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28th june 2013 Witness Statement Ref. No. 
 
NAME OF CHILD: Raychel Ferguson 

Name: Anne Witherow 
 
Title: Mrs. 

Present position and institution:  Assistant Director of Nursing  

WHSCT 

Previous position and institution:  

Tissue Viability  Nurse Specialist /Clinical Effectiveness Co-ordinator 
 

Membership of Advisory Panels and Committees: 
 
2007 to date Trust Medication Governance Committee 
2009 to date Risk Management Committee 
2009 to date Quality and Standards Committee 
2009 to date Trust Governance Committee 
2008 to date Trust Nursing and Midwifery Governance 
2008 to date Environmental Cleanliness Steering Group   
2010 to date Lead Nurse accountability meeting – nursing key performance indicators 
2012 to date  Trust record keeping steering group 
2010 to date Regional Record Keeping Group 
2009 to date Clinical Audit Group 
2011 to date Acute Services Directorate Governance group 
2012 to date Patient Client Experience Steering group 
2009 to date Primary Care and Older people Governance Meeting 
2012 to date Regional Nursing Key Performance Indicators  
2012 to date Regional Patient Safety Falls and Skin Bundle Group 
2009 to date Trust Patient Safety and Quality Steering Group 
2008 to date Regional Patient and Client Experience group 
2010 to date Resuscitation Committee 
2012 to date Medication Safety Group 
 
Pre 2007 
Altnagelvin Risk Management and Standards Committee 2003 to 2005 
Trust Clinical Incident Review Meeting  2003 
Clinical Audit Committee 2001 to date 
European Pressure Ulcer Panel 2001 – 2006 
Regional Dressing Project 2003-200 
Tissue Viability Network 2000 – 2007 
All Ireland Wound Management Association 2000-2007 
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Previous Statements, Depositions and Reports: 
None  

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

Ref: Date:  
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IIMPORTANT 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);   

RGN 1977 

Diploma Health Care Studies   

PGD Diploma Tissue Regeneration and Repair 

CV attached appendix 1 

  

(b) Describe your career history up until June 2001 at the AHHSST (identifying your position 
in the AHHSST as at June 2001);  

In 2001 I was employed at WHHSST as  the Tissue Viability Nurse Specialist with 
additional role of Clinical Effectiveness Co-ordinator 

      

(c) Was there a written job description for your post in 2001? If so please provide copy of the 
same. If not, what were the functions, accountabilities and responsibilities of the post? 

I have not been able to access my previous job description  

The main duties of my job in 2001 were split between specialist nurse tissue viability and 
clinical effectiveness co-ordinator  

 Responsibility  for assuring the Trust that the standard of care given within Tissue 
Viability service reflects the best available evidence from research, NICE type guidance 
and the standards within the regional wound care formulary. 

 Participate in regional Tissue Viability work and in particular bed contracts and wound 
care products  

 Line Management responsibility for the Clinical Audit Department  
 Support staff in matter of clinical effectiveness as required 

 
 

 
(2)  

(a) The nursing structures in place in 2001, including lines of accountability/responsibility of 
clinical service managers, ward managers, senior nurses, ward nurses etc. outlining the 
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principal functions of each post;    

Please see appendix 2  structure diagram 

I am not able to access Job Descriptions of ward sisters and ward nurses for 2001  

The key role of a ward sister was 

 

- To ensure the delivery of safe and effective patient care    

- Develop systems to ensure all staff are live on the UKCC register 

- To manage resources effectively and efficiently including staff rotas and leave 
entitlement to reflect the needs of the patients across the 24 hour period   

- To ensure staff appraisal is undertaken in line with Trust Policy 

- Identity training and development needs of staff and develop a plan to ensure 
delivery of same 

- Participate in the hospital bleep rota 

To ensure staff adhered to Trust Policies and Guidance 

(b) The nature and frequency of meetings with nursing staff (and were such meetings 
minuted);   

In 2001 I  held educational meetings with ward sisters and wound link  staff nurses  in 
relation to the tissue viability aspect of my role which included running education 
sessions and wound link nurse meetings.   These meetings were noted but I am unable to 
provide the minutes of these events.  They were held  quarterly meetings from my recall. 

(c) Whether nursing-related committees and groups were in place in 2001, and whether the 
meetings of such committees and groups were minuted? What part, if any, did you play in 
these committees/groups?  

 I attended meetings led by the Director of Nursing and Clinical Services Managers on an 
ad hoc basis when there was a particular item on the agenda for me to address. These 
would, from memory, have included ward sisters meeting and clinical effectiveness 
matters. I do not have access to any records of these meetings.  

 I also have a recollection of attending meetings related to quality improvement initiatives 
for  nursing care such as HOSQIP (Standard setting etc) and advanced nursing practice 
meetings but cannot access minutes of these events.      

 Clinical Incident Review Meeting   

(3) Had the AHHSST adopted the concept of family-centred care in 2001, and if so, what training 
was given in this regard?  

Family- centred care was an integral part of the undergraduate and post graduate   training 
programmes for paediatric registration. 
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Ward 6 philosophy of care embraced the value of family centred care highlighting the 
uniqueness of each child.  Open visiting was encouraged and parental involvement in the 
child’s care was to be actively encouraged. This also included the provision of a parent’s 
information booklet. Play therapists were an integral part of the workforce on ward 6 with the 
remit of providing a stimulating environment.  

Corporate support for family centred care was evidenced by the development of family 
facilities such as a parents kitchen and the ability to remain overnight on the ward.  

An audit on preoperative fasting times in elective paediatric surgery was also conducted 
during  2001 based on the Royal College of Anaesthetic  Standards  

A general audit of the both staff and parents knowledge and use of these facilities was carried 
out quarterly during July 98- September 1999 which provided valuable information and 
helped staff make improvements to the care environment.   

An in-patient snap shot survey was undertaken during 2000 across a range of specialities 
which included surveying the perception of various aspects of non clinical care.  

(4) From a 2001 perspective, please detail: 
 

(a) The composition of a Children’s Ward nursing team and the minimum staffing 
requirements thereof;   

This is not work that fell within my remit so I cannot comment 

(b) Whether any difficulty was experienced in achieving full deployment of nurses on duty 
in Ward 6 at any time in June 2001;   

This is not information that would have been part of my work. 

(c) Whether at any time during Raychel’s stay in hospital the nursing workforce complement 
fell below a level consonant with RCN Guidance on staffing Children’s Wards;  

Not that I was aware of. 

(d) Whether there were at least two Registered Sick Children’s Nurses on duty at all times in 
Ward 6 between 7th and 9th June 2001;   

A review of the off duty rotas for the 6th and 7th june would indicate there were at least 
two RSCN staff nurses on duty  

(e) The steps taken to maintain and monitor parent’s satisfaction with the care delivered in 
Ward 6 in accordance with the “Nursing Philosophy” (Ref: 316-023-004);   

MONITOR, a nationally developed quality assurance tool and endorsed by the 
Department of Health as the tool for use in determining the quality of care was in use as 
part of the nursing quality improvement programme.    

The regional approach to the implementation of monitor included some use of peer 
review. 

Peer review was on-going between the then Sperrin Lakeland and Altnagelvin Trust  
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However, the report indicates ward 6 was not included in the peer review process. 

 Junior MONITOR applicable for paediatric areas, had been used to assess the standards 
and quality of paediatric care during 2000.  The Monitor tool reviews 7 key aspects of 
care.       This included discussions with parents and family regarding their satisfaction 
with the care provided and examined the contribution made by parents in relation to the 
assessment of need and plan of care. Both of these aspects of care are core to the ward 6 
philosophy .   Please see attached report. 

(f) The programme of post-registration professional development, supervision and appraisal 
in place for nursing staff;    

In 2001 in line with AHHSST performance review programme staff were undergoing 
appraisals / individual performance reviews annually. This led to staff learning and 
development needs being identified. This system was also designed to identify poor or 
underperformance in individual nurses and support the development of a learning and 
development plan and an opportunity to improve before considering any disciplinary 
action 

From my recall each division had a training budget which would have been used to  
access training which could not be accessed through Educare( the provider of post entry 
education department at that time) or through commissioned courses by the university.  

On taking up post each new nurse would have been allocated a preceptor which by the 
UKCC guidance had to have completed the formal preceptor course and have one years’ 
experience. This system is in line with the UKCC Guidance and Standards on 
preceptorship. It supported the development and safe practice of new appointed nursing 
staff in their first 4- 6 months.  

Staff had to undertake training to prepare for the role of a mentor. 

                  On taking up employment all staff members were subject to a probationary period as per 

                 Job contracts.  

There was a mandatory training programme in place which all staff were required to 
attend annually from my recall which included basic life support and CPR, moving and 
handling, Infection Control issues and legal aspects of documentation.  

 

(5) Those clinical protocols available to nurses in Ward 6?  I do not have a list of these  

(6) Please state what steps nurses were expected to take to maintain their knowledge and 
competence in line with the “UKCC Code of Conduct” and “Scope of Professional Practice” 
guidance in 2001? What training and assistance was in place to aid their continued 
professional development? 

In 2001 in line with the UKCC Code of Practice (appendix 3) it is the individual nurses 
personal responsibility to ensure they maintained and improved their professional 
knowledge and competence. This would have included accessing training and learning 
programmes to keep themselves up to date and fit for practice.   

As described on point 4 there was a Trust approach to appraisal and learning and 
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development with a range of learning and development opportunities available. 

Educare Care the in-service training body provided a wide range of training programmes.   

In 2001 the Trust also invested in a link nurse system which was normally led by specialist 
nursing staff that had an education and training component to their role. 

Staff nurses were encouraged to take a link nurse role and the training and development was 
supported by the ward manager in terms of off duty rosters.  They were then expected to 
provide updates and information for their colleagues at ward level 

In 2001 there were other opportunities for staff to attend additional learning and 
development courses were provided through the post entry and special leave process. A post 
entry committee reviewed applications from staff wishing to be seconded to attend 
University courses and or specialist courses by training bodies which were not available 
through the in-service programme. 

 
(7) In respect of nursing matters: 

 
(a) Was there a patient-specific nurse allocated to Raychel Ferguson;  

I do not know if this was the case  

(b) What was the role of the Ward Sister on Ward 6 in June 2001;   

The role of a ward sister in June 201 would have been to  provide leadership to nursing 
staff and ensure patient were cared for safely and in line with the available evidence and 
to manage resources within the ward  

(c) Was there a Night Nurse covering Ward 6 in June 2001, and if so what was her role;  

The  hospital would have been managed at night by the Hospitals Service Manager 
whose role it was to coordinate and manage staff, patients and the environment at night 
and to respond to any concerns and requests for help from staff in all departments 

All wards had a registered nurse – in- charge 

 

(d) Was there a policy on nurse staffing levels for the Children’s Ward;  

 This would not have been within my work remit so am unable to answer. 

(e) How was assurance provided in respect of the knowledge, competence and suitability of 
nurses to work with children, and that nurses kept up to date with current practice; 

Please refer to the answer provided in question 6 

(f) Was there a system of independent external scrutiny in place to review nursing 
performance in the AHHSST, and if so please provide details of the same; 

I am only aware of external reviews by the National Board and the Monitor review as per 
question 4 point E. 
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I am aware that  a system of peer review did take place in a number of wards when 
monitor was being used -  staff from  Sperrin Lakeland Trust and Altnagelvin staff did 
cross over and review the others facilities  but I cannot say if this happened with the ward 
6 review   

What mechanisms were there in place to monitor the quality of care delivered to children 
in 2001; 

Additional to the use of monitor as detailed at question a number of other audits would 
have been carried out pre 2001 and post 2001. These include: 

- Led on the Implementation of the regional guidance on managing medical devices 1999.    

- Audit of staff and parents knowledge of supportive facilities  1999 

-  Multidisciplinary audit of patient records 1999 

- Inpatient survey 2000 

- Preoperative fasting in children   April 2001  

- Growth monitoring 2002 

- Management of IV fluids 2002 

- Re-audit of documentation ongoing 200/3 

- Delayed union of treated by IM nailing in children 2002 

- Management of  croup   2003 

- Prescribing in neo natal intensive care unit 2002-2003 

- Dissatisfaction in children with hearing aids  2003 

- In complete response to Speech therapy in hearing impaired children 

- Sedation of children 2003 

- Audit of patient identification bands including ward 6  2003 

 

(g) Why was the use of the Episodic Care Plan discontinued? 

The decision to discontinue the episodic care plan had to be taken as a result of the 
withdrawal of the technical support for the software from the company who developed 
the DM care plan system.   

(8) Please outline the steps taken to “ensure that nursing care adheres to the policies and 
procedures accepted with the Western Health & Social Services Board and also the Children’s 
Act, European Charter and Action for Sick Children.” (Ref: 316-023-005)? Please further 
identify those aspects of the policies and procedures thought relevant.   

Compliance with protocols and policies would have been part of the appraisal process.  In 
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light of the absence of these policies being available I cannot make any further comment  

 

(9) What guidance was provided to nursing staff, prior to June 2001, in respect of: 
 

(a) The monitoring and recording of post-operative fluid balance;  

The monitoring and recording of post- operative fluid balance would I believe have been 
be taught in the undergraduate nursing programme training programme. 

As I have not been able to access a copy of the  content of the Trust IV Fluid Training 
programme delivered through Educare I am unable to comment if this was included in 
this post entry training programme  

(b)   Recording weights in children;  

From my recall at that time medications were calculated according to the weight of a 
patient – the role of the prescriber was to ensure this information was recorded on the 
patient’s medicine kardex to allow drug dosages to be calculated accurately.   

Nursing assessments would have included a weight for the child  

Monitoring urea and electrolyte levels and electrolyte management in children;  

Agreeing the frequency of monitoring and management of a patient’s urea and 
electrolytes profile is a medical responsibility.   

(c) The treatment of vomiting in children;    

Prescribing treatment for a patient who is vomiting is the role and responsibility  of the 
doctor  

(d) The documentation of vomiting;   

Any fluid  loss including vomit should be accurately  recorded  on a patient’s fluid 
balance charts to include type amount and frequency of loss 

Caring for children with headaches and listlessness;  

Management of a patient who complains of headaches and or listless should include a 
record of a range of vital signs.  

Where the vital signs are out- with normal limits the nurse should raise with the nurse in 
charge and the doctor requesting a medical review.  Analgesia as appropriate should be 
administered   

Updating, amending and compiling nursing care plans/ episodic care plans;  

 This would have been included in the training provided by the Trust during     
implementation  of DM nurse the computerised system. 

               Care planning would have been  an integral component  in the undergraduate nurse 
training programmes. In-service education provided sessions on record keeping including the 
legal aspects on record keeping.   

INQ - RF-G WS-329/1  Page 9



10 

(e) Communication with parents;   

I am unaware of a specific Trust guidance on this. 

Communication with parents would have been an integral component of the 
undergraduate training programme and is integral to the philosophy of ward 6 where 
communication with parents and family is highlighted as a key tenant of this philosophy.   

(f) Recording communication with parents; 

Training on record keeping should have included the requirement to record pertinent  
conversations with the parents and family members  

Providing information to senior doctors and consultants in respect of patients and the 
documentation of the same;   

Nursing staff are responsible to provide information about the patients in their care to doctors 
and a range of other appropriate health care professionals as appropriate to the care of the 
patient. Information provided that was pertinent to the care of the patient should have been 
documented in the nursing notes.   

  

(g) Recording contact and attempts to contact junior doctors, and the information given to 
such doctors and advice received from them;   

Where a nurse attempts to contact a medical staff members to raise concerns or check a 
treatment plan about a patient this should be recorded in the nursing notes and should 
include the doctor spoken to, date and time and the instructions or advice given 

 Where the doctor fails to respond to their bleep then this should be recorded and the next 
senior medical person contacted and requested to see the patient. 

(h) The conduct of handovers;  

Nursing handovers normally took place in a formal manner at the start and end of each 
shift and in the middle of the day with on-going exchanges of information during the 24 
hour period as the patient’s condition warranted.   

The identification of senior doctors and consultants with individual responsibility for the 
patient;    

My recall is elective admissions were admitted under the consultant they were attending 
and who organised their admission.  Emergency admissions would have been allocated to 
the care of the consultant on call.  

(i) The completion of patient records;    
The Trust had a policy  entitled  ‘Case Note Standards 1997’ appendix 2 
A training programme entitled Legal Aspects of Documentation was available for nursing 
staff through Educare.     Record Keeping would have been part of the under graduate 
programme.    
 

(a) Raising concerns about short comings in medical practice and patient treatment, and or 
whistle blowing;    
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Members of staff who had a concern about any health care professional practice  would 
have been encouraged to raise this with their line manager who in turn should have taken 
the concerns forward and addressed these as appropriate.  

(b) Summoning the on-call team and the consultant;    

This would have been through the bleep system and or in some cases by direct contact. 

There would have been an on call rota which should have been available for all staff to 
refer to. 

Where a cardiac or respiratory arrest was suspected contact was through switch board to 
activate an automatic emergency response from the trusts cardiac arrest team.   

(c) Deciding when to refer children to an appropriate doctor;    

The decision to refer a child to a doctor was normally one based on clinical judgement for 
example where a patient was not responding to the care and treatment agreed and or 
where unexpected concerns arose.   

(j) The investigation of nursing issues arising in a serious untoward incident such as the 
death of a patient following surgery?     
 
The Trusts clinical incident investigation process would highlight not just nursing but 
any clinical concerns that might arise.    
 

(10) In 2001, what arrangements did the AHHSST have in place to ensure that regular and 
systematic nursing/clinical audits took place? If such arrangements were in place please 
advise: 

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

The Trust had a Clinical Audit Committee whose remit was to  

Provide assurance that rigorous and robust systems were in place  to support clinical 
audits  

It was required to develop a clinical audit strategy in conjunction with directorates. 

To advice on corporate /regional audits to be undertaken and agree Directorate audit 
plans. 

To agree and provide support for audits as appropriate through the clinical audit team. 

Raise any concerns there might be regarding audit findings  

To organise and host the Trust Annual Clinical Audit Quality and Research symposium. 

Responsible for the production of the Trusts Annual Clinical Audit, Quality and 
Research    report. 

(b) Did you play a role in the Clinical Audit Committee;    

In 2001 I was member of the committee   
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(c) Who served on the Clinical Audit Committee;  

A range of staff were on the audit committee; the clinical audit coordinator chaired the 
committee, representatives were sought from PAMS/ Risk Management/Drugs and 
Therapeutic committee/ HOSQIP/senior clinical audit assistant/secretary/ 

(d) Who was responsible for ensuring that nursing/clinical audits were carried out;  

The clinical service managers and clinical leads.  

(e) To whom were the results of nursing/clinical audits sent;  

Staff were required to complete the section on the clinical audit form outlining who and 
where the audit results would be reported to  

It was required that the line manager who commissioned the audit should  initially  be 
the first recipient of the findings of the audit prior to presentation to a wider forum 

(f) What action could be taken on foot of the results of nursing/clinical audits; action on the 
basis of the audit reports would be expected to be taken to ensure patient care was 
improved and a re-audit.    

The auditor would be required to provide a report detailing the audit findings and 
recommendations arising. 

Action plans to address the recommendations would be the responsibility of the clinical 
teams providing the service and the clinical lead and service managers role to ensure this 
happened. 

A re-audit would have been required to close the loop 

As to specific systems for the audit of nursing practices or procedures;  

(g) As to whether there was any procedure or system in place in 2001 to audit the quality, 
clarity and completeness of clinical case notes?   

During 1999 and 2001 there had been a large multidisciplinary audit of nursing and 
medical records on-going. A re-audit was carried out in 2002/3 

(11) Please particularise all steps that you were aware of taken to investigate the care, treatment 
and death of Raychel Ferguson, and specify those steps taken by you.   
 
Following the death of Raychel My role in the investigations  included attendance at a 
meeting with Dr Fulton and other staff and I was asked to  

- discuss the record keeping with ward 6 staff in relation to fluid charts in particular  
- to review the fluid balance chart and ascertain if it was adequate  
- to link with Dr O’Kane about the potential of abnormal result being flagged up on the 

computerized lab reports    
- to establish if ward 6 had a system for taking blood samples and managing lab reports 

(partly covered in the Trust Policy on Case Note Standards)  
 

(12) Was there any discussion of Raychel’s case in nurse meetings, nursing reviews, nursing audits 
or learning sessions? If so, please provide any record thereof and describe: 
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(a) The learning derived therefrom;   

 I can recall meeting with ward 6 staff to discuss the fluid balance chart and the standard 
of record keeping. A subsequent trust wide audit of fluid balance charts was undertaken     

(b) Those steps taken to utilise the learning.   

The findings of the audit were shared with nursing but I cannot recall nor do I have 
access to any minutes of this meeting.   

(13) With respect to the Critical Incident Review meeting held on 12th June 2001 please confirm: 
 

(a) How much time was devoted to the meeting on 12th June 2001, giving approximate times 
of commencement and conclusion;    

From my memory it was an afternoon meeting and lasted about two hours 

(b) Was the Clinical Incident Form completed;  

At that point I did not know if this was completed   

(c) Was the Nursing Director, the Clinical Effectiveness Co-ordinator or the Clinical Services 
Manager (CSM) present at the Review meeting;   

I was present.  The director of Nursing was not and I cannot recall if the CSM was present 

(d) Was the Clinical Audit Co-ordinator involved in the review process;  Not that I recall 

(e) Was any attempt made to locate and secure all documentation relating to Raychel 
Ferguson and her treatment;  

I was not  involved in this aspect of the investigation.  

(f) Who was responsible for compiling a list of the relevant clinicians involved for the 
purposes of Review, and how was this done;  

 I think this would have been the role of the Clinical Director and Risk Manager  

(g) Who was invited to attend the Review and whether any record exists to identify those 
who attended the Review;   

 I do not know who was invited to attend the review but. I am aware, having reviewed Dr 
Fulton’s statement who was present.  

(h) Was any attempt made to trace the Paediatric and Surgical rotas for 7th 9th June inclusive; 

I have no recall if this was done 

(i) Was any attempt made to form a chronology of the care and treatment provided to 
Raychel Ferguson;     

From my recall of the  meeting the sequencing of the events for Raychel was discussed  
and time was spent discussing the facts of the matter  

(j) Which members of staff were interviewed, when and by whom, and whether this process 
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was recorded or noted;  I was not involved in interviewing staff  

(k) Whether any statements were taken as part of the Review; 

I am aware that staff had given statements in accordance with the process to investigate a 
clinical incident. I was not involved in this activity 

(l) Whether and when an appreciation first arose that the case had the potential for 
litigation;     

I  have no recall of this 

(m) What timescale was agreed for the provision of a written report to the Chief Executive, 
who wrote the report, when, to whom was it submitted and why has a copy of the same 
not been made available to the Inquiry;    

I was not involved in agreeing or writing any report so cannot answer any parts of this 
question. 

(n)  Was any note/minute/memorandum/record taken of any part of the Review meeting;  

A list of actions were recorded following the review meeting  

(o) What further investigations were carried out by the Review team after the meeting;  

I understand that a number of discussions were held between the CMO and the medical 
directors.  

Regional IV guidance was developed and charts for fluid management were developed   

(p) Were there any additional or subsequent meetings of the Review team? If so when and 
who attended;   

I  recall being at a further  meeting in April 2002  

I  also spoke with the Chief Executive to  report on actions I had taken 

(q) What shortcomings and deficiencies were identified by the Review;   

A need for the Trust to provide support and development for staff around fluid balance 
charts and record keeping.  

At that time the method of recording the vomit  would have been  the use of  descriptors 
such as small medium or large and  or the use of the + sign.  

It was agreed that staff would avoid the use of the plus sign and try to provide a 
description of the size and type of vomit at all times to ensure consistency of 
understanding.  

Recording of urine output was to be reviewed -   if the child could use the toilet parents 
should be advised and given a disposal pan to place over the toilet to try ensure accuracy. 
However, it was acknowledged both locally and at regional level that monitoring urinary 
output in young children can be challenging for a number of reasons.  

Was the Review aware of the “rumour” from the RBHSC that there had been mis-
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management of Raychel’s fluids;     

I am aware of this rumour but cannot recall how or when I became aware of it 

(r) When and how did the Review team first become aware that the RBHSC had 
discontinued the use of Solution 18;  

 I cannot recall 

(s) Whether or not you received a report in writing into the case of Raychel Ferguson? If so 
please provide the same;   

No, I have no recall of receiving such a report  

(t) what steps were expected to be taken by you to ensure that the recommendations arising 
from this Review were implemented?   

I was required to take forward the actions identified at  question 11 

(14) Please provide the following information: 
 

(a) When did you first become aware of the death of Raychel Ferguson?   

From my recall I became aware on the 11th June 2001 

(b) What action did you take in response thereto?   

This has been detailed in question 11 

(c) Was there any appraisal/review of staff performance in the aftermath of Raychel’s death? 
I was not responsible for undertaking reviews or appraisals for staff  

(d) Whether you would have expected nursing staff to pursue an investigation into the death 
of Raychel Ferguson and whether you would have expected statements to have been 
obtained from the nurses in respect of same?    

As Raychel’s death was being investigated under the Trust Clinical Incident reporting 
process this would have included obtaining statements for all staff involved. 

(e) How lessons learned were to be communicated across the AHHSST?   

Solution 18 was removed from wards 

Education sessions were provided on fluid management  

Guidance charts on IV fluid prescribing  were provided at ward level   

 

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

 I am aware that there have been independent investigations into the incident 

(g) Was there any attempt to review ward practices and conventions to determine whether 
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they were appropriate, and whether they might better be reduced to writing as clinical 
protocols?       

I have no knowledge of this 

(h) Did you play any role in the revision or production of clinical protocols?  

No - This would have been the role and responsibility of the Clinical Service Manager 
and Clinical lead  

(i) Were you aware that there had been a ward practice in place in 2001 which favoured the 
use of Solution 18? If so please describe your understanding of this practice, from whom 
or where it originated, and who was responsible for implementing and monitoring it?  

At the time of Raychel’s death I was unaware of a ward policy that favoured the use of 
Solution 18 

(j) 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 cannot recall who  or where I was  informed of  the outcomes of the  review team but 
was aware  from the on-going work  for example the withdrawal of Solution 18; the 
development of the education sessions and the introduction of the wall chart outlining 
prescribing of IV fluids of the issues we wished to address following the review. 

What information did you seek in relation to the case of Raychel Ferguson, what 
meetings did you have and what personal fact finding did you undertake/instigate? 

I reviewed the fluid balance records with the staff in ward 6 discussing the best practice 
approach to fluid balance and record keeping in relation to this. Subsequently I 
organised additional training days to compliment the mandatory study days which 
include a session on fluid management by Dr Nesbitt. 

(k) Why was the problem of Post Operative Nausea and Vomiting not incorporated in the 
Episodic Care Plan?   

I cannot say why this aspect of care was not included 

(l) Details of any changes in nursing care practice following the death of Raychel Ferguson? 

Key changes included:  

- Removal of solution 18 from use in the wards 

- The provision of the IV fluid prescribing wall carts  

- Changes in fluid prescribing fluid  

- Changes to the way  fluid balance charts were to be completed 

- System introduced to manage urea and electrolytes including the frequency of these 
tests   

(m) Please describe the extent to which you believe the Ferguson family was fully informed 
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of the causative factors of Raychel’s death?   

I was not involved in meeting with the Ferguson family so cannot say  

(n) Was any consideration given to performing a detailed audit of all aspects of the case?   

A critical  incident  investigation would  include a thorough investigation of all aspects of 
the case including medical, nursing and any other relevant health care professionals 
records of care and treatment 

(o) Whether there were shortcomings in the nursing care provided to Raychel Ferguson? 

Please see answer to question 13 Q  

(p) Whether the bleeper system was efficient?   

I am not aware of any problems  

(q) Whether responsibility was properly balanced between medical and nursing staff in 
respect of monitoring patients?   

Nursing and medical staff work on a partnership basis. 

Nurses are the constant for the patient and medical staff depend on nurses skills and 
observations to help inform the medical care and treatment of an individual patient. 

Nursing staff are responsible for assessing nursing care requirements, for the provision 
of safe and effective standards of nursing care and for on- going monitoring of patients in 
response to treatments prescribed by medical colleagues. 

Nurses are required to raise any concerns they may have about the condition of a patient 
in their care outlining what these changes in their condition are with the medical staff.  

When a nurse has raised concerns about their patient it is the responsibility of the 
medical staff to see and examine the patient and to make the decisions about changes to 
their care and treatment including the ordering of tests. 

Both sets of skills and expertise are required to provide  rounded care of a patient but the 
roles and responsibilities are different.      

(r) Whether the fluid balance documentation was adequate?  

The recording of the fluid balance sheet for Raychel was inadequate and fell below the 
required standard 

(s) Whether the computerised presentation of blood results was appropriate and adequate?   

We had hoped to have all abnormal lab reports  flagged but Dr O’Kane advised this was 
technically not possible at that time  

(15) In the aftermath of the death of Raychel Ferguson did you have reason to consider if there had 
been any systemic failings within the services for which you were responsible (and if so 
please include details)?   

            I was not responsible for services  
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(16) Was there any reference to Raychel’s case at any hospital committee meetings or in any other 
healthcare context? If so, please provide any record thereof.   
 
 I did not normally attend these meetings so cannot sate  
 

(17) With reference to the Update for Chief Executive Re: Critical Incident Meeting (Ref: 022-097-
308) please state the following: 
 
(a) Was the meeting referred to at paragraph 4 minuted? If so please provide;  

I do not know 

(b) Who convened this meeting and was there an agenda;  

I cannot recall this detail 

(c) In respect of the note “further action required. Mrs. Witherow to keep documentation under 
review” please state why you were required to maintain documentation under review, 
what you did in this respect and to with what outcome;   

I had just completed a review of the documentation in 1999/2000 and presented findings 
to the Hospital Management Team. 

I organised a re- audit of nursing records and the instigation of a fluid balance audit in 
2002 to ascertain if any improvements had been made .  

We were aware that a regional fluid balance chart was being designed – Sister Mckenna 
was representing the Trust on this regional group and it was agreed that we would wait 
until this was available and change to this chart. 

From my recall the new regional fluid balance chart was introduced in 2002  

Did you share the concern of the nursing staff that surgeons were unable to give a 
commitment to children on Ward 6 and is so please describe when this became a concern 
and what steps you took to address it;   

I was aware that this concern was held but cannot recall the exact period of time. 

I was also aware that discussions were being held to rectify these  

How the agreement in respect of fluid balance management was implemented, monitored 
and enforced?   

This was shared with the staff in ward 6.   The ward sister was responsible for ensuring 
the changes were made and sustained.  Subsequent audit was designed to check if the 
improvement happened.  

(18) In respect of the Critical Incident Review Meeting of 9th April 2002 (Ref: 022-092-299) please 
state: 
 
(a) Who was present at this meeting;   

Dr Fulton Theresa Brown Sister Millar and myself  
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(b) Was there an agenda;    

 I cannot recall  

(c) Was it minuted;   

I  cannot recall and  these cannot  be located  

(d) To whom did it report;   

 I think it was to Mrs Burnside the Chief Executive 

What was the purpose, in April 2002, of reviewing “the action plan of the Critical Incident 
Meeting of 12-6-2001”;  

My understanding of the purpose of this  meeting was to review the actions that had been 
agreed in June 2001 and to ascertain if they had been completed and or if any were 
unresolved and outstanding. 

(e)  In relation to paragraph 2, and the arrangement for daily U&E tests- “this was 
immediately actioned by Sister Millar. The Phlebotomists take the blood. It is not clear 
who is responsible for ordering the blood. Mrs. Witherow and Mrs. Brown will prepare 
Ward guidelines. Acion [sic] T. Brown, A.Witherow.” Please state: 

(i) Whether ward guidelines were prepared and if so please identify the same;  

When this was reviewed Sister Millar confirmed there was a working process now 
in place at ward level which identified the roles and responsibilities s of the staff 
in relation to bloods samples.     .  

(ii) Whether these guidelines were successfully implemented;   

My recall  this is the case  and this was confirmed at the meeting in April 2002 by 
Sister Millar 

(g) What mechanisms were used to implement, monitor and enforce such Ward guidelines?   

I  was not responsible for such  monitoring so cannot answer this  

(h) In relation to “at the moment blood results come up on the computer. This does not show the 
normal range... Anne Witherow to speak to Dr. M. O’Kane to ascertain if the normal ranges 
can be put on the computer. Action A. Witherow” please state: 

(i) Did you fulfil this task;  

Yes -  I  spoke with  Dr  O’kane and discussed this request with him 

(ii) Was the computer presentation of blood results amended appropriately, and if so 
when?   

No, I was advised this was not possible at that time due to some technical issues. 

(18) Please provide such further comment as you think relevant. It would be of very considerable 
assistance if you could attach any documents you may hold which may be relevant to 
procedures, strategies, policies or any such issues as you think may be relevant. 
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