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 Witness Statement Ref. No. 
 
NAME OF CHILD: Raychel Ferguson 

Name: Stella Burnside 
 
Title: Mrs. 

Present position and institution:  

Previous position and institution: 
[As at the time of the child’s death] 
Chief Executive Officer - Altnagelvin Hospital Health & Social Services Trust (“AHHSST”) until 
December 2004 
 

Membership of Advisory Panels and Committees: 
[Identify by date and title all of those since the date of you last witness statement] 
 
I was a visiting Professor University of Ulster from 2005 – 2010 
I am an appointed Commissioner -  Equality Commission for Northern Ireland 2008 -2014 
Just appointed member of Independent Monitoring Board, NI until 2016,  
I was a member of the Board for Foyle Haven Centre for Street Drinkers  2008 -2012 
I became a Board member of Oaklee Care Services Board, February 2013 
Trustee of the Ulster Orchestra 2005 -2012 
 

Previous Statements, Depositions and Reports: 
[Identify by date and title all those made in relation to the child’s death] 
 
 

OFFICIAL USE: 
List of previous statements, depositions and reports attached: 

Ref: Date:  

046/2 
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IMPORTANT INSTRUCTIONS FOR ANSWERING: 

Please attach additional sheets if more space is required. Please identify clearly any document to which you refer 
or rely upon for your answer. If the document has an Inquiry reference number, e.g. Ref: 049-001-001 which is 
‘Chart No.1 Old Notes’, then please provide that number.  

If the document does not have an Inquiry reference number, then please provide a copy of the document attached 

to your statement. 

( 1) Please provide the following information: 

a) Your qualifications as of 2001 (please also provide a copy of your CV); Registered General Nurse, 
Registered Mental Nurse, Nurse Teacher,  B. Phil. [Hons]. CV Attached. 

 
b) Describe your career history before you were appointed Chief Executive, AHHSST;  
 

Shortly after completing my A Levels I commenced General Nurse Training in Belfast City 
Hospital on 3rd July 1967. Training was a traditional apprenticeship with periods of “classroom 
education” interspersed between substantial periods of placement in ward and treatment 
departments.  The Syllabus was prescribed by NI Council for Nurses and Midwives. Student 
nurses were the larger part of the  Nursing workforce.  After three years training I qualified and 
became a State Registered Nurse. 

I worked on day duty and night duty in Belfast City Hospital. On night duty I was the nurse in 
charge of a surgical department of at least 4 acute surgical wards and sometimes eight surgical 
wards including the Urology wards and Trauma / Orthopaedic wards. I reported to the Senior 
Nursing Officer who was in charge of the Hospital. 

This was an extremely busy department at a challenging time. This gave me a great development 
and learning opportunity which has underpinned my beliefs and directions since that time. I 
became aware of my need for more understanding of the human condition and the emotional 
effects on people who were patients. I then undertook Mental Health Nurse training. 

Upon completion of my Mental Nurse training I worked in Windsor House as a Mental Health 
Nurse and in special practice with Behaviour Therapy and Group Work. 

I undertook special Human Relations training in Group Work whilst in Downshire Hospital and 
continued to develop this area of special interest as a Human Relations Group Facilitator working 
through the Extra Mural Department QUB under the guidance of Mrs May Seth.  Both these areas 
of interest were undertaken in parallel with my mainstream employment as a Nurse. 

I trained as a Clinical Nurse Teacher [Royal College of Nursing, with Credit] and simultaneously 
undertook the first part of University of London Diploma in Nursing in the subjects of Physiology, 
Psychology and History of Nursing. 

I worked as a Clinical Teacher in Belfast Southern Group School of Nursing covering clinical areas 
in Musgrave Park Hospital and Belfast City Hospital.  Then   moved to Central School of 
Psychiatric and Special Care Nursing and was Clinical Teacher in Purdysburn Hospital and 
Windsor House. 
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Following completion of the Certificate in Teaching Studies for Nurses [with Distinction]  at 
Institute of Continuing Education, Magee College, Londonderry I worked as a Nurse Tutor in 
Central School of Psychiatric and Special Care Nursing and provided clinical teaching in Holywell 
Hospital. 

I moved to Derry and worked in the Western Area College of Nursing where I taught General 
Nursing and Mental Health Nursing. 

I was appointed to a seconded post in Magee College, NUU, by NI Council for Nurses and 
Midwives.  I was responsible for the Co ordination and management of the Nurse Tutors Course.  
Following the merger of NUU and NI Polytechnical College my work extended to include teaching 
undergraduate nurses and to curriculum design and development with the Department of Nursing 
Studies at the University of Ulster. 

Whilst working full time I completed a Bachelor of Philosophy degree with upper second class 
Honours and was awarded the Bigger Prize for Post Graduate students. 

Upon the introduction of Unit General Management in Northern Ireland in 1990 I was appointed as 
Unit General Manager for Foyle Community Unit of Management and established the new Unit, 
within the Western Health and Social Services Board.  This post offered me the opportunity to lead 
and develop a new system of accountability in general management of services.  To achieve these 
goals I worked closely and openly with staff and with service user groups  to nurture a culture of 
openness and responsiveness to the needs of clients and patients and to manage services in more 
open and flexible way in accordance with the needs of the communities we served 

Upon completion of three years in Foyle Community Unit I applied and was appointed Unit 
General Manager in Altnagelvin Group of Hospitals in January 1993. 

This post provided the opportunity to lead the organisation towards a vision for excellence, as a 
District General Hospital, in an era of rapid technological change. The development of an 
organisational structure, involvement of clinicians in management and developing a culture of 
openness and accountability were undertaken with the participation of a wide range of staff to 
encourage a collegiate approach and shared learning in multidisciplinary teams. 

In 1996 I led the Altnagelvin Hospitals application for Trust Status and was appointed Chief 
Executive by the Altnagelvin Hospitals HSS Trust Board in April 1996. 

Throughout my career I have served on Professional Boards, Voluntary Boards and Committees 
and have been appointed to Public Bodies. 

 

c) Describe your work commitments at the AHHSST from the date of your appointment to June 
2001; I have been unable to retrieve a copy of my own job description and so give a general 
description of my accountability. 

See attached Job Description for my successor which  gives a front page description of lines of 
accountability.  I believe that HPSS Management Executive archive should be able to provide a 
sample job description which they issued for all Trust Applications. 

As a Unit General Manager [UGM] I had been accountable to the General Manager of Western 
Health and Social Services Board and was responsible for the effective and efficient planning and 
management of the services provided within the unit.  The post of Unit General Manager required 
that all staff were ultimately accountable to the UGM. 
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In brief my post in Altnagelvin had a wide range of  “work commitments”  for which I was 
accountable to the General Manager of WH&SSB.  Among the major issues were, planning and 
business case development for the Strategic Capital Development of Altnagelvin Area Hospital, 
leadership and management of  the hospital organisation, the maintenance of efficient services and 
effective financial management.  Simultaneously the hospital's Tower Block Building was re-clad.  
I ensured the development of a management system that secured accountability [Clinical 
Directorate model] maintained sound financial management and developed services to the 
required standards of the day and delivered that accountability to the Western HSS Board. 

Following the trends in UK government policy from 1980’s in Northern Ireland onwards the 
expectations of the public were increasing, technology was advancing, earlier diagnosis was 
becoming achievable and evidence of clinical outcomes was allowing consideration of clinical 
effectiveness which was driving greater specialisation in the Medical and other professions.   The 
patterns of hospital care, which had served their communities for so long, no longer were able to 
meet the demands of more specialised diagnosis or treatment.  Hence  the heritage of a hospital in 
every community, [e.g. Co Tyrone – Dungannon, Omagh, Castlederg, Strabane.] serving the acute 
hospital  needs of the local population, became challenged by the new standards expected because 
of the increasing capacity for diagnosis and  treatment by more specialised Clinical Experts. 

Previous planning assumptions needed to be challenged and patients, public and professions 
became engaged in the plans for re shaping the provision of acute hospital services. 

It appears to be the case that Northern Ireland HPSS, Health Services Policy, reflected the political 
philosophy that prevailed at Westminster /Whitehall at any given time.  The trends were similar 
albeit that pace of structural change and professional influences were introduced at a slightly later 
time in NI. 

The Management Executive of HPSS in Northern Ireland promoted the move to “self governing 
Trust status” for all Units of Management.   I led the management of change and developed the 
application for “self governing Trust status.  The Application  was assessed by an External 
Assessment Team, [which was appointed by HPSS Management Executive] and AHSST was 
granted Trust Status under the Establishment Order HPSS [1996]. 

The “work commitments” briefly outlined above were increased. The challenge  was to build new 
strategies to enhance, sustain, develop healthcare services which would meet the new managerial 
framework and accountability and the demands of a Purchaser / Provider contracting environment 
with Commissioning HSS Boards and GP Fundholders negotiating with the Trust for 
services/contracts and service level agreements. 

The learning environment in Altnagelvin was built upon the early foundation of team building, 
the development of Clinical Directorates and the HosQIP and early audit work.    The information 
and theory then featuring in the literature of Quality Improvement was Clinical Governance as 
models of assurance for corporate and clinical governance emerged. 

A Trust chief executive was an Executive Director member of the Trust Board and was accountable 
directly to the Chairman of the Trust Board.  The role of Chief Executive was one of an Accountable 
officer [to Permanent Secretary] and significantly one of leadership for the organisation.  I worked 
closely with my team, the Trust Board and clinical colleagues to develop a shared vision for 
improving quality of care and treatment and a culture for improvement. 

Our Trust developed an inclusive [multi disciplinary] approach to the development of strategy and 
to the organisation of the Trust. We developed Business Cases which are the basis of the re 
development capital project and the organisation of specialist services in keeping with the best 
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available evidence.  An example of this is the cultivation of Clinical Teams which led to an agreed 
approach to referral for people suspected of having cancer.  When NI Report on Cancer Services 
was published [Campbell Report] the Altnagelvin Referral Guidelines for GP's was cited as an 
example of good practice. 

In 1997 one of the early challenges in this new and emerging culture of the NHS came to 
Altnagelvin when a potential problem was indicated.  The culture for improvement and openness 
led to an investigation into potential “failed sterilisations.”  In a spirit of honesty and openness the 
Trust undertook an internal review to examine risk of “sterilisation failure.”  The Trust then made 
a plan and was proactive and open in pursuing its duty of care to the identified patients. 

Leadership of and accountability for improving services was largely welcomed by professionals 
who accepted their responsibility for leading clinical improvement.  The Chief Executive of a Trust 
was an Accounting Officer in direct line to the Permanent Secretary who, in turn, provided 
assurances to Parliament for the proper use of public finances.  If I recall correctly, I had to sign an 
Assurance and Management Statement assuring my adherence to Financial Memoranda and 
Standing Financial Instructions affirming due diligence in the conduct of financial matters. 

As a Unit General Manager [UGM] I had been accountable to the General Manager of Western 
Health and Social Services Board and was responsible for the effective and efficient planning and 
management of the services provided within the unit.  The post of Unit General Manager required 
that all staff were ultimately accountable to the UGM. 

In brief my post in Altnagelvin had a wide range of  “work commitments”  for which I was 
accountable to the General Manager of WH&SSB.  Among the major issues were, planning and 
business case development for the Strategic Capital Development of Altnagelvin Area Hospital, 
leadership and management of  the hospital organisation, the maintenance of efficient services and 
effective financial management.  Simultaneously the hospital's Tower Block Building was re-clad.  
I ensured the development of a management system that secured accountability [Clinical 
Directorate model] maintained sound financial management and developed services to the 
required standards of the day and delivered that accountability to the Western HSS Board. 

Following the trends in UK government policy from 1980’s in Northern Ireland onwards the 
expectations of the public were increasing, technology was advancing, earlier diagnosis was 
becoming achievable and evidence of clinical outcomes was allowing consideration of clinical 
effectiveness which was driving greater specialisation in the Medical and other professions.   The 
patterns of hospital care, which had served their communities for so long, no longer were able to 
meet the demands of more specialised diagnosis or treatment.  Hence  the heritage of a hospital in 
every community, [e.g. Co Tyrone – Dungannon, Omagh, Castlederg, Strabane.] serving the acute 
hospital  needs of the local population, became challenged by the new standards expected because 
of the increasing capacity for diagnosis and  treatment by more specialised Clinical Experts. 

Previous planning assumptions needed to be challenged and patients, public and professions 
became engaged in the plans for re shaping the provision of acute hospital services. 

It appears to be the case that Northern Ireland HPSS, Health Services Policy, reflected the political 
philosophy that prevailed at Westminster /Whitehall at any given time.  The trends were similar 
albeit that pace of structural change and professional influences were introduced at a slightly later 
time in NI. 

The Management Executive of HPSS in Northern Ireland promoted the move to “self governing 
Trust status” for all Units of Management.   I led the management of change and developed the 
application for “self governing Trust status.  The Application  was assessed by an External 
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Assessment Team, [which was appointed by HPSS Management Executive] and AHSST was 
granted Trust Status under the Establishment Order HPSS [1996]. 

The “work commitments” briefly outlined above were increased. The challenge  was to build new 
strategies to enhance, sustain, develop healthcare services which would meet the new managerial 
framework and accountability and the demands of a Purchaser / Provider contracting environment 
with Commissioning HSS Boards and GP Fundholders negotiating with the Trust for 
services/contracts and service level agreements. 

The learning environment in Altnagelvin was built upon the early foundation of team building, 
the development of Clinical Directorates and the HosQIP and early audit work.    The information 
and theory then featuring in the literature of Quality Improvement was Clinical Governance as 
models of assurance for corporate and clinical governance emerged. 

A Trust chief executive was an Executive Director member of the Trust Board and was accountable 
directly to the Chairman of the Trust Board.  The role of Chief Executive was one of an Accountable 
officer [to Permanent Secretary] and significantly one of leadership for the organisation.  I worked 
closely with my team, the Trust Board and clinical colleagues to develop a shared vision for 
improving quality of care and treatment and a culture for improvement. 

Our Trust developed an inclusive [multi disciplinary] approach to the development of strategy and 
to the organisation of the Trust. We developed Business Cases which are the basis of the re 
development capital project and the organisation of specialist services in keeping with the best 
available evidence.  An example of this is the cultivation of Clinical Teams which led to an agreed 
approach to referral for people suspected of having cancer.  When NI Report on Cancer Services 
was published [Campbell Report] the Altnagelvin Referral Guidelines for GP's was cited as an 
example of good practice. 

In 1997 one of the early challenges in this new and emerging culture of the NHS came to 
Altnagelvin when a potential problem was indicated.  The culture for improvement and openness 
led to an investigation into potential “failed sterilisations.”  In a spirit of honesty and openness the 
Trust undertook an internal review to examine risk of “sterilisation failure.”  The Trust then made 
a plan and was proactive and open in pursuing its duty of care to the identified patients. 

Leadership of and accountability for improving services was largely welcomed by professionals 
who accepted their responsibility for leading clinical improvement.  The Chief Executive of a Trust 
was an Accounting Officer in direct line to the Permanent Secretary who, in turn, provided 
assurances to Parliament for the proper use of public finances.  If I recall correctly, I had to sign an 
Assurance and Management Statement assuring my adherence to Financial Memoranda and 
Standing Financial Instructions affirming due diligence in the conduct of financial matters. 

 

d) What was the role of the Accountable Officer and what were its functions, accountabilities and 
responsibilities, and was this reduced to writing by 2001? If so please provide a copy of the same.  
I believe that I have outlined in the previous answer.  I believe this information has already been 
submitted to the Inquiry. 

 

2 Please also provide a copy of: 

a) The Code of Conduct and  
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The Code of Conduct and UKCC Code of Conduct.  Please find attached. 

b) The Code of Accountability to which you were subject in 2001. 
I believe that management executive issued some guidelines following the N Nolan Report, but 
I am unable to access that information.  I further enclose Code of Conduct for HPSS Managers  
dated November 2003.   

3. In respect of the prediction in the Annual Report 1998-1999 (at Ref: 321-004gi-044) “From 1st 
April 2000 Chief Executives will be responsible for not only the financial performance of the Trust 
but will have clear accountability for quality in the clinical setting” please state: 

a) Whether this proved to be accurate;  
The legislation which would introduce the “Duty of Quality” was not enacted until 2003 and 
the expectation expressed in the Annual Report 1998-1999 was not fulfilled until 2003. 

b) The date from which the Chief Executive became responsible/accountable? 
Each Chief Executive was an Accounting Officer in line with the standing financial instructions and 
probity in Health and Social Services.  The Permanent Secretary was the direct line to Government 
and wrote to each Chief Executive on their appointment and subsequently when deemed necessary.  
These were commonly referred to as “Dear Accounting Officer” [Dear  AO] The statutory duty of 
quality requiring new arrangements for Clinical Governance only came into force following the 
Quality Improvement and Regulation Order, Northern Ireland. [2003] 

4. In respect of the quality of healthcare provided by the AHHSST in 2001, what did you consider 
to be: 

b) a)Your own professional responsibility; 
I was a Chief Executive with the responsibility for the effective and efficient planning, delivery and 
sound financial management of the Altnagelvin Hospitals HSS Trust.  The essential criteria for the 
post did not require nursing or health care qualifications. 
I maintained my Nurse Registration and therefore behaved with due regard to my professional code 
of conduct and accountability in accordance with UKCC. 

c) b)Your own ethical responsibility; 
The ethics which underpinned my conduct as a Chief Executive were informed by my belief in 
respect and regard for each person, honesty and openness in the conduct of my work and fairness in 
the delivery of a public service. 

d) c)Your own statutory responsibility? 
My statutory responsibility as a Chief Executive was laid down in the Orders which established 
Trust status for Health and Personal Social Services in Northern Ireland.  HPSS Establishment 
Order [1996]   Each Trust Chief Executive had similar accountability in 2001 to deliver efficient and 
effective services within the available resources. 

5) Who bore ultimate responsibility for the quality of care delivered by AHHSST? 
I did. 
 Each member of staff employed in post as a Registered Nurse, Doctor or person who was a 
Professional Allied to Medicine [PAMS]  practitioner was accountable for their individual conduct 
in accordance with their Registration.  [GMC, AHP Council or UKCC] 
  
 I was the Chief Executive responsible for the management and leadership of the  services 
provided by the organisation and I bore ultimate responsibility for the  overall  quality and quantity 
of the services which we provided. 
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6) Please state the identity of the individuals who had lead responsibility in AHHSST in 2001 for: 

a) Clinical governance;  
The Medical Director, Dr Fulton and Miss Duddy, Director of Nursing, shared responsibility for 
development of a Clinical Governance framework within  an ethos of quality improvement and 
to ensure that the Trust would be ready for the   enactment of the statutory duty of quality when 
it became law in NI. 

The responsibility was delegated jointly to the Medical Director, who was part time Director and 
a working clinician, and the Nursing Director who was full time Executive Director.   

Consistent with established professional education patterns they, along with other colleagues, 
were supported in their CPD to develop networks with the emerging Clinical Governance 
experts in other countries. 

They attended Conferences, meetings, and contributed to expert peer groups, e.g. Chief Nurse 
Advisory Committee, Medical Directors Forum.  I do not recall a specific Northern Ireland 
training programme or curriculum for Clinical Governance in HPSS at that time. 

Each Registered Health Care Professional has a personal responsibility to ensure that they are 
keeping pace with developments in their respective fields of practice. 

The Trust had an excellent Library and a professional Library service to support under and post 
graduate education, CPD and training for staff and students on placement in the Trust.  
Additional financial resources for the development of clinical governance education, training or 
structures were not, to the best of my recollection, made available at that time. 

b) Risk Management; 
Mrs T Brown was the responsible officer reporting to Miss Duddy, Director of Nursing.  
When new strategy or process was being developed training and education needs were 
identified and appropriate arrangements put in place to meet the particular goals.  The 
established system of staff appraisal was the core tool to ensure that individual and 
organisational training needs were identified and action either for the individual’s training 
or for more general training was agreed and organised in accordance with the established 
procedures.   

c) Claims and Litigation;  
Mrs T Brown was the Manager for claims and litigation and was experienced and expert prior to 
her employment in Altnagelvin Hospitals Trust. 

The staff appraisal conducted across the organisation monitored the performance of individuals, 
measured the achievement of the set objectives and identified learning and development needs 
of  individuals in relation to their particular post. 

d) Complaints? I was Chief Executive and responded to complaints.  The investigation of the 
complaint was undertaken,  on behalf of the patient or next of kin, by the Patient Advocate.  

The Complaints Procedure followed the prescribed guidance and my experience was gained over 
many years and was regarded as an important source of learning for the organisation. 

During my time in Foyle Community Unit I had developed a system for handling complaints. I 
found that it was often helpful to offer to meet with complainants and to be open about the 
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issues.  

I formed a Patient Council [Chaired by Non Executive Director of Trust Board] and recruited 
some members from those who had made complaints to the Trust. 

The Trust Board received regular reports on Complaints.  

Please also indicate what training and guidance was given to these individuals in respect of good 
practice and what steps were taken to monitor their procedures. 

7)“The Trust strategy for clinical governance had been developed under the leadership of Nursing 
Director, Miss Duddy alongside the Medical Director, Dr. Fulton and had been coordinated by Mrs. 
Brown” (Ref: WS-046/1 p.3). Please describe any involvement you may have had with this work, 
when it was done and whether it generated any note or record (if so please provide copies of the 
same). 

I regarded my involvement as important to ensure that staff recognised the significance of Clinical 
Governance as part of the improvement of our Hospital and so would always have made sure to take 
part in the development opportunities where possible. 

The Director of Nursing and Medical Director were leading, learning and shaping proposals 
appropriate to the scale and shape of Altnagelvin and which would dovetail with the existing 
requirements for corporate governance. 

I participated in discussions, in house seminars and spoke at training and conferences for our staff 
as well as at external Conferences.   I am unable to access documentary verification.  It is now 7 years 
since I left my post in Altnagelvin Hospitals Trust. 

8)The “Proposed Strategy for Implementing Clinical Governance” is dated 7th September 1998 (Ref: 
321-004g-001). Please advise: 

a) As to the extent of implementation of this Strategy as at June 2001; A framework had been 
developed which included Clinical Incident Reviews, encouraged reporting of all risks and 
Incidents as well as the proactive Risk Assessments which were enacted in keeping with Legislation 
and Guidance on Risk Management.   

 The COSHH requirements, RIDDOR , Advice from Health Estates on Medical Devices are 
examples of the drivers for proactive assessment of risk and some required mandatory reporting to 
DHSS or the Health and Safety Executive. 

b) If implementation suffered delay, what were the causes thereof? 
The culture of NHS and HPSS in Northern Ireland had been one of professions working alongside 
the Administration of the services.  The Griffiths Report circa 1984 recommended that Health 
Services should have a General Manager and a single point of accountability.  General Management 
was ultimately introduced into HPSS Units of Management in Northern Ireland in 1990.   This 
required a significant cultural shift in HPSS organisations. 

A more open and accountable culture was being developed through clinical governance in many 
parts of the world. A new statutory duty of quality was introduced in the other countries of the UK 
from 1998 onwards.  The ethos that was being proposed was one of transparency where 
improvement could be pursued in a culture which accepted that, when practice was less than 
perfect, then the opportunity was to pursue improvement not blame. The phrase commonly used 
was a “no blame culture”.  When staff were able to recognise weakness, accept the need to learn and 
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acted honestly, then a “no blame” culture was the vehicle for learning and underpinned the 
structures of reporting of clinical incidents.   A primary goal in this was to develop “an Organisation 
with a Memory” so that lessons could be learned from untoward events and from “near miss 
events”. 

It is my recollection that in England the National Patient Safety Agency was the mechanism 
whereby Trusts were to report incidents so that trends would be identified and “Safety Bulletins 
issued to ensure widespread dissemination of the information. 

It was believed that in a more open culture staff would be able to report their concerns and admit to 
their own learning needs.   

From 1997 developments, resources and structures happened quite rapidly and were resourced in 
England and Wales.  In addition to NPSA were the National Institute for Clinical Excellence / 
Effectiveness, [NICE] and the Commission for Health Improvement. [CHI]. Individual Trusts were 
charged with responsibility for developing Clinical Governance frameworks. 

Simultaneously Northern Ireland Health and Social Services strategies were being examined in the 
light of the new Administration following the Good Friday Agreement and the ensuing 
accountability for the management of proposed changes in the pattern of Acute Services were 
dominant on the HPSS agenda.  There were consultative papers on development of clinical and 
social care governance around 2001.  Following upon the consultation the HPSS Quality 
Improvement and Regulation Order was later than originally expected and subsequently did not 
become enacted in law until 2003. 

I, as Chief Executive, encouraged the development of a value system appropriate to clinical 
governance in the interests of ensuring best modern practice of sound governance and transparency 
in the service of the public and to support quality improvement. 

Changing a long established culture is complex in any organisation.  The HPSS  was staffed and 
largely led by a Profession which, like other established professions,  was historically characterised 
by their exclusive body of knowledge and self regulation.  The culture required change to meet the 
challenges of a Health Service that was more focussed on the patients increasing expectations of a 
modern responsive, more open and efficient and effective service.  The emergence of issues from the 
“Bristol Inquiry” created an impetus to drive improvement and clinical governance and more open 
professional regulation. 

The Executive Directors, [Medical and Nursing] charged with responsibility for the development of 
capacity for clinical governance arrangements,  were proactive in challenging me and advising our 
Trust Board on emerging professional standards and trends in specialties, in the governance of 
individual professional regulation and on the international drive for quality improvement through 
the mechanisms of clinical governance frameworks.   

 

(9)In 2001 did the AHHSST have in place any policies, guidance or procedures governing the 
following: 

(a) Clinical governance; 
Yes. Modelled on frameworks and practice discussed in the professional literature.    

(b) Social care governance;  
Social Care Governance framework was not specifically named in the early literature and only 
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emerged in Northern Ireland to suit the needs of an integrated health and social care service. 

(c) Health and Safety;  
Yes developed under the guidance and requirement of Health and Safety Executive,  Health 
Estates in HPSS/HPSSPS and the Trust staff who were expert in the respective fields. Please find 
attached. 

(d) Adverse Clinical Incident Investigation; 
Yes – Based upon recommended models at that time.  From my recollection as a Chief Executive 
the Nursing and Medical Director had substantial contact with experts to test and develop the 
system of Adverse Incident investigation, Please see attached copy of Policy. 

(e) Audit; 
Yes- modelled on the Regional Audit Committee and available literature. 

(f) Complaints procedure; 
Yes based upon prescribed guidance from HPSS. 

(g) Performance assessment; 
Performance Assessment is the phrase used by Professional Regulators in relation to an 
individual Registrant and most frequently referred to doctors. Where a difficulty was identified 
the Trust did seek the assistance of the relevant and particular Royal College or Regulator where 
there were concerns about an individual.  The Medical Director was attentive to these matters 
prior to the Confidence in the Future document. 

It was widely regarded that where a doctor was “under performing” it was necessary to invoke 
the GMC type process. [Ultimately NI developed Guidance].  Many organisations appeared shy 
about invoking normal employment disciplinary procedures for doctors and dentists.   In 2001 
the NI region consultation of the management of doctors performance [and the ensuing 
relationship with proposed GMC revalidation procedures] was at consultation stage.   
Attachment Confidence in the Future.  Attachment. 

This annual review, Staff Appraisal system, was conducted by line managers throughout the 
Trust.  Where an individual had weaknesses identified then arrangements and agreements were 
reached to support relevant development and improvement. 

Senior Managers were assessed through Individual Performance Review [IPR] NI Scheme in 
keeping with Human Resource Policy and Practice throughout the HPSS. 

Staff Appraisal and IPR were based on HPSS Schemes and were widely used through the 
HPSS. 

(h) Continuing medical education and professional development; 

Continuing Medical Education was regarded as a requirement for Medical staff and was 
developed in preparation for the anticipated statutory Regulatory requirements. GMC 
guidelines. 

UKCC had requirements for their Registrants.   

The advice on these matters was provided through the Director of Nursing and the Medical 
Director. 

(i) Preparation for Inquests and the gathering of statements therefore; 
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This was handled by the Risk Management Department in direct liaison and with the 
guidance of our contracted Legal Advisors [DLS.] and Counsel, as advised. 

(j) The issue of patient consent; 
GMC and UKCC issued guidelines/standards to their Registrants and those were expected 
standards. 

Guidance on Patient Consent was issued in 1995 and put in place.  Following the Inquiry into 
Retained Organs Altnagelvin HSST undertook further work on Consent prior to the new 
guidance being issued....We did undertake further review following upon the Inquiry into 
retained tissues and organs in NI.  Attachment. 

(k) Clinical record keeping? 

Professional standards issued by GMC/UKCC were the expected minimum. 

Audit was undertaken from time to time.      

If the AHHSST did have any such policies, guidance or procedures in place, then identify the 
same, provide a copy and state in respect of each: 

(i) Whether it was modelled on or informed by any published guidance, and if so please identify 
this guidance; 
The Management Executive of HPSS /Guidance and Reporting Mechanisms particular to 
certain matters and Health and Safety Executive Reports had specific requirements. The 
published literature underpinned approaches to reporting for example Health Estates Bulletin.    
Attachment. 

(ii) How the guidance, policy or procedure was distributed; 
The management structure provided the formal means for running the organisation including 
the distribution of guidance, policy and procedure.  The nature, gravity and breadth of impact 
determined the means of distribution.  Some policy required to be issued by Trust Board e.g. 
Health and Safety Policy, Hospital Executive, Hospital Management Team, Team Briefing, 
Meetings with individual Managers, Managers Meetings with their Teams. 

Team Briefing regularly included information regarding these matters. 

(iii) What training or assistance was given in respect of same; 
The Trust had a range of education and training providers who offered expertise. There were 
specific liaison arrangements and processes for commissioning customised programmes or 
generic programmes to meet training needs or developmental needs.  When education or 
training issues were identified the appropriate programmes were organised in liaison with 
either University, Westcare  or  In Service Nursing Education. Frequently. In House 
Organisational Development training was carried out when change was planned or specific 
issues were identified.  The Trust had an active programme of in house development and 
training.  Discussion Groups, Task Groups, Conference and Seminars were organised to meet 
particular needs within the Trust and occurred frequently. 

Post Graduate Medical Education was organised via the Post Graduate Deanery and through 
Royal College Advisers in the Trust. 

(iv) How the AHHSST satisfied itself that the guidance, policy or procedure was being 
implemented and complied with; 
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The implementation and monitoring of change, procedure or policy was achieved through the 
objectives set for Managers.  In turn Managers / Clinical Directors  set specific objectives with 
their Staff and regularly reviewed progress through this individual performance review 
system.  Directorates were held to account through their accountability reviews where the 
achievement of objectives was assessed. 

Where an issue of compliance or implementation was identified then it is likely that an audit 
type analysis would be undertaken and further training, development or employment process 
was undertaken. 

(v) How implementation and compliance was enforced; 
As described at iv above. 

How such guidance, policy or procedure was applied in the case of Raychel Ferguson? 
The Clinical Directorate for Women and Children had the described systems in place and 
managed in accordance with the existing systems at that time.   Ward protocols were 
established through custom and practice and existed only where there was a high level of trust 
among professional colleagues. Traditionally Medical and Nursing curricula prepared people 
for professional practice and Registration was regarded as a standard to be relied upon. 

It was my clear understanding that the Critical Incident Review established that 

Raychel's care and treatment were consistent with custom and practice for a Post Operative 
child of that age and did not obviously vary from the clinical care which had supported the 
recovery of many, many children in the preceding years in Altnagelvin. 

No 18 Solution was the standard solution used widely and over many years for children and 
for adults. Had a different IV Fluid, with a greater concentration of sodium, been in common 
use then the deficit in sodium and the tragic sequel would have been improbable. 

there should have been a more scientific approach to measurement of vomit staining and 
volume of vomit in the vomit dish [it is regarded  that estimates of blood and fluid stains are 
unhelpful]  the estimations by Nurses were at variance with that subsequently reported by 
Raychel’s mother [or her representative] at the meeting.   

The Review of policy, procedure and guidance established these issues and put an action plan 
in place to prevent recurrence and to learn the lessons in Altnagelvin and in Northern Ireland. 

The normal balance and homeostatic mechanisms which support life may have been more 
effective for Raychel's recovery if the IV fluid had been different. 

The danger of IV solution management in children is subject to guidance and audits 
throughout the UK to the present day. The Regulation and Quality Improvement Authority 
issued Recommendations in 2008.  

There were no Guidelines or Safety warnings readily available to direct attention to the 
dangers of Number 18 Solution as a maintenance fluid.  

It was the case that no one looking after Raychel on the ward was tuned in or focussed on 
the dangers of low sodium solutions.  The practice was common and no Alert Bulletin had 
been published to disseminate the information on the potential danger. The issue that No 
18 Solution had potential inherent problems when homeostasis was challenged would have 
become known widely throughout the British Isles. 
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10). Did the AHHSST seek or obtain accreditation, whether from Kings’ Fund Organisational Audit 
or otherwise, and if so: 
 
(a) What was the accreditation and from whom was it sought; 
Investors in People – organisation wide   

Specific Department HSDU 

Clinical Laboratory Accreditation. 

(b) On what date was accreditation applied for and received; My recollection is - CPA 2001 -Investors 
in People 1999 - ISO 90000 in 2001/2 HSDU. 

© What were the standards/criteria set; 
Criteria were set by National organisations and assessed by External Assessors 

(d)What was the outcome of this process? Described above a] to d] successfully achieved. 
 

(11). In respect of Patient Charter standards please explain what is meant by the reference “1999-
2000… Key Achievements- ongoing monitoring of Patient Charter standards Charter monitoring 
Achievements- Figures” (Ref: 321-004gt-001)? 
This is explained in Trust Annual Report 1999-2000. Pages 40 – 44. Attached for your information. 
 

 
(12). In 2001, what arrangements did the AHHSST have in place to ensure that regular and 
systematic nursing/medical/clinical audits took place? If such arrangements were in place please 
advise: In my answers to these questions it must be understood that as a Chief Executive I was not 
an expert in these fields.  The knowledge and expertise was invested in professional experts 
throughout the organisation.  My answers reflect my overview of the matters in question. 
 

 
(a) Was there a Clinical Audit Committee? If so, what was its remit; 

Yes.  The committee was required to encourage and coordinate audit, to facilitate and 
support staff undertaking audit, to build up methodological expertise within the Audit 
Department and to ensure a fair use and distribution of the staff of the audit department 
across the hospital. 

(b) Who served on the Clinical Audit Committee;  ATTACHED – REMIT and Membership. 

(c) Who was responsible for ensuring that nursing/medical/clinical audits were carried out; 
Traditionally clinical professions undertook audit as part of their professional practice to 
ensure self improvement and team improvement. The development of a Clinical Audit 
Committee and Department was designed to encourage more audit, to build up 
methodological expertise and to provide support to audits within the resources available.   

Clinicians often took part in audits across the Region of NI and sometimes participated in 
National Audits organised by a College/Academy. 

Additionally audits were requested when there were issues identified where evidence of 
effectiveness or compliance was required.  These audits were designed and  undertaken on 
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behalf of the organisation.  Please find attachment. 

(d) To whom were the results of nursing/medical/clinical audits sent;   
The findings of audits undertaken directly by practitioners were immediately available to 
them. In 2001 findings were reported to the Clinical Audit Chairman and Committee, 
published in Clinical Audit report and many were presented to the in house Hospital wide 
Quality Improvement Programme [HOSQIP] conference. 

(e) What action could be taken on foot of the results of nursing/medical/clinical audits; 
Audits were conducted using recognised Standards.  Where deficit was found then 
improvement targets were set, training needs identified, responsible persons designated to 
support improvement and a repeat audit as advised by experts in the field. 

(f) As to whether there was any procedure or system in place in 2001 to audit the quality, 
clarity and completeness of clinical case notes? 
I am aware that following the Critical Incident Review there were audits of recording of 
fluid balance and observation notes.  I do not have access or detail of these.  Please find 
attachment. 

(13) In 2001, had the AHHST established a Medical Records Committee or like body? If so, please 
address the following:  I do not recall. 

(a) What was the function of the Committee; 

(b) Was its remit and operation governed by any policy/procedure; 

(c) Who formed the membership of this Committee; 

(d) Did you play a role in relation to this Committee, and if so what; 

(e) Whether its deliberations were minuted; 

(f) Did such a Committee engage with the audit or review of medical records?  

(14)Please describe the accountability and responsibilities of the Risk Management Co-
ordinator/Director and the “Department of Nursing and Risk Management” (Ref: 022-071-184) 
between 2001-2003 and if you could describe the evolution of these clinical governance offices it 
would be very helpful. 

The evolution of the national service for health had developed along professional lines with 
parallel administration systems.  There was a tendency towards separation of systems.  This 
was often described as a “silo” approach to management. 

From my appointment I encouraged an ethos of General Management [Griffiths Report] 
which would help integrate goals and systems in the hope of reducing the tendency to 
compartmentalisation. [The silo]  Given the centrality of the Medical and Nursing workforce, 
and their concomitant influence on, and responsibility for, quality and the management of 
risk, I encouraged the approach and arrangements with shared responsibility between the two 
Directors in the knowledge that their respective credibility among their colleagues would 
enable them to lead these developments effectively. Such an arrangement was designed with a 
view to having a coherent, respected framework within which we would develop clinical 
governance. 

National and international trends in healthcare and Regulation for professionals advocated 
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transparency in the management of risk and the systems of clinical governance. Although it 
had not become a requirement in NI it was good practice. 

The Director of Nursing was given joint responsibility along with the Medical Director to 
develop the culture and design a structure which would be fit for purpose for clinical 
governance  The respective share of the responsibility for the line management of the 
Department of Nursing and Risk Management reflected the balance of work commitments. 

(15)Did you keep a file or record of your work in relation to the case of Raychel Ferguson, 
including:  
Any record, notes or files were managed by my PA and  furnished to the Inquiry. I did not keep 
separate notes or files. 

(a) Correspondence; 
 

(b) Attendance notes; 

(c) Telephone memoranda; 

(d) Internal communications; 

(e) Emails; 

(f) Reviews and opinions; 

(g) Any other relevant documentation? 

 (16)Please describe all other systems in place in 2001 for quality assuring the safe provision of 
patient care? 
The question asks for “all” and to answer this I think that it is useful to give a brief outline of the 
historical context before trying to list “all” which is reliant on my memory.   
It is now almost nine years since I left my post at Altnagelvin and many changes in structure have 
taken place since then.  
 
Upon taking up post in January 1993 I commenced a programme of Organisational Development to 
develop a shared vision for the future, plan a strategy for the future and  support the goals of the 
hospital. 
Reflective practice had always informed the work of nurses, doctors and others but audit and 
measurement tended to be single discipline rather than Team or outcome focused and  the silo 
system of single lines of professional accountability was being replaced by a system of general 
management.  Effective team work was an essential underpinning.   
 
In 1996, in keeping with HPSS policy, Altnagelvin Hospital became a “self governing Trust”. 
The goals for quality improvement were encompassed into the Trust ethos and mission and were at 
the forefront of the accountability required by the Trust Board. 

 
During this time I worked with my executive colleagues to encourage the development of team 
work [including Clinical Audit] and an “outcome based focus”. To ensure that the “whole 
Hospital” would develop and share a vision for clinical excellence it was vital to have a Medical 
Director who was  respected, credible  and who would be trusted by the medical colleagues. 
 
The Chairman of Medical Staff Committee was so regarded within and without the organisation.  
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This was an important developmental step in bring the whole of the workforce into a structure and 
a spirit of common purpose as we developed a team approach and a system of accountability in 
Clinical Directorates. 
  
Altnagelvin Hospital [later Trust[ was the largest hospital outside Belfast and at the greatest 
distance from the major regional hospitals, which housed the most substantial resources for health 
interventions. I embarked upon a programme for quality improvement which would involve staff 
from all departments and from all disciplines in the hospital.  If the largest hospital, at greatest 
distance from major centres, was to drive improvement and increase its capability then it had to be 
able to offer recruit and retain the highest quality staff.  Thus began a strategy to ensure that the 
north west would have a major District Hospital [DGH] which would meet the specifications and 
recommendations of the External standards set by Royal Colleges and educational institutions.  A 
whole hospital approach was essential. 
 
The Executive Team and Clinical Directorates forged an approach and the strategy driving quality 
improvement was put in place. Quality Circles were popular at the time and, though inclusive in 
their membership, tended to focus on the “soft” environmental matters.  Our agreed vision was 
focused on Clinical and Care matters and so instead of the usual Quality Circle approach we 
engaged the services of the Royal College of Nursing Professional Development experts to train 
staff in Dynamic Standard Setting System [DySSy]. The DySsystem was amenable to clinical care 
as well as environmental standards for measurement and improvement targets. 
 
Inter and cross disciplinary team work through standard setting, improvement targets and 
measurement was encouraged.  Some one hundred staff from across the hospital were trained and 
became Facilitators who would lead and develop quality improvement projects in their respective 
departments.  This project was named the Hospital wide Quality Improvement Project. [HosQIP].   
Many staff presented their best projects [and occasionally, in keeping with the growing culture of 
openness, a worse project] within their own department and to a hospital wide HOSQIP 
Conference annually. 
 
The success and sustainability of this initiative supported many other formal structures which 
sought to provide good care and an open approach to improving quality and nurture a learning 
environment.   
 
This project was imbedded into the Trust and dovetailed with the Clinical Audit system and goals 
for improving quality and ultimately with the developing culture and framework for clinical 
governance. 
 
Additionally a Senior Nurse facilitated the HOSQIP development and undertook additional 
exercises in Quality Assurance through 'Monitor' and Essence of Care projects on nursing 
standards. 
 
Clinical Directors and Clinical Service Managers assimilated the drive for quality into their 
Directorates and tried to assure that the drives for efficiency and stress of meeting waiting list 
targets for in patient and out patient  targets and for financial balance were informed by the quality 
improvement agenda.   With a culture of quality improvement the traditional and the emerging 
frameworks combined to support the focus on best practice in the provision of patient care. 
 
Building upon these foundations for quality improvement the early work on the framework for 
Clinical Governance developed and increased the focus on management of clinical and other risks 
to improve care 
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The established and traditional systems for quality assuring the safe provision of patient care were: 
Registration of Medical, Dental, Nursing and PAMS staff regulated by national standards 
 
Staff Appraisal and review to ensure individual staff engaged in the process of doing the job well 
and identified their personal goals as well as meeting organisational targets. 
 
A system of Clinical Directorates where a Clinical Director and Clinical Services Manager  leading, 
managing, being held to account and holding their staff to account. 
 
Business Plans for provision of services to the specification of Contracts monitored by GP Fund 
holders and Commissioning Boards.  [WHSSB and Northern HSSB] 

 
Externally validated education programmes viz. 
Management Development Training – validated coursed provided in conjunction with external 
institutions e.g. University. Institute of Health Services Management . 
NVQ system with External Verifiers. 
 
Undergraduate Medical Education programme with QUB 
Undergraduate Medical Placements from University College Galway 
Specialist Higher Professional Training for Doctors approved by respective Royal Colleges and  
Post Graduate Deanery Standards 
Under and  post graduate nursing Programme and placements QUB and U of U. 
 
Clinical Audit Programme 
Drugs and Therapeutic Committee. 

  
Monthly morbidity and mortality meetings – the recommended pattern of Peer Review over many 
years in medical specialies. 
  
Emerging Clinical Governance Framework. Attachment.      
Clinical Incident Reporting mechanisms. 
  
Whistle Blowing Policy  
I am unable to source pre-2001 but I recall that Management Executive issued preliminary advice 
around the time of Bristol Inquiry.  A number of initiatives were put in place to encourage staff to 
report any concern.  A feature of this was that each Induction course for new staff included advice 
on how or whom to contact and on the fact that it was a duty of every individual to report concerns 
about care.                          

  
Introduction courses for new course included responsibility for reporting concerns. 
    
(17)Was there any system of independent external scrutiny in place to review clinical performance in 
the AHHSST, and if so please detail the same?  

The system of External Scrutiny was similar to other hospitals in Northern Ireland and was a direct 
reflection of the rest of the UK up to about 2000 when the new regimes for clinical governance were 
being instituted in England,[Commission for Health Improvement] Scotland and Wales.  
Historically there were formal external review systems for long term care of care but they were not 
applied to the Acute Hospital sector.  In particular the Mental Health Commission had inspectorial 
rights to Mental Health and Learning Disability Hospitals. 
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The Acute Hospital sector was subject to reviews of various departments through different and 
external mechanisms, much of it associated with education and training of professionals viz., 
Inspection visits for Medical and Surgical Speciality Training  by the Royal Colleges  and 
Academic Advisory Groups. 
Undergraduate Medical training inspections from QUB and Galway University 
University of Ulster/ Queens University inspections for Nurse training. 
National Audit participation – Clinical Standards Advisory Group [eg Stroke Audit] 
Peer [National] Review undertaken by some Specialists .e.g. Respiratory 
External Assessment for Clinical Pathology Accredition CPA 
Regional Specialists – Peer Review / Audits 
 
If standards were found not meeting the specified standards then Training Approval was 
withdrawn. 
 
Data analysis through membership of CHKS for Benchmarking. 
 
Area Boards commissioned services and sought evidence on Standards via visits and discussion 
with Clinicians. 
 
Hospital Advisory Service Inspections – Spruce House 
Inspection of services for disabled children – Childrens Department. 
 
Frequent visits to wards and departments by Chairman of the Trust Board. 
Ad Hoc visits to wards and Departments by Non Executive Directors. 
 
Peer Review and audit  through the NI Cancer Networks 
 
Area Health and Social Services Council occasional visits. 
 
Inspection and scrutiny against External standards specified earlier .e.g. ISO, CPA and IIP   
ISO 13485 April 2001 issued to Hospital Sterile Supplies Department. 
Clinical Pathology Accreditation 
Investors In People 1999. 
 
  
(18) Please describe the steps taken to disseminate, implement/enforce compliance with the 
recommendations deriving from external sources including the following: 
The system for implementation of change and compliance with requirements from external 
sources was organised and delivered through the respective Management or Clinical Directorates.     
I believe that among the standard methods commonly used by the Trust's Managers and 
purported by the academic experts were to: 
appoint / designate a responsible person; cascade through ward/department leaders; 
to implement as part of staff appraisal system via individual contribution; or to create a special 
task force or project group to complete implementation.  Where a substantial change was required 
a Project Management approach [Prince Project Methodology would likely have been used.   
Clinical Directorates had accountability reviews to monitor progress in all matters.   In respect of 
the following : 

 
(a) The Royal Colleges; 

Recommendations from Royal Colleges were not necessarily mandatory and often required 
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additional resources.  The College recommendations ,if adopted and resource neutral, would be 
introduced as described according to the magnitude of the recommendations. 

When a Royal College recommendation required additional resources then that formed the basis 
of a business case which would be submitted to the relevant Commissioners of service. [e.g 
Recommendations on the provision of emergency theatre capacity to manage  “out of hours” 
emergency surgery.] 

In NI recommendations and guidance from Royal Colleges on District General Hospital capacity 
and specialist training requirements were the source of much debate when consultation was in 
progress around Acute Hospital Services. 

(b)  UK Central Council for Nursing, Midwifery and Health Visiting; 
Recommendations tended to be directed to individual Registrants.  The Director of Nursing 
provided guidance to the Trust on potential resource implications [and  oversaw the 
development of Business Case where necessary]  and ensured appropriate structures were in 
place to facilitate the implementation of the recommendation 

(c) Paediatric Intensive Care Society;  
There was only one Regional PICU in RBHSC 

(d) Department of Health; 
Refers to England and Wales not applicable as requirements in NI 

(e) Audit Commission; 
Implemented through the systems described above. I believe that on occasions 
recommendations were subject to directives from the Permanent Secretary to the Accounting 
Officer [Chief Executive] and required formal Report to the Permanent Secretary. 

(f) General Medical Council; 
Like the UKCC the recommendations may be mandatory for Registrants.  The Medical Director 
advised the Trust on potential resource implications/Business Case and advised on structures 
for implementation. 

(g) DHSSPSNI; 
 

(h) HPSS; 

(i) Management Executive. 
[g] [h] and [I] recommendations and guidelines were implemented as described above, 
generally within a time frame and sometimes required formal reporting arrangements. 

 

(19) In 2001 did the AHHSST have guidance or procedures in place governing communication 
with next of kin? If so please provide a copy of the guidance, policy or procedure (or if not 
possible, please describe its main features) and confirm: 

 
(a) Whether the guidance, policy or procedure adopted by the AHHSST, was modelled on or 

informed by any published guidance, and if so please identify this guidance; 
I do not recall Altnagelvin specific guidelines.  The standards used were those taught in 
Registrants programmes and were part of the core skills expected of Registered Nurses and 
Doctors. 
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(b) How the guidance, policy or procedure was distributed to staff; 

(c) How the AHHSST satisfied itself that the guidance, policy or procedure was being complied 
with? 
Complaints revealed deficiencies in communications with patient or family. Where trends were 
identified then individual or group training opportunities were made available.  I believe that 
occasionally more rigorous actions were required. 

(20) Was there any discussion of Raychel’s case at Trust Board level or at other hospital committee 
meetings? If so, please provide any record thereof. 
I briefed the Chairman at the earliest opportunity and would have reported to the next Trust Board 
Meeting through Dr Fulton reporting on the facts and the Action Plan.  
The Trust Board was committed to high quality care and to openness and was aware of my offer to 
meet with the family.  The information would have been presented with out personal details.  
It was my practice to inform the Trust Board of individual Critical or Serious Adverse Incidents.  
Attachment Trust Board Missing Minutes. 
 

 
(21) With reference to the assertion made in the Annual Report 2001-2002 (Ref: 321-004gk-042) 
“Although the statutory responsibility for clinical and social care governance is not yet in place for 
Trusts, there remains a moral and professional responsibility to ensure that patients and the public 
can seek assurance relating to the standards within the Trust. These standards relate to the quality 
and outcomes of patient care as well as assurance that appropriate risk management procedures are in 
place” please explain what this means?  
It means that in the absence of a HPSSPS policy or law the Trust was encouraging best modern 
practice for clinical governance. 
 
(22) In relation to your statement “On completion of the first meeting of the Critical Incident Review 

which took place the following day, June 12th, Dr. Fulton and Therese Brown came to my office to 
discuss the meeting and advised me of the issues and the actions identified from the analysis and 
the further information being sought to confirm information” (Ref: WS-046/1 p.4) please state: 

(a)The time this meeting took place and the duration thereof;  

The Western Trust has not been able to retrieve my diary and I am sorry that I am unable to 
accurately recall the time or duration of the meeting. 

(b) Was this meeting minuted or noted, and if so please provided copy? 
I recall the meeting, the issues, the anxiety and the plans for action. Notes made by Medical 
Director or Risk Manager were provided to the Inquiry.  There was no stenographer or 
other minute taker. 

(23) Did the AHHSST conduct any internal review of any of the following matters after Raychel’s 
death: 

(a) The procedures governing consent, and whether they were complied with;  I am not aware 
that this was a concern. 

(b) The records kept/made relating to the post operative care of Raychel;  

The records were identified as an area requiring improvement.. 

(c) The records kept/ made of communications with Raychel’s parents; Not to my knowledge. 
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(d) The competence and training needs of those who cared for Raychel; Yes. 

(e) Urea and electrolyte testing and management; Yes. 

(f) Fluid balance monitoring and recording; Yes. 

(g) The calculation and prescription of intravenous fluids; Yes. 

(h) The allocation of responsibility for the care of patients and the prescription and 
administration of intravenous fluids; Yes. 

(i) The conduct of Post-take ward rounds/handovers;  Yes 

(j) The content and updating of nursing care plans; Yes 

(k) The efficacy of the bleeper summonsing system; I am not aware of this. 

(l) Whether there were any broader systemic failings in the provision of the care given 
Raychel? This was not identified. 

If so please provide full details.   
These are noted in the action plan and follow up was constant. 
 

(24) Please state whether there existed a formal approach to: 
 

(a) Assessing and developing the competence of the staff involved in the treatment of 
Raychel; Yes 

(b) Disseminating outcomes and lessons learned internally both before and after the Inquest? 

The conduct of the Inquest caused considerable trauma to a number of staff who needed 
support following it.   

The clinical lessons learned following the critical incident review were still being reviewed, 
disseminated and audited and I believe continue to be so.  I left the Trust in December 2004.  I 
believe that the Trust continued to undertake audit, training and review of the issues 
identified both at the time of Raychel's death and following the Inquest. 

(25) Please state whether: 
 
(a) You attended any of the pre-Inquest consultations arranged by the Risk Management Co-

ordinator (memorandum Ref: 022-029-073); No. 

(b) You were supplied with any of the witness statements obtained for H.M. Coroner;  
I never read a witness statement supplied for H.M. Coroner for any case 

(c) Whether you were briefed in respect of the commissioning of expert reports from Drs. 
Jenkins and Warde;  

The commissioning of experts was not a matter I would have been involved with.  I knew that 
reports would be sought.  I recall being briefed that HM Coroner had an expert witness who 
contested our findings and that the expert had been involved in previous hearing involving 
Hyponatraemia. 
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I recall that I met Dr Jenkins at HPSS meetings but would not have had a conversation related 
to his report. 

(d) You were consulted about the release of Dr. Warde’s report to the Coroner; 
I do not recall that I was consulted.   

(e) You gave any directions in respect thereof; 
I left Altnagelvin at the end of November 2004 and do not recall any consultation. 

(f) Dr. Warde’s report was furnished to the PSNI along with the other documents held by the 
AHHSST? I have no knowledge of this matter. 

(26) Please confirm whether or not you received a report in writing into the case of Raychel 
Ferguson? If so please provide the same. 
The Reports I read and received were the notes of the meetings and action plans and 
correspondence which  I have read again on the Inquiry Website.  I do not know of any 
documents other than these. 

 I had frequent contact with the staff responsible for follow up and was fully aware of the 
issues on an almost daily basis initially then on a regular basis once I believed that the 
lessons related to Altnagelvin were well under way and significantly that there would be a 
CREST Review on the safety of IV Solutions for children. 

 
 (    (27) Please state when you first became aware of the content of the following: 

 
(a) The Autopsy report provided by Dr. Herron (Ref: 014-005-006); 

 

(b) The report of Dr. Sumner to the Coroner (Ref: 012-001-001); 

(c) The report of Dr. Loughrey (Ref: 014-005-014); 

(d) The reports of Dr. Jenkins (Ref: 317-009-002 and 317-009-004); 

(e) The report of Dr. Warde (Ref: 317-009-006)? 

Was any consideration given to sharing the content of these reports with the Ferguson family? 
And if not why not?  
The names of the above reports which I clearly recall are those of Dr Sumner and Dr Jenkins.   
 
I believe that it would have been around the time of  HM Coroners Court.  The matters would 
have been discussed with me only for information. 
 
 
I did not then, nor would I normally, have any direct contact with the process and procedures 
of the law enactment of the Coroners Court. 
At the September meeting I assured Mrs. Ferguson that the Coroner would be the ultimate 
arbiter of information and would make his findings known..   
 
These reports [listed above] were for the Coroners Court and it is my understanding that they 
would be made available to family solicitor.   
The Trust would have followed established protocol for such matters and I believe such 
protocols are established by the expert advice of the legal profession. 
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(28) Please provide the following information: 

 
(a) What involvement did you have with, or contribution did you make to, the Critical 

Incident Review conducted in 2001? I instructed that it should be conducted by the Medical 
Director. 

(b) How much time was devoted to the meeting on 12th June 2001, giving approximate times 
of commencement and conclusion? I did not attend and do not know. 

(c) Please advise whether you were in attendance at the Critical Incident Review meeting? As 
answered in [a] above I was not there. 

(d) Were the meetings and deliberations of the Review minuted, noted or recorded? If not 
please provide reasons as to why not; Notes and Action plan were made which were 
shared with me after the meeting and are on the Website of this Inquiry. 

(e) Were the staff members involved interviewed and/or asked to make a statement as part of 
the Review? If not please provide reasons as to why not; The notes describe what occurred 
at the meeting.  I was not at the meeting. 

(f) How was the admission and death of Raychel Ferguson categorised within the AHHSST 
statistical data in 2001? My overview of this as a Chief Executive is that 
admission/discharge data was put into the computer system by expert Clinical Coders.  The 
admission, investigations, clinical diagnoses, internal transfer to ICU and subsequent 
transfer to Belfast PICU would all be part of the information derived by the Clinical 
Coders to input into the computer system  

(g) Was any consideration given to inviting internal and external specialists to review the case 
of Raychel Ferguson?  

The death of Raychel was catastrophic.  Having been alerted to Solution No18 and after 
examination of the literature the reality of a potential danger in routine clinical practice was 
quickly identified.  It was with a great sense of responsibility and with some urgency that 
preventative actions were immediately put in place, by the Clinical Director of Anaesthetics.  

When the findings of the Review were reported to me there were no indicators of persistent 
patterns of poor care to cause the alarm bells or to trigger an external review. The nursing care 
in the ward was well regarded by the various consultants who had patients there.  [Surgical 
specialties - Urology, Trauma and Orthopaedics and General Surgeons as well as the 
Paediatricians.   The ward did not have a pattern of complaints.  

The Nursing staff had recognised the weakness of their recording of observations and the 
issues related to objective measurement and were open and accepted that there were lessons to 
be learnt.  The requirements for improved practice were underway as soon as the issues were 
recognised. 

None of the staff involved in the Critical Incident Review had ever known of such a tragedy 
before.  I discussed the findings of the review and the action plan and was assured that all 
staff would engage with the learning identified.   Had there been an indication of a pattern of 
poor performance on the ward then I would have had no hesitation in seeking further scrutiny.   

The scrutiny which I was most anxious about was to ensure a regional review of the IV 
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solution issues to prevent such a catastrophe recurring.   

I knew that despite the best efforts of my colleagues to alert other hospitals there was a need 
for National Guideline which was beyond the capacity of our Trust or of the helpful 
communications undertaken by Dr Nesbit and Dr Fulton. 

The Critical Incident Review had identified an overriding causative factor which required 
rapid action.  The areas for improvement of practice were undertaken simultaneously. An 
unusual or idiosyncratic physiological response had precipitated the leading to the tragic 
death.    There was no guideline which flagged up the danger of the solution.  That was my 
overwhelming concern. It was my understanding that staff were open and spontaneous in 
recognising their responsibility and accepted the issues which were identified at that time.  
This was in keeping with good Clinical Governance which I understood at that time.  The 
incident was notified widely and at all levels throughout the HPSSPS.  I had not considered an 
External Review of Professional performances.  I was concerned to ensure that the issue was 
examined with expertise and wider authority than that commanded by Altnaglevin hence my 
anxiety to ensure that there would be a CREST type review. 

(h) When were you informed of the outcome of the Critical Incident Review, by whom and in 
what terms; and what steps were expected to be taken by you to ensure that the 
recommendations arising from this Review were implemented? 

I was informed almost immediately following the first meeting and an immediate and urgent 
action plan was put in place.  The Critical Incident Review and Action plan were at the 
forefront of the agenda for many months formally and in our informal discussions.  The staff 
and management of the hospital were deeply sorry that such an untoward event could have 
occurred and were anxious to prevent a recurrence any where.  Hence my proactive and open 
approach writing to Mr and Mrs Ferguson to invite a meeting and to the reporting of the 
incident to the HPSSPS. 

It was our informed belief that No. 18 Solution was the substantial problem. The actions of 
the hospital were open, honest, in good faith and good governance.  In good governance we 
responded to and learned from an overwhelming tragic death. 

(1) (i)What information did you seek in relation to the Review, what meetings did you have 
and what personal fact finding did you undertake/instigate? 

My diary cannot be accessed so I am relying on my memory when I say that I had frequent 
contact and probably two or three meetings in the first few weeks. I involved other Clinical 
Directorates and was reassured by the commitment and determination of the Medical Director 
and the Clinical Director of Anaesthetics that they, supported by the Risk Management 
department,  would be rigorous in the follow through from the Critical Incident Review 
findings.   

My Deputy Chief Executive, Raymond Mc Cartney RIP was fully briefed on the issues as I 
had planned to take some leave over the months of July and August. 

I would visited the ward to assess that the atmosphere was not unduly affected by the sorrow 
and trauma of the loss of a child who should not have died. The specialities of Paediatrics and 
Sick Children Nursing are very challenging and sorrow at the loss of child is difficult and 
painful for the staff who are involved.  The work to care for other children has to continue 
and support for the team is important to maintain confidence and competence in these 
situations.  Ward leadership and the collegiality and confidence of consultant colleagues was  
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important in sustaining the provision of the service. 

My personal fact finding entailed the normal rigorous questioning of the Medical Director, 
Clinical Director and Risk Manager and Mrs Witherow.  I assured myself that they were 
giving priority to the issues and follow up.  
 
I read some articles provided to me for reference. I would have given the closest attention to 
my responsibility and I would have discussed my understanding with expert colleagues to 
inform my thinking and decision making.  

 

(j) Please describe the extent to which you believe the Ferguson family was fully informed 
of the causative factors of Raychel’s death? At the September meeting I clearly invited Mrs 
Ferguson to make contact again after she had received the clinical notes.  I had the Clinical notes 
sent immediately to the GP as I suggested at the meeting because I was concerned that Mrs 
Ferguson needed support.  I duly sent the notes to the GP and wrote to Mrs Ferguson once again.  
I had established an open and proactive approach to patients and to next of kin and met in that 
spirit. 
 I was clear and open in the invitation at the meeting and expected to hear from Mr or Mrs 
Ferguson when they felt ready.  
Following that I did not feel I could be more proactive than I already had been by writing to Mr 
and Mrs Ferguson. Our meeting had not been helpful to Mrs. Ferguson but I had to leave the 
choice for further contact with Mrs Ferguson.  
 
My office was adjacent to the room where the meeting took place.  I bumped into some nurses as 
they were leaving.  They spontaneously spoke to me of how dreadful the event was and of their 
profound sorrow.  I said that I would be writing to the parents and I would let them know that they 
would also like to meet to express their condolences..   I subsequently wrote to Mr and Mrs 
Ferguson offering the opportunity to meet. Please refer to Inquest Inquiry website page. 

Subsequently in August my office was contacted on behalf of Mr and Mrs Ferguson requested the 
meeting.  A  date and time suitable to the parents was were arranged. 

There was no pre meeting briefing with Altnagelvin staff.   My recollection is that I spoke to the 
staff, as we were met on the way to the meeting room, something to the effect that our purpose was 
to be kind, compassionate and honest to help Raychel's parents. We were clear that Raychel's death 
was unnecessary  and tragic. 

Mrs Ferguson attended without Mr Ferguson and had others as supportive representatives.   In my 
recollection, I have the impression that someone had some paper and questions. 

Mrs Ferguson seemed to be absolutely stunned and alone surrounded by people. I was trying to 
offer Mrs Ferguson care and empathy but felt then, and sadly know since, that I did not manage to 
reach her. 

The information was given and was given as gently as possible and the questions asked by the 
representative were answered by staff spontaneously without direction or prompt.       It was an 
extremely painful meeting for Mrs Ferguson and I was deeply concerned for her.  When Raychel's 
Hospital Case notes were requested I suggested that the GP [who was present] should receive them 
and so hoped to ensure her contact so as to help Mrs Ferguson.   

The September  2001 meeting happened following my invitation. I believe that Mrs Ferguson was 
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given our honest understanding of the issues, informed of improvements which had already been 
instigated, or were in process of change.   I sensed that Mrs Ferguson was not sufficiently robust to 
be engaged with this process at that time. I gave Mrs Ferguson a clear invitation to make further 
contact and reassured her that the Patient Advocate would work on her behalf. I explained that her 
contacts or complaint would not prevent any further path [litigation] she may wish to take in the 
future.  I was clear that the external judgement would be made by H.M Coroner and offered that 
reassurance to Mrs Ferguson. I was being open and kind because that is what I believe in. 

I am deeply sorry that I was not able to establish the communication link that may have helped 
more.  Mrs Ferguson did not take up the offer to make further contact.   

Among those attending the meeting with Mrs Ferguson, was a member of Western HSS Patients 
Council. I therefore assumed that Mrs Ferguson was  supported by the AHSS Patient Council.  It is 
only recently that I read AHSS Councils papers on the Inquiry website and learned that the Western 
H&SS Council had in fact advised immediate legal action rather than pursuing a complaint before 
moving to legal redress.   

(29) In respect of your statement (Ref: 098-267-721 et seq) please: 

(a) Provide a copy of the Trust Strategy for Clinical governance; 
Please find attached Clinical Governance. 

(b) State whether your discussion with Therese Brown and Dr. Fulton on 12th June 2001 was 
minuted;  
The Critical Incident Notes and Action Plan were fully discussed with me.  I did not make separate 
notes when there was an Action Plan .  The Action Plan was the basis for future meetings and 
updates. 

(c) State in relation to your subsequent formal and informal discussions and appraisals whether 
minutes were taken of these;  
The relevant officers had made notes for Actions and Update for me.   It was custom and practice 
that the person to action noted their actions and reported back as necessary or at the next meeting.    

I had regular meetings with staff who reported to me. 

There was not a formal minute taker at operational meetings – Minute Takers were only provided 
for Formal hospital meetings.   It was not my habit to duplicate notes and files that were the remit 
and direct responsibility of others.  If progress was not satisfactory I would have made a note of the 
agreed improvement required and the date that it was required.  A date would be arranged for the 
follow up meeting by my PA when I would have walked out of my office and requested the 
arrangement. 

(d) State in respect of your work to “cultivate a value system which implicitly and explicitly was 
to strive after excellence in the quality of diagnosis, care and treatment” all that you did in this regard; 
I was appointed Unit General Manager in January 1993 and commenced a programme of 
Organisational Development to support the goals for excellence in the quality of diagnosis, care and 
treatment.     

Professional Practitioners were managed along their respective professional line of accountability.  
Team work was essential for good care but the “silo” lines of management tended to make multi 
disciplinary practice more challenging as each was reporting up separate lines of management. The 
silo system of single lines of professional accountability was being replaced by a system of general 
management and effective team work was an essential underpinning.   
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I embarked upon a programme for quality improvement which would involve staff from all 
departments and from all disciplines in the hospital,  would facilitate team development and 
support the development of clinical audit. 
Quality Circles popular at the time and, though inclusive in their membership,  they tended to focus 
on the “soft” environmental matters - process rather than outcomes tended to be unattractive to 
Doctors. 
Focusing upon Clinical and Care matters and anxious to make most of the talents of the staff I 
engaged the services of the Royal College of Nursing Professional Development expert.  Some 
hundred plus staff from all disciplines   were trained in Dynamic Standard Setting System [DySSy]. 
The DySSystem was amenable to clinical,  environmental and experiential matters and proved an 
effective tool for the development of a culture of improvement, team work and audit. 
Thus the HOSQIP Programme was launched and the hospital had trained Facilitators each of whom 
took responsibility for developing DySSy Quality Improvement Projects in their respective 
departments.  Many staff presented their best projects [and occasionly, in keeping with the growing 
culture of openess, a worse project]  to a hospital wide HOSQIP  Annual Conference. 
The success and sustainability of this initiative supported the many formal structures which sought 
to provide safe care and an open approach to improving quality and nurture a learning environment. 
 
A Senior Nurse facilitated the HOSQIP development and was Quality Coordinator for nursing 
audits using externally validated tools such as Monitor to make assessments of the quality  of care 
and Essence of Care Quality initiatives to facilitate improvement of nursing standards at ward level. 
Each Medical and Surgical specialty continued to develop improvements specific to their area of 
responsibility. 
In 1996, in keeping with HPSS policy, Altnagelvin Hospital became a “self governing Trust” .The 
goals for quality improvement were encompassed into the Trust ethos and mission and were at the 
forefront of the accountability required by the Trust Board. 

 The trend towards Clinical Governance was evident in the  Clinical and Management literature.  In 
England, Scotland and Wales new organisations were being formed and new structures created 
within Trusts to support Clinical Governance.  This was clearly a different culture and one which 
our Quality Improvement Programme had laid a solid foundation for.  In this context the Trust 
began work to be prepared for the emergence on the Northern Ireland model of Clinical Governance 
and the expected statutory duty of Quality which became law in 2003 
Medical Audit was encompassed into Clinical Audit and a Chairman of Clinical Audit Committee 
and members  to oversee the programme of Audit appointed. 
The Individual Performance Objectives of Directorates had objectives to support an emphasis on 
Clinical Effectiveness, and some task group work was undertaken to examine a framework and 
structures to facilitate the new approach and expected accountability for the implementation of 
Clinical Governance. 
  
The Trust encouraged staff to network with other jurisdictions to learn from their progress on the 
issues.   

  
(e) Particularise what you identified as your “duty of care to the parents and family”; I believed that 

it was my duty to offer  care, compassion and information on the death of their daughter 
Raychel. 

(f) With respect of your statement “staff who had been involved in Raychel‟s care and who wished to 
meet with the family attended the meeting” identify those members of staff who had been 
involved in Raychel’s care who did not wish to meet with the family. Please provide a list of 
those staff to whom invitations to attend were extended. 
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When I returned from leave I was informed that the family had been in touch and wished to 
meet.  I instructed that the meeting should be held at the soonest convenience for the family – Dr 
Nesbitt should be there – because he had the closest understanding of the No.18 Solution and 
the actions which we had taken to prevent any further tragedy.  It was my belief that meeting 
those involved with the care of a loved one is helpful and Dr Mc Cord had been on the ward, Dr 
Nesbitt had undertaken the transfer of Raychel and they 

would be familiar to the parents. 

There may have been others who wished to be there but it was wisdom to minimise the number 
so as not to intrude on the level of grief and to maintain an ease of conversation and I would 
have asked that the ward was aware of that. 

My hope was that our condolences, sorrow and regret that it happened would be helpful to the 
family.  It was a human to human approach with an agenda to be helpful. 

That was the ethos with which I undertook our responsibility to patients and their families. 

The staff were given no brief other than to be gentle and answer questions openly.  There was no 
script or choreography of the meeting. 
 
 

(30) In respect of the “Critical Incident Protocol” (Ref: 026-012-016) please confirm the following: 
 

(a) Whether you were provided with  a completed “Clinical Incident Form”; 
I read and understood the notes, forms and action plans shared by Dr Fulton, Ms Brown 
and Dr Nesbitt 

(b) Whether the Nursing Director and solicitor were contacted to attend the Review; 

I did not contact or instruct for the attendance of a Solicitor.   

Had the Director of Nursing been available I would have discussed the issue with her.  I did 
not see her over those few days and must assume she was unavailable.   

(c) Whether the Review indentified any “further investigations and action required to prevent 
recurrence” and if so what these were; 
The further actions were detailed on the notes and action sheets and were followed 
through as documented.  July 9th Action follow-up .  Please find attached documents in 
relation to The written documents Clinical Incident Review Action plans and memo to the 
CMO show the line of connection and recording of the sequence of actions.. 

(d) Whether you were provided with a “written report” by the Risk Management Co-
ordinator; 
Please see attachment. 
 

(e) Whether recommendations were sent to the relevant personnel for action, and if so what 
were they? Please see attachment. 

(31) Regarding your email to the Chief medical Officer dated 3rd June 2004 (Ref: 023-021-048) and 
your statement that “Altnagelvin heard a „rumour‟ from Paediatrics Intensive Care Unit that 
the „wrong fluids‟ had been used. This „rumour‟ emerged from a nurse in Paediatrics Intensive 
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Care Unit responding to an enquiry from Altnagelvin‟s Ward Nurse on the child‟s state, on the 
Sunday.” Please detail: 

 
(a) The identity of the Ward Nurse; 

I do not know 

(b) Whether a record was made of this; 
I did not write a note on this 

(c) When it was brought to your attention; 
Dr Nesbitt told me as part of his description of the issue he was reporting – the death of a 
child who should have had an uneventful recovery 

(d) Whether it prompted any further communication with the Paediatrics Intensive Care Unit? 
I did not have any contact with PICU.  Dr Nesbit did inform me that he had spoken with 
Royal and subsequently had telephoned other hospitals with Childrens Units to alert them 
regarding No 18 solution. 

(32) Please describe the structures in place in 2001, and their lines of accountability and 
responsibility, for: 
Please see attached Trust Organisational Structure. 
In general Policy was derived from Government guidance and instructions, legal 
requirements expert Guidance from external agents, or was generated because of local issues. 
The Northern Ireland Act 1998 imposed duties related to equality and all policy had to 
screened to assess need for Equality Impact Assessments. 
When Policy was agreed and established it was approved at a defined level.  This may have 
required Trust Board approval.  The Policy implications were discussed by Hospital  
Management Team and Policy was then issued to Directorates. The implementation and 
monitoring was the responsibility within the Directorate but some policy was monitored 
through formal Audits undertaken on a hospital wide basis. 
The development of Care Pathways and Guidance for clinical care has been emerging in 
recent years.  It would be inaccurate to assume that there were policies for all aspects of care 
at that time.   
 

(a) Clinical policy setting;  
An appropriate Responsible person would be appointed to develop the policy within a 
given time frame.  Most likely a task group would be brought together to ensure the fullest 
consideration and implications so that there would be widespread buy in from clinicians.  
There was a Policy and Procedures Manual. 

(b) Clinical policy monitoring;  
Clinical Directorates were responsible for all matters within their respective directorates.  
Sometimes Hospital wide or department audits would be conducted.  When complaints 
or comments revealed questions of compliance then an examination of the patterns would 
be undertaken. 

(c) The adoption of policy on clinical practice as a result of NCEPOD, NICE, GMC, UKCC, 
CREST and other relevant bodies. 

GMC/UKCC Guidelines – issued to individual Registrants.  Medical Director and Nursing 
Director would advise Trust Board on any policy or resource implications and ensure 
appropriate arrangements implemented by Directorates. 
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NICE Guidelines were emerging in 2001 but were not applied in NI until 2006 

CREST was a task group team convened to agree guidelines where there was variation on 
clinical practice.  The CREST Guideline would be issued to relevant Directorates which would 
then be responsible for dissemination and monitoring implementation and compliance. 

NCEPOD recommendations were used to improve practice and where possible would be 
implemented.  Often NCEPOD recommendations would have significant resource 
implications and substantial Business Cases had to be produced to attempt to secure the 
additional resources. 
 

(33) With respect to the meeting with Mrs. Ferguson and others (minuted Ref: 022-084-215): 
 

(a) State whether, before attending this meeting, you were briefed as to the outcome of the 
Critical Incident Review; 
I was briefed immediately following the Critical Incident Review in June and was kept up 
to date with progress on the follow up. 

(b) Do you believe that the representatives of the AHHSST answered the questions posed; 
I do 

(c) Do you believe that the representatives of the AHHSST gave a full account of their 
understanding of the principle causes of Raychel’s death; I do believe that each gave a full 
though not graphic account. 

(d) Do you believe that the representatives of the AHHSST gave a full account of their 
understanding of the deficiencies in the care and treatment of Raychel; Yes. 

(e) Why did you not tell Mrs. Ferguson of the hospital’s agreed action plan (Ref: 026-008-009) 
and the review of procedures; I believe that Dr Nesbitt explained what had been done. 

I explained to Mrs Ferguson that we were deeply sorry and that whilst the Coroner would give 
the independent view it was our belief that had we known about the potential danger of No. 
18 Solution Raychel should have recovered.  I also expressed my commitment to try to ensure 
it could not happen again. 

(f) Why did you not direct that the consultant surgeon responsible for Raychel be in 
attendance at the meeting; The named Consultant had not met Raychel.  He was not 
excluded but I did believe that we should not be overwhelming in numbers when meeting 
the parents. 

(g) Why did you not advise Mrs. Ferguson that the Patient Advocate was an employee of the 
Trust and accordingly lacked independence;  
I advised Mrs Ferguson that the Patient Advocate was there only to support her and act on 
her behalf.  That was the role that the Patient Advocate was employed to do.  In the 
circumstances of such a meeting with a grieving parent I would not regard it as helpful to 
be talking about the specifics of employment status. The role of the Patient Advocate was 
to pay attention to the needs of Mrs Ferguson and to be the familiar person with whom she 
could make contact in future. Mrs Ferguson was also attended by a representative of Area 
HSS Council which was an independent organisation. 

(h) Please indicate all respects in which the minute of the meeting is inaccurate? 
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My view is that the notes taken by the Patient Advocate reflect her perception of the 
questions and answers for Mrs Ferguson. 

When I met with a family in difficult circumstances or following a difficult or complex 
complaint the Patient Advocate attended in support of the patient or relative.  All notes were 
kept by the Patient Advocate. 

In the absence of a template and given that the spirit of the meeting was to be open with and 
helpful to the family I would never regard it as appropriate to minute that meeting. 

If and when the process of dealing with the concerns, information needs or a complaint is 
complete and a family wishes to pursue legal redress then those meetings would be formally 
minuted and I, as Chief Executive, would not be part of that process. 

 

(34) With reference to “information for Trust Board on Inquest”(Ref: 022-003-008) and the 
statement “the Hospital has prepared a Press Statement for release following the Inquest” 
please state whether consideration was given to the preparation of a Press Statement in the 
light of the evidence at Inquest and the findings of the Coroner?  
I cannot add to what is quoted.  I still recall my sense of harassment because of what felt like 
relentless headlines in local newspapers. I know that I would have wanted to avoid any 
defensiveness by the organisation which would have been perceived as unsympathetic to Mr 
and Mrs Ferguson. 
 

(35) With reference to your letter dated 23rd November 2004 to this Inquiry (Ref: 021-009-021) 
assuring “that Altnagelvin Hospital will give its fullest cooperation to the Inquiry team” 
please state: 
 
(a)Whether at that time you contemplated the withholding of two Medical Reports from Dr. 
Jenkins and one from Dr. Warde on the basis of a claim of privilege; 
I did not. 

 

(b)Who decided that these Medical reports should not be provided to this Inquiry? I 
understand that all reports were sent to the Inquiry after I left the Trust.  

 
 

(36) With respect to the meeting with the WHSSC on 19th February 2003, and the minute thereof 
(Ref: 014-016-028), please state: 

 
(a) Your role at this meeting; 

I was Chief Executive attending at their request to represent the Trust. 

(b) Whether the “Press Statement” provided by the Trust is the document contained at Ref: 
023-003-003. If not please provide a copy of the same;  
I believe so. 

(c) Whether the PowerPoint presentation made by Dr. Nesbitt is that appearing at Ref: 077-
005-006 et seq. If not please provide a copy of the same;  
It appears to be as it is specifically geared towards a lay audience. 

(d) With regard to the statement “Mrs. Burnside said in hindsight the Trust accepted the 
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death could have been avoidable” how it might have been avoided and why hindsight was 
necessary to accept that the death could have been avoidable; 
 
The note is written from the perspective of its author.  From the moment when I was 
informed of the first findings of the Critical Incident Review in June 2001 it was clear that 
Raychel should not have died.  That is what I believed in June 2001 and continue to do so. 
The sort of phrase I have so often used, is that if we had known then what we know now, 
[now being following the first Clinical Incident Review in June 2001] Raychel should not 
have died. 

I reject the inference in the note that hindsight had only occurred at that meeting or around 
that time. 

(e) The basis of the indication given that the “outcome of the Coroner‟s Inquest [which] did not 
apportion blame to the Trust”; On the basis of his written finding. 

(f) With regard to the statement “there are 8 media sources all competing for stories about 
Altnagelvin” (Ref: 014-016-029) - what these stories might have been? 
I clearly recall media interest, particularly in local newspapers over a considerable period 
of time, was rife.  I cannot remember the specifics as recorded in the notes made by the 
Area HSS Council Officer. 

(37) In respect of the “Update for Chief Executive Re: Critical Incident Meeting” (Ref: 022-097-307) 
please state what steps were taken by you to review the “further action required” and to ensure 
it was achieved. Please also state what steps were taken to address the concerns of nursing 
staff with respect to surgical inability to commit to children on Ward 6? The Critical Incident 
Update Note is dated 9th July and demonstrates the amount of activity undertaken and the 
responsibility accepted to ensure that any variable identified as needing attention, revision 
and training is already well underway. 

 In relation to further action - 
 The Clinical Director of Surgery worked with General Surgeon colleagues to organise  that 

General Surgical Children would be reviewed each morning. 
 I am not aware that this was audited.   
 Business plans were drawn up to provide additional General Surgical Theatre lists to prevent 

out of hours surgery.  [This was an issue for the hospital and was not specific to this incident]   
 Each Clinical Director and Clinical Services Managers team met for accountability reviews 

with the Director of Business Services.  They were held to account for the performance of the 
Directorate through this mechanism. 

 
 Documentation was reviewed, audited and some documentation was subsequently changed. 
   

(38) In respect of your Circular entitled “Information for Trust Board on Inquest” (Ref: 022-
003-008) please detail all those briefings given the Trust Board in relation to the Inquest. 
I have attached a memo regarding “missing” Trust Board Minutes.  I can clearly recall informing 
my Chairman and briefing the Trust Board at the next meeting after the death of Raychel Ferguson.  
My Trust Board was informed of any substantial untoward events.  The practice of dealing with 
these substantial matters at Trust Board began following the “failed sterilations” in 1997.  I did 
brief the Trust Board on this unprecedented tragic death and unique circumstance it is my 
recollection that Dr Fulton gave a clear account.  

 
(39)In relation to the Memorandum issued to you by the Risk Management Co-ordinator dated 12th 
March 2002 (Ref: 022-036-097) please state: 
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(a) The identity of the “Clinical Staff” referred to; I am not sure. 

(b) Whether you were informed as to what the “factual inaccuracies” in Dr. Sumner’s report 
were considered to be;  My recollection is not specific. 

(c) Whether the Trust’s Clinical Incident Review had identified these “factual inaccuracies”? 
The Trust Clinical Incident Review preceded Dr Sumner's report. 

(40) Did you agree with the findings of H.M. Coroner in the case of Raychel Ferguson? Yes. 
 

(41) When did you first hear of the death of Lucy Crawford?  
Around the time of the production of the TV Programme Autumn 2004 
 

(42) Please provide such additional comment as you think relevant. It would be of very 
considerable assistance if you could attach any documents you may hold which may relate to 
procedures, strategies, policies or such issues as you think may be relevant. 
 
I have no further details at this time. 
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CURRICULUM VITAE – IN BRIEF 
 

STELLA BURNSIDE  
 
 
QUALIFICATIONS 
• ACADEMIC and   B Phil[Hons]  The Bigger Post Graduate Student Prize  
• PROFESSIONAL  General Nurse, Psychiatric Nurse 

Clinical Teachers Diploma – with Credit 
Nurse Tutors Diploma – with Distinction 

 
    In June 2001 I was Chief Executive of Altnagelvin Hospitals 
Trust.  I was a Registered Nurse for General and for Mental Health Nursing. 
 
I retired in October 2007 having completed 40 years full time service in Health and Social 
Care Services in Northern Ireland. 
 
CAREER HISTORY 
 
1990    -   2007 Chief Executive, Regulation and Improvement Authority, I 

commenced this post on December1st 2004 and retired 2007 
 
After leading the Application for Self Governing Trust Status I 
was appointed by the shadow Trust Board on 1st April 1996 as 
Chief Executive Altnagelvin Hospitals, HSS Trust  
Unit General Manager Altnagelvin Area Hospital. Western 
Health and Social Services Board 
Unit General Manager, Foyle Community Unit, Western Health 
and Social Services Board  

1980   -   1990   Nurse Tutor/ Course Director – Employed by NI Council for 
Nurses and Midwives - seconded to Magee College, NUU and  
University of Ulster [1980 -1990] Teaching Nurse Tutors 
Course and undergraduate nurses. 

!970   -   1980   Nursing Posts Belfast City Hospital, 
    Clinical Teaching post South Belfast , Musgrave Park Hospital  
    Belfast City Hospital 

Clinical Teaching, Purdysburn Hospital,Windsor House, 
Holywell Hospital.  

    NURSE TUTOR  WESTERN AREA COLLEGE TEACHING GENERAL  
    MENTAL HEALTH NURSING. 
 
1967   -   1970   I COMMENCED NURSE TRAINING IN JULY 1967 AT BELFAST CITY  
    HOSPITAL  IMMEDIATELY UPON COMPLETION OF A LEVELS. 
     
PROFESSIONAL    ROYAL COLLEGE OF NURSING 
MEMBERSHIPS   INSTITUTE OF HEALTH SERVICES MANAGEMENT  
    CHAIR NI REGION IHSM CIRCA 1993 
EDITORIAL BOARD  CHURCHILL LIVINGSTONE PUBLICATIONS,  1982 -1990 
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CONFERENCE  
PRESENTATIONS   NURSING, NURSE EDUCATION, LEADERSHIP AND MANAGEMENT 
     

 
Management and  Human Relations Group Training, Downshire Hospital 1973 

Group Facilitator, Human Relations Training Groups, QUB 
Extra Mural Department 1973-1978 
 NI Leadership Development Programme Public Services 
Training Council. 1990 

Leadership Courses  Federal Executive Institute,Virginia , USA: - 
‘Leadership for a Democratic Society’ 1994 
Kings Fund, London, Women as Leaders, 1998 
    

EXTRA CURRICULAR AND  
VOLUNTARY 1997 – 1998 Member of University of Ulster Council 

1993 -  1997 Member Broadcasting Council for Northern 
Ireland 
1993 – 1996 Executive Committee Extern, NI,  
2005  - 2012 Trustee, Ulster Orchestra 

    2007 2012 Member, Management Board, Foyle Haven 
 
Previous Public appointment 1982 -1989 -Western Health and Social Services Board 

Member -  Chairman, Social Services Committee 
 

Current Public Service Commissioner on Equality Commission,  Northern Ireland 
and Appointments   until -2014 
 

Appointed Lay Member for Disciplinary Panels , Bar Council 
for Northern Ireland until 2015 
Member Independent Monitoring Board NI June 2013 - 2016 

     
Expert Advisory 
External  Member NHS Research & Development , Health Technology 

Assessment - Diagnostics and Screening Panel, London 1997 
2003 
NHS Confederation, Quality Policy Advisory Panel, London 
1999 – 2005 
Visiting Professor, University of Ulster 2006 - 2011 

NI ADVISORY 
WORKING GROUPS  QUB ACADEMIC LIAISON COMMITTEE 
    HPSS EVALUATION OF PURCHASER/ PROVIDER SYSTEM 
    HPSS CONSULTANT APPRAISAL  
    IN SERVICE NURSING EDUCATION 

 
 
OBE 2003  
Medal  [Humanitarian 2007] Russian Federation 2007 

    Deputy Lieutenant of the County of Londonderry 2002 
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