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Abstract

Background Better understanding of the factors that influence patients to make a financial claim for compensation is required
to inform policy decisions. This study aimed to assess the relative importance of factors that influence those who have expe-
rienced a patient safety incident (PSI) to make a claim for compensation.

Method Participants completed an online discrete choice experiment (DCE) involving 10 single profile tasks where they
chose whether or not to file a claim. DCE data were modelled using logistic, mixed logit and latent class regressions; scenario
analyses, external validity, and willingness to accept were also conducted.

Results A total of 1029 participants in the United Kingdom responded to the survey. An appropriate apology and a satis-
factory investigation reduced the likelihood of claiming. Respondents were more likely to claim if they could hold those
responsible accountable, if the process was simple and straightforward, if the compensation amount was higher, if the likeli-
hood of compensation was high or uncertain, if the time to receive a decision was quicker, and if they used the government
compensation scheme. Men are more likely to claim for low impact PSIs.

Discussion and Conclusions The actions taken by the health service after a PSI, and people’s perceptions about the prob-
ability of success and the size of potential reward, can influence whether a claim is made. Results show the importance of
giving an appropriate apology and conducting a satisfactory investigation. This stresses the importance around how patients
are treated after a PSI in influencing the clinical negligence claims that are made.

1 Background

It is inevitable that in some cases unintentional harm
occurs in the delivery of medical treatment; therefore,
it is vital that where patients experience harm while
receiving clinical care (hereafter referred to as a patient
safety incident [PSI]), health systems have appropriate
mechanisms in place to provide redress. In the United
Kingdom (UK), patients who experience a PSI may choose
to make a financial claim for compensation resulting from
clinical negligence against the National Health Service
(NHS). While in 2020/2021 the liabilities arising from
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Key Points for Decision Makers

It is important to understand the relative importance

of factors that influence people to make a claim for
financial compensation after a patient safety incident
(PSI) so that health services can appropriately respond to
such events.

If participants are satisfied with the investigation and
if they received an apology, the probability to claim
decreases.

The probability of claiming increases if the process to
apply is made easier and if the time to receive a decision
is shorter.

The probability of claiming decreases when the health
service responds appropriately after the PSI and also
makes the claims process more accessible to patients.
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claims decreased by £1.3 billion, from £84.1 billion to
£82.8 billion, and the cost of settling claims reduced
by £120 million to £2.26 billion, the expenditure on
administration of all activities of NHS Resolution rose
by 15% to £35.4 million [1]. The costs of these claims
are covered from the NHS budget, representing significant
opportunity costs. It may be that other schemes can be
devised that provide appropriate redress but avoid costly
administration and adversarial legal processes.

Prior qualitative research has identified factors that
influence whether people who have experienced a
PSI choose to make a claim of clinical negligence [2].
However, the relative importance of factors, or how the
combination of these influenced the choice to make a
claim, is not considered. Better understanding of both the
factors that influence the choice to make a claim and the
relative importance of these factors are now required to
inform policy development. This paper was designed to
provide this more detailed understanding through evidence
gathered from a discrete choice experiment (DCE). The
DCE explored a range of candidate factors that influence
the choice of a patient who had experienced harm to
pursue compensation claims, and their relative importance,
alone and in combination.

This study expands upon the work of Rowen et al. [3],
which investigated the preferences of the UK general pop-
ulation regarding factors influencing clinical negligence
claims. It could be argued that the informed stated prefer-
ences of people who have experienced a PSI would be more
directly relevant for policy decisions than the preferences
of members of the general population imagining whether
they would claim for financial compensation following a
hypothetical PSI. The rationale for replicating the research
with a sample of people who experienced harm is that their
preferences will be informed by their prior experiences.
The aim of this paper was to determine the relative impor-
tance of the factors that people who have experienced a
PSI consider in their decision whether to make a financial
claim to compensate them for the unintended or unexpected
harm caused while receiving treatment from the NHS. The
objectives of this paper were to (1) understand the harm
experienced by the participants; (2) understand the expe-
rience of participants in the aftermath of a PSI; and (3)
elicit and model the stated preferences of people who have
experienced unintended harm (to themselves or to relatives)
arising from treatment in the NHS.

2 Methods

In this online DCE, participants had to imagine the PSI that
they had themselves experienced, or the PSI experienced
by a member of their immediate family. Participants
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were asked to simultaneously think about the features of
the PSI they experienced (context setting) and consider
hypothetical actions taken after the PSI and the features of a
scheme (DCE choices). The design of the DCE was a single
profile task where participants were provided with a binary
choice as to whether they would make a financial claim for
compensation or not.

2.1 Determining the Discrete Choice Experiment
(DCE) Attributes, Scenarios and Wording

The same attributes used in the previous general population
DCE survey were maintained to describe the actions of the
NHS following the PSI and details of the claims process
for this research to ensure comparability of results across
both pieces of research [3]. As detailed in the latter paper,
the attributes for the DCE were identified by conducting a
literature review with inputs from policy makers [2, 4-10].
Minor changes to some attribute levels were required to
ensure these were appropriate for use in a population who
were answering about the harm they (or an immediate family
member) had experienced.

Survey participants were asked to answer the questions
about whether or not they would make a claim for the
PSI that they themselves experienced either personally or
experienced by an immediate member of the family. It was
important that participants were able to complete the survey
on behalf of an immediate family member to ensure that
preferences around the more severe PSIs, including those
resulting in death, severe disability and paediatric PSIs
were captured. In circumstances where participants had
experienced more than one PSI, they were asked to imagine
the most recent one experienced by themselves or by an
immediate family member. We did not provide a definition
for an immediate family member, but if participants were
reporting on behalf of someone else they were asked to state
their relationship to them. Participants were also asked to
self-report on the impact of the PSI on physical/mental
health. This question was used to allocate participants to
two routes of the DCE. Those who classified the impact
as insignificant, short-term minor and short-term major,
and death of an immediate family member were allocated
to the low impact route with lower compensation amounts.
Those who considered the impact to be long-term minor
and long-term major were allocated to the severe impact
route and shown higher compensation amounts. While
death is a serious event, the compensation amounts
paid in such situations tend to be low and are capped.
Consequently, participants reporting a death were shown
levels commensurate with what they might have been offered
in the real-world compensation process.

While the wording of attributes had already been tested
in the previous survey with the general population [3],
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qualitative interviews were conducted to ascertain whether
potential participants were able to use their own experience
of harm as the context and framing for the DCE questions,
while simultaneously considering attributes that were likely
to be different from what they experienced. The qualitative
interviews were undertaken with a sample of 10 participants
(6 females, 4 males) who experienced harm while receiving
treatment in the NHS, recruited via a list of volunteers at
the University of Sheffield (n = 2) and from a third sector
organisation (charity) specialising in patient safety (n = 8).

The DCE included the following eight attributes (number
of levels): apology (2); investigation and prevention (3);
holding to account (2); difficulty of making a claim (2);
length of claim process (3); chance of compensation (3);
amount of compensation (4); and the compensation avenue
in the form of a legal claim or a government compensation
scheme (2). More details on the attributes and levels are
reported in electronic supplementary material (ESM)
Table S1. The attribute ‘investigation and prevention’
contains two separate factors that were merged as a single
attribute in the analyses since they are interrelated. Although
the two factors were presented separately in the survey, they
are combined into a single attribute in the modelling.

2.2 Design

A fractional factorial, single profile design was selected
using a D-optimality algorithm using the dcreate command
in Stata 17 [11]. The same design was used for each of the
two routes, with each route consisting of 64 choice sets.
From the 64-choice set, eight DCE questions were randomly
drawn without replacement and presented to the respondents
to complete. The choice sets allow for the estimation of all
main effects and six interaction effects (ESM Table S2).

2.3 The Sample and DCE Survey

Participants in England, Wales, Scotland and Northern
Ireland were recruited through a market research panel.
Eligibility to take part in the study was assessed using
screening questions. Respondents self-reported whether
they experienced harm themselves or have had an immediate
family member who had experienced harm while receiving
treatment from the NHS. Participants were excluded from
the survey if they completed the survey in under 5 min.
This cut-off was introduced to exclude people who were
‘speeding’ without paying attention to the tasks.
Participants viewed an information sheet about the sur-
vey and provided informed consent before being allowed to
proceed to the survey. There were five parts to the survey:
(1) questions around the PSI; (2) a short video explaining the
DCE tasks and the factors covered in the DCE; (3) two prac-
tice DCE questions followed by a free-text box to provide

a brief justification for their decision to claim or not; (4)
respondents allocated to either low or severe impact routes
and given eight DCE questions to complete (Fig. 1); and (5)
sociodemographic characteristics, health, attitudes towards
the NHS (questions taken from the British Social Attitudes
Survey) and perceived difficulty of the DCE tasks [12]. Par-
ticipants who always chose to make a claim for compensa-
tion or always chose not to (i.e. did not trade), were asked
to provide a reason for their choice in part 4 of the survey.

2.4 Pilot DCE Survey

The DCE survey was soft launched with a sample of 100
people to check whether participants were engaging with
the task; the random selection of choice sets functioned as
intended; the data were being recorded without any errors;
and the routing of participants to the low or severe impact
routes of the survey was working as intended. The data were
analysed to inform whether changes were required before
proceeding to recruit the remaining participants.

2.5 Modelling Preferences of the Sample

Due to the differences in the severity levels for the
compensation and length of process attributes, separate
models were estimated for each route. The DCE survey
data were modelled using both logistic and mixed logit
regressions. To explore preference heterogeneity, mixed
logit models were estimated with all attributes and the
constant normally distributed. The models were fitted using
1000 Halton draws with the Stata command mixlogit [14].
Linearity of the compensation attribute was assessed and
when appropriate, willingness to accept (WTA) values
were calculated. This was calculated by dividing the
regression coefficients of each attribute by the coefficient
for compensation amount. The resulting marginal WTA
indicates the amount of money that an individual would
require to forgo compensation for each attribute level
change. The 95% confidence intervals were calculated using
the delta method.

The choice probability of making a claim in a base-case
scenario with all categorical attributes set to their reference
level are reported, along with the difference in the choice
probability of making a claim in an alternative scenario
when a combination of attributes are changed from the level
used in the base case. The choice probabilities (probabilities
hereafter) are derived from a hypothetical stated preference
survey and are not intended to predict actual behaviour.
Instead, the probabilities are calculated to understand the
scenarios that would most or least likely lead to a claim
given the set of factors described in the DCE.

Latent class models were used to further examine pref-
erence heterogeneity using the Stata command Iclogitmi2

A\ Adis
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Fig. 1 An example discrete

choice experiment task after

What
incident

happened

the | You received an appropriate apology and explanation from the

person responsible for the incident

A detailed investigation was carried out

You were satisfied that the NHS had taken appropriate measures to
prevent this incident from happening again

claim

How you feel about making a

You think the claim process will hold those responsible for the
incident to account

After submitting your claim, it will take 1 year to receive a decision

You feel that making a claim is easy and straightforward

You do not know how likely it is to get compensation

You think the compensation would be £5,000

The claim is made by completing an application to a government
compensation scheme

Would you apply for compensation?
Yes No

[13]. The optimal number of classes were selected using the
Bayesian Information Criterion (BIC) and Consistent Akaike
Information Criterion (CAIC). After selecting the optimal
number of latent classes, we included sociodemographic
characteristics and attitudes in the class membership part of
the model. The covariates considered were sex, age, ethnic-
ity, income, employment, impact of PSI, NHS satisfaction,
and made a claim for their own PSI. These covariates were
included in the model one at a time and the final model only
contains the covariates that led to convergence. In addition,
to evaluate the robustness of the original latent class results,
a further latent class model was estimated with an additional
class that constrained all attributes to zero. This model was
used to examine task non-attendance with the assumption
that there is a group of respondents who are inattentive to
all the attributes presented in the task [16, 17].

As the survey also gathered data on revealed preferences,
concordance between predicted choice and actual choice was
calculated. The revealed preference data included whether
the respondent made a claim, whether they received an
apology and whether they were satisfied with the prevention
steps put in place by the NHS. For the remaining attributes,
actual data were unavailable, hence assumptions were made
(Table 6) for these attributes for all respondents. Using the
results of the latent class model, we calculated the predicted
choice probability (unconditional on class) using the
respondents’ actual data. A threshold value of 0.5 was used
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to dichotomise this predicted probability, with a value < 0.5
representing that the respondent did not make a claim, and
a value > 0.5 representing that the respondent did make a
claim. This predicted choice was then compared with the
respondents’ actual choice of making a claim to determine
the concordance between predicted and actual choices as a
percentage of predictive accuracy.

3 Results
3.1 Pilot DCE Survey

Data analysis based on 100 participants revealed no issues
of concern. The justifications provided after the practice
questions were indicative of participants having understood
the tasks. No changes were made to the DCE tasks but one
minor change was made to a question in the first section
of the survey, where a free-text answer was replaced by a
multiple-choice answer.

3.2 Main DCE Survey Sample

Table 1 shows the sociodemographic characteristics of
the sample consisting of 1029 participants. Most of the
sample were female (57%), under 40 years of age (61%),
married (74%), employed (76%), of White ethnicity
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(85%), educated to A-level or above (79%) and healthy 3.3 Understanding the Harm Experienced

(82%). Data collection took place between July and by Participants

August 2021.
Only one-quarter of the population answered the sur-
vey based on the experience of harm that happened to

Table 1 Sociodemographic Full sample Low impact route  Severe impact

characteristics [N = 1029] [n = 683] route [n = 346]
n % n % n %
Sex
Female 586 56.90 359 52.60 227 65.60
Male 439 42.70 321 47.00 118 34.10
Prefer not to say 4 0.40 3 0.40 1 0.30
Age by category, years
18-29 261 25.40 172 25.20 89 25.70
30-39 361 35.10 266 38.90 95 27.50
4049 162 15.70 105 15.40 57 16.50
50-59 117 11.40 71 10.40 46 13.30
60-69 91 8.80 54 7.90 37 10.70
70 + 37 3.60 15 2.20 22 6.40
Main activity
In employment or self-employment 779 75.70 549 80.40 230 66.50
Retired 77 7.50 39 5.70 38 11.00
Student 45 4.40 25 3.70 20 5.80
Housekeeper 33 3.20 16 2.30 17 4.90
Long-term sick 28 2.70 12 1.80 16 4.60
Carer 18 1.70 15 2.20 3 0.90
Prefer not to say 14 1.40 8 1.20 6 1.70
Unemployed 11 1.10 6 0.90 5 1.40
Seeking work 10 1.00 7 1.00 3 0.90
Furloughed® 9 0.90 3 0.40 6 1.70
Volunteer 3 0.30 3 0.40 0 0.00
Other 2 0.20 0 0.00 2 0.60
Highest level of education
Bachelor’s, master’s, doctoral degree 548 53.30 399 58.40 149 43.10
Further education (A-level) 269 26.10 145 21.20 124 35.80
Secondary (GCSE/O-level) 175 17.00 114 16.70 61 17.60
Primary 13 1.30 11 1.60 2 0.60
Prefer not to say 13 1.30 5 0.70 8 2.30
Other 11 1.10 9 1.30 2 0.60
Ethnic group
White 879 85.40 576 84.30 303 87.60
Asian/Asian British 55 5.30 38 5.60 17 4.90
Black/African/Caribbean/Black British 50 4.90 35 5.10 15 4.30
Mixed/multiple ethnic groups 27 2.60 19 2.80 8 2.30
Prefer not to say 10 1.00 8 1.20 2 0.60
Other ethnic group 8 0.80 7 1.00 1 0.30

GCSE General Certificate of Secondary Education, COVID-19 coronavirus disease 2019

This survey took place during the COVID-19 pandemic and a government scheme allowed certain
employees to be furloughed, whereby they were not working but were being remunerated 80% of their
earnings [15]
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them; the remaining participants responded about a PSI
that occurred to an immediate family member (Table 2).
For 7% of respondents, the harm occurred to their child.
Approximately 80% of the time the PSI took place in the
last 5 years, at a hospital setting (Table 2). A variety of
PSIs were reported by participants, but among the most
common PSIs were harm related to wrong or missed diag-
nosis (19%) and delay in treatment (18%). The impact of
the PSI on health was short-term or insignificant in 60% of
the sample, long-term in 34% of the sample and resulted in
death 6% of the time. After the PSI, 39% of people had to

Table 2 Details of the harmful patient safety incident

take time off work and 19% each had to retire or move to a
less demanding job (Table 2). Further details about the PSI
are presented in ESM Table S8.

3.4 Understanding the Experience of Participants
in the Aftermath of the Patient Safety Incident

Approximately half of the respondents did not receive an
apology or explanation, or were told that an investigation
was not carried out after the PSI (ESM Table S8). Of those
who did receive an apology or explanation, most (86%)

Full sample
[N =1029]

Low impact route
[n =683, 66.38%]

Severe impact route
[n =346, 33.62%]

n % n % n %

Please tell us who was receiving treatment when the harm occurred. (If this has happened more than once, please think about the most recent occurrence)

Me

My brother or sister

My child

My parent

My partner or spouse

Other (e.g. grandparents, uncle/aunt, cousins, nephew)
Where was the treatment being provided?
Community/district nurses

GP

Hospital

Other (e.g. dentists, pharmacists)

272 26.40 165 24.20 107 30.90
139 13.50 107 15.70 32 9.20
71 6.90 47 6.90 24 6.90
209 20.30 126 18.40 83 24.00
232 22.50 173 25.30 59 17.10
106 10.30 65 9.50 41 11.80
22 2.10 13 1.90 9 2.60
185 18.00 139 20.40 46 13.30
810 78.70 525 76.90 285 82.40
12 1.20 6 0.90 6 1.70

Which of the following best describes the harm experienced by you or your immediate family? (Please tick all that apply)

‘Wrong, missed, or delayed diagnosis leading to complications 395 38.39 238 34.85 157 45.38
Delay in treatment leading to more complications 376 36.54 251 36.75 125 36.13
Infection after treatment leading to more complications 290 28.18 200 29.28 90 26.01
Problems during an operation (e.g. wrong body part operated on, objects left in the body, equipment 271 26.34 157 22.99 114 32.95
failure)
Inappropriate treatment (e.g. given treatment that would not be recommended for the diagnosis) 215 20.89 141 20.64 74 21.39
Inadequate care post treatment 210 20.41 132 19.33 78 22.54
Given the wrong drug/incorrect dose leading to serious consequences 172 16.72 112 16.40 60 17.34
Not provided necessary information to give informed consent 99 9.62 61 8.93 38 10.98
Pregnancy and birth injuries 61 5.93 42 6.15 19 5.49
What was the impact of the incident on health (physical and/or mental) on the person who was harmed?
Death (in the case of an immediate family member) 61 5.90 61 8.90 0 0
Insignificant 65 6.30 65 9.50 0 0
Short-term major health impact 220 21.40 220 32.20 0 0
Short-term minor health impact 337 32.80 337 49.30 0 0
Long-term major health impact 161 15.60 0 0 161 46.50
Long-term minor health impact 185 18.00 0 0 185 53.50
What was the impact of the incident on work on the person who was harmed? Tick all that apply
Had to move to a less demanding job 233 19.08 154 22.55 79 22.83
Had to retire/unable to work 226 18.51 119 17.42 107 30.92
Had to take time off work 480 39.31 335 49.05 145 41.91
No effect 84 6.88 68 9.96 16 4.62
Not relevant (due to being retired, not of working age or not working at the time) 198 16.22 113 16.54 85 24.57

GP general practitioner

I\ Adis
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were totally or partially satisfied with it. Similarly, most
people (84%) were totally or partially satisfied with the
outcome of the investigation that was carried out. After the
PSI, half of the sample (52.4%) made a complaint. One-
third of the sample were not satisfied with the outcome of
the complaint. Half the sample decided against making a
legal claim, but 22% made a legal claim and 16% are yet
to make a legal claim. The main reasons why respondents
decided against making a legal claim were the unwillingness
to pursue a legal claim against the NHS or that they did not
want NHS funds to be used in this way. The main reasons
for making a claim for compensation were because the PSI
had ‘too much of an impact’ (16%) and to hold the NHS to
account (14%). When respondents were asked what the NHS
could have done to prevent them from making a claim for
compensation, 17% stated an apology and explanation from
those responsible for the PSI, 17% stated that the NHS could
have taken appropriate measures to prevent this type of PSI
from happening again, 16% mentioned that the NHS could
have been more upfront and honest about what happened,
16% stated that the NHS could have held those responsible
for the PSI to account, 15% mentioned that the NHS could
have carried out a satisfactory investigation, and another
15% stated that the NHS could have provided support to
cope with the effects of the harm. It is worth noting that only
3% stated that nothing could have been done. More details
on the harm experienced and the aftermath can be found in
ESM Table S8.

3.5 Participants’ Understanding of the DCE Tasks

The majority of participants found the survey easy to
understand (90%) and answer (86%). All participants
completed two practice questions and provided a rationale
behind their decision to claim or not. Unsurprisingly, the two
main reasons why people chose to claim were to receive an
apology or compensation and to hold the NHS to account.
Some reasons why people chose not to claim were length
of the claims period, the hassle of making a claim, and not
wanting to use NHS funds in this way. The median time
taken to complete the survey was 9.78 [6.35] min and is
broadly similar in the low and severe impact routes.
Thirty-three percent of the sample displayed ‘non-trading’
behaviour, thereby always choosing to make a claim (19%)
or always choosing not to make a claim (14%) in all of the
eight DCE tasks presented to them (Table 3). The reasons
provided by the participants about why they always chose to
make a claim in the DCE tasks were because they believed
that the NHS had ‘let them down’ leaving them with life-
changing complications (in some cases death of immediate
family members) and thus they felt it was justified to receive
compensation to deal with the consequences of the harm

experienced. The reasons provided by the participants about
why they never chose to make a claim in the DCE tasks was
because they did not want NHS funds to be used in this way
and because the respondents had ‘forgiven the NHS’.

3.6 Modelled Preferences

Low impact route (Fig. 2 and ESM Table S4): Modelled
mixed logit results show that participants are less likely to
claim if an appropriate apology and explanation is given, or
if an investigation was carried out and they were satisfied/
not satisfied that the NHS had taken appropriate measures
to prevent this PSI from happening again. Respondents are
more likely to claim if they can hold those responsible to
account, if the compensation amount is larger; if there is a
high chance of receiving compensation; if the process is easy
and straightforward; if they do not know how likely they
are to get compensation; if the time to receive a decision
is 1 year; and if they used the government compensation
scheme, all compared with the base level. The constant is
negative and significant, suggesting that overall respondents
are choosing not to claim.

Severe impact route (Fig. 3 and ESM Table S5): Attrib-
utes that decrease the likelihood of making a claim are
receiving an apology or explanation, carrying out an investi-
gation, and the NHS taking appropriate measures to prevent
a similar PSI from happening again. The factors that increase
the likelihood of making a claim are if they can hold those
responsible to account; if the process is easy and straightfor-
ward; if there is a high chance of receiving compensation;
if the compensation amount is higher; if the time to receive
a decision is 6 or 3 years; and if they used the government
compensation scheme, all compared with the base level. The
constant is negative and significant, suggesting that overall
respondents are choosing not to claim.

3.7 Probability of Making a Claim Under Different
Scenarios

Table 4 presents the results of the scenario analyses con-
ducted using logistic regression model results (ESM
Table S3). There is a base case for each of the low impact
and severe impact routes representing the most pessimistic
or worst levels of the attributes from the point of view of the
participants (see Table 4 for actual levels). If we assume that
the base-case scenario reflects the current scheme available
to a person who was harmed under the low impact route,
scenario A shows that by providing an appropriate apol-
ogy and carrying out a satisfactory investigation, the pre-
dicted probability to claim decreases by 22.14 percentage
points from a baseline probability of 43.33%; scenario B
shows that by making changes to the scheme like making the

A\ Adis
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Table3 Validity of the DCE Full sample Low impact Severe impact

task route route

n % n % n %

How easy did you find the questions asking whether you would make a claim for compensation against
the NHS to understand

Very easy to understand 487 4730 304 4450 183 52.90
Fairly easy to understand 430 41.80 295 4320 135 39.00
Neither difficult nor easy to understand 86 8.40 67 9.80 19 5.50
Quite difficult to understand 20 1.90 15 2.20 5 1.40
Very difficult to understand 6 0.60 2 0.30 4 1.20

How easy did you find the questions asking whether you would make a claim for compensation against
the NHS to answer

Fairly easy to answer 440 4280 286 4190 154 44.50
Very easy to answer 439 4270 285 4170 154 44.50
Neither difficult nor easy to answer 108  10.50 87 1270 21 6.10
Quite difficult to answer 37 3.60 23 3.40 14 4.00
Very difficult to answer 5 0.50 2 0.30 3 0.90

DCE task ‘non-trading’ decision making

Number of people that would make a claim in all eight 191 1856 116 1127 75 7.29
DCE questions regardless of the scenario

Number of people that would not make a claim in all 144 1399 88 8.55 56 5.44
eight DCE questions regardless of the scenario

Time to complete the survey, in minutes [median (IQR)] 9.78 (6.35) 9.18 (6.38) 10.78 (6.12)

DCE discrete choice experiment. NHS National Health Service, IQR interquartile range
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|
|
|
|
|
|
Compensation £5000 : 0.57
I
|
|
|
]
1

T T T T T
-2.00 -1.00 0.00 1.00 2.00 3.00
Coefficient size

Fig.2 Low impact route mixed logit model results

I\ Adis



Exploring the Factors that Drive Clinical Negligence Claims

Fig.3 Severe impact route Did not receive apology BT i
mixed logit model results Received apology =1 = & |
Not investigated & no prevention :3 20
Investigated & no prevention 2.09 -
Investigated & prevention - —— |
Not accountable : 0.72
Hold to account :—0_
Complicated and a hassle ! 114
Easy and straightforward : ———
Time - 10 years ! 0.97
Time - 6'years ! ' 2.14
Time - 3 years : — e —
Chance - low ! 0.59
Chance - do not know - d—o— 253
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Compensation £100000 I 043
Compensation £250000 —+—=5=,
Compensation £500000 - == o;
Compensation £1 million | ————
|
Legal scheme 1 0.81
Government scheme -, s j—e—— !
-4.00 -2.00 0.00 2.00 4.00

application process easy, the length of process of 1 year and
via a government compensation scheme would increase the
predicted probability to claim by 14.49 percentage points;
however, if the same changes to the scheme are made and
the NHS apologises to the patient and carries out a satisfac-
tory investigation (scenario C) then the predicted probability
of claiming decreases by 10.79 percentage points. Further
scenarios are presented in Table 4.

3.8 Further Exploration of Preference
Heterogeneity

3.8.1 Low Impact Route

Latent class analysis (LCA) identified three groups of
respondents who have distinct preferences for their will-
ingness to make a claim in the low impact route (Fig. 4,
Table 5, and ESM Table S6). A model with three classes was
preferred to a two-class model based on the goodness-of-fit
(BIC/CAIC) scores, while a model with four classes failed to
converge. Group one (16% of the sample) were less likely to
make a claim and these respondents did not have strong pref-
erences for the attributes presented to them. Qualitative data
collected as free text in the online DCE survey showed that
such respondents were not willing to make a claim because
they did not want to take money from the NHS, among other
things. Group two (23.5%) were more likely to make a claim,
and the attributes that significantly influenced their decision
were not receiving an apology, and receiving £100,000 (rela-
tive to £5000) in compensation. Respondents in class three
(60.5%) took into account all the attributes presented to them
when deciding whether to make a claim, and this group of
respondents were therefore the most likely to be influenced

Coefficient size

by any changes to the claims process and the NHS response
to the PSI. The parameters for the compensation attribute
were linear only in class three, which means that we can
estimate WTA values for this class (see Sect. 3.9) but not
for the other classes.

The sociodemographic characteristics used in the class
membership function showed the types of respondents who
were likely to be in class 2 and 3 compared with class 1.
Respondents in class 2 were more likely to be male and
have already made a claim or are planning to make a claim
for their own PSI. Respondents in class 3 were less likely to
be older adults.

3.8.2 Severe Impact Route

LCA identified two groups of respondents who have dis-
tinct preferences for their willingness to make a claim in the
severe impact route (Fig. 5, Table 5, and ESM Table S6).
Respondents in class one (30.2%) were less likely to make
a claim; However, the attribute levels that would signifi-
cantly influence them to make a claim were having a high
chance of success in receiving compensation (relative
to low chance), and having a shorter (3 years relative to
10 years) time to decision. Group two (69.8%) were more
likely to make a claim. The attribute levels that significantly
increased their decision to make a claim were having an easy
and straightforward claims process (relative to complicated
and a hassle), having a high chance of success in receiving
compensation (relative to low chance), having a shorter (3 or
6 years relative to 10 years) time to decision, applying under
a government scheme (compared with a legal scheme), and
receiving £1 million (relative to £100,000) in compensation.
They were less likely to make a claim if they received an
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Table 4 Predicted probability to claim under different scenarios

Attributes Low impact route Severe impact route
Base-case Scenario Scenario B: Scenario C: Scenario Base-case Scenario Scenario F: Scenario G: Scenario
scenario where  A: lowest changes to the  changes to the  D: highest scenario (where E: lowest changes to the  changes to the  H: highest
attributes are probability to  application application probability to  attributes are probability to  application application probability to
set to worst claim process process and claim set to worst claim scenario  process process and claim scenario
level improve NHS level) improve NHS
response response
Apology No Yes No Yes No No Yes No Yes No
Investigation No Yes No Yes No No Yes No Yes No
and
prevention
Hold to account No No No No Yes No No No No Yes
Ease of Difficult Difficult Easy Easy Easy Difficult Difficult Easy Easy Easy
application
process
Length of 5 years 5 years 1 year 1 year 1 year 10 years 10 years 3 years 3 years 3 years
process
Chance of Low Low Low Low High Low Low Low Low High
compensation
Amount of £5000 £5000 £5000 £5000 £100,000 £100,000 £100,000 £100,000 £100,000 £1 million
compensation
Scheme Legal Legal Government Government Government Legal Legal Government Government Government
Predicted 43.33% 21.19% 57.82% 32.54% 84.97% 38.05% 21.60% 64.19% 44.57% 85.29%
probability of  (SE 3.03) (SE 2.05) (SE 2.81) (SE 2.57) (SE 1.78) (SE 3.82) (SE2.92) (SE 3.79) (SE 4.02) (SE 2.45)
choosing to
claim
Percentage —22.14 14.49 -10.79 41.64 —16.45 26.14 6.52 47.24
points change
from base-

case scenario

NHS National Health Service, SE standard error

‘|e 1o eia)2seWeDIM ‘N
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Fig.4 Low impact route latent
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apology and the NHS investigated and put steps in place to
prevent such PSIs from happening again. Respondent char-
acteristics (sex, age, ethnicity, employment, PSI impact, and
NHS satisfaction) used in the class membership function
were not statistically significant.

To examine the robustness of the results mentioned
above, a task non-attendance class was added to the latent
class model by constraining preference weights for all
attributes in that class to zero. This model converged for the
severe impact route but not for the low impact route. The
probability of belonging to the task non-attendance class
was 17.3%. When the results of the two- and three-class
models are compared, the general direction of preferences
remain the same, albeit with wider confidence intervals for

Coefficient size

some attributes in the three-class model (Fig. 5 and ESM
Table S7).

3.9 Willingness to Accept Compensation

The WTA estimates derived from the latent class model for
the low impact route class 3 and mixed logit models are
presented in Fig. 6 and ESM Fig. S1. All attributes except
for decision time of 3 years were statistically significant.
Positive WTA was found for the attribute level changes
of receiving an apology, investigating, and preventing or
not preventing, while negative WTA values were found
for holding those responsible to account, if there is a high
chance of receiving compensation; if the process is easy
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Table 5 Results of the latent class membership model

Attribute levels

Low impact route with class membership

Severe impact route with class

membership

Class 1

Class 2

Class 3

Class 1

Class 2

Constant

Did not receive apology
Received apology

Not investigated and no prevention
Investigated and no prevention
Investigated and prevention

Not accountable

Hold to account

Complicated and a hassle

Easy and straightforward

Time to decision = 5 years

Time to decision = 3 years

Time to decision = 1 year
Chance = low

Chance = do not know

Chance = high

Compensation amount = £5000
Amount = £10,000

Amount = £25,000

Amount = £100,000

Legal scheme

Government compensation scheme
Time to decision = 10 years
Time to decision = 6 years

Time to decision = 3 years
Compensation amount = £100,000
Amount = £250,000

Amount = £500,000

Amount = £1 million

Class membership

Constant

Male (ref: female)

Age 60+ years (ref. 18—59 years)

Made a claim/yet to claim (ref: not
claimed)

Ethnicity—White (ref: BAME)

Age 40+ years (ref: 18-39 years)

Employed (ref: not employed)

Long-term major impact (ref: long-
term minor impact)

Dissatisfied with NHS (ref: satisfied
with NHS)

Observations
Log-likelihood
BIC

— 6.508*** (1.738)
Reference
0.192 (0.705)
Reference
—1.240 (0.741)
— 1.283 (0.699)
Reference
0.655 (0.609)
Reference
2.102%* (0.994)
Reference
1.262 (0.913)
1.750 (1.019)
Reference
0.606 (0.778)
1.169 (0.804)
Reference
—0.497 (0.895)
1.458 (0.871)
0.027 (0.850)
Reference
—0.625 (0.707)

Reference class

10,880
—2822.16
6109.05

2.737*%** (0.769)

— 1.356%* (0.469)

—0.226 (0.571)
—0.949 (0.505)

0.442 (0.461)

0.734 (0.490)

0.708 (0.548)
0.421 (0.524)

0.022 (0.499)
0.376 (0.540)

0.979 (0.589)
0.381 (0.482)
2.943%% (1.143)

0.223 (0.398)

— 1.144%*%* (0.324)
1.056*** (0.296)
—0.067 (0.412)
2.049%** (0.325)

— 0.647%%* (0.153)

— 0.637*%%* (0.081)

— 0.268%* (0.098)
— 1.095%*% (0.098)

0.284**%* (0.079)

0.271#%%* (0.080)

0.046 (0.096)
0.461*%%* (0.098)

0.441#%% (0.094)
1.087#** (0.103)

0.384#%% (0.113)
0.769%%%* (0.113)
1.058*** (0.116)

0.194%* (0.080)

1.319%** (0.187)
0.212 (0.237)
—0.952%* (0.327)
0.148 (0.270)

— 3.454%%* (0.539) 0.680* (0.292)

—0.432(0.248)

0.196 (0.304)
—0.337 (0.328)

— 0.080 (0.245)

0.321 (0.250)

0.011 (0.321)
0.830%* (0.322)

0.419 (0.247)
Reference

0.631 (0.384)
1.900%** (0.375)
Reference

0.181 (0.354)
0.300 (0.337)
0.434 (0.339)

—1.277* (0.580)
—0.230 (0.293)

0.839 (0.539)
0.229 (0.295)
- 0.289 (0.303)
0.137 (0.282)

- 0.015 (0.295)

4352
—1076.93
2447.10

— 0.497%%% (0.151)

—0.227 (0.205)
— 1.188%** (0.189)

0.269 (0.155)

0.612#%* (0.153)

0.344* (0.168)
0.919*** (0.196)

0.196 (0.151)

0.613** (0.187)
0.719%** (0.183)

0.226 (0.211)
0.037 (0.198)
0.648%* (0.220)

Reference class

BAME Black, Asian and Minority Ethnic, NHS National Health Service, BIC Bayesian Information Criterion

#5% p < 0,01, #* p < 0.05, % p < 0.1
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and straightforward; if they do not know how likely they
are to get compensation; if the time to receive a decision
is 1 year; and if they used the government compensation

Willingness to accept in thousands of pounds - low impact route

scheme. WTA values from the LCA and mixed logit models
are similar and not significantly different.
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Table 6 Concordance between predicted choice and respondent actual choice to claim

Attributes Low impact: Low impact: optimistic Severe impact: Severe impact:
pessimistic claim claim process scenario  pessimistic claim optimistic claim
process scenario process scenario process scenario

Apology Actual data Actual data Actual data Actual data

Actual data
Assumption: no

Investigation and prevention
Hold to account

Ease of application process Assumption: difficult
Length of process Assumption: 5 years
Chance of compensation Assumption: low
Assumption: £5000
Legal

63.10%

Amount of compensation
Scheme

Percentage that correctly predict
respondents’ actual decision to make a
claim or not

Actual data
Assumption: yes
Assumption: easy
Assumption: 1 year
Assumption: high
Assumption: £100,000
Legal

36.90%

Actual data
Assumption: yes

Actual data
Assumption: no
Assumption: difficult Assumption: easy
Assumption: 10 years Assumption: 3 years
Assumption: low
Assumption: £100,000
Legal

58.67%

Assumption: high
Assumption: £1 million
Legal

41.33%

3.10 External Validity

Table 6 presents the results of the external validity analyses.
For the low impact route, the model correctly predicted the
actual decision to claim of 63.10% of respondents under the
pessimistic assumptions (claims process is cumbersome and
lengthy) and 36.90% of respondents under the optimistic
assumptions (claims process is streamlined and patient-
centric). For the severe impact route, the model correctly
predicted the actual decision of 58.67% of respondents
under the pessimistic assumptions and 41.33% of
respondents under the optimistic assumptions. In general,
the model predictions were more accurate when pessimistic
assumptions (claims process is cumbersome and lengthy)
were made about the missing attribute data.

4 Discussion

This paper has presented the results from an online DCE
survey that elicited stated preferences from 1029 people in
the UK with experience of a PSI to indicate the relative
importance of different factors on the choice to make a claim
for compensation. For both the low and severe impact routes,
the probability of choosing to make a claim is significantly
reduced by receiving an appropriate apology and explana-
tion, having an investigation carried out and being satisfied
that appropriate measures were taken to prevent this type
of PSI from happening again. The probability of making
a claim is significantly increased if there is a high chance
of receiving compensation, and if the process is easy and
straightforward. Respondents are more likely to claim under
the government compensation scheme compared with the
legal route, while participants are more likely to claim if
the time to receive a decision is the lowest, i.e. 1 year for
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PSI with a low impact and 3 or 6 years for PSI with a severe
impact. In the low and severe impact routes, the likelihood
of making a claim increases if the compensation amount is
larger. The likelihood of claiming increased even if respond-
ents did not know how likely they are to get compensation.
We think this is because of optimism bias and because the
base level is ‘low chance’ of compensation.

The results of the current research and the previous
study eliciting preferences of the general population around
the factors to choose whether to make a financial claim
against the health service as a result of a PSI [3] are broadly
similar. In both studies, receiving an appropriate apology
and explanation, and having an investigation carried out and
being satisfied appropriate measures were taken to prevent
this type of PSI from happening again, significantly reduced
the probability of choosing to make a claim, whereas having
a claims process that was easy and straightforward, and
if there was a high chance of compensation significantly
increased the probability of choosing to make a claim. It is
reassuring that the findings from both surveys are consistent,
which provides more confidence in their use to inform
policy.

These DCE results imply that the actions taken by the
health service in the aftermath of a PSI, and people’s
attitudes about making a claim, have the ability to influence
whether a claim is made or not. Specifically, the scenario
analysis clearly shows the importance of the health service
apology to the patient and carrying out a satisfactory
investigation. However, the exact numbers from the scenario
analyses should be treated with caution since these are
estimates based on stated preferences to a hypothetical
survey. The numbers should not be taken at face value
but rather should be interpreted as indicative of the extent
to which probabilities increase or decrease for different
hypothetical cases in comparison with the base case.
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Latent class models assessing preference heterogeneity
identified groups of participants with distinct preference for
their willingness to make a claim for compensation. In the
low impact route, men are more likely to make a claim and
those who have already made a claim are also more likely to
claim. In the severe impact route, respondent characteristics
did not significantly predict class membership. Even though
we identified two classes, i.e. a pro-compensation class and a
compensation-averse class, we are unable to predict the type
of respondents who are likely to belong to these classes. This
poses a substantial obstacle for policymakers, as they cannot
effectively target policy interventions without understanding
the characteristics of each group.

The percentage of people who stated that they have
already made a claim in this survey is 22% and another
16% are yet to make a claim. These figures are higher
compared with the percentage of claimants observed in
previous surveys. Gray et al. analysed data from two UK
general population surveys in 2001 (n = 8202) and 2013
(n = 19,746) and found that the proportion who pursued
a legal claim for compensation was 10.5% and 11%,
respectively [6]. The reasons for this difference could be
because the study by Gray et al. was conducted almost a
decade ago, therefore perhaps trends in making a claim
have increased over the years, or because people who have
claimed are self-selecting to complete the DCE as they
wanted a platform to describe their experience of the PSI.
Exploratory analyses also revealed that people who have
made a claim or are yet to make a claim in real life were
also more likely to claim in the DCE compared with those
who have not made a claim. This is not surprising as they
have given more thought to the issue of making a claim for
financial compensation.

The strengths of this study include eliciting preferences
from a sample who has experienced a PSI, as well as rigorous
pretesting, pilot testing, and conducting internal and external
validity checks. Since making a claim for compensation
is not an activity that members of the general public are
routinely used to doing, this study adds to the literature by
assessing the preferences of those with lived experience.
Respondents answered the DCE tasks based on their own
experience of harm or that of an immediate family member.
During pretesting, participants were keen on framing the
DCE context around the participant’s own experience of
unintended harm. We had to explain to participants that
while the PSI they were thinking about was their own, the
factors that were presented to them in the DCE questions
were not reflective of reality but were hypothetical. To
ensure that participants understood the tasks, we produced
an instructional video. We used free text in the pilot survey
where participants provided a brief justification for their
decision to claim or not. Analysis of these justifications

and data from an additional free-text box in the main DCE
provided strong indications that participants understood the
tasks. Nevertheless, robustness analyses (LCA with task
non-attendance) showed that a small group of participants
were more likely to opt in to seek compensation regardless
of the DCE scenarios presented, due to a belief that they
were owed compensation for their own real-life experiences.
This bias is analogous to the pro-treatment bias observed in
the DCE literature [18].

Study limitations include participants self-selecting
as having experienced harm (to themselves or to their
immediate family). We could not objectively verify whether
the respondents fully met the inclusion criteria. While
care was taken to provide definitions of harm to screen
participants to ensure those participating were indeed those
who had experienced harm, there is always a possibility
that some may not be providing accurate responses to the
screening question. Given this mode of recruitment and
the difficulty of recruiting this niche sample, it was not
possible to have quotas to ensure an equal representation
of the severity of PSIs experienced. However, we managed
to recruit 346 participants to the PSI in the severe impact
route, which was an adequate size to estimate the regression
models. We intended to assess data quality of the online
sample by comparing the responses of those recruited from
a specialised charity, however due to low recruitment from
the charity, despite our best efforts, this was not possible.
Moreover, the majority of participants in this sample were
employed, educated and under the age of 40 years, which
may not be reflective of the whole sample of people who
have experienced a PSI. Ideally, we would have liked to
have recruited to quotas to obtain a more balanced sample,
however due to the difficulty in recruiting these patients,
quota restrictions were not imposed. The recruitment of the
sample using an existing online panel during the coronavirus
disease 2019 (COVID-19) pandemic, which faces the
criticism that the sample would not include the computer
illiterate or those without internet access, facilitated
the inclusion of participants who were shielding due to
COVID-19, a group that would have been missed using
other modes of administration. Furthermore, the attributes
included in this DCE came from a previously conducted
general population DCE survey, based on a literature review
containing recent qualitative studies assessing the reason
why patients decided to make a claim for clinical negligence.
Redeveloping the attributes with input from those directly
affected by PSIs could potentially yield a slightly modified
set of attributes. Moreover, the survey does not include
reference to eligibility to make a claim, yet, in practice, the
claimant does not determine their own eligibility. Therefore,
although the participant may express that they would choose
to make a claim for compensation, this does not mean that
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this would result in a claim being made since they may not
be eligible to do so. Finally, results of the external validity
should be interpreted with caution as the predictive accuracy
is heavily contingent on the assumptions we made. Previous
studies have used methods such as correcting the scale or
correcting the market shares to adjust for hypothetical
bias [19], but since we did not have a full set of revealed
preference data, further analyses were not explored. Future
research priorities could include collecting more complete
data on revealed preferences to confirm the external validity
of the developed models.

This study identified the preferences of people who
have experienced a PSI to make a financial claim for
compensation. The results of the DCE provide a robust
understanding on the motivations to seek financial
compensation. These findings could be used by decision
makers to inform broader policy decisions, including
changes to the existing systems in place to improve patient
experience after a PSIL.

Supplementary Information The online version contains supplemen-
tary material available at https://doi.org/10.1007/s40271-024-00674-x.
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