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[ first became aware in May 2000 about thrée weeks after Lucy"s death when Mr & Mrs

Crawford came lo see me in my capacity as Chief Ofticer of the Western Health and
Social Services Council popularly known as the Watchdog

provision of health and social care i

with three which [ thought el

body which monitors the

n the area of the Western Board. Th‘éy came to me

have been preventéd and thirdly was someone responsible or could someone be held
accountable for her death.

- At what stage what ;exacﬂy were the Crawford’s looking for you to do.

Well I think the Crawford’s obviously like most people don’t know how to access the

complaints system which is available in the Health Service and like most complaints

Systems it’s not until someone actually has a need that they start and realize that there is a

process there but evitably they need help and | thought

that it was my role as Chief
‘Officer of the

Council to give them that advice and help.

Department of the Royal Victori

a Hospital we met the Pathologist who performed Lucy’s
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post mortem examination and we sat down and Spent quite some time with him in trying

to get answers to the questions but the reality was the answers were not there.

What exactly occurred in that meeting what were the Crawford’s asking and what

was the Pathologist telling them.

but hyponatraemla which subsequently [ believe was one of the causes of death it was

never mentioned.
The Pathologist never mentioned hyponatraemia in that meeting.

No it wasn’t mentioned and obviously being led people they were not familiar with
medical terminology and they accepted that the main cause of her death was

gastroenteritis, pneumonia and swelling of the brain.
Now if I could Just take you back a stage at one point the Crawford’s had visited the

hospltal In an intent to get some answers from the actual doctor involved what did

you know of that meeting and were you involved at all in that.

No I was not involved at that stage this was an initiative | believe between the Crawford’s

and the Consultant in charge of Lucy I’m not you know familiar obviously I don’t know
wh'atr took place my involvement was more to try and get information we did request as
people have a right to a copy of her medical notes both from her GP and from the Erin
Hospital and the Royal Belfast Sick Children’s Hospital we pursued those notes and
really they weren’t any help either so there were a lot of frustrations that were building up
questions remained unanswered and | became quite perplexed because it seemed that a

death of that nature a little girl 18 months full of life went Into hospital as very common a

lot of children do being dehydrated after a bout of vomiting and diarrhea went into

........
.........
|||||||
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hospital for a drip to be set up she was assured that next morning she would be okay and

yet during the night she simply collapsed and to aj] Intents and purposes passed away.

Why did you not evoke

the complaints procedure immediately
the Crawford’

being contacted by
s why did you feel an informatl approach was necessary.
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No I didn’t seek any information directly because that normally would be part of the

complamt process once the complaints system is evoked its up to the Trust concerned to

investigate the matter the Counc1l IS not 1n a position to investigate that is one of the

‘concerns about the whole complaints process that its self Investigation and self reporting.

Now you ve said that you got the case notes but you went with the family to the

Royal Victoria Hospltal in order to meet with the Pathologlst there yet at the there

was no informal contact at all with the Sperrln Lakeland Trust or with the Hospital
about what exactly had occurred there.

Well there was once the complaints process was evoked there was a communication

process between the family and the Trust now that proved to be inconclusive because -

what was established was that the Trust undertook a review of the 'case an internal review

but the Crawford family were not involved in that review much to their disappointment

and the findings of that review were not made public.

So from April through to .September until the formal complaint was lodged you had

absolutely no contact at all formally or informally with the hospital about what had
occurred.

No I had no contact I understand the Trust did try to establish contact with Mr & Mrs

Crawford but for there own reasons they felt that they were not able to enter into a

dialogue.
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In September then a formal complaint was lodged and you facilitated that what do

you normally expect to happen in that situation and what did happen.

Well there are guidelines and time scales laid down with the complaints whereby the
complainant would expect to receive an initial response of the complaint and then within

a period of four weeks the complainant would expect that there would be a

‘comprehensive response to that and that a review would be undertaken that would be the

normal process and it’s a stage process that would be the first stage.
Did the Crawford’s get a reply within twenty days.

[ am not aware that they did I think the complaint was acknowledged but they never

received the detailed response that normally one would expect in a comp-laint.

Why not.
Well that’s a question that obviously the Trust has to answer I’m not in a position to

answer that.

Did they give you any reasons why they weren’t able to answer the complaint.

No, I’m not aware of any reasons I think the Trust were very keen to establish a dialogue
with the parents but the Crawford’s declined that on the basis that they felt that the Trust

was withholding information in the review that they had undertaken the internal review.

But the Crawford’s weren’t even aware of the internal review at that situation at

that time in the autumn of 2000 six months after the death of their daughter they

were completely unaware that any review had taken place.

Yes there are issues here that [ think the Trust has to investigate because I would have
thought that it would have been reasonable that that report should have been shared with

the parents as a matter of fact I think the best practice would be that the complainant
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. to obtain a briefing on the cause of the second little g

parents should always be part of a review even if iis an internal review | think that they

had something to contribute to that review but they did not have the Opportunity.

effectively.

went a Coroners inquest which was interesting but I had a huge frustration and a huge

burden to carry because | was not able to get answers to the Crawford’s for the issues that

théy raised however there came a breakthrough whenever I had an opportunity in
irls death and the similarities

rung a bell I was struck by the comparison of the two cases and subsequently then | felt it
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approach to write to the Coroner tor Greater Belfast Mr John Leckey and draw his

attention to the similarities and to Mr Leckey’s credit he did respond to me and did

suggest that he would follow up on my concerns and the outcome of that then was where

he conducted to his credit a very comprehensive mvestrgatmn whlch lead eventually to a

Coroners mquest

Just go back though Rachel Ferguson’s death didn’t occur until June 2001 that

- means that the Sperrin Lakeland Trust and given that Lucy had died fourteen

months previous.the Erin Hospital and the Spe_rrin Lakeland Trust if they had
properly investigated the death of Lucy Crawford and if they had properly
answered the complamt that was filed by the Crawford’s Raychel Ferguson may yet

be alive.

Well one can draw that conC]usioh you know that could be the case certainly I would like
to think that medical staff would have been alerted about Lucy’s death not only in the

Erin Hospital but right across the Province so that other hospitals would have been aware

for a similar child to be admitted to hospital that the alarm bells would have ruhg.

But that didn’t happen.

That did not happen. Sadly that did not happen and we you know we have seen the

outcomes there and sadly.

Where does the blame in your mind lay for that.

Well there are a lot of issues that I think need to be resolved you know the Health Service
IS very poor communication and there is a need for much improved communication not
least whenever a child loses its life | think that its important where that information is
shared between the medical profession that when there is a sad outcome of an episode of

care that that should be shared right across the medical profession and that’s how people

will learn I think there’s also a greater need for better communication between
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Consultants who have a responsibility for the care of a patient and the Coroner service so
that 1n the event of something untoward arising the Coroner service is made aware

' immédiately and that they can start an investigative process starting off with a Coroners
postmortem and the third issue that I think needs to be learned and that is much better
communication between the parents ot children and the health care professionals that care

- for them because no one knows a child better than the parents of that child.

Just going back slightly the complaint was lodged by the Crawford’s in September
and Brigid O’Rawe acknowledged it on the 2™ October and promised a full '

investigation what was the outcome of that complaint.

I’'m not aware that the investigation was completed in the normal course of events one
“would have felt there would have been an initial response there would have been the
investigation and that would have been completed within weeks rather than months in the
event of the complainants being unhappy with the outcome it would have went then to an ‘
independent review organized by the Western Board but that process unfortunately did

not follow through.

What hhppened. What happened with the complaint in your mind.
Well I think that’s something that Sperrin Lakeland Trust has.to answer.

But you never got an answer to any of the complaints basically. .

There was no conclusive response to the complaint that the family raised.

Then we had the death of Raychel Ferguson subsequently the inquest into her death
which happened in 2003 just tell me speciﬁcally when you were sitting at home
hearing I take it or reading about and listening to the reports of the inquest what

exactly set off the alarm bells in your mind that made you link the death of Raychel
Ferguson to the death of Lucy Crawford.
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Well obviously when one is involved in a case like this particularly the death of a child
you know its something that one has to carry and [ felt a considerable burden in carrying
this complaint and in working with the parents you know | got to know them very well it

was almost as if | had got to know Lucy as well so that those questions that were bemg

asked and remained unanswered and it was only whenever the Raychel Ferguson case

came that it really clicked in my mind almost immediately that there were comparisons
that there were similarities that were almost uncanny and that well there was the fact that
the child both children went into hospital were dehydrated a drip had been set up and

~within a short perlod they had co]lapsed it was as SImple as that.

But in Raychel’s case in fact she had gone into hospital for an appendix operation
she never became dehydrated really and it was only as a result of the fluids and the
. mixture of fluids and hef vomiting afterwards that caused her what exactly going
~ back made .you'Write to the Coroner tvh.at exactly',Was the alarm bell what went off
in your héad given that the Sperrin Lakeland Trust'hasn"t answered any of the

concerns.

know young girls and you know beyond that just was an issue that was unresolved Inmmy
mind but for some reason it clicked once | heard the outcomes of the Raychel Ferguson

inquest.

And yet this was even though all you were going on really because you haven’t got

any information from the Sperrin Lakeland Trust all you were going on was simply

the medical notes in Lucy’s case.

That’s right.
The relatives didn’t know at that stage there was anything to do with her fluids.
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No it was a sense that wel] in reading

almost learning them off by heart i

Even in lay mans terms looking at the case notes it was
problem with the drip.

.......

y a problem with the drip.

From the case notes.

From the case notes and from

the time she was in hospital.
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onto the Lucy Crawford case.

.

System of care that was ther
re that was common] '
Y used at that time the reality ist
Ity 1s that today

-

068B-004-042
RF - FAMILY

:
o

A
S




iy

tldren who admit those

that this.could create a huge lack of confidence in

the services that were provided in the hospital and that was really the major difficulty I

had and I still have and | hope that through al] this Investigative work that that confidence

now would be restored and people right across the Province will be able to with

confidence admit their children to hospital knowing that there will

not be a similar
outcome.

Well there’s no doubt I’m totally satisf]

harsh to say that the hospital failed them because really and tru] y I believe

it was the
System that was in vogue at the time that failed them.

Even though it didn’t answer the complaint and it didn’t Investigate ...,

Well I you know [ would see the complaint

experience that they had the system cert

hospital have been singled out

quite honestly as a Separate 1ssue as far as the

ainly let them down | think its sad that staff in the

and will have to carry this burden and have been
SCapegoated almost as it were. Where

been much better communication in some of the ways that | suggested earlier on | believe

the tragedy could have been averted and the important thing is in medicine whilst it’s a
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I mean ultimately what your saying is that there has to be learning there has to be
understanding from cases like thi '

occurred a doctor put a drip into Lucy’s arm infused her with 400ml of fluid over

four hours and the hospital in the Crawford’s mind covered that up I mean can we

ultimately have faith in a hospital that did that.

l"

Well I’m not so sure the hospital covered jt up that

- That’s what the Crawford’s would believe they didn’t get any answer to their

complaint.

. ent in poorly and within a
matter of hours after a drip being set up

she come out bouncing and as large as life but for
whatever reason in Lucy’s case this was not appropriate.

notes being able to glean enough information that alerted you that there were
similarities between the deaths yet you now understand that and you’re now saying
that really that there was nothing that

I think the difficulty and the difficulty for the Crawford’s hearing some of your

answers is that on the one hand you were the person who spotted that there was

éo_mething in the case notes that alerted you to the problems with fluid management
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Yet you’re now Saying that the flujg management really wasn’t i
anyway.

t Inappropriate
What how can you explain that ip

notes that there wag a difficulty with Lucy’s death.

It just did not add up and ]

that seemed to be healthy died in hospital as |
say we’re fifty months on | think much 3

S been learnt in the meantime the practjces

- Statements that have been made by irhé Crawford’

and since it one of the things
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huge disappointments you know in the outcome and how it came about and you know |

can’t emphasize enough how much people were shocked whilst the focus understandably

is on the Crawford family a lot of other health care professionals you know people

- particularly the nursing profession were devastated through this experience.

So you can leviate the concerns of the Crawfords that you never discussed the case

with your wife. You weren’t aware of it at all and you didn’t there was never any

discussion at home.

b7

No. I maintained my role. This is why I raised the issue. You know independently.
You know I raised the matter because I felt there was an issue there that was unresolved
and needed to be resolved. You know at least now | have the satisfaction that thanks to
the coroner John Leckey the matter was fully investigated and there was an outcome and

all | can trust and hope is that it never happens again.
Did you ever feel at all in that period that there was a conflict of interest?
No there was never I’m,absdlutely certain there was never any conflict of interest.

You would do the same again?

I

‘i'...

I would do exactly the same again. 1 hope that I don’t come across it again but were 1 to
do so T would do exactly the same for a little girl of 18 months that _hadn’t an opportunity

to grow up.

There is obviously a case that has person_elly affected you?

 Oh ‘without a doubt you know those number of years there were always the questions. |

took a very signiﬁcant interest in the case. You know [ even took the trouble to search
out the little girls grave in South Fermanagh so that [ could pay my respects there. But |

am thankful that at least for me you know I had some satisfaction. | cannot speak for the
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Crawford family I think there is a huge healing process that they will have to work

through. But for me personally it meant that | could draw the line under the case as far as
the outcomes were concerned although you know | will always carry that concern that

that wee girl lost her life and indeed others including Raychel Ferguson.

Did you ever think that you wish you’d pushed it harder to get answers from the
trust in order that they could actually — I’ll say that again — Do you ever wish that

you’d pushed the trust harder to get answers?

Well it wasn’t going to make any difference Lucy had lost her life and I don’t think it 1s

going to make any difference.

Could it have saved Rachel’s life could it?

1t may have done so you know that is speculation. I think in the health service and you

~ know there are two comments 1 would make. I think its important that the whole
complaints procedure is reviewed so tﬁat it can be streamlined and it can be more
responsive and you know meet the needs of people like the Crawfords that have been
l;ereaved and secondly the final comment would be that there is a move afoot to do away

with the health and social services councils and now important I think its essential that a

local monitoring body is present so that these cases as I have done can be followed

through rather than leaving it to the service to investigate itself.

But in this case the Western Health and Social Services Council is completely

ineffective, completely unable to get énswers, completely unable to be the watchdog.

Yes that is a huge disappointment that the circumstances were such that we were not able
to hand Mr and Mrs Crawford a document which set out A-Z the responses to the three

questions that they asked at the start.

And that was the Trusts position not to give them the answers?
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Well as | say the council could not investigate it, it was up to the trust to provide those

ANSWEILS.

Of all the things that have happened over the last four years what is the one thing
that stands out in your memory about all your experience in relation to Lucy

Crawford and Raychel Ferguson and the inquest?

Well obviously it was in relation to having an understanding of some of the grief that
e both families went through in‘_getting to know them and getting to know the, in a strange
( o way, the little girls that died but above all at least through the coroner system having the

satisfaction of both cases going through a coroners court and a conclusion being made by

the coroners as to the cause of their deaths.

Finally the Sperrin and Lakeland Trust is now analyzing the death of Lucy

Crawford again, do you have any faith in that?

Well I’m prepared to be part of that process if I’m invited. Again I’m outside the service
how but I think you knovlv'.its important for Mr and Mrs Crawford I think to show an
investigation that’s -traﬁsparent and th'a.t hopefully will answer again the questions that
they have raised and if it does so I think it will be a help to their healing process whilst

they’ll never get over the loss of the little girl at least there will be some sense of closure

i for them in so far as they have gone as far as they can in the whole issue of complaining

about the death of Lucy.

And why do you think the trust is looking at the case again? Why do you think the

trust is actually looking at the case or why does it feel the need to do so again?

Obviously the trust is not satisfied with the initial investigation and I would only hope

that this time their efforts would be more successful.
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