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Primary Care Brief – Service Concerns 
Q4 2018/19 

 
Executive Summary 
This report provides a summary of all service concerns reported to the CCG Quality Team 
during Q4 2018/19 and a highlight of the top three concerns recorded for this period. Data 
for the full year 2018/19 shows an increase in reporting of 65% compared to year end 
2017/18 
 
This report provides the headline analysis of issues reported and actions taken.  
 

1. Summary of reported concerns  
 92 concerns were raised in Q4, with the majority of concerns raised against 

Worcestershire Acute Hospitals NHS Trust (WAHT).  
2. Number of concerns reported 
 

 

3. Q4 Themes 

Reported by 
Year End 
Total 
2017/18 

Year End 
Total 

2018/19 

2018/19 
Q1 Q2 Q3 Q4 

RBCCG  86 122 18 39 16 44 
SWCCG  42 58 13 9 18 18 
WFCCG  39 78 16 7 25 30 
All 3 CCGs 2      
Out of Area 1      

Total 170 258 47 55 59 92 
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Top 3 Service Concern Themes Q4 

Discharge Summary / Poor Documentation 
An increase in the reporting of poor discharge summaries was evidenced in Q4 with no specific 
trend for a particular Ward or Department and a variety of reasons noted, for example:  
 poor content,  
 lack of content,  
 received late,  
 not received,  
 medication queries,  
 information governance (wrong patient/RIP),  
 ineligible handwriting. 

Action by the CCG: The theme of ‘poor discharge summaries’ has been discussed at Contract 
Working Group and have been raised at the WAHT Clinical Quality Review (CQR) meeting. A 
detailed report was then escalated to WAHT Chief Medical Officer who has committed to 
address the concerns with Divisional Medical Directors and report back to the CCG Chief Nursing 
Officer (CCG CNO).  
 
Delay in clinic letters 
The trend in reported clinic letter delays prompted a review by the Trust which highlighted a 
problem with the WAHT Bluespier System. No specific trends for particular teams or 
departments have been noted and delays refer to a wide range of clinics. 
Action by CCG: Progress with addressing an identified backlog is being monitored via CQR and 
the WAHT Quality Governance Committee. CCG CNO has shared a summary of the service 
concerns received with the Trust Chief Medical Officer for his thoughts and suggestions on how 
improvements can be achieved in these areas. An updated recovery plan to rectify delays is 
expected at the next QGC meeting, but in the mean-time GPs are requested to continue to raise 
delayed clinic letters as service concerns.  
 
Failure to follow up/Failure to act on test results/Failure to complete requested procedure 
These concern categories are reported separately but the details raised are similar and could be 
grouped as one. Reporting in these areas increased this quarter and were predominantly 
reported against WAHT. There was no specific trend for a particular department or ward but 
many concerns related to requests for GPs to view or act on test results that had been ordered 
by a WAHT clinician and for GPs to onward refer. No patients were reported to have come to 
any harm as a result of any examples reported.  
Action by CCG: These examples were also highlighted by Commissioners at WAHT CQR meeting 
this month and have been escalated to the Trust CMO for a response. The CMO had previously 
written to all WAHT clinicians to remind them that they should review all requested diagnostics 
and a Policy reiterating this position has been approved and implemented.  
 
Service concerns reported and identified as unreported Sis 
There have been no service concerns reported in this quarter that have been escalated for 
review and subsequently reported as a Serious Incident. 
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Reminder of Reporting Process. 
The Service Concerns process, reported via the Datix system, is used by the CCG Quality Team 
to gather intelligence on single events of concern or trends of any emerging issues for 
commissioned providers. The system was established following learning identified from the Mid 
Staffordshire Enquiry, where local intelligence and feedback from primary care could have 
identified the extent of concerning practice sooner. Information reported through this process 
is used to inform commissioning and provider initiatives that make measurable improvements 
in the quality and safety of care.  
 
The Quality Team review Datix notifications on a daily basis. All notifications are logged and the 
details reviewed against serious incident and safeguarding thresholds:  

1. Where a trend becomes apparent the Quality Team will contact the provider directly and 
agree rectification, through appropriate Clinical Quality Review Meetings. 

2. Where there has been a known impact on patient care the Quality Team will contact the 
Provider to request that they investigate. This may require the Provider to contact the 
GP Practice Directly for any further information. 

3. If the Service Concern content is assessed as meeting the criteria of a reportable Serious 
Incident or safeguarding concern the Quality Team will follow up directly with provider, 
ensuring that a robust investigation is undertaken and action to mitigate any identified 
gaps in care are agreed. 
 

Currently the DATIX System does not generate an automated response to reporters. Due to the 
number of concerns received from 66 GP Practices and the level of resource available to support 
the Service Concern system, it is not possible to acknowledge every reported concern and so 
Practices will only be directly contacted if the concern falls under categories 2 or 3 listed above. 
 
GP Practices are encouraged to actively contact the provider prior to reporting Service Concerns 
to the CCG so as not to delay any required response to ensure patient safety.  
 
 
 
 
 


