
The need to develop appropriately robust nationally applied and standardised outcome measures, particularly around cranial 
tumour surgery, as an integral part of continual quality improvement is a key recommendation of this report. It is not possible 
to make significant reconfiguration plans for complex surgical provision without the agreed outcome data on which to base 
these decisions. There has been and continues to be challenging discussion around the provision of cranial tumour surgery 
in the paediatric population, with significantly lower numbers of cases than managed in adult neuro-oncology services. In 
some areas, the progressive separation of adult and paediatric tumour practice has highlighted these experience-based 
challenges where re-engagement and closer collaboration from research to overlapping surgical skill sets could improve 
care. 

Advanced nursing practice 
The judicious use of advanced nurse practitioners (ANPs) and clinical nurse specialists (CNSs) is an effective means of helping 
patients avoid critical care  as well as improving patient experience overall and streamlining outpatient care. 

The service for 16–18-year-olds 
There is a need to address the current inequity of access to paediatric neurosurgery services for 16–18-year-olds who may 
or may not, depending on location and historic admission policies, be able to access the 0–16-year-old pathway.  

Engagement with neonatal services 
There is unwarranted variation in the degree of collaboration between neonatal services and paediatric neurosurgery. 
Formal protocols are needed to ensure joint working, in particular around the detection and management of potential spinal 
cord abnormalities and hydrocephalus in neonates. 

Lessons from the adult cranial neurosurgery GIRFT report 
As closely aligned specialties, there are many similarities in our findings and those of the adult service. The one we have not 
covered separately but would like to endorse is the recommendation from adult cranial neurosurgery that electronic referral 
management (ERM) tools are used to their fullest potential to improve the effectiveness of referral pathways and 
repatriation processes. 

Executive summary
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Recommendation Actions

1. Ensure that all paediatric neurosurgery networks are 
co-operating effectively for the benefit of patients and 
are cross-linked and engaged with all relevant 
paediatric ODNs and networks.

a Systems should finalise the delivery models for all networks and 
operationalise within the funding available. 

b Systems should work with the GIRFT regional implementation teams to 
develop networks appropriate to local configuration. 

3. Develop and publish outcome measures to assess the 
quality of paediatric neurosurgery units and inform 
future decisions on appropriate volumes of surgery in 
relation to best outcomes for patients. This 
particularly applies to cranial tumour surgery and 
requires a national collaborative research programme 
between the BPNG and the SBNS as a priority.

a The BPNG and SBNS should establish a national collaborative research 
programme to develop outcome measures for paediatric neurosurgery 
and, most urgently, to develop a robust, evidence-based reporting system 
for outcomes in paediatric cranial tumour surgery. 

b The BPNG and SBNS should develop clinical audit to enable 
measurement of outcome measures.

2. All paediatric units should encourage, maintain and 
develop close links with their local adult neurosurgical 
units, if not already in place, particularly around 
neurovascular and neuro-oncological services. 

a Paediatric and linked adult providers, with support from the SBNS and 
BPNG, should establish, resource and support formal relationships 
allowing collaborative pathways, particularly around neuro-oncology and 
vascular surgery.

4. Actively promote appointment of ANPs and CNSs, 
particularly in hydrocephalus care, neuro-oncology 
and general paediatric neurosurgery care.

a Providers should invest in programmes to promote and develop advanced 
nursing practice in paediatric neurosurgery/neuroscience linked to 
opportunities to develop clinical academic positions and progression to 
senior specialist nursing and AHP status.

5. Provide access to the highest-quality paediatric 
neurosurgery pathways for 0–16-year-olds to those 
in the 16–18 age group, irrespective of historic 
referral and admission policies.

a Providers should review their access policies for 16 – 18 year-olds to 
ensure that they are providing equity of access for this patient cohort.

6. Align pathways for mild to moderate head injury in 
16–18-year-olds to those in the established paediatric 
pathway.

a Providers should ensure that equity of access exists for 16–18 year-olds, 
particularly around neuro-psychological and neuro-cognitive assessment 
and support.

List of recommendations 

7. Establish network-wide protocols for initial 
management and referral pathways to raise 
awareness of signs consistent with potential spinal 
cord abnormalities in the newborn period and engage 
with all neonatal units on agreed protocols and 
pathways for the management of neonatal 
hydrocephalus. 

a Paediatric neurosurgical services and networks and neonatal ODNs 
should work in collaboration between the two networks with regard to 
neurosurgical pathways.

8. Improve electronic referral management (ERM) 
systems to increase compatibility with hospital patient 
administration systems and to improve functionality. 

Note: This recommendation is based on proposed 
next step (p19) from the adult neurosurgery GIRFT 
follow-up report

a NHS England and systems should explore how best to make fuller use of 
ERM systems, especially with regard to repatriation and virtual 
assessment. 

b The SBNS should define performance standards/requirements that 
would allow IT teams to start developing an effective interface between 
ERM and hospital data systems.

9. Reduce litigation costs by application of the GIRFT 
Programme’s five-point plan. 

a Clinicians and trust management to assess their benchmarked position 
compared to the national average when reviewing the estimated litigation 
cost per activity. Trusts would have received this information in the GIRFT 
litigation data pack. 

b Clinicians and trust management to discuss with the legal department or 
claims handler the claims submitted to NHS Resolution included in the 
dataset to confirm correct coding to that department. Inform NHS 
Resolution of any claims which are not coded correctly to the appropriate 
specialty via CNST.Helpline@resolution.nhs.uk

mailto: CNST.Helpline@resolution.nhs.uk
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Recommendation Actions

9. Reduce litigation costs by application of the GIRFT 
Programme’s five-point plan. 

c Once claims have been verified clinicians and trust management to 
further review claims in detail including expert witness statements, panel 
firm reports and counsel advice as well as medical records to determine 
where patient care or documentation could be improved. If the legal 
department or claims handler needs additional assistance with this, each 
trusts panel firm should be able to provide support 

d Claims should be triangulated with learning themes from complaints, 
inquests and patient safety incidents (PSI) and where a claim has not 
already been investigateded asPSI we would recommend that this is 
reviewed to ensure no opportunity for learning is missed. The findings 
from this learning should be shared with all front-line clinical staff in a 
structured format at departmental/directorate meetings (including 
Multidisciplinary Team meetings, Morbidity and Mortality meetings and 
regional service meetings where appropriate).  

e Where trusts are outside the top quartile of trusts for litigation costs per 
activity GIRFT we will be asking national clinical leads and regional teams 
to follow up and support trusts in the steps taken to learn from claims. 
They will also be able to share with trusts examples of good practice 
where it would be of benefit.  

Recommendations continued




