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UROLOGY SERVICES INQUIRY 

USI Ref: Notice 3 of 2023 

Date of Notice: 24th March 2023 

Witness Statement of: Trudy Reid 

I, Trudy Reid, will say as follows:- 

1. Having regard to the Terms of Reference of the Inquiry, please provide a
narrative account of your involvement in or knowledge of all matters
falling within the scope of those Terms. This should include:

(i) an explanation of your role, responsibilities and duties, and

1.1   In relation to this response my role was acute governance coordinator. 

The roles of         the post are outlined in 1. Appendix File ACG Structures 2016. 

Human resources records notes suggest I commenced this post on the 1st 

May 2016. However, in my diary I appear to have commenced my role on 

the 4th April 2016. 

1.2   I am a registered general nurse and qualified in September 1989. I have 

completed the Adult Intensive Care course and post graduate diploma section 

of a MSC in Infection Prevention and Control. 

1.3   When I commenced my role as Acute Governance coordinator I did not 

receive an induction or handover from the previous post-holder. I attended 

and organized training courses, and completed eLearning in relation to my 

role, including RCN Education Conference 16/3/2016, Delivering Safer Care 

Together Creating accountable care organisations 02/03/2017, Falls learning 

event 30/03/2017, Risk Assessment Workshop 27/04/2017, Serious Adverse 

Incident (SAI) Training One Day Investigation Workshop 18/05/2017, 

Corporate Training Safe guarding children and adults 25/7/2017 HSC 
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numbers, as well as those sent from official or business accounts or 
numbers. By virtue of section 21(6) of the Inquiries Act 2005, a thing is 
under a person's control if it is in his possession or if he has a right to 
possession of it. 

Statement of Truth 

Signed: Trudy Reid 

Dated: 16th May 2023
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UROLOGY SERVICES INQUIRY 

USI Ref: Section 21 Notice Number 3 of 2023 

Date of Notice: 24th March 2023 

Addendum Witness Statement of:  Trudy Reid 

I, Trudy Reid, will say as follows:- 

I wish to make the following amendments and additions to my existing response, dated 

16th May 2023, to Section 21 Notice number 3 of 2023: 

1. At paragraph 3.8 (WIT 95203-95204), I have stated ‘With the passage of time and

hearing about other processes ongoing at the time it is difficult to remember exactly

when I became aware of the MHPS process but I do not recall being aware that there

was another review process ongoing regarding Mr O’Brien until informed by Dr Boyce

approximately on 04/08/2016.’ This should state ‘With the passage of time and hearing

about other processes ongoing at the time it is difficult to remember exactly when I

became aware of the MHPS process but I do not recall being aware that there was

another review process ongoing regarding Mr O’Brien until informed by Dr Boyce

approximately on 04/06/2016.’ I also want to add ‘However, upon further review of the

evidence, I believe I first became aware of another review process regarding Mr O’Brien

on 28th November 2017 when I received an email from Mr Carroll. Please see TRU-

256445.’

2. At paragraph 3.106 (WIT- 95228), I have stated ‘I became aware of a 2nd process

from Dr Boyce approximately on 04/08/2016.’ This should be amended to ‘I became

aware of a 2nd process from Dr Boyce approximately on 04/06/2016.’ I would also like

to add ‘However, upon further review of the evidence, I believe I first became aware of

another review process regarding Mr O’Brien on 28th November 2017 when I received

an email from Mr Carroll. Please see TRU-256445.’
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JOB DESCRIPTION 

JOB SUMMARY 

The post holder will have responsibility for driving forward and coordinating all aspects of 

the Trust CSCG agenda within the Acute Directorate with and on behalf of, the Service 

Director and the Assistant Director with responsibility for Governance.  They will provide 

an internal and external Directorate focus for the prioritisation, linking, implementation 

and review and monitoring of both the operational and professional governance agenda 

for the Directorate.   

 

The post holder will, on behalf of the Director, provide a key challenge function to the 

service teams within the Directorate to ensure that areas where performance 

improvement in relation to CSCG is required are identified and addressed.  They will 

contribute to developing corporate and operational strategy, policy and decision making 

within the Trust with respect to the CSCG agenda within the Directorate and as an 

integral part of the Trust CSCG Working Body and through close collaboration with the 

Trust’s Corporate Assistant Director for CSCG.  They will be responsible for advising on 

and actively participating in planning, delivering, reviewing and monitoring both 

Directorate and Corporate CSCG plans and will act as a focal point for the Director of 

Acute Services and the Trust’s Corporate Assistant Director for CSCG in respect of any 

issues relating to the development, implementation, performance management and 

assurance of CSCG plans, systems and procedures and their associated improvement 

plans.   

 

   

JOB TITLE   

  

Acute Directorate Clinical & Social Care 

Governance (CSCG) Co-ordinator 

BAND  

 

8B 

DIRECTORATE  

 

ACUTE 

INITIAL LOCATION  

 

Craigavon Area Hospital 

REPORTS TO  

 

Director of Acute Services 

ACCOUNTABLE TO  

 

Director of Acute Services 
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The post holder will provide enhanced CSCG support and performance improvement 

expertise and intervention in this area to their Directorate and to corporate CSCG 

projects where required.  He/She will provide their Directorate and the organisation with 

a suite of intelligent information analyses which demonstrate real time performance in 

relation to all areas of CSCG, including Incidents, Complaints, Risk, Litigation, Audit, 

Clinical Indicators and Patient Safety.  The post holder will also be required in 

collaboration with the Trust Senior Management Team and the Trust CSCG Senior 

Manager, to develop the organisation's capacity for continuous improvement in the area 

of CSCG and to facilitate a culture of openness and learning from experience using 

dynamic leadership and facilitation skills.    

  

KEY DUTIES / RESPONSIBILITIES  

 

Directorate Responsibilities 

 

1. On behalf of the Director of Acute Services, to take the lead within the Directorate 

in providing assurance to the organisation that all aspects of CSCG are of a 

sufficiently high standard of compliance and to ensure that the Trust CSCG 

systems and processes are embedded within the Directorate and are providing 

timely assurance and alerts to both the Service Director and the organisation.   

 

2. Lead on ensuring that at each level of the Directorate, staff have access to timely, 

high quality and appropriate information in relation to incidents, complaints, audit, 

clinical indicators, litigation and risk and that with in each service team this 

information is being acted on appropriately in order to mitigate risk, improve 

quality of care and patient and client safety.  

 

3.  In particular to coordinate via the Directorate governance team the timely and 

appropriate responses to both incidents and complaints on behalf of the 

Directorate and to ensure standards of response times and patient / client 

satisfaction is the complaints process is maintained.  

 

4. To ensure that strong links are maintained between Directorates and corporate 

functions such as complaints, the management of SAI’s and litigation.  

 

5. Lead on the investigation of serious adverse incidents in the Acute Directorate, 

ensuring that a consistently high standard of investigation and report writing is 

maintained at all times. 

 

6. Lead on patient/family engagement in relation to serious adverse incidents within 

the Acute Directorate.  
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13 

30/04/201

6 

Permanent HOS-Trauma 

and 
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(8B) 

 

 

 

01/05/201

6 

 

 

06/01/201

9 

 

 

Permanent 

 

 

Governance 

Coordinator Acute 

Directorate (8B) 

1. Appendix File 

ACG structure 

2016 

 

 

07/01/20

19 

 

31/07/202

2 

Permanent 

(Temp 

Higher Bd) 

Asst Dir Clin & Soc 

Care Gov (8C) 

 

 

 

23/03/20

20 

 

 

01/08/202

2 

 

Permanent 
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Director IPC (8C) 
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Assistant Director 
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22 
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2 
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(Temp 

Higher Bd) 

 

Interim Director of 

Surgery & Elective 

Care, Cancer and 

Clinical Services 

and Integrated 
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Women’s Health 

2e. Appendix xx 

Interim Director of 

Surgery & 

Elective Care, 

Cancer and 

Clinical Services 

and Integrated 

Maternity and 

Women’s Health 

 

 

01/01/20

22 

  

 

Permanent 

 

Dir Of Medicine & 

Unscheduled Care 

Services 

2f. JD Director of 

Medicine and 

Unscheduled Care 
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Boyce, Tracey

From: Boyce, Tracey 
Sent: 04 April 2016 15:16
To: Walker, Helen; Carroll, Ronan; McVey, Anne; Gishkori, Esther; Carroll, Anita; Conway, 

Barry
Subject: Confidential: Acute Governance Structure alternative proposal April 16
Attachments: Acute Governance Structure proposal April 16.docx

Hi all 
Based on the governance discussions we have had over the last couple of weeks and the lead nurse paper I 
have been thinking about an alternative option for our Governance structure – attached.   
 
It incorporates the lead nurse role into the structure – which is something I know some of you were 
worried about.  
 
I have left the band 7s role in as an option as I personally don’t think the lead nurses would be able to cope 
with the amount of governance work that needs to be done, on top of their other roles –we have a SAI 
investigation backlog and we still haven’t made a start on the ‘implementing lessons learned’ piece.    
 
Can we discuss this at team talk tomorrow?  
 
I have also asked David to create a high level SAI report – so that each Division can see where they stand in 
relation to the number of SAIs they have awaiting investigation – I may have it available tomorrow 
afternoon. 
 
Please do not share or discuss this with anyone else outside the Acute AD structure – I do 
not want this option getting to Connie or Paul before I have had a chance to break it to them that their 
governance role may be affected. 
 
Kind regards 
 
Tracey 
 
Dr Tracey Boyce 
Director of Pharmacy 
Southern HSC Trust 
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Acute Governance Structure – alternative option for discussion  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Option?  

 

 

 

 

 

 

 

Governance Coordinator – band 8B 

Lead Governance 

officer – band 6/7 

(1wte) 

 

Standards and 

Guidelines lead – 

band 7 

Divisional Governance leads –  

 MUSC  – lead nurses (band 

8As) 

 SEC & ATTICS – lead nurses 

(band 8As) 

 IWMH & CCS – existing gov 

leads 

 FSS (existing people) 

Governance officers – 

band 5 (0.6wte) 

Governance admin – 

band 3 (1.5 wte) 

Governance admin – 

band 2  

Assistant Directors 

 MUSC 

 SEC & ATTICS 

 IWMH & CCS 

 FSS 

Governance lead AD – (Tracey) 

Director of Acute Services 

Divisional Governance leads –  

 MUSC  -  2 x band 7 

 SEC & ATTICs– band 7 

 IWMH & CCS –band 7 

(existing) 
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develop the service to provide robust governance structure. The structure 

suggested when I applied for the Acute Governance Coordinator the post was 

not progressed – 1. Appendix File ACG structure 2016. 

 

1.10   The structure at the time included a small complaints team with 2 full 

time staff members and 3 part-time administration staff. As part of a review of 

capacity one staff member was asked to concentrate significant amounts of 

their role on SAI administration. One of the part time team also supported the 

operational teams with risk register updates. During my tenure there were 5 

weeks of unplanned leave. 

 

1.11   The standards and guidelines team had one part-time lead and an 

administration assistant. During my tenure there were 9 weeks of unplanned 

leave. 

 

1.12   Equipment management role was a staff member seconded from the 

estates team who provided part time cover. 

 

1.13   A member of staff to support the governance around point-of-care testing 

was appointed in June 2018. 

 

1.14   Temporary support was provided from the corporate governance team, 

they mostly provide M&M chair support.  

 

1.15   In relation to SAIs and other governance functions there were two lead 

nurses and a redeployed ward sister when I commenced. One lead nurse was 

immediately returned to their substantive lead nurse role and completed the 

SAIs they had initially commenced over the coming months. The second lead 

nurse in May 2016 reported she had been approached by an AD   and given two 

options: one to downgrade to band 7 in Acute Governance, or; move to 8A lead 

nurse in Surgery and Elective Care. Given the workload and personal 

circumstances  redeployment back to lead nurse role in Surgery and Elective 

Care did not happen until October 2017 (4.Appendix RE: Governance re- 
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7. What, in your experience, was the culture within (i) Acute Services and (ii) 
urology, regarding governance? For example, do you think there was 
enough time to properly manage and respond to governance issues? Did 
you feel that governance concerns raised by or through you were 
adequately addressed? 

  
7.1   The Acute Directorate is very busy with significant resources required for 

day-to-day operational management of the service. There had been a focus on 

performance and finance in recent years. However, good performance 

increases efficiency and flow of patients both electively and non-electively to 

reduce waiting times and risk. There was a verbal commitment to governance 

but operational challenges and available funding limited time to proactively 

manage and respond to governance issues. A Clinical and Social Care 

Governance Assurance Template completed in 2018 noted a number of 

weaknesses and opportunities within the Acute Clinical Governance systems. 

 

7.2   It is my opinion that the resource required to operationally and clinically 

manage the daily operations of the acute directorate left limited time to 

proactively address clinical governance processes and risks. Systems of 

oversight and monitoring were not well developed, some actions were taken 

forward by operational teams but this was not always shared with the 

governance team, or if not able to be progressed this was not always shared. 

Some work streams were supported by both the operational and governance 

teams.  

7.3   I believe this is also demonstrated by the move of the 8A nurse from 

governance to lead nurse post and the redeployment of the patient support 

nurses to support the SAI process rather than recruiting additional staff. 

7.4   There was also a lack of commitment and/or funding to providing support 

clinical teams, and to the audit committee to facilitate robust audit programmes 

with Acute Audit Committee oversight. 
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From:          Reid, Trudy
Sent:           10 October 2018 23:44
To:           Khan, Ahmed; Marshall, Margaret
Cc:           Boyce, Tracey; Gishkori, Esther
Subject:          Clinical and Social Care Governance Assurance Template
A�achments:     Clinical and Social Care Governance Assurance Template  June 2018

(2).docx

Dear Dr Khan and Margaret, please see a�ached Clinical and Social Care Governance Assurance
template, I had it in dra� format, please accept my apology for my oversight in not forwarding you this
response sooner.

Regards,

Trudy

Received from Trudy Reid on 16/05/2023.  Annotated by the Urology Services Inquiry.

WIT-96612











70 
 

Incidents – 

Acute Falls 

Satisfactory 

compliance 

 Standards 

&  

Guidelines 

Limited 

compliance 

Incidents – 

Medication 

Trust  

Satisfactory 

compliance 

Independent Sector  

Limited compliance  

 

 

8.6   In relation to overall view of the effectiveness of governance systems within 

Acute my view was that, as per the governance assurance template and the 

responses regarding the requirements for a clinical governance system  in 

question 7 and 8, there were weaknesses, challenges and gaps in the 

governance system. The workforce resource and information systems impacted 

on the effectiveness of the governance systems. 

 

 

9. What, in your opinion, could have improved the effectiveness of the 
governance structures and systems in place during your tenure? 
 

9.1   In my opinion it would have been good to have a review of the Acute 

Governance Structures with recommendations on improvement required to 

ensure governance structures were fit for purpose. 

 

9.2   The Governance Assurance Template did highlight weaknesses. At the time and 

now, in my opinion, additional staffing resource in the Acute Governance team to 

allow the development of governance structures and systems including audit for 

improvement and assurance would greatly assist. Specialist training to equip 

governance staff for their roles would have improved the effectiveness of governance 

structures and systems. Dedicated highly trained SAI chairs to facilitate timely 

completion of SAIs for learning. Improved IT systems such as Datix, the S&G 

database, audit tools and information systems would allow for timely reporting and 

triangulation of data. 
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Acute Governance Enhanced Structure – proposal for discussion  

31ST May 2018 

 

Additional funding may become available to enhance the Clinical Governance structure 
within the Acute Directorate in 2018/19.  This paper proposes the additional posts/roles 
that would be added to the existing structure. 

The existing structure of the Acute Governance Team is outlined in Appendix A.  The existing 
posts are coloured blue and the proposed new posts are coloured red.  

The introduction of additional posts would allow the Acute Governance team to introduce 
proactive governance activities such as governance dashboards, incident trend analysis, 
additional governance training and learning events related to trends/patterns identified 
from Trust incident reports. 

 

Rationale for proposed new posts 

3 wte band 6 Governance Nurses 

 These posts would be embedded in the MUSC and SEC teams to work with them on 
their ‘day to day’ datix and complaint responses (potentially one for SEC, one for ED 
and one for the rest of MUSC – but need to agree this with the ADs if funded). 

 

2 wte band 5 audit facilitators 

 The Audit facilitator posts will be aligned to the Divisions within Acute, supporting 
the teams in their clinical audit work. At present there is no support for audit within 
Acute.  

 

1 wte band 5 Equipment/POCT governance officer  

 1 Band 5 governance officer to work with the equipment management/POCT band 7, 
as from previous discussions with the Directors of Planning and HR, these post will 
need to take on the cross Directorate work which is not being addressed at the 
moment, rather than just focussing on the Acute Directorate.  

 

1 band 5 Equipment/POCT governance officer  
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 1 additional band 5 governance officer to improve our response to complaints, 
Ombudsmen enquires and risk register work/training for staff.   

 

0.5 ‘Governance’ PA for 10 consultants  

  By creating 10 consultants with 0.5PA for governance we could address the current 
problems we have with the availability of Consultant medical staff for SAI chairs and 
other governance working groups.  This also fits with the proposal Dr Kahn discussed 
with the Acute SMT in May.  The model would merge aspects of IWMH Medical 
governance and also MHD’s approach to leadership of SAIs.  We would provide 
advanced SAI leadership training for this team of consultants. 

 

 

 

 
Tracey Boyce 
Director of Pharmacy/Acute Governance 
31st May 2018 
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7.21   Audit was reported by the corporate governance team in the patient 

safety reports at acute governance and acute clinical governance. 

7.22   The audit committee meetings commenced but Mrs Gishkori did not 

always attend all the meetings and no additional administrative support was 

available for clinicians to facilitate audit and subsequently attendance at the 

acute meetings reduced meaning meeting were not quorate. The poor 

attendance and lack of additional resource for audit led  to meetings not 

continuing. However, clinical audit did continue with the support of the corporate 

clinical governance team and reports were presented to Acute   Governance and 

Acute Clinical Governance Committees. 

7.23   The lack of an audit committee meant there was no local acute oversight 

of audit activity meaning that triangulation of data was challenging. This 

impacted on the ability to identify risk and risk manage. 

 

           Education and training  

7.24   When I commenced the Governance Coordinator post there appeared to 

have been limited governance training. 

7.25   The limited number of staff within the Acute Governance Team and 

workload made it challenging to provide proactive training. However, the 

Corporate Governance team organised SAI training –training was provided 

by Consequence UK training in February and 1 day 3rd February 2016, 11th 

and 12th February 2016 and 7th and 8th March 2018 organised by. 

7.26   In June 2016– I subsequently organised a further session using 

Consequence UK on the 18th May 2017. 

7.27   I became aware of Clinical Leadership Solutions who provide training 

on SAIs. CLS provided on Investigating Incidents Building Competency 19th 

October 2018 and Investigating Incidents Master Class - 24th and 25th 

June 2019 and 16th 17 September 2019 

7.28   With the Acute Governance team internal in-house training sessions 

were  provided on clinical governance on nursing induction, Incident 
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Stinson, Emma M

From: Carroll, Ronan 
Sent: 09 May 2016 22:37
To: McAllister, Charlie
Subject: RE: Problems

Importance: High

I think it is safe to say you have a good handle on things 
Ronan  
 
Ronan Carroll 
Assistant Director Acute Services 
ATICs/Surgery & Elective Care  

 
 

From: McAllister, Charlie  
Sent: 09 May 2016 15:41 
To: Carroll, Ronan; Gishkori, Esther; Wright, Richard 
Subject: Problems 
 
Dear All 
 
Since being asked to take over responsibility for Surgery as AMD I have been trying to get my head around as many 
of the issues as possible. To date: 
 

1. There is no real functioning structure for dealing with governance. Mr Reddy is the Gov laed for surgery so is 
supposed to attend weekly meetings with AD and HOS to review IR1s that have come in, however the AD 
routinely missed the meeting (Before RC) so no actions tended to come from them.  

2. There were supposed to be monthly meetings with the clinical leads, AD, HoS and AMD to discuss issues but 
attendees poor at keeping the date so frequently cancelled. 

3. FY1 rota issues. Not enough so non-compliant.  
4. Paeds interface very poor and not resolved. 
5. Largely each specialty left to manage themselves, reliance on HoS to escalate issues. 
6. Urology. Issues of competencies, backlog, triaging referral letters, not writing outcomes in notes, taking 

notes home and questions being asked re inappropriate prioritisation onto NHS of patients seen privately. 
7. Not enough CAH lists so very inefficient extended days (not enough beds to service these) and spare theatre 

capacity in DHH with underutilised nursing and anaesthetic capacity. 
8. Middle grade cover is scant so unable to provide a urology rota at night thus gen surgery regs cover this. G 

Surg regs occasionally have to help with urology elective lists. 
9. ENT – not enough theatre time so extended lists – with problems as per urology. Problem with junior doc 

rotas. 
10. Ortho. Job plans still not agreed. 
11. SOW handover – variable – some consultants don’t attend – but is in job plan as far as I know.  
12. NIMDAT middle grade allocation – never get our full allocation on either site. Becoming increasingly difficult 

to find suitable locums to fill gaps. Likely to hit the point in the next year to 18 months where running two 
acute middle grade rotas isn’t feasible. DHH rota particularly shaky. 

13. If junior doc numbers particularly low then build up a backlog in dictation and results – governance risk. 
14. I am not aware that sign-off of results is secure. Governance risk. 
15. Colorectal issue – dysfunctional relationship between CAH and DHH. Possibly agenda to collapse DHH in 

order to have two Surgical rotas on the CAH site – one colorectal and one for everything else. 
16. Interface between gastroenterology and GI surgeons. 
17. Breast service teetering. Radiology support precarious. 
18. Significant backlog of IR1s/SAIs. Governance risk. 
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Q. What were Mrs. Gishkori's reasons, to the best of your 58

understanding, for deciding that she wouldn't take on 

this direct interfacing role? 

A. From what I observed and understood, I think 

Mrs. Gishkori, Esther, was overwhelmed with the post.  

It was a massive post, the Acute Director post.  Also 

maybe a level of inexperience in terms of the 

governance, leading governance in a very big, very vast 

wide-ranging directorate.  I think the fact that I was 

there and had already been doing it sort of allowed her 

not to maybe take it back fully.  It did make me 

nervous on her behalf because obviously then Esther was 

then going into the senior management team, the 

corporate governance meeting and so on, without that 

interface, so I was always nervous about how she could 

then represent, talk about her risks and so on.  

I started with, put a short briefing meeting in her 

diary every Tuesday morning for half an hour first 

thing, like at half eight in the morning before the day 

started.  I would have went with Trudy if I could, or 

one of us made sure we went to try and brief Esther on 

what had happened in the week past, because on Tuesdays 

at that point, the senior management team was on 

Tuesday morning, the corporate senior management team, 

so it meant then that Esther could have gone briefed to 

that and the senior management team had a rolling 

programme.  So, once a month their agenda was fully 

governance.  It was to make sure that Esther knew what 

TRA-05849
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Stinson, Emma M

From: Reid, Trudy 
Sent: 10 October 2018 21:49
To: McVey, Anne; Carroll, Ronan; Carroll, Anita; Conway, Barry; Boyce, Tracey; Gishkori, 

Esther
Cc: Stinson, Emma M
Subject: Governance reports 
Attachments: Weekly Re-Opened Report 09.10.18.xlsx; Current Complaints 9.10.18.xlsx; 

Ombudsman weekly 011018.xlsx; Major & Catastrophic Incidents week ending 
091018.xlsx; Incident Review Position as at 01.10.18.xlsx; SAI Report to 9.10.18.xlsx; 
SAI Recommendations 9.10.18 no action plan or report.xlsx

Please see attached governance reports for information and action  
 
Regards, 
 
Trudy 
 
 
Trudy Reid  
Acute Clinical & Social Care Governance Coordinator  
Craigavon Area Hospital  
SHSCT 
Mobile  
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b) Assessment of assurance systems for effective risk management which provide 

a planned and systematic approach to identifying, evaluating and responding 

to risks and providing assurance that responses are effective. 

c) Principal risks and significant gaps in controls and assurances are considered 

by the Committee and appropriately escalated to Trust Board 

d) Timely reports are made to the Trust Board, including recommendations and 

remedial action taken or proposed, if there is an internal failing in systems or 

services. 

e) There is sufficient independent and objective assurance as to the robustness 

of key processes across all areas of governance. 

f) Recommendations considered appropriate by the Committee are made to the 

Trust Board recognising that financial governance is primarily dealt with by the 

Audit Committee. 

 

Please see attached 16. Appendix Terms of reference  

 

3.5   Professional Governance for Doctors, Nurses, Midwives and Allied Health 

Professionals (AHP) and social workers is aligned to the Executive Directors of 

Medicine, Nursing and Social Work. 

 

3.6   During my tenure it is my experience that professional issues being addressed 

through professional lines were not always known to the acute clinical governance 

team and visa versa. The Medical Director would have had governance processes 

such as appraisal and latterly I became aware of what I now know to be the 

Maintaining High Professional Standards (MHPS) process. 
 

3.7   The Executive Director of Nursing, Midwifery and AHPs is responsible for 

nursing and AHP professional governance. The Executive Director of Nursing, 

Midwifery and AHPs post was combined with an operational Director remit until 

2018. 

 

3.8   With the passage of time and hearing about other processes ongoing at the 

time it is difficult to remember exactly when I became aware of the MHPS process 
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Delays in appointment / diagnosis 
Datix number Patient details HCN Summary of issue Outcome Recommendations if any

CT renal was done on 17/9/15. Report was received by secretary on 25/9/15. CT raised a suspicion of myeloma. 

Report was seen by me on 26/9/16 and I requested urgent OPD within 1-2 weeks with a specific mention that 'I am 

happy to see him as an extra patient' But, an OPD appointment was made only 13/7/16.MRI and blood tests 

requested 13/7/16. We need to wait for the reports. Hopefully, there is no malignancy.

13/07/16 - OPD letter - In essence, it is unlikely that there is any sinister 

problem but still I have requested an MRI spine and arranged for all relevant 

blood tests.

 It was reported from nursing home regarding below mentioned patient that she suffered TIA on 10th July at 9.00 am 

the care assistant was walking this nursing home resident  to the toilet, whereby she loss power in her leg , care 

assistant lowered the patient called nursing staff who reported patient was unable to speak or stick out the tongue 

and had loss of right arm power and patient felt weak with it , observation  were stable except BP was 78/50.it all 

resolved within 2-3 minutes                                                                                                       This patient was seen on 

06/06/16 at pacemaker check clinic ,patient had episode of Paraoxysmal Atrial Fibrillation, Cha2ds2vasc =4 , the 

cardiac physiologist brought it to my attention ,as this patient has mild Dementia and was being transferred to 

Belfast , the importance of being on anticoagulation was highlighted in view of age and eGFR and no murmur 

,choice of DOAC was done , However the family preferred to get it referred to GP  , urgent letter was 

dictated on 06/06/16 with information of the GP outlined ,I also called the surgery to make sure that they had 

anticoagulant clinic locally and this patient warrants anticoagulation in view of AF on PPM check  I was contacted on 

11 July @11.30 am to report patient had experienced a TIA , On investigating further it seemed that the GP had not 

received any correspondence from us ,hence anticoagulation was not commenced.                                                              

Discharged  20/4/16

 Patient was waitlisted for removal of ureteric stent on 17/11/2014,  This request was registered in the book in stone 

treatment centre. A green booking form was also filled in at the same time. But this was overlooked.    Patient had 

to have the stent in unnecessarily too long                                                                                                                                 

He was reviewed in clinic today and realised that the stent was still ins itu. Arranged to remove the stent only 

today..

SECRETARY TOOK A PHONE CALL FROM A PATIENT TO SEE IF SHE WAS ON THE WL FOR A REPEAT OGD AS SHE HAS 

BARRETT'S OESOPHAGUS, NOTES WERE IN CAH SO SECRETARY COULD NOT CHECK AT THIS TIME AS SHE IS BASED IN 

STH. SHE CHECKED WITH GP WHO CONFIRMED THEY HAVE A LETTER FROM 1.3.12 SAYING OGD TO BE REPEATED IN 

2 YEARS. THE PATIENT WAS NOT ADDED TO THE WL. PATIENT WAS SCOPED BY A GPSE.                                                                                                               

PATIENT ADDED TO WL AND HAS BEEN GIVEN A DATE TCI ON 24/6/16

TCI 24/06/16                                                                                                                   

letter dictated 3/8/16                                                                                                                  

This lady had a surveillance upper GI endoscopy for Barrett’s metaplasia.  The 

OGD did indeed confirm Barrett’s.  Biopsies have not shown any evidence of 

dysplasia or malignancy.

She will be booked for a repeat OGD in 2 years time.  

Breast clinic Failure by A&C agency/bank staff to follow A & C protocol re printing appointment letters over 3 clinic sessions 140 

patients affected.  140 PATIENTS DID NOT RECEIVE APPOINTMENT LETTERS.                          Immediate response by A 

and C team to rebook and phone patients.

Chest x-ray performed 2014. Correctly reported tumour but not actioned. Represents now with abnormal CXR and 

CT has confirmed tumour.

H&C                                                                                                GP has made patient aware of 2014 x-ray

Patient curently on lung cancer red flag pathway

I have informed patient we will investigate above

OPD letter 9/6/16 poorly differentiated squamous cell carcinoma and his PET 

scan showed an FDG positive lesion in the right upper lobe with uptake in the 

hilar node and also a right paratracheal node.

Litigation request 

 X-ray 4/7/15 not picked up 26/08/15 – not SAI was pending report                                                                                                                                                                                    

patient cancelled for TURP elective surgery due to suspicious lesion on CXR.  Had been seen at preassessment 

where cxr (3/7/15 taken when inpatient) had been seen by preop anaesthetist and report noted bulky hilum.  No 

follow up noted. Repeat cxr organised for 1/9/15.  Lesion looked worse and decision taken to cancel elective surgery 

by myself and surgeon.

Died 16/01/16 under care of paliative team 

PATIENT RANG IN TO CHECK WHEN HE WOULD SEEN AST GRATRO - THIS ALERTED GASTRO SEC IN ACH AS PATIENT 

WAS NOT ON PAS.                    PATIENT WAS ATTENDING A NURSE LED CLINIC AND WAS SEEN AS A WALK IN AT DR 

RF CLINIC. DICTATED A REFERRAL TO GASTROENTEROLOGY.  THIS WAS RECORDED ON THE 

NURSE CLINIC SHEET, THE CHART WAS SENT TO THE TYPIST, BUT AS THE PATIENT WAS NOT ON THE SHEET AS A 

WALK IN, THE LETTER WAS NOT PICKED UP TO BE TYPED AT THE TIME.  THE REFERRAL WAS ACTIONED ON 24/3/16 

WHEN A CLEAR UP WAS DONE ON DIGITAL DICTATION.                                                                                                      

REFERRAL TO GASTRO MADE AND GRADED AS URGENT.  HEAD OF SERVICE FOR DERM AND ADMIN MADE AWARE.

ACTIONS BY SERVICE ADMINISTRATOR

•Admin Staff to ensure that if there are comments on the clinic sheet to follow up and pass to the relevant 

secretary.

The secretaries to ensure that a fortnightly check of G2 is done for outstanding letters.

Spot checks by SA extended to ensure that there is no outstanding dictation on G2 that is older than that recorded 

on the backlog report.

Clinic 8/6/16 letter states                                                                                     

Certainly at this point I am not compelled to proceed with endoscopy. I will ask 

the GP if they can arrange a helicobacter breath test for this man and if 

positive eradicate. If he has steroids I would suggest PPI cover

screened some time as SEA – Barry wanted Helen to take forward as SEA but I think we need a clinician can we 

discuss  - oesophageal CA see attached info                                                                                              65 year old patient 

undergoing OGD as per Barrett’s syndrome review on 10 March 2010. Hardcopy histology report stated:’special 

status for P53 highlight the area of concern, strengthening the interpretation of dysplasia. Further biopsies are 

advised.’ GP re- referred patient on 26 May 2015 upon noting the absence of any further  review. Histology samples 

from examination on 17 June 2015 revealed esophageal mucous membrane adenocarcinoma.  

                                                                                                                                                                                                         

YEAR OLD ATTENDED AFTER rta KNEE PAIN XRAY INITIALLY READ BY ED DOCTOR NORMAL                                                                                                                                                                                

OFFICAL REPORT WAS THEN MADE BY REPORTING RADIOGRAPHER 2DAYS LATER REVEALING A FRACTURE.                                                                                              

NO REPORT WAS FLAGGED TO SENIOR ED STAFF UNTIL HER ATTENDANCE TO ED PHYSIO ON THE 6TH JANUARY 

WHEN THE OFFICAL REPORT WAS NOTED AND ACTED UPON.                                                                                            OF 

NOTE ALSO IS THE LADY DID PHONE HER GP ON THE 29TH DEC WITH INCREASING PAIN AND THE GP WAS NOT ABLE 

TO PROVIDE PATIENT WITH INFO FROM HER ED ATTENDANCE OR READ THE OFFICAL REPORT FROM THE XRAY 

SYSTEM

Letter 2/9/15                                                                                                                      

This lady is now almost 9 months from her operation.  She is undergoing 

physio in .   With regards to mobilisation she now walks without aids 

and pain free.  She finds that she cannot walk quite as far or as fast as before.  

The only movement that she has any problems with is walking down stairs 

when the knee feels a little weak. 

Radiology Department to send electronic notification of unexpected abnormal findings to referring clinician,                                                                                                                                                                          Ensure rapid 

creation and distribution for Name and Date stamp for each Emergency Department Clinician who are responsible for x-ray audit in the Emergency Department.                                                   Each patient record to be 

stamped by Clinician who undertakes the daily audit,                                                                                                                                                                                                                                                                                Multi-

disciplinary process needs to be formalised and documented in relation to the management and processing of abnormal x-ray findings.  This process needs to reflect any amendments made in response to this SAI 

investigation.                                                                                                                                                                                                                                                                                                            SHSCT Clinicians to consider making an 

entry in PACS detailing clinical findings and or management plan.  This will support the Radiologists assessment to flag or not to flag any notable findings,
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01/08/2014                   In August 2012  underwent right radical nephrectomy for renal cell carcinoma. Histology revealed a 

Fuhrman Grade III tumour. Follow-up management plan included regular CT scans and clinical reviews. was 

reviewed in February 2013. At this time a CT scan was arranged for May 2013, this was to be followed by a clinical 

review in June 2013. did have a CT scan in May 2013 as arranged but was not reviewed in June. On 20th August 

2014, concerned that  might have recurrent disease, ’s GP referred back to the Southern Trust Urology 

Service. Metastatic recurrence was identified on CT scan.

RIP The Review Team recommends a robust system for managing overdue Uro-oncology review is established.                                                                                                                                                                                  2) A handover 

of patient caseload is required before a consultant leaves the trust. This arrangement must be formalised and robust.                                                                                                                                                                   2) A 

handover of patient caseload is required before a consultant leaves the trust. This arrangement must be formalised and robust.                                                                                                                            3) All radiology reports 

must be actioned if required and signed off by an appropriate person.                                                                                                                                                                                                                                             4) A timely 

discharge letter should be dictated for every Urology patient.                                                                                                                                                                                                                                                            5) The review 

team recommends a communication record is designed and instigated for use with Uro-oncology patients and named Key Worker

 30th October 

2013.                                  

(CAH) with a six month history of painless rectal bleeding. was seen in November 2007 at which time a rigid 

sigmoidoscopy was carried out and barium enema arranged. This was done on 4th January 2008. The subsequent 

correspondence to the GP (21/02/08) indicated the barium enema revealed a constant filling defect consistent with 

pedunculated polyp therefore a flexible sigmoidoscopy would be arranged. underwent colonoscopy on 30th 

October 2013. An un-resectable 2cm polyp, which was suspicious of malignancy, was noted in the distal sigmoid 

colon. A 4x3cm soft tissue lesion was seen on CT scan (07/11/13) - malignancy could not be ruled out. On 12th 

November 2013 underwent a “High anterior resection and right hemi-colectomy”. The histology findings 

confirmed a “Dukes A tumour (adenocarcinoma), and 6mm nodule containing metastatic neuroendocrine 

carcinoma” within the “high anterior resection” specimen and a “neuroendocrine carcinoma” contained within the 

“right hemicolectomy”. was referred to an Oncologist for further management and was seen on 24th May 

2014, treatment was not required at this time.

Letter April 16 Mater Hospital female admitted electively for left 

hepatectomy. Previous right

hemicolectomy and anterior resection in 2013. Asymptomatic on admission. 

Had

been feeling well up until lesions were noted. MRI liver in January showed two

masses in segment 1Vb of liver. No intra or post op complications. Post op, 

pain

controlled with paracetamol. is feeling well, eating and drinking,

sitting out of bed and mobilising on ward.

Recommendation 1

Consideration should be given to developing and introducing an electronic system of request for endoscopy                                                                                                                                                        Recommendation 2

The current requesting system should be reviewed to incorporate a stringent method for checking that endoscopy requests have been actioned by the secretarial support team.                                                                                     

Recommendation 3

Currently General Practitioners receive a regular bulletin from the Trust on current waiting times for each specialities’ procedures/investigations. The circulation list should be expanded to include all clinicians so that they 

are aware of these times, so that when they are explaining the plan for a patient’s on-going treatment/investigation, they can give the patient an indication of when to expect an appointment.

This patient was undergoing bowel investigations. Previous history of Rt hemicolectomy and ileostomy for 

malignancy. Colonoscopy done on 6/3/14 and 5/4/14 with poypectomys done on both occasions. Patient reviewed 

by consultant 26/8/14 and patient informed that there evidence of malignant disease in polyps. Patient should have 

been reviewed in April 2014 with results. Cons informed pt and wife of omission

Letter 28/7/16                                                      

I am pleased to say that recent CEA was normal at 2.5.  I look 

forward to seeing him again at his next review appointment.

Creation of Trust-Wide Standard Operating Procedures for the clerical teams in relation to allocation of review appointment following investigative procedures. This will have to include input and support from Clinicians in 

all specialties to ensure that each procedure reflects each specialty’s processes.                              Creation of Trust-Wide written guidance in relation to the validation of reports, results and histology by each Consultant-

Lead team. This guidance will need to reflect both a Corporate and Consultant response to the governance responsibilities when managing patient results. The Operational Teams responsible for implementation of change 

will need to seek agreement on a basic minimum standard, as well ensure that Trust-Wide, each specialty produce any variances in writing for inclusion. Consultant and clerical annual leave/sick leave contingency planning 

needs to be considered.

 

HCN

Missed cancer.Anaemia CT Colon- May 14 ? cancer ascending colon.Direct visualisation advised- not booked. Patient 

presented April 15 Obstructing caecal cancer with Liver mets- likely incurable disease.

Deceased The SHSCT Acute Services continue to monitor and reduce the Surgical Review Backlog and waiting times                                                                                                                                                                                     The Trust-

Wide Outpatient Consultation Rooms are furnished with the waiting times for Review patients for each Consultant on a monthly basis                                                                                                          The Trust-Wide Outpatient 

Consultation Rooms are furnished with Radiology waiting times for routine procedures                                                                                                                                                                        The SHSCT Induction includes 

instruction that all Doctors are expected to provide clear and precise instruction in relation to patient review. The SHSCT need to consider formally discouraging the term ‘in due course’ within every specialty.

Patient anaesthetised for a procedure.   After anaesthetic induced the surgeon decided that surgical intervention 

was inappropriate and the patient was woken and sent to recovery

Letter 13/12/15  died prior to my post-take ward round after being 

admitted drowsy and clinically septic.  We were away of his metastatic 

colorectal carcinoma and appropriate comfort measures had been 

commenced from point of admission and he had been declared not for cardio 

pulmonary resuscitation.  I apologise for the delay in this notification.  

Trust-Wide written guidance needs to be created in relation to the validation of reports, results and histology by each Consultant-Lead team. This guidance will need to reflect both a Corporate and Consultant response to 

the governance responsibilities when managing patient results. The Operational Teams responsible for implementation of change will need to seek agreement on a basic minimum standard, as well ensure that Trust-Wide, 

each specialty produce any variances in writing for inclusion. Consultant and clerical annual leave/sick leave contingency planning needs to be considered.                                                                                                                                                                                                                                                                                                                                                                    

There needs to be agreement and documented process that if there is a mis-match between proposed/current management, Radiology will electronically flag the abnormal result to the Clinician making the imaging 

request. There is a fundamental need to ensure that clinicians provide adequate clinical history in a format suitable to PACS and the Radiologist on submission of Radiology requests.                                                                                                                                                                                                                                                                                                                                                                                      

The SHSCT need to consider implementation of a Pre Op Investigation Pathway or check list which records current and timely information in relation to prepratory investigations (where relevant). This needs to be available 

on the day of admission to the medical and nursing staff admitting the patient in an easily accessible format. The action plan needs to include investigations done for NHS patients which are done in the private sector.                                                                                                                                                                                                                                                                            

The SHSCT Radiology team require the current process in relation to the hardcopy circulation of hardcopy x-ray reports to be revised to ensure more timely delivery. Target delivery times for reports, the format of reports 

need to be agreed and maintained. The action plan needs to include investigations done for NHS patients which are done in the private sector.                                                                                                                                                                                                                                                                                                                                                                   

Acute Services within the SHSCT need to consider training, process map and the  utilisation of the ‘PACS worklists’ option in an effort to support the timely management of radiological requests for clinicians.                                                                                                                                                                                                                                                                                                                                                             

The Review Panel recommends that there is regular communication or meetings in relation to clinical and radiological mis-matching on both Acute sites in the first instance. These meetings should be open to all specialties 

to provide a forum to discuss and address any issues around classifications of referral or clinical mis-matches. The action plan needs to include investigations done for NHS patients which are done in the private sector.

  Patient .  Had a CT scan 24/6/2014 as follow-up of bowel cancer. CT showed 

an abnormal renal cyst with two further cysts in the right kidney.  US performed 24/7/2014 showed solid elements 

within the anterior lower pole cyst and recommended an MRI to further evaluate.                                                                                                                       

MRI performed 2/9/2014 reported 'Comparison to previous ultrasound dated 24/07/2014 and CT dated 24/06/2014.  

There is a large well-defined ovoid cystic mass, arising from the upper pole cortex of the right kidney, measuring 8.7 

cm x 5.3 cm in size.  This lesion is T2 hyperintense, T1 hypointense, and demonstrates no abnormal enhancement.  

The MR appearances are consistent with a cyst'. No comment made on the MRI report regarding the anterior lower 

pole which had concerning features on CT and US.   The MR appearances are consistent with a cyst'. No comment 

made on the MRI report regarding the anterior lower pole which had.                                                  Had a further CT 

on 29/10/2014 as follow-up for breats cancer which again reported '3.6 cm exophytic complex cyst is seen in the 

lower pole of the left kidney anteriorly containing solid and cystic component.  Simple cyst seen in the upper pole 

measuring 7 cm.  Left kidney show no focal lesion...Complex cyst right kidney.(previously investigations noted)'        

was referred to the urology department on 29/10/2014 for assessment and advice regarding the cyst with the 

MRI report. referral was marked as routine byt the |GP (on basis that MRI had reported a benign cyst). Referral was 

not triaged on receipt.                                                                                                                  sent OP appointment for 

6/1/2016. Consultant had noted in clinic preperation that the MRI report had not commented on the abnormal cyst 

and requested a further review by a consultant radiologist who reported the abnormal cyst as a likely cystic renal 

cancer.                                                                                       was seen in clinic on 6/1/16. the sequence of events 

was outlined and surgical treatment of a suspected cystic renal cancer recommended after completion of up to date 

staging with a further CT scan.         

Letter OPD 16/08/16                                                                                       

Diagnosis: Currently undergoing treatment for breast cancer 

Complex renal lesion felt likely to be cystic renal cancer 

Outcome: Outpatient review 8 weeks 

I reviewed this lady today. She continues on her breast cancer treatment. She 

tells me her chemotherapy had to be discontinued. I also note she was 

admitted with an atypical chest infection towards the end of June. Her next 

treatment is radiotherapy and this is due to start in the next week or two for 

duration of 5 weeks of treatment. I plan to review her in 8 weeks. She has had 

a follow up CT scan which was performed during her admission and on this CT 

scan the renal lesion is unchanged in size. Providing all is well when I see her in 

8 weeks I will look to arrange her renal surgery. 

Under review 

 patient attended with history of fall, facial bruising denied neck tenderness. discharged following asesment and 

facial bones x rays. attended ED DHH 2 days laer with vomiting. CT brain NAD, no c spine t5enderness, admitted as 

minor head injury to femaile surgical ward. Ct C spine 23/10/15 showed c spine fracture.

Solicitor letter received regarding compensation Feedback should be given to relevant staff as a way of informing practice                                                                                                                                                                                                                                                       The 

Emergency Nurse Practitioner Head Injury protocol needs reviewed to define clearly “Minor Head Injury” and advise on the exclusion of additional neck injury in high risk patients 

13.05.16 year old attended ED with head injury and neck pain after fall in nursing home. was discharged back to NH after x 

rays. returned ED 3 days later unwell. admitted UTI, off feet. subsequently established C Spine fracture was not 

indetified on her initial attendence 12/05/15. patient arrested and died on ward 

Died The report should be shared with operational teams for learning                                                                                                                                                                                                                                                                        There 

should be a senior review on vulnerable patients with head/neck injuries .prior to discharge from ED                                                                                                                                                                                          When a patient 

is required to wait for an extended period of time in the ED for return to a Nursing Home they should have a nursing assessment and care documented.                                                                                     Patients re-attending 

following a recent relevant ED attendance should have a thorough review of notes and investigations from the first attendance                                                                                                                   A full assessment and 

examination should be carried out on all patients admitted to MAU in a timely manner.                                                                                                                                                                                  The Trust should have 

appropriate procedures in place for when discharge back to nursing homes is either not appropriate or possible in the out of hour’s period.                                                                                        The Trust should create a system 

for the timely reporting of ED X rays

29/07/2016 Patient attended gynae OP with intermenstrual and postcoital bleeding on several occasions diagnosis of cervical 

cancer made on 29/07/2016 investigation and referred onwards to BCH

The patient is aware that the clinical findings are not typical of a cervical tumour A smear sent about a year ago was inadequate with a recommendation for a repeat in 3 months The patient states that the treatment room 

nurse took smears in the interim which do not seem to have been sent possibly because they were heavily blood stained

3 inadequate smears would have resulted in colposcopy When I took a smear she bled extremely heavily and I think this is possibly where the opportunity was missed I presume Tim will investigate Might need to involve 

the GPs surgery
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Urology Consultant 
SAI 52720 Mr O’Brien SAI review 

SAI 69120 Mr O’Brien SAI review 

SAI 69120 Mr O’Brien SAI review 

  SAI 69120 Mr O’Brien SAI review 

SAI 69120 Mr O’Brien SAI review 

  SAI 69120  Mr O’Brien SAI review 

SAI 69133 &  

complaint 7118 

Mr O’Brien SAI review 

Complaint response 

Complaint7872 Mr Glackin Complaint response 

SAI 82964 Mr O’Brien SAI review 

SAI 42161 Mr R Suresh SAI review 

SAI 83235 Mr Glackin SAI review 

Review of care Review of Care 

Screening – MDM 
process  

Mr Young Letter sent to Mr Young 

following screening 

regarding the MDT 

process.  
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APPENDIX 6 

Revised November 2016 (Version 1.1) 

Root Cause Analysis report on the 
review of a Serious Adverse Incident 

including  
Service User/Family/Carer Engagement 

Checklist  
Organisation’s Unique Case Identifier: 69133 

Date of Incident/Event: 10/07/2016 

HSCB Unique Case Identifier:  S11486 

Service User Details: (complete where relevant) 
D.O.B:        Gender: (M)    Age:   ( yrs) 

Responsible Lead Officer: Dr J R Johnston 

Designation: Consultant Medical Advisor 

Report Author: The Review Team  

Date report signed off:   27 January 2020 
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25/07/2017  & 21/09/2017 &09/11/2017 & 8/12/17 1 

INCIDENT CHECKLIST    Name: -  

Directorate: Acute Services 
Reporting Division: Acute 
Date of Incident: 12/01/2017 
Incident (IR1) ID:  
Grade of Incident: Major 
Names / Designations of those 

considering  

Incident:  (Should include Director, 

Assistant Director, AMD & CSCG 

Coordinator) 

Mr R Carroll 
Mr C Weir 
Mrs P McAloran  
Mrs T Reid (facilitator) 
Mr Haynes AMD 

If Incident involved the death of a service 

user, was the coroner informed: 
NA 

Brief Summary of Incident:  had a CT on 20/12/2016 IN SWAH with a coincidental finding of ‘A large 

fatty tumour in the left perirenal space which may be in keeping with an 

angiomyolipoma with extrarenal growth. Differential diagnosis should include 

liposarcoma, adrenal teratoma or adrenal myelolipoma. Specialist referral is advised’ 

 was referred to CAH urology.  was ‘discussed’ at the urology MDM and 

referral was to be made to endocrine team. 

This referral was not made; on the 12/5/2017 GP letter was received highlighting  

 had not received an appointment. 
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SHSCT GOVERNANCE TEAM (IR2) Form -NEW June 2018

Incident Details
ID & Status

Incident Reference ID

Submitted time (hh:mm) 15:50

Incident IR1 details

Notification email ID number

Incident date (dd/MM/yyyy) 25/10/2018

Time (hh:mm) 12:18

Does this incident involve a patient under 
the age of 16 within a Hospital setting 
(inpatient or ED)

Does this incident involve a Staff Member?

Description

Enter facts, not opinions. Do not enter 
names of people

Patient details - 

GP phoned Mr Glackin's Secretary on 25.10.18 to enquire about patients follow up. Secretary looked into patients history and 
it was discovered that this patient had their bladder surgery but that patients pathology had not been discussed at the Urology 
MDM, which takes place on a weeks basis. The secretary then phoned the urology cancer tracker to advise of same and asked 
why and how this had happened. The tracker looked into the patients details on CaPP's (System used to track suspect and 
confirmed cancers) and could see that patient was listed for MDM discussion on 28.12.17 (virtual MDM) but outcome was to 
defer to the next week with pathology, which was not available at that time. Unfortunately due to human error the tracker did 
not schedule patient for discussion the following week and patient was overlooked. The patients episode was closed off on 
CaPP's as they had underwent their first definitive treatment so this oversight was not picked up via tracking. As this patient 
was not discussed at MDM there was no post surgical review appointment arranged and no follow up procedures arranged, if 
deemed necessary as per Consultant.

Action taken

Enter action taken at the time of the 
incident

I initially spoke with tracker to establish what had happened.
Escalated what had happened to OSL and how this had happened. 
Fully investigated patients pathway.
Advised Tracker to list for MDM discussion for 01.11.18. 
Secretary advised Consultant of what had happened - advised that OP appointment was to be arranged. This was booked for 
29.10.18.
Failsafe for all trackers is currently being worked on to prevent this happening in the future.

Learning Initial ?

Reported (dd/MM/yyyy) 30/10/2018

Reporter's full name Vicki Graham

Reporter's SHSCT Email Address

Opened date (dd/MM/yyyy) 30/10/2018

Has safeguarding been considered?

Were restrictive practices used?

Name

This will auto-populate with the 
patient/client's name if the person-
affected details have been entered for this 
incident.

Location of Incident

Site Craigavon Area Hospital

Loc (Type) Support Area

Loc (Exact) Admin Floor

Directorate Acute Services

Division Surgery and Elective Care

Service Area General Surgery

Speciality / Team Urology Surgery

Staff initially notified upon submission

Management of Incident

Handler

Enter the manager who is handling the 
review of the incident

 Martina Corrigan

Additional/dual handler

If it is practice within your team for two 
managers to review incidents together use 
this field to record the second handler

 Brigeen Kelly
 Sharon Glenny

Escalate 

You can use this field to note the incident 
has been escalated to a more senior 
manager within your Service/Division- 
select the manager from this list and send 

Recipient Name Recipient E-mail Date/Time
Contact 
ID Telephone Number Job Title

Glenny, Sharon 30/10/2018 15:50:38 Operational Support Lead

Reddick, Fiona 30/10/2018 15:50:38 HOS : Cancer Services

Litte, Alison 30/10/2018 15:50:38 Risk Midwife

McAloran, Paula 30/10/2018 15:50:38 Senior Governance Officer

Reid, Trudy 30/10/2018 15:50:38
Interim Assistant Director 
of Corporate Governance

Mr Chris Wamsley  

Page 1 of 4Datix: SHSCT GOVERNANCE TEAM (IR2) Form -NEW June 2018

28/04/2022http://vsrdatixweb2/Datix/Development/index.php?action=incident&recordid ..

Received from SHSCT 07/09/2023.  Annotated by the Urology Services Inquiry.

TRU-178398

Patient 138

Patient 138

Personal Information redacted by the USI

Personal Information redacted by the USI

Personal Information redacted by the USI

Personal Information redacted by the USI

Personal Information redacted by the USI

Personal 
Information 
redacted by 

the USI

Personal 
Information 
redacted 

by the USI

Personal Information 
redacted by the USI

Personal 
Information 
redacted by 

the USI



2

We can discuss at our next meeting which I think is 21 Feb. 

Barry. 

From: Glenny, Sharon  
Sent: 31 January 2019 11:33 
To: Carroll, Ronan; Conway, Barry 
Cc: McAloran, Paula; Kingsnorth, Patricia; Clayton, Wendy 
Subject: RE: SEC screening  H&C  Datix  

Hi Ronan 

Our Trust Cancer Performance Meeting was cancelled last week in view of the fact we had the 
Regional Cancer Performance Meeting. 

We will keep this on the agenda though for the next meeting in February. 

Vicki – can you add this as an agenda item please. 

Thanks 

Sharon 

From: Carroll, Ronan  
Sent: 31 January 2019 11:18 
To: Glenny, Sharon; Conway, Barry 
Cc: McAloran, Paula; Kingsnorth, Patricia; Clayton, Wendy 
Subject: FW: SEC screening H&C  Datix  
Importance: High 

Sharon/Barry 
I don’t recall we discussed this at last performance meeting.  
What systems/reports are employed in the other 4 trusts to prevent this happening? 
Ronan  

Ronan Carroll 
Assistant Director Acute Services 
Anaesthetics & Surgery/Elective Care 
Mob   

From: McAloran, Paula  
Sent: 29 January 2019 15:21 
To: Carroll, Ronan 
Cc: Kingsnorth, Patricia 
Subject: FW: SEC screening  H&C  Datix  

Re:  H&C  

Ronan 
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From: McAloran, Paula  
Sent: 15 January 2019 12:06 
To: Glenny, Sharon; Reid, Trudy 
Cc: Kingsnorth, Patricia; Carroll, Ronan; Haynes, Mark; Scullion, Damian; Conway, Barry 
Subject: FW: SEC screening  H&C  Datix  

Dear all 
Can you please provide an update. 

Kind Regards 
Paula 

Paula McAloran 
Senior Governance Officer 
Admin Floor Craigavon Area Hospital, Craigavon BT63 5QQ. 
Extension  
External Number  

From: Reid, Trudy  
Sent: 09 December 2018 21:16 
To: McAloran, Paula 
Subject: FW: SEC screening

Did we ever get an update 
Trudy 

From: Conway, Barry  
Sent: 28 November 2018 12:26 
To: Carroll, Ronan; McAloran, Paula; Haynes, Mark; Scullion, Damian 
Cc: Reid, Trudy 
Subject: RE: SEC screening 

Dear all – Sharon is following up and we will update on this soon. 

Barry. 

From: Carroll, Ronan  
Sent: 27 November 2018 15:38 
To: McAloran, Paula; Haynes, Mark; Scullion, Damian 
Cc: Reid, Trudy; Conway, Barry 
Subject: RE: SEC screening
Importance: High 

Paula 
Reading the attachment this is a human error at tracking/mdm level.   
From this lesson what have we put in place to reduce the risk of reoccurrence 
Ronan   

Ronan Carroll 
Assistant Director Acute Services 
Anaesthetics & Surgery 
Mob  
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Screening Form Name    

Directorate: Acute Services 
Reporting Division: sec 
Date of Incident: 

Date of Screening 

Incident (IR1) ID: 

Grade of Incident: 

Names / Designations of those 

considering  

Incident:  (Should include Director, 

Assistant Director, AMD & CSCG 

Coordinator) 
If Incident involved the death of a service 

user, was the coroner informed: 
Brief Summary of Incident: Patient had TURBT 22/12/17 was listed for MDM  28.12.17 (virtual MDM) patient was 

closed on cancer tracker system and not followed up until GP phoned to enquire 

25/10/18. Histology report 28/12/17 showed Transitional cell carcinoma. 

Summary of discussions re SAI / RCA/ 

major / catastrophic  incident review: 

For screening. Red Flag team investigating for timeline 
19.11.18 For Screening 
18/12/2018 Trudy discussed with Mark Haynes.        
15/01/2019 Email to Sharon Glenny & Trudy for update. 
30/01/2019 see emails from Trudy Reid and Sharon Glenny. 
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WIT-100404
Patient 138 Personal Information redacted by the USI





2

Sent from my BlackBerry 10 smartphone. 

From: Carroll, Ronan 
Sent: Wednesday, 31 August 2016 17:40 
To: McAllister, Charlie 
Subject: FW:  

 
Charlie 
Please can you read the series of emails. Suffice to say that although the outcome for the pt would not be any 
different, this as you know is not the issue that needs to be dealt with.  
Await your thoughts 
Ronan  
  
Ronan Carroll 
Assistant Director Acute Services 
ATICs/Surgery & Elective Care 

 
  

From: Corrigan, Martina  
Sent: 31 August 2016 13:17 
To: Carroll, Ronan 
Subject: FW:  
Importance: High 
  
Can we discuss please? 
  
Thanks  
  
Martina 
 
Martina Corrigan 
Head of ENT, Urology, Ophthalmology and Outpatients  
Craigavon Area Hospital  
Telephone:  
Mobile :  
  

From: Haynes, Mark  
Sent: 31 August 2016 09:34 
To: Corrigan, Martina 
Subject: Fw:  
Importance: High 
  
Ignore the hcn but the story here is raised PSA referred by GP on 4th may. GP referral as routine. Not 
returned from triage so on wl as routine. If had been triaged would have been  RF upgrade (PSA 34 and 30 
on repeat). Saw Mr Weir for leg pain and CT showed metastatic disease from prostate primary. Referred to 
us and seen yesterday. As a result of no triage delay in treatment of 3.5 months. Wouldn't change 
outcome.  
SAI? 
  
  
Sent from my BlackBerry 10 smartphone. 

From: Coleman, Alana < > 
Sent: Wednesday, 31 August 2016 08:34 
To: Haynes, Mark 
Subject: FW:  
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From: Reid, Trudy
Sent: 06 September 2023 16:25
To: Reid, Trudy
Subject: FW: URGENT : Final reminder -  DRO query - TOR and Team Membership

- Trust Ref: SHSCT SAI 52720  HSCB Ref: S8146

From: Reid, Trudy <T > 
Sent: 03 June 2016 10:18
To: Farrell, Roisin < >

 Subject: RE: URGENT : Final reminder - DRO query - TOR and Team Membership - Trust Ref: SHSCT SAI
52720 HSCB Ref: S8146

Roisin I spoke with the DRO and we discussed the case at length, he appeared content with the team
we membership we suggested, he did state we may during the review want to take the opportunity to
ask for an independent opinion if the team felt it useful, par�cularly in rela�on to X-ray, however he
did appear content that we start the SAI without an external representa�ve

Regards,

Trudy

Trudy Reid
Acute Clinical & Social Care Governance Coordinator
Craigavon Area Hospital
SHSCT
Mobile 

From: Farrell, Roisin 
 Sent: 03 June 2016 09:42

To: Reid, Trudy
 Subject: FW: URGENT : Final reminder - DRO query - TOR and Team Membership - Trust Ref: SHSCT

SAI 52720 HSCB Ref: S8146

Hi Trudy
From the email below the DRO has suggested the Trust consider adding someone
from outside the Trust to sit on the review panel.
Connie has said that you have spoken to the DRO at length and he is happy for the
Trust not to include an external member to the review team.

Can you please give me a line to send to the DRO regarding your telephone call and
what was agreed.

Received from Trudy Reid on 08/09/2023.  Annotated by the Urolog ces Inquiry.
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Stinson, Emma M

From: Reid, Trudy 
Sent: 13 November 2017 18:01
To: Gishkori, Esther
Subject: RE: CONFIDENTIAL SAI

Dear Esther it is the chair of the M&M. I will discuss with litigation and request some advice. 
Happy to discuss  
  
 
Regards, 
 
 
Trudy 
 
Trudy Reid  
Acute Clinical and Social Care Governance Coordinator  
Administration Floor  
Craigavon Area Hospital 
68 Lurgan Road 
Portadown 
BT63 5QQ 
Telephone  
Mobile  
 
 
 

From: Gishkori, Esther  
Sent: 13 November 2017 15:12 
To: Reid, Trudy 
Subject: RE: CONFIDENTIAL SAI 
 
Trudy, 
I know we talked about this but just to clarify, this is the chair of the investigation and not the chair of the 
organisation? 
Also, I wonder if we should check with the legal team about this. If our documents are public then he can see them 
but I’m not sure if all correspondence would fall into this category. 
Many thanks 
Esther. 
 
 

From: Reid, Trudy  
Sent: 10 November 2017 16:00 
To: Trouton, Heather; Carroll, Ronan; Gishkori, Esther 
Cc: Stinson, Emma M 
Subject: CONFIDENTIAL SAI 
 
Good afternoon as you are aware we are doing an SAI on a number of patients where triage and waiting list 
management may have been a contributing factor.  
The Chair has asked for any previous correspondence/investigation/action in relation to AOB triage and waiting list 
management. 
I wonder if you could assist in identifying any of the above documentation  
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From: Reid, Trudy 
Sent: 28 November 2017 15:14
To: Carroll, Ronan; Corrigan, Martina
Cc: Gishkori, Esther; Boyce, Tracey; Haynes, Mark
Subject: RE: URGENT -AOB 

Dear Ronan happy to discuss, however previous management of triage etc. may have had an influence on these patients 
triage and possible outcomes, from the meetings this appears to be Dr Johnston’s view and therefore he feels relevant 
to this SAI. 

Regards, 

Trudy 

Trudy Reid  
Acute Clinical and Social Care Governance Coordinator  
Administration Floor  
Craigavon Area Hospital 
68 Lurgan Road 
Portadown 
BT63 5QQ 
Telephone   
Mobile   

From: Carroll, Ronan  
Sent: 28 November 2017 15:03 
To: Reid, Trudy; Corrigan, Martina 
Cc: Gishkori, Esther; Boyce, Tracey; Haynes, Mark 
Subject: RE: URGENT -AOB  
Importance: High 

Trudy 
Can I ask that this SAI is ‘tight’ on its remit. 
We have a another Trust process which will pick up on several of the questions being asked  
Ronan  

Ronan Carroll 
Assistant Director Acute Services 
Anaesthetics & Surgery 
Mob  

From: Reid, Trudy  
Sent: 28 November 2017 12:26 
To: Corrigan, Martina 
Cc: Carroll, Ronan; Gishkori, Esther; Boyce, Tracey 
Subject: URGENT -AOB  

Martina for the SAI process Dr Johnston has asked for some further information  
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Could we please get AOB sick leave for the period our SAI ? November 2016 – April 2017  
 
Is there a formal report on the look back exercise? 
 
Do you know how many were upgraded to RF in total? 
 
What was the longest referrals re‐triaged? 
 
Do you remember who had discussions regarding AOB  
 
Do you have an action plan for the  SAI? 
 
 
Regards, 
 
Trudy 
 
Trudy Reid  
Acute Clinical & Social Care Governance Coordinator  
Craigavon Area Hospital  
SHSCT 
Mobile   
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Toal, Vivienne

From: OKane, Maria 
Sent: 12 May 2019 14:08
To: Reid, Trudy; Gibson, Simon; Haynes, Mark; Toal, Vivienne; Corrigan, Martina; Carroll, 

Ronan; Montgomery, Ruth
Subject: RE: [SECURE REPLY] Encryption : Urology draft report -encryption

Ruth - could you set up a  meeting as soon as possible with the above or reps of please to discuss this please- I have 
some concerns about the quality of the report- I will forward and can be password protected with UROLOGY -SAI 
thanks maria  
 
Dr Maria O’Kane 
Medical Director 
Tel:  
 
 
-----Original Message----- 
From: Reid, Trudy  
Sent: 09 May 2019 22:17 
To: OKane, Maria 
Subject: FW: [SECURE REPLY] Encryption : Urology draft report -encryption 
 
Please see attached  
 
Trudy 
 
 
-----Original Message----- 
From: julian.johnston@   
Sent: 06 May 2019 23:57 
To: Reid, Trudy 
Cc: julian.johnston  
Subject: Re: [SECURE REPLY] Encryption : Urology draft report -encryption 
 
Final Report 
Having some diffciulty getting these to go. 
Will try again 
Julian 

Received from SHSCT on 21/12/2021. Annotated by the Urology Services Inquiry
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Craigavon Area Hospital 
68 Lurgan Road 
Portadown 
BT63 5QQ 
Telephone  
Mobile  
 
 

From: Reid, Trudy  
Sent: 20 September 2018 10:46 
To: julian.johnston  
Subject: Urology draft reports - encryption 
 
Dear Dr Johnston please see attached drafts of the urology SAI for your consideration before sharing with the 
wider review team .  
I am happy to discuss/amend as required.  
 
I am happy to organise a review team meeting to consider the reports. If you let me know your availability I will 
organise a meting. 
 
Dr Khan has requested to see the draft as the process he is involved with is concluding and he would like to cross 
reference the issues identified in his process and our SAI. I wonder if you would be happy to share the draft report? 
Regards, 
 
Trudy 
 
 
Trudy Reid  
Acute Clinical and Social Care Governance Coordinator  
Administration Floor  
Craigavon Area Hospital 
68 Lurgan Road 
Portadown 
BT63 5QQ 
Telephone  
Mobile  
 
 
 

From: Reid, Trudy  
Sent: 17 September 2018 08:51 
To: julian.johnston  
Cc: McAloran, Paula; Farrell, Roisin 
Subject: Urology draft report - RCA Checklist new template 17 09 2018 encryption  
 
Dear Dr Johnston please see 1st draft of the urology triage SAI.  
I am happy to amend as required, add more detail etc. 
 
The other patient report did not sit well with this, I am almost finished a draft for consideration.  
 
If you approve I will forward to other members of the review team for accuracy checking etc. 
 
Dr Khan has requested to see the draft as the process he is involved with is concluding and he would like to cross 
reference the issues identified in his process and our SAI. I wonder if you would be happy to share the draft report? 
 
Regards, 
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Investigation Under the Maintaining High 

Professional Standards Framework 

Case Manager Determination 28 September 2018 

The formal investigation report does not highlight any concerns about Mr O'Brien's 

clinical ability. The concerns highlighted throughout the investigation are wholly in 

respect of Mr O'Brien's administrative practices. The report highlights the impact of 

Mr O'Brien's failings in respect of his administrative practices which had the potential 

to cause harm to patients and which caused actual harm in 5 instances. 

I am satisfied, taking into consideration advice from Practitioner Performance Advice 

(NCAS), that this option is not required. 

6. There are serious concerns that fall into the criteria for referral to the GMC

orGDC

refer to my conclusion above. I am satisfied that the concerns do not require 

referral to the GMC at this time. Trust processes should conclude prior to any 

decision regarding referral to GMC. 

7. There are intractable problems and the matter should be put before a

clinical performance panel.

refer to my conclusion under option 6. I am satisfied there are no concerns 

highlighted about Mr O'Brien's clinical ability. 

6.0 Final Conclusions / Recommendations 

This MHPS formal investigation focused on the administrative practice/s of Mr 

O'Brien. The investigation report presented to me focused centrally on the specific 

terms of reference set for the investigation. Within the report, as outlined above, 

there have been failings identified on the part of Mr O'Brien which require to be 

addressed by the Trust, through a Trust conduct panel and a formal action plan. 

The investigation report also highlights issues regarding systemic failures by 

managers at all levels, both clinical and operational, within the Acute Services 

Directorate. The report identifies there were missed opportunities by managers to 

fully assess and address the deficiencies in practice of Mr O'Brien. No-one formally 

assessed the extent of the issues or properly identified the potential risks to patients. 

Default processes were put in place to work around the deficiencies in practice 

rather than address them. I am therefore of the view there are wider issues of 

concern, to be considered and addressed. The findings of the report should not 

solely focus on one individual, Mr O'Brien. 

In order for the Trust to understand fully the failings in this case, I recommend the 

Trust to carry out an independent review of the relevant administrative processes 

Southern Trust I Confidential 10 
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Investigation Under the Maintaining High 

Professional Standards Framework 

Case Manager Determination 28 September 2018 

with clarity on roles and responsibilities at all levels within the Acute Directorate and 

appropriate escalation processes. The review should look at the full system wide 

problems to understand and learn from the findings. 
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Hynds, Siobhan

From: McClements, Melanie 
Sent: 10 February 2020 21:19
To: Reid, Trudy
Cc: OKane, Maria; Hynds, Siobhan; Kingsnorth, Patricia; Wallace, Stephen; Gibson, 

Simon; Toal, Vivienne
Subject: RE: URGENT FOR YOUR RESPONSE: Oversight Meeting

Follow Up Flag: Follow up
Flag Status: Flagged

Dear all  
I would prefer to discuss this in person where clear roles and remits need identified. There is a lot of 
background information that I am not fully aware of.  
Thanks Melanie  
 
On 10 Feb 2020 19:33, "Reid, Trudy"  wrote: 
Melanie and Maria from review of the action plan I have some comments/suggestions that could provide clarity, the 
recommendation was that   
Trust to carry out an independent review of the relevant administrative processes with clarity on roles and 
responsibilities at all levels within the Acute Directorate and appropriate escalation processes. 
I note that there is reference to urology, the case review recommendation was an Acute wide review –– are the 
actions in the plan wider than urology? Does the plan reflect an internal review and is there an independent review 
planned? 
The plan received does appear to reflect previous processes, although they may have changed but this is not 
evident, it  could be updated to reflect  

1.       Date actions were implemented 
2.       Frequency of continuous monitoring reports, content of reports and who runs them  
3.       Who receives the reports for review and action at specialty level 
4.       Escalation processes  
5.       Provide clarity of roles and responsibilities  
6.       Articulate senior management Directorate oversight of the plan e.g. review at a governance or performance 

committee including reviewing/monitoring the reports/actions noted in the plan- this including frequency of 
reports  

  
Regards, 
 
Trudy 
  
  
Trudy Reid  
Interim Assistant Director Corporate Clinical & Social Care Governance 
Craigavon Area Hospital  
SHSCT 
Mobile  
  
  
  

From: OKane, Maria  
Sent: 10 February 2020 14:53 
To: Gibson, Simon 
Cc: Hynds, Siobhan; Kingsnorth, Patricia; Reid, Trudy; Wallace, Stephen; McClements, Melanie 
Subject: FW: URGENT FOR YOUR RESPONSE: Oversight Meeting 
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Simon – from all this  - I think you are  saying is  that   
 - the MHPS report raised concerns about patient safety because of an individual’s interaction with the triage system 
in Autumn 2018,  
 - there was a recommendation in the report  that the system for capturing this was reviewed   as it was not thought 
to be robust and  had not captured the concerns earlier  
-  this review  hasn’t started yet and as such  acute is having to rely on what was in place originally?  
- In keeping then with the Vincent model of Quality Assurance, then the system that is being relied on and is used to 
give the GMC assurance is not reliable?   
  
Regards, Maria  
  
  
  

From: Gibson, Simon  
Sent: 10 February 2020 13:37 
To: Hynds, Siobhan; Kingsnorth, Patricia; Reid, Trudy; OKane, Maria 
Cc: Wallace, Stephen 
Subject: FW: URGENT FOR YOUR RESPONSE: Oversight Meeting 
  
Dear Maria/Stephen 
  
Having read the draft response, I do feel that this is best considered in discussion. 
  
In essence, the response uses the “Backlog Report” as evidence of assurance, even though this Backlog Report has 
significant weaknesses within it, as indicated in the minutes from the recent meeting with operational and clinical 
staff (attached for ease of reference) 
  
I am unaware of the progress against the conclusions agreed at this meeting, which could be pivotal in the response 
to RQIA and GMC. Again, these could be considered in discussion with relevant staff as Siobhan suggests. 
  
Kind regards 
  
  
Simon 
  
Simon Gibson 
Assistant Director – Medical Directors Office 
Southern Health & Social Care Trust 

 
 
 (DHH) 

  

From: Wallace, Stephen  
Sent: 10 February 2020 11:26 
To: Gibson, Simon; Hynds, Siobhan; Kingsnorth, Patricia 
Cc: Reid, Trudy; OKane, Maria 
Subject: RE: URGENT FOR YOUR RESPONSE: Oversight Meeting 
  
Simon / Siobhan, Trudy has received a summary re administrative processes from Patricia.    
  
Patricia - The attached refers to independent review however was there a local review and if so was the outcome 
that the existing processes were robust as is? 
  
Thanks 
Stephen  
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From: Gibson, Simon  
Sent: 10 February 2020 10:42 
To: Hynds, Siobhan 
Cc: OKane, Maria; Wallace, Stephen; Reid, Trudy 
Subject: RE: URGENT FOR YOUR RESPONSE: Oversight Meeting 
  
Dear Siobhan 
  
Trudy and Stephen are co-ordinating a response to RQIA in relation to a number of issues, including AOB. As 
Stephen summarises in his e-mail, one of the questions being asked; 
  

         Information on any plans to undertake a review of the administrative processes within the Trust or 
rationale underpinning a decision not to proceed with review if this was the case  

  
Would it be best to discuss this response – ensuring consistency in communication to all organisations – at the 
meeting provisionally set for Friday? 
  
Maria – would you prefer a more direct response from Acute Services? 
  
Kind regards 
  
  
Simon 
  
Simon Gibson 
Assistant Director – Medical Directors Office 
Southern Health & Social Care Trust 

 
 
 (DHH) 

  

From: Hynds, Siobhan  
Sent: 07 February 2020 16:09 
To: McClements, Melanie; OKane, Maria; Toal, Vivienne; Gibson, Simon; Carroll, Ronan; Corrigan, Martina; Khan, 
Ahmed 
Cc: Buckley, LauraC 
Subject: URGENT FOR YOUR RESPONSE: Oversight Meeting 
Importance: High 
  
Dear All 
  
There are a range of matters which need to be discussed and progressed in respect of A O’Brien’s case. Can I please 
ask you to provide Laura Buckley with your availability for a meeting to discuss. We have correspondence from GMC 
which has a deadline for response which we also need to discuss and therefore I would ask for an urgent date for 
the group to meet. I am looking a date next week if at all possible. 
  
Many thanks 
  
Siobhan  
  
Laura – can you please co-ordinate as a matter of priority.  
  
Mrs Siobhan Hynds 

Received from SHSCT on 10/12/2021. Annotated by the Urology Services Inquiry.

TRU-270460

Personal Information redacted by the USI

Personal Information redacted by the USI



70 
 

Incidents – 

Acute Falls 

Satisfactory 

compliance 

 Standards 

&  

Guidelines 

Limited 

compliance 

Incidents – 

Medication 

Trust  

Satisfactory 

compliance 

Independent Sector  

Limited compliance  

 

 

8.6   In relation to overall view of the effectiveness of governance systems within 

Acute my view was that, as per the governance assurance template and the 

responses regarding the requirements for a clinical governance system  in 

question 7 and 8, there were weaknesses, challenges and gaps in the 

governance system. The workforce resource and information systems impacted 

on the effectiveness of the governance systems. 

 

 

9. What, in your opinion, could have improved the effectiveness of the 
governance structures and systems in place during your tenure? 
 

9.1   In my opinion it would have been good to have a review of the Acute 

Governance Structures with recommendations on improvement required to 

ensure governance structures were fit for purpose. 

 

9.2   The Governance Assurance Template did highlight weaknesses. At the time and 

now, in my opinion, additional staffing resource in the Acute Governance team to 

allow the development of governance structures and systems including audit for 

improvement and assurance would greatly assist. Specialist training to equip 

governance staff for their roles would have improved the effectiveness of governance 

structures and systems. Dedicated highly trained SAI chairs to facilitate timely 

completion of SAIs for learning. Improved IT systems such as Datix, the S&G 

database, audit tools and information systems would allow for timely reporting and 

triangulation of data. 

Received from Trudy Reid on 16/05/2023.  Annotated by the Urology Services Inquiry.

WIT-95263




