Witness Statement Ref. No. 046/2

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 Ilast 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:
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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 3+ 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. Iled 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. Iled the management of change and developed the
application for “self governing Trust status. The Application was assessed by an External

6
INQ - RF-G WS-046/2 Page 6



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 15
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. Inrespect of the quality of healthcare provided by the AHHSST in 2001, what did you consider
to be:

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.

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.

¢)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)

a)

Please state the identity of the individuals who had lead responsibility in AHHSST in 2001 for:

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.

¢) 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

9
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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 7t 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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(i)

(i)

(iv)

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:

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.

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.

How the AHHSST satisfied itself that the guidance, policy or procedure was being
implemented and complied with;

INQ - RF-G
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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.

14
INQ - RF-G WS-046/2 Page 14



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.

(@) 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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16
WS-046/2 Page 16




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. [IWHSSB 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.

() 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 12", 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.

() 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. 1
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:

(@) 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.

23
INQ - RF-G WS-046/2 Page 23



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:

(@) 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 12t 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. Itis
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) Inrespect of your statement (Ref: 098-267-721 et seq) please:

(@) 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 12t 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. [ 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) Inrespect 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 S0 what these were;
The further actions were detailed on the notes and action sheets and were followed
through as documented. July 9t 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.

() 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;
Ido

(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 23r1 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 19t 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 9t 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 12t
March 2002 (Ref: 022-036-097) please state:
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(41)

(42)

INQ + RF-G

(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.

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

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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THIS STATEMENT IS TRUE TO THE BEST OF MY KNOWLEDGE AND BELIEF

Dated:

QT Lo iy har
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CURRICULUM VITAE — IN BRIEF

STELLA BURNSIDE

QUALIFICATIONS

e ACADEMIC and B Phil[Hons] The Bigger Post Graduate Student Prize
e 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 Decemberlst 2004 and retired 2007

After leading the Application for Self Governing Trust Status I
was appointed by the shadow Trust Board on 1* 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.

1970 - 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

Management and

Leadership Courses

EXTRA CURRICULAR AND

VOLUNTARY

Previous Public appointment

Current Public Service
and Appointments

Expert Advisory
External

NI ADVISORY
WORKING GROUPS

INQ - RF-G

NURSING, NURSE EDUCATION, LEADERSHIP AND MANAGEMENT

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

Federal Executive Institute,Virginia , USA: -

‘Leadership for a Democratic Society’ 1994

Kings Fund, London, Women as Leaders, 1998

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

1982 -1989 -Western Health and Social Services Board
Member - Chairman, Social Services Committee

Commissioner on Equality Commission, Northern Ireland
until -2014

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

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

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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- Protecting the public through professional standards -
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Part A | Code of Conduct for HPSS Managers | Human Resources |
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Part A | Cede of Conduct for HPSS Managers | Human Rescurces |

As a manager | will play my part in making sure that n n@n@ is unlawfully  discriminated

against bacause of thelr rali igion, political opinion, beliefs, race, colowr, gender, marital
status, disability, sexuai orlent 'mzm age, social and esamméa status or whether or not they
have dependants, | will also play my g*ar*m ensurs that

¢ fhe public are freated wil respec
opporiunity o influence sew tes!

¢ relatives and carers are, with the informed consent of service ysers, involved in the care of
service users and their experience s valuad;

¢ policies on equalily, diversity and human rights are promoted at a
m tners In other agencles are w&g;m for thelr contribution to i g‘rgﬁmw

vices arkd have their ideas and ambitions faken seriously; and

v HF?:?}S staiy are:

‘aluied as individuale, colleagues and are freated ‘X?ﬁ"’ @ g}mty and respact;
g propriately i ‘P formed about the management of the HPSS;
given appropriata opvortunilies to take partin ﬁeczgmﬂ maid T?{VL
entitled to have their rideas and realistic ambitions {aken serious
given all regsonabie protection from harassment and bullying:
provided with a safe working snvironment;
heiped tb fminhirx and improve their knowledge and skills and developed to achieve
their potential; &
> hel ped to c:«{.‘,%‘%%%\f% a reasonable balance betweenthelr working and personal lives,

1, are taken seriously, are properly informead and given the

Pg haalth and social

P W’

YW WOV Y VY
\.»..} o]

3. P will be honest and | will act with integrity and probity. | will ensure that,

factin an unblased manner at all times:

s the bestinisrests 0% the public and service users are upheld in declsion-making and that

are t usnced by gifts or inducements;

t n my responsibliity to profect HPSS resources from fraud and

ami ti 3 any incldent of this kind is reported to the ap gsrmmm athority:

¢ nf@&‘zmat oy about my own parformance or the performance of my ormnssama is presentad
accurately, wn@imimﬁy and mrmct%v Irespactive of the circumstances or consequences:

o judgements about colleagues (including appi sraisals and refere *ca::} arg onv‘ istent. fair anu
smi:a sed and includs all mmrmmmnwh ich affects a colleague’s performance. sligibllity and
f‘omm irang

¢ | contribute to the creation of an open and learming mr; 5 tlory where concerns about
mewm{ﬁmiw perceived to be breaking the Code of Conduct can be ralsed without fsar.

L3

ars’ Resource Pack Page 30f3 RP-A-81-01
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| Part A | Code of Conduct for HPSS Managers | Human Resources

4. Pwill accept responsiblity for my own work and the g}fomz' managament of i;é\'f@
performance of t mgeow;@ ! a‘zsnag@‘ Hm seak {0 ensure that those | manage acoept that
they are responsible for thelr actions to

¢ ihe public and thelr representatives by explaining and jusfifving the use of resources and
performance,

¢ service users, relatives and carers by answering ques fions and complainis in an open

honest and well researched way and in & mznner which provides a full sxplanation of wmt

125 happened, and of what wi %i)é dons to dealwith any pocr performance. making sure
that p q%&«%nm are safe and iImprovements to service delivery will be mads, sand where
appropriste gfv ng an apolagy: and

¢ HPS5E ofaflf and pariners in other agencies by explaint ng and justifying declsions on the usse

of resources and responding in an open way 10 suggestions for imp! mww Mr‘orrmw the

use ofresouwrces and service delivery.

=

8. Pwill support the Accountable Officar of my organisation In his or her res p onaibiity to amswer
to Pariament/the Assembly, Minister and the Departmentof He sz%%n Social Services and
FPubiie @&fafg by axplaining mdwa% ying the usse of resources and the pe ,rfofm'm e of the
organisation in putiing Government policy into practice and dalivering tarpets.

a. b will show my commi rm@m to team working by working constructively with all my colleagues
n ihe HPES and in the wider community, contributing to the creation c>f an environment in
witich:

& i together In the best interests of sarvice

¢ leaderst g} s encoy mqea and deveioped at all levels ¢ nd in all staff
¢ the HPSS plays its full part in wider community development.

7. b witl take responsibifity for my own learning and development. | will:
in the relevant i“f*t'f"ﬂ'ﬁ'mm: managemant or appralsal scheme;
& inke w mx@nmgsﬁ of the opportunities provided by the HPSS for my personal managerial
wf@aaé@m%uemd wment:
@ to date w Eﬁfsm ;‘r'zrm@
& fo wwr"zﬁ vidence of con
& ::Ehﬁ%‘ﬁ% my learning and devel ﬁ?me

"Resourcs Pack Pags 4 0f &
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Produced hy:

e :%artmm? fr%e % . Soclal Semcas& Public Safety
%3 b IS
g-:
ns§*< kgm,géx
ar 2003
Managars’ Resourca Pack Paga bofb MRF-A-81-01
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Beneral Satement

The Altnagelvin Hospitals Health and Social Services Trust believes that the Health, Safety and Welfare
of all (stalf, patients and visitors); is a managetial priprity.

The Trust recognlises that personal health and safety at wotk is fundamental to job satisfaction and
performance, and therefore the application of sound risk management principles to our everyday
work is essential. '

We therefore wish to create a health and safety culture which motivates and inyolves all stalf in the
otganisatian, and aims to reduce risk. .

We are committed to: .

Promoling fiealth and safely as a managensant priority tiroughout the arganisation.
Montitoring fiealth and safety compliance,

The development of orgaitisational structures to Implement our objectives.

Providing a safe envireninent firough idesiification and control of risks to patlenis staff and
members of the public.

Consulting with staff to maintain high standards of health and safety.

Providing information, and {nstructlon to i staff,

e 2 & o

2

All staff have a vital role to play in pratecting themselves, patients, colleagues and members of the
public frotn wartplace hazards. ’

We wi] also strive to improve the health of our staff by the development and the promotion of policles
which encourage a healthy lifestyle.

This statement Is an expression of the Trust Board's commitment to the management of health and
safety matters. Detalled informationis attached to this statetnent, Staff shouid also ensure thatthey
familiarise themselves with their departmental health and safety policles.

This safety policy will be reviewed on an annual basis by the Hospital Bxecutive and amended when
nacessaty.

Signed:

e

pe

Mr Denis Desmond
Chatrman
Altnagelvin Hospitals Health and Social Services Trust

Dated: December 1999.
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Managemant Roles

The Chief Executive has the ultimate accountzbility for ensuring that the organisation and
arrangements for health and safety matters are effective in praviding a safe working environment.

This responsibility for such arrangements has been delegated to the Director of Nurslng as an
. important element of the Trust's Risk Management S¢mtepy. The Director.of Nursing,assisted by the
’F Risk Menagement Co-ordinator will ensure that appropriate organisaticndl arrangements até in
" place throughout the Trust, ! :

Fach Director within the Trust is responsible for the health and safety within thelr Directorate and
must produce a health and safety policy for their Directorate and make adequate arrangements to
ensure compliance with Health & Safety Legislation. Physical areas within the Trust which do not fall
within a particular Directorate will be the responsihility of the Director of Business Services as & slte
management responsibility. Dlrectors should encourage feedback from all levels of staff within the
Directorate.

Each Manager must ensure that there are detalled health and safety arrangements within their areas
of control and ensure risk assessments are conductad and safe working methods éemployed. All health
and safety information must be relevant, accessible and written In a clear unambiguous format,
Proposegi changes in work practices, including the intreduction of new equiptment must be fully risk
assessed.

Each Superviser must ensure that work is conducted on a day to day basls in accordance with the
health and safety arrangements and rules for their area. Hazards identified by individual member of
stalf must be reported to the manager to ensure appropriate action s taken,

Each Employee must ensure that they conduct thair work in accordance with the health and safety
arrangements and rules and ensure that they take steps to protect themselves and others who may be
affected by thelr acts or omissions at wotk,

Relevant clauses will be included in job descriptions which outline the responsibilities of individual
roles for health and safety matters and performance on health and safety matters ls considered to be
a vital component In overall performance assessments of Directors, Managers, Supervisors and
individual staff.

pisk Management Co-ordinator

The Risk Management Co-ordinator is responsible for the dissemination of information on good
practice regarding health and sefety, He/she whil also undertake audits/risk assessments, monltor
i accldents, and Incidents and provide advice to managers. A fuller description of the role is contained
‘- within the job description. This person is the "competent person” as required by the Management of
+lealth and Safety at Work Regulations (N.1} 1992.

Inbactlan Conlral Officer

This role Is filled by the Consuitant Microblologist who will ensure that arrangetments are in place to
monitor and control lssues relating to Infection Control within the Trust, This role Is supported by the
Senlor Nurse- Infection Control. Futther detalls of these roles can be found in ‘Control of infectlon in
Provider Units',
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Radisactive Substances “Compefent parson’

The Director of Clinical Support Services has heen nominated as the "competent person” in accordance
with the legislation governing radioactive substances. This role Is to ensure that proper procedures
are in place to comply with the terms of the legislation, Further details are available in the Radiation
Safety Policy Document,

Radiation Protection Supervisor

There are designated officers within the Pharmagy and Imaging Services Directorates who are

‘

responsible for the<levelopment of lacal rules in respect of radiation safety and monitoring safety
standards. ' oo
.-

Loginnolle - ‘Autherised Officer’

The Estates Manager Is the «Authorised Officer” under regulations covering Legionetla, He Is
responsible for the regular testing etc, required by the regulations. '

Chinical Waste - ‘Authorised Officer”

The Director of Business Services Is the authorised officer for Clinical Waste. The role is to ensure
adherence to statutory standards. Each managerls responsible for proper segregation and storage of
clinical waste withif their areas of contrdl in accordance with Trust Policy.

Flrecnde

The Director of Businass Setvices has responsibility for fire safety within the Trust. The post holder is
supported by a "nominated officer” and “deptty nominated offlcers” throughout the Trust.

Flee Prevention Officer -

This officer whl monitor arrangernents In respect of Fire, provide advice to managers and carry oul
regular inspections of work places. He/she will also provide instruction and traiping in the use of
related equipment and ensure it is properly malntained.

Tochnleal Equipment Manager - A //gdm«y
The Technical Equipment Manager ensures proper servicing Is carrjed out onvall medical equipment.

Departmantal Equipment Controllors (DEC)

DECs are responsible for ensuting that all equipment but espectally medical equipment is properly
used and malntained and that appropriate training is given to all staff In their Department.

High Valioge/Low Voltege Offlzors

The Operations and Malntenance Manager and the Technical Equipment Manager are designated
under the relevaut regulations.

Parsonnel Dopartment

personnel Department provides advice and support to management In relation to the mpact of health
and safety on employment and other related matters. '

- ‘ fala F -
Oeeupational Health Department

Qccupational Health service has a role in providing compliance with all relevant aspects of health
and safety leglslation. They also advise management and staff on all matters relating to the effect of
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health on work or work on health, with the aim of preventing ill health and promoting health.
Security

Responsibility for security matters lies with the Site Management Department, Directorate of Business
Services who undertake to regularly review and update security measures within the Trust, All stalf
must read the Trust Security Policy.

Selfoty Reprosentetivas

The Trust believes that Safety Representatives have an Important role to play in relation to health and
¢ safety at work but fully accepts that their role does not absolve the management organisation from

thelr responsibilities, e

Safety Representatives will be accorded the fights granted within the Regulations and Code of Practice

and every effort will be made to involve them i heaith and safety matters through the sharing of
appropriate information and discussing with therr: appropriate issues,

W ‘ Committeas
Trust Health and Safety Stesring Committen

The Trust Health and Safety Steering Committee will act as a focal point for promoting, implementing
and monitoring Health and Safety arrangements throughout the Trust,

The Committee will report to the Clinjcal Governarnce Committee and will pravide them with regular

Information regarding Health and Safety matters and will make recommendations for Improving Health
and Safety in the Trust,

Staff Sufety Committess

The Trust believes that a Staff Side Safety CEmmitteee Is.an Impoitant component in the overall health
and safety field and supports the work of the Comniittee within the Trust.

P

General Health and Sufety Arrangemeants

Trafning

Health and safety training is seen as an Integral part of the training of staff at all levels of the
organisation to enable them to understand and fulfif their roles. Such training will be included within
induction and Slher appivivie Galndng progratiines s weil as spaciiic training to adaress specific
Issues such as new work arrangements, new equipmént or new regufations.

Accldant/Incidont Reporiing

All accldents or dangerous incldents must be teported through the line manager immadiately in
accordance with Trust procedures. They must be promptly Investigated by managers to Identify the
cause and any remedlal action required, Notfication of ali accidents/incidents must be made on the
appropitate form. Also of importance Is the reporting of near misses or individual concerns, as thesa
can act as key Indicators of potential hazards.
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Monitoring arrangements

Monitoring of health and safety will be carried out by the Risk Management Co-ordinator through:-

Risk assessmgnis.
Accldent/lncident reports.
Anunual reports froi Directorales,
Training

o ¢ v @

Btre Preveniion

Monitoring of fire precautions will be carried out

e Testlng of fire alarm systent.
o Testing of fire fighting appliances.
J Fire drills every 6 months.

Denartmenteal Safety Insprciions

Monitoring of health and safety arrangements ate

'
N

by the Fire Prevention Officer particularly:

sssential to maintaining a healthy and safe working

environment. All managers must include arrangements for safety inspections within thelr Depaftmental

Safety Policies including the recording of resu
Representations and/or Safety Cormmittee memk

tts and actions. The involvement of Local Safety
ars is encouraged.

important Health and Safety Information
Risk Assessments
Risk assessment is considered to be the foundation for good health and safety arrangements therefore
they should be conducted within all Departments within the Trust. Details of the hazards jdentified
and the working atrangements instituted as a result must be included in the Departmental Health
and Safety Policy. :
Protective Clothing
The Trust will be responsible for the provision of protective clothing and footwear Identified as tequired
in accordance with the arrangements identified within the Personal Protective Equipment at Work
Regulations 1992. Whete the required protective clothing, footwear or other equipment has been
identified and supplied failure by stalf to use it will ba deemed a disciplinary offence.

Wark Baulpmoent

Alt wark equipment th use within the Trust will be managed in accordance with the Praviston and Use
of Work Equipment Regulations 1992; the main requirements of which are:-

sultaﬁ!?!t:y for purpos for which it Is used or provided.

(a)
(6)  aving regard for the conditions in which it Is to be used.
(c)  thatitis used only for the purpose, and uader the conditions, for which it Is sultable.
{dy itis maintalaed i an efficlent state, in efficlent working order and In geod repalr.
(¢)  malntenance logs keep up to date wheve appropnate,
{f)  where there s specific risk the use of equiprient is- restricted as is access for maintenance ele,
(g)  adequate health and safety information, tredning and supervision is provided.
() proper guards and otfier protective measures are in place in respect of dangers assoclated with the

equipiient.

WS-046/2 Page 50




Dungerous Substancas

All darigerous substances, (inclusting body fluids), with which staff come in contact should be assassad
under the requirements of the Cantrol of Substances Hazardous to Health Regulations (COSHH),
Such assessments shall form part of each Departient's Health and Safety Policy. *

Violanca to Siasf

The Trust recognises that violence at work is a potential risk for a large number of staff within the
service. Local departmental safety arrangements must include detalls of the protection arrangements
for staff, procedures far the recording of all incidents, the training of relevant staff ete. in order to
minimise the risk to staff. Further information Is available in the Trust Policy and guidelines on
Management of Violence in the Wartkplace. .

Manval Hondling
Manual handling forms a part of most Jobs within the Trust, The Trust wishestareduce to.a minimum

the risk of.injury to staff undertaking manual handling operations. All employess must be conversant
with The Trust's Revised Manual Handling Policy.

Flrse Afd

Due to the nature of the facilttles operated by the Trust, all staff have ready access lo tmedical and
other tralned professional staff, '

Contractars

All contractors coming onto Trust Brémises will be under the control of a designated manager who

will ensure adherence to the Trust's Safety Policy and safe working practices. The relevant manhager
will be desighated at the time of assighing the contract or placing the order for services.

Derigned and Printed by Medlcal Hustration Depariazas. A lsagelvin Hospltals Healih and Soctat Services Trust
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Altnagelvin Hospitals
Health and Social Services Trust
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Clinical Audit Report 2001-2002

CLINICAL AUDIT RESEARCH AND QUALITY
SYMPOSIUM

THURSDAY 13™" SEPTEMBER 2001,
LECTURE THEATRES,
CLINICAL EDUCATION CENTRE

11.00an: Welcome and Introduction,
. Mrs Burnside, Chief Executive

11.05am: Clinical Governance — Strategy for Altnagelvin, f
: Dr Raymond Fulton, Medical Dirvector
: Dr Michael Parker, Chair Of Clinical Audit

11.45am: Role Of HOSQIP in Altnagelvin,
: Mrs Jean Johns, Chair of HOSQIP Committee

12 noon: Promoting Safer Handling Practice in the Care of Non-Weight bearing
Patients with Stroke
: Staff Nurse

12.15am: Transferring a Ventilated Child
: Staff Nurse Mary Me Kenna

12.30pm: Lunch

1.30pm: Overview of Rescarch
- D C ! 2ix of Research Committee

1.45pm: An Assessment of Pressure Risk During Prolonged Radiology Procedures
: Mirs

1.55pm: Determination of 2 DCCT Aligned Glycated Haemo globin Reference Range in
Non-Diabetic Pregnancy
: Dr

2.05pm: A Single Blind Randomnised Controlled Trial Comparing Two Methods of
Preparation for OPD flexible Sizmoidoscopy
: Mr

2.15pm: Audit Agenda for the Trust.
: Dr Michael Parker, Cliair Of Audit Committee

2.25pm: Audit of Wound Swabs, Knowledge and Practice
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2.35pm: Audit of analgesia for Post — Operative (‘aesarean Section Patients
: Dr

2.45pm: Audit of CTG Record Keeping
: Mrs d

2.55pm: Audit of Mapual Removal of Placenta
:Dr

3.05pm: EBye Casualty Audit
: Mr

3.15pm: Long Term Faecal Incontinence following Milligan-Morgan Haemorrhoidectomy
: My

3.25pm; Laparoscopic Cholecystectomy in Altnagelvin — A Seven Year Audit
M

3.35pm: Sentinel / Stroke Audit 2

3.45pm: Audit of Neutropenic Sepsis

: Dr [

3.55pm; Care Pathways
v

4.10pm: Presentation of Prizes

4.15pm: Close of Symposium
& Tea and Coffee

[
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Clinical Audit Report 2001-2002

AUDITS GIVEN ASSISTANCE BY THE CLINICAL AUDIT

REGIONAL AUDITS

TOPIC

Dermatology BCC audit
Thrombolysis audit
National Sentinel Stroke
Audit

Regional Hepatitis C
Audit

DEPARMENT

PRESENTER

Dr

Sister [N

Dr I

ANAESTHETICS

TOPIC PRESENTER
Acute Renal Failure pr
Epidural in major Dr i
surgery
GENERAL SURGERY

TOPIC PRESENTER
Ureteric stone Dr
Cholecystectomy M
Percutaneous Dr
nephrectomy
Malignant stomach Mr
Bowel Symptom Mr

Questionnaire

ASSISTANCE

60 notes
Admin support
60 notes

Data input

20 notes

ASSISTANCE

60 notes
20 notes

ASSISTANCE

100 notes
600 notes
40 notes + x-ray’s

50 notes
Formic design (2000)
450 records on database
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MEDICINE

TOPIC

PEG Tube Audit
Urinalysis Audit
Barretts Oesophagus
Paediatric Discharges
Post ERCP

Wd22 Admissions
Stroke Audit

M.I. Audit

PRESENTER

OB’S & GYNAE

TOPIC PRESENTER

ol
o S
o

Retained placenta

Diagnostic
Laparoscopies
Patient counselling

Caesarcan Section 5 |
Counselling
OPHTHALMOLOGY
TOPIC PRESENTER
Ophthalmology Mr '
Optometry screening Miss
Ophthalmology Dr [N
BCC Eyelids Dr M|
INQ - RF-G

ASSISTANCE

50 notes
85 notes
150 notes
60 notes’
200 notes
40

50 notes
50 notes

ASSISTANCE

Formic questionnaire

_analysis

40 notes
50 notes

30 notes

ASSISTANCE

Database set up
Formic Questionnaire
50 notes

Formic Questionnaire
analysis
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NURSING/PAMS

TOPIC PRESENTER ASSISTANCE
CTG Traces I Statistics/Analysis
Cardiac Arrests s Statistics/Analysis
Day Case Unit Sister I Statistics/Analysis
Ante-Natal Visits I Statistics/ Analysis
Physio Staff [ ] Statistics/Analysis
Questionnaire
Junior Doctors Hours Statistics/Analysis
Reflexology Audit Statistics/ Analysis
Diabetes Audit 60 notes
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Devices

An Executive Agency of the Department of
Health, Social Services and Public Safety

.. DB(ND2002/03
Alsineacht Feidhmeannach dor Roina Stiinte, i
Serbhisi Sdisialta agus Sdbhdilteacht Phoibll June 2002

INQ - RF-G WS-046/2 Page 60




INQ - RF-G

ALTNAGELVIN HOSPITALS HEALTH & SOCIAL

SERVICES TRUST

PROCEDURE FOR HANDLING COMPLAINTS,

ENQUIRIES AND COMMENDATIONS

Reviewed Oc¢tober 1996
Reviewed April 1998
Reviewed March 2002
Reviewed February 2005
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ALTNAGELVIN HOSPITALS HEALTH AND SOCIAL SERVICES TRUST

PROCEDURE FOR HANDLING COMPLAINTS, INQUIRIES ANID

COMMENDATIONS

AIM
The aim is to ensure that Altnagelvin Hospitals Health and Social Services Trust has

an effective and cfficient complaints procedure focusing on satisfying complainants
concerns.

The purpose of the complaints procedure is to ensure that staff learn lessons from
complaints and improve the quality of our services.

One officer will act as the focal point in relation to all complaints, inquiries and
commendations received. This officer witl be known as the Patients Advocate.

In order to standardise the processing of all complaints, inquiries and commendations
the following procedure will be implemented:-

WRITTEN COMPLAINTS;

H Complaints received by Officers other than Patiert Advocate:

Q) Letters of complaint must be forwarded (upon receipt) to
the Patient Advocate.,

(ity  The Patient Advocate will immediately issue an acknowledgement
letter within two working days indicating investigations underway,
(Appendix 1)

(iif) A copy should be held by the Designated Manager (Appendix 1) who
will be responsible for investigating the issue and advising in writing
the Patient Advocate.

(iv)  Relevant Managers should submit written comments to the Patients
Advocate to cnable an appropriate reply to be drafted.

(v) Comments and details of any remedial action taken should be
forwarded to the Patient Advocate within 10 days of receipt of letter
of complaint,

(vi)  Correspondence will be held in the Central File in Patient Advocate’s
Office.
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{2) Complaints/Parliamentary Question received by Board Headquarters
Charter Call:

(D

(i)

This form of complaint/inquiry will be directed to the Chief
Exccutive’s Office or Patient Advocate Office.

Upon receipt the Patient Advocate will investigate in conjunction with
relevant Manager(s) and draft the reply to the complainant - who
initiated the original complaint.

(3)  Complaints received direct to the Chief Executive’s Office/Patients

Advocate:

Q) The Paticnt Advocate wilt issue an acknowledgement letter within
two working days.

(i) If someone raises a complaint on behalf of a patient, the patient’s
consent will be obtained. Consent will be requested from NOK if the
patient is deceased, or unable ta consent.

(i)  The correspondence will be copied to the relevant managers
highlighting the issucs to be investigated.

(iv) Managers will provide written statements and/or comments to the
Patient Advocate. Tn addition they will indicate any follow up action
taken, Comments and details of any remedial action taken should be
forwarded to the Patient Advocate within 10 days of receipt.

(v)  The Patient Advocate will also be responsible for highlighting where

any follow up action is indicated,

VERBAL COMPLAINTS IN PERSON/TELEPHONE TO THE PATIENTS

ADVQCATE OFFICE:

(M

(ii)

(iii)

All verbal complaints should be noted on Formal Complaints Form
and passed to relevant designated manager and acknowledgement
letter within two working days.

Designated managers should cnsure that appropriate action is taken
in relation to verbal complaints,

Managers will provide written statements and/or comments to the
Patient Advocate. In addition they will indicatc any follow up action
taken. Comments and details of any remedial action taken should be
forwarded to the Patient Advocate within 10 days of receipt.
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(iv)  The Paticnt Advocate will also be responsible for highlighting where
any follow up action is indicated.

(v)  The Patient Advocate Office will maintain a summary of all verbal
complaints with written complaints on a monthly basis.

THE LIMITS FOR ANSWERING COMPLAINTS

The current deadlines for answering complaints is two working days for an
acknowledgement and 20 working days for a full response. 1f a full response is not
completed within 20 working days time limit then a holding letter (Appendix IIT) is
sent to the complainant informing them there is a delay and assuring them that a
response is forthcoming as soon as possible.

INQUIRIES TO THE PATIENT’S ADVOCATE OFFICE

(M All inquiries should be noted on appropriate form.

(i)  Patient Advocate should investigate and respond by telephone/letter
as soon as possible

(i)  The Patient Advocate Office will maintain a summary of all inquiries.
COMMENDATIONS:

1) Commendations received by Officers other than the Patient Advocate:

Q) Letters of commendation must be forwarded to the Patient
Advocate on receipt.

(i)  The Patient’s Advocate office will send a letier of acknowledgement
( Appendix [V).

(iii) A copy of the original letter should be held by the Designated
Manager who will be responsible for informing relevant staff.

(iv)  Correspondence will be held in the Central File in Patient Advocate
Office.
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@) Commendations received direct to_the Chief Executive’s Office/Patient
Advocate:

@ The Patient Advocate will send a letter of acknowledgement.

(ily  The letter commending services will be copied to the relevant
Designated Manager by the Patient Advocate.

(i)  Designated managers will ensure that comments made are brought
to the attention of relevant staff.

RECORDS AND MONITORING FOR COMPLAINTS/COMMENDATIONS:

(i) A central file for Complaints, Inquities and Commendations will be
established in the Patient’s Advocate Office.

(i)  Written correspondence received will be filed along with any
following correspondence.

(ili)  Complaints are monitored under Clinical and Social Care Governance.

(iv)  Compfaints are identified, recorded and reported to the Equality
Commission.

(v)  CH8 Report Forms will be produced quarterly for the Department
of Health.

VERBAL COMPLAINTS TO WARD/DEPARTMENT STAFK

1. Involved staff member remove complainant from busy arca to a quiet area.

2, Listen attentively to complainant.
Remember no matter how hard we try we will not be able to meet the total
expectations for every unique patient or relative so we must be ready to
apologise. We do want to meet all needs.

3, Display friendly receptive attitude.

4, Remember do not meet aggression with aggression, Whilst trying to be
objective and to understand the feelings of the complainant.

5. First responsibility to cnsure if necessary the patient’s health care needs
are being met.
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6. If the complaint is easily resolved action it immediately and record and
complete verbal complaint form and forward to the Patient Advocate Office.
(Appendix V)

7. If a complaint cannot be immediately resolved and can be resolved within a 48

hour period. Explain this to complainant and arrange a suitable time to give
the information. Forward completed Verbal Complaints Form to the Patient
Advocate Office,

8. If you are unable to action complaint within 48 hours then forward completed
Verbal Complaints Form to the Patient Advocate Office for further
investigation and resolution.

9, If complainant is unhappy with the local response refer to the Patient
Advocate Office.

10, If complainant is complicated/multificeted/multidisciplinary refer to Patient
Advocate Office.

11.  Ifcomplainant wishes to have their complaint dealt with more formally refer
to Patient Advocate Office. Complainant can call in person, tclephone or in
writing.

N.B. Every member of staff has the responsibility of reassuring the general public,
Complaints dealt with sensitively at this stage can often be defused.

The complaints procedure embodies the principles recommended by the “The Wilson
Report’. This entails simplicity, accessibility, responsivencss, impartiality,
confidentiality and bettcr quality, speed, cost effectiveness and accountability.

"The complaints procedure will be concerned only with resolving complaints and not
with disciplinary matters.

This is a two stage complaints procedure with the opportunity for the complainant to
refer the matter to the Northern Ireland Commissioner for Complaints if he/she
remains dissatisficd.

STAGE 1

There is a strong emphasis on rapid informal responses to complaints wherever
possible and a greater emphasis on conciliation ensuring as much commonality as
possible with the approach adopted for complaints against 1SS Trusts and family
practitioners,

One Officer will act as the focal point in relation to all complaints and
commendations received. This Officer will be known as the Patient Advocate.
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TIME LIMITS FOR MAKING COMPLAINTS

There will be a time limit of one year for a complaint to be made after the event being
complained about, with the discretion for this time limit to be waived in appropriate
cases.

TIME LIMITS FOR ANSWERING COMPLAINTS

The deadline for answering complaints is two working days for an acknowledgement,
and 20 working days for a full response.

Presently if a full response is not completed at Stage | in the 20 day time limit then a
Holding Letter is sent to the complainant informing of the delay and assuring them
that a response: is forthcoming as soon as possible.

STAGE 2

If complaints cannot be resolved by service providers, complainants will have the
option of asking for a review which may include the establishment of a panel to
reconsider the complaint. Panels will have o lay chair, a convenor and another
independent person. They will have access to relevant professional advice, Health
Service Boards will be responsible for screching all complaints for Stage 2
consideration.

The jurisdiction of the NI commissioner for Complaints will be extended to all
complaints,

Reviewed February 2005
Mrs E. Way
Chief Executive
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APPENDIX 11

List of Designated Managers

NUISING SEALT 1ovivsisniseeseennsissesessssress s 10 Appropriate Clinical
Services Manager and
Clinical Director for cach
Directorate

Medical SHAIT 1vrsieriensvesrenisessssissssssscmsemenenens Direct to Appropriate
Consultant /Clinical
Services Manager and
Clinical Director for each
Directorate

RAGIOIOZY ccvvvvenverernriiviininiiniininne reernreeennnemmmesesnns Consultant, Clinical
Director and Clinical
Services Manager

Pathology .......... prer OO RRTOIITTPPRON Consultant, Clinical
Director and Clinical
Services Manager

Paramedical SEIVICES ..ovmrmimmrsressrreecnmsennnenens Relevant Departmental
Manager

PRATITIACY wvonrvivrncrmirimiinsiiinsirsarssssmissesco s Pharmacy Manager

SUPPOLt SEEVICES cvvveerivivrcissvimiereensineinins et eseses Support Services Manager
and Departmental
Manager
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A consultation document on the prevention, recognition and
manaqement of poar performance of doctors in Northern lreland

Department of Health, Social Services & Public Safety
An Retan Sidinte, Seirbhisi Soisialta agus Sabhailteacht Phoibli
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FOREWORD

We have heen rightly proud of the
achlevements in the Health and
Personal Social Services (HPSS). In
particular, we acknowledge the
dedication, skilt and hard work of all
our staff, often in very difficuit and
demanding clreumstancos.

Thera is litde that is more important
to us and to our families than our
health. However, society does not
stand stilt, nor do the developments
and achlievoments within health
care. The consaquent demands and
expectations placed on the health
service have increased enormousty
jn recent years.

Our dactors make a significant
contribution to the development of
new treatments, new services and
new patterns of care. Never before
has their personal and professional
porformance come under more
public scrutiny than at the present
time, They are very conscious that
{he public repuation of the
profession as a whole has been
damaged by the poor performance
of a tew. To this end the profession
have taken steps through their
professional badies, inctuding the
Genaral Medical Council, to
rodernise their procedures for the
prevention, detection and
managetent of under-performance.

Although the problem is very srnali

in Northern Ireland, it is necessary o
modernise the processes in the HPSS

to reduce this further, These should
refiect the neads of patients and all
doctors throughout their careers
wherever they practice.

A consultation dotumant on the prevention,
management of

This document reflects similar
publications which have been
prepared rocenily to address the
small minority of problem doctors
working within the NHS.™ It sets
out proposals for the prevention,
recognition ard managerment of
poor performence of doctors. Its
primary aim iio ensure patient
safety. In line with this aim, the
Group s seeking a wide spectrum of
views. | believe thatthis document
proposes an approach in which the
public, together with the medical
profession, ca be justifiably
confident. ‘

Dr, Henrietta Campbell
Chief Medicai Officer

recognition and |

poor performance of doctors in Morthern Irefand |

|
|
|
!
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IBUCTION

Recent publications have highlighted
the nead for modernisation in the
Health Service. A key elemrent in
ensuring the quality of Heatth
Services lies in the maintenance of
the standards of performance of
individual practitioners, increasingly,
doctors, together with othet
healthcare staff, have had
mairtairi their quality of practice
against @ background of!

. evergrowing worklosdd;

. ongoing technologicat
developments;

. rising public expectation; and

: ever widening range of

explicit standards set by a
variety of bodies.

At the same time, however, there
have been a number of highiy
publicised instances where standards
of practice have clearly failen short
of those considered acceptuble.
These events have given risz to
public concern, underminagd public
confidence in the heaith service and
damaged morale amongst siaff,
These incidents have exhibited some
common themes; :

. whilst a single incidert has
brought the case to light,
investigation has tendad to
reveal & background pattern
of poor practice;

. this level of performance was
often known about informally;
or

. formal mechanisms tor
addressing paor practice were
not activated at an early stage.

One reasen which may account for
these problems Is confusion about
the respective roles and
respansibiiities of those charged with
ensuring protection for patients,
This requires greater clarity in the
quality assurance aclivities
undertaken by medical bodies as
part of professional self-regulation
and simifar responsibilities
dischiarged by the HPSS,

On the professional regulatory from,
the GMC nas been doveloping its
procedures for ensuring compelent
clinical practice aver the past
decade. The initial stage was the
introduction of fithess Lo practice
procedures and the most recent s
the propased introduction of
revalidation,

Al the same tUme, It is recognised
that health service arrangements for
dealing with unsatisfactory
performance are weak in a number
of key areas. -

. in their provision of protection
for patients;

. in their fairness to doctors;

J in thelr cumbersome, costly
and legalistie nature; and

v in their inability to supporl the
provision af high quality
healthcare.
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With a view to addressing these
defictencies and ensuring that
maedical practitioners in Northern

A consultation document on the prevention, recagnition and
management of poor performance of doctors in Northera Iraland

In recognition of specific issues
relevant 1o gereral practice, a sub-
group representing wido interests

was ostablished, Thelr views are
taken into account In'this report.

Ireland are In a position to comply
with the GMC's requirements for
revalidation, the Chief Medical
Ofticer established a working group
with the following remit.

The Working Group has been
established to -

. Consider

procedures currently in place
for the assessment of clinical
performance and management
of poor performance;

proposud developments
glsewhere in the UK; both
within the Health Service and
within the profession;

. Advise

the DHSS & PS on guidance
for new procedures in
Northern lreland, taking
account of local
administrative structures;
to

and

. Consuit

on proposed arrangements
with a view to having
procedures in place by April
2001,

The Working Group was astablished
in March 2000 and the metnbership
of the Group is inctuded as
Appendix 1.
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WHAT WE ARE
TRYING TO ACH

VE

The ultimate aim is that the
public is assured that the doctor
who treats them is well trained,
highly competent and up-to-date
in his or her practice.

In order to achiove this we

nped:

. widely accopted statornents
on standards of conduct,
performance and ethics
primarity aimed at the
protection of patients;

. reguiatory bodies warking to
explicit criteria, which are
easily understood ana widely
publicised:

. better structures, particularty
in primary care, and working
environmaents which enable
alt doctors to provide 8 high
level of care;

’ a strong effective partnership
between the HPSS and

madical professional bodies to

prevent, recognise and deal
with poor ¢linical
performance;

. well targeted continuing
professional dovelopsnent for
all doctors; and

. appropriate suppaort systems
for the smati humber of
doctors who prasent with
porformance problems.

This should resull i

‘ doctors working in teams
where adequate resources and
support ¢nable them to
achiove andd maintain a
satisfactory standard of care;

d doctors with competency,
conduct or i1l health problems
recogrised at a much earlier
stage than at present;

. doctors wiling to report
concerns ahout thelr
cofleagues;

4 far fewer cases, than at
present, of patients
experiencing harm or sub-
optimal outcomes of care due
to poor practitionor
performante;

. patients not put at risk or
denicd a response because
the system fails to adéquatety
resolve problems with a
doctor's practice; and

. allernatives to tho provracted,
expensive procedures in place
10 address serious problems in
performance.
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Daficiencies in clinical performance
may become dapparent in a number
of ways, such as;

. errors or delays In diagnosis,

. use of cutimoded tests or
treatment,

. failure to act on the resuits of
tests,

* technical errars in the
performance of a procedure,

. poor attitude in behaviour,

. inabiity 10 work as a member
of a team, or

‘ poor cormimunication with
patiants,

Howaver, practitioners rarely work
in isolation and individual problems
may be a symptom of organisational
defictencies, Alternalively, an
individual's parformance may
deteriorate as a result of health or
personal problems, Information
quantifying such probiems is not
readily available,

There are generally accepted
weaknesses within the current
systern for marnaging deficient
performance. These inciude:

. processes initlated as a result
of & single serious ncident
which itself may only be the
culrnination of a pattern of
deficient or deteriorating
prastice;

INQ - RF-G
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* the cureant systern exhiblits an
over reliance on disciplinary
action,” rather than provention
in'the {irst place, early

ination and

remediation;

: the legalistic nature of current
procechires acts as a deterrent
towardh early action:

. there i¢ a lack of clarity
between the roles of the GMC
and the HPSS in ensuring
satisfaciory performance;

. processes for the identification
and support of sick doctors
are poor;

. there is 4 tendency to atlow
problern doctars to change
employer and thus become
someone else's problem; and

. tha protracted thimescales for
dealing with problem,

Suspension of Hospital

Doctors

Concern has been growing about
fnadequacies in the current
procedures wisich provide for

hospital doclors W be s.us,pended4
pending invastigation of allegations
of profassional and personal
misconduct.

Alert Lettor Systam

A formalised system of alert
notification gaists within the HPSS,
which shoutd ensure that employers
are Infarmed of doctors or dentists
who have besn dismissed or
suspended, The system Js activated
when the prospect of their
continuation in pracitce gives rise to
concerns for patlents’ safety. An
alert letter may he issued where
there s reasen to believe that such g
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practitioners may seek work
elsewhere. Although, generally, the
system seems to opérate effectively,
it Is not possible to guarantee that
serious concerns are awtornatically
shared with all parties with a
legitimate interest.

Doctors in Private Practice

Given thal the majority of doctors
working in the private secior also
practice in the HPSS, the issue of |
poor perfarmance I a shased
concern,. As there may be morg
than one emplayer involved in these
cases, problems can be exacerbated
by poor communication batween the
two sectors.

Sick Dontors

Doctors at any stage of their carecr
can be more prone to psychiological
disturbance than those in other
occupations®, Some doctois have
conditions that are unrecognised or
conceated until their clinical
performance is affected.

There are a number of opt:ons
currently available to deal with this
problem. These include:

. tocal HPSS procedures;
inchuding

. referrat to the occupations!
health service, whoca this is
available;

. a number of special national
schemes [sae Appondix 2]
and

¢ the GMC's health procedures,

In addition, the Postgraduaste Dean
provides a confidential counselling
service for dactors in training.

HESS Health Procedirss

These procedures’ were introduced
in 1984 to assist the management of
the 'sick doctar or dentist’ whose
clinical performance was below
accepted standards. They were
designed to function within the
HPSS management arrangements
prior to the establishment of Trusts.
Often referred to as the "Three Wise
Men”, the procedures were not well
understood, nor were they always
effective. In the absence of other
meachanisms, they were
inappropriately used to deal with
non-health related performance
problems,

Sumnary

At present, the rianagement of poor
performance concentrates on the
aftermoth of serious events rather
than their prevention. Currently,
prevention is reliant on doctors
maintaining a high standard of
practice on an individual basis.
There are no forgnal mechanisms to
ensure this is effective. Available
procedures are aimed at addressing
serious deficiencies. They are oftan
introduced at a relatively late stage
when punitive action may be the
only option. It is recognised that
current procedures fail to ensure the
continued maintanance of
aceeptable practice or address minor
deficiencios that could be dealt with
in a more constructive manner.
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PROFESSIONAL &SELEF-
REGULATION

The present system of professional
regulation in medicine can be traced
back 1o the mid-19th century when
it was enshrined in the Medical Act
of 1858, With this, came the
establishment of the General
Medical Councit (GMC}. The
essential clements of self-regulation
were the determination of standards
of practice, the control of entry to
the profession (through the medical
register), and removal of a doctor
from the register in specific defined
circumstances, For over 100 years
the Council’s role changed little,

Howevaer, in recent years there has
been a sighificant widening of that
role as part of a process of
modernisatian. This has been
supported by:

. standarcls for medlcal student
education published In
Tomorrow’s Doctors®;

. the publication of explicit
standards for practicing
doctors in - Good Medical
Practice’; and

. the establishment of new
performance procedures to
address a broader range of
substandard practine as an
extension of the GMC’s
traciitional fitness ta practice
powers concerning conduct
and health.

A related aspect of professicnal self-
regutation is the management of
postgraciuate medical education,
Following graduation, all doctors
undertake a pre-registration year in

designated heath service posts. They

INQ - RF-G
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are assessed at‘the end of this year
before they can become eligible for
full registration.  Doctors inlending
10 pursue a career in general
practice will spand a minimum of
three further years before completing
training. For those pursuing
specialist praciice, a further 6-10
years training san be anticipated
following fuli registration. In afl
casas, @ssessirient occurs at regular
intervals particularly towards the end
of the training period,

Thus, by the time doctors in training
are In a position to practice
independently, they have undergone
a prolonged period of reqular
assessment. However, 1t is
recognised thit this situation is not
universal,

The most recent development in
medical reguiation is:the proposed
introduction of revatidation. The
atrm of this process is.the
demonstration that doctars meet the
standards of Good Medical Practice
throughout thaeir careers, Essentially,
the burden of proof in future will be
placed on individual practitioners
who will reguiarly provide evidence
that stupports their continued
registration. 4 consultation process
on the GMC’s proposals contained
In Revalidating Doctors - Ensuring
Standards, Securing the Future, has
bren complet:d recently,

it Is essential that ali doctors have
the opportunity to maintain their
ragistration i line with the GMC's
requirements.  Arrangements within
the HPSS must facilitate this process
o ensure the guality of service.

WS-046/2 Page 80




Confiden

in the »“ﬂ,i‘éiw’e

-3
4]
L

The Duties of a Doctor registered with the Goeneral Medical Council

Cheg

Patients must be able to trust doctors with their lives and well-being,
To_justify that trust, we a3 a prafession have a duty o malntain 2 good
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It is evident that the cirrent system is
heavily reliant on the occurrence of
serious incidents or complaints to
trigger an assessment of a doctor’s
performance. There is an obvious
need ta replace this reactive
approach with one that ensures
maintenance of satistactory clinical
performance throughout a
practitionor’'s carcer. This can only
be achieved through regular
assessmeint of all aspucts of every
doctor’s practice. A key element of
such an assessment is appraisal.
Individual appraisal is one method
whereby achiovement and proorns‘
can be recagnised and
acknowledged, and weaknesses or
shortcomings identified™. This,
together with other assessment tools
wiil provide a measure of individual
performance and an oppartunity to
jdentity development nesds, The
motivation provided by annual
appraissl would, in itself, be a
preventative ool.

Consequently, it Is recommended
that

. a compulsory and
comprehensive appraisal
system which will meat the
needs of the GMC far
revalidation, the medical
Royal Colleges for
accreditation and the HPSS,
be introduced for all doctars;

. everyene involved in the
appraisal process should be
adequately trained;

INQ - RF-G
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managament of

. participation in clinical audit
be compuisory for 2il doctars;

. participation in programmes
of continuing medical
education (CNE), and
cantinuing professional
development {CPD) be
mandatory; and

. the early preparation of
‘personai folders' for
revalidution purposes, and to
facilitate annual appraisal, be
commaenced.

Further work is neaded on the detail
of the appraisal process:

. who wili condtict appraisal;

. what Information will be used
to support the appraisal
process: and

, what happens if the appraisal
process does not lead o an
agread gutcome,
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Appraisal in General Practice

Currently, there are managsment
structures within the hospiial and
community sector which ¢iuld
provide the framework for tha
appraisal process. This is ot the
case in general practice.

Within the current organisational
framework of primary cara,
resources need to be ldentified to
put suitable structures in piace as a
matter of urgency.

Under current arrangermenis, H&SS
Boards tave & responsibilliy to
ensure that GPs meet their
contractual obligations, However it
would be Inappropriate for the
appraisal to be carried out solely by
a H&SS Board Manader, as appratsal
will address issues beyond
contractual matters.  Annusal
appraisal should be undertaken by a
designated General Practitioner, with
clear authority, who works within
the focality.

There has heen work aimed at
setting standards for general
practitioners'®, This could form the
basis for appraisal. There are
specific issues which need to be
considered to enable the
introduction of appraisal in general
practice. It is recommendad that;

. an independent Apypraisal
Body be established to co-
ordinate appraisat in goneral
practice.

14
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Sugyested model for Annual Appraisal and Revididation
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Doetors in Traindng

During training, junior dociors may
change employer many times.
Potential problems can be prevented
by time spent at the beginning of
each period of employmant
clarifying the expectations of trainer
and trainee, [t is recomimended that:

. thorough induction
programmes should be in
place, with clear explanation
of departmantal procedures
and paolicies.

This is the most effective way of
ensuring satisfactory performance
following a new posting.

It is important to remember that
trainees’ competengies wiil be
limited. The exlenl of their
responsibilities Is dependent upon
thelr experience which must be
carefully assessed by the supervising
consultant or GP. The expectations
of their emplioyer wilh regard to thelr
altendance at educational meetings
must also be made explici, ideaily
through the training agreement,

It Is recomimended that:

o clear guidance from senior
doctors, along with
appropriate supervision, is
required whon delegating
clinical tasks to doctors in
training.

Locum Practitioners

Another group with specific issties
relevant to good clinical practice are
focuim practitioners. Thase doctors
are not in regular employment with
a health service body but are
frequently engaged to cover the
absence of permanent staff. Good
practice guidance on the
employment of locums exists™ but
there s no current process to enstre
the competence or continuing
development of such practitioners.
i recognition of the need for
arrangements to remedy the current
position, 1t is recommended that;

. a Regional Register of ail
focum doctors he established.

Dactors in wraining

sl hawe-
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¢ Responsibility aticred 1 competanes
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Hanlth related Performance
Problems

As stated earlier, health problems
can underline poor clinical
performance. Currently, the
availability of occupational health
services s Himited, particularly for
general practitioners.  Traditionatly,
doctars have heen relfuctant to use
such services, even when thoy are
available. Consequently, it s
recommencded that:

. regular health assessment be
introduced for all doctors;
and

. ogcupational health services

be reviewed and strengtiianed
for all doctors, particularly
general practitioners.

Civganisational Problems

However, it is recognised that the
finding of poor clinical performance
in an individual may be a symptom
of wider organisational problems. it
is therefore necessary that HPSS
organisations adopt procedures
aimed at addressing problems ahcd
fearning from them®, It is therefore
recornmended that:

. a framework for clinical
governance in the HPSS,
including primary care, be
astablished as a matter of
urgency;

INQ - RF-G
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+ clinicat teams with clear
feaderskip roles and
responsibilities he identified
and established In every
appropriate setting;

' metheds of recording adverse
events be put in place in
every crganisation, and a
regionsl register established;
and

. a reginnal database of
performance case studies be
establistied,

These latter two proposals would
contribute to & new basis for
learning front mistakes or errors in
the HPSS, eitiior at a personal levet
or at a systerm level. The regional
database of cise experience woutd
onable the HPSS to:

+ moenitor the incidence of
ungizrperformance;

+identify the factors which
coriribute (o
undierperformance; and

+ revisw the outcames of
investigation and
rescliution.

A new culture which sees the
advantage of openness, rather than
the current tendency towards
secrecy and biame, s more likely o
provide reassurance to patients and
encouragement and support to
dogtors,

)
4

managament of poor perforrance of doctors in Northern eland

vention, recognition and
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It s recognised that there s & haed
to provide resources and facilities (o
ensure the development and
maintenance of clinical sk:lis, Thigse
would be available for all doctors,
not just practitioners identified as
underperforming, The foliowing are
recommended:

. facilities for general skills
training, e.g. in advanced ljfe
support, and other forms of
emergency care, be
established in appropeiate
locations; and

. a Regional Centre to provide
advanced training in new
rmethodologiss, e.g.
endoscopic interventions, be
established and linked to a
Regional Simulation
Laboratory where
competence and performance
may be assessed.

Summary

It Is envisaged that the introducticn
of these arrangernents will fcad to a
number of henafits:

1) Those ioctors whose
practice is satisfactory will
have this explicitly
demonstrated,

2) Professional development
will be based an the
results of appraisal and
therefore directly relatod to
the individual’s ongoing
neads,

3) Weak areas can be
identified at an early stage
and dealt with in a
supportive manner with
confidence that patient
welibeing is not
compromised.

4) A register of focum
practitioners should
facliltate the new
arrangements for
revalidation In this group
of doctors,

These measures are primarily
preventative and will hopefully
uncover problems at a much eartier
stage than at present.

However, the system may stitl
identify doctors with more serious
difficulties, These may require
further detailed investigation and
formal steps to ensure patient safety.
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on when appropriate, This is & new
element and is a particulariy
importanl feature of what i
proposed. It is a departure from the
present where omployers addross
profassional perfermance using the
existing disciplinary proceciures,

Clinical dysfunction which is so
serious as to warrant immaeidiate
referral to the regulatory hody,
There will be occasionalty serious
cases where such referral would be
immedlate. A declsion wheather to
refer to the GMC would usually be
taken after initiat local evaluation or
following receipt of externa! advice.

As part of this first stage, loca
procedures will require that the
smployer undertake an initial
invastigation to ascertain the facis
relating to the situation. This should
be carried out guickly, but it must |
also be comprehensive, The service
would benefit from the development
of good practice guidelines and
raining for clinical and mestical
directors and human resource staff in
this important ares. If this initial
investigation indicates that the issues
are too difficult to resolve internally,
the employer should consivor
engaging the assistance of the
appropriate medical Royal College
‘rapid response team’ (See Appendix
3).

Arrangements should be davised to
ansure analogous procedures for
primary care, Under currant
arrangaments, these must involve the
relevant H & $S Board.

Stags twol

Professional Performonne
Advisory Panel

If the employer is unable to resolve
the difficuities following stage one,
or is uncloar as to what steps to
follow, they may refer the'case to the
‘Professional Performance Advisory
Panal’. This new body wiil be
commissionaed by the Chief Medical
Ofticer to assist the service in
rasolving difficulties arlsitig from the
poor performance of doctors, The
Panel may advise the cmployer to:

. continue to resolve the Issups
at 2 local level;

. refer the doctor to an
appropriate ‘professional
assessment: and support
service'{see slage tree
below); or

- rafar the doctor 1o the GMC,

Further Action

The Professional Performance
Advisory Panel wilt have powers
commission services from an
appropriate 'profassional assessment
and support service'. These services
should be delivered within Northern
Iretand, where possible, However,
there will be oceasions when it will
be necessary for the assessment 1o
lake place in another region,
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This section sets out arrangements
for managing poor performance,
once it is identified, When
problems ariseg, it is apparent from
past experience that;

. there Is a variable approach to
local invastigation,

. there can be considerable
delay in taking action when
patients might be al risk; and

. there are occasions when the
use of suspension is both
inappropriate and
unnecessarily protracted,

it is therefore recornmended that;

. Trusts and H&SS Boards
adopt the following "Throe
Stage" approach 1o
management of problems;
and

. a Professional Performance
Advisory Panel he
established.
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Stage one:

Locat Trivestination ang

Rosolution

When a probiem oceurs, an early
view should He detertnined as to
which categary it belongs - personal
misconduct, faflure to fulfil
contractual commitment, or
concerns about clinicat
performance, In a hospital or
communily irust setting this will
usually be undertaken by the
Medicat Director and Human
Resaurce Director, and in primary
care by the H&SS Board's Primary
Care Medicai Adviser,

Misconduet of a personal nature
(e.g. theft, vinlence, deception, and
saxual or racial harassment), This
should be deait with under the
employer's internal disciplinary
procedure or through contractor
mechanisms; this is no different to
the present situation,

Failire to fuitil contractual
commitments (¢.g. not turning up for
clintcs, underaking private practice
10 the detriimant of HPSS duties).
This Is also dealt with under the
employer’s irternal disciplinary
procedure of contractor
mechanlsms; this would simplity the
present arrargements where there is
often confusion about what 1s
contractual and what is profassional
misconduct.

Doubits or coneerns about clinical
performance or professional
conduct, This woulld lead to a now
approach to investigation, with a
more thorogh review at a local
fevel, In addition, external
assistance or advice: may be cailed

1
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Referal to a ‘professional assessmaont
and support sarvica’ would provide:

. a diagnosis of the problem;

: a full impartial written
assessment of its nature and
seripusness; and

' recommendations for action,

This would be based on review of
records, documentation, clinical
audits, interviews with the doctor
concerned and other staff as well as
site visits, Other assessment
methodologies would be used as
appropriate,

The findings and recommendations
following assessment would be
made available to both the doctor
concerned and the Trust or H & $$
Board,

Doctors involved in a serious
professional dispute which was
Jeopardising the functioning of a
service coutd also be roferred to the
‘professional assessment and support
service' It they were unwilling or
unable to resolve their dispute.

It would be for the local employer or
H & 55 Board to implemant the
findings of the ‘profossional
assessment and support service’ in
each case.

Any retraining or reskiliing of the
doctar could be co-ordinated by the
‘professional assessment and support
service' In close liaison with the
employer and using services
designated as suitable for this
purpose. The 'professional
assessment and support service'
waould have to reassess the doctor as
fit for return to practice at the end of
this period. Similar liaison and
reassessment could apply in cases of
i-hoalth,
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fr1 & srnall number of cases there
may be no prospect for remedial
action within the scope of the
dactor’s cutrent employment. Thus,
where the report from the
‘professional assessment and support
service’ conciuded that the problem
was "serfous and intractable” the
employcr may docide to seek to
terminate the doctor’s contract or
agree his or Hior ratirement within its
local procedires. These procedures
woulld enabie such cases to be fast
tracked to deal fairly and quickly
with the matier,

Where the problem Is consideraed to
have implicstions for the doctor's
registration, paratiel referral to the
GMC must be made,

2
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Summadry of possible cutoomes fellowing relerral to 2 'professtonat
sesessment and supporh seryice o
. Thie dr srgpart wotdd give
FEsSLrans Sroswiri Ho rEjor problizms
and woed e Yor monitorivig i
. CBO e rnonitnred
B concerns
sk o palients,
. by further
v war aren of modics] prantics followed Dy,
. Roforral to fonmst 4
SEOUS OF Comyriex
or because there are,
ouside e HPSE,
. prosedires tor sick
. ikl rept that assessed the
Al
it is recognised that occasions will . the current disciplinary
arise when the employing authority procedures be abolished and
or H&SS Board will have v exercise replaced by fairer, quicker
their disciplinary powers. ihe and more effective local
curtent guidance is unwieldy, procedures which integrate
fegalistic and slow, It is processes involving the HPSS
recornmended that: and professional bodies,
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Protoction of Patients by the
Suspension of Doctors

The new system would retain the
power of suspension for hospital
doctors and it is proposed that such
powers be extended to H&SS Boards
in respect of general practitioners,

With the introduction of the
'Professional Performance Advisory
Panel” and "professional assessment
and support services’, suspension
wauld only need to be considered
when:

d there is an imminent danger
to patients and a need to
ensure that they are
immediately protected;

. an employer or H&SS Board is

investigating a matter of
serious concern or 1aking
action under its internal
disciplinary procedures
because of alleged persoral
misconduct or faiture to fulfil
contractual responsibilities;

. a doctor refused to be referred
10 2 ‘professional assessment
and support service’; and

. an employer is dealing with a
doctor who {5 referred back
from the ‘professional
gssessmant and support
service' with a repont
concluding that their problem
is “serious and intractable”,
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Any doctor whio is suspended would
be required o give an undertaking
not fo practice in any capscity
{(including the private sector) until
their position is resolved,

Sumimary

The present procedures used by the
HPSS 1o deat with poor clinical
performance need to be reformad
along the lines outlingd above,

They need to be simpler o utilise in
practice and they need o be ablée to
deal with the full spectrum of
underparformance. This will
nocoessitate a revision of current
guidance.
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Dactors in tralning arg amgloyed by
Trusts, in the main, and as such are
subject to the Trust’s disciptinary
procedures. The Postgraduate Dean
has responsibility for the coctor’s
education throughout the
programme of training. Tha Dean,
as the commissioner of training, has
a legitimate interest in knewing that
an investigation involving a doctor
in training is taking place. As a
general rule the Postgraduate Dean
will not wish to be directly involved,
but should be satistied that matters
are being handled it a fair and
appropriate manner. The Dean will
noed 1o know the result of any
investigation when it is completed.

Chango of Employer diring.an
Ineuiry

Junior doctors are usially appointed
to training programmes wiich
involve a change of emplicyer at
fraquent intervals, Often o
disciptinary procedure wili not be
completed before it Is tima for the
traines to take up a new post. The
traines will be encouraged to
continue to co-operate from the new
post, if necessary by personal
counselling from the Posteraduate
Dean, It is recommended that:

. the recipient Trust should be
informed of the ongoing
action and be required to
facilitate the conclusion of
the inquiry; and

. on conclusion of the inquiry
the recipient trust, as the
contract holder, will
iraplement the findings.

Patient safety takes precedence over
an employee's right to
confidentiality. The trainee has a
right to know what information is
being transferred and have an
opportunity to challenge the
accuracy, but not to prevent
information being transferred. The
infarmation shared should be written
and factuat,

if thore is noidentified new
employer, and the trainee does not
agree to co-operate, it may ba
appropriate to contact the Chief
Medical Officer about issuing an
alert letter,
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Remedial training

Where a trainee. is moved for
educational reasons, It Is appropriate
for tho receiving trainer to have
information about the areas of
practice that gave rlse to concern,
This information may be necessary
to protect patient safety, and Is
certainly necessary to enswe
optimurn educational supervision.
This information stiould be
transferred in writing through the
Postgraduate Dean,

A distinction should be made
between disciplinary procedures,
which are rightly expunged from the
employmertt record after a given
time, and a training history.
Subsequoent trainers may have a
fegitimate intorest in the training
history, in the Interests of
safeguarding pationt care as well as
tailoring future training to the needs
of the trainee.
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ARRANGEMENTS FOR
DOCTORS 1N GENERAL
PRACTICE

The proposals on managemant of
poor performance put forward are
relevant to those emplioyed by the
HPSS. These proposals do not casily
translate 10 the contractuat
arrangerments under which General
Practitioners provide services.

Currently, H & S5 Boards have
responsibility to ensure;

. thhat there is proper odherence
by all practitioners to their
obligations under regulations,
This includes the terms and
conditions of service for GPs;
and

. that adequate arrargamerits
are put in place to ensure the
probity of claims by GPs for
paymont through the
Staterent of Fees and
Altowances,

In effect, however, H&SS Eoards’
statutory powers are very linlited.

it s recornmanded that:

* new powers must be granted
so that concerns regarding
performance of GPs can be
investigated.

Under current structures this would
be facllitated by the relevant H&SS
Board, and would involves setting
up a simall team to carry out an
Investigation of a GP, following the
three stage approach recommended
earlier. This would involve
examining practice data and
interviewing the practitfoner and
practice staff if appropriate.

Referral to this investigative process
could be initiated by the appraisal
process or as a consequence of
complaints from patients, or other
health care workers,
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Modet for Managemant of Poor Porformance
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Preveniion and Recogunition of
Poor Performanca

1. A compulsory and
comprehensive appraisal
system which meets the needs
of the GMC for revatidation,
the medical Royal Colleges
for accreditation ani the
HPSS, be inroduced for alf
doctors,

2. Everyone involved ir the
appraisal process should be
adequately trained.

3. Participation in clinical audit
be compuisory for ail doctors.

4, Participation in programmes
of continuing medical
education (CME), and
continuing professional
development (CPD) be
mandatory.

(53]

The early preparation of
‘personal folders' for
revalidation purposes. and to
facilitate annual appraisal, be
commenced.

8. An independent Appraisal
Body be established to co-
ordinate appraisal ir: general
practice.
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10.

mn.

12,

13

14.

Thorough induction
programmes should be in
place for atl new staff, with
clear explanation of
departmental procedures and
policies,

Clear guidance from senior
dotlors, along with
appropriate supervision, s
required when delegating
clinical tasks to dogtors in
training.

A Reglonal Register of all
locum doctors he established.

Regular health assessments be
introduced for all doctors.

Reviaw and strengthen
occupational health services
for all doctors, particularly
general! practitioners.

A framework for clinical
govertsance in the HPSS,
including Primary Care, bo
established as a matter of
LIFgency.

Clinical teams, with clear
leadership roles and
responsibilities, be identified
and establishad in wvery
appropriate setting,

Methods of recording adverse
evems be put in place in
every organisation, and a
regional register established,
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16.

16.

A regional database of
performance case studies be
wstablished.

Facilitios Tor general skills
raining, €.g. in advanced life
support, and other forms of
emergency care, be
established in appropriate
locations,

A Regional Centre to provide
advanced training in new
methodologies, e.g.
endoscopic interventions, be
established and linked with a
Regional Simuiation
Laboratory where competence
and performance may be
assessed.

Managemant of Poor
Performance

18.

19,

20.

INQ - RF-G

Trusts and H & 5§ Boards
adopt the proposed Three
Stage' approach to
management of problems.

A Professional Performance
Advisory Panel be established

The current disciplinary
procedures be abolished and
repiaced by fairer, quicker and
more effective focal
precedures which integrate
processos involving the HPSS
and professional bodies.

A consultation documant on tha prevention, recognition and
rrsnagemoent of soor performance of doctors in Northern fretand

Recommendatinns for
Dootors in Training

21,

When a doctor in training
transfers to a New employer
before an inquiry or
discipiinary process is
comgplate, the reciplent Trust
should be Informed of any
ongoir) action, and be
required to facititate the
conciusion of the inguiry.

On cenclusion of the inguiry,
the recipient Trust, as the
cortract holder, will
fmplement the findings.

Rocommuondations for
General Practitionars

23,

New powers be granted so
that cancerns regarding
nerforrmiance of GPs can be
investigated.
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APPENDIX 2

Support Services

BMA Counselling Service:

This service is dvailable o doctors and thelr families on a 24 hour basis, It
provides a confidential faciiity for discussing personal, emaotional and work
related problems, Tel: 0845 200 169

The National Counsefling Sarvice. for Sick Doctors:

This service is supparted iy the medical Royal Colleges, the Joint Consultant
Committee and the: BMA. it can be accessed by individual doctors or their
colleagues or relatives, The service is confidential and is not linked to the GMC
or any other statutory authority, Tel: 0645 200 169

Other Confidential Help Lines

The Sick Doctor Schome, Association of Anaesthetists of Great Britain and
frefand.

Tel: 0207 631 1650

Doctors Support Network.
Tet: 01306 880 347

Sick Doctor's Trust (Helptine for addicted physicians}.
Tel: 01252 345163

BMA Stress Counseiling $ervice for Doctors,
Tel: 0645 200169

a2
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Rayal College Rapid Response or Service Review Tpams

Tetephone numbers for the initial contact point in the respective College or
facuity:-

Royal Cotlege of Anaesthetists
The Chief Executive
Tel: 020 7813 1900

Royal Coliege of General Practitioners
The Head of Carporate Affairs
Tel: 020 7581 3232 or 020 7584 2678

Royai College of Obstetricians & Gynaecoiogists
The President or a Vice-President
Tel: 020 7772 6228

Royal College of Ophthaimologists
The Chief Executive
Tol: 020 1935 0702

Royat Cotlege of Paediatrics and Child Health
Tha College Secretary
Tel: 020 7307 5600

Royal College of Pathologists
The Registear
Tel: 020 7451 6700

The Royal Callege of Psychiatrists
The Vice-President
Tel: 020 7201 2601
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Royat Coilege of Physicians (London)
The Vice-President

Tel: 020 7935 1174

Facuity of Public Health Medicine of the Royal Colflege of Physicians
The Vice-President
Tel: 070 7935 0243

Facuity of Occupational Madicine of the Royal College of Physicians
The President
Tel: 020 7317 5890

Royat Cotleges of Radiolosists
The Registrar
Tel: 020 7636 4432

Royat Coltege of Surgeons of England (RCSE)
The College Secretary or Assistant Secratary
Tel: 020 7405 3474

Facuity of Dental Surgeors, RCSE

The Secretary to the Faculy
Tel: 020 7312 6667

BT
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APFENDIX 4

Glossary of Terms

Appraisal
A positive process to provide feedback on perfonmance, chart continuing
progress and identify development needs.

Accreditation

Formal recognition or approval of a clinical service or tralning
prograrmme from a recognised authority e.g. A madical royai college.

Assessment and support service

Structured service which aims to help those individuals who, for whatever
redson, may need assistance in improving their pedformance.

BMA
British Medical Association,
Clinical Audit

A quality assessment and improvement mechanisi in which health
prafassionals peer review their practice, comparg it to best practice and
introduce improvements in line with their findings.

Clinical Dysfunction

A serious deviance from accoptable practice or fatture to provide the
service required by anyone in a clinical position,

Clinical Governance

A framework through which focal organisations are accountable for the
quality of service they provide.

CME

Continuing medical education
CPD

Continuing professionat development,
Endoscopic Interventions

Surgical or othor procedures conducted through instruments which are
designed to be as minimaily invasive as possible.

Fitness to practice procedures

The GMC's procedures for assessing whether a doctor’s performance has
fallon below the standards for reglstration.
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APRPENDIX 4 {continued)

General Medical Counci} {GMC)

The body responsibia for maintaining a register of those suitably quatified
to practice meddicing.

Locum Practitioner

Ono who works on a temporary basls, usually taking the place of anothor
doctor or filling a vacancy for a finite pertod of timo.
Misconduct

fmproper or unprofessional behaviour; such as theft, violence, and sexuul
or racial harrassmaent.

Personal Folder

A folder of information containing the doctor's relevant personat details;
a descriptiot of what the doctor does; information o porformance
assessment; and evidence of continuing development|
Postgraduate Dean

A senior professional In a Reglon who is responsibie for the organisation
of doctars in raining,
Primary Care

Those services, based in the community, which an individual can access
on hisfhéer own benalf. These cover a wide range of health professionals
as waell as social services.

Professional self-reguiation

A system to controf entry to and maintenance within a given profession
Rapid response teams

Teams developed by Royal colleges to provide advice and assisstance
where problems have been identified within a local service.
Revalidation

The regular demonsiration by registered doctors that they remain fit Lo
practice in their chosen field(s),

Simulation laboratory

A facility designed 1o replicate the waorking environment.
Underperformance

The repieated failurs to meet accoptable standards over a period of Urre,
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Implications for other Clinical Professionals, including Dentists

In May 2000 the Generat Dental Councit considered a document setting out the
framework for the Council’s Performance Review Schume and Fitness to
Practice, Traditionally, the General Dental Council has cperated a system of
reactive regutations founded on tha prosumption that all registered dentists are
fit to practice. Performance Review will allow proventive action in the interests
of public protection. It will serve this purpose through procedures for preventing,
recognising and dealing with poor clinical perfarmance.

A succossful Performance Review Scheme will protect patients from poorly
performing dentists by restricting or suspending their vight to practice when
necessary.

v witl also provide a framework for their re-education and restoration to safe
and acceptable practice,
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HOW TO RESPOND

The consultation perlod will end on 12th January 2001, Written responses may
he sont by post or by electronic mail to the addresses showt below,

Mrs { Witkinson
DHSS & PS
Room C4,22
Castie Buildings
Beltast BT4 38)

confidence®@dhsspstyf.gov.uk

If you have a query about any of the issues raised in this document you may
telephone 028 9052 0723 or write to [ e-malil the above addresses.

In keeping with policy on ¢penness, responses to this document may he made
avaiiahle to the public on request.. f you do not wish your response to be used
in this way, or if you wouisd prefer it used anonymously, please let us know
whaen responding.

Further coptes of this paper can be obtained by writing to the address above, or
by telephoning 028 9052 2320, or through the e-mail address shown,

An electronic version is avaitable at;

http:/hwww.diisshi.gov.uk

Versions of the paper in Chinese, large type; Brallle and audio cassette may be
obtained through the contact points listed above.
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The NAWCH Charter

1, Children shall be admitted to hospital only if the carc they require cannot be equally well provided at home or on
a day basis.

2. Children in hospital shall have the right to have their parenis with them at all times provided this is in the best interest
of the child, Accommodation shall therefore be offered to all parents, and they should be helped and encouraged to
stay. In order to share in the care of their child, parents should be fully informed about ward routine and their active
participation encouraged.

3. Children and/or their parents shall have the right to information appropriate to age and understanding.

4, Children and / or their parents shall have the right to informed participation in all decisions involving their health care.
Every child shall be protected from unnecessary medical treatment and steps taken to mitigate physical and cinotional
distress.

5. Children shall be treated with tact and understanding and as all times their privacy shall be respected.

6. Children shall enjoy the care of appropriately trained staff, fully aware of the physical and emotional needs of cach
age group,

7. Children shall be able to wear their own clothes and have their own personal possessions.
8. Children shall be cared for with other children of the same age group.

9. Children shall be in an environment furnished and equipped to meet their requirements, and which conforms to
recognised standards of safety and supervision.

10, Children shall have full opportunity for play, recreation and education suited to their age and condition,
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ALTNAGELVIN HOSPITALS HEALTH & SOCIAL SERVICES TRUST

Background

i Guidance issued by ME in 1995 which reflects common law rights of patients.
ii. Trust may face an action for damages if a patient is treated without consent.
Policy Statement

The Trust accepts that the patient has a fundamental right to grant or withhold consent
prior to examination or treatment.. "

The Trust will ensure that patients will be provided with sufficient information about
C ™ his or her medical condition, the proposed treatments, the possible alternatives and
’ any substantial risks, in a way he or she can understand, so that he or she can make a
balanced judgement.

The patient must be allowed to decide whether he or she will agree to the treatment,
and may refuse treatment or withdraw consent to treatment at any time.

The principle of consent extends to the training of medical and other professional -
students. It should be made clear to'the patient that he or she may decline to be -
observed, examined or attended by those in training without this affecting in any way
the care he or she receives.

Procedares

Explanation to Patient o

ROy Where a choice of treatment might reasonably be offered, the health professional

; should always advise the patient of his or her recommendations together with the

reasons for selecting a particular course of action. Enough information must normally
be given to ensure that the patient understands the nature, consequences and any
substantial risks of the treatment proposed so that he or she is able to take a decision
based on that information. Though it should be assumed that most patients will wish
to be well informed, account should be taken of those who may find it distressing.

The health professional will have to exercise his or her professional skill and
judgement in deciding what risks the patient should be warned of and the terms in
which the warning should be given. However there is a duty to warn the patient of
substantial or unusual risks inherent in any proposed treatment.

Where a patient’s ability to appreciate the significance of the information is impaired
through language difficulties, physical condition or impaired functionality, every
effort should be makde to assist the patients understanding.
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Obtaining Consent C

In many cases a patient does not give cxpress consgnt but his or her agreement may be
implied by compliant actions such as offering anygs for the taking of a blood sample.

Oral consent will be sufficient for a large majority of contacts between patients and
health professionals.

Written consent should be obtained for any procedure or treatment carrying any
substantial risk or risk of substantial side effect. If the patient is capable, written
consent should always be obtained for general anaesthesia, surgery, certain forms of

drug therapy, e.g. cyto‘%toxic therapy and therapy involving the use of ionising
radiation.

Oral or written consent should be recorded in the patients notes with relevant details
of the health professionals explanations. Where written consent is obtained it should
be on the Trusts standard consent form which should be incorporated into the . @
casenotes. (See appendices).

A

The most important element of a consent procedure is the duty to ensure that the
patient understands the nature and purpose of the proposed treatment. Where a
patient has not been given appropriate information then full consent may not
always have been obtained despite the signaturemn the form.

Consent given for one procedure or.episode\of treatment does not give any automatic
right to repeat that procedure or to und&rtak): any other procedure. A health
professional may, however, undertake further treatment if the circumstances are such
that a patients consent cannot reasonably be requested and provided the treatment is
immediately necessary and the patient has not previously indicated that the further
treatment would be unacceptable.

Special Circumsisuces

-

Children & Youné Peeple

Under Age 16

In the majority of cases children will be accompanied by their parents during
consultation and therefore parental consent can be obtained.

Where, exceptionally, a child is seen alone, efforts should be made to persuade the
child that his or her parents should be informed excipt in circumstances where it is
clearly not in the child’s best interests o do so.

Where the health professional is satisfied that a child under the age of 16 has
sufficient understanding of what is proposed, that child may consent to the health
professional making an examination and giving treatment.

November 1996 Policy on Consent to Examination or Treatment
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Over Age 16

The consent of the young person who has attained 16 years to any surgical, medical or
dental treatment is sufficient in itself and it is not necessary to obtain a separate
consent from the parent or guardian.

In cases where the child is between 16 and 18 but is not competent to give a valid
consent then the consent of the parent or guardian is required.

Children in Care

The parental rights in respect of a child who is in care as a consequence of a Court

Order will have been transferred to an appropriate H&SS Board or Trust.

Nevertheless where parental consent is necessary (regardless of age) consent should

be sought from the parents as well as the child’s social worker. In the event of the
N parents refusing consent, legal advice should be sought.

Where a child is a ward of court, authority to give consent rests with the Court.

Refusal of Parental Consent to Urgent or Life Saving Treatment
e
Where time permits, court action may be taken so that consent can be obtained from a
judge. Otherwise hospital authorities should rely on the clinical judgement of the -
Consultants concerned after a full disgussion between the Consultant and the parents in
the presence of a witness. The doctor should obtain a written supporting opinion from a
medical colleague that the patient’s life is in danger if the treatment is withheld. Records
should be kept in the. chmcal notes of the d:scussxon countersigned by the witness.

¥

Adulfs or Compe&em Young Person Refusiing Treatmemt

Some patients may refuse treatment including those where rehgxous beliefs prevent
them accepting a blood transfusion. Whatever the reason the patient should receive a
detailed explariation of the need for treatment and the possiblé consequences of their
refusal. Where the patient continues to refuse, their wishes must be respected. This
should be recorded in the clinical notes and witnessed. -

Examination or Té;éatmeut Without the Patient’s Consent’

The following are examples of occasmm where cxamination or treatment may
proceed without obtaining the patient’s cozzsunt -

i, For life saving procedures where the patient is unconscious and cannot indicate
his or her wishes. Exceptions to this may be:-

a. where the patient has previously indicated that he/she does not wish to
have the particular treatmenti; or
b. this can be reliably deduced from the patient’s immediate family.
November 1996 Policy on Consent to Examination or Treatment
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Examination or Treatment Without the Patient’s Consent (Con'v/d)

il Where there is a statutory power requiring the examination of a patient, for
exarnple, under the Public Health Act (Northern Ireland) 1967. However an
explanation should be offered and the patient’s co-operation should
nevertheless be sought.

iii. In certain cases where a minor (s a ward of court and the court decides that a
specific treatment is in the child’s best interests.

iv. Treatment for mental disorder ofia patient liable to be detained in hospital in

circumstances permitted under she Mental Health (Northern Ireland) Order
1986.

v. Treatment for physical disorder where the 'Q'Ijat“ient is incapable of giving
consent by reason of mental disorder, and thel treatment is in the patient’s best
interests.

Treatments Which Have Caused Concern

Materuity Services

Principles of consent are the same in maternity services as in other aréas of medicine.
It is important that the proposed care is discussed with the woman, preferably in the
early antenatal period, when any. special wishes she epresses should be recorded in
the notes. Of course the woman has a right to changg her mind about these at any
stage, mcludmg during labour.

. Decisions may have tb be taken swiﬁly at a time when the woman’s ability to give

consent is impaired eg as a result of medication, including analgesics. If the safety of
the woman or child/ren is at stake the Gbstetnclan or midwife should take any
reasonable action this is necessary. s

If, in the judgement of the relevant doctor or other health professional, the woman is
temporarily unable to make a decision, it may be advisable for the position to be
explained to her husband or partner if available, but his consent (or withholding of
consent) cannot legally over-ride the clinical judgement of the doctor or other health

professional, as guided by the previously expressed wishes of the woman herself.

Breast Cancer

The usual principles of explaining proposed treatment and obtaining the patient’s
consent should be followed in treating cases of breast cancer. Breast cancer does not
normally require emergency treatment. The patient needs reassurance that a
mastectomy will not be performed without her consent, and that unless she has
indicated otherwise the need for any further surgery will be fully discussed with her in
the light of the biopsy and other results. This is a particular case of the principle that

November 1996 Policy on Consent to Examination or Treatment
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consent to an initial treatment or investigations does not imply consent to further
treatiment. e

R

Tissuc and Organ Donation: Risk of Transmitted Infection

Where tissues or organs are to be transplanted, the recipient should be informed, prior
{o consent to the operation being obtained, of the small but unavoidable risk of the
transplant being infected. '

Female Sterilisation/Vasectomy

Although the legal view is that there is no obligation law to obtain consent of the
spouse or partner, the Trust considers it goodi practice to ensure that when counselling
patients they are encouraged to bring along their spouse/partner and involve them in

thiis process. Where possible, the spouse/partner should countersign the relevant
corisent form.

( 3 Consent by Patients Suﬁferi!gg From Mental Disorder

No one may give consent on béhalf'f an adult and in circumstances where people
Jack the capacity to give consent the substantive law is that a proposed operation or
treatment is lawful if it is in the best interests of the patient and unlawful if it is not.
Case law provides the following guidance in cases where patients lack the capacity to
give or communicate consent to treatment:

(a) - treatment which is ngoessarf to preserve the life, health or well-being of the
patient may lawﬁlﬂ)be given without consent.

(b)  the doctor must act in accordance wi th a responsible body of relevant
professional opinion.

(c) in many cases it will not only be lawful for doctors, on the grounds of
necessity to operate or give other medical treatment to adult patients
disabled from giving their consent, but it will also be their common law
duty to do so.

(d)  itis good practice to consult relatives and others who are concerned with
the care of the patient, Consultation with a specialist or specialists or an
inter-disciplinary team ~ixizf1‘g§‘be;requ§rs~ed

Decisions taken in accordance with his guidance should be recorded in the casenctes
and a form recording that the patient is incapable of giving consent to treatment
should be completed and included in the casenotes (Appendix 6)

There are some circumstances where legal advice will be required prior to treatment,
particularly for sterilisation, termination’s of pregnancy, organ donation and certain
types of research. These treatments may require High Court approval and advice
should be sought through the Chief Executive’s office.

November 1996 Policy on Consent to Examination or Treatment
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Consent for Teaching/Training Purposes

Whenever practicable, the student’s/trainee’s status and the reason for his/her
presence must be explained to the patient and the patients prior informed consent must
be obtained before the first occasion on which a student/trainee is present during the
examination or treatment of a patient or interviews of examines a patient. The
explanation should be given by the supervising registered medical practitioner or by a
member of the nursing or midwifery staff but not by the student unless specifically
authorised in advance by the supervising registered medical practitioner.

Patients should be advised that they ate entitled to decline to.be abserved or attended
by students/trainees without affecting in any way the treatment they receive.

Students/trainees should not take any part in obtaining or witnessing the signature by
or on behalf of a patient ont a form of consent to treatment. ’

}
He/she should not take a history from, examine or undertake a procedure on a patient
unless the patient’s prior informed cousent has been obtained. If it is not practicable
for the student/trainee to obtain specific consent from the patient, the student must
seek authorisation in advance from a supervising registered practitiener, This will
apply in the case of those patients unable, for whatever reason, to make a decision on
consent. Bxceptionally, this may include some anaesthetised patients, though
normally such consent should have been sought from the patient in advance.

Tt

November 19946 Policy on Consent to Examination or Treatment
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Appendix A

ALTNAGELVIN HOS?ETAI;{S;HEALYH & SOCIAL SERVICES TRUST

C{lﬁN SENT FORM

Patient’s Label or Patient’s Sumame ..,....... Paseeinieeresensiatinsaas e e aeenvarararay et avaneesensetrrasann

Other TNAME/Sumene cerevvesevsns imsarivess o eererirens reveeemarainesnentnss trssepearananin sare
Date of Birth

...................................................................................

Sex : {please tick) Male O Female

DOCTORS OR DENTISTS (This part 10 be completed by doctor or dentist, See notes on the reverse).
= ¢f operation, investigation or treatment for which written evidence of consent is considered appropriate.

o
G
I confirm that [ have explained the operation, investigation or treatment, and such appropriate options as are available and the type of

anaesthetic, if any (general/local/sedation) proposed, to the patient in terms which in my judgement are suited to the understanding of
the patiznt and/or to one of the parents or guardians of th

5

SIgNature ..o PR ssienensreinans et ranes S Date & .oiinicininennnins bereveess e e sensar
»
Name-of doctor or dentist ..c.vwruiveesrrercsesnensass eeeerererersras esa et aren et e e bt s eSO SRs PSR RS SRnEte e e er e ererrrese sttt st era s s e asen
PAT%FNT/PARENT/GUARDIAN _
1. Please read this form and the notes overleaf very carefully,
2. . If there is anything that you do not understand about the explanation, or if you want more information, you should ask the
doctor or dentist.
3. Please check that all the information on the form is correct. Ifit is, and you understand the explanation, then sign the form.
V «1n the patient / parent / ~ “guardian | {delete as necessary) 3
;r“" “gree " to what is proposed which has been explained to me by the doctor/dentist named on this form,

10 the use of the type of anaesthetic that 1 have been told about,

[ understand that the procedure may not be done by the doctor/dentist who has been treating me so far.

that any procedure in addition to the investigation or treatment described on this form will only be carried
out if it is necessary and in iy best interests and can be justified for medical reasons.

[ have told the doctor or dentist about the procedures listed below I would not wish to be carried out without my
having the opportunity to consider them furst.

WWINESS (0 PALISRTS SIENMAIUIE 1ovevrveacerserarerrsor st eesvessnnaraesasarasmraass e bots e tom b o v £8 401 B0 S8 bt 80000 {Medical Practitioner)

SIENAUIC. (.o cvcriraecarnrenerevranes RN SO OO U N DTS P CTTOU SR PIO R PP SRS PPRIOe (Witness present 2t [nterview)
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ALTNAGELVIN HOSPITALS HEALTH & SOCIAL SERVICES TRUST
CONSENT FORM

Sex : (please tick)  Male O Female (3

f

DOCTORS (This part to be completed by doctor. See notes on the reverse).
Type of operation : Sterilisation or Vasectomy Lo

Complete this part of the form. o

J :
[ confirm that [ have explained the procedure and any anacsthetic (general/local) required, to the patient in terms which in my
judgement are suited to his/her understanding,
SEERAMITE L.oovvesrieeeceensrsionsasmsssnseoeesesns e eseeeses s s seseessee et es oo Dae & vovvvrieeren s sevesscinvereres e cnseeneesesan
Name of doctor ...vveivvnenne. St taeaesarsersaras At a et et an s S e e eanrarenennsas eretenenenans feoreeteine Rt et r b e a s shn et Henrnsaratan
PATIENT
1. Please read this form and the notes overleaf very ¢arefully,
2. " I there is anything that you do ot inderstand about the explanation, or if you want more information, )}‘ou should ask the

doctor. - ‘ ‘ .
3. Please check that all the information on the form is correct. Ifit is, and you understand the explanation) then sign the form.
1 am the patient , . ¥
{

I agree to have this operation, which has been cxplaineq.‘_to me by the doctor named on this form,

<

: to the use of the type of anaesthetic that I have beén told about.
1 understand that the operation may not be done by the doctor. who has been treating me.

that the aim of the operation is to stop me having children and it might not be possible to reverse the effects
of the operation.

that sterilisation/vasectomy can sometimes fail, and that there is a very small chance that | may become
fertile again after some time. ‘

e e dam

that any procedures in addition to the investigation or treatment described on this form will only be carried
out if it is necessary and in my best interests and can be justified for medical reasons.

f have told the doctor about the procedures listed below [ would not wish to be carried out straightaway without my
having the opportunity to consider them first,

For vasectomy
I understand that [ may remain fertile or becoinie fertile again afier some time.

that T will have to usc some other contraceptive method until 2 tests in a row show that 1 am not producing
sperm, if'1 do not want to father any thildren,

Signature;
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Appendix C

ALTNAGELVIN HOSPITALS HEALTH & SOCIAL SERVICES TRUST

CONSENT FORM

Patient’s Label ‘ or _ Patient”s Surname

Oher PAIME/S cooeiriririrsrasssnmnemnssestsanesssresssmssnssensanssnsnssnssrsssssns
Date 0f BIMH 1oovvvnivirmummsmsmnsaimmsismsrasssssmesssresssmsssss svssivivasesss
Hospital NUEMDEL .ot cnsrameranivss s n s raans Sex :

. Sex: (please tick)  Male 1 Female O

. ALTH PROFESSIONAL (This part to be completed by heaith professionals. See notes on the reverse).
(" “ype of treatment proposed for which written evidence of consent is considered appropriate.

Compilete this part of the form |

I confirm that I have explained the treatment proposed and such appropriate options as are available to the patient in terms which in
my judgement are suited to the understanding of the patient and/or to one of the parents or guardians of the patient.

SIENALULE wvcvurirsisarscinensernmsessissessesresmonsseimnses sasnseasassscrasssresssies ararsn s IBALE T oot mesrvcsnacmsssnessirsssnsesravansvasias b

Name of Health Professional ) .................................................

Iob Title of Health Professional

PATIENT/PARENT/ GU;\RDIAN

1. Please read this form and the notés overlx‘aaf very carefully. &
\1_ If there is anything that you do not understand about the explanation, or if you want more information, you should ask the

~ health professional who has explained the treatment proposed.

3. Please check that all the informatien on the form is correct. Ifit is, and you understand the treatment proposed, then sign the
form.

l am the patient / parent / guardian (delete as necessary)

i agree to what is proposed which has been explained to me by the health professional named on this form.

DAE e SEENEA oot e it oo et b b s et s R et TS (Patient)
Witness 10 Patient’s SIZRATIIE Lo OO POV TI PSSO P O (Medical Practitioner)
STERBLUTE ..o ttiteisinetis e ias s essonse v bessae b o31es a2 8L e et as 2oL em oL Eb b LS T b s {Witness Present at Interview
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NOTES TO:- .

+ Doctors .

A patient has a‘lﬁgal right to grant or withhold consent prior to examination or

- treatment. Patients should be given sufficient information, in a way they can
understand, abovit the proposed treatment and the possible alternatives. Patients
must be allowed to"decide whethér the v will agree to the treatment and they may
refuse or withdraw consent to, treatment at any time. The patient’s consent to
treatment should be recorded on this form (further guidance is given in i
HSS(G‘%H)Z/QS A¥Guidé to Consent for-Examination or Treatment). o

s e ar AR e A — « e b h non 4 et ee aem ey . - Crm e aatE

)}‘\ “\

Patients

o

R SR ;'Ihe dogtor.or, dentist.is here 1o :help you.. He or she will.explain the
proposed procedure; which you are entitled to refuse. You can-ask any
qucstxous and seek further mjormatmn i

v,

S L , o
hrse to'be present. Yy o

a I‘rammg doctors and other health professionals are essential to the - N
e eean.SONtinuation of Lhe health service.and.i Amproving the. quaht) of care.. e s
) . Your treatment may provide an important opportunity for such training, s
where necessary under the ccmful supervnsmn of a semor doctor‘
o . Youmay, howcver, dechnc {o be 1nvolvod in the formal training of
medical and other students without this adversely affecting your )
care and treatrnent.
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FINANCIAL PERFORMANCE

Toral Gains anp Losses Recoanisen in FINANCIAL YEAR £5,828 £3,302

CasH Frow STATEMENT FOR THE veAR ENDED 31 MascH 2000

1999/00 1998/99
£000  £000  £000 £000

Net Cash Inflow from Operating Activities 4,543 4,639

RETURNS ON INVESTMENTS AND SERVICING OF FINANCE

Interest received 107 113

Interest paid (1,440) (11500)
Dividends paid {1,062) 972)

Net Cash (Outflow) on Investimeants

AND SERVICING OF FINANCE {2,395) (2,395} (21359) (2.350)

CAPITAL BXPENDITURE

Payments to acquire fixed assets (6,900) {7,694)
Recelpts from sale of fixed assets ‘ 6 19
NeT Cast {OUTHLOW)/INFLOW BEFORE FINARCING (4, 746)

FINANCING

New Public Dividend Capital 4 5,500

Repayment of amounts borrowed 1 (782)

(Decrease)/INCREASE iy CasH AND CASH EQUIVALENTS (£28) (E77)

CLinicaL GoverNAncE AND QuALITY

Whilst clinical governance is not yet a statutory requirethent in Horthern lreland,
Altnagelvin Trust has decided that the imperativel implicit within clinical governance
are the basis for development and implementation of tHe Trust's Quality and Risk
Management Strategies.

A Clinical Governance Committee has been estgblished ahd will provide aksurance
to the Trust Board that procedures refating to:|Clinical Hffectiveriess and[Quality;
Risk Management; and Education ard Training, dre in plack within the Trust and are
functioning effectively,

CUNICAL EFFECTIVENESS

paye 40
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Crricat GOVERNARCE AN QUALITY

The key to successful achievement of Clinical Governance will be in the development of
a system which ensures changes in clinical practice on the basis of timely identification
of quality failures. The Government has stressed that we need to approach the quality
agenda on two fronts:-
« by evaluating outcomes of care:

by evaluating Patients’ Experiences of Care,

Key ACHIEVEMENTS
Establishment of a multidisciplinary Clinical Audit Committee which takes the lead
in evaluating Outcomes of Care. It aims to encompass two major activities: audit
of current practice against evidence based standards; audit in response to sarious
clinical incident reports.

* Reorganisation of the HOSQIP (Hospital Quality Improvement Programme) committee
which will concentrate on evaluating and improving patients’ experiences,

+ Inter-professional partnership with the University of Ulster in research continues.
Work has commenced in collaboration with Causeway Trust and the Northern Ireland
Ambulance Trust looking at the prevention of pressure sores in patients with fractured
femurs,

+  Establishment of a Trust multidisciplinary Research Committee.

» Work has commenced on developing Care Pathways.

+  Ongoing monitoring of Patient Charter standards

TARGETS

» Establish the Clinical Effectiveness Committee.

» Care Pathways programme to be further developed with Directorate and Ward/
Department Staff,
Clinical Audit and HOSQIP programmes for the coming year to be agreed.
Nursing Monitor quality assessments on 5 wards in coming year

- Clinical Effectiveness Conference in the Auturnn,

+ Research Seminar - University of Ulster and Altnagelvin Hospital to jointly host in
September,

. Appoint Research Nurse/s

Risk MANAGEMENT
Risk management involves clinicians, managers and health care provider organisations

inidentifying circumstances or practices which put patients, staff and visitors at risk of
harm, and then acting both to prevent and contral those risks,

page 41
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Cunicas Goverpiance ano QUALTTY

KEY ACHIEVEMENTS

+ Procedure for reporting and investigating Critical Incidents agreed.

- Establishment of a Clinical Incident Review Committee.
Establishment of a Health and Safety Committee,

- Health and Safety Policy and Annual Report issued.

- Risk assessments in 30 Wards/Departments and 6 have had repeat assessments.

+ Risk Management Newsletter to he published quarterly.

- Monitoring of accidents, complaints, untoward incidents, clinical and critical incidents
and legal cases to identify trends and the required action plan,
Establishment of a multidisciplinary committee to address incidents of verbal and
physical aggression.

+ Revised Infection Control Policy and Annual Report issued,

+  Ongoing infection control monltoring of clinical areas and departments

TARGETS
« Establish Risk Management Comrnittee.

Development of a Clinical/Critical Incident Data Base to facilitate monitoring.
» Work with United Hospitals H&SS Trust in Falls Risk Management strategy.

EpucaTion anD TRANING

It is important to the success of any nealth care organisation that clinical, as well as
other staff, are given the opportunity to maintain professional skills and knowledge by
way of relevant training and development opportunities,

Kev ACHIEVEMENTS
- Staff Appraisal system agreed which includes identification of individual and
departmental training needs,

Tralning sessions for staff on:-
- Audit
D.Y.S.5.5.Y. (standard setting system)
infection Control
Risk Assessment
C.0.S.H.H. Assessment
- Health and Safety
- Fire Safety
- Management of Medical Devices

pitge 42
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Cumical Governance anp QUALITY

CR.EST. guidelines on wound care
« Clinical Governance Workshop
» Care Pathways Workshop
Leadership Empowerment Programme
» Pilot Appraisal for Senior Medical Staff

TaRGETs
Establish Education and Training Committee.
Plan to structure Education and Training programmes in response to issues which
arise out of the Clinical Effectiveness and Risk Management Committees,

+ Development of Corporate Training Plan through the Staff Appraisal Process,

+ Review of Selection and Recruitment procedures to ensure compliance with Clinical
Governance requirements,

+ Develop appraisal and revalidation procedures for medical staff as proposed by
General Medical Council,

CHagTer MONITORING ACHIEVEMENTS

- Atthe Professions Allied to Medicine and Nurse Led Clinics, 99.5% of patients were
seen within 30 minutes of appointment time,

Inthe most recent survey at the outpatients clinics, 79% of patients were seen within
30 minutes of their appointment time and 96% were seen within one hour,

A Charter Standard was introduced in April 1998 in the Accident and Emergency
Department relating to the assessment of patients and the allocation of priority
categories. In 1999/00, 91% of patients were assessed within 15 minutes, 98% were
given a priority category and 97% were seen within the category time,

» In the Accident and Emergency Department, from the time of decision to admit a

patient to hospital, to admission being made, 85% of patients were admitted within
tha Charter Standard of two hours,
The HSS Management Group commissioned a data guality audit onthe above Charter
Standard in February 2000, We were commended for the quality of the system
operated at Altnagelvin to collect this data. This standard will be published for the
first time in the Performance Tables for 1999/00.

- In 1999/00 the Patient’s Advocate Office received 124 complaints from 117
complainants.

+ There were 233 enquiries and 3,328 commendations in relation to services provided
by the Trust,

+ During the year there were 12 requests for Independent Review to the Convenor of
the Western Health and Social Services Board. Ten requests were examined by the

page 43
Annuar Pernsr 1999 - 2000

INQ - RF-G WS-046/2 Page 127



Cunacal, Governance aNo Quatity

Confidentiality 2 Treatment & Care 38
Discharge & Transfer 1 Waiting Times 14

Tante 3: ComprainTs 8y CATEGORY

ProMoTING HEALTH

Key ACHIEVEMENTS

In 1999/00, Altnagelvin was established as the Regional Co-ordinator for the European
Health Promoting Hospitals Network, The Hospital is now the centre for the support
and co-ordination for hospitals in Northern lreland that have joined the Network.

+ A conference, hosted by the Regional Network to encourage other hospitals to
join the initiative, attracted over 90 participants and increased membership of the
Network.

* The Health Promotion sub-groups have been progressive throughout the year.

» Work is underway to obtain full Baby Friendly Status for the Hospital - a UNICEF
initiative,

A Dietand Health Audit was undertaken to establish whether or not knowledge and
behaviour in relation to healthy eating among staff has changed over the past five
years. Training on nutrition will follow, subject to the results of the audit.

+ The Women and Children’s Directorate became smoke free,

page 45
Annual, Brroer 1999 . 2000
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Clinieal Audit Report 20012002

IRMAN’S INTRODUCTION

The Clinical Audit Commiitoe have great pleasure in presenting the Clinical Audit b
foor the period April 2001-March 2002,

Clinieal Governange is defined by the Department of Health (A First Class Service Quality
in the NHIS, Londoen DoH 1998y as a f’mmfﬂv k through which WHS organisations are
aceountable for continuously | mmrmmg the qmlxty of their services and safeguarding high

standards of cars by ereating an environment in which excellence in clinical care will
flourish,

Clearly Clinical Audit is at the centre of Clinical Govemance and involves monitoring
processes, outcomes and ‘patient satisfaction’ to maintain conpliance with good practios

COMMITTEE COMPRIS

DAL AUDTE

Medival Audit Co-ordinator (Chalrman)

Nursing Representative — Clinical Effectivencss Co-ordinator
PAMA &{,;‘ns:ﬁi‘nm&i“\!@

i ment Oo-ordinator

égﬁi‘ Clommittes Chstrman

Topius for Clinteal Andit may arise from a variety of sources:

szz; within the specialty itsel{

s Frow th mical Audit Commitise

¢ Prow Risk Mavagement

«  From R qal, Mational and Intemational requests,
i iy anvisa fao fi

gedt that the vast majority of audits « mii arige from within each discipling,

Andit reguest forms are available from the Clinical Audit Assistant
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ALTNAGELVIN HOSPITALS HEALTH AND SOCIAL SERVICES TRUST

DIRECTORATE OF CLINICAL SUPPORT SERVICES

The following standards were agreed by the Hospital Management Team at its meeting on
14 May 1996 and reaffirmed at its meeting in September 1997.

1. Only one set of casenotes should exist for each patient (exception - Maternity Notes)

2. The cover of all casenotes must be intact and clearly marked to identify the patlent Any
known allergies must also be clearly written on the front cover.

3. Handwriting on notes should be in dark ink to facilitate legibility, photocopying and
miniaturisation.

4. The date and time of every note must be shown.

5. The name of the person signing the notes must be printed underneath the signature.

(HIGHLY RECOMMENDED)

6. Only approved hospital abbreviations should be used. ‘Left’ and ‘Right’ must always be
written in full. Digits must be named not numbered.

7. Medical or nursing notes must never be erased, over-written or inked out. Errors must be
scored out with a single line and the corrected entry written alongside with the date, time,
signature and name printed. Correction fluid must not be used.

8. Any additions must be separately dated, timed and signed.
9. No personal comments must be made in the patients casenotes.

10.  Typed notes and all hospital correspondence must be checked and signed by the doctor

who dictates them. Any corrections to correspondence must be made on all copies or the
correspondence re-typed.

11. Request forms (pathology, x-ray, etc.) must have an addressograph label attached to identify
the patient and include appropriate previous history, the ward/department, and the name of

the Consultant. These forms must be signed and dated by the requesting authorised
practitioner.

12. All results must be reviewed and initialled by a Clinician (and appropriate action taken)
before being filed in the patient’s records.

13.  All prescriptions must be printed in black ink, and be legible, dated and signed.
Instructions regarding discontinued drugs must be dated and signed by the doctor.

S M DUNNE
May 1996
Reissued June 1998

=%
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Hi Teresa

Please find attached a copy of the minutes of the old Altnagelvin Hospital Trust’s Board Meetings as
requested from January 2001 — December 2002. These meetings toak place once every month, but
unfortunately | have been unable to locate the minutes for some of these meetings. The month's
that | have heen unable to locate are as follows:

e February 2001

e July 2001

s August Zle

e Aupust 2002

s December 2002,

{ have also enclosed a copy of all the meetings from the old Altnagelvin Hospital Executive Meetings
from January 2001 - December 2002.

| hope this Is of help to you.

Many Thanks

Diane

INQ - RF-G
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4 Annual Report 2002 - 2004

Audit of Documentation of Fluid Requirements &
Fluid Balance on Children following Surgery

LEAD AUDIT PERSON:

Ann Marie McGurk
STANDARDS:

‘Any child receiving Prescribed Fluids is at risk of Hyponatraemia’
Department of Health Guidelines (2002)

Guidelines for Record and Record Keeping'Nursing & Midwifery Council
(April 2002)

SAMPLE SIZE:

33 surgical admissions were admitted to CHW from 01/01/03 to
31/05/03, of these, 14 went to theatre and received IV fluids. : ‘
The fluid balance charts of these 14 patients were used in this audit. C:@’S I

S oo~

RESULTS:

« Patient's details are not documented on all Fluid balance
charts. The February 2003 Audit was better than July 2003
Audit

« Fluid balance charts are not totalled at end of the day

e When patient goes to Theatre, fluids infused in Theatre are

' not documented on to the Fluid balance chart (Total infused
in theatre is calculated on anaesthetic sheet)

o IV fluids management was improved in July 2003, except
that, not all IV prescriptions are signed.

o July 2003 - 93% children received Maintenance Fluids in line
with DOH guidelines (2002).

« Urinary output not documented for long periods, some
documented in millilitres and 'PU’ on same chart

« TV Fluids are not always reduced as oral fluids increased

Page 176

WS-046/2 Page 132



INQ - RF-G

Page 23 of 23

Appendix 8

RQIA INDEPENDENT REVIEW - SEPTEMBER 2008 - RECOMMENDATIONS

Recommendation 1

Recommendation 2

Recommendation 3

Recommendation 4

Recommendation 5

Recommendation 6

Recommendation 7

Recommendation 8

Recommendation 9

Recommendation 10

Recommendation 11

Recommendation 12

Recommendation 13

Recommendation 14

Recommendation 15

Recommendation 16

All hospitals should monitor the ongoing use of No. 18 solution to enable
assurance that infusions are removed from stock and general use in areas
that treat children.

Where appropriate, hospitals must be able to demonstrate that an active
strategy is in place for minimising risk of use in clinical areas that continue to
stock No 18 solution and where children are accommodated. For example,
provision of additional labelling or separate storage for those No.18 solution
bags still stocked in such clinical areas.

All hospitals should continue with the ongoing work of disseminating clinical
guidelines. This should be undertaken in conjunction with multidisciplinary
awareness-raising and education on the use of the guidance and wall chart in
all settings where children may be treated. This is particularly important in
adult wards where older children are treated.

Independent hospitals must be assured that all visiting doctors who may
manage patients up to 16 years old use the clinical guidelines when
managing children being treated with intravenous infusions.

All hospitals should ensure that only the DHSSPS Paediatric Parenteral Fluid
Therapy wall-chart issued by DHSSPS in October 2007 is displayed in clinical
areas where children may be treated, with a list of available local fluids
available alongside it. All previous versions of the wall chart should be
removed from clinical areas.

Hospitals should assure themselves that staff have the appropriate skill and
knowiedge in this clinical area. Competency assessment tools in
administration of intravenous infusion to children should be developed,
formalised and implemented for all relevant, muilti-professional staff.

Hospitals should continue to review, collaborate and implement organisation
wide policy and guidelines, in relation to intravenous infusion for children.

All hospitals should ensure that the development and provision of
multidisciplinary education opportunities in administration of intravenous
infusion to children and that all relevant clinical staff uptake this education.

Hospitals should develop mechanisms to identify the location of patients aged
14-16 years who are in adult wards and ensure staff who care for those
children are provided with competency based, assessed education in
administration of intravenous infusion to children.

All hospitals should make wider use of training sources available such as BMJ
E-Learning Module on Hyponatraemia to address different learning styles and

devise a mechanism to ensure 100% multi-professional uptake of such
learning.

Priority must be given to the completion of a Trust-wide review, and
implementation of revised paediatric intravenous fluid prescription and fluid

balance charts in all settings where children may be treated including adult
wards where children are treated.

All hospitals should develop a culture of incident reporting, analysis and

learning generally and specifically in respect of intravenous fluids and
hyponatraemia.

Plans for development of systems for reporting, analysing and monitoring
incidents to assure organisations of safe practice and that actions linked to
NPSA Alert 22 should be implemented and regularly audited by all hospitals
to ensure adherence to the process.

The development of ‘trigger lists’ that have been adopted by a the Antrim
Area Hospital to aid understanding of the types of incidents to be reported
should be shared and taken up more widely .

The development of an audit tool which may include wider aspects but should

address as a minimum aspects of NPSA Alert 22 should continue to be
progressed and used at least annually.

Trusts should continue to,seek approval and funding for a regional audit
(GAIN proposal) on the uptake of the Paediatric Parenteral Fluid Therapy
guideline and potential unexpected clinical consequences of the guideline.

Standards & Guidelines Committee - Hyponatraemia + IV fluids for children -~ V5 - 28/06/2011
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A@mm} ACTION FOLLOWING CRITICAL INCIDENT MEET: ING 12/06/01

1 Review evidence for use of routine post-operative low electrolyte
1V infusion and suggest changes if evidence indicates. No change

in current use of Solution 18 until review.
' A@ﬁm D Nesbift

2 Arrange daily U&E on all post-operative children receiving IV
infusion on Ward 6.

Action Sister Miller
3 Inform surgical junior staff to assess these results g};gmfpﬁy.

Action Mr Gilliland

4 All urinary output should be measured and recorded while [V
infusion progmss in Progress.

Action Sister Miller

Ly

A chart for TV fluid infusion rates to be displayed on Ward 6 to
guide junior medical staff. -

Action Dr McCord

& Review fluid balance documentation used on Ward 6.

Action A Witherow

A FULTON

Wiedical Director 13/06/01

A e

026-004-005

RF — ALTNAGELVIN
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PROPOSED.STRATEGY FOR IMPLEMENTING
CLINICAL GOVERNANCE

1.0 INTRODUCTION

1.1 Controls Assurance

From 1st April 2000 all Chief Executives will be required to sign a statement of controls
assurance which will appear within the Annual Report. This statement will assure the
public that the board has in place and is constantly reviewing a comprehensive risk
management and control framework that is built on sound management practice. The
imperatives within this wider definition of controls assurance are:

- Risk Management Policy and Strategy;

- Risk Profiling - identifying where the significant risks are;

- Risk Management Information and Communication - (e.g. Adverse Incidents,
Complaints, and Claims);

- Clinical and Medical Audit;

- Human Resources (Training and Development, Recruitment, Job Roles
/Definition);

- Accountability of Chief Executive.

1.2 Corporate Accountability

The concept of governance is not a new one. Good corporate governance should
include effective systems to monitor; control and alter performance. This should apply
to all-aspects of the organisation’s operation including clinical performance. However,
the White Paper in 1997 “The New NHS - Modern Dependable” makes an explicit
requirement on the NHS and therefore by inference the HPSS to be accountable for
quality in the clinical setting. This means that there is now clear cotporate
accountability for clinical performance. This accountability ~ will require both internal
and external mechanisms in order to achieve its goals.

1.3 Underpinning an increasing emphasis on quality and good practice is the concept  of
Clinical Governance as illustrated in “Fit for the Future”. This discussion paper forms

the basis of the Strategy for developing Clinical Governance within Altnagelvin Hospitals
Health and Social Services Trust.

1.4 What is Clinical Governance?

Clinical Governance is a new initiative to assure and improve clinical standards
throughout the National Health Service (NHS). “It is a framework through which
NHS organisations are accountable for continuously improving the quality of their
services and safeguarding high standards of care by creating an environment in
which excellence in clinical care will flourish”.
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1.6

1.7

plus

plus

Clinical Governance encompasses all the processes needed to achieve the highest
quality clinical practice possible within available resources. It must build on the

good and effective systems already in place, and should be integrated into the way things
are donc in the organisation.

Clinical Governance is a framewotk bringing together a number of components
which includes-

o enswring that there is a comprchensive database of Tvidence-based, clinically effective
standards and pathways of carc;

o cnsuting that all clinical staff have access to this information and that they have the
knowledge and skills to interpret it and use it appropriately;

o evaluating current practice against these standards by audit;

s disseminating the good practice currently in existence and continuing to build on this
in ordet 1o continuously improve quality of care;

s where current practice does not meet the clinically effective standards, putting in place
an action plan/s to address deficits in care resulting in quality improvement

o in addition to improving outcomes of clinical care for patients, putting in place
systems which imptove their experience of the eare they receive.

Clinical Govetnance is constituted from known systems to achieve quality
improvement:-

- clinical audit;

- effective management of poorly petforming clinical colleagues;

- risk management;

- evidence based clinical practice, developing guidelines and protocols;

- development of clinical leadership skills:

- continuing education for all clinical staff;

- audit of consumer feedback;

- accreditation of hospitals, community providers and primary care practices;
- continuing professional development for all staff,

- analysis of claims and complaints;

- systemns (o ensure lessons learnt are implemented;

2 mechanism to ensurc all systems are in place and functioning cffectively.

{See Diagram 1).
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1.8 Implementation of Clinical Governance has implications for organisations and for
staff, requiring changes in culture and attitudes if the resultant cycle of continuous
quality improvement in standards of patient care is to be achieved.

2.0 ORGANISATIONAL ISSUES

2.1 Clinical Govetnance is much more than a set of bureaucratic systems; far more
important is the culture of the organisation and attitude of all who work in the NHS -
clinical practitioners and managers alike,

2.2 Itis essential that the change in cultute of the otganisation leads to transparency i.c.
shating and building on the good work that alrcady exists and integrating into those
systems that are already working well.

2.3 'T'his requires systems to be put in place to disseminate good practice both within and

outside of Altnagelvin [lospitals Health and Social Services Trust and by so doing quality
of care is improved for a wider population of patients.

24 Whilst the Ttust Board has corporate responsibility, and the Chief Exccutive has ultimate
accountability for Clinical Governance, this in no way diminishes the role of accountable
practitioners who have personal responsibility for delivery of high quality, clinically
cffective cate,

I
in

A high quality service can only be delivered by a real commitment to individual
professional standards where the patient and their welfare is the centeal foeus of all
activity, Staff must be encouraged to pardcipate in reporting clinical incidents,
accidents, risks etc, to cnsure that these can be openly investigated and lessons
learnt for the future,

2.6 The cultute of the organisation must encourage individual accountability by adopting 2
non-punitive approach - one based on learning from mistakes and not a cultare of
“Name, Blame and Shame”. This in no way precludes appropriate use of the disciplinary
process when it is considered to be absolutely necessaty,

jxed
-1

Having the appropriate organisational stractuee in place which identifies clear lines of
responsibility and accountability for quality of care is essential to ensuring successtul
implementation of Clinical Governance. At both Trust Board and Ditcectorate levels
managers and clinicians will increasingly 1iced to work together as they share
responsibility and accountability for clinical services and quality improvement.

2.8 Any proposed organisational structure must be comprised of the building blocks of
multidisciplinary teams, cffectvely working together at evety level of the
organisation.
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TRUST BOARD

o

HOSPITAL EXECUTIVE

Clinical Directorate
Management Team

w

Clinical Dircctorate
Management Tearn

A4

Departmental / Ward
Multidisciplinary Team

iy

Clinical Directorate
Management Team

A7
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Departmental / Ward
Multidiseiplinary Team

Departmental / Ward
Multidisciplinary Team

Diagram 2

As can be seen from Diagram 2 Altnagelvin IHospitals H&SS Trust has aleeady

developed a model of multidisciplinary tecam working.

2.9 Responsibility and Accountability for Clinical Governance must be accepted and
owned at each level of the crganisation structure’s and systems for Clinical

Governance must reflect and reinforce this accountability,

210 Therefore the ward multidisciplinary team is accountable to the Clinical Directorate
Management Team for all resources i.e. financial, staff, equipment ete, and for the proper
use of these resources to deliver a high quality of clinical practce. Key to the success of
this is the commitment of individual ward sistees, consultants and  department heads
¢.g. PAMS. In order to reinforce theit individual accountability clinical governance
should be a standing agenda item on ward sister meetings and ditectorate meetings when
they will have an opportunity to review progress on issues telating to clinical governance
with the clinical directorate management team.

211 In tuen the Clinical Directotate T'eams teport to the Flospital Tixecutive Team and
ultimately to the Chief Executive,
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Staff in the Professions Allied to Medicine report to the Director of Clinical Support
Services who is a member of the Hospita! ixecutive team. As there is no formal
management teporting links to the bedded Directorates it is impottant that there are
adequate arrangements to ensure cffective communications and multidisciplinary
working at ward and directorate level,

At directorate level this may be achieved through regular meetings between the
[Teads of PAMS and the Clinical Setvices Maragers to discuss the services provided.
More importantly, at ward level mechanisms need to be in place to ensure that the
PAMS staff are recognised, and identify themselves, as an integral part of the ward
team and that a sharing of information takes place, This may be through
involvement in team meetings/case conferences, where appropriate, but will be
mainly fostered through the daily communication on the ward.

PAMS should also be involved in multiprofessional audit at ward level, reporting back to
their head of department the results of such audits and also suggesting to the ward
potential audit topics.

2.13  Clinical Dircetorate Management Teams with the Tospital Executive L'eam form the
TTospital Management Team. This is the forum where clinicians and managers are
brought together in order to agree the major decislons and strategies of the Trust. T

the future a standing agenda item for this forum must be Clinical Governance issues.

foel

14 ‘The Hospital Management Team will in tugn be accountable to the Chief Executive for
clinical quality standards and for ensuring that effective systems bave been put in place (o
deliver on the Clinical Governance Agenda.

[l

15 A Standing Committee of the Trust Board should be formed called the Clinical
Governance Committee, ‘The role of this committee will be to provide the Trust
Board with an objective review ofi-

clinieal quality monitoring and improvement systems;
cffective implementation of the lessons learnt from these systems;
quality of the information used by those systems;
compliance with national guidelines ard protocols;
the capacity of the organisation to deliver the required quality of service in terms of:
- quality of clinical petformance;
~ educational systems and commiiment to continuing professional
development;
- leqdcrahip development of clinicians and managers;
- cormmitment to otganisational developments,

9o @ © O @

&
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216 Membership of the Clinical Governance Committee will comptise of one of the

following three options:

OPTION 1

OPTION 2

OPTION 3

1 Non-Fxceutive Director

1 Non-Ixccutive Director

1 Non-Iixecutive Director

Chief Fxecutive

Chief Execative

Chief Executive

Medical Director

Medical Ditecter

Medical Director

Director of Nursing

Director of Nursing

Director of Nursing

Director of Personnel

Director of Pefsonnel

Director of Personnet

Chairman of Medical Staff

Chairman of Clinical Audit
Committee

Chairman of Medical Staff

PP TTealth & Social Services
Council miember or Patient
Representative

7P [Tealth & Social Services
Council membes or Patient
Representative

Chairman of Clinical Audit
Committee

P GP Commissioner

?? GP Commissioner

?? Health & Social Services
Council member or Patient
Representative

7P GP Commissioner

INQ - RF-G

T'his Committee will be serviced by the Risk Management Co-ordinator, In relation to
comtnissioner and patient representatives on this committee it may be prudent to await
Department of Tlealth and Social Setvices direction on this,

217 The proposed Terms of Reference for the Committee is as follows:

The Clinical Governance Committee will assure the Trust Board that thetre are robust

systems and appropriate procedures relating to clinical effectiveness, quality, risk
management, education and training in place within the Trust and that these are

functioning effectively. In otder to deliver on the Clinical Governance agenida there will
be 3 sub-committees of the Clinical Governance Committee to address the following

arcas:

- Clinical Effectivencss;
~ Risk Management;
- Recruitment, Hducation and "I'raining,

The Clinical Governance

reports and publish an Annual Report,

See Diagram 3

Committee and  sub-committees will ensure  that
results of clinical governance teviews are addressed and acted upon at practice
level. The Clinical Govetnance Comunittee will provide to the Trust Board quarterly

2.18  The link between Clinical Directorate and Ward 'l'eams and the Clinieal

-

Governance Committee will be formaliscd through the above named sub
comunittces, The Chair of eacl sub-committee will be a member of the Clinical
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Governance Committee and should be wepresentative of the multidisciplinary
nature of Clinical Governance.

219 Fach Directorate should nominate a lead petson with a remit for the implementation of
Clinical Governance,

3.0 PATIENT CARE

31 High quality care is a right for every patient in the NTS. The Government wants a
National ITealth Service that is both modern and dependable. Such a National Ilealth
Service should guarantee fair access and high quality cate to patients wherever they live.

3.2 Increasingly neither clinical decisions not health policy can any longer be comfortably
based on opinion alone. Accessing and 2 ppraising objective evidence of good clinical
practice is becoming increasingly important and could rapidly become a core clitiical
competency.

33 Although the NHS research and development ptogramme has helped with the
production and dissemination of some of the evidence needed to inform clinical decision
making and setvice planning, Clinical Gevernance will tequire a greater emphasis on this
at local level. In the current situation infrastructutes to support evidence based practice
are not always in place, but where they do exist they are not always utilised to their
maximum potential,

34 The key to successful achievement of clinical governance will be in development of 2
system which disseminates good practice and chsures changes in clinical practice on the
basis of timely identification of quality failutes,

3.5  'The Government have stressed that we need to approach the quality agenda on two
fronts:-
a. By evaluating Outcomes of Care;
by, By evaluating Patients Fxperiences of Care.

In addition to this clinical risk management contributes to the quality of care by
preventing or minimising situations whicli place a patient at risk.

4.0 CLINICAL AUDIT

4.1 Within Altnagelvin Flospitals H&SS ‘Trust Clinical Audit takes the lead in cvaluating
Outcomes of Care, However, this process needs to become more tigorous and mote
closcly inter-related with other activides for cxatnple [HOSQIP, Risk Management and
Complaints.
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42 Clinical Audit is a multidisciplinaty, sysrematic critical analysis of the quality of
clinical care including the procedures used for diagnosis, treatment and care, the
associated use of resources and the resulting outcome and quality of life for the
patient.

4.3 Clinical audit should encompass two major activities:-

- audit of current practice against evidetice based standards
~ eritical incident audit

44 Clinical Audit is therefore not just abour identifying areas for improvement, it
should also provide a way of identifying and acknowledging good practice and
encourage its dissetnination

45 The Government, the NHS and the public need to know whethet setvices really are
delivering the high quality care that patients have a right to expeet, A well developed and
focused clinical audit strategy will support the drive for higher quality standards by
ensuring there is a systematic investigation and critical Inquiry into clinical practice.

4.6 Access to, appreciation and understanding of Evidence Based Practice, Clinically
Effective Standards and Integrated Care Pathways ate important to ensuring that
practice is based on the relevant research evidence. However, understanding
theotetical principles alone will not result in improved clinical standards.

4.7 Clinical audit is a process by which practice can be measured against nationally
agreed standards, adjusted accordingly and re-measured to ensure clinical practice
reflects the relevant evidence for a given clinical activity thus closing the audit
loop.

4.8 Making clinical audit work is an organisational challenge that requires substantial
numbers of people working together in new ways, doing new things and to keep on
doing so even when meeting hostility.

49 The culture of an organisation in relation: to change and the lack of sound audit
methodologies can often be barriers to ¢ffective clinical audit activity. Therc is a
need to establish the charactetistics of good audit practice and methodologics and to
ensure statf understand how these work.

410 A clinical audit steering group should be established with clear terms of tefetence, and a
well defined strategy togethet with the identification of lead clinicians at all levels of
service delivery is key to the success of this process. The drive to place quality at the
heatt of the NIIS is not about ticking cheeklists - it is about changing thinking.
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5.0

5.1

5.5

5.6
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Although there is an increasing emphasis on multidisciplinary clinical audit there is still a
significant contribution to be made by rigorous uni professional audit projects which can
also contribute to improved outcomes of care for patients.

HOsQIP

[tis well documented thar the interpersonal aspects of health care are seldom evaluated
although their importance is unequivacal. The views and expetiences of the people who
use the NEIS should form an important element of any assessment of its performance,

Clinical quality improvement should stast with the patient and their point of view.  ‘The
patients experience of the care they received, the envitonment within which it was
delivered and their perception of respect, courtesy and dignity they were afforded will in
their opinion be equally important as the outcomes of care,  Methods of 1 sarning the
lessons from surveys of satisfaction should be tegarded as equally as important as those
lessons learnt from clinical audit or from clinical risk.

An existing system within the L'rust (I [OSQIP) has already begun working on evaluating
the patients’ experiences of care and the Trust will also continue to seek the views
of patients through various channels i.c

- Complaints Proceduires;
- Patient Surveys;
- Patient’s Fora ¢.g. Maternity Scrvices 1iaison Committee and Patients Council,

Accteditation from external quality bodics e.g. Chacter Mark will increase public
confidence in the commitment of the Trust to achicving high standards and measurable
improvements in the quality of the service it provides,

Preparing and applying for external quality awards tequires a high degrec of
commitment and suppott of staff as they seek to formally describe the complexity of
the services they provide. The HOSQIP programme is ideally suited to provide the
hecessary support to ensute staff are well prepared to compete for these awards,

The HOSQIP programme within the Trust also-offers the oppottunity to
departments not directly involved in delivering patient eare to put in place quality
improvement programmes which increase their efficiency and cffectiveness and
therefore indirectly contribute to the itprovement of servies to patients,

1]
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6.0 RESEARCH

6.1 Clinical Governance demands decisions based on clinical judgement, and not just  an
how much cate costs. However, making decisions about health care is a complicated
process for everyone involved, whcthcr professional or patient/client. ‘The potential
benefits and hazards of possible interventions have to be considered against a
background of limited resources and the varying needs of paticnts/clients.  Attention
must be piven not only to the outcomes of these decisions but also to the evidence on
which they ate based.

6.2 To be accountable therefore, for doing the right thing, in the right way, for the right
patients, at the right time, necessitates the application and support of evidence-based
practice in everyday practice. [lealth carc professionals need to be “knowledgeable
doets” in order to deliver the best possible care when and where it is needed.

6.3 This however, cannot be achieved without a supportive rescarch and development
programme. Evidence-based practice needs to be incorporated within the fibre of  the
Trust’s agenda for the delivery of cate. Tractices which promote efficacy of care must be
developed, and research must be undertzken into those practices where uncertainty cxists
as to their efficacy. In addition, the call for evidence-based practice must be
accompanicd by the application of evidence-based policy and risk management.

6.4 A multiprofessional research and development strategy is therefore an essential
component for the effective operationalisation of clinical governance within Altnagelvin
Hospitals Health and Social Services T'rust.

7.0 CLINICAL RISK MANAGEMENT

7.1 Clinical risk management involves clinicians, managers and health care provider
organisations in identifying the circumstances or practices which put patients at nsk of
harm, and then 'u,tmg both to prevent and control those tisks. It can be seen as “an
approach to improving quality in health care which places special emphasis on occasions
when paticnts are harmed by their treatrrient,

7.2 Clinical audit and clinical risk management programmes share common principles,
particularly the use of adverse events manitoting and the development of clinical
guidelines and protocols, Identification of clinical risk issucs can serve as triggers for
clinical audit projects.

7.3 Clinical governance demands that the systems for monitoring and imptoving quality -
clinical audit, risk management, cvidence based practice - are themselves of excellent
quality, and are inter-linked and co-ordinated to form a single comprehensive system.
Clinical risk management is not the role of a chosen few, it is part of the professional
responsibility of every practitioner.
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7.4 Ttisincreasingly clear that non-adherence to best practice standards and failure to
extend adequate supetvision and training to junior staff arc indicative of clinical risk.

7.5  Cutrent thinking acknowledges that clinical risk management extends beyond medical
practice alone, to the whole range of hospital staff with clinical and managerial
responsibilities, and emphasises the need to tecognise clinical risk management as a vital
component of everyday practice.

7.6 Whilst the Risk Management Co-ordinator works closely with the Medical Director  and
Dircctor of Nursing in managing all aspects of clinical risk, accountability and
responsibility rests with each individual practitioner for the standards of their
professional practice,

7.7 Whilst this sub-scction of the report has placed emphasis on clinical risk
management as it directly impacts on the quality of patient cate, general risk
management and health and safety principies have a major contribution to make
through creating the environment in which excellence in clinical care will floutish.

8.0 STAFF ISSUES

8.1 Central to the successful implementation and maintenance of effective clinical
governance will be the key policies and procedures relating to the staff of any
organisation. From Altnagelvin Hospitals Trust perspective the following areas of
petsonnel practice will be critical.

8.2 Workforce Planning
Of central importance to the effective delivery of quality care to patients s having the
right balance of skills, knowledge and experience within the organisation. "I'o this cad
workfotce planning will play a vital role both in terms of new service developments and
in the continued delivery of existing services. Wotkforce planning will also gain in
importance as we face increasing pressures due to shortages of particular skills within the
health service.

8.3 Recruitment and Retention
‘The Trust already has in place a sct of sclection and recruitment procedures which ate
designed to cnsure best practice in the recrnitment and selection of staff. Itis of
paramount importance that the right calibre of staff with the requisite skills, knowledge,
expeticnce and attitude are employed by the Lrust. Lo this end the Trusts existing
sclection and recruitment procedues will be reviewed regularly to ensure their
effectivencss. Retention of staff is becoming more difficult for a variety of reasons. [tis
imperative that an environment is created whereby key staff are encoutaged to temain i
the Trust’s employment - areas such as good working environment, employment seeurity
, family friendly policies and flexible working practices, as well as fair and equitable
reward systems are central to the recruitment and refention of staft.

1z
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8.4 Lraining and Development
Most staff employed within the Trust ate professionally educated and trained. However

basic skills need continuous development through experience and ongoing professional
training. Most professions have a statutory minimum requirement in terms of
continuous professional development, Svstems need to be in place to ensure that the
training and developrment needs for all staff arc identified, delivered and evaluated. OF
particular importance is the need to traits clinicians in leadeeship skills,

8.5 Appraisal
Central to the identification of individual training needs will be the introduction of
hospital wide appraisal systems, which will be tailored to the characteristies of different
professional groups. These appraisal systems will be the foundation on which a
corporate teaining plan to meet the ideniified training needs of all staff will be built, The
training plan will be regularly reviewed to ensure relevance to meeting identified need,

8.6  TheRole Of Discipline
Whilst our ptimaty objective is to create a culture of openness where staff will be
encouraged to report clinical incidents with a degree of impunity it is inevitable that in
some circumstances the disciplinary process will have to be invoked, Tt is vitally
important that discipline is used in the correct manner and is seen as a method of
improving unacceptable standards of behaviout rather than as a method of punishment,
Disciplinary procedures must not only be fair but must be seen to be fairly applied.

8.7  Co-ordination of education and training will ensure that the needs of the individual and
the organisation are being met. Issues which ate highlighted as part of the Clinical
Governance process will be addeessed by appropriate training,

9.0 TRAININGAND EDUCATION OF STAFF

9.1 Implicit in the principle of clinical governance is the responsibility within all ITealth and
Social Care professionals that they accept personal tesponsibility and accountability for
their proficieney to practice. Thus, onc of the cornetstones of clinical governance is the
recognition that all clinical staff engaged in care must access continuing professional
development opportunities i.c. in medicine the Royal Colleges have already introduced a
Continuing Medical Education (CMF) Programme for all carcer grade staff. Similar
ptogramines exist for Nurses and Professions Allied to Medicine.

9.2 There is therefore a necd for Altnagelvin Hospitals Health and Social Services Trust to
have in place frameworks and resources that support ongoing education and training,
which seek out new models of support that are flexible, innovative and responsive to
service needs, such as on the job training suppott; the expansion and enhancement of
clinical and eare supervision; the maximum utilisation of information technology 4s 2
tool for education training; and, the development and expansion of multidisciplinary
shared training,
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2.3 It would however, be fair comment to state that nurse practitioners accessing continuing
professional development opportunities through Altnagelvin Iospitals Health and Social
Services Trust’s In-Service Hducation Strategy, do undertake programmes that assist
them to develop their scope of practice, deliver evidence-based care, update practical
skills in line with current rescarch findings and contribute to clinical effectiveness within
the context of a multiprofessional approach to the delivery of patient care.

9.4 ‘Thus, a multiprofessional workforce support for the enhancement of in-service
education for all health care professionals within the Trust requites active
commitment fowards the realisation that education, training and research and
development are essential underpinnings for a high quality service which permits
health care professionals to reliably know that they are doing the right thing, in the
right way, for the right patients, at the ght time.

10.0 INFORMATION / INFORMATION TECHNOLOGY / LIBRARY
SERVICES

10,1 The new requirements for clinical governance mean that the quality of data  collected to
monitor clinical cate must be of a high standard. ‘Fraditionally clinicians have viewed
data collection as a requirement imposed upon them which, duc to a lack of relevant
feedback, they did not see as having divect benefit to their work. "T'o achieve
improvements in data quality clinicians collecting the data must have a sense of
ownegship brought about by their active use of it to promote local clinical improvements.

10.2  As highlighted in the new NEIS Information Steategy Information for Health’

“Implementing a framework for clinical governance requires a comptchensive
programme of quality i improvement such as clinical audit, and evidence based practice
and processes for monitoring clinical care using cffectiveness information and clinical
recotds systems. To ‘ICthVL thls information must be drawn from:

- local clinical andit data

- national comparative data

- local care pathways and clinical protocols

- national best practice guidelines

- National Institute for Clitiical Excellence evidence
- international research evidence.

All this medns statistical data must be linked with textual reference ﬂ“l’ltCll’ll »

10.3  Such information will be available in a number of locations and accessed ina
numbet: of ways.

) Hospital Information Systemms - cutrently these systems, including the

departmental systems of Radiology and Pathology, provide a base of
anonymised and aggregated data to support clinical audit. Ways need to be
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found to make this data more accessible to the vatious clinical groups fo
suppott clinical audit,

b} Knowledge Bases - these are continually growing, They range from what is
available in text format in libraries, through CID ROM publications to the
Internet / Intranet. ‘To encourage evidence based practce within the Trust
it is necessary to provide all clinicians with easy access to these facilitics.

10.4  The development of integrated carc pathways brings with it 2 requirement to make these
readily available in reference fotmat to all professionals involved in the patieats carc.
"This again is suitable for Intranct technology. To assist these become more established
within the Trust it is impottant to embed them into the working processes of the patients
care. Information systems can be used to reinforce these pathways by inclading prompts
at various stages and immediately highlighting actions outside of the notmal pathway e.g.
requesting tests through ordet communications. Such information can then be used to
compate actual cate against the planned pathway and to highlight variances.

10.5  Monitoring databascs will be required to track incident and accident teporting
associated with the risk management agenda.

10,6 The increased requirement for clinicians to access all the relevant information
means that T'rusts must enable them to acquire the skills required to analyse this
information and act on thejr findings.

1.0 RESOQURCES

Uncontrolled risks have the potential to place an incteasing financial burden on
Health Carc organisations. "The expanding costs of litigation will deflect resources
away from dircct patient cate.

The introduction and development of 2 Clinical Govetnance Strategy has major
implications for the NHS. Clinical Governance will require Trusts to develop and
build on the good and effective systems alteady in place to deliver on the clinical
governance agenda and to put in place those that are lacking, This is not withour
significant resource implications in terms of:-

- personnel

- traiting and support for staff

- information technology and mansgement

- titne

- supporting structures such as buildings and physical space.

Careful consideration and planning muse be given to the realisation of the required
funding necessary to support the values of clinical governance. Without this level of
commitment to resources the objectives of clinical governance may be in danger of
termination hefore life exposing our patients to a less than best service.
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12.3
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SUMMARY

The concept of Clinical Governance is in its infancy. Itis a complex activity which
sceks to co-ordinate the disparate quality aciivities and systems within a hospital /
practice into a coherent strategy.

Clinical Governance tequires the development and education of staff, an infrastructure
of resources and facilities which includes information technology, and the identifying and
training of clinical leaders within an organisation.

However, for the new concept of clinical governance of which clinical effectiveness is
such an important part, the chief change requited is probably a cultural one.

Altnagelvin Hospital is committed to the success of Clinical Governance within the
Trust. Critical to that success will be the need to encoutage the appropriate eulture
amongst all staff,

It is also of importance to continue to develop links with Purchasers, Public
representatives, and Educational facilities for by doing so we will be putting quality  at
the top of the agenda.

16
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ALTNAGELVIN HOSPITALS HEALTH AND SOCIAL SERVICES TRUST
ALTNAGELVIN AREA HOSPITAL

DELIVERING QUALITY
A Clinical & Social Care Governance Strategy

BACKGROUND

Clinical Governance has been defined as “a framework through which NHS organisations
are accountable for continuously improving the quality of their services and safeguarding
high standards of care....” (A Fisst Class Service 1998). Under the term clinical governance NHS
Trusts have had a duty, since 1998, of ensuring the clinical quality of the services they
provide. In N. Ireland a consultation document was issued in April 2001 “Best Practice -
Best Care”. It states, “Clinical and Social Care Governance is about organisations taking
cotporate responsibility for performance and will provide guarantees for the standards of

clinical and social care” and proposes the creation of a statutory duty of quality on Health
and Social Services Trusts.

Within Altnagelvin the Director of Nursing and the Medical Director have been charged
with the responsibility to put in place the necessary arrangements to implement the
requirements of this new statutory responsibility. They have also been delegated joint lead
roles for Clinical and Social Care Governance within the Trust.

A Clinical Governance Steering Group was established to examine the requirements of this
duty of quality. This Group’s membership was drawn to reflect the various components of
the clinical governance agenda. A number of workshops were held to explote the systems

that the Trust needs to put in place to monitor quality and the actions required to implement
the agenda.

ACCOUNTABILITY

The legislation will place a statutory responsibility on Trusts for the quality of its services.
Chief Executives will be held accountable for this. Arrangements need to be put in place to
enable the Chief Executive to discharge this responsibility and for the Trust Board to be
assured of this.

The Steering Group believe that each Clinical Director is accountable for the quality of the
services they provide and that this must be managed within the normal accountability
arrangements of the Trust, both within the individual accountability system with each
Clinical Director but also through the Directorate business planning and accountability
meetings, where it should form a main item on the agenda.
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ASSURANCE TQ TRUST BOARD

Guidance from the DHSSPS in relation to structures for Clinical Governance within
individual HPSS organisations gives indications of future direction including the requitement
fot the following committees: -

o A Clinical Governance Committee
e A Risk Management Cominittee.

However, there is also a cautionary note indicating that Clinical Governance should not
result in increased bureaucracy within organisations.

These requirements wete shared with Hospital Executive at a recent meeting. The Chief
Executive felt that there was also a need for a Standards Committee which would have a
remit fot Clinical Procedures and Policies / Guideines. The Medical Ditector and Director
of Nursing were charged with producing propesals on Structures / Remit to Hospital
Executive,

STRUCTURES

Accepting that there should be no unnecessary burcaucracy and that the accountability
artangements would remain the same — the Medical Ditector, Ditector of Nursing and Risk
Management Director met to discuss the Assurance aspect of the Structures for Clinical
Governance, It was quickly accepted that one committee i.e. the Risk Management and
Standards Committee could develop the systems for Risk Management and Clinical
Procedures ctc within the Trust. Proposed membership is identified in Appendix I.

The Terms of Reference included in Appendix Il ate cleatly of a standard setting and
monitoting nature i.e. not about delivery, although it is accepted that support will be needed
by Directorates especially in the early stages. The tole therefore of the Risk Management
and Standards Cotnmittee is to assure the Clinical Governance Committee and Trust Board
that systems are in place to set and monitor the standards relating to Quality of Patient Cate
and to Risk Management in the Trust. A number of existing committces within the Trust
have a remit to address some aspects of this agenda and it is proposed that these become
sub-comnmittees of the Risk Management and Standards Committee ie. part of the
ASSURANCE SYSTEMS. The advantage of this proposal is that the accountability of these
committees will be to the Risk Management and Standards Committee who will teport to the
Clinical Governance Committee,  The Risk Management and Standards Comimittee will
also neced to link closely with Hospital Exccutive a3 there may be resource implications for
the T'ust in addressing deficits in quality or high risk issues and these would need to be fully
explored and included in any Business Cases / Service Delivery Plans in the future.

The Trust Board considered the issue of membership of the Clinical and Social Care

Governance Committee at its October and November meetings. The consensus of opinion
was that for the Committee to be able to provide the assurance to Trust Board that a
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rigorous system was in place for Clinical and Social Care Governance, that the Committee
should be composed mainly of Non-Executive Dircctors, Thete was recognition of the
complexity of the issues to be considered by the Committee so it was also agreed that the
Medical Director and Ditector of Nursing should also be membets of the Committee. In
addition, the Risk Management Director was o be in attendance at each meeting and the
Chief Executive could also be invited, as the accountable officer, to attend meetings as
required. The membership of the Committee is contained in Appendix IIT and the Clinical
and Social Care Governance Committee structure is in Appendix IV,

FREQUENCY OF MEETINGS

The Risk Management and Standards Committee should meet on a three-monthly cycle.
The Clinical Governance Committee should meet formally four times per year, the first
meeting to be held in January 2003. On a monthly basis reports from the Risk Management
Department will be made available to Trust Board, Hospital Executive, Hospital
Management Team and Ditectorates. These will bie statistical reports with a brief action plan
included. A standing item under Confidential Business for Trust Board should be Clinical
Governance where urgent issues can be reported and discussed. A more detailed report will
be available for the Clinical Governance Comtrittee meeting, which will include quality
improvements, and risk management issues addressed or to be addressed.  Clinical
Governance should also be a standing agenda item: for each Hospital Executive and Hospital
Management Tearn meeting as well as Directorate meetings.

USER INVOLVEMENT

The DHSSPS circular emphasises the importance of user involvement. It states “Secring
appropriate and effective user and local community involvertent witl be contral to the success of dlinieal and
social care governance. "Token involvement syndrome’ nunst be avoided.” Tt refers in particular to the
role of users and communities can play in the planning and delivery of services.

Within the Trust a number of initiatives are in place, which involve users of the service: -

- Patients Council

- Dermatology Users Committee
Stroke Patient Group

Maternity Services Liaison Comraitice

¥

t

The Western Health and Social Services Council has regular meetings with “I'rust Board and
their members serve on some of the intefnal coramittees: -

- Fthics Committee
- TPatients Council
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The Ttust also works in close harmony with exterral agencies: -

- British Diabetic Association

- Derry Healthy Cities project

- Healthy Living Centre in Creggan

- British Heatt Foundation

- Chest, Heart and Stroke Associadon

- Western Equalities and Human Rights Foram which is developing links with
user groups for consultation on policy development, inclusive of Clinical
Governance Policies

This area requires further development as patt of the Clinical Governance Agenda.
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MAINSTREAMING QUALITY - ACTION PLAN FOR 2002/2003

The success in addressing the quality agenda will be in the way in which we are able to make
it a part of everyone’s job and not have it as a separate initiative being managed by a specially
formed comumittee. To ‘kick-start’ the agenda the Clinical Governance Steering Group
recommends the following actions: -

Quality:

Some years ago the Trust introduced a Hospital Quality Imptovement Programme
(FHIOSQIP), This involved a range of initiatives designed to improve the Patients’ experience
of cate. The strength of this programme was the involvement of the entire Muld-
disciplinary team/s in development of good quality initiatives. It is tccommended that
each Ward/Department develop 1 or 2 HOSQIP projects to be undertaken and
audited in the current year. Ditectorate Management Teams should provide leadership
and support to this activity through identification of a Ditectorate Facilitator to meet
regularly with the ward/department teams and receive reports on progress and assist with
problem solving.

Clinical Audit:

This is seen as an important vehicle for moving the quality agenda forward. It is already an
established activity within the Trust (with variable degrees of activity), However, it is seen as
a mechanism to achieve early action with the potential to see eatly success in achieving
change that can then be built upon. It is recommended that each specialty be chazged
with undertaking a clinical audit of one of the professional guidelines issucd by the
Royal Colleges or other professional / standards body. It is not intended that this will
replace all othet audit activity within the specialey but this is the one audit that will be
expected to have been through the complete audit cycle. The changes in practice that have
come about as a result of the audit will be reported on by the specialty.

In addition the Clinical Governance and/or the Risk Management Committee will draw up,
on behalf of the Trust Board, a list of potential 2udits that would be seen as a priority from a
Trust perspective. The Trust Board will then commission these audits from the appropriate
Directorates.

Care Pathways:

Another method to bting about change is the introduction of integrated care pathways
developed from evidence-based standards of care. It is recommended that each speciaity
is required to develop at least one Integrated Care Pathway, subject it to the audit
cycle and to report on the outcomes.

Baseline Assessments:

The foundation for an action plan for the Trust in this area is the assessment of where
everyone currently is in terms of the issues covered by clinical governance. [t is
recommended that each Directorate conducts this baseline assessment by 28"
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February 2003 and has an agreed action plan developed by 31 March 2003, ‘The
Clinical Governance Steering Group has developed the assessment tool. Support will be
provided to the Directorates in the analysis of their assessment and the development of
approptiate action plans (Appendix V). The assessment tool will provide information on
Staff's knowledge of and participation in Clinical Govetnance related activities. It will be
aitmed specifically at senior professionals in the fixst instance and will provide the basis for
the education and awareness training required within the Trust.

Risk Management:

Ownership of the Risk Management Agenda by Directorates and Clinical Professionals
within Specjalties is key to successful sk climination and/or reduction. It is
recommended that within each Directorate lead clinician/s are identified for Risk
Management. The Risk Management Director will work with Directorates to support them
in developing their knowledge and skills in improving quality through a robust Risk
Management systern.

Reporting Arrangements:
It is important, particularly for the assurance of the Trust Board, that there are robust

arrangements for the reporting of clinical governance issues. It is recommended that each
Ditectorate reports on a quartetly basis the progress it is making in its action plans.
To ensure consistency and completeness of repotts the Clinical Governance Steering Group
have developed a reporting template to be used by all Directorates. Such reports can form
the basis of reporting to the Trust Board and will input to the annual report that it is
expected that the Trust will be requited to produce (Appendix VI).

User Involvement:

The involvement of users in the planning and dclivery of services needs to be continually
reviewed, It is tecommended that the Clinical Governance Committee address this
issue in the agenda of their first meeting and give guidance to the Trust staff as to
how this may appropriately be achieved.

CONCLUSION

It is important that the whole organisation sees the pursuit of quality as a priority. HEnsuring
ownetship and accountability of individual clinicians and Directorates is critical to success
and this should be actioned through existing lines of accountability. However, the
Assurance aspect of Clinical Governance ensures clarity of systems and processes, which
help Directorates to delivet on the Quality Agenda. Close co-operation between
Ditectorates, Hospital Executive and Hospital Management Team and the Risk Management
and Standards Committee and sub-committees will ensute a team approach to changing the
culture of the organisation and improving the quality of patient care.
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APPENDIX 1

PROPOSED MEMBERSHIP OF
RISK MANAGEMENT & STANDARDS COMMITTEE

Dr Geoff Nesbitt, Medical Director Chairperson
Dt Raymond Fulton, Consultant Vice Chair
Dr Mautice (’Kane, Head of Research

Dr Michael Parker, Chair of Clinical Audit

Mrs Therese Brown, Risk Management

Mrs Anne Withetow, Clinical Effectiveness

Miss Irene Duddy, Director of Nursing

Mr Richard Wray, Chair of Medical Staff

Mrs Paula Cunningham, Associate Director of Clinical Service Development

Mt Seamus Doherty, Allied Health Professionals
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APPENDIX II

RISK MANAGEMENT AND STANDARDS COMMITTEE

TERMS OF REFERENCE

1. To provide a systematic and strategic approach to the management of all risks within
the T'rust.

2. To promote the reporting of incidents or riear misses in a culture of openness.

3. To monitor trends and risk management issues identified by the incident database.

4. Decide the nature and form of regular reports and advice to Exccutive Officers, and
the Clinical Governance Comunittee on urgent risk management issues and make
recommendations as to solutions to avoid recurrences.

5. Advise on education and training rclating to risk management and standards.

6. Establish and maintain a timetable for an ongoing programme of risk assessment
throughout the Trust.

7. To receive and review reports from Risk Management and Standards Committee
sub-groups.

8. Maintain the Trust’s Risk Register and pricritise the Trust’s risk pottfolio.

9. Assure the Trust Board that controls assurance mechanisms are in place and are
effective.

10. Clinical policies, Guidelines, and Protocols will be submitted to the Risk
Management and Standards Comimnittee for approval. A central database of these
will be kept within the Risk Management Department.

—
pasy

t. Clinicians (Medical and Non-medical) wishing to undertake new Clinical Procedures
will submit a written proposal to the Risk IManagement and Standards Committee for
approval. Approval will be based on presentation of the evidence base for the
procedure, the Clinician being properly trained to carry out the procedure and an
examination of the potential risk and capita! and tevenue cost for the organisation.
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Altnagelvin Hospitals H&SS Trust Clinical and Social Care Governance Directorate Report

ALTNAGELVIN HOSPITALS HEALTH & SOCIAL SERVICES TRUST
CLINICAL GOVERNANCE REPORTING TEMPLATE

The information provided by Directorates will form part of Altnagelvin Health & Social
Services Trust Annual Clinical and Social Care Governance Reports. The information

provided will demonstrate our commitment to the Statutory Duty of Quality for Clinical
and Social Care Governance requirements.

NAME OF DIRECTORATE:

REPORT FOR PERIOD:

QUALITY

 Details of HOSOI P Pm;fsc*z(s} ie %:)@ imp em&n‘t@d amd
_ audited in im &iﬁt}ve p@f ad '

- Dai&aais e::f smm vemarst m‘ service users within the
D;r&%amz ate within the regzx:;f%mg pemd ’

3. COMPLAINTS and COMMENDATIONS ,
~ Details of complaints and commendations arising during
the above period and actions taken out of information

received

;}émii‘a of %ésearah ;}f*a;es%:{g} to i;e zmpi@maém@d for the
‘above period ,

CLINICAL AUDIT
List of recommended audits from your Rmywi (‘Qiiege ,
Betails of a Clinical Audit of one of the professional
guidelines issued by the Royal colleges or nther
professional standards body
Details of changes in practice implemented as a
esult of audit activity
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CARE PATHWAYS
Details of Care Pathways dewmp@ﬁ wr&‘h in ih@
Di mz::terate for th@ reporting period ,

ﬁ@tafis G%‘ Wﬁrk uﬁdemkam iz;ty t%‘ae Rmk Managem@ﬂt Qﬁmmitteea
within the Directorate
Details of recommended chaﬂg% in ;;\raatice‘a §:>y i?%;femarata

| Management Committee(s)

. Confirmation that each ward!&apaﬂmem wﬁ:h ié;ref:tora‘te that Risk
Assessments are up-to-date in compliance with the Management of
Health & Safety at Work Regulations, COSHH Regulations and

| Manual Handling Regulations or D’th@r s"«\gutsmmﬁ@gisia’zim

| appropriate to the department ~ . '

Q@taﬁa of C};r@r:,mrat@ Trai nmg F’ian %mséad on cutcome Q’f the Staf?
Appraisal System.

Details of continuing pmf@samnai dwﬁ opman“i which m%c piace fo
he six-month period 1 April 2004 — 30 September 2004

Details of all other training iha’i‘ took place wat‘m the %’Z}irectara‘ta foi
he six- mﬁﬁih reporting mz“faci :

: % CORPORAT EG JOVERNANCE '

| Details of progress on compliance with Controls faszwmm@a

| Standards applicable to your Directorate '
F’mqr%a on risk manag%m@n*{ issues arising out of fi}if@c;t@ra?:& ;
Performance Management Mestings '
Details of key risks and control measures to be g::;z; inplace i includin
reatment plans to reduce, control and eliminate risks, '

10, Signature of Cl mmaii&im@uim@ Director
10.1  Date
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ALTNAGELVIN HOSPITALS H&SS TRUST
TRUST BOARD

Minutes of the Trust Board meeting held on Thursday, 11 January 2001 at 2.15 pm
in the Boardroom, Trust Headquarters, 1% Floor, Altnagelvin Hospital

PRESENT: Mr D Desmond, Chairman
Mrs S Burnside, Chief Executive
Mr M Doherty, Director of Personnel
Miss I Duddy, Director of Nursing
Dr R Fulton, Medical Director
- Mr C Henry, Non-Executive Director- -
Mrs M Jefferson, Non-Executive Director
Dame Geraldine Keegan, Non-Executive Director
Mr R McCartney, Director of Business Services
Mr A Moore, Director of Estates
Mr N Smyth, Director of Finance

IN ATTENDAN CH: Mrs M Mclvor, Executive Assistant

ACTION

1 Chairman’s Remarks

1.1

1.2

1.3

1.4
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Dame Geraldine asked about staff suggestion schemes. Mrs Burnside outlined the
ways in which staff and patients are provided with the opportunity to make
suggestions. However, she said that these are not frequently used and that this
competition had generated a good deal of staff interest. Mrs Jefferson reported that
Mrs Mary Brogan from the Patients’ Council was a member of the judging panel.
Mrs Brogan was very impressed with the cnmes The synops:s of entrlcs w111 be

e rpadergvailable tothe Cowncil meribers:

1.5 Mr Desmond said that Mr Bradley, Chaizman and Mr Lindsay, Chief Executive of
the Western Board, will meet with Mrs Buroside and himself on 17 January 2001.
Mr Desmond hoped that this would be the first of many joint meetings.

1.6 Mr Desmond advised the members that no progress has been made on the
appointment of the vacant Non-Executive Director position. Mr Desmond has
been in frequent correspondence with the Department of Health. A recent response
has suggested that the vacancy may be advertised by the Department in March

2001.
2 Apologies — Mr N Orr.
3 Previous Minutes for Approval

The minutes of the Trust Board meeting held on 7 December 2000 were approved,
subject to the following amendment,

Mr McCartney asked that the following sentence be inserted on page 4, fourth
paragraph, second sentence, “Mr McCartney said that the initiative is being

progressed in close collaboration with Speirin Lakeland.”

4 Matters Arising from the Previous Minutes

4.1 MRI Business Case ~
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4.2 Permanent Injury Benefit -

5 Executive Directors’ Reports - The Directors of Finance, Business Services,
Nursing and Estates reports were taken as read.

5.1 Mr Desmond asked each of the Directors to highlight any major issues in their
reports.

Matters Arising from Reports

Director of Finance Report - Mr Smyth reported that the financial position was
¢lose to break-even for the month. With regard to the year-end position, he said
break even was still forecast but he warned that given the time of year, this
position could change were any further pressures to arise,

Mr Smyth referred to the underlying deficit position and reported that

Mr McCartney and himself have met with the Western Board on a number of
occasions in an effort to move the matter forward. He reminded the members
that the major components of the deficit are costs for the Stroke Unit, unfunded
nursing posts and junior doctors’ hours. Progress has been made with regard to
junior doctors and nursing costs. Discussions continue regarding the Stroke
Unit. Mr Smyth said that it has been agreed to jointly examine nursing numbers
and skill mix aund to conduct a benchmarking exercise with appropriate Trusts.
Mr Smyth said he hoped for a solution to be reached to the deficit problem which
was satisfactory to all parties including the Department of Health.

Mrs Burnside said that the benchmarking sxercise will be conducted and positive
action will be taken should the numbers prove to be in higher proportions to

other places. She again spoke of the absence of any objective criteria for
benchmarking in this area,

Director of Business Services Report - Mr McCartney drew attention to the
overview of activity trends over the past four years, in Figures 1 and 2 of hig
report, provided for information. He then reported that the increases in activity
referred to Jast month continued in Qctober in a number of areas.

Mr McCartney said it was hoped this increase will be maintained. He then
referred to Figure 3 which provided information on seasonal variation activity
over the past four years compared with the present year,
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Director of Nursing Report - Miss Duddy referred to the first Risk Management
Newsletter which had been provided for the members’ information. She said the
Newsletter was circulated to all staff to heighten awareness of their
responsibilities with regard to risk management and health and safety. The
newsletter will be produced on a regular basis and will address various relevant

topics. Dame Geraldine said the Newsletter was very readable and a good
raethod of staff communication,

Mr Henry presented to Mr Desmond a Certificate received by the Health and
Safety Committee from the Health and Safety Executive. This related to the
Hospital’s participation in a “Working Well Together in Healthcare

Competition”. Mr Henry will convey the Trust Board’s appreciation to the
Health and Safety Comunittee,

Director of Estates Report -
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6 Reports from Statutory Committees

There was no business to be reported from the Audit Committee or fromn the
Remuneration and Terms of Service Commitice.

7 New Ceontract for Junior Doctors

“Mr Doherty referred to the presentation he inade at the previous meeting
regarding the implications for the Trust of the new contract for junior doctors.
He informed the members of the high proportion of posts in the Hospital that are
presently non-compliant and of the potential increase in costs, The cost could
represent a 10% increase in the overall salary costs foxfﬁ\el('fl{;al staff. The
information has been shared with the Western Board. He said it is not yet known

whether any funding will be made available by the Department to cover
additional costs.

Attention was also drawn to the added complexity of securing approval for
additional training posts, where funding is available. These are controlled in

number by the central approving authority and posts which are non-training
grades are not attractive to candidates.

Dr Fulton said that this is a wide problem which is being. examined at
government level. He spoke of the increasing reliance upon overseas doctors,

particularly in smaller hospitals. Under the present regulations, overseas doctors
cannot be recruited to training grades.

Mrs Burnside spoke of the need for an examination and updating of the role of
doctors, their duties and responsibilities in relation to other professional groups.
She also spoke of the need for changes to the medical hierarchy system. In
response to a query from Mr Desmond on any action the Trust could take, she
suggested that within the Trust a pilot could be undertaken to look at ways in
which the junior doctor’s role relates to other professional groups, particularly
nursing. It was agreed that Miss Duddy and Dr Fulton would examine the issue | ID/RE
to explore the possibility of undertaking a pilot study in one of the smaller
specialties. This could look at different ways of providing care that is
traditionally given by junior doctors. It could enable a more effective use of
theit’s and other staff’s skills whilst having benefits for patient care.

8 Any Other Business

8.1
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9 Date of Next Meeting — The next meeting of the Trust Board will take place on
Thursday, 1 February 2001 at 2.15 pm in the Boardroom, Trust Headquarters.

10 Any Confidential Business

10.1

SIGNED DATE

Chairman
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ALTNAGELVIN HOSPITALS H&SS TRUST
TRUST BOARD

e é '
N G i X

Minutes of the Trust Board meeting held on Thursday, 7 June ©
in the Boardroom, Trust Headquarters, 1% Floor, Altnagel

”

PRESENT: Mr D Desmond, Chairman <? 01‘ Lo X (} Coverpmon €
APANIW, NN SO < S El R -
L [/

Mrs S Burnside, Chief Executive

Mr M Dobherty, Director of Personnel
Miss 1 Duddy, Director of Nursing

Dr R Fulton, Medical Director

Mr C Henry, Non-Executive Director
Mrs M Jefferson, Non-Executive Director
Dame G Keegan, Non-Executive Director
Mr R McCartney, Director of Business Servic
Mr A Moore, Director of Estates
Mt N Orr, Non-Executive Director
Mr N Smyth, Director of Finance

,E/g{«&, % i\;\) <<,{

IN ATTENDANCE: Mrs M Mclvor, Executive Assistant

ACTION

1 Presentation by Medical and Agnhulatof‘y“‘Care Directorate (OHPs available)
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Chairman’s Remarks

DD

3 Apologies - none,

4 Previous Minutes for Approval

The minutes of the Trust Board meeting held on 3 May 2001 were approved
and signed by the Chairman.

Matters Arising from the Previous Minutes

5.1 Haemartology Services
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7.2 Remuneration Commitiee

8 Budgets 2001/02

Mr Smyth referred to the Proposed Budgets 2001/02 which had been previously
circulated, Mr Smyth said the Budgets were likely to change since the Service
Investment Plan and Service Delivery Plans have not been approved and there is
still a funding gap. '

Mr Desmond asked whether the Budget could be approved by the Board until the
assumptions that have been made within it and their outcome becomes clearer.

Mr Smyth said that the document could be used internally as the basis of reporting
to all budget holders each month but acknowledged that there were significant
issues that need to be clarified.

It was agreed that the Budget could not be approved. It was suggested that the
Department should also be informed of the untenable position of not yet having a
resolution.

9 Capital Equipment Purchases

10 Clinical Governance Report — Jan ~ Mar 2001

Miss Duddy referred to the first Clinical Governance Report which she had
provided for the quarter ended January to March 2001, She said that reports on
quality standards from each of the directorates and committees will be included in
the quarterly reports. She then drew attention to two issues: (i) on page 39 of the
document information was included which shows there can be major cost
implications of dealing with pressure sores. The work reported shows that good
management and good nursing care can prevent pressure sores. Miss Duddy said
that Altnagelvin is well within the national targets on this;

U
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(ii) the report from the Rescusitation Committee on the Audit of
Cardiopulmonary Arrest was included in full in the report and makes for
interesting reading.

Miss Duddy said that future reports will look at significant trends and follow
through. Miss Duddy asked for constructive comments on how the layout and
detail of the report could be made more useful for the members. She said the
detail will be provided on a quarterly basis in confidence and there will be an
annual report made available to the public,

Mr Desmond said the document was extremely comprehensive and very useful to
demonstrate learning and change by examining what is happening.

Dame Geraldine asked about a deadline for comments and about the longer term
strategy on clinical governance. Miss Duddy said if would be useful to have
comunents one month before the next quarter’s report and that the planned
workshop with key members of staff has now takén place and she will report on
feedback to the September Trust Board. Miss Duddy also distributed for the
members’ information a published article written by S/N [ NN o»
“Transter Anxiety: Preparing to Leave Intensive Care”.

“Best Practice ~ Best Care”

[
Mrs Burnside made a presentzit'ion on the Minister’s document, “Best Practice —
Best Care”. She said the proposals relate to setting standards, delivering services
and improving monitoring. Mrs Burnside took the members through the Options
contained in the document regarding standard setting, concentrating on Option 3,
which is the stated preferred option. This proposes to make arrangements with
the existing standard setting bodies eg, NICE, SCIE whereby the Department
would have early warning of the standards and guidelines being produced.

The document is out for a consultation period with the deadline for responses due
in mid July. Mrs Burnside asked for comments from the members as soon as
possible to inform our response.

She said that clinical governance is about creating a framework within all of the
audit and assurance systems, She said she was favourably disposed to good
clinical governance since a lot could be learnt. Mrs Burnside feels that Northern
Ireland is not big enough to have it’s own standard setting institutions. She
suggested there should be links with those in the UK and that this would be more
cost effective. With regard to resources she 2t that additional investment will be
required and cited an example of the Medical Audit department which has had no
resource increases in the past 10 years yet clinical staffing numbers have risen
over the same period.

Mr Desmond said there are links between quality and cost and that for proper

systems to drive and implement practice there is clearly cost association. He
suggested this must be included in our response.

6

All

D

All
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Mrs Burnside agreed that this was a serious issue since changing a culture, when
professionals may feel threatened and need support, will have to be done by
properly qualified people and the resulting additional scrutiny of working practice
will have associated costs also.

12 Any Other Business

12.1  The Department Circular entitled, “Public Access to Meetings” was distributed
for information. Mrs Burnside said that it has serious resource implications for
the Trust. She said that existing arrangements will be reviewed and new MMel
proposals put forward in due course.

12.4  The members agreed that the Annual General Meeting will be held on MMcl
Wednesday, 26 September 2001 at 6.30 pm in the Clinical Education Centre.

12.2

12.3
MMel

13 Date of Next Meeting - The, next mcetmg of the Trust Board will take place on
Thursday, 5 July 2001 at 2.1%5 pm in the Boardroom, Trust Headquarters.

14 Any Confidential Business

14.1 Retention of Organs -

NO
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14.2  Strategic Project
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SIGNED DATE
Chairman

9
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CRITICAL INCIDENT PROTOCOL

Introduction :

On occasions serious incidents i nvolving patients ray occur, These would include an event
resulting in or with potential to develop into, serious damage, injury or death of a patient,
They are usually termed Critical Incidents and are events, which will likely attract media
attention,

This protocol details the brocedure to be fotlowed in the reporting and investigation of a Critical
Incident. This protocol supplements the Trust Clinical Incident Policy dated February 2000,

Flow Chart
Critical Encfgem Process

Critical Incident Oceurs
Clinical Nates Completed/ Cligcai Incident Form Completed
Inform the Clinical Services Manager/ glinﬁcai Director and the Risk Manager

'E‘ife, Risk Manager to Inform the Chief Exegtive, Medical Director, Director of Nursing
The Risk Manager will arrange a L ritical Incident Review meeting ASAP Q’M{ww.uﬁ
| Incattendeseeewill beThe Medical Direc%r“? ursing Director/ Clinical Effectiveness
Co-ordinator/ Clinical Director/ CSM/ Consultant and other relevant staff

(On occasions the Trust’s \golic%tors may be present,)

The Critical Incident Meeting will endeavour to clarify the circumstances surrounding the
incident and identify further investigations and action required to prevent recurrence.
(Staff may be asked to complete a Statement, containing factual information of their
involvement, to assist in the investigation),

Note these statements may be discovgable in the event of future litigation,

The Chief Executive will be kept informed by the Risk Management Co-ordinator
throughout ﬂ@ investigation.

The Risk Management Co-ordinator will provide the Chief Executive with a written
report, with conclusions and recommendations within an agreed time-scale,

The recommendations will be sent to the relevant personne} for action,

RF ~ ALTNAGELVIN
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UPDATE FOR CHIEF EXECUTIVE
RE: CRITICAL INCIDENT MEETING 12-6-01

This is an update relating to the agreed action highlighted by Dr Fulton’s note 0f 13-6-01.

1. Dr Nesbitt has had discussions with anaesthetic colleagues and has made a decision to
discontinue the use of Solution 18 for Paediatric Surgical Patients. One of the

Surgeons is not supporting this change. (see attached correspondence from Dr
Nesbitt).

Further action required. Mrs Brown to undertake a more extensive review of the
research regards the use of Solution 18.

2. Daily U&E levels will be checked on all post operative chlldren with an IV infusion.
Sr. Millar has already actioned.

— 3. Nursing staff advise surgical junior staff of the U&E results. Medical staff are
bleeped by the nursing staff.

-
e

’ 4. A meeting has been held with Mrs A Wltherow Mrs M Doherty, Sr Millar, Sr. Little,
Nursing Staff and Nursing Auxiliary Ward 6 to discuss in detail the fluid balance
management. The following has been agreed:

Fluid balance sheet must be correctly completed.
~ A record should be kept of total fluids given.
Accurate recording of output. To be measured. Parents to assist.
Vomit to be recorded as, small, medium or large as opposed to ++.
Nursing staff to be proactive in advising medical staff regarding discontinuation
of fluids.
¥ f. Nursing staff to be proactive in management of fluids required after 4.00 p.m.
(Refill bag not just automatically put up).
g Sr. Millar to be involved in the training of staff in relation to e and f above.

L A
opoop

5. Dr McCord has actioned the display of the chart detailing infusion rates.

. The Fluid balance documentation currently in use will continue to be used The
documentation will be kept under review by Mrs Witherow.

Further Action Required. Mrs Witherow to keep documentation under review.

/\.w. e
Note: There is a concern by Nursing Staff that Surgeons are unable. to give a
* commitment to children in Ward 6 unless they are acutely ill and are bleeped. Tl ub-‘-'-d

Could Paediatriciaps maintain overall responsibility for surgical children in Ward ressl kla
l,
6? X : ) M adadzan
m:// o Admbks— 0.
THERESE BROWN 9™ JULY 2001 -
;.LM/‘ B —— l',a"—
" ‘
022-097-307

RF - ALTNAGELVIN
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Sally Doherty

Fro( Sally Doherty

Sent. 26 July 2001 11:08

Tot 'Henristta.campbell@dhsspsni.gov. uld
Subject: elactolyte balance In post operative children

| am writing further to Dr Fulton's conversation with you rgarding the above, and am concemad to ensure that an
overview of the research evidance is being undertaken. [ belelve that this Is a raglonal, as opposed to local hospital
issus, and would emphasise the need for a critical review of avidensa,

[ would be extremely grateful if you would ensure that the whole of the medical fratemity leatned of the shared fesson.

| await to haar further from you,

Stella,
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ALTNAGELVIN HOSPITALS HEALTH & SOCIAL SERVICES TRUST
ALTNAGELVIN AREA HOSPITAL
JOB DESCRIPTION

JOB TITLE: Chief Executive

ACCOUNTABLE TO: Chairman

AS ACCOUNTABLE OFFICER
TO: The Permanent Secrefary, DHSSPS

OB PURPOSE: The Chief Executive is personally accountable to the Chairman
of the Trust for the overall strategic planning, leadership, management and
© delivery of the quality and quantify of all services within the Trust.

The Chief Executive is responsible for ensuring that services are delivered
within agreed financial budgets and that the development and monitoring of
professional, statutory and other standards including the requirements under
clinical and social care governance and corporate governance are met.

The Chief Executive will hoid accountable officer status and operate in
accordance with contract standards and within agreed financial targets.

The Chief Executive will be responsible for developing the role of the Trust in
the local community with the aim of strengthening and developing strategic
alliances across the whole community of Northern Ireland.

GENERAL INFORMATION: Altnagelvin Hospitals Trust is the largest acute
hospital in the Western Area Board. There are 502 beds on the site covering
specialities including Trauma and Orthopaedics, Oral-Maxillo Facial Surgery,
Rheumatology, Haematology and Ophthalmology, Day Cese, in addition to the
usual DGH specialities. It isa designated Cancer Unit linking with other cancer
units within the province to pian and deliver o comprehensive modern cancer
care service to the population of Northern Ireland.

It provides services foa local population of 275,000.
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Medical students from the Queen's University Belfast are regularly sent fo
Alinagelvin for part of their training,

There is a Past-Graduate Medical Education Centre attached to the hospital,
and a Multi-Disciplinary Education Centre on site that includes a full library
facility.

DIMENSIONS:

Facilities
o Acufe Hospital Services:
448 Inpatient Beds, 54 Day Case Beds
o Slow Stream Rehabilitation, Ward 5 Waterside Hospital
18 Inpatient Beds
o Care of the Young Physically Disabled - Spruce House, Altnagelvin
17 Inpatient Beds

Staffing
Over 2,200 staff in total (see Annual Report for breakdown)

Altnagelvin is the Regional Co-ordinator for the European Health Promoting
Hospitals Network.

ORGANISATION CHART: (See Annual Report)

DETAILS OF THE POST:

Complexity

Managing a large multi-professional healthcare organisation with the
complexities of internal and external politics thaf require fo be handled
sensitively and assertively.

Ensure the delivery of services fo patients during a major capital redevelopment
programme fo the cost of approximately £80m

Scale
Largest acute hospital outside of the Belfast area. With a staffing complement
of approximately 2,200 staff providing the widest range of medical specialities.

Whilst Acute Hospitals are described as similar - Alfnagelvin is one with the
widest range of acute and secondary specialties.

A capital development programme phase 1 of which has been complete with the
building of new oufpatients and day case deparfments, new theatre suite,
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ICU/HDU unit, X-Ray Department and Office Suite. Phase 2 will involve a
radical redesign and refurbishment of existing tower block.

Diversity
Development of a management culture that engages professionals and
directorates in the debate on issues of a corporate nature.

Development of constructive collaboration with commissiohers of service and
the DHSSPS,

Development of relations with the media and the public and public
representatives such as the Assembly, focal district councils and the WHSSC.

Planning and Organising

The Chief Executive is responsible for the overall planning, management and
delivery of all services within the Trust. The nature of an acute hospital is both
complex in scale and time demanding. Altnagelvin Hospital ig the only major
hospital in a radius of 70 miles, therefore on constant ‘take-in'. The hospital is
busy 24 hours a day and has to meet the challenges of both urban and rural
population,

The role ig primarily one that sets the strategic direction for the Trust but
which also recoghises the need and ensures that delivery is achieved through
the management structure,

Strategic Influence

Forward planning is influenced by issues such as the Commissioning intention of
purchasers, the configuration of service delivery and future possible changes
based on the various acute services reviews carried ouf or in progress and in
relation to demography and morbidity.

The single most important strategic issue for which the Chief Executive is
responsible is the redesign of the main hospital tower block that will have a
significant impact on how services are delivered in Altnagelvin for the
foresecable future. Also of major strategic importance is the development of a
culture of clinical accountability.

Partnership Working
To achieve a strong relationship between the Trust and the population it serves
ensuring that patients are at the centre of decision on the delivery of hedlth

care.,

The Chief Executive should maintain excellent relations with recognised social,
professional and political groups in the community as well as Trust's
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commissioners and other key stakeholders in order to ensure that the Trust
maintains a positive image with media and opinion formers in respect of its plans
and policies.

To develop an effective public relations strategy and to communicate the
Trust's position sensitively to users and carers, other organisations, the public,
the media and politicians.

To act as a key representative of the Trust in the public arena, setting high
standards of openness, accessibility and public accountability,

FREEDOM TO ACT

The Trust Board sets strategic direction. As ‘accountable officer’ the Chief
Executive is responsible for franslating strategic direction into action with the
authority to make executive decisions on expenditure and on service delivery.
Obviously advice is available from clinical and management colleagues however
the Chief Executive is ultimately accountable for any decision faken.

COMMUNICATIONS AND WORKING RELATIONSHIPS

The Chief Executive will develop and maintain strong relationships with key
stakeholders and build a positive image of the Trust through proactive internal
and external communications and programmes, us follows:

Internal
o Chairman of the Trust
o Trust Board and Non-Executive members of the Board
o Senior Management team and senior Trust staff
e Commissioners on purchasing of services
o DHSSPS on strategy and policy
¢ Minister on strategy and policy
o Professional bodies on standards
o Other Trusts on Service Delivery issues and collaborative working
e Acute Services Review Groups
o Trade Unions and staff organisations

External
s District Councils on local needs
o Education providers on needs of the service
o Universities - Queens & University of Ulster
s Royal Colleges
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s Professional Associations
¢ Validating bodies eg, NVQ, CPA

(This list is not exhaustive)
PERSONAL DEVELOPMENT
The Chief Executive:

o Should agree and review personal development objectives annually with
the Chairman,

o Participate as appropriate in external activities that contribute fo the
standing, reputation and perception of the Trust.

» Contribute to the development of the Chief Executive Role,

This Job Description is in accordance with Altnagelvin Hospitals H & $57's
Equality Scheme, To ensure that equality and human rights issues are addressed
within the post holder's area of responsibility.

The Trust operates a No Smoking and No Alcohol in the Workplace policy and
staff are required to parficipate in and adhere to the implementation of these
policies.

All staff must comply with the Standing Financial Instructions for the Trust.

August 2004
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