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INQUIRY INTO HYPONATRAEMIA-RELATED DEATHS

Name: Andrew Hamilton

Title: Mr

Present position and department/employer:

Deputy Secretary — Primary, Secondary and Community Care Group
Department of Health, Social Services and Public Safety

Length of time in post: 2 years (since 9 June 2003)

Previous position and department/employer in 1995:

Director of Finance

Northern Health and Social Services Board

County Hall

Ballymena 1991-18 May 2000

Previous position and department/employer in 2000:
From 1 January 2000-18 May 2000

Director of Finance and Family Practitioner Services
Northern Health & Social Services Board

From 19 May 2000-8 June 2003

Director of Finance

Department of Health, Social Services and Public Safety

Previous position and department/employer in 2001:

Director of Finance, Department of Health, Social Services and Public Safety

Membership of Professional Bodies:

Chartered Institute of Public Finance and Accountancy
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Particular areas of interest
[Please attach additional sheets if more space is required]

() Describe in detail how and when you first became aware of the deaths of Adam, Lucy and Raychel.

I first became aware of the death of Lucy Crawford when reference to her inquest was made at a
Departmental Board meeting on 27 February 2004 (004-019-237). Shortly after that I became
aware of Raychel Ferguson’s death from briefing material that was copied to me (28 May 2004:
010-019-092 and 1 June 2004: 010-016-055).

I'became aware of Adam Strain’s death as a result of the UTV Insight Programme in October
2004.

(ify Explain the steps you took to find out what occurred and to ensure that lessons were learned within
the DHSSPS and the hospital trusts.

I relied on briefing material that was prepared during the Spring of 2004 by colleagues in the
Department to inform myself on what had occurred (reference numbers as at (i) above). By that
time action had already been taken to ensure that lessons were learned through the guidance on
hyponatraemia that was issued by the Chief Medical Officer in March 2002 (006-053-435 to
006-054-4338).

In addition the Department was already some way down the path in developing and
implementing its quality agenda. The Health and Personal Social Services (Quality Improvement
and Regulation) (NI) Order 2003 was made in February 2003, placing a statutory duty of quality
on HPSS organisations; work was underway in the development of minimum standards of care
(currently out for consultation); and controls assurance standards were being rolled out across the
HPSS. Arrangements for clinical and social care governance within the HPSS were being put in
place and these included the development of a strategic approach to the recording, reporting and
investigation of adverse incidents and near misses in the HPSS as reflected in the interim
guidance issued on the reporting and follow-up of serious adverse incidents (Circular PR
HSS(PPM)06/04 (copy attached).

(iii) Give details of your colleagues in other directorates within the DHSSPS with whom you consulted in
relation to the deaths of Adam, Lucy and Raychel together with reasons why they were consulted.

Other than being a copy recipient of briefing material produced by colleagues elsewhere in the
Department in the course of 2004 (reference numbers as at (i) above) I was not actively involved
in dealing with the events surrounding the deaths of Adam, Lucy and Raychel until October
2004. Following the UTV Insight Programme in October 2004 I was engaged in discussions
with the Permanent Secretary, Mr Clive Gowdy, and Deputy Chief Medical Officer, Dr Ian
Carson, regarding how the Department should respond. This included the decision to establish
the Independent Inquiry under Mr John O’Hara QC and its terms of reference.

Formal responsibility for ministerial advice in these matters lay with the Permanent Secretary,
who also had Accounting Officer responsibilities for the future expenditure of any Inquiry, and it
was therefore appropriate that I should consult with him.

Given the nature of the allegations made against the CMO, it was not appropriate for her to be
involved in such discussions and consequently the medical input to the discussions was provided
by the Deputy CMO.
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Particular areas of interest (Cont’d)

(iv) 'What was the system in place in Northern Ireland at the time of Adam Strain’s death in 1995 for
reporting untoward deaths to the DHSSPS and disseminating information on the outcomes of
Coroners’ Inquests within the Health Service?

To my knowledge, at the time of Adam Strain’s death in 1995 there was no formal system in
place for reporting untoward deaths in acute hospitals to the DHSSPS and disseminating
information on the outcomes of Coroners’ Inquests within the Health Service.

The extent to which untoward deaths in acute hospital settings were reported to the Department
in 1995 would therefore have been dependent on individual Trusts and Boards, or their
employees taking such action either on their own initiative or in compliance with systems and
procedures that had been put in place at local level to cover such events.

With regard to psychiatric or hospitals for people with a learning disability long standing
arrangements (since 1973) were in place covering the notifications of all untoward incidents to
the Department.

(v) 'What was the role of the DHSSPS in reporting, analysing and disseminating the information referred
to at (iv) above and in ensuring that lessons learned would be fed into teaching/training and the care
of patients?

I was not employed by the DHSSPS in 1995. Although I was employed by the NHSSB at the
time I was not party to the processes and procedures adopted by the Department in reporting,
analysing and disseminating such information and in ensuring that lessons learned would be fed
into teaching/training and the care of patients.

(vi) What procedures existed in 1995 to ensure the fulfilling of roles relating to the reporting, analysing,
disseminating of information from a Coroner’s Inquest or untoward death and to ensure that lessons
would be learned?

To my M6wledge there was no formal system in place in Northern Ireland in 1995 to ensure the
fulfilling of roles relating to the reporting, analysing and disseminating of information from a
Coroner’s Inquest or untoward deaths in acute hospitals and to ensure lessons would be learned.
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Particular areas of interest (Cont’d)
(vii) With reference to issues (iv) to (vi) above, what was the situation in 2000 and 2001 respectively?

With regard to the situation in 2000, my understanding is that the arrangements were similar to
those that applied in 1995, ie there was no formal system to my knowledge in place for reporting
untoward deaths in acute hospital settings to the Department and disseminating information on
the outcomes of Coroners’ Inquests within the Health Service.

The extent to which untoward deaths were reported to the Department in 2000 would therefore
have been dependent on individual Trusts and Boards, or their employees, taking such action
either on their own initiative or in compliance with systems and procedures that had been put in
place at local level to cover such events.

My understanding is that this would also have been the case in 2001,

I took up the position of Director of Finance at the Department in May 2000 and occupied that
position until June 2003. My remit did not extend to the reporting, analysing and disseminating
of information pertaining to untoward deaths and on the outcomes of Coroners’ Inquests with in
the Health Service.

(viii) With reference to issues (iv) to (vi) above, what is the situation now?

Under interim guidance issued in July 2004 (HSS(PPM)06/04), the HPSS are now required to
report serious adverse incidents of regional importance or of public concern to the Department.
The information reported to the Department is scrutinised with a view to determining whether
further follow up action and wider dissemination is required.

If a Coroner refers matters relating to the outcome of an inquest to the Department, Departmental officials
consider how best to address the issues raised by the Inquest and take appropriate action for example the
issue of guidance to the HPSS.

(ix) In your role as a member of the Departmental Board, explain what information you received or
solicited about the procedures, investigations and events that followed the deaths of Adam, Lucy and
Raychel.

I was not a member of the Departmental Board at the time of the deaths of Adam, Lucy and
Raychel. 1 became a member of the Board on my appointment to my current post in June 2003.
In the course of 2004, I received copies of submissions prepared by colleagues within the
Department regarding the background to the deaths of Lucy and Raychel (reference numbers
quoted at (i) above and also the background notes prepared for PQ replies eg 074-037-153).
Reference to Lucy’s inquest was made at a Departmental Board meeting on 27 February 2004
(004-019-237) and further reference to the media coverage of the issue was made at a
Departmental Board meeting on 28 May (004-020-259).

Subsequent to the UTV Insight Programme in October 2004 I was engaged in the decision to
establish the Independent Inquiry and in the drawing up of the terms of reference for the Inquiry.
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Particular areas of interest (Cont’d)

x) Again in your role as a member of the Departmental Board, explain what steps you took to discover
why the children died and to ensure that any lessons would be learned.

By the time I became aware of the deaths of the three children action had already been taken by
the CMO regarding the issuing of guidance regarding hyponatraemia. In that respect
arrangements had been put in place to ensure lessons learned from the tragic deaths of these
children were disseminated.

With regard to the wider systemic issues raised by the deaths, these too were already being
addressed when I became a member of the Board by a programme of work designed to embed
clinical and social care governance within the HPSS eg consultation on and implementation of
recommendations contained in Best Practice Best Care, The Quality Standards of Health and
Social Care, the development and provision of support to HPSS organisations through the NI
Clinical and Social Care Governance Support Team.

The deaths of the three children, the subsequent events, and the ongoing work programme to
embed effective clinical and social care governance systems in the HPSS have also contributed to
a much higher profile for the patient safety agenda in the HPSS. This has been to the fore in
addressing service profile issues and reviews of risk elsewhere in the province.
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Other points you wish to make including additions to any previous Statements, Depositions and or
Reports

[Please attach additional sheets if more space is required]

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

Signed: M M. M: Dated: 29 June 2005
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Chief Executlves of HSS Trusts ' Room D4.13, Castle Buildings
Ch|ef EXeCUf!VeS Of HSS Boards Stormont Estate
Chief Executives of Special Agencies Belfast, BT4 35Q
General Medical, Community Pharmacy
General Dental & Ophthalmic Practices ;:L -
. ) ’ Emeil:

For information: : : nosl.mocann || | | | GG
Chief Officers, HSS Councils Your Ref.

; : ; ; Our Ref: .
Directors of Public Health in HSS Boards ol 7 July 2004

- — Directors of Social Services in HSS Boards and Trusts
L Directors of Dentistry in HSS Boards and Trusts
Directors of Pharmacy in HSS Boards and Trusts
Directors of Nursing in HSS Boards and Trusts
Directors of Primary Care in HSS Boards
" Medical Directors in HSS Trusts ,
~ Chairs, Local Health and Social Care Groups

Circular HSS (PPM) 06/04

Dear Colleague

- REPORTING AND FOLLOW- up ON SERIOUS ADVERSE INCIDENTS INTER]M
'/ GUIDANGE :

!ntroducﬁnn

1. THe purpose of- th|s guidance fs to provide interim advice for HPSS orgamsatlons and
- Special Agencies on the reporting and management of serious adverse incidents and
' . near misses, pending the issue of more comprehensive guidance on safety. This will = -
~ be issued once the work currently being undertaken by the Department on the
strategic review of the reporting, recording and investigation of adverse mcxdents and
‘near mlsses has been concluded. :

2. This interim guidance hfghllghts in partlcuiar the need for the Department to be
informed immediately about incidents which are regarded as serious enough for
regional action to be taken to ensure improved care or safety for patients, clients-or
staff. It also draws attention to the need for the Department to be informed where a

1 ~ Trust, Board or Special Agency considers that an event is of such seriousness that it is
) ,‘)/)‘ likely to be of public concern. In addition, the guidance requires Trusts, Boards pr
opeola! Agenmes fo irr m the Department where they co{me]derthat an incident

‘ 3 ASVESTOR IN PEQILE

WS-070/1 Page8

INQ - DHSSPS



requires independent review.

The guidance complements existing local and national reporting systems, both
mandatory and voluntary, which have been established over the years. These provide
for specific incidents relating, for example, to medical devicés and equipment,
medicines, mental iliness, child protection, communicable disease and the safety of
staff to be reported to various points in the Department. These systems should
continue to be used in addition to the action reguired by this interim guidance.
[n the context of contractual arrangements for the independent family practitioner |
services, practices should report sefious incidents, in the first instance, to the relevant

HSS Board which will communicate with the Depar’tment as approprlate

Backaround

4,

The consultation paper Best Practice Besz‘ Care, published by tI”e Department in April
2001, recognised the need for more effective arrangements for monitoring adverse
IﬂQ!demS As a resulf, a Safety in Health and Social Care Steering Group was
established by the Department, with a remit to develop a strategic approach to the
reporting, recording and investigation of adverse incidents and near misses and the

promotion of good practice to minimise risk.

- As part of its'work, the Steering Group is also undertaking an evaluation of the

effectiveness of systems used to identify and manage adverse incidents and near
misses, including the Northern Ireland Adverse Incident Centre (NIAIC). NIAIC
operates a voluntary system for reporting and investigating adverse incidents in the
HPSS and issues alerts and other material on the safety of devices and equipment.

It is hoped that the Steering Group will conclude its work later this year, following

which comprehensive guidance on safety and the promotion of learning will be brought
forward. This may include links, where appropriate, with the National Patient Safety
Agency in the NHS.

Defining Serious Adverse Incidents

7.

o .

= limewith the” st o requirsd by this Circdlar, the Uepartmeni considers.that a

Preliminary feedback from the Steering Group’s work highlights a lack of uniformity in
incident reporting and management in the HPSS. This also applies to the deﬂnmon of
what constitutes a serious adverse incident. :

serious “adverse incident should be defined as “any event or circumstance
arising during the course of the business of a HSS organisation/Special Agency
or commissioned service that led, or could have led, to serious unintended or
unexpected harm,-loss or damage”. This may be because: :

o itinvolves a large number of patients;

o there is a question of poor clinical or managementjudgement

e a service or piece of equipment has failed;

e a patient has died under unusual circumstances; or

o there is the possibility or perception that any of these might have occurred

L)
¥
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e any incident involving serious harm or potentially serious harm to a patient, service
user or the public. This could include disease outbreaks, apparent clinical errors or
lapses in care; : o .

 any incident which has serious implications for pa’ﬂent or staff safety involving
potential or actual risk to patients or staff,

= any incident involving serious compromises or allegatlons of serious oompromlses
in the proper delivery of health and soctal care services.

10.  The above list is not'exhaustive and Annex A prov1des a more oomprehensiye'list“

Kéy Issues for HPSS -Organisations.

11.  HPSS organisations and Specxal Agencies should be developing a culture of
openness. Policies should be in place to raise awareness and to actively encourage
~ the reporting, assessment, management and learning from adverse incidents and near
misses. [f they have not already done so, all HPSS organisations and Special
Agencies should nominate a senior manager at board level who will have overall
responsibility for the reporting and management of adverse incidents within-the
organisation.

12, All HPSS organisations and Special Agencies should have developed, or be

developing, centralised systems which facilitate the collection, analysis and reporting
of adverse incidents and near misses relating to patients, chents staff and others.
These systems should be capable of supporting an analysis of the type, frequency and
severity of the incident or near miss and, where appropriate, should record the action
taken.

13.  In those situations where a body considers that an independent review is appropriats,

it is important that those who will be conducting it are seen to be completely
independent. In addition, such reviews should normally be conducted by a multi-
professional team, rather than by one individual. [tis also important that the
Department is made aware of the review at the outset.

14, HPSS organisations and Special Agencies should continue to use established local or

national reporting and investigation mechanisms to manage adverse incidents. This
will include, where appropriate, notifying other agencies such as the Police Service

——the Heathand oa‘retv Execuiive prmessuonal regulatory bodies_or the. Coronet. ...

Where there is any doubt asto WhICh agenoles should be notified, advice should be
sought from the Department :

15.  The Department will expect urgent local actlon to be taken to lnvestlgate and manage
adverse incidents. :

16.  In addition, where a serjous adverse iricident occurs, it should be reported
immediately to the senior manager with responsibility for the reporting and
management of adverse incidents within the organisation. If the senior manager
considers that the incident is likely to:

o be serious enough to warrant regional acticn to fmprove saf ety or care within
the breader Hpe.u, ¥

t
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- ¢ be of public concern; or

. o require an independent .c\ncw,
he/she should prowde the Department with a brief report, using the proforma attached
at Annex B, within 72 hours of the incident being discovered. The report should be e-
mailed to adverse incidents in cases where e-mail cannot be used,
the report should be faxed on

-Action by the Department

17.  The Department:

e will collate information on incidents reported to it through this mechanism and
provide relévant analysis to the HPSS;

« may also, where appropriate, seek feedback f from the relevant organisation on the
outcome of the incident to determine whether regional guidance is needed:

s ‘may, in independent reviews, provide guidance in relation to determining specialist
input into such reviews.

Enquiries

18.  Any enquiries about this Circular from the nominated senior manager should be made,
in the first place, to Jonathan Biil, Planning & Performance Management Directorate,
on ﬁ or by e-mail at Jonathan.Bill

19.  This guidance will be reviewed once the Safety in Health and Social Care Steering
Group has concluded its work, at which point further, comprehensive, guidance will be
issued. In the meantime, the Department will welcome feedback on the issues covered
in this guidance. This should be addressed to Jonathan Bill on the e-mail address
above, or to Room D2.3, Castle Buildings, Stormont, Belfast, BT4 3SQ.

Yours sincerely

NOEL NMcCANN

—Difector of Planning & Performance Management
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ANNEX A

SERIOUS ADVERSE INCIDENTS - EXAMPLES

) The‘follo‘wing are examples of serious adverse incidents. It is not an exhaustive list and is
intended as a guide only. Where there are any doubts about an incident it should be
reported. -

.. Major Incidents

o Any circumstance which necessitates the activation of an HSS Trust, HSS Board or
wider community Emergency Plan-

¢ Any clinical incident whose consequences would be regarded as severe
° Serious drug events which might require regional or national guidance, to prevent .
. occurrence or reoccurrence within HPSS/NHS organisations, e.g. maladministration of
( a spinal medicine, major prescription errot causing, or with the potential to cause,
' serious damage or death of a patient

Court Proceedings

° Any incident which might give rise to serious criminal charges

° ~ Impending court hearing, including Coroners' Inquests, or out of court settlement in
cases of large scale litigation _

° Legal challenges to the HSS Trust or HSS Board

Incidents involving staff
° Serjous complaints about a member of staff or primary care contractor
s Serious error or errors by a member of staff or primary care contractor
e ngnlﬁcant dlsmplmary matters (e.g. suspensmns of staff)
o s A serious breach of confidentiality A
°- Serious verbal and/or physical aggression towards staff .

Mortality/morbidity incidents

o ‘Clusters of unexpected or unexpiamed deaths
° The suicide of any person currently in receipt of health and personal sogcial services. on
_ or off HPSS premises, or who has been discharged within the last twelve months.
~ ° - Death or injury where foul play is suspected v _

J Situations when a patient or patients require(s) additional intervention(s) as a result of
serious failures in diagnostic processes ' ‘

o The accidental death of, or serious injury to, a patient, a member of staff, or visitor to
HPSS or primary care premises, or involving HRSS or primary care staff or equipment

0 Significant harm to children where reported under child proteotlon arrangements

° Vulnerable adult abuse

() Premises/equipment incidents
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) " Serjous damage which occurs on HPSS premises or premises on which primary care
e _services are delivered, or to HPSS property or property on which primary care
{ services are delivered, or any incident which results in $erious injury to any individual

P . orserious disruption to services (e.g. evacuation of patients due to fire)
g ' ° Failure of equipment so serious as to endanger life, whether or not injury results
I S ° Suspicion of malicious activity e.g. tampering with equipment
P o Clroumstanoes that lead to the- prov1der no longer being able to provide an element of

" Mental Health or Learning Disability incidents (including substance misuse services)

. The disappearance, absence without leave or absconding of a patient (whether or not
detained under the Mental Health Order 1986) where there is serious cause for
concem

o . Escapes by patients (whether or not detained under the I\/iemai Health Order 1986)
from secure accommodation/area

o - Homieide, or ouspected homicide, by any-patient who has received mental health

. --services :
b o Unexpected death

e All deaths within secure settings

° All deaths of persons who are subject to the Mental Health Order or equivalent legal
restriction who has or is receiving mental health service care and treatment

° Any serious criminal acts involving patients, or staff :

° An incident that causes serious harm that places life in jeopardy

o Serious injury, resulting in the need for emergency medical treatment via an A&E
department, sustained by patient, staff or visitor on HPSS property

° Where a member of staff is suspected of harming patients’or serious fraud

0 Hostage taking, mass / organised disturbance

° Any omissions/failings of security systems/procedures that jeopardise security

o All incidents reported to or involving the police

C ) '
( l) 1
o’ ) a
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~ ANNEX'B

SERIOUS ADVERSE INCIDENT REPORT

1. Organisation:

2. Brief summary (and date) of incident:

| 3. Why incident considered serious:

4. Action taken:

5. Is any regional action recommended?
(if so, full details should be submitted) Y/N -

6.Is an Independent Review being considered?
(if so, full details should be submitted) "Y/N -

7. Other Organisations informed

PSNI Y/N -

Coroner Y/N -

NIHSE Y/N -

HSS Board Y/N--

Other (please specify) Y/N -

8. Report submitted by
(name and contact details of nhominated senior manager or Chief Executive)

Completed proforma should be sent, by emalil, to:

adverse.inciden’ts<_
If e-mail cannot be used, fax to_
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