CORAFTF B Following advice of Donna Scott and Alphy Maginness - see

attached from Theresa)

ALTNAGELVIN HOSPITALS HEALTH AND SOCIAL SERVICES TRUST

CONFIDENTIAL

DRAFT RESPONSE TO REQUESTS/QUESTIONS FROM TREVOR
BURNEY FOR ‘INSIGHT' PROGRAMME

The following is the sequence of events following the sad death of Raychel
Ferguson in June 2001

* Raychel's unexpected collapse and sudden death on 10" June 200
triggered the Trust's Critical Incident Investigation procedure, which
has been in place since 1998

Solution 18 for children.

o Dr. Geoff Nesbitt, then Clinical Director for Anaesthetics in the Trust
personally telephoned colleagues in several hospitals in Northern
Ireland to alert them to the circumstances of Raychel’s death.

e On 18 June 2001, the Trust's then Medical Director, Dr Raymond
Fulton, met with Dr. lan Carson Deputy CMO and Medical Directors
from other Northern Ireland Trusts. Dr. Fulton described the
circumstances of Raychel's death and it was agreed that there was a
need for regional guidelines.

e The matter was aiso raised by Dr Fulton with Dr. W. McConnell from
the Western Health and Social Services Board who advised that he

would speak to Dr. Henrietta Campbell, CMO. On 5% July 2001, Dr.
McConnell confirmed that he had notified the CMO

e On 22" July 2001, Dr. Fulton spoke directly to the CMO about this
matter and the CMO suggested that CREST (Clinical Resources
Efficiency Support Team) might be involved in the development of
guidance. -

e On 26" July 2001, Altnagelvin's Chief Executive also contacted the
CMO advocating the development of regional guidance.

e The CMO commissioned a Regional Working Party, including Dir.
Nesbitt, to consider the use of fluids and the risks of hyponatraemia in
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children. The Working Party developed and disseminated guidance in
March 2002.

e In June 2003, having become aware that hyponatraemia is also a risk
for adults, CREST disseminated guidance on hyponatraemia that is
applicable to both adults and children.

The Trust believes that it acted professionally, openly, and honestly following bl J"é_oa
Raychel's death. \\aie=si=rwsiEhie comfort j&*the Ferguson family, we hope A
that our prompt action will save other lives in the future.

The treatment of the Ferguson family by Altnagelvm Altnagelvm very
deeply regrets the death of Raychel Ferguson - : -
- —fy@rer —inavactatasl tjomclean-inas —mviaide ' ...... RS- We have
endeavoured at all times to treat the family with honesty and respect and it is
a source of further sadness for us that they feel we have failed in this regard.
The series of events in our response to the family is as follows: |

e The Chief Executive wrote to Mr and Mrs Ferguson on 15" June 2001,
expressing our sympathy and our sadness and offering to meet with
them.

e The Chief Executr*e and clinical staff involved with Raychel met with

éﬂ,{ Mrs. Ferguso r family members, a-family=friend and the family’s
| GP on 3™ September 2001 to allow full discussion of the circumstances

surrounding Raychel’'s death.

e In February 2003, in response to media enquiries, the Trust issued a
press statement, publicly expressing sympathy to the family and
offering ouricondolences.

S e
Was Dr Quinn acting on behalf of Altnagelvin Trust when he provided a
report on the death of Lucy Crawford? Dr Quinn is a much respected ana
very experienced consultant paediatrician. He was acting independently
when he prepared his report for Sperrin Lakeland. It is accepted practice for
consultants to use the headed paper of their Trust when preparing
independent reports.

Letter from the Coroner: The Trust responded to the lefter from the Coroner
on 11" March 2004. We-are-unabte-torevearthe-substance of that response
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