SUBMISSION FROM DHSSPS TO THE HYPONATREMIA INQUIRY — 20"
SEPTEMBER 2013 ' ' o '

Background

1. This submission is prepared for the Hyponatraemia inquiry by the Department of
Health, Social Services and Public Safety. The submission is presented in three
sections:
Section A: The NHS/HSC;
Section B: Overview of Quality and Safety; and
Section C: A number of additional focused submissions covering policy on:
C.1 Aséurance and Accountability of Arms Length Bodies including HSC Trusts;
C.2 Clinical and Social Care Governance, Quality and Patient Séfety

C.3 Guidance, Guidelines and Clinical Audit;

C4 Guidance,'G,uidelines and Clinical Audit with specific reference to.
hyponatremia, presehted as a timeline with regard to timing of children’s deaths;

C.5 Medical Governance;

C.6 Nursing Gove_rnahce;

C.7 Medicines Governance;
C.8 Information Governance
C.9 . HSC complaints;

C.10 Death certification;

C.11 Investigating Hospital Deaths;
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C.12 Role of RQIA and how it has evolved: and
C.13 Controls Assurance Standards; Governance and Risk Management.
Section A: The NHSIHSC

Introduction

2. The National Health Service (NHS) is the shared name of three of the four publicly
funded health care systems in the United Kingdom. In reality, only the English NHS
is officially called the National Health Service. There are separate entities entitled
NHS Scotland-and NHS Wales. The integrated system in Northern Ireland is unique
and is officially called “Health and Social Care” rather than the NHS, reflecting the
full integration of personal social services with healthcare, which has applied in
Northern lreland since 1973.

3. The four parts of the UK now have incr.éasing diverge‘nce in the structure of the

~ health service, baSéd on inherent differences of scale and important diffefences of
policy. Scotland and Wales have systems based on central planning, with no
structural separation of roles between the planners and commissioners of services
and the providers. England, having experimented with an internal market in the
1990s, moved under Labour to a more full market'modei with increasingly
autonomous-p'roviders (Foundatioh Trdsts) and clearly separate commissioners
(originally called “purchasers” in the 1990s model), and a growing independent or

private sector.

4. The structures in Northern !relan'.d as established in fhe Iegisllation passed by the
Assembly in 2009 retain commissioning like En'gland,-but also place specific
emphasis on public health (a similar policy emphasis to Scotland and Wales in-2008
and to England as of now).

Integrated Health and Social Care Services in Northern lreland

5. Health and social care services in Northern Ireland were integrated in 1973. Since
then there have been numerous restructur'ing exercises, following broad patterns
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established across the UK. The Review of Public Administration and the moét recent

~legislation, the Health and Social Care Reform Act 2009, reinforces in statute the
Départment’s responsibility to promote an integrated system of health and sdcial
care in Northern Ireland. The legislation re-enacted the Departments “General Duty”
“...to.provide, or secure the provision of, health and social care...” — the central point
being that the statutory responsibility for the provision of services is placed on the
Department, which in turn secures the provision of services through bodies with
distinct delegated responsibilities — though the Department retains ultimate
responsibility and accountability for all aspects of the service.

6 At the heart of the current systerh, a single Health and Social Care Board, working in
conjunction with a Public Health Agency, commissions services to meet assessed
need and promote general health and welibeing. A full range of health and social
care services are provided by five Health and Social Care Trusts, with a sixth Trust

providing ambulance services for the region.

7. These structures are unique to Northern Ireland because, in England, Scotland and
Wales, social services remain the responsibility of Local Authorities, although
developments elsewhere in the UK over recent years are signalling a gradual but
significant transition towards integrated health and social care services. This is

particularly noticeable in the reé.ponse toa groWing elderly population.

8. Integration provides the opportunity for comprehensive assessment of both health
and social care needs, and allows the Department and commissioners to plan
services on the basis of pfogfammes of care. LocaIACommiséioning Groups, which
are committees of the Health and Social Care Board, are able to establish local
priorities and commiésioh services to meet the spectrum of care needs-within their A
areas. A single budget has also promoted the coherent development of objectives
within a unified strategic planning process, which spans acute and community based

care.
8. Inmore préctiéal te'rfns, integration is seen as facilitéting étrategic change such"as

the shift away from institutional to community based care. There are aiso benefits in
terms of opportunities for multi-disciplinary working. Unlike other parts of the UK,
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integrated packages of domiciliary care have always been provided free of charge in
Northern Ireland. This is seen as an important contributor to supporting the
maximum number of people to continue living in dignity and safety in their own

homes.

Department of Health, Social Services & Public Safety
10. Section 2 of the Reform-Act places on the Department a general duty to promote an

integrated system of:

i health care designed to secure improvement:
1. inthe physical and mental health of people in Northern Ireland, and
2. inthe prevention, diagnosis and treatment of iliness; and -

i social care designed to secure improvement in the social well-being of people

in Northern lreland.

11.In terms of service commussuon;ng anci provaswn the Department discharges this
duty primarily by devolvmg the exercise of its statutory functions to the Health and
Social Care Board (HSCB) and the Public Health Agency (PHA) and to a number of
other health and social care bodies created to exercise specific functions on its
behalf. All these health and social care bodies are accountable to the Department,
which in turn is accountable, through the Minister, to the Assembly for the manner in

which this duty is performed.

12, In addition, the Department retains the normal authority and responsibilities of
a parent department as regards direction and control of its arm’s length bodies. The
main principles, procedures etc are set out in the Department of Finance and
Personnel (DFP) gundance Managmg Public Money Northern Ireland’ and are
reflected in each body s management statement/financial memorandum, in the letter
appointing its chief executive as accounting officer for the body, and in the letters

appointing its chair and other non-executive board members.

! Managing Public Money NI replaced Government Accounting NI, which contained the same principles and
definitions of accountability. The detailed content of the appointment letters for Accounting Officers have also
been largely consistent throughout the period covered by the Inquiry. .
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Remit of the Departmental Board

13.Under the Minister, the Permanent Secretary, as Accounting Officer, is accountable
to the Assembly for management and organ;satlon of the Department, including use
of public money and stewardship of its assets. The respon3|blllt|es of an Accounting
Officer are set out in the DFP publication “Managing Public Money Northern Ireland”
(June 2008). |

14. The Permanent Secretary, .as Accounting Officer, 'is supported in discharging his
roles and responsibilities by the Departmental Board. The Departmental Board
operates in line with best practice from HM Treasury on corporate governance. The
Chief Medical officer, Chief Social Services Officer and Chief Nursing Officer are all
Executive members of the Departmental Board.

15.The {esponsibi[ities._df the Departmental Board are also set out in the Terms of -
Reference for the Departmental Board (June 2011) and include establishing policies,
legislation, standards, priorities and targets aimed at ensuring high quality, value for
money services for users and taxpayers alike through: ‘

. Establishment of strateglc pr;ontles

. - Polzcy mamtenance and support for Mlnlster/Assembly,

o  Securing resources and contributing to joined up government;

e  Policy/legislation/standards - development and review;

) Professional leadership;

¢  Governance of ALBs — managing performance to ensure that policies and
outcomes ér’e .delivér‘ed, ensuring good vim; and | N

s  Corporate capacity to fulil statutory and other departmental responsibility.

16. The Board supports the Minister.and Accounting Officer in directing the business of
the Department as e_ffective[y as possible to ac_hieve objectives and priorities. Within
the overall policies and priorities established by the Minister, and subject to his

~ approval, the remit of the Board is to:

»  Set the Department’s standards and values;’
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»  Agree the Department's strategic aims and objéctives as set out in‘the
Corporate Business Plan;

. Oversee sound financial management and corporate governance of the
Department in the context of the Corporate Business Plan;

«  Oversee the allocation and monitoring of the Department’s financial and human
resources to achieve aims and objectives set out in the Corporate Business Plan;

»  Monitor and steer the Department towards the achievement of agreed
performance objectives as set out in the Corporate Business Plan;

. Scrutinise the governance and performance of ALB's; and

. Set the Department’s ‘risk appetite’ and ensure appropriate risk management
procedures are in place.

Matters Reserved for the Departmental Board

17.The range of matters reserved for consideration by the Departmental Board includes:
e Approval, mohitoring and amendment of the Corporate Business Plan and risk
register; _ | | | '
o  Corporate governance, accountability and risk rﬁanagement;
s  Governance of ALBs; |
. Performance monitoring — Department and its ALBs;

- o Approval of Departmental legislative programme;

o  Approval of annual resource allocations (priorities and budget reviews);
*  Resource monitoring and financial control; |
. 'Resource accounts and annual report;
¢  Corporate human resource monitoring;
¢ Corporate communications; and
. Establishment, dissolufion and oversight of committees.
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18.The Departmental Board is chaired by the Permanent Secretary. The role of the
chair is to:
. Provide leadership te the Board;
» . Facilitate Board meetings; , A
«  Enable all members to make a full contribution to the Board s affairs;
. Ensure that systems are in place fo provide the Board with accurate and timely,
quality information to allow the board to properly consider all matters brought before
it; and | ’
. Ensure that a review of Board effectiveness is carried out in line w;th Treasury

gu1dance

Executive Board Members

19. The role of Executive Board members is to: -

. 'Cha[!enge and support other board members in a c'ofporate way and not merely
represent their own functions;

e  Ensure appropriate information is being provided to the Board;

Chief Medical Officer ,
20. The Chief Medical Officer has a range of responsibilities which incl_ude providing

advice to the Minister and the Department on public health policy development and
legisiation. This includes health improvement, health inequalities and underpinning
strategies, health protection and emergency planning.

21 He prowdes professmnai and policy advice to the Minister and-the Department on

medical professmna[ and practice issues as they relate to

. health-care provision (across primary/secondary/ mental health) and its
commissioning; '

o the quality of cere;

o estate maﬁegemeht; and

) the medical workforce (in terms of its development and regulation).
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22.He also provides advice to other Departments in relation to matters which impact on
the health and wellbeing or protection of the health of the population.

23.His area of policy responsibility covers cross-cutting quality issues in relation to
safety and standards /effectiveness in the HSC. This includes responsibility for
setting the Quality strategy and monitoring its implementation; sponsorship of the
Regulation and Quality Improvement Authority (RQIA) and the Public Health Agency
(PHA) Reform of Death Certification: Clinical Negligence and Redress; the HSC
Complaints Procedures and developing, monitoring and reviewing Personal and
Public Involvement policy both externally within HSC organisations and internally
within the Department.

- In terms of safety his grdupis policy resbonsibilities include Departmental
policy on Early Alerts, Serious Adverse Incidents (SAls), Corporate Manslaughter
and the Memorandum of Understanding for Investigating Patient and Clients Safety
[ncidents.

- In terms of standards /effectiveness his group is 'responsible for the
deveiopment and re\new of all minimum care standards for regulated serwces and
the associated regu!at;ons the HSC Quality Standards, and policy for Serwce
Frameworks. Also policy on the implementation of National best practice guidance
and through sponsorship of the Guidelines and Audit Implementation Network
(GAIN) facilitating development 6f local guidance and regional clinical audit.

24. The CMO is also th:é".Departm'ental-policy lead for Research & Development.

Chief Nursing Officer
25. The Chief Nursing Officer (as the head of the Nursing and Midwifery Professions), is

responsible for the strategic direction, performance and development of these
Professions in'Northern Ireland, and pfovides prbfessiona[ leadership for nurses and

midwives across all sectors in Northern ireland.

26 The CNO is responsible for providing expert professional to the Minister and
Permanent SecretarylHSC Chief Executive on polloy, which impacts on nursing,
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midwifery and public health nursing, education, research and practice and is the
departmental policy lead for patient experience

27.The CNO' s team of professionals including nursing and lead AHP s provide advice
on acute and chr[dren s services, mental health, elderly care, learning and physical
disabilities, public heaith, community nursing, primary care, midwifery, and
international issues in nursing. They also advise on the regulations of professions,
education policy, workforce planning and development.

28.The roles and respohsibilities of the Department and its Arms Length Bodies as well-
as the relationship between the Department and its Arms Length Bodies are set out
more fully in the framework Document published in September 2011. However, the
inquiry may wish to note the roles of key bodies as set out below.

Health & Socral Care Board

29, The HSCB, which is estabhshed as the Regtonat Health & Social Care Board under
Section 7(1) of the Health & Social Care (Reform) Act (Northern Ireland) 2008, has a
range of functions that can be summarised under three broad headings.

30. Commlssmnmg thrs is the process of securing the prows:on of health and socnal

care and other related interventions that is organtsed around a commzssronmg
cycle” from assessment of need, strategic planning, priority setting and resource
acquisition, to addressing need by agreeing with providers the delivery of appropriate
services, monitoring delivery to ensure that it meets established safety and quality
standards and evatuatmg the |mpact and feedmg back into a new baseline position

in terms of how needs have changed.

31. Performance management and service improvement — this is a process of securing

continuous improvement in the interests of patients and clients by monitoring health
and social care performance against relevaht objectives, targets and standards,
promptiy and effectively addressing poor performance through appropriate
interventions, servtce development and, where necessary, the application of
sanctions and identifying and promulgating best practice. Working with the PHA, the
HSCB has an important role to play in providing professional leadership to the HSC.
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32.Resource management — this is a process of ensuring the best possible use of the

resources of the health and social care system, both in terms of quality accessible
services for users and value for money for the taxpayer.

33. Primary care in general and family practitioner services (FPS)' in particular are
central to the health and social care system. Family practitioners and those who
work with them in extended primary care teams act as the first point of contact and
as a gateway to a wider variety of services across the HSC. The HSCB has a key
role to play in managing contracts with family practitioners, not only in terms of pay
and performance monitoring but also in terms of quality improvement, adherence to
standards and delivery of departmental policy. The HSCB is accountable to the
Department for the proper management of FPS budgets.

Public Health Agenhcy

34.The primary functions of the PHA, which is established as the Regional Agency for
Public Health & Social Well-being under Section 12(1) of the Health & Social Care
(Reform) Act (Northern Ireland) 2008, can be summansed under three broad
headings. ‘

35. Improvement in health and social well-being — with the aim of influencing wider

service commissioning, securing the provision of specific programmes and
supporting research and development initiatives designed to secure the
improvement of the health and social well-being of, and redu'ce health inequalities
between, people in Northern Ireland.

36. Health protection — with the aim of protecting the community (or any part of the

community) agalnst communicable disease and other dangers to health and somal
well bemg, including dangers arlsmg on enwronmental or public health grounds or
ans:ng out of emergenmee '

37. Service development — working with the HSCB with the aim of providing professional

input to the commissioning of health and social care services that meet established
safety and quality standards and support innovation.. Working with the HSCB, the
PHA has an indportént role to play in providing professional leadership to the HSC.

10
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Health and Social Care Trusts

38.HSC Trusts, which are establlshed under Artlcte 10 of the Health and Personal
Social Services (Northern Ireland) Order 1991, are the main providers of health and
social care services to the public, as commissioned by the HSCB.

39. The six HSC Trusts are established to provide goods and services for the purposes
of health and social care and, with the exception of the Ambulance Trust, are also
responsible for exerczsmg on behalf of the HSCB certain statutory functions which
are delegated to them by virtue of authorisations made under the Health and
Personal Social Services (Northern Ireland) Order 1994. Each HSC Trust also has a
statutory obligation to put and keep in place arrangements for monitoring and
improving the quality of health and social care which it provides to individuals and
the environment in which it provides them (Heaith and Personal Social Services
(Quality, Improvement and Regulation) (NI) Order 2003). |

40. Section 21 of the Reform Act places a specific duty on each Trust to exercise its
functions with the aim of improving the heattpland_seoial wellbeing of, and reducing
the health inequalities between, those for whom it pro_vides, or may provide, health
and social care. i ' " '

Patient and Client Council

41.The Patient and Client Council ( PCC), which is established under Section 16 (1) of
the Health & Social Care (Reform) Act (Northern Ireland) 2009, is a regional body
supported by five local offices operating within the same geographical areas covered
by the five HSC TrLtsts and LCGs. The PCC rep[aced fot.ir separate Health and
Social Care Councils (Eastern, Northern, Southern and Western) — one in each
Health and Social Care Board Area. The main objective of the PCC is to act as a
health and social care consumer organisation. It is responsible for ensuring a strong
patient and client voice at both reg_iona_l and local level, and for strengthening public
involvement in decisions about health and social care services. By having locally
elected representatives in the body, it also supports democratisation and facilitates

local government involvement.

11
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Regulation and Quality Improvement Authority (RQIA)

42.The RQIA was established under Article 3 of the Health and Personal Social
Services (Quality, Improvement and Regulation) (Northern ke!and) Order 2003.
Although accountable to the Department, it is an independent health and social care
regulatory body one of whose main functions is to keep the Department informed
about the provision, availability and quality of health and social care services. The
Reform Act transferred the responsibilities of the former Mental Health Commission
fo the RQIA with effect from 1 April 2009. The RQIA now has a specific
responsibility for keeping under review the care and treatment of patients and clients

with a mental disorder or learning disability.

43.The RQIA's other main function is to promote improvement in the quality of health
and social care services. It does this by, for example, disseminating exahﬁpies of
good practice and giving advice to service providers on how to meet minimum
standards, the requirements of clinical and social care governance guidelines and
the requirements arising from any other standards, guidance or guidelines which the
Department may endorse as-épg_jlyin'g‘ tb hé.élt.h‘ and social c.a‘re bodies and regulated

services.

44.The RQIA is responsible for registering and inspecting a wide range of health and
social care services. [nspections are based on a new set of minimum care
standards which ensures that both the public and the service providers know what
quality of services ;s expected. The RQIA inspectors visit nursing and residential
care homes and chlldren s homes to examine all aspects of the care prowded to
gain assurance about the comfort and dignity of those using the facilities, and ensure
legitimate public confidence in these services. It is also currently responsible for the
regulation of independent hospitals and clinics and nursing agencies.

Northern Ireland Medical and Déntal Training Agency (NIMDTA)

45.NIMDTA was established to ensure that doctors and dentists are effectively trained
to provide the highest standards of patient care and, as a special Agency, is
accountable to the Department. NIMDTA is responsible for funding, managing and
supporting postgraduate médicél ahd“den’téi ed-ucation. It provides a wide range of
functions in the org__anisation, development and quality assurance of postgraduate

: 12
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medical and dental education and in the delivery and quality assurance of continuing
professional development for general, medical and dental practitioners. NIMDTA is
also accountable to the General Medical Council (GMC) for ensuring that the
standards set by the GMC for medical training, educational structures and processes
are achieved. The Postgraduate Medical Dean, as the ‘Rasponsible Officer’ for
doctors in training, has a statutory role in making recommendations to the GMC to
support the revalidation of trainees.

The Northern Ireland Practice and Education Council for Nursing and
Midwifery (NIPEC) | |
46.The NIPEC was established under the Health and Personal Social Services Act
(Northern Ireland) 2002 as a non-departmental public body to support the
development of nurses and midwives by pro_moting high standards of practice,
education and professional developrpent, 'Th'e‘ NIPEC also provides advice and
guidance on best practice and matters relating to nur_eing and midwifery.

The Northern Ireland Social Care Council (NISCC)

47.The NISCC was established under the Health and Personal Social Services Act
(Northern Ereland)'200.1 as a noh—departm-ental public body to protect the public,
speclﬂoalty those who use social care services, and to promote conf[dence and.
competence in the social care workforce. It ach|eves this aim by registering and
regulating the social care workforce, setting and monitoring the standards for
professional social work training and promoting training within the broader social

care workforce.
Section B: Overviéw of Quality and Safety

Introduction _

48. Itwil[ be evident to the Inquiry that health and social care is a complex area involving
a number of bodies delivering a multitude of different services to the NI population as
awhole and to subsets of the NI population through arange of different providers at
different locations, including in the community. | ' '

49.[t would be unwise of the Department to suggest that tragic deaths such as those
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which are the subject of the Inguiry could never happen again. Indeed, it would not

| only be unwise and impossible to g:ve such a deflmtlve and absolute assurance but
the complacency of such an assertion would reflect an incomplete understanding of
the complexity and challenges inherent in providing modern health care. Ideally,
our aim is to prevent such incidents occurring in the first place and where this
is not possible it must be to ensure that similar episodes do not occur again.
There is however, fio acceptable level of harm to pafients in a service that's -
fundamental objective is to provide treatment and care. Equally To fail to learn and
effect change to seek to prevent harm occurring again is equally unacceptabte;
patient safety is pafamount and requires constant vigilance. The health service
can however always do better and' it must constantly strive te improve the systems
and processes to protect patlents The Department believes that the steps which
have been taken particularly over the past number of years mgmf;cantty reduces the
risk of harm to patients and where such incidents do occur that there are
mechanisms to both identify, investigate and disseminate learning in order to seek to

prevent similar episodes

“To ErrIs Human”
50. The Inquiry should note that throughout the history of the NHS/HSC in Northern
Ireland, the quality and safety of services has been a key component of the oversight

and governance of the system. However, there is no doubt that the pubhcatuon in
1999 in the United States of “To err is human: Building a safer health system”
was a seminal moment in the Department’s understanding of how organisations,
systems and individuals must work in concert to promote safety within health and
social care services. This report is as relevant today as it was in 1999 and had a
significant impact in the United States and wider afield including in all parts of the
UK. This document established that ‘health care in the US was not as safe as it could
be. It suggested that at least 44,000 people and perhaps as many as 98,000 people
died each year in US hospitals as a result of medicai errors that could have been

prevented.

51. The report concluded that it was not acceptable to be harmed by the health system.

_ _ 14 :
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It concluded that the know-how already existed to prevent many of the mistakes.
Furthermore, one of the report's main conclusions was that the majority of medical
errors do not result from individual recklessness or the actions of a particular group —
" this is not a ‘bad apple’ issue. More comrnonly_ it concluded, errors are caused by
faulty systems, processes and conditions that lead people to make mistakes or,
more importantly, to fail to avoid them. Mistakes could be prevented by health
systems at all levels to make them safer, to make it harder for people to do
something wrong and make it easier for them to get it right. Whilst, it was not a new
concept that healthcare Kpr'ofessionais across the world were trying constantly to
improve, ‘To Err Is Human® gave voice in a coherent fashion to what needed to be

improved.

52. The substantial body of work, arrangements, systems and improvements which we
have in place today as the result of work undertaken by Government, Health and
Social Care bodies and Professional bodies across the UK largely date from the
pubEication‘of this re.bort and through the learning erieing from high profile failings in
which these arrangements and systems have proven ineffective in protecting patient

from harm.

53. Given the frequency and speed thh which ewdence on best practice, treatments
and technology can evolve and change, the process of delivering safe, effective,
patient and client focused health and social care is not simply a matter of maintaining

the status quo. This is reflected in the following quotations :

“Advances in knowledge and technology have in recent decades immeasurably
lncreased the power of health care to do good, to prevent or treat illnesses against
which there was previously no defence. Yet they have also mmeasurably increased
the complexity of health care systems. Their unique combination of processes,
technologies and human interactions means that modern health care systems are
among the most complex in the world. With that complexity comes an inevitable risk
that at tlmes things will go wrong. And in health care when things go wrong the
stakes are higher than in almost any other sphere of human aotnnty " (DoH London,

“An organisation with a memory” (2000)); and
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“There was a Vicforien aphorism that a good doctor was better than a bad doctor
and almost as good as no doctor at all. That such a statement is no longer true is
because of the advances in biomedical science. Medicine used to be simple,
ineffective, and relatively safe. Now it is complex, effective, and potentially
dangerous.” (Prof Sir Cyril Chantler, 1999)

54, Legls[atlon professional practice, treatments and drugs, gwdance guidelines,
standards research lessons Iearned Inquiry reports, Reviews and reports are ali
key drivers contributing to the increasing level of complexity. The origins in each
case can be:

¢ International

o UK '

s NI

. Department .

e HSC Board/Representative Groups/Regulators/Training bodies/Professional
Associations o

e Trust

¢  Units/Communities

+  Staff/Patients/Clients

55. The nature of the services provided by HSC and the vulnerabilities of the populations
who receive its services mean that HSC bodies as.organisations and individual
practitioners within HSC bodies manage a variety of risks on an ongoing basis to the
individuals and the populations we provide services to. Whilst there is no
authoritative measure of the scale of avoidable harm, it is recognised internationally
that health care is not as safe as it should or could be and unintended harm and
unnecessary deaths are too frequent. The health serwce in Nl is no. exceptlon in thES
regard Given the muitlpilclty of factors, most unmtended harm and unnecessary
deaths are due to a combination of circumstances within a system rather than the
failings of an individual. It is vital that learning is achieved when ‘things go wrong’ so
as to minimise, if not eradicate, the risk of recurrence (Hansard, May 2012 p265

refers)

16 '
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56. The expectations of people who are touched by the health and social care system
has evolved over time and the b‘ehaviour/cu‘it‘ure of health professionals and
’ organisations has also needed to adapt continuously in response to those
expectations. Departmental polrcy has sought to keep pace with and where possﬂale
keep ahead of these many changes in order to support the HSC in delivering high

quality, safe and effective services.

57.n practice, there are a multiplicity of groups, doeuments and processes of interaction
by which the neeltheare system learns and improves. It would be difficult to provide
a full taxonomy of those various means and even more difficult to adequately map
out the links between the constituent parts of the system. However, what is clear is
that a significant proportion of the time and energy of all HSC bodies and of
individual health and social care profeesionals is devoted towards diligently working
to improve the quality and safety. of health and social care. This submission will seek
to describe some of the processes broadly and, in some cases, by way of example.
It will not seek to describe everything that is or was in place before the Inquiry rather
it will seek to describe how things have evolved and continue to improve.

Cl;mca[ and Soclai Care Governance _

58 Responsibility for the safety and quality of the services prowded by the HSC in
Northern Ireland was always inherent in the roles and responsibilities of front-line
clinical staff from the inception of the NHS onwards. There was a long evolution
which led to the development of the systems for governance, oversight and
accountabillty for qualnty and safety mcludlng the development of general
management through the Griffiths Report of 1983, which changed decaszon maklng
from the traditional “consensus management” that had applied up to that time, to a
system which gave explicit management responsibility to an administrative cadre.

59. The introduction of the lnternal market in the 19903 led to more explicit def:nltaon of
these inherent responSIbllltles METL 2/93, which has already been provided to the
Inquiry, set the scene for governance and the clinical governance of the health and
social care system. it places explicit responsibility on Trusts corporately for “.the
quantity, quality and efficiency of the service they prbvide.." In the internal market,

. . -. |
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this was to be specified and monitored-through cor_ntrécting — the central point being
t.hat quality Would be a relevant criterion to be applied by purchasers in exercising
their power of choice (if one provider’s quality of service was poor, the purchasers
could take their business elsewhere). Hence METL 2/93 makes providers
accountable to purchasers for that aspect of governance.

60.The system created in the 1990s of Trusts as providelrs and separate'pUrchasefs/
commissioners has continued to evolve since that time. Much of the focus in terms of
Clinical Governance in Northern Ireland in the late 1990s concentrated on dealing
with poor clinical performance by doctors and resuEted in papers such as Suppotting
Doctors, Protecting Patients and Conﬁdehce in the Future.

Best Practice - Best Care
61.A consultation on Best Practice — Best Care began in April 2001 and led to the
publication of the framework in May 2002 for:

e Setting standards (including links with NICE and SCIE);

. Improving clihical governance;

» Improving regutation of the workforce;

) Introducing a Duty of Quality; and

e  Establishing what became the Regulation and Quality Improvement Authority
(RQIA). | :

62. The specific proposals set out in Best Practice Best Care are substantially reflected
in the developments which have taken place since then and consequently in the

content of this submission to the Inquiry.

Statutory Duty of Quality |
63.Based on one of the key proposals in this framework, Article 34 of The Health and

Personal Social Services (Quality, Improvement and Regulation) (Northern Ireland)
Order 2003 created a statutory obligation on HSC Boards and HSC Trusts to “put
and keep in place arrangements for the purpose of monitoring and improving the
quality of health and personal services which it provided to individuals; and the
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environment in which it provides them” i.e. a system of clinical and social care

governance.

64. Clinical and social-care governance is described as a framework within which HPSS
organisations can demonstrate their accountability for continuous improvement in the
quality of services and for safeguarding high standards of care and treatment.
.Organisations must ensure that there are visible and rigorous structures, processes,
roles and responsibilities in 'place to plan for, deliver, monitor and promote safety and
quality improvemente in the provision of health and social care. '

65. In 2006/07, to establish the effectiveness of clinical health and social care
governance, RQIA undertook a review of quality standards, examining in detail the
themes of corporate Eeadership and accountebi[ity, and safe and effective care. In

addition, recommendations from earlier, topic-specific reviews were followed up.

66. In total, RQIA conducted 25 Clinical and Social Care Governance reviews which
were summarised in an RQIA overview report. This was largely positive and
recognised that the reviews had-been undertaken at a time when health & social
orgamsahons were undergomg s;gnlflcant change Overall, the report md;cated that
the orgamsatlons were taking forward, and engaged ‘with, the clinical social care

governance agenda. The issues reported upon included:

) Controls assurance standards;

) Risk managements;

¢ - Service user aﬁd public involvement;

e  Training, staff appraisal and supervision;

e Safe and effective discharge of older people from the acute to the community
setting ; _ |

¢ Safeand effectlve post-operatlve care for patlents in the acute hospital setting;
and.. o . '

e  Safe and effective care relating to looked after children and yeung people in

residential care settings.
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67.Whilst these first reports constituted a significant examination of the olinical and
health and social care arrangement, RQIA went on to carry out a second programme
of governance reviews in 2008 with visits to the then recently established five Health
& Social Care Trusts and the NI Ambulance Service Trust. It examined the following

themes:

. Accessible, flexible and responsive services;

. Promoting, protecting and improving health and social well being; and
. Effective communication and information. '

68. The overview report based on the 2008 reviews noted a number of examples of
good practice. It also made a number of recommendations including:

e  The use of single sex accommodation;.

¢  The prevention of shared accommodation between children and adults;

e  The provision of dedicated advocacy services;

e  The development of a single consent policy;

o Full implementation of the Departmental guidance on Promoting Personal
Involvement; and

«  The need for policies and procedures in relation to emergency planning.

Quality Standards , , \ |

89. Published in March 2008, The Quality Standards for Health and Social Care,
underpin the duty of quality on the HSC Board and HSC Trusts. They complement
standards and other guidelines already in use by organisations and give a measure
against which organisations can assess themselves and demonstrate improvement.

70. The five quality themes on which the standards have been developed were identified
through consuitation with service users, carers and HPSS staff and through a review
of standards developed elsewhere at local, national and international level. The five

quality themes are:

1. ‘Corporate Lea.de'rship and Accountability of Organisations;
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Safe and Effective Care;
Accessible, Flexible and Responsiye Services;

Promo{ing, Protecting and Improving Health and Social Well- being; and

o kN

Effective Communication and Information.

Serious Adverse Inc:dents (SA[s) ‘
No health and social care system is risk or error free and the vast majority of HSC
patients and clients access services without incident. [n health and social care “any
event or circumstance that could have, or did, lead fo harm, loss or damage to
people, property, environment or reputation” is defined as an adverse incident.
Where an incident is prevented or avoided, resulting in no harm, this is called a 'near
miss’. Approximately 83,000 adverse incidents (Als) are reported each year by
HSC organisations in Northern Ireland. SAls are a subset of Als. Over the period
fromMay 20710 to March 2012, a total of 528 serious adverse incidenfs were
reported to the HSC Board.

71.1t is important that we create a culture were “near misses” are reported to possibly
prevent a SAl from occuirring in the first place and when SAls occur that these are
reviewed to identify learning for dissemination. To this end it is important that an
increase in ‘near miss” or SAl report.ing ina particuiar organisation or syetem is not
taken to infer a less safe environment for patients, rather such reporting is an
indication of a culture wherein organisations and professionals are committed to
realising opportunities to preven_f harm and to identify shortcomings in care to ensure

lessons are learned when SAls occur.

RQIA - Independent scrutiny

72.Independent scrutiny of the system is an important aspect. The Health and Personal
Social Services (Regulation, Quality and Improvement) RQIA conducts almost 3,000
inspections per year in accordance with its statutory obligations. These are a
combination of announced and unannounced lnspec’nons by qualified and
expenenced personnel Sanctions and enforcement action are applied to protect
safety. The number of registered establishments has increased year on year since
2005/06 from under 700 to over 1,400 in 2012/13.
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73.In addition the RQIA also carries out-an annual Review Programme made up of:

e Aregular programme of announced and unannounced inspections of hygiene
and cleanliness;

e Reviews identified by RQIA; and"

» . Reviews commissioned by the Department.

74.The Minister may also ask RQIA to carry out an immediate review in relation to
emerging concerns. An example of such a review was the independent review into
the major outbreak of Clostridium difficile infection in the Northern Health and Social
Care Trust in 2008. These are all means by which quality and safety may be
regulated and iniprbVed. Fuﬁhermofe, the independent nature of RQIA helps place
it to ensure public confidence.

75.The recent media coverage in respect of the Care Quality Commission (CQC) in
England indicates the importance of the effectiveness of the regulator. It is important
to appreciate that the English legislation governing CQC is somewhat different to
that which underpins the operation of RQIA. However, the effectiveness of either
regulator is vital. To that end, RQIA’s governance arrangements are closely
monitored by the Department as part of its arrangements for the governance of arm’s
length bodies. S o |

76.As part of the Management Statement between RQIA and the Department, a
capacity and capability review is planned in 2013/14. The review will take a
fundamental lock at RQJA as it is now, how it has evolved since its inception, what it
needs to do in the future and whether it is structured/resourced effectively for current

and future purpose.

Governance of Arms Length Bodies (ALBs)

77.Governance of ALBs (which includes, by definition, I—_Iealth and Social Care Trusts)
remains a difficult and onerous task. There are many examples highlighted in the
media of failures in governance. | |
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78. Under the Review of Public Administration, the reduction in the number of Trusts
from 19 to six created the opportunity for more effective mid-year and end year
accountability meetings. Accountability is not confined to those formal meetings.
Each ALB has a formal ehgagémeht'with a sponsor within the Department and
Policy and Professional leads across the Department engage regularly with ALBs
individually or in groups to discuss issues relating to ongoing policy and professional
matters. This provides a conduit for formal governance and escalation in both

directions.

79.To further reinforce accountability, this year the Minister introduced an opportunity |
for public facing accountability review meetings. Although it is not proposed that
such meetings will take place every year for every ALB, a targeted programme is
already underway. -

Other Initiatives
80. There were many initiatives launched aimed at strengthening clinical and social care
governance and many of which are substantially reflected in the papers provided
under Section C of this submission. Examples include:
o NI Adverse Incident Centre (1992)
. Whistle Blowing (2000)
o Best Practice Best Care (2001/2)
¢ Medicines Governance Team (2002)
o Safety in Health and Social Care Group (2003)
» HPSS (Quality, lmprovement & Regulation) (NI) Order (2003)
e Clinical & Social Care Governance Support T"eam'(2004)
o Serious Adverse Incident Reporting System (2004) |
e Service Level Agreement with the National Clinical Assessment Service
(NCAS) (2004) R '
« The Regulation & Quality Improvement Authority (RQIA) (2005)
o Safety, Quality & Standards Directorate (2006) |
e Memorandum of Understanding (MOU) between DHSSPS (on behalf of the
HSC) and the PSNI', HSENI & Coroners Office on Investigation of Unexpected
Death or Serious Harm (2006)
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« National Institute for Health and Care Excellence (NICE)(2006)
¢ Assurance Framework (2006) |
e Quality Standards for Health and Social Care (Supporting Good Governance
and Best Practice in the HSC) (2006)
e HSC Safety Forum (2007)
e Personél and Pubrli'c Involvement (2007)
¢ Service Framework Programme (2007)
o Guideline and Audit Implementation Network (GAIN) (2007)
s Care Standards (2008) _
» Review of Public Administration (2009)/T he HSC (Reform) Act (NI) 2009
o Complalnts in HSC: Standards & Guidelines for Resolution and Learning
(2009)
e Early Alert System (2010)
e Physiological Early Warning Systems (PEWS) and the Management of the
Deteriorating Patient (2010) | _ :
» Quality 2020 - A 10 Year Strategy to Protect and Improve Quality in heaith
and Social Care in Northern Ireland (November 2011)

Governance of Doctors - |

81.As described previously, goverhance‘ of ALBs and clinical 'gover'nance are impoftant.
However, governance is not simply confined to these domains. By way of example,
there are also other systems in place to support good medical care. Submission
paper C.5 describes the governance system for doctors_. This is made up of:
e  Undergraduate Training; ' '
e Post graduate medical training;
¢  Appraisal for doctors;
e Induction processes,

e  GMC requirements for professmna! pract[ce and revalidation and

e ldentifying and respondmg to poor pract[ce

- Clearly, the General Medlcal Councu is the regulator for doctors and it has an
ongoing programme of issuing guidance on the professional practice of doctors. It
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also has the authority to limit a doctor’s practice, suspend or remove a doctor from
the register. |

82.Doctors are amongst the most trusted of all professionals. However, the age of
‘doctor know best’ has passed and there is a less deferential culture in which
patients are more questioning and where knowledge of what medicine can do
increases expectations. Put plainly, there need to be systems in place to ensure that
the trust in doctors continues to be justified.

83.In recognition of the need to maintain that trust and explicitly demonstrate to the
public the continued fitness to practice of their registrants, The GMC has led,
together with the four UK Health Departments, the development of medical
revalidation.. In its development, medical revalidation has sought to be embedded in
and complernentary to the wider quality assurance mechanisms within the health |
and social care system. The Bristol Royal Infirmary Inquiry was the primary stimulus
for revalidation since it identified many issues relating to medical practice which
resulted in harm to patients. The publication of Trust Assurance and Safety led to
the establishment of the Confidence in Care Programme in Nl in 2008 and that
programme has led to the implementation of medical revalidation in Northérn Ireland
in 2012.

84.1t is expected that all doctors will_' have revalidated for the first time by 2015 and it is
expected to deliver the following benefits:

s A consistent approach to the regular evaluation of doctors’ fitness to practise;

o A clearly defined framework for appraisal and a statutory requirement for all
doctors to partacipate in appralsal annuaiEy X

» A statutory requirement to respond to concerns about a doctor’s fitness to
practise;- and _ _ ' _

. Promoting patlent and service user involvement through the requnrement to

provide patient feedback at appraisal.
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85. The General Medical Council has always sought to provide assurance through the
register of medical practitioners. The register is a historical record of examinations
passed and qualifications earned. As such, it previously offered limited public
assurance about how each doctor is .main‘taining the high ‘standards expected of
them throughout their careers and their continued fitness to practice. Revalidation is
one element in the medical register evolving from a record of qua!iﬁcation to one of

on-going fitness to practise

86.Revalidation aims to fill that gap. It willrprovi'de visible assurance of, and a focus for,
every doctor to maintaln and i improve their practtce It will also prowde a driver for
the organtsatsons in which they work to support them in fulﬂlhng this professional
obligation. In this way it should contribute to improvements in the quality of patient

care.

87.Revalidation reaffirms what should already hav_é been happening in every doctor's
practice. More importantly, it should go beyond a simple assessment of a doctor's
knowledge and skills at a point in time but will be based on a continuing evaluation of

their practice in the context of their everyday working environment.

Complaints, Adverse'incidence aﬁd Ciinféal negligence claims

88. The relationship bétvx_reen complaints, adverse incidence and clinical negligence
claims is not straightforward. The occurrence of an adverse.incideht may lead to a
complaint but the vast majority do not. Complaints and clinical and social care
negligence claims may arise where no adverse incident has occurred. This is
because complaints and clinical and socié! care negligence claims are perceptions of
treatment from the perspectwe of cEa[mants and may subsequently or may not be
upheid Even when an adverse incident has oceurred it may not have come about
as a result of negligence. Adverse outcomes which are consistent with ‘normaf risk
of a procedure, intervention or treatment must be borne by the patient following an
informed consent process which clearly articulates the risk and benefits to a

particular patient.

Adverse incidents — approximately 83,000 reported annually
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Complaints — approximately 6,000 complaints made every year

N‘egrligence claims — approximately 600 claims:made each yéar

Complaints
89. Notwithstanding the importance of: clinical and social care governance; governance

of arms length bodies; independent regulat:on Promoting Personal Involvement;
research evidence based practlce and, good policy making, the health and social
care system cannot underestimate the valuable information which is received from
both complaints and people who express their gratitude for positive experiences.
Patients or clients dissatisfied with the quality of treatment or care received, may
submit a complaint. Effective complaints handling is an important aspect of clinical
and social care governance. Complaints are also seen as a‘significa‘nt source of
learning and provide opportunities to improve outcomes for patients and clients, the
quality of services and the patient and client experience. The top three subject areas
for complaints against Trusts:

o  the quality of treatment and care;

o staff attitude or behaviour; and

o communication/ information to patients.

90. Complaints are a significant source of learning within heaith and social care and

provide opportunities to improve:

o Outcomes for services users;
e  The quality of services; and

o . Service user experiences.

91. Departmental pollcy on HSC complalnts has been the subject of regular and
consistent periods’ of rewew policy implementation, further evaluation and review in
the context of emerging best practice. The process of complaints handling has
continued to be refined and' the Regional Complaints Liaison Group provides a
valuable forum for review. A revised complaints procedures was introduced in April
2009. Since then the HSC Board has p'ubljshed two annual reports on complaints
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handling by HSC bodies. The HSC Complaints is currently undergeing a three stage
evaluation process including:
o - A Project Evaluation — carried out by SQSD in consultation with HSC
colleagues. Completed Nov 2010; (DH1/10/123391 refers)
o  AProcess Evaluation — an evaluation of the implementation of the .
hew Complaints Procedure arrangerhents‘ carried out by the HS'C Board, in
consuifation with HSC colleagues. Completed Feb 2012; and
o  An Outcomes Evaluation — an evaluation of the effectiveness of the
new arrangements with a tafget .completion date of March 2014 which
SQSD leads. To include: |
" a commlssmned review by RQIA of HSC governarice arrangements
(including complaints handling) during 2013/14; and
* an assessment of the impact of the HSC complaints procedure on
impro\fing quality. |

92.The HSCB pub]ished. its Report on the'Process-' Evaluation of the Complaints in HSC:
Standards and Guidelines for Resolution and Learning (Nov 2011) and this led to a
series of 14 recommendations which are now being moved forward. The evaluation
recognised that communication, staff attitude and behaviour are among the highest
categories of complaints received. The HSC Board-found that:
o effortis still required to efficiently achieve more. robust local resolution
arrahgements (links with recomrhendations 1 and 2); and |
o there is evidence that organisations do learn from complaints, but there is a
need to ensure that staff and service users are advised of this learning or changes

that have been made to procedure or policy .

93. The Health & Social Care Board has carried out a series of eomp!aints workshops
with service users across NI with the aim of securing the best possible

improvements.

94.The DHSSPS has’ comm;ssmned RQIA to review HSC governance arrangements (to
include complaints handlmg) and to rewew adverse incident management reporting
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& learning (taking account of arrangements for handling complaints) during 2013/14
and 2014/15 respectively.

Litigation

95.In order to successfully bring a case against the HSC sector, a claimant must prove
that the practitioner or organisation failed to adhere to accepted standards of care
and treatment. The cost of defending and settling clinical and social care negligence
claims is subs_tantial._Other' UK countries have reported increased claims in recent
years caused by a combination of reductions in l'egai aid and solicitors who are now
allowed to offer o represent people on a “no win ho fee” basis. This creates an
upward pressure on clinical negligence expenditure, especially for small claims. A
larger number of cases have been listed for Hearing over the last two years or 50,
i.e. since 2010, és a consequence of tighter judicial management. However, the
number of outstanding negligence cases has decreased substantially over the last
10 years as in recent years, more negligence claims have been closed than opened
— evidence of the success of the concerted effort which has been made to progress
cases as quickly as possible. The closure of a claim does not necessarily imply a
cost to the Department, as many negl;gence c[aims which have little chance of
succeeding in court are c_Iosed without payment to,the plaintiff. The level of
compensation paid in settled cases varies considerably depending' on the individual

circumstances of each case.

96.1n September 2002, the'Depértment issued guidance (HSS(F) 20/2002) which
advised health bodies that there was some evidence to suggest that patients who
suffer an adverse incident may be diverted from making a claim for compensation
where they are provided with an expression of sympathy, a full and factual
explanation and, if appropriate, are offered early corrective treatment. The guidance
recommended that individual HSC. bodies consider how to adopt this policy.

97.Since 2004, three Supporting Safer Services Reports and two Learning Reports
have been issued to support and promote learning from serious adverse incidents.
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98.in 2010, DLS completed a review of alE live cases which were active for more than 10
years As a result of the exercise, 35 cases were closed. DLS is now proactive in
monitoring the progression of cases. HSS(F) 20/2002 reminded HSC bodies that, in
line with the pre-action protocol, medical records should be provided within 40 days
from the date they are requested. DLS assures us that confidentiality clauses are
only used in cases where they are specifically requested by the plaintiff (i.e. the
injured parfy).v DLS procedures now ensure that cases are actively managed and
HSC bodies are encouraged to use a pre-action protocol {o resolve disputes. Risk
management procedures have been enhanced, and continue to be developed,
across the HSC sector. |

Redress | |

99. The UK’s fault-based approach to compensation has received sighificant criticism for
a number of years and has been accused of failing either to provide fair
compensation or to create incentives for deterrence. The lack of alternatives to legal

- redress makes it difficult for those who suffer as a fesult of medical accidents or

neghgence to obtain-explanations of what happened to them, and in pamcular to
extract apologles The Department considers that effective redress can include
offering an apology, providing reassurance and speedy remedial treatment, in
addition to offering compensation, if appropriate, when harm has been caused to a
patient or client (Safety First 2008). In Guidance on Claims Handling in HSC
Organisations (March 2010); the Department encourages (but does not compel)
HSC organisations to comply with a 2009 GB protocol designed to resolve dispi.ntes

about healthcare or medical treatment.

100. A redress scheme is a consensual process, not a judicial process; redress is
offered not awarded. Proceedings undér a redress scheme is voluntary. Proceedings
under a redress scheme and civil legal proceedings are mutually exclusive: they
cannot be conducted at the same time. Legal rights are suspended but remain intact
during a redress process when legal liability is assessed; legal liability is not
adjudicated upon by the scheme’s procedure since it is not a tribunal. Legal rights
are only determined if any offer is made and accepted as part of a compromise

agreement. [t may include investigations when'thing_sgo wrong, remedial treatment, .
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rehabilitation and care when needed; explanations and apologies; and financial
compensation in certain circumstances.

101. The Department has considered the feasabiiity of developing formal dispute
resolution procedures which could. offer viable alternatives to litigation. It is currently
considering the approaches adopted in other jurisdictions and will consult with,
amongst others, the NI Ombudsman in establishing an appropriate way fomard.

102. In view of the work reqluiied to fuiiy'eonsider the feasibility of developing
formal resolution procedures which could offer real alternatives to litigation it is not
possible to provide a planned date for completion at this stage although it is not
likely to be completed before June 2015.

The importance of lessons learned from publlc inquiries and reviews

103. There have been a number of Inquiries and Reviews in NI. It is important
that the recommendation from NI Inquities and Reviews are considered, addressed
and implemented. 1t is also important that lessons from inguiries and reviews in
other jurisdictions are also incorporated into.the business of delivering the highest
quality possible health and social care in NI. By way of example, responses toa
number of reviews and inquiries are described below.

Human Organs Inquiry ‘

104. The Human Organs inquiry, chaired b_y John Q’Hara, QC, was established by
the Minister for Health, Social Ser\iices and Public Safety in March 2001. All 20 of
the Inqui_ry’s,recom_rﬁendations were accepted. Since then the Department has
teken action in respect of all the recommendations. Key elements have included:

« A public information campaign, in conjunction with the Relatives’ Reference
Group, that included mailing leaflets to every household in Northern Ireland;

« A dedicated telephone enquiry line from November 2002 to March 2005 (and
ongoing arrangements with_inindividual Trusts to continue to respond to

te[ephone enquiries as necessary),
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e The Human Tissue. Act 2004, in which Northern Ireland is enjoined with
England and Wales; o

¢ The Human Tissue Authority created under the new legislation as the
regulating body for all matters concerning the removal, retent.ion, use and
disposal of human tissue (excluding gametes and whole blood) for specific
purposes;

+ A Code of Good Practice ‘on Post Mortem Exeminatiohs; a Careplan for
Women who experience a Miscarriage, Stinbirth or Neonatal Death; and
new consent forms and guidance booklets to be used in respect of Hospital
Post Mortem Examinations;

« Permanent memorials in Belfast City Hall and Ballyoan Cemetery dedicated to
the memory of all those whose organs and tissue were removed without the
knowledge or consent of families following post mortem examinations; and

A regi'onal hetwork, com'ptising 5 ‘a-rea co—ofdinators, for the development of
bereavement care standards and training (launched in January 2006.).

C.Diff Ingquiry

105. - The C.Diff public ihquify was established in response to the outbreak of
Clostridium difficile in Northern Trust Hospitals in 2007/2008. The final report contained

twelve recommendations (http://www.cdiffinquiry.org/chapter-11.pdf ), of which nine

were addressed to the Northern Trust and the remaining three fo the Department.
The Inquiry Panel noted in the report that the recommendations would be of value in
other Trusts, in Northern Ireland and further afield. The recommeéndations dealt in the
larger part with infection control issues but several recommendations (such a those

listed below) would have a degree of relevance to other setting and Inquires:

» Governance arrangements (Recommendation 3
_e Record keeping (Recommendation 3); ;
« Training and support (Recommendation 10); and

« Organisational change (Recommendation 12).

Pseudomonas Inguiry
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106. In January 2012, the Minister commissioned the RQIA to carry out an expert-
led inquiry into the incidents of pseudomonas infection and colonisation across hospital
neo-natal units that arose in the closing weeks of 2011 and early 2012. The inquiry
team produced an Interim Report in April 2012 and a Final Report in May 2012
containing a total of 32 recommendations.

107. Most of the 32 recommendations have been completed and all have been
progressed. With regard to those recommendations for which there are actions
outstanding, either substantial construction work is required and in train, or there is
paperwork to be _done.to complete the Department’s record of implementation.  The

‘status of the recommendations is as follows:'

“e Interim Report - 15 recommendations, 11 completed, 4 partially completed (2
requiring substantial building work)

« Final Report - 17 recomrhendations, 15 Completed, 2 partially corﬁpleted'

108. Themes in the Review recommendations which are relevant in other contexts
include: - o 7
¢  Communication;
. Governance arrangements;
. Sharing documentation and Information;
) Plans for managing incidents; and

o _ Support for staff during incidents.

Dental Inguiry
109. 5 February 2011, the Belfast Health and Social Care Trust (BHSCT) recalled
117 Oral Medicine patients from the Déntal Hospital for precautionary check-
ups following a BHSCT review of the appropriateness and timing of patient
‘referrals and treatment. An urgent independent inquiry into these matters was
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set up. The Inquiry Panel initially reported in June 2011, making 45
recommendations under seven headings:

¢ Quality of Care
o Supervision of Appraisal
« Administrative Considerations
» HR/Training/Workload Planning
. Adverse Impacts on Patients
- o Communications

¢ QOther Recommendations.

110. " The Inquiry Panel completed Eté work on preparation fof publication of the final
" Dental Hospital Inquiry Report in June 2013. This included an addendum which
highlighted that a further death in late 2011 gave rise to additional concerns
regarding the late diagnosis of oral cancer. The fuIE Inqunry Report and
corresponding Action Plan are available at
http: fiwww. dhsspsnl gov.uk/dentalinquiryreport.pdf and

http:/iwww. dhsspsn! gov.uk/dentalactionplan.pdf .

111, A short-term Working Group was established in July 2011 to address the initial
recommendations, so it is important to note that, although the full report was
not publ;shed until July 2013, there had been a significant amount of work

‘carried out, and progress made, over the prewous 2 years. The DHSSPS has
co-ordinated the development of an Action Plan in response to the Dental
Inquiry Report and adopted a collaborative approach between the DHSSPS,
the Heaith and Social Care Board (HSCB), the Public Health Agency (PHA),
the BHSCT, Queen’s University B'elfast (QUB); and the Patient and Client

.Council. The Dental Hbspital'lnquiryReport acknowledged and supported the
work that had already been undertaken. The main objectives of the Action Plan
have been to promote patient safety, and to enhance both the patient
experience and public confidence in the services provided by the Dental
Hospital/School of Dentistry. The Action Plan sets out time-bound actions
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relating to the recommendations and which organisation is responsible for

delivery.

112. A number of regional learning points emerged from the findings of the Inquiry

' ‘Report which are pertinent to policy and both HSC organisations and teams in
primary care. Itis also considered that much of this learning has commonality
with other lessons learnt in UK health systems and wider beyond.

113. The closing recommendation of the report was that the Minister establishes an
-appropriate mechénism to ensure that the recommendations which he
considers have merit are fully implemented. Each HSC organisation will be
required to submit a full report to DHSSPS on progress towards implementation
of its respective actions until full implementation is achieved in 2014. DHSSPS
will seek independent assu.ra.nce regarding implementation of the Action Plan
and on improving the quality of dental care commissioned by HSCB and
provided by the BHSCT. This 'wili be led by the Regulation and Quality
Improvement Authority, and carried out during 2015/18, |

UK Inquiries . _ ‘
114.  The Depaﬁmeht and the HSC’s approach also refiects the findings of Inquiry

and other evidence emanating from other parts of the UK (and further afieid). A
current example is the Francis Public Inquiry Report into events at Mid Staffordshire
Foundation Trust which was published in February 2013. The Department is giving
due consideration to the findings of the inquiry .and is aiming to publish its response

in November.

Quality 2020 - A 10 Year Strateay to Protect and Improve Quality in health and
Social Care in Northern Ireland (November 2011)

116. Quality 2020 is the Department's quality .stratégy for the HSC and was
Launched by Minister in 17-November 2011. It defines quality for health and social

care in terms of three key components:
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i. Safe — minimises risk and-harm to service users and staff,
" ii. Effective ~ informed by an evidence base that it results in improved health
and wellbeing; and
iii. Person centred- gives due regard to the preferences and aspirations of
‘ those who use services, their family and carers.

1186. In simple terms, Quality 2020 is the Department’s overarching strategy
which will inform the quality agenda up to the year 2020, The strategy presents a
clear Vision for the future, in which we aspire to be recognised internationally, but
especially by the people of Northern Ireland, as a leader for excellence in
health and social care. Its purpose is to create a strategic framework and plan of
action that wil p:rotec't and improve q-uality across all 3 dimensions within health and
social care over the next 10 years. It recognises that this will be a period of major
challenges, including financial constraints, as well as opportunities and demands
from various guarters.

117. It is planned that it will be subject to review every 3 yeers to ensure that it
remains fit for purpose. The strategy highlights 5 strategic goals that will contribute
to that vision being realised, namely:

* Transforming the culture
- _Strengthening. the Workforce
r Measuring the Improvement
v Raising the Standards, and
® |ntegrating the Care.

118. The strategy was developed over two years and mvolved input from a wide

| range of people mcludlng service users, carers, front-lme HSC staff, commissioners,
departmental policy officials and professionals & Trade Unions. It has also been the
subject of public consultation {(consultation closed 15 April 2011). A series of
presentations were made by senior Departmental staff to Senior Management
Teams across the HSC during 2012 in an effort to ensure that the strategic
importance and relevance of Qua[ity‘2020 going forward was well understood and
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rooted in the mindset of HSC senior management teams from the outset

Quality 2020 Implementation Plan approved by Minister 19 April 2012

119. - The implementation of QUALITY 2020 will provide both a strategic ‘agenda’

- and ‘context’ for quality improvement. lts implementation is not simply about a
programme of new projects or strategic initiatives, important as they will be in driving
forward necessary change and innovation. It is also about recognising and, where
appropriate, endorsing the often self-initiated activity of HSC bodies across a
multitude of quality improvement initiatives which they all undertake on an on-going
basis in seeking to fulfil their Statutory Duty of Quality. The achievément, therefore,
of QUALITY 2020’s strategic goals, and thus its vision, will be the combined result of
HSC organisations driving forward quality improvements in their own right, as well as
engaging collectively in a series of projects strategically aimed at securing necessary
change across all sectors '

120. A Steering Group has been set up to oversee the project. A Management
Group is managing the work of the Implementation Team which has been working on
seven Tasks. All of these Groups have been meeting on a regular basis for over a
year. Additional staff have been contributing to the Tasks where their skills are felt to
be appropriate. More- detail with re-gard‘ to the progress of tasks initiated under the
auspices of Q2020 is provided in the attached detailed submissions. |
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_ : Annex A
Supp'orting Papers to be Provided to the Inquiry '

To Err is Human (1999)

Best practice — Best Care = .

Quality 2020 - A 10-Year Strategy to Protect and lmprove Quallty in Heaith and
‘Social Care in Northern Ireland '
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