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1. About the National Deaf Children’s Society 
The National Deaf Children’s Society (NDCS) is the national charity dedicated to creating a world without barriers for deaf children and young people. We represent the interests and campaign for the rights of all deaf children and young people from birth until they reach independence. There are over 45,000 deaf children in the UK and three more are born every day. 

By deaf, we mean anyone with a permanent or temporary hearing loss. This could be a mild, moderate, severe or profound hearing loss. The term deaf does not presuppose the use of any one communication method and could refer to children who communicate orally or through sign language. We also include children who have a hearing loss in just one ear. 

2. Introduction

NDCS welcomes the opportunity to respond to the Clinical Negligence Scheme for Trusts consultation and are happy to be involved in further discussions of this nature with the NHS Litigation Authority and other related bodies.

Due to the specialised nature of our work we have limited our response to the areas of the consultation where we have sector leading expertise; namely paediatric audiology, and the inspection, quality assurance and monitoring of these services within England.

Throughout our submission, we highlight the importance of quality assurance in audiology services as a predictor of risk, a driver of service safety and improvement, and as a result, a factor in reducing negligence claims.  
3. Response
The following sections address questions 1, 10 and 15, of the consultation where we feel we have relevant experience.
3.1 The impact of poor audiology services on deaf children and the cost of negligence
The Newborn Hearing Screening Programme (NHSP) celebrates the 10 year anniversary of its roll out across England this month. The screening programme has been ground-breaking in its impact on the lives of deaf children and their families. 
Before the NHSP, more than half of children born deaf were not identified as deaf until they were 18 months whilst a quarter had not been identified until they were 3 and a half.  Now, the time that it takes for children to be screened, diagnosed and referred on to early intervention services is 100 days. 
Research has shown that an undiagnosed deaf child at age three will not know more than 25 words, compared to 700 in a hearing child of the same age. Effective language and communication skills lie at the heart of deaf children and young people’s social, emotional and intellectual development. Failure to identify deafness as early as possible puts deaf children’s developmental outcomes at risk.
Late or mis-diagnosis of deafness can have profound and lasting effects on the development of deaf children. As a result, negligence claims for mis-diagnosis or delayed treatment can be high, despite this being a relatively unrisky specialism from a clinical perspective. 
We are aware of two cases in the last 5 years where significant sums of money were paid to families. Specifically, a £3.2million claim for a late diagnosis of moderate deafness (at 18 months of age) after the child was missed during newborn hearing screening, and in Ireland, a teenager was awarded €300,000 for late diagnosis of profound deafness at the age of three years. As a result of Freedom of Information requests, we know there have been at least five other claims negligence claims since 2010. However, due to the small numbers of children involved, NHS Trusts were unable to provide us with any further details.
3.2 The increasing risk of negligence claims in paediatric audiology

Until 2013, hospitals operating the NHSP were inspected every 18 months under the NHSP Quality Assessment programme (NHSP QA) to check that they were performing well against the quality standards and that they were achieving expected outcomes for patients.
However, in 2012 the NHSP QA was replaced as a mandatory programme, by the non-mandatory Improving Quality in Physiological and diagnostic Services (IQIPS) accreditation scheme. 
The introduction of this new scheme, run by the UK Accreditation Service (UKAS) and the Royal College of Physicians (RCP), means that non-accredited paediatric audiology services are no longer inspected at all and those that want to prove the quality of their service must pay thousands of pounds to gain and maintain accreditation
. 
Although the CQC has a remit to inspect and improve hospitals, they unsurprisingly focus on acute and critical care, and underperforming hospitals where concerns about safety are likely to have the biggest negative impact on patients. It is unfeasible that the CQC could ever inspect paediatric audiology services in the detail needed to impact the risk of negligence claims.


It is too early to know whether negligence claims have risen since the ending of regular inspections. However, considering that 87% of paediatric audiology services are no longer subject to an in-depth, specialist and independent inspection, there is an obvious risk that negligence claims against unaccredited services will increase in the future. 
For many services, struggling to keep pace with demand in an era of increasing austerity, the temptation may be to divert resources away from paediatric audiology as an area that is not independently audited, in favour of one that is.
Conversely, services which are already IQIPS accredited are likely to be of far higher quality as they represent the leading edge in their field. Only services that are confident that they run a safe and high quality service are likely to apply for accreditation when there are so few incentives (and many disincentives) to do so. At the time of writing, only 18 out of 134 paediatric audiology services are IQIPS accredited.

The risk factors used to determine contributions (below) may be good indicators of risk.
· Risk based on staffing size and activity levels.
· Claims experience over 5 years.
· Known outstanding claims.
However, an assessment of risk related to the quality and outcomes of trusts is not mentioned. There are a number of independent assessments of quality in the health sector which could also be factored into an assessment of risk. 
Taking into account CQC reports and CQC endorsed accreditation schemes, such as IQIPS, might allow for a more nuanced assessment of risk. This would have an added benefit in that it would incentivise future investment in safety measures.
This assessment of risk would also allow any positive action taken by a Trust to improve its claims risk to be realised in reduced contributions much quicker than is currently the case.

As mentioned above, the CQC endorsed IQIPS scheme, could be used to better predict risk in audiology services and to incentivise Trusts to focus on safety measures to reduce harm leading to claims. However, gaining this accreditation is not currently very attractive to trusts for a number of reasons.

In summer 2015 we interviewed the majority of IQIPS accredited services to find out what the benefits of IQIPS accreditation might be for services and what the perceived barriers were
. One of the most often cited benefits for services of becoming accredited was being able to prove the quality of the service to those outside the department. Having a nationally recognised accreditation allows the public and commissioners to be sure that services are consistent and that they meet set quality standards. 
Although we have heard anecdotally that insurance premiums may be reduced for Trusts that are part of CQC approved schemes, none of the services we spoke to knew this to be the case. In an environment where hospitals have the choice of different insurance providers, the CNST could mark itself out by offering reduced premiums to Trusts that have IQIPS accredited departments. 
As cost is a major barrier for audiology services in becoming accredited, anything that could help offset this cost, like reduced insurance premiums, could be a major incentive to improve safety measures and therefore reduce the likelihood of claims. Senior managers making the final budget decisions are often reluctant to release funds for IQIPS accreditation as the cost versus the benefit is often not clear. 
The opportunity to reduce the risk of negligence in paediatric audiology, via IQIPS accreditation, is currently not being realised. Giving trusts an incentive to prove they are minimising risk through accreditation would mean more services being inspected and where there are failings these would have to be addressed. This improvement in the processes and procedures followed by a department as a result of the accreditation process would reduce the likelihood of negligence claims against CNST members.
As the CNST has significant buying power within the market, it might be possible to strike a deal with UKAS, to reduce the cost of IQIPS accreditation or to provide additional support, such as webinars on best practice in how to become accredited, exclusively to CNST members.
We would welcome any support that the NHS Litigation Authority could provide to improve the uptake of IQIPS amongst its members and we’d be happy to discuss this further if desired. 
4. Summary of recommendations:
We feel that the quality, safety and outcomes of health services should have greater emphasis as an indicator of reduced negligence risk. We have some suggestions about how the NHS LA might be able to do this:
1. A more nuanced assessment of risk; including measures of quality using CQC reports and CQC endorsed accreditation schemes, such as IQIPS, that evidence quality and safety measures and mean a department is subject to external oversight by an independent expert.

2. The CNST could mark itself out as a unique insurance provider by:

a.  offering reduced insurance contributions to Trusts that have IQIPS accredited departments

b. using its significant buying power to strike a deal with UKAS to reduce the cost of accreditation or provide other support that will minimise the barriers services face in becoming accredited.

3. Joining with us in calling on the Department for Health to return to a situation when all paediatric audiology departments are inspected regularly by making IQIPS accreditation mandatory. 
Question 10: Can you suggest any data sources or indicators which may be a helpful predictor of claims risk?





Question 1: Do you agree with the three principles that currently determine CNST contributions? If not, what other principles do you think should apply?





Question 15: Should the NHS LA provide incentives under the CNST in order to fund safety initiatives? If so, can you suggest initiatives or actions which are evidenced to reduce the harm that leads to claims which should benefit from funding?











� We work with deaf children and young people aged 0-25 but our health focus is on paediatric audiology services and this is what we refer to when we say ‘health services’ or ‘audiology services’.


� Costs depend on the number of sites to be inspected and range from £4,000 + VAT for 3 sites - £20,000 +VAT for 14 sites, payable every four years. These are only external costs. No estimate has been made of the staff time or other resources needed to achieve accreditation.


� For further information see: � HYPERLINK "Lessons%20from%20IQIPS%20accredited%20paediatric%20audiology%20services%20(2015)" ��Lessons from IQIPS accredited paediatric audiology services (2015)� 10 out of 12 paediatric audiology departments which were accredited at that point were interviewed.
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