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The practical, ethical and legal reasons
why patients should not be transferred
between NHS trusts for phage therapy

Joshua D Jones1 , Pamela R Ferguson2

and Mehrunisha Suleman3

Abstract
Bacteriophages (phages) are naturally occurring viruses of bacteria that have a long history of use as antimicrobials, known

as phage therapy. The antibiotic resistance crisis has driven renewed interest in phage therapy, which has been used on an

unlicensed compassionate basis in various Western contexts. The option to use unlicensed medicines exists to allow clin-

icians to respond to genuine clinical needs arising in their own patients. However, in the UK some clinicians may, in the

absence of suitable patients of their own, seek to transfer patients from other NHS trusts into their own Trust. This art-

icle sets out why patient transfer is not necessary and the practical, ethical and legal reasons why patients should not be

transferred between NHS Trusts for phage therapy. Phage preparations should always be transported to the patient and

the patient treated in the Trust in which they would have received care in the absence of phage. We enclose suggested

best practice guidelines for adoption across the UK that will protect patient safety and safeguard clinicians and Trusts from

potential litigation.
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Background
Bacteriophages (phages) are naturally occurring viruses of
bacteria that infect bacteria in a species-, and sometimes
even strain-, specific manner. There are an estimated 1031

phages on the planet and more phages on/in you than
cells in your body.1,2 Discovered in the early 20th
century, phages can be used to treat bacterial infection,
known as phage therapy, in which phages infect and lyse
bacteria at the site of infection.3 Whereas traditional anti-
biotics are chemotherapeutic agents, phage are anti-
bacterial biological agents. Phage therapy has a long and
curious history, with the first report of its use dating back
to 1919.4 There followed widespread use in the ‘West’,
largely curtailed by the mass-production of antibiotics in
the 1940s. Meanwhile, phage therapy persisted in the
‘East’, notably Russia, Georgia and Poland.5 Phage
therapy can be delivered in either pre-formulated phage
cocktails, targeting a range of bacterial species, or a
patient’s bacterial isolate can be tested against a collection
of phages to generate a personalised phage cocktail.

Modern medicine relies on antibiotics to treat bacterial
infection. However, bacteria can become resistant to

antibiotics. A recent report estimated that globally 4.95
million deaths were associated with antibiotic resistance
in 2019 and it has been estimated that by 2050 antibiotic
resistance could kill 10 million people annually.6,7 The
spectre of antibiotic resistance has therefore driven interest
in alternative antibacterial strategies. Phage therapy repre-
sents a promising alternative antibacterial strategy which
enables the treatment of patients with antibiotic resistant
infections and there is evidence that some combinations
of phages and antibiotics can be synergistic.8,9 Phage
therapy is therefore currently experiencing a renaissance
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and there have been an increasing number of clinical appli-
cations throughout the ‘West’ among patients whose clin-
ical needs are not met by antibiotics, for example due to
antibiotic resistance.10,11 Phage therapy is not yet licensed

in Western nations and can currently only be used on a
unlicensed compassionate basis, generally as an adjunct
to antibiotics. Practically, a suspension of phage particles
is administered to the site of infection; this can be by any
route, for example topical, nebulised or intravenous.8 In
the UK, the first author has recently overseen the provision
of adjunctive topical anti-staphylococcal phage therapy to
10 diabetic foot infection patients at high risk of amputation
despite receiving appropriate antibiotics at hospitals in
Edinburgh and Glasgow (unpublished, 2022). Elsewhere,
two paediatric cystic fibrosis patients have been treated
with intravenous anti-mycobacterial phage therapy at
Great Ormond Street Hospital.12,13 These applications are
supported by promising and reassuring literature around
the safety and efficacy of phage therapy.8,11

In the UK, the use of unlicensed medicines exists for
when, in the opinion of the patient’s clinician(s), licensed
treatments are not meeting the patient’s clinical needs and
it is in the patient’s best interest to explore unlicensed
options. Patients for whom phage therapy may be appropri-
ate include those with: wholly antibiotic resistant infec-
tions; antibiotic susceptible but clinically recalcitrant
chronic infections; reasonably foreseen acute risk to life
or limb despite appropriate antibiotic treatment; other
patient-specific factors that preclude the use of appropriate
antibiotics (e.g. renal failure or allergy) or mean that further
medical intervention is preferred to surgery (e.g. high-risk
surgical candidate). This represents a sizeable number of
patients across the NHS. For example, there were 29,695
major or minor amputations for UK patients with diabetes
between the three years of 2017/8 and 2019/20.14

Although infection is not the only cause of diabetic foot
amputations it is a significant cause and many of these
patients may have had infections treatable by phage
therapy. Orthopaedic infections, particularly chronic pros-
thetic joint infections, may also benefit from phage
therapy. For example, the UK National Joint Registry
18th Annual Report shows that over the last 5 years there
have been 6804 hip and 7919 knee primary and secondary
revisions due to infection.15 As phage therapy becomes
more widespread in the UK, consideration needs to be
given to how it can be best delivered in a way that
centres on patients’ best interests. The NHS in the UK is
divided into ‘Trusts’, these are the organisational units of
the NHS and generally provide healthcare for defined geo-
graphical portions of the UK. The long-term vision in the
UK is a distributed model in which patients receive phage
in their own Trust, with most receiving off-the-shelf cock-
tails and personalised therapy for a minority provided
remotely by a national specialist centre. This will serve
the needs of patients equitably and stimulate the develop-
ment of uniform clinical practices. Crucially, the provision
for the use of unlicensed medicines exists to allow clini-
cians to respond to genuine clinical needs arising in their
own patients. However, some clinicians may, as illustrated

Table 1. Reasons why patients should not be transferred

between NHS trusts for phage therapy and best practice guidance

for preventing unjustified transfers.

Reasons why patients should not be transferred between NHS

Trusts for phage therapy

Clinical expertise There is no practical specialty-specific

clinical expertise required for the

administration of phage therapy, the

necessary clinical skills exist in all

Trusts.

Clinical microbiology

expertise

Clinical phage therapy requires specialist

clinical microbiology input in the form

of in vitro assays and the provision of

general advice to clinicians. This can be

undertaken remotely.

Availability of phage Phage is not readily available, but all

Trusts are equally able to source

phages if needed.

Governance All Trusts have appropriate policies and

governance mechanisms to enable the

use of unlicensed phage.

Patient safety There are inherent risks associated with

patient transport. It is inconceivable

that it would ever be in the best

interest of patients for them to be

moved to the source of phage rather

than couriering phage to the patient’s

own Trust.

Patient trust Unnecessary patient transfers could

suggest a Trust was exploiting

vulnerable patients for their own gain.

This would irreparably damage

broader patient trust in valuable

unlicensed medicines, including phage.

Legal action Unnecessary patient transfer carries legal

risks. Patient harm arising could

warrant medical negligence claims. A

criminal case for an unauthorised

clinical trial could be made against

Trusts ‘recruiting’ patients. A Trust

would breach its legal obligation under

the NHS Constitution if it were

offering patients from other Trusts the

‘choice’ to receive phage in their Trust.

Best practice guidance for preventing unjustified patient transfers

Patients should be treated in the Trust they would have been seen

in had phage not been available

Phage must always be transported to the patient, not the other

way around

As part of governance, it should be confirmed that the patient’s

home address lies within the remit of the treating Trust
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by the real-world example in Box 1, in the absence of suit-
able patients of their own, seek to transfer patients from
other NHS trusts into their own Trust. This article sets
out the practical, ethical and legal reasons why patients
should not be transferred between NHS Trusts for phage
therapy, summarised in Table 1.

Box 1. A real-world example of clinicians seeking
unjustified patient transfer for phage therapy.

Clinicians from a particular specialty in a Trust recognised the

potential value of phage from literature and conference

attendance. However, these clinicians had no clinical needs

arising from their own patients for which the use of unlicensed

phage might be appropriate. Nonetheless, wanting to gain

experience with phage to develop themselves as a ‘centre of

expertise’ in phage therapy for their specialty, the clinicians

attempted to identify potential patients from other Trusts.

Despite not having a source of phage, they claimed ‘expertise’

in phage therapy and responded to requests for help with

complex patients from other Trusts. Having identified a

potential patient in another Trust, the clinicians neglected to

inform either the patient or the patient’s own clinician that the

patient could access phage in their own local Trust, without any

involvement of another Trust. Despite the patient’s own Trust

having a comprehensive unlicensed medicines policy, the

clinicians argued that their Trust, with a comparable policy, had

better governance in place. Despite the patient’s local clinician

becoming aware that patient transfer was unnecessary, the

clinicians proceeded to arrange a consultation with the patient

to discuss their transfer to and treatment in their Trust.

This raised serious concerns, set out in this article, and
unnecessary patient transfer was averted in this case. However, the
clinicians continued to pursue further unjustified patient transfers.

Why patients should be treated
in their own NHS trust
There are several practical reasons why potential phage
patients should be treated in their own NHS Trust
(Table 1). First, all NHS Trusts can and do use unlicensed
medicines. In this respect phage is no different and the
existing governance structures which cover these activities
in all Trusts cover phage as well. Second, the administration
of phage is practically straightforward and does not require
any specialist clinical skills not already available in all
Trusts. For example, in the UK phage has so far been admi-
nistered to patients by intravenous, intraperitoneal and
topical routes.8 Any clinicians claiming clinical expertise
should therefore be met with scepticism. Third, although
access to phage across Europe is currently on an ad hoc
basis and driven by networking between clinicians and clin-
ical phage laboratories, clinicians from all Trusts are
equally able to pursue these avenues should they find them-
selves confronted by a patient whose clinical needs cannot

be met by antibiotics and in whose best interests it might be
to explore unlicensed treatment options.

Although we have just established that all Trusts are equally
able to pursue phage, if theoretically only one Trust had access
to phage therapy it would be inconceivable that it would ever
be in the best interest of patients for them to be moved to the
source of phage. This is because, as mentioned above, the
administration of phage requires no specialist clinical expertise,
so can be used in any Trust, and the phage can be posted to any
Trust. This is even more implausible given that patients with
chronic infections may have ongoing issues (e.g. mobility or
frailty) that make travel unsuitable or mean that travel
exposes them to additional and unnecessary risk and it is simi-
larly unlikely that it would ever be appropriate to transport
acutely unwell patients. The transport of patients in this way
would also likely and unnecessarily take patients away from
their support networks, such as friends and family. Because
of the default to specialisation, it is regrettable that the scenario
in Box 1 may be repeated in future. We must conceptualise
phage in the same way we would a new type of antibiotic,
which would be available to all Trusts and for which patient
transfer would never be considered. As illustrated in Box 1,
Trusts therefore seeking transfers of potential patients on the
grounds of access to phage, improved governance or clinical
expertise would be making spurious claims. To transfer a
patient on such a basis is also unethical and leaves the Trust
legally exposed, as we will explore later (Table 1).

All potential patients must be made aware that access to,
and the clinical expertise required for, phage is equally avail-
able in their own Trust and there is therefore no need for
them to be transferred to a different NHS Trust to receive
phage. Importantly, the ‘courts routinely have regard not just
to professional norms and standards but also to patients’
rights and the core needs and entitlements those rights
protect, in developing medical law’.16 One of the leading
legal decisions in the UK is Sidaway v Governors of
Bethlam Royal Hospital.17 Decided in 1985 by the House of
Lords, this case made clear that healthcare professionals
owed a duty to their patients to disclose risks which were ‘so
obviously necessary to an informed choice on the part of the
patient’ that no ‘prudent’ doctor would fail to disclose them.
Clearly since no doctor should expose their patient to unneces-
sary risk, any decision to transfer a patient from one Trust to
another would need to be justified and the reasoning clearly
explained to the patient during the informed consent process.
Moreover, ambitious clinicians must not exploit professional
relationships to persuade colleagues in other Trusts to permit
unnecessary patient transfer by neglecting to make it clear to
a patient that there is no need to transfer them. To do so
would prevent that patient giving fully informed consent and
place the patient at unnecessary risk of harm during patient
transfer. From a legal perspective, providing a patient with
inadequate informed consent would create a case for negli-
gence. It is inconceivable that any fully informed patient
would choose to travel unnecessarily outside of their local
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area to receive a treatment that could have been administered in
their local Trust.

It is also not possible for patients to simply choose to
receive phage therapy in any Trust. The actions of a Trust
attempting to justify inter-Trust patient transfer on the
grounds of patient choice are contrary to the NHS constitu-
tion and NHS Choice Framework, which only permit
patient choice of hospital at the point of first outpatient
referral.18,19 This makes sense from the perspective of the
NHS being composed of distinct NHS Trusts, otherwise
the best hospitals would be overrun by demand from
across the country. All NHS Trusts have a legal obligation,
under the Health Act 2009, to have regard to the NHS
Constitution.20

Let’s suppose for a moment that a less-than-fully-
informed patient agrees, travels to another Trust and
undergoes a surgical procedure during which phage is
administered. This creates scenarios that are both likely
and troubling. First, let’s suppose that the patient, already
being clinically vulnerable and likely to be of an older
demographic, dies during the operation. In England intrao-
perative deaths are ‘deaths of immediate concern’ and
investigated as ‘serious untoward incidents’, potentially
involving referral to a coroner.21 This leaves the receiving
Trust in the position of having to explain why a clinically
vulnerable patient from a different Trust was receiving an
unlicensed treatment in their Trust that could have been
accessed and administered within that patient’s own
Trust. The subsequent inevitable investigation will raise
serious legal and ethical questions, not least of these will
be whether the receiving Trust has recruited, or more argu-
ably exploited, a vulnerable patient to further its own ambi-
tions and whether this represents a lack of care on the part of
the receiving Trust. The Trust who receives the patient
assumes a duty of care to that patient and may be sued
under the tort (in England and Wales) or delict (in
Scotland) of negligence if the standard of care which is
given falls below that of the ‘reasonable doctor’ – as it
surely would if the patient ought not to be treated in the
receiving trust or is harmed in transit. A case for negligence
in the standard of care could also be made against the ‘refer-
ring’ Trust. Moreover, given both the context of pre-
existing ambition and especially the potential for concurrent
data collection, the actions of the receiving Trust in this
scenario could potentially appear to take the form of an
unregulated clinical trial, which, if sustained, would be a
criminal offence under The Medicines for Human Use
(Clinical Trials) Regulations 2004.22

Aside from the legal implications, the public and media
perception of any Trust engaging in unjustified transfers is
likely to be that the Trust was exploiting vulnerable patients
for their own gain. Such a public perception would cause enor-
mous damage to the reputation of phage therapy in the public
consciousness and undermine both confidence in valuable
unlicensed medicines in general and also in phage therapy.

Any future patients whose clinical needs are not met by anti-
biotics and are presented with the option of phage therapy
could rightly be sceptical of clinicians’ motivations.

Ultimately, when phage therapy is deemed appropriate,
the use of phage must centre on what is best for the
patient. The phage preparation must always be transported
to the patient in their local context and patients should not
be moved between Trusts to receive phage therapy. The
only exception to the ‘phage to patient’ rule is the scenario
in which the patient would have been transferred between
Trusts for specialist care not available in their own Trust,
regardless of the availability of phage. It is therefore
unlikely that there would ever be grounds to transfer
patients from major specialties, such as orthopaedics,
between Trusts, as almost all Trusts offer a full range of
clinical expertise in these areas. While there is an onus on
senior clinicians to place patient safety ahead of profes-
sional ambition, as a necessary safeguard we recommend
that those involved in the oversight of unlicensed phage,
for example pharmacists, in any Trust independently
confirm that the patient’s home address lies within the
remit of their Trust. If it does not, and the patient would
not otherwise be treated in that Trust in the absence of
phage, then the patient should be treated in their own
Trust. It is not inconceivable that non-medical staff, such
as pharmacists, may come under pressure from medical col-
leagues in this regard. This peer-reviewed article and best
practice guidelines enclosed (Table 1) are therefore pro-
vided to support those involved in the governance of
unlicensed phage across the UK.

Conclusion
In summary, inter-Trust patient transfers for unlicensed
phage are not justified because phage can be accessed, gov-
erned and administered by any Trust. This article has set out
guidance to safeguard patients and clinicians involved in
the use of phage across the UK. Phage must always go to
the patient and patients must only be treated with phage
in an NHS Trust in which they would already be receiving
care. Failure to heed the arguments laid out here raises
ethical and legal issues and exposes Trusts and individual
clinicians to the risk of civil suit and criminal prosecution.
It also is irresponsible in placing ambition above patient
safety and may imperil the continued provision of, and con-
fidence in, unlicensed phage therapy for patients whose
clinical needs cannot be met by antibiotics in the UK.

Declaration of conflicting interests
The author(s) declared the following potential conflicts of interest
with respect to the research, authorship, and/or publication of this
article: JDJ is in receipt of funding from the charity the Tayside
Health Fund to support access to phage therapy. JDJ is Director
of UK Phage Therapy, a not-for-profit company. PRF and MS
have no conflicts to declare.

4 Journal of Patient Safety and Risk Management 0(0)



Funding
The author(s) disclosed receipt of the following financial support
for the research, authorship, and/or publication of this article:
This work was supported by the University of Edinburgh//
Medical Research Council (grant number MC_PC_18046).

Ethics approval and consent to participate
This article does not contain any studies with human participants
or animals performed by any of the authors.

ORCID iD
Joshua D Jones https://orcid.org/0000-0002-0981-1913

References
1. Gilbert J, Blaser MJ, Caporaso JG, et al. Current understand-

ing of the human microbiome. Nat Med 2018; 24: 392–400.
2. Dion MB, Oechslin F and Moineau S. Phage diversity, gen-

omics and phylogeny. Nat Rev Microbiol 2020; 18: 125–138.
3. Kortright KE, Chan BK, Koff JL, et al. Phage therapy: a

renewed approach to combat antibiotic-resistant bacteria.
Cell Host Microbe 2019; 25: 219–232.

4. Chanishvili N. Phage therapy-history from Twort and
d’Herelle through soviet experience to current approaches.
Adv Virus Res 2012; 83: 3–40.

5. Międzybrodzki R, Hoyle N, Zhvaniya F Current updates from
the long-standing phage research centers in Georgia, Poland,
and Russia. In: Harper DR, Abedon ST, Burrowes BH,
McConville ML (eds) Bacteriophages. Cham: Springer
International Publishing, 2018, pp.1–31. DOI: 10.1007/
978-3-319-40598-8_31-1.

6. The Review on Antimicrobial Resistance, https://amr-review.
org/sites/default/files/160525_Final%20paper_with%20cover.
pdf (2016, accessed 25 Nov 2021).

7. Murray CJ, Ikuta KS, Sharara F, et al. Global burden of bac-
terial antimicrobial resistance in 2019: a systematic analysis.
The Lancet 2022; 399: 629–655.

8. Uyttebroek S, Chen B, Onsea J, et al. Safety and efficacy of
phage therapy in difficult-to-treat infections: a systematic
review. Lancet Infect Dis 2022; S1473-3099(21)00612-5.
DOI: 10.1016/S1473-3099(21)00612-5.

9. Segall AM, Roach DR and Strathdee SA. Stronger together?
Perspectives on phage-antibiotic synergy in clinical applica-
tions of phage therapy. Curr Opin Microbiol 2019; 51:
46–50.

10. Abedon ST, Danis-Wlodarczyk KM and Alves DR Phage
therapy in the 21st century: is there modern, clinical evidence

of phage-mediated efficacy? Pharm Basel Switz 2021; 14:
1157.

11. Ga S, Tp L, Pd T, et al. Considerations for the use of phage
therapy in clinical practice. Antimicrob Agents Chemother.
Published Online First: 18 January 2022. DOI: 10.1128/
AAC.02071-21.

12. Dedrick RM, Guerrero-Bustamante CA, Garlena RA, et al.
Engineered bacteriophages for treatment of a patient with a
disseminated drug-resistant Mycobacterium abscessus. Nat
Med 2019; 25: 730–733.

13. Dedrick RM, Smith BE, Cristinziano M, et al. Phage therapy
of mycobacterium infections: compassionate-use of phages in
twenty patients with drug-resistant mycobacterial disease.
Clin Infect Dis Off Publ Infect Dis Soc Am 2022; ciac453.
DOI: 10.1093/cid/ciac453.

14. National Cardiovascular Intelligence Network, Office for
Health Improvement & Disparities. National Diabetes Foot
Care Report, https://fingertips.phe.org.uk/static-reports/diabetes-
footcare/national-diabetic-footcare-report.html (2022, accessed
12 Jul 2022).

15. National Joint Registry. 18th Annual Report 2021, https://
reports.njrcentre.org.uk/Portals/0/PDFdownloads/NJR%2018th
%20Annual%20Report%202021.pdf (2021, accessed 12 Jul
2022).

16. Arvind TT and McMahon AM. Responsiveness and the role
of rights in medical law: lessons from montgomery†. Med
Law Rev 2020; 28: 445–477.

17. Sidaway v Governors of Bethlem Royal Hospital [1985] 1
ACH 871, HL.

18. NHS. Can I choose where to receive treatment?, https://www.
nhs.uk/common-health-questions/nhs-services-and-treatments/
can-i-choose-where-to-receive-treatment/ (2021, accessed 31
Jan 2022).

19. NHS. The NHS Choice Framework: what choices are avail-
able to me in the NHS?, https://www.gov.uk/government/
publications/the-nhs-choice-framework/the-nhs-choice-framework-
what-choices-are-available-to-me-in-the-nhs#section-1 (2020,
accessed 31 Jan 2022).

20. Health Act, https://www.legislation.gov.uk/ukpga/2009/21/
contents (2009, accessed 25 Mar 2022).

21. Northumbria Healthcare NHS Foundation Trust. Policy on
Learning from deaths (version 2.0), https://www.
northumbria.nhs.uk/wp-content/uploads/2019/05/CG108-V2-
Learning-from-deaths-policy.pdf (2019, accessed 25 Mar
2022).

22. The Medicines for Human Use (Clinical Trials) Regulations,
https://www.legislation.gov.uk/uksi/2004/1031/contents/made
(2004, accessed 25 Mar 2022).

Jones et al. 5

https://orcid.org/0000-0002-0981-1913
https://orcid.org/0000-0002-0981-1913
https://doi.org/10.1007/978-3-319-40598-8_31-1
https://doi.org/10.1007/978-3-319-40598-8_31-1
https://doi.org/10.1007/978-3-319-40598-8_31-1
https://doi.org/10.1007/978-3-319-40598-8_31-1
https://doi.org/10.1007/978-3-319-40598-8_31-1
https://doi.org/10.1007/978-3-319-40598-8_31-1
https://doi.org/10.1007/978-3-319-40598-8_31-1
https://amr-review.org/sites/default/files/160525_Final%20paper_with%20cover.pdf
https://amr-review.org/sites/default/files/160525_Final%20paper_with%20cover.pdf
https://amr-review.org/sites/default/files/160525_Final%20paper_with%20cover.pdf
https://amr-review.org/sites/default/files/160525_Final%20paper_with%20cover.pdf
http://dx.doi.org/10.1016/S1473-3099(21)00612-5
http://dx.doi.org/10.1016/S1473-3099(21)00612-5
http://dx.doi.org/10.1016/S1473-3099(21)00612-5
http://dx.doi.org/10.1128/AAC.02071-21
http://dx.doi.org/10.1128/AAC.02071-21
http://dx.doi.org/10.1128/AAC.02071-21
http://dx.doi.org/10.1093/cid/ciac453
https://fingertips.phe.org.uk/static-reports/diabetes-footcare/national-diabetic-footcare-report.html
https://fingertips.phe.org.uk/static-reports/diabetes-footcare/national-diabetic-footcare-report.html
https://fingertips.phe.org.uk/static-reports/diabetes-footcare/national-diabetic-footcare-report.html
https://reports.njrcentre.org.uk/Portals/0/PDFdownloads/NJR%2018th%20Annual%20Report%202021.pdf
https://reports.njrcentre.org.uk/Portals/0/PDFdownloads/NJR%2018th%20Annual%20Report%202021.pdf
https://reports.njrcentre.org.uk/Portals/0/PDFdownloads/NJR%2018th%20Annual%20Report%202021.pdf
https://reports.njrcentre.org.uk/Portals/0/PDFdownloads/NJR%2018th%20Annual%20Report%202021.pdf
https://www.nhs.uk/common-health-questions/nhs-services-and-treatments/can-i-choose-where-to-receive-treatment/
https://www.nhs.uk/common-health-questions/nhs-services-and-treatments/can-i-choose-where-to-receive-treatment/
https://www.nhs.uk/common-health-questions/nhs-services-and-treatments/can-i-choose-where-to-receive-treatment/
https://www.nhs.uk/common-health-questions/nhs-services-and-treatments/can-i-choose-where-to-receive-treatment/
https://www.gov.uk/government/publications/the-nhs-choice-framework/the-nhs-choice-framework-what-choices-are-available-to-me-in-the-nhs#section-1
https://www.gov.uk/government/publications/the-nhs-choice-framework/the-nhs-choice-framework-what-choices-are-available-to-me-in-the-nhs#section-1
https://www.gov.uk/government/publications/the-nhs-choice-framework/the-nhs-choice-framework-what-choices-are-available-to-me-in-the-nhs#section-1
https://www.gov.uk/government/publications/the-nhs-choice-framework/the-nhs-choice-framework-what-choices-are-available-to-me-in-the-nhs#section-1
https://www.legislation.gov.uk/ukpga/2009/21/contents
https://www.legislation.gov.uk/ukpga/2009/21/contents
https://www.legislation.gov.uk/ukpga/2009/21/contents
https://www.northumbria.nhs.uk/wp-content/uploads/2019/05/CG108-V2-Learning-from-deaths-policy.pdf
https://www.northumbria.nhs.uk/wp-content/uploads/2019/05/CG108-V2-Learning-from-deaths-policy.pdf
https://www.northumbria.nhs.uk/wp-content/uploads/2019/05/CG108-V2-Learning-from-deaths-policy.pdf
https://www.northumbria.nhs.uk/wp-content/uploads/2019/05/CG108-V2-Learning-from-deaths-policy.pdf
https://www.legislation.gov.uk/uksi/2004/1031/contents/made
https://www.legislation.gov.uk/uksi/2004/1031/contents/made

	 Background
	 Why patients should be treated in their own NHS trust
	 Conclusion
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


