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Parks, Zoe 

WIT-90551

From: Montgomery, Ruth < 
Sent: 30 April 2018 12:58 
To: Carroll, Ronan; Clegg, Malcolm; Gibson, Simon; Gishkori, Esther; Haynes, Mark; 

Hogan, Martina; Khan, Ahmed; McMahon, Dr; McMurray, Bryce; McVey, Anne; 
Morgan, Paul; Murphy, Philip; Parks, Zoe; Scullion, Damian; Tariq, S; Toal, Vivienne; 
Trouton, Heather; Wright, Richard 

Cc: Alexander, Ruth; Beattie, Pauline; Conlon, Noeleen; Goodman, Maria; Griffin, Tracy; 
Mallagh-Cassells, Heather; McAlinden, Matthew; Stinson, Emma M; White, Laura; 
White, Sarah; Woods, Maria 

Subject: Medical Staff Job Planning Task and Finish Group - 02/05/2018 
Attachments: 02.05.2018 Agenda Task Finish Group.doc; Job Planning Guidance for Medical 

Managers MARCH 2018.pdf; Final Report Management of Medical Staff 17-18.pdf 

> 

Dear All, 

Please see attached Agenda and papers for the Medical Staff Job Planning Task and Finish Group Meeting which is 
scheduled to take place on: 

Date: Wednesday 2nd May 
Time: 4.30pm-6pm 
Venue: Meeting Room, THQ - VC to Tutorial Room, DHH 

*As a reminder, please see below - dates for meetings for the remainder of the year : (times all remain the same 
4.30pm – 6pm) 

13th June 2018 
Meeting Room, THQ with VC to Tutorial Room, DHH 

25th July 2018 
Meeting Room, THQ with VC to Tutorial Room, DHH 

5th September 2018 
Meeting Room, THQ with VC to Tutorial Room, DHH 

24th October 2018 
Meeting Room, THQ with VC to Tutorial Room, DHH 

5th December 2018 
Meeting Room, THQ with VC to Tutorial Room, DHH 

Kind Regards, 

Ruth 

Ruth Montgomery 
Administrative Officer – Medical Director’s Office, 
Southern Health & Social Care Trust 
1st Floor, Trust Headquarters, CAH 
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WIT-90552
My hours of work are :  8.30am – 4.30pm, Monday, Wednesday, Thursday & Friday 
8.30am – 3pm Tuesday 

 Please note my new contact number – External - Personal Information redacted by the 
USI  / Internal ext: Personal Information redacted by 

the USI

 Personal Information redacted by the USI
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Workforce Planning Steering 

Group (Initial Focus Job Planning) 

Southern Health and Social Care Trust 
1.0 
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WIT-90554

Workforce Planning Steering Group 

– Terms of Reference 
Southern Health and Social Care Trust 

1.0 Introduction 

    

    
      

  

              
             

          

                
            

              
       

  

 

    
      

      

   

              
             

           
 

                
            

              
         

   

        
 

              
   

 
              

        
 

              
            

             
            
           

  
 

            
        

 
               

     
 

            
         

 
          

 

       

              
  

              
       

              
            

            
            
           

 

            
     

               
    

            
        

         

The key purpose of the Workforce Steering Group will initially focus on supporting the 
Chief Executive and the Medical Director to improve the completion of consultant job 
planning in all specialties across the Southern Trust for 2009/10. 

There is a need for the Trust to have detailed and transparent job plans for all 
consultants which match consultant time to best meet the identified needs and 
demands of the service. The group will also be responsible for maintaining a strategic 
overview of the consultant job planning progress. 

2.0 Remit 

The remit of the group will be: 

 Oversee the completion of 2010 prospective job plans for all consultants in the 
Southern Trust. 

 Act as the decision/approval body for the consultant job planning process so a 
Trust view is taken on issues raised. 

 Act as an approval body on a bi-monthly basis so Associate Medical Directors 
jointly report to the Steering Committee on job planning progress within their 
specialty. AMD’s will be required to report on allocations for SPA, External 
Duty, Additional HPSS Responsibilities and bring to the attention of the Steering 
Group any proposed job plan which exceeds 12 programmed activities for 
authorization. 

 Ensure that service requirements and clinical demands have been met where 
possible through consultant job planning. 

 To take action to support the Job Planning working team to unblock barriers and 
champion the agreed approaches. 

 To support the delivery and dissemination of Job Planning good practice 
through the use of personal and professional networks. 

 To provide expert and professional advice as appropriate. 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



WIT-90555

 Relaying relevant concerns from the service to the Department of Health and/or 
other bodies/Trusts as appropriate. 

 Consider the impact of consultant Job planning upon other initiatives connected 
with the medical workforce as appropriate, e.g. service redesign and 
reconfiguration, reduction of junior doctor availability and the use of new 
roles/new ways of working. 

3.0 Membership 

             
    

            
          

           
    

  

   
            

    
      
          

 
            

 
        
          
           
         
         

    

  

               
                

    
              

     
            

    

             
     

            
          

           
     

 

   

    
             

 
    

      
          

 
            

  
        
           
           
         
           

 
     

 

  

               
                

    
              

     
            

 

     

             
               

             
 

          
         
       
          

     
 
 

             
              

           

         
       
      
          

   

PROJECT STEERING GROUP 
This group will be chaired by: Mrs M McAlinden, Acting Chief Executive 

Suggested Steering Group members: 
 Dr P Loughran, Medical Director 
 Mr Kieran Donaghy, Director of Human Resources & Organisational 

Development 
 Mrs J Youart, Director of Acute Services or Assistant Directors where 

appropriate. 
 Mr Stephen McNally, Acting Director of Finance 
 Mrs P Clarke, Acting Director of Performance and Reform 
 Dr G Rankin, Director of Older People & Primary Care 
 Mr F Rice, Director Mental Health & Disability 
 Mr B Dornan, Director Children & Young People 

 Associate Medical Directors 

4.0 Meetings 

 The Steering group will meet on a monthly basis between now and August 2010 
 The Chair/or deputy chair and a quorum of 3 members must be present for the 

meeting to take place 
 Members may be asked to lead on working groups to undertake specific work 

for a time limited period. 
 Minutes of the Steering Group meeting will be taken by … 

5.0 Project “Working” Group 

This group will represent the support team for Associate Medical Directors / Clinical 
Directors for consultant job planning. There should be a dedicated team of people for 
each specialty/Programme of Care. The “core team” will include the following: 

 Representative from Medical Director’s office (Mrs Teresa Cunningham) 
 Human Resources Representative (Mrs Zoe Parks) 
 Finance Representative (Ms Sinead O’Kane) 
 Relevant Representative from Performance & Reform (Debbie Burns & 

Jacqueline Morton/Lynn Lappin) 
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WIT-90556

For each specialty: 
o Relevant Service Manager / Representative from relevant POC 
o Relevant Associate Medical Director / Clinical Manager (The job planner) 

These teams should meet at least monthly (more frequently as required) to support the 
AMD/CD to ensure job planning driven forward in accordance with the “Local Trust 
Framework on Job Planning for Medical Managers”. 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.
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WIT-90557

Signed off 

Unsigned 57.18% 

42.82% 

Personal Information 
redacted by the USI

Row Labels Discussion Stage Consultant Sign Off 1st Sign Off Manager 2nd Sign Off Level 3rd Sign Off Level Signed Off Complete 

Anaesthetics 35 31 31 30 30 30 
0 

1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
0 0 0 0 0 0 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 

1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 0 0 0 0 0 
1 1 1 1 1 1 
1 1 1 1 1 1 
1 1 1 1 1 1 
0 0 0 0 0 0 
0 0 0 0 0 0 
1 1 1 1 1 1 
1 0 0 0 0 0 
1 1 1 0 0 0 
1 0 0 0 0 0 
1 1 1 1 1 1 
1 1 1 1 1 1 
0 0 0 0 0 0 
1 1 1 1 1 1 
1 1 1 1 1 1 
0 0 0 0 0 0 
1 1 1 1 1 1 

1 0 0 0 0 0 
0 0 0 0 0 0 
0 0 0 0 0 0 
0 0 0 0 0 0 

Grand Total 35 31 31 30 30 30 

Job Planning Tracking Summary 

Table Showing Count of Sign Offs by Manager and % Completed 

Pie Chart showing % Signed Off vs % Unsigned Job Plans for All SHSCT 

Job Planning Dashboard 

Welcome to the SHSCT Job Planning Dashboard 

The aim is to provide an overview of the current 
status of each consultant and doctor's job plan. This is 
only current as of 21 September 2022. It is nOT linked 
to liove ssystem.  Also it summarises by department 
and manager the % that are both signed off and that 
remain unsigned. 

Dept 
Anaesthetics 
CAMHS 
Child and Ad... 
Community P... 
Disability 
Emergency M... 
ENT 
Family Planning 
General Medi... 
General Surg... 
General Surg... 
Genitourinar... 
Geriatric Med... 
Geriatrics 
ICU Anaesthe... 
Mental Health 
Obstetrics an... 
Obstetrics an... 
Oncology 
Orthodontics 
Paediatrics D... 
Paediatrics, C... 
Pathology 
Radiology 
Trauma and ... 
Urology 

Personal Information 
redacted by the USI

Job Planning - % Sign Off vs Non Sign Off by Department 
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% Signed 

% Unsigned 

Signatory 1st Count of Employees by Nominated 
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Surname 
First Name 

Full/Part 

Time 

Last sign-off 
date 

Last Logged In Discussion 
Awaiting 1st Sign 
Off By Consultant 

Awaiting 1st 
Sign Off By 

Manager 

Awaiting 2nd 
Sign Off 

Awaiting 3rd 
Sign Off Signed Off 

Full time 11 Mar 19 09 Apr 19 X 

Full time 11 May 19 04 Apr 19 X 

Full time 11 Mar 19 09 Apr 19 X 

Full time 11 May 19 13 Apr 19 X 

Full time 11 May 19 22 May 19 X 

Full time 11 May 19 26 Apr 19 X 

Full time 11 Mar 19 13 Apr 19 X 

Full time 11 May 19 28 Mar 19 X 

Part time 24 Sep 18 19 Feb 19 X 

Full time 24 Sep 18 13 May 19 X 

Full time 11 May 19 01 Apr 19 X 

Full time 11 Mar 19 19 May 19 X 

Full time 11 May 19 21 Mar 19 X 

Full time 11 Mar 19 30 Apr 19 X 

Full time 24 Sep 18 08 Mar 19 X 

Full time 11 Mar 19 10 Mar 19 X 

Full time 23 Oct 18 21 May 19 X 

Full time 11 May 19 16 May 19 X 

Full time 24 Sep 18 14 Mar 19 X 

Full time 11 May 19 21 Mar 19 X 

Full time 18 Jul 18 18 Dec 18 X 

Full time 23 Oct 18 26 Apr 19 X 

Full time 24 Sep 18 23 May 19 X 

Full time 11 May 19 15 Mar 19 X 

Full time 18 Jul 18 14 Sep 18 X 

Full time 02 Nov 18 20 Feb 19 X 

Full time 11 May 19 24 May 19 X 

Full time 29 Oct 18 20 May 19 X 

Full time 11 May 19 13 May 19 X 

Full time 28 Nov 18 X 

Full time 02 Aug 18 21 May 19 X 

Full time 23 Oct 18 12 Mar 19 X 

32 of 32 (100%) 1 10 0 1 2 18 

32 of 32 (100%) 1 10 0 1 2 18 

Full time 24 Oct 17 12 Apr 19 X 

Full time X 

4 of 5 (80%) 2 0 0 0 3 0 

36 of 37 (97%) 3 10 0 1 5 18 

Full time 13 Jun 18 22 May 19 X 

SubTotal 1 of 1 (100%) 0 0 0 0 1 0 

SubTotal 

S
e
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e
s

a
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o
lo

g
y Chemical Path 1 Apr 2019 

IC
U
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n
a
e
st

h
e
ti

c
s 1 Apr 2019 

13 May 2019 

SubTotal 

1 Apr 2019 

SubTotal 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

2 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Feb 2019 

1 Apr 2019 

1 Apr 2019 

1 Jan 2019 

1 Apr 2019 

1 Apr 2019 

2 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

Progress Report 

Job Plan Start 
Date 

A
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1 Jan 2019 

1 Apr 2019 
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Full time 26 Sep 18 03 May 19 1 Apr 2019 X 

Full time 05 Apr 18 23 May 19 1 Apr 2019 X 

Full time 24 Oct 18 01 Apr 19 1 Apr 2019 X 

4 of 5 (80%) 2 0 30 0 
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Progress Report 
WIT-90559

Full time 05 Jul 18 01 Mar 19 X 

Full time 01 Mar 19 15 Feb 19 X 

19 of 19 (100%) 14 1 2 0 0 2 

33 of 33 (100%) 18 1 4 0 2 8 

Full time 22 Jan 19 18 Dec 18 X 

Full time 06 Sep 18 06 Dec 18 X 

Full time 19 Dec 18 10 Apr 19 X 

Full time 31 May 18 04 Jun 18 X 

Full time 11 Apr 18 04 Apr 18 X 

Full time 11 Apr 18 22 May 19 X 

Full time 28 Apr 17 25 Apr 19 X 

Full time 21 May 18 15 Oct 18 X 

1 Apr 2019 

1 Apr 2019 
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Microbiology 1 Apr 2019 
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SubTotal 14 of 14 (100%) 4 0 2 0 2 6 

Full time 03 Jan 19 10 May 19 X 

Full time 25 Feb 19 18 May 19 X 

Part time 17 Apr 19 28 Jan 2019 

28 Jan 2019 

X 

1 Apr 2019 

Personal Information redacted by the USI

Full time 07 Nov 18 30 Apr 19 3 Jun 2019 X 

Full time 05 Jul 18 19 Sep 18 1 Apr 2019 X 

Full time 27 Feb 15 22 May 19 1 Apr 2019 X 

Full time 21 Nov 18 14 May 19 1 Apr 2019 X 

Full time 20 Nov 18 22 May 19 1 Apr 2019 X 

Full time 05 Jul 18 02 Jul 18 1 Apr 2019 X 

Full time 07 Nov 18 02 Oct 18 1 Apr 2019 X 

Part time 07 Nov 18 21 Feb 19 1 Apr 2019 X 

Full time 16 Jan 19 15 Jan 19 10 Jan 2019 X 

Full time 20 Nov 18 22 Jan 19 1 Jan 2019 X 

Full time 06 Mar 18 10 Apr 18 1 Apr 2019 X 

Full time 21 Nov 18 1 Mar 2018 X 

Full time 20 Nov 18 11 Mar 19 1 Apr 2019 X 

Full time 07 Nov 18 25 Mar 19 1 Apr 2019 X 

Full time 12 Feb 19 1 Feb 2019 X 

Full time 05 Jul 18 30 Jun 18 1 Apr 2019 X 

Full time 05 Jul 18 11 Mar 19 15 Apr 2019 X 

Full time 29 Jan 19 07 Feb 19 1 Jan 2019 X 

Part time 04 Dec 18 1 Apr 2019 X 

19 of 19 (100%) 14 1 2 0 0 2 

SubTotal 

SubTotal 

Awaiting 1st 
Full/Part Last sign-off Job Plan Start Awaiting 1st Sign Awaiting 2nd Awaiting 3rd Last Logged In Discussion Sign Off By Signed Off 

Time date Date Off By Consultant Sign Off Sign Off Manager 

3 of 3 (100%) 2 0 1 0 0 0 

Full time 13 May 19 03 Apr 19 1 Apr 2019 X 

Part time 13 May 19 06 Mar 19 1 Apr 2019 X 

Full time 16 Jan 19 22 Mar 19 1 Apr 2019 X 

Full time 20 Nov 18 29 Apr 19 1 Apr 2019 X 

Full time 05 Jul 18 07 May 19 7 May 2019 X 

Part time 16 Jan 19 30 Apr 19 1 Jan 2019 X 

Part time 10 Apr 19 1 Mar 2019 X 

Full time 13 May 19 16 May 19 1 Apr 2019 X 

8 of 8 (100%) 1 0 1 0 1 5 

2 of 2 (100%) 1 0 0 0 0 1 
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Progress Report 

Full time 09 Nov 18 11 Feb 19 1 Nov 2018 X 

Full time 17 Oct 18 17 Oct 18 1 Apr 2019 X 

Full time 29 Apr 19 12 May 19 1 Mar 2017 

Full time 09 Nov 18 01 Nov 18 1 Apr 2019 X 

Full time 22 Jan 19 01 May 19 1 Apr 2019 X 

Full time 1 Apr 2019 X 

Full time 09 Nov 18 28 Feb 19 1 Apr 2019 X 

Full time 10 Jan 19 29 Apr 19 1 Nov 2018 

Part time 15 Nov 18 07 Nov 18 1 Apr 2019 X 

Full time 27 Sep 17 23 Jan 18 1 Apr 2019 X 

Part time 31 May 18 15 Apr 19 1 Jun 2019 X 

Full time 31 May 18 11 Jan 19 1 Apr 2019 X 

Full time 25 Oct 17 30 Apr 19 1 Apr 2019 X 

Full time 17 Apr 19 17 May 19 1 Apr 2019 

Full time 12 May 17 18 Apr 19 1 Apr 2019 X 

Full time 15 Nov 18 17 May 19 1 Apr 2019 X 

Full time 31 May 18 11 Jun 18 1 Apr 2019 X 

Full time 17 Apr 19 19 Mar 19 24 Dec 2018 

Full time 30 Jan 19 18 Dec 18 1 Nov 2018 

Full time 20 Aug 18 28 Jun 18 1 Apr 2019 X 

Part time 25 Feb 19 29 Apr 19 1 Apr 2019 

Full time 21 May 18 30 Apr 19 1 Apr 2019 X 

Part time 22 Mar 19 20 Mar 19 1 Apr 2019 

Full time 01 Nov 17 24 Oct 17 1 Apr 2019 X 

Full time 23 May 19 13 May 19 1 Apr 2019 

Part time 21 May 18 01 Apr 19 25 Feb 2019 X 

Full time 01 Nov 17 25 Jun 18 1 Apr 2019 X 

Part time 08 Feb 16 21 Dec 18 1 Apr 2019 X 

Full time 20 Mar 18 24 Apr 19 1 Apr 2019 X 

Full time 11 Apr 18 09 Apr 19 1 Apr 2019 X 

Full time 06 Sep 18 29 Jun 18 1 Apr 2019 X 
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8 of 9 (89%) 7 0 0 0 0 2 

20 of 21 (95%) 13 0 1 1 0 6 

Full time 22 Apr 19 29 Jan 19 1 Apr 2019 X 

12 of 12 (100%) 2 9 0 0 0 1 

12 of 12 (100%) 2 9 0 0 0 1 

Full time 22 Apr 19 27 Mar 19 X1 Dec 2018 

1 of 1 (100%) 0 0 0 0 0 

Personal Information redacted by the USI

Awaiting 1st 
Full/Part Last sign-off Job Plan Start Awaiting 1st Sign Awaiting 2nd Awaiting 3rd Last Logged In Discussion Sign Off By Signed Off 

Time date Date Off By Consultant Sign Off Sign Off Manager 

WIT-90560

12 of 12 (100%) 2 0 09 0 

SubTotal 

SubTotal 

SubTotal 1 of 1 (100%) 0 0 0 0 0 1 

6 of 6 (100%) 3 1 0 0 0 2 

SubTotal 

SubTotal 7 of 7 (100%) 3 1 0 0 0 3 

6 of 6 (100%) 3 1 0 0 0 2 

12 of 12 (100%) 6 0 1 1 0 

SubTotal 12 of 12 (100%) 6 0 1 1 0 4 

8 of 9 (89%) 7 0 0 0 0 2 

SubTotal 

SubTotal 
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X 

X 

Progress Report 

Full time 22 Apr 19 19 Apr 19 2 Apr 2019 

Full time 06 Feb 19 21 May 19 1 May 2019 X 

Full time 31 May 18 16 Apr 18 1 Apr 2019 X 

Full time 21 May 19 25 Feb 2019 X 

Full time 22 Aug 17 15 May 19 1 Apr 2019 X 

Full time 11 Dec 18 30 Apr 19 1 Apr 2019 X 

Full time 26 Sep 18 11 May 19 1 Apr 2019 X 

Full time 07 Feb 18 07 May 19 4 Mar 2019 X 

Full time 27 Sep 17 31 May 18 1 Apr 2019 X 

Full time 13 May 19 11 Mar 2019 X 

Full time 06 Sep 18 04 Mar 19 1 Apr 2019 X 

Full time 19 Oct 18 11 Mar 19 1 Apr 2019 X 

Full time 19 Mar 19 23 May 19 1 Apr 2019 X 

Full time 28 Jun 18 12 Oct 18 29 Jun 2018 X 

Full time 22 Aug 17 26 Apr 19 1 Apr 2019 X 

Full time 27 Sep 17 30 Apr 19 1 Apr 2019 X 

Full time 26 Sep 18 24 Sep 18 1 Apr 2019 X 

Full time 22 Apr 19 15 Apr 19 1 Oct 2018 

Full time 05 Mar 19 5 Mar 2019 X 

Full time 07 May 19 08 May 19 1 Apr 2019 

Full time 20 Feb 17 11 Apr 19 1 Apr 2019 X 

Full time 12 Feb 18 02 Feb 18 1 Apr 2019 X 

Full time 13 Mar 19 20 Feb 19 2 Sep 2018 

Full time 07 Feb 18 02 Feb 18 1 Apr 2019 X 

Full time 11 Dec 18 12 Mar 19 1 Nov 2018 

Full time 15 Dec 16 08 May 19 3 Sep 2018 X 

Full time 01 Nov 17 13 Aug 18 1 Apr 2018 X 

Full time 18 Jun 18 02 May 19 1 Nov 2018 X 

Full time 17 Feb 17 06 Jul 18 1 Apr 2018 X 

Full time 28 Feb 19 01 May 19 30 Nov 2018 

Full time 07 Mar 19 20 Dec 18 1 Dec 2018 

Respiratory 

Palliative Medicine 

Orthogeriatrics 

Neurology 

Nephrology 

Gastroenterology 

Diabetes and 

Endocrinology 

Dermatology 

M
e
d
ic

in
e
 &

 U
n
sc

h
e
d
u
le

d
 C

 

G
e
n
e
ra

l 
M

e
d
ic

Cardiology 

Full time 06 Feb 19 21 May 19 X1 Dec 2017 

Full time 22 Apr 19 18 Apr 19 2 Apr 2019 X 

Personal Information redacted by the USI

Awaiting 1st 
Full/Part Last sign-off Job Plan Start Awaiting 1st Sign Awaiting 2nd Awaiting 3rd Last Logged In Discussion Sign Off By Signed Off 

Time date Date Off By Consultant Sign Off Sign Off Manager 

2 of 2 (100%) 0 0 0 0 0 2 

WIT-90561

7 of 7 (100%) 3 0 1 0 0 

4 of 4 (100%) 2 1 0 0 0 

3 of 3 (100%) 1 0 0 0 0 

6 of 6 (100%) 6 0 0 0 0 

3 of 3 (100%) 3 0 0 0 0 

3 of 3 (100%) 1 0 2 0 0 

1 of 1 (100%) 0 0 00 0 

Full time X 

Part time 05 Jul 18 15 May 19 X 

Full time 11 Oct 18 X 

1 Feb 2020 

1 Apr 2019 

1 Apr 2019 

2 of 3 (67%) 3 0 00 0 
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X 

3 

X 

1 

X 

X 

2 

0 

0 

0 

1 

0 

X 



X 

Full time 18 Jun 18 05 Sep 18 1 Apr 2019 X 

WIT-90562
Full/Part 

Time 

Last sign-off 
date 

Last Logged In Discussion 
Awaiting 1st Sign 
Off By Consultant 

Awaiting 1st 
Sign Off By 

Manager 

Awaiting 2nd 
Sign Off 

Awaiting 3rd 
Sign Off Signed Off 

Progress Report 

Job Plan Start 
Date 

Full time 06 Feb 19 21 Jan 19 X 

Full time 01 Nov 17 17 May 19 X 

7 of 7 (100%) 3 0 2 0 0 2 

4 of 4 (100%) 2 0 1 0 0 1 

43 of 45 (96%) 24 1 6 0 0 12 

43 of 45 (96%) 24 1 6 0 0 12 

5 of 5 (100%) 1 0 0 4 0 0 

5 of 5 (100%) 1 0 0 4 0 0 

Full time 15 May 19 X 

1 of 1 (100%) 1 0 0 0 0 0 

1 of 1 (100%) 1 0 0 0 0 0 

Full time 28 Jun 17 03 Dec 18 X 

Full time 18 Jan 17 12 Nov 18 X 

Full time 20 Dec 18 X

rt
h
o
p
a
e
d
ic

s 1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

SubTotal 

O
rt

h
o
d
o
n
ti c
s 7 May 2019 

SubTotal 

SubTotal 

G
e
n
e
ra

l 
S
u
rg

e
ry

 D
H

H
G

e
n
e
ra

l 
S
u
rg

e
ry

 C
A
H

SubTotal 

S
u
rg

e
ry

 &
 E

le
c
ti

v
e
 C

a
re

E
N

T

SubTotal 

SubTotal 

Rhuematology 

1 Jan 2019 

1 Apr 2019 

Personal Information redacted by the USI

    
 

  
    

 
  

  

 

  

     

     

   

     

  

    

   

   

   

   

     

     

     

   

     

     

    

   

   

     

     

    

     

     

     

     

     

   

     

     

    

   

   

   

     

    

    

    

   

   

   

   

   

    

     

  

 

 

 

  

 
 

 

  

 

 

  

 

 

 

 

 

 
 

 

 

 

 

 

 

  

 

 
 

 

 

 

 

 

 

 

 

 

  

  

 

 
   

  
  

 
  

 

  
  

  
  

  
  

 

       

       

       

     

      

      

       

       

       

    

       

       

      

       

       

      

       

       

       

       

       

    

       

       

      

      

       

      

      

      

    

      

       

   

  

  

  

   

  

   

  

  

   

  

  

  

  

  

  

  

  

  

  

  

   

  

  

  

  

  

  

  

  

  

  

   

   

  

Part time 25 Apr 19 19 Apr 19 2 Apr 2019 

Full time 21 Jan 18 24 Apr 19 1 Apr 2019 X 

Part time 06 Feb 19 29 Apr 19 1 May 2019 X 

Full time 24 Sep 18 03 May 19 1 Apr 2019 X 

Full time 24 Oct 18 23 Sep 18 1 Apr 2019 X 

Full time 24 Oct 18 15 May 19 1 Apr 2019 X 

Full time 24 Oct 16 1 Apr 2019 X 

Full time 24 Oct 18 24 Oct 18 1 Apr 2019 X 

Full time 18 Jan 17 06 May 19 1 Apr 2019 X 

Full time 11 May 19 05 Dec 18 1 Apr 2019 

7 of 7 (100%) 4 1 0 1 0 

7 of 7 (100%) 4 1 0 1 0 1 

Full time 11 May 19 03 May 19 1 Apr 2019 X 

Full time 28 Aug 18 20 Aug 18 1 Apr 2019 X 

Full time 27 Sep 16 18 Mar 19 1 Apr 2019 X 

Full time 18 Jan 17 04 Nov 17 1 Apr 2019 X 

Full time 05 Jul 16 07 Sep 18 1 Apr 2019 X 

Full time 24 Sep 18 23 May 19 1 Apr 2019 X 

Full time 18 Jan 17 02 May 19 1 Jun 2019 X 

Full time 18 Jan 17 26 Oct 16 1 Apr 2019 X 

Full time 06 Feb 19 1 Apr 2019 X 

Full time 13 May 19 21 May 19 1 Apr 2019 X 

Full time 18 Jan 17 24 May 19 1 Apr 2018 X 

Full time 10 Mar 17 12 Nov 18 1 Apr 2018 X 

12 of 12 (100%) 8 1 0 1 0 

12 of 12 (100%) 8 1 0 1 0 

Part time 17 Aug 18 29 Mar 19 1 Apr 2019 X 

Full time 17 Aug 18 24 May 19 2 Jan 2019 X 

Full time 05 Jul 16 15 Apr 19 1 Apr 2019 X 

Full time 05 Jul 16 15 Mar 19 1 Apr 2019 X 

Full time 17 Aug 18 14 Mar 19 1 Feb 2019 X 

O
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1 

2 

2 



Progress Report 
WIT-90563

Surname 
First Name 

Full/Part 

Time 

Last sign-off 
date 

Last Logged In Discussion 
Awaiting 1st Sign 
Off By Consultant 

Awaiting 1st 
Sign Off By 

Manager 

Awaiting 2nd 
Sign Off 

Awaiting 3rd 
Sign Off Signed Off 

Job Plan Start 
Date 

SubTotal 11 of 11 (100%) 10 1 0 0 0 0 

42 of 42 (100%) 27 5 0 7 0 3 

193 of 197 (98%) 90 27 11 9 7 51 

4 of 4 (100%) 0 0 1 1 1 1 

Full time 19 Apr 19 22 Apr 19 X 

P
a
e
d
ia

tr
ic

s,
 C

A
H

SubTotal 

P
a
e
d
ia

tr
ic

s 
D

H
H

C
o
m

m
u
n
it

y

P
a
e
d
ia

tr
ic

s

SubTotal 

SubTotal 

C
h
il
d
 a

n
d

A
d
o
le

sc
e
n
t 

P
sy

c
h
ia

tr
y 1 Apr 2019 

SubTotal 

SubTotal 

Child 

ren 

and 

Youn 

g 

Peopl 

e 

Direc 

torat 

e 

C
h
il
d
re

n
 a

n
d
 Y

o
u
n
g
 P

e
o
p
le

C
A
M

H
S

SubTotal 

U
ro

lo
g
y

T
ra

u
m

a
 a

n
d
 O

Personal Information redacted by the USI

Personal Information redacted by the USI

    
 

  
    

 
  

  

 

  

   

   

     

     

    

     

     

     

   

   

     

      

      

   

   

   

   

   

   

   

     

  

     

    

   

   

   

   

   

    

   

   

   

   

    

   

    

    

  

  

   

   

   

   

   

    

    

    

 

 

 

 

 

 

 

 

 

  

  

 

 

 

  

 

 

 
 

 

 

 

 

 
 

 

 

  

 

  

  

 

 

  

 

 

 

 

 

 
  

 

 

 

 
   

  
  

 
  

 

  
  

  
  

  
  

 

    

    

       

       

      

       

       

       

      

       

        

    

    

    

       

     

       

       

     

      

      

     

      

     

      

      

     

     

     

     

     

      

      

      

  

  

  

  

  

  

  

   

   

  

  

  

  

  

  

  

  

  

   

  

   

   

  

  

   

  

  

  

  

  

  

  

  

  

Full time 21 May 19 1 Apr 2019 X 

Full time 01 May 19 1 Apr 2019 X 

Full time 28 Jun 17 15 Feb 17 1 Apr 2019 X 

Full time 18 Jan 17 14 May 19 1 Apr 2019 X 

Full time 18 Jan 17 08 Apr 19 1 Apr 2019 X 

Full time 20 Jul 18 01 Jun 18 1 Apr 2019 X 

Full time 20 Jul 18 15 Nov 18 1 Apr 2019 X 

Full time 28 Jun 17 14 Jul 18 1 Apr 2019 X 

SubTotal 11 of 11 (100%) 10 1 0 0 0 0 

Glackin Anthony Jude Full time 27 Sep 16 16 Apr 19 1 Feb 2019 X 

Haynes Mark Dean Full time 22 Aug 17 24 May 19 1 Oct 2017 X 

O’Donoghue John Paul Full time 18 Jan 17 15 May 19 1 Apr 2018 X 

O'Brien Aidan Full time 29 Nov 18 1 Apr 2018 X 

Tyson Matthew Full time 12 Feb 19 25 Feb 2019 X 

Young Michael Full time 16 May 18 1 Apr 2018 X 

SubTotal 6 of 6 (100%) 3 2 0 1 0 0 

SubTotal 6 of 6 (100%) 3 2 0 1 0 0 

Full time 15 Jun 17 03 May 19 1 Apr 2019 X 

Part time 04 Apr 19 25 Apr 19 1 Apr 2019 X 

Full time 30 Oct 18 21 May 19 1 Jun 2019 X 

Part time 23 Jul 18 20 May 19 1 Apr 2019 X 

4 of 4 (100%) 0 0 1 1 1 1 

1 of 1 (100%) 0 0 0 0 0 1 

1 of 1 (100%) 0 0 0 0 0 1 

Full time 30 Oct 18 14 Apr 19 1 Apr 2019 X 

Part time 19 Apr 19 24 May 19 1 Apr 2019 X 

Full time 04 Apr 19 13 Mar 19 1 Apr 2019 X 

3 of 3 (100%) 0 0 1 0 0 2 

3 of 3 (100%) 0 0 1 0 0 2 

Full time 04 Apr 19 09 May 19 1 Apr 2019 X 

Full time 04 Apr 19 15 Apr 19 1 Apr 2019 X 

Full time 19 Dec 18 14 May 19 1 Jan 2019 X 

Full time 02 Aug 18 01 Apr 19 1 Jan 2019 X 

Part time 19 Apr 19 05 Apr 19 1 Apr 2019 X 

Part time 04 Apr 19 11 Mar 19 1 Apr 2019 X 

Full time 19 Apr 19 02 Apr 19 1 Apr 2019 X 

7 of 7 (100%) 1 0 0 0 0 6 

7 of 7 (100%) 1 0 0 0 0 6 

Full time 04 Apr 19 09 Apr 19 1 Apr 2019 X 

Full time 04 Apr 19 01 Apr 19 1 Apr 2019 X 

Full time 05 Jul 18 03 Apr 19 1 Apr 2019 X 

Full time 04 Jun 18 30 Apr 19 1 Apr 2019 X 

Full time 04 Apr 19 01 May 19 1 Apr 2019 X 
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Progress Report 
WIT-90564

Full/Part 

Time 

Last sign-off 
date 

Last Logged In Discussion 
Awaiting 1st Sign 
Off By Consultant 

Awaiting 1st 
Sign Off By 

Manager 

Awaiting 2nd 
Sign Off 

Awaiting 3rd 
Sign Off Signed Off 

Job Plan Start 
Date 

Full time 19 Apr 19 26 Apr 19 X 

Full time 04 Apr 19 16 Apr 19 X 

Full time 05 Mar 19 X 

8 of 8 (100%) 3 0 0 0 0 5 

8 of 8 (100%) 3 0 0 0 0 5 

23 of 23 (100%) 4 0 2 1 1 15 

23 of 23 (100%) 4 0 2 1 1 15 

Full time 25 Jul 18 18 Jun 18 X 

Full time 22 Feb 19 X 

Full time 25 Jul 18 04 May 19 X 

3 of 3 (100%) 2 0 1 0 0 0 

3 of 3 (100%) 2 0 1 0 0 0 

Full time 06 Sep 17 09 May 19 X 

1 of 1 (100%) 0 0 1 0 0 0 

Full time 09 Jan 19 25 Mar 19 X 

Full time 28 Aug 18 01 May 19 X 

Full time 28 Aug 18 23 Aug 18 X 

Full time 09 Jan 19 15 May 19 X 

Full time 28 Aug 18 24 Jul 18 X 

Full time 08 Oct 18 08 Apr 19 X 

Full time X 

Full time 23 Jul 18 22 Jan 18 X 

Part time 28 Aug 18 13 May 19 X 

Full time 25 Jul 18 03 Jan 19 X 

Part time 09 Jan 19 10 Dec 18 X 

Full time 08 May 19 X 

Full time 05 Nov 18 08 Oct 18 X 

Full time 28 Aug 18 20 Aug 18 X 

Full time 10 Jan 17 30 Apr 18 X 

Full time 08 Oct 18 13 May 19 X 

Part time 09 Nov 17 08 May 19 X 

Full time 08 Oct 18 25 Apr 19 X 

Full time 02 Jan 19 X 

SubTotal 18 of 19 (95%) 14 0 1 2 0 2 

19 of 20 (95%) 14 0 2 2 0 2 

22 of 23 (96%) 16 0 3 2 0 2 

22 of 23 (96%) 16 0 3 2 0 2 

238 of 243 (98%) 110 (45%) 27 (11%) 16 (7%) 12 (5%) 8 (3%) 68 (28%) Total 

SubTotal 

SubTotal 

17 Dec 2018 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

18 Mar 2019 

15 Jan 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

SubTotal 

M
e
n
ta

l 
H

e
a
lt

h Mental Illness 1 Apr 2019 

Psychiatry 1 Apr 2019 

1 Apr 2019 

1 Apr 2019 

6 Feb 2019 

1 Apr 2019 

Ment 

al 

Healt 

h 

and 

Disab 

ility 

Direc 

torat 

e 

M
e
n
ta

l 
H

e
a
lt

h
 a

n
d
 D

is
a
b
il
it

y

D
is

a
b
il
it

y Psychiatry Learning 

Disability 

SubTotal 

SubTotal 

SubTotal 

4 Mar 2019 

SubTotal 

1 Apr 2019 

1 Apr 2019 

Personal Information redacted by the USI

Total job plans 

Total job plans 
with at least 1 
Total users 

Total users 
who have not Total users 
who do not 

:
:

:
: 

0 
5 

24
3 

23
8 

24
3 
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WIT-90565

CONSULTANT JOB PLAN SIGN OFF - PROGRESS REPORT- 30 April 2018 

Awaiting 1st Awaiting 2nd 
Directorate Discussion stage sign off sign-off 

Awaiting 3rd 
sign-off Appeal 

Fully signed 
off Total job plans % completed 

Anaesthetics/ICU 20 6 1 2 5 3 37 8% 
Pathology 8 1 1 1 0 2 13 15% 
Radiology 13 2 0 0 0 2 17 12% 
Emergency Medicine 6 0 0 1 0 4 11 36% 
Geriatrics 3 1 1 0 0 3 8 38% 

Obsetrics & Gynaecology 12 2 0 1 0 5 20 25% 
Medicine & sub specialties 14 6 2 0 0 14 36 39% 
Palliative medicine 3 0 0 0 0 0 3 0% 
ENT 5 0 2 0 0 0 7 0% 
Gen surgery + Orthodontics 15 2 0 0 0 0 17 0% 
T&O 10 1 1 0 0 0 12 0% 
Urology 5 0 0 0 0 0 5 0% 
CAMHS 3 1 1 0 0 1 6 17% 
CYPS 11 2 4 0 0 1 18 6% 
Mental Health& Disability 7 6 4 0 0 6 23 26% 

Total 41 233 18% 

45% of job plans fully signed-
off for CAH 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



 

  

 
 
  
 
 
 
                  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

 
 

 

 
 

 

 
  

 
 

 
 

WIT-90566

DRAFT 
Regional Influence to 
Allocation to Trainees 

Workforce Development Sub Group 

Zoe Parks 
Head of Medical HR 

Gail Browne 
Director Medical Education 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



 
 

 

 

 

   

 

 

 
           

           
  

        
           
        

        
        

  

 

 

       
       

     
        

 

  

  

  
  

  
  
  
  

  
 

  

  
  

  
  
  
  

 
 

           
           

        
          
        

        
        

 

       
      

    
        

 

 

 

 
  

  
  
  
  

 

 

 

  
  

  
  
  

WIT-90567

BACKGROUND 

At a meeting of the DHH Pathfinder Workforce Development Group on 5th October 2018 it 
was agreed that a number of work streams should be established to deliver on the Group’s 
Terms of Reference. 

One of these sub groups was to focus on Rotational Doctors in Training Allocations. 
The need for equity/fair allocation of trainees has been identified as a priority. The specific 
aim of this group is to look at rotas across NI and to ensure that NIMDTA & DOH are 
informed about SHSCT requirements. The outcome of this work-stream would be escalated 
to the Department of Health through a Chief Executive meeting/letter and DHH Pathfinder 
monthly progress updates to Dep PS/CMO.  

Current Position 

There are currently 1608 Rotational Doctors in Training within a hospital setting across 
Northern Ireland. The table below (provided by NIMDTA) shows the current split of 
rotational doctors across Trusts. Whilst there are 1608 rotational doctors in hospital – the 
total number listed above will be higher since this will include doctors on Out of 
Programmes, Adept Fellows or GP trainees in Primary Care). 

Some significant highlights: 

 Southern Trust has the lowest number of overall Training Posts (243) 

Posts 
Belfast Trust 811 
SE Trust 260 
Southern Trust 243 
Northern Trust 260 
Western Trust 247 

1821 

 Southern Trust has the lowest number of Foundation Year 1 posts (34) 

FY1 Posts 

Belfast Trust 99 
SE Trust 39 
Southern Trust 34 
Northern Trust 38 
Western Trust 42 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



 
 

 

 

 

   

 
     

 

        

       

   
      

 

       

       

   

        

       
 

       

        

    

    

    

    

   
      

 

    
      

 

      
 

  
  

 

  
   

 

  
  

 

   
 

     
 

 
      

 

  
 

 

 
 
 
 
     

 

WIT-90568

Belfast Trust South Eastern Trust Southern Trust Northern Trust Western Trust 
Overall 

Specialties Overall Posts Overall Posts Overall Posts Overall Posts Overall Posts Overall Total Posts 

Foundation Year 1 99 39 34 38 42 252 

Foundation Year 2 (incl. 
GP, Academic & PHA) 97 39 32 42 42 

252 

GP Training 29 33 33 32 26 153 

Anaesthetics 70 20 19 14 16 139 

ICM 2 2 

Emergency Medicine 24 13 14 18 8 77 

Obstetrics & Gynaecology 30 10 16 17 17 
90 

Paediatrics 55 9 12 18 18 112 

Radiology 29 7 5 4 5 50 

Histopathology 19 19 

Medical Microbiology 9 9 

Chemical Pathology 3 3 

Public Health 11 11 

Core Medical Training 
(CT1/2) 52 29 24 23 12 

140 

General Medicine / Acute 
Medicine (ST3+/SpR) 4 4 1 6 1 

16 

Cardiology (ST3+/SpR) 14 2 3 1 2 
22 

Clinical Genetics 
(ST3+/SpR) 2 

2 

Clinical Oncology 
(ST3+/SpR) 12 3 

15 

Clinical Neurophysiology 
(ST3+/SpR) 1 

1 

Dermatology (ST3+/SpR) 8 1 
9 

Endocrinology (ST3+/SpR) 6 2 2 1 
11 

Gastroenterology 
(ST3+/SpR) 7 2 2 3 2 

16 

Geriatric Medicine 
(ST3+/SpR) 

6 

3 3 2 2 

16 
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WIT-90569

Belfast Trust South Eastern Trust Southern Trust Northern Trust Western Trust 
Overall 

Genitourinary Medicine 
(ST3+/SpR) 2 

2 

Haematology (ST3+/SpR) 15 
15 

Immunology (ST3+/SpR) 3 
3 

Infectious Diseases 
(ST3+/SpR) 1 

1 

Medicine ICM (ST3+/SpR) 1 2 
3 

Medical Oncology 
(ST3+/SpR) 9 1 

10 

Neurology (ST3+/SpR) 8 1 1 1 
11 

Occupational Medicine 
(ST3+/SpR) 1 

1 

Paediatric Cardiology 
(ST3+/SpR) 1 

1 

Palliative Medicine 
(ST3+/SpR) 6 

6 

Rehabilitation Medicine 
(ST3+/SpR) 2 

2 

Renal Medicine (ST3+/SpR) 4 1 1 1 
7 

(Use posts in GIM) 
Respiratory Medicine 
(ST3+/SpR) 9 2 1 2 1 

15 

Rheumatology (ST3+/SpR) 5 1 1 1 1 
9 

Stroke Medicine 
(ST3+/SpR) 1 

Core Psychiatry Training 
(CT1 - CT3) 16 6 10 12 7 

15 

Psychiatry of Old Age 
(ST4+) 2 1 

3 

General Adult Psychiatry 
(ST4+) 12 2 3 5 3 

25 

Psychiatry of Learning 
Disability (ST4+) 4 

4 

Forensic Psychiatry (ST4+) 

4 

4 
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WIT-90570

Belfast Trust South Eastern Trust Southern Trust Northern Trust Western Trust 
Overall 

Child & Adolescent 
Psychiatry (ST4+) 4 1 3 1 

9 

Psychotherapy (ST4+) 1 
1 

Core Surgical Training 
(CT1/2) 36 11 10 13 18 

88 

General Surgery (ST3/SpR) 15 5 7 5 3 
35 

Trauma & Orthopaedic 
Surgery (ST3+/SpR) 

19 3 3 6 

31 

Cardiothoracic Surgery 
(ST3+/SpR) 8 

8 

Neurosurgery (ST3+/SpR) 5 
5 

Paediatric Surgery 
(ST3+/SpR) 3 

3 

Otolaryngology (ST3+/SpR) 5 2 1 2 
10 

Urology (ST3+/SpR) 4 2 2 
8 

Ophthalmology 14 4 
18 

Plastic Surgery 10 
10 

Vascular Surgery 
(ST3+/SpR) 4 

4 

811 261 243 259 247 

Information provided by NIMDTA February 2019 
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WIT-90571

FOCUS ON GENERAL MEDICINE 

We decided to focus in on General Medicine; since this is an area experiencing a large 
number of gaps; locum expenditure and work intensity. We sought some further information 
form the other Trusts to detail the working practices. 

Medicine Rotas: 

Foundation Year1: 
Trust Grade Location Shift 

Type 
No 
Posts 

Total 
Posts 

Banding Additional Info 

SHSCT FY1 CAH F/S 1:11 11 19 1A -50% 

DHH F/S 1:11 8 1A – 50% Medicine(8) Surgery Rota (4) 

SE Trust FY1 Lagan Valley F/S 1:8 8 27 1A – 50% 

Ulster/Downe F/S 1:29 19 1B – 40% 4 Downe. 15 Ulster Medical specialties 

Western FY1 ALT F/S 14 23 1A – 50% Medical 

SWAH 9 Medical specialties 

Northern FY1 Antrim F/s 1:14 14 24 1A – 50% Medical specialties 

Antrim F/S 1 1 1A – 50% Standalone Cardiology 

Causeway F/S 1:13 9 1A* - 50% 9 in Medicine 

Belfast FY1 RVH - Mixed F/S 1:27 27 56 – may 

inc. some in 
surgery 

1B General Medicine /geriatrics/cardiology 

MIH - Mixed F/S 1:15 15 1A General Medicine/Surgery 

BCH - Mixed F/S 1:17 14 1A 3 gaps - General medicine / geriatrics / 
Haematology /Nephrology / cardiology 

Junior CT/ST1-2 & FY2 Tier 
Trust Grade Location Shift 

Type 
No 
Posts 

Total 
Posts 

Banding Additional Info 

SHSCT ST1-2/ F2 CAH F/S 1:20 20* 36 1A – 50% Collapsed 1:18 due to gaps 

ST 1-2/ F2 DHH F/S 1:16 16 1A - 50% 

SE Trust ST 1-2/F2 ULSTER F/S  1:22 22 

44 

1B – 40% 

ST 1-2/F2 Ulster MAU F/S 1:5 5 1B – 40$ 

ST 1-2/F2 Ulster 
Renal 

F/S 1 1B – 40% 

ST 1-2/F2 Downe F/S 1:8 8 2B – 50% 

ST 1-2/F2 Lagan 
Valley 

F/S 1:8 8 2B – 50% 

Western ST 1-2/F2 Altnagelvin F/S 1:24 24 41 2B – 50% 

ST 1-2/F2 SWAH F/S 1:17 17 1A – 50% 

Northern F2 Antrim F/S 1:10 10 
50 

1A – 50% 

CT 1-2 Antrim F/S 1:14 14 2A – 80% 

ST/CT Antrim F/S 1:9 9 

F2 Causeway F/s 1:9 9 1A – 50% 

CT 1-2 Causeway F/S 1:8 8 1A – 50% 

Belfast F2 RVH (AMU) F/S 1:7 7 

64 

1B 

ST1-
2/CT/F2 

MIH F/S 1:13 13 1B 

ST1-
2/CT/F2 

RVH F/S 1:24 24 1A 

ST1-
2/CT/F2 

BCH -
Mixed 

F/S 1:24 20 1A 4 gaps – General / Geriatric Medicine / 
Cardiology 
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Senior SpR Tier 

WIT-90572

Trust Grade Location Shift 
Type 

No 
Posts 

Total Banding Additional Info 

SHSCT SpR CAH F/S 1:11 11 12 1A – 50% 

SPR DHH F/S 1:8 1 1A – 50% Locums employed to make up rota 

SE Trust ST3/SpR Ulster F/S 1:13 13 19 1B – 40$ 

ST3/SpR Ulster O/C 1:5 5 3 – 100%* Non-resident on-call 

ST3/SpR Ulster - Renal O/C 1 2B – 50% Non-resident on-call 

Western SpR Altnagelvin F/S 1:13 13 17 2B – 50% 

SpR Altnagelvin 4 4 trainees on separate oncology rota 

SpR SWAH 
Has ICU support 

0 0 No SpR/ST3’s in SWAH. 
SAS/Consultants provide out of hours 
cover. 2 Perm SAS; 1 Temp & 6 Agency. 

Northern SpR Antrim 13 16 13 NIMDTA posts (11in post) 

SpR Causeway 3 2 vacant: 1 P/T 

Belfast ST3+ MIH F/S 1:8 8 32 1A 

ST3+ BCH F/S 1:12 11 1A 

ST3+ RVH F/S 1:13 13 1A 

KEY FINDINGS FROM FOCUS ON MEDICINE  

 The Southern Trust would appear to have the least number of NIMDTA Training posts in 
comparison to all other Trusts at all grades in General Medicine. 

NIMDTA response to Allocation of Training Post 

The Trust recently received some correspondence from NIMDTA which set out their 
position on the allocation of training posts throughout Northern Ireland. Their position is 
highlighted below: 

“The distribution of posts has been largely based on historical patterns which NIMDTA did not control – they 
have grown up over years – some funded by DoH and some funded by Trusts. The DoH has commissioned 
new posts in recent years in a number of specialties and these have been distributed among the different 
Trusts. Some Trusts have also approached NIMDTA with the proposal that they will fund new training posts – 
when they receive these applications, they evaluate the educational merits of the post and if educationally 
sound approach HSCB and PHA for their views. If there is support from HSCB and PHA, then the application 
is forwarded to DoH for their consideration as they have the oversight of the medical workforce planning for 
NI. NIMDTA does not have funding which is not already committed to a training post somewhere. NIMDTA 
currently is not in a position to either create new training posts or redistribute existing training posts. 

If there is felt to be a need to create additional training posts within the SHSCT, this should be discussed with 
the senior leadership within the Trust as there is a need to identify a funding stream for the new training post 
and associated training costs before there can be any consideration of seeking educational approval, service 
approval or workforce planning approval from the DoH. NIMDTA also pointed out that there is not a limitless 
supply of doctors who want to apply for such posts and the danger of increasing the number of training posts 
without addressing the supply from medical school or increasing the attractiveness of posts can just result in 
an increase in the number of vacant training posts without increasing the number of trainees. Trusts therefore 
do need to consider alternative solutions to managing the service pressures they are under rather than relying 
on an ever increasing number of trainee doctors”.  (Position from NIMDTA April 2018 
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WIT-90573

GENERAL MEDICINE ROTAS 

FY1 – 1:11 Rota – CAH 

SHO Collasped Rota 1:18 CAH 
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WIT-90574

SpR Rota 1:11 – CAH 

COMPARISON WITH NORTHERN TRUST 

We have obtained a copy of a few of the working rota patterns from the Northern Trust to 
give a visual comparison against our own working patterns. These are set out below for 
information. 
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WIT-90575

ALTNAGELVIN SHO ROTA 

CURRENT SHO GENERAL MEDICINE - FULL SHIFT ROTA (24 DOCTORS) – AS AT 1 AUGUST 2018 

Monday Tuesday Wednesday Thursday Friday Saturday Sunday Total 

Hours 

Doctor 1 
DAY DAY OFF DAY DAY OFF OFF 32 

Doctor 2 
NIGHT (ON 
CALL) 

NIGHT 
(ON 
CALL) 

NIGHT (ON 
CALL) 

NIGHT 
(ON 
CALL) OFF OFF OFF 

50 

Doctor 3 
DAY DAY DAY DAY DAY OFF OFF 

40 

Doctor 4 
DAY DAY DAY OFF 

ADMISSI 
ONS 

ADMISSION 
S 

ADMISSION 
S 

63 

Doctor 5 DAY DAY DAY DAY DAY OFF OFF 40 

Doctor 6 
DAY 

DAY (ON 
CALL) DAY 

DAY (ON 
CALL) DAY OFF OFF 

50 

Doctor 7 

DAY 

DAY DAY DAY NIGHT 
(ON 
CALL) 

NIGHT ( ON 
CALL) 

NIGHT ( ON 
CALL) 

69.5 

Doctor 8 OFF OFF DAY DAY DAY OFF OFF 24 

Doctor 9 DAY (ON 
CALL) DAY 

DAY (ON 
CALL) DAY DAY 

OFF OFF 50 

Doctor 10 DAY DAY DAY DAY DAY PTWR PTWR 56 

Doctor 11 DAY DAY OFF DAY DAY OFF OFF 32 

Doctor 12 
DAY 

ADMISSI 
ONS DAY 

ADMISSI 
ONS 

DAY OFF OFF 50 

Doctor 13 
WATERSIDE 

WATERS 
IDE WATERSIDE 

WATERSI 
DE 

WATERSI 
DE OFF OFF 

40 

Doctor 14 
DAY DAY DAY OFF 

DAY ( ON 
CALL) 

DAY ( ON 
CALL) 

DAY ( ON 
CALL) 

63 

Doctor 15 DAY DAY DAY DAY DAY OFF OFF 40 

Doctor 16 
NIGHT 

( ADMISSION) 

NIGHT 

(ADMISS 
ION) 

NIGHT 

(ADMISSION) 

NIGHT 

(ADMISSI 
ON) OFF OFF OFF 

50 

Doctor 17 DAY DAY DAY DAY DAY OFF OFF 40 

Doctor 18 DAY DAY DAY DAY LATE LATE LATE 62 

Doctor 19 
OFF DAY DAY DAY DAY OFF OFF 

32 

Doctor 20 
ADMISSIONS DAY ADMISSIONS DAY DAY OFF OFF 

50 

Doctor 21 

DAY DAY DAY DAY 

NIGHT 
(ADMISSI 
ON) 

NIGHT 
(ADMISSIO 
N) 

NIGHT 
(ADMISSIO 
N) 

69.5 
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WIT-90576

Doctor 22 
OFF OFF DAY DAY DAY OFF OFF 

24 

Doctor 23 
LATE LATE LATE LATE OFF OFF OFF 

40 

Doctor 24 
CLINIC CLINIC CLINIC CLINIC CLINIC 

REVIEWS 
/TAKE 

REVIEWS / 
TAKE 

66 

Total Hours 1133 

Unsocial 

Hours 31 31 31 31 36 82 77 

319/113 

3 = 28% 

Ward 

Cover (Day) 18.5 19.5 19.5 19.5 18.5 

Normal Day = 9.00 a.m. – 5.00 p.m. (8hrs) 

Clinic = 9.00 a.m. – 5.00 p.m. (8 hrs) 

Day/On -Call = 9.00 a.m. – 10.00 p.m. (13 hrs) 

Admissions = 9.00 a.m. – 10.00 p.m. (13 hrs) 

Late = 2.00 p.m. - 12 Midnight (10 hrs) 

Night On-Call = 9.00 p.m. – 09.30 a.m. (12.5hrs) 

Night Admissions = 9.00 p.m. – 09.30 a.m. (12.5hrs) 

Post Take Ward Round = 08.30 a.m. – 16.30 p.m. (8 hrs) 

Reviews / Take = 09.00 a.m. – 22.00 p.m. (13 hrs) 

TOTAL HOURS = 

Actual Hours of Work = 1133 – 212.4 / 18.69 = 49.2 Hours 

Unsocial Hours =  319/1133   = 28% 

Weekends = 7 /24 = 29% 

Band 2B 
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SWAH SHO 1:17 ROTA 

WIT-90577
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WIT-90578

NIMDTA FILL RATES 

In August 2017, the Medical Foundation Programme achieved a fill rate of 96% and Medical 
Specialty Training a fill rate of 83%. At August 2017, there were a total of 185 training posts 
that were unfilled with the highest vacancy rate within Core Medical Training, Obstetrics 
and Gynaecology and Paediatrics. The number of vacancies increased to 201 by February 
2018 due to resignations, maternity leave, sick leave, completion of training and out of 
programme training. 

In 2015-16 the Minister for Health announced an increase of 20 posts in General Practice, 
in addition to the 65 posts that had been previously recruited to training on an annual basis. 
A subsequent announcement stated there would be expansion to this figure by a further 
twelve training posts to start in August 2017, and as a result 97 posts were recruited to. In 
2017-18 the Minister has announced a further increase of 14 posts in General Practice 
resulting in 111 available places. NIMDTA has been involved in planning for this expansion 
in cooperation with HSC Trusts and GP practices. From August 2017, the following hospital 
specialties expanded their training programmes: Core Medical Training (1), Radiology (4), 
Emergency Medicine (7) and Ophthalmology (1). It is anticipated that the Clinical Radiology 
training programme will further expand in August 2018 in addition to Anaesthetics, Urology 
and Neurology. 

NIMDTA competition ratios for 2017 for specialty training recruitment for General Medicine 
CT1/2 posts indicated a fill rate of 62%. 

RECOGNISING TREND FOR AGENCY WORKING 

It is undisputed that many doctors are choosing not to re-enter the training scheme often 
at the point they complete FY2 training, but instead choose to take a number of years out -
often to work via external private locum agencies. This has undoubtedly contributed to 
numerous gaps throughout our junior doctor workforce and most notably in Medicine 
where NIMDTA have been unable to fill all our core medical training posts. The percentage 
of FY2 doctors in particular choosing not to re-enter a training post has been increasing 
year on year. 

We know these doctors receive lots of flexibility, choice on where they can work and a 
significant enhancement of pay when working directly for the locum agencies. We believe 
it would be helpful to consider this very real issue in light of our workforce planning 
considerations to ensure our systems are not actually making this the most attractive 
option for doctors. We know for instance that currently there is no detriment to a doctor 
choosing to work for this NHS in this manner. When they return to a training post – they 
are successfully seeking for the time spent with the private locum agency to be counted 
when determining their point on the incremental scale. We believe there is an opportunity 
for this position to be reviewed. There may also be opportunities to consider if further 
action is necessary to consider how this locum service is considered in other aspects also 
when a doctor chooses to re-enter training. It would be helpful if a collaborative approach 
was considered to see how we can ensure we offer a positive and attractive proposal within 
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WIT-90579

the NHS to doctors which successfully reduces the current attractiveness of agency 

working. 

REGIONAL MEDICAL WORKFORCE WORK 

The DHSSPS is responsible for medical workforce planning, and the DHSSPS regional 
workforce planning group oversees the preparation of workforce plans for Health and Social 
Care. The Director of Public Health/Medical Director of PHA chairs a medical workforce 
subgroup which reports to the DHSSPS regional workforce planning group. This subgroup 
has been tasked with the development of a suite of medical workforce plans for primary and 
secondary care for the five-year period 2013/14 to 2018/19. These will cover all specialities 
and will be developed incrementally to enable the methodology to be tested and refined. 
The methodology engages stakeholders throughout the project to refine the modelling and 
outputs. 

Each speciality plan is required to take account of key national and regional drivers such as 
Quality 2020, a strategic move to seven-day services, and a shift from secondary to primary 
care as outlined in Transforming Your Care, General Medical Council (GMC) requirements, 
and NICE guidance. The Report that was completed by this Group for Medical Specialites is 
appended at the end of this report. 

The Public Health Agency issued their final report to Andrew Dawson in the DOH in April 
2018. 
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WIT-90580

ACTIVITY DATA FOR COMPARISON 

Table 24: Specialty 300 - Inpatient and Day Case Activity Data by Hospital/HSC Trust for General Medicine, 2017/18 

Hospital/
HSC Trust 

Non 
Elective 

Inpatients 
General 

Medicine 

Non 
Elective 

Inpatients
Gastroenterology 

Non 
Elective 

Inpatients
Respiratory 

Non 
Elective 

Inpatients
Cardiology 

Non 
Elective 

Inpatients
Geriatric 
Medicine Total 

Belfast City 60 296 1,278 564 2,644 
741 

1,208 
5,002 

4,842 

Mater Infirmorum 1,051 976 1,767 956 5,491 

Royal Victoria 3,935 1,789 2,224 3,873 13,029 

Belfast HSCT 5,046 3,061 5,272 5,558 23,939 

Antrim 7,884 1,925 3,187 0 1,658 
347 

14,654 

Causeway 4,574 75 89 828 5,913 

Mid Ulster 0 0 0 0 

Whiteabbey 0 0 0 547 
2,552 

547 

Northern HSCT 12,458 2,000 3,276 828 21,114 

Ards 1 0 349 
37 

470 
2,397 
3,253 

350 

Downe 2,336 0 2,373 

Lagan Valley 3,023 87 3,580 

Ulster 12,394 1,942 16,733 

South Eastern HSCT 17,754 2,029 23,036 

Craigavon Area 9,256 6 1,642 1,903 

99 377 
12,807 

Daisy Hill 6,152 1 6,629 

South Tyrone 0 0 525 525 
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WIT-90581

Lurgan 0 0 850 850 

Southern HSCT 15,408 7 1,741 3,655 20,811 

Altnagelvin Area 5,678 1,929 

586 

3,778 

6,293 

1,191 

1,452 

0 

569 

3,212 

8,798 

South West Acute 4,236 6,274 

Omagh 0 3,778 

Waterside 569 

Western HSCT 9,914 19,419 

19,828 6,293 6,424 32,545 

NI Total 60,580 

Source: Hospital Inpatient System & 
KH03a 

Information provided by Dr D Gormley Consultant SHSCT 
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WIT-90582

LOCAL SHORT TERM WORKFORCE ACTIONS TAKEN 

1. Medical Training initiative Model 

There is a need for additional Doctors for General Medicine and Renal in DHH but there is a 
deficit of Doctors across the region of all specialties. This proposal is to source Medical 
Training Initiative (MTI) Doctors for Daisy Hill Hospital by investing in the creation of a 
number of International Training Fellowships in Medical Specialties (ST3 level) to join the 
existing complement of trainees, consultant and non-consultant career grades. These posts 
will provide excellent training and service opportunities for doctors with varying career 
aspirations. Successful MTI applicants will be provided an opportunity to experience 
specialty training and development in the UK’s National Health Service (NHS) before 
returning home to implement their new skills and experience. They will receive training at 
Specialty Training Year 3 level or above, supervised by a qualified NHS consultant. The 
training plan is usually tailored to suit the trainee’s educational objectives and the work they 
wish to undertake on returning home. The aim of these posts is to provide development 
opportunity for the post-holders, building on their existing basic and specialty training while 
supporting our key service areas in relation to the provision of in and out of hours clinical 
care by a trained doctor workforce. Trainees can therefore expect in addition to gaining 
specialty ward-based and clinic/procedural experience and development to contribute to the 
Trust’s middle grade medical receiving rotas. The trainee will not take part in on call duties 
until a period of induction and close supervision has been undertaken and both they and the 
Supervising consultant are satisfied that they are competent and ready. The trainee will 
always have access to Consultant or senior Registrar support during on call periods. 

NIMDTA were consulted and have given written confirmation that these MTI posts in Daisy 
Hill (See Appendix) would hev sufficient training content and would enhance supervision of 
the Core Medical Trainees. 

Funding has just been approved by our IPT Committee to proceed with the Royal College to 
attempt recruitment to these 2 year posts. 

2. Clinical Fellow Model 

The Southern Trust designed and implemeneted a Clinical Fellow/self rostering model in 
Emergency Medicine from August 2018. There are plans in place to review how this could 
work in General Medicine with the hope that this can be piloted from August 2019. 

3. Physician Associate Model 

The Southern Trust has recently appointed 3 Physician Associates to work across the Trust 
from the end of March 2019 – following the first tranch of qualified professionals from 
University of Ulster. This is a new model of care across Northern Ireland. These associates 
will be based in Haematology./Care of Eldery in CAH  and 2 in Emergency Medicine 
/Medicine in Daisy Hill Hospital.  There is scope if this model is successful to advertise to 
see if we can attract qualified PA’s (from the UK) in advance of the new bunch of qualified 
PA’s coming out of our local univerisity in March 2020. 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



 
 

 

 

 

   

 

  

 
 

         
          

      
 

          
          

            
        

   

       
        

 
    

       
            

 

           
      

         
       

      
 

 

       
        

        
            

       
  

 

         
          

      

          
          

           
        

  

       
        

 
    

       
          

           
      

         
       

      

       
        

        
            

       
  

WIT-90583

REQUESTED ACTIONS 

The Southern Trust would ask that urgent attention and consideration is given to the 
following: 

 A thorough and robust regional review of all rotational doctors in training across 
Northern Ireland with a view to reconsidering allocations to ensure a fair and 
equitable distribution of trainees across NI, taking into account service need as well 
as training opportunities. 

 Communicating a regional strategic position on the growing problem of rotational 
doctors leaving the NI Training scheme and choosing to work via external locum 
agencies. Historically this has been tackled by attempting to make training schemes 
more attractive to encourage retention however we feel this should also include 
some additional approaches on a regional level. 

o HR Representatives have documented a proposal to the Department of 
Health which if endorsed and communicated would faciliate a consistent 
approach around the recognition of locum medical service on return to training 
posts in respect of incremental pay. Currently this is not consistent with some 
Truists continuing to increase pay increments by recognising locum medical 
service. We are awaiitng a response from the Department of Health on this 
issue. 

o We believe there is also an urgent need to review how locum medical service 
is considered for shortlisting purposes on application for higher training posts. 
Again there does not appear to be any disincentive for doctors to choose 
Locum positions for obtaining competecies as arguably it will be accepted as 
equivalent service to those who have completed service within normal training 
positions. 

 The regional workforce paper completed by the PHA for Medical Specialties 
highlighted in their conclusions that It would be prudent to review these specialty 
workforce plans in 2019 prior to decisions on the intake of new ST3 doctors in 2020. 
We would like to seek an update on what action has been taken by the Department 
following this detailed analysis and how this has fed back into the workforce planning 
projections for our junior doctor workforce. 
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Personal Information 
redacted by the USI

Personal Information redacted 
by the USI

Personal Information redacted by the USI

Personal Information redacted by the USI
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WIT-90585

APPENDIX 

NIMDTA Process – February 2018 

 

Process for Approval and Allocation of a New Training Post 
NIMDTA approval relates only to the suitability of a post for training and education. 
Requests for NIMDTA to provide educational approval for new training posts can 
originate from DoH, HSCB/PHA, or a Local Educational Provider (LEP). 
A trainee cannot be allocated to a new training post until a recurrent funding stream 
has been identified which in addition to the basic salary and employer’s costs 
includes the NIMDTA expenses associated with: 
• Recruitment 
 Induction events to their Foundation/Specialty Programme 
• Supervision (PAs for named clinical and educational supervisors; NIMDTA 

events targeted at Recognised Trainers) 
 Annual Review 
• Study leave 
 Generic and Professional Training (iQuest Programme) 
 Formal Specialty-specific Education events organised by the Specialty 

Programme 
• Excess travel allowance 
 Quality Management of the training post (survey, visits, report review) 

These costs are based on the mid-point dependant on the level of training – 
Foundation Year 2, Core Training (CT1-2 level) or Run-Through Specialty Training 
(ST1-8 level). 
Funding is not available from NIMDTA to facilitate an increase in the number of 
training posts on a training programme. 
NIMDTA will require written confirmation from the funding body (DoH, PHA/HSCB, or 
LEP) that they will meet the full costs of the new training post over the entire duration 
of the training programme before NIMDTA will initiate a recruitment process. Costs 
associated with the banding of this post are in addition to the costs described above 
and need to be agreed with the HSCB. NIMDTA does not manage the banding costs 
associated with training posts. The approval process to be followed depends on the 
source identified for funding of the new training post. Where funding has been 
provided by the DoH or PHA/HSCB the process outlined in Section 1 will be 
followed. This process will also be followed where post approval is required due to 
the need to relocate an existing training post to another hospital site or LEP. Where 
funding for a new training post is being provided by a LEP, the process outlined in 
Section 2 will be followed. 
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WIT-90586

Section 1: New funding identified from Department of Health or 
HSCB/PHA or

Decision to relocate a Training Post 
The requirements of a training post are based on the standards set by the GMC 
relating to the delivery of high quality education and training in an LEP. Where there 
is more than one possible location for a training post to be sited, the following criteria 
will be used by NIMDTA to inform in the decision making process regarding the site 
of the new post 
Consideration will be given to the evidence of the quality of training and education 
experienced by trainees who have been allocated to that training unit and LEP 
previously and the potential impact of a new post on the training and experience of 
existing trainees in that unit. Information available from NIMDTA visits, GMC visits, 
the GMC National Training Survey and other sources will be utilised. The ability of a 
site to meet training requirements which are currently not available/not sufficiently 
available for trainees in the programme will also be considered. 
Any LEP which wishes to be considered for recognition of a new training post and 
allocation of an additional trainee will be asked to submit an application to be 
considered by Hospital Specialty Trainee Committee (HSTC) (Appendix 1). 
Section 1 to section 4 of this application will consider the areas outlined below: 
a) To demonstrate Board level engagement in education and training the LEP 

must: 
 meet the required standards for a learning environment for the delivery of 

postgraduate education and training, set by the regulator 
 provide evidence that they produce an annual education and training plan for 

their workforce  
 demonstrate there is a named individual on the Board with responsibility for 

postgraduate  education and training and that Board engagement is active in 
relation to education and training 

 give assurance that there are adequate levels of supervision for trainees 
 demonstrate an ability to respond to feedback on the quality of the training 

and a desire to improve performance where required 

b) To meet requirements for Clinical Leadership and Trainee Engagement the LEP 
must: 
 demonstrate they have achieved effective clinical engagement at all levels of 

the organisation 
 demonstrate effective leadership of medical education through robust 

educational governance. 
 provide a mechanism for trainees to meet with senior Trust staff (Education 

and Management) such as a Trainee Forum 
 have in place Local Faculty Group arrangements to review training provision 

in association with trainee representatives 

c) To demonstrate provision of safe trainee supervision the LEP must: 
 give assurance to NIMDTA that there are adequate levels of supervision 

including induction, handover, appropriate access to senior support and 
graded experience 
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WIT-90587

 demonstrate there is adequate time for trainers to meet the education and 
training requirements 

 ensure that all relevant consultant work time is job planned including SPA 
time for educational and clinical supervision 

 have named educational and clinical supervisors appropriately selected and 
approved for the roles 

 have mechanisms in place to identify and assist trainees requiring support in 
conjunction with NIMDTA 

 have sufficient consultants in the specialty to provide ongoing supervision to 
trainees 

d) To demonstrate capacity for training the LEP must: 
 demonstrate for existing trainees the ability to comply with the national or 

regional quality indicators for that specialty where defined 
 demonstrate that current trainees have adequate exposure to training 

opportunities 
 demonstrate the training opportunities available by mapping them to the 

curriculum 
 consider the possible impact of an increase in training numbers on existing 

trainees 
 have in place appropriate training infrastructure including local faculty groups 

to review the quality of the training 
 have adequate infrastructure including IT and library facilities 
 be able to meet trainee requirements for study leave and annual leave 

e) To demonstrate previous training quality the LEP must have: 
 satisfactory feedback from the GMC National Training Survey 
 information relating to previous trainees’ ability to achieve satisfactory 

outcomes at ARCP and in professional exams 
 review of feedback from previous trainees 
 previous trainees’ ability to obtain a level of competence appropriate for their 

level 
 engagement of the training unit in delivery of Workplace Based Assessments 
 the unit should not be under Enhanced Monitoring 

Following application from LEPs the evidence submitted will be reviewed by the 
relevant Lead Educators, School Board and/or Specialty Training Committee and 
recommendation will be made to HSTC. 

Consideration will be given to the experience of other trainees in that unit in the LEP 
and the potential impact of a new training post on existing trainees in that unit. 
Information available from NIMDTA visits, GMC visits, the GMC National Training 
Survey and other sources will be utilised. The ability of sites to meet any training 
requirements not already available in the region for trainees will also be considered. 

Any new training post is subject to review after one year. If the timing when funding 
is approved is too close to allocation to allow the full assessment of the relative 
merits of applications from different training sites to be completed, then an interim 
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decision without prejudice to place the training post in a Trust for the next training 
year may be made until that assessment is concluded. 
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WIT-90589

Level of support and development of trainees, as defined in Domains 1 and 6 
of The Trainee Doctor 

Level Evidence Allocation Decision 
Level 0 – unit which is under GMC 
Enhanced Monitoring. 

The unit is at risk of not meeting the 
GMC’s minimum requirements for 
supervision set out in Domains 1 and 
6 of The Trainee Doctor. 

NIMDTA informed by the GMC that 
this unit is under Enhanced Monitoring 

Not suitable for placement of a 
new trainee. 

Level 1 – unit which is considered 
unsatisfactory. 

Unit is graded as Unsatisfactory by 
NIMDTA QMG following Deanery visit 
or serious concerns raised by other 
sources of information which require a 
NIMDTA triggered visit 

Not suitable for placement of a 
new trainee. 

Level 2 – The unit is considered 
borderline. 

Unit is graded as Borderline by 
NIMDTA QMG following Deanery visit 
or has multiple below (red) outliers on 
the NTS +/- the National Survey of 
Trainers for supervision at LEP level 

Decision required by NIMDTA 
HSTC regarding suitability of 
placement. 

Level 3 - The unit is considered 
satisfactory (with or without 
conditions). 

There are no areas of  significant 
concern identified by NIMDTA QMG 
about the quality of the training 

Unit suitable for placement of a 
new trainee. 

Level 4 - The unit is considered 
good 

LEP has demonstrated that quality 
control and quality improvement 
measures are in place which meet 
the GMC’s minimum requirements 
for training. 

There are no areas of concern, 
significant concern or areas for 
improvement identified by NIMDTA 
QMG about the quality of the training. 

Unit suitable for placement of a 
new trainee. 

Level 5 - The unit is considered 
excellent 

LEP has demonstrated that quality 
control and quality improvement 
measures are in place which exceed 
the GMC’s minimum requirements 
for training. 

There are no areas of concern, 
significant concern or areas for 
improvement identified by NIMDTA 
QMG about the quality of the training. 

The LEP has demonstrated one or 
more areas of good practice 

Unit suitable for placement of a 
new trainee. 
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WIT-90590

Chart 1: Allocating a new training post funded by DoH or HSCB/PHA (or 
relocation of an existing training post). 

LEP s Apply to HSTC 

HSTC a ssesses each u n it 

consider in g level of su ppor t 

for edu ca t ion and t r a in ing 

Level 0 or 1 

Unsu ita ble for n ew 

t ra in in g post 

Level 3, 4 or 5 

Su ita ble for placemen t 

of n ew t ra in in g post 

Decision m ade and 

communica ted to Fundin g 

Body, LEP and Sch ool 

Level 2 

HSTC con sider opin ion of 

Lead Edu ca t or (s) to in clu de 

ability t o deliver cu r r icu lu m 

School Boar d / Tr a in in g 

Commit t ee t o pr ior it ise u n it s 

and make r ecomm enda t ion s 

to HSTC 

Level 2 

Unsu ita ble for n ew 

t ra in in g post 

Level 2 

Su ita ble for placem en t of 

new t ra in in g post 
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Table 1 - New Training Post Costing 

WIT-90591

Basic 
Salary 

Employe
r costs* 

Recruitment Supervisi 
on 

Study
leave 

Exces 
s 

Travel 

Traine 
e 

Suppor 
t 

School 
costs 
(PA & 

admin) 

TOTAL 

F2 Training Post £29,912 £7,065 £1,000 £5,076 £750 £1,000 £1,000 £6,489 
£52,29 

2 
Core Training 
Post (CT1– 
CT2) 

£34,402 £8,264 £1,000 £5,076 £750 £1,000 £1,000 £6,489 
£61,30 

2 

Specialty 
Training Post 
(ST1 – ST8) 

£37,822 £9,177 £1,000 £5,076 £750 £1,000 £1,000 £6,489 
£66,08 

8 

*includes 3% increase pension contribution. 

The out of hours supplement is normally funded by HSCB. 

Section 2: Request from LEP for approval of a new training post. 

NIMDTA is not in a position to provide funding for new training posts from within its 
current training budget. For an LEP to be considered for a new training post they 
must be in a position to provide recurrent funding for the post for the entire duration 
of the training programme as detailed in the Specialty Training Post Costings (Table 
1). 
NIMDTA will recharge the Trust for expenses in addition to basic salary and 
employer costs (Table 2).   

Table 2 - New Trust Funded training Post Costing (Expenses in addition to basic salary and 
employer costs 

Recruitment Supervisi 
on 

Study
leave 

Excess 
Travel 

Trainee 
Support 

School 
costs (PA & 

admin) 
TOTAL 

F2 Training Post £1,000 £5,076 £750 £1,000 £1,000 £6,489 £15,315 

Core Training 
Post (CT1– CT2 
) 

£1,000 £5,076 £750 £1,000 £1,000 £6,489 £15,315 

Specialty 
Training Post 
(ST1 – ST8) 

£1,000 £5,076 £750 £1,000 £1,000 £6,489 £15,315 

The requirements of a training post are based on the standards set by the GMC 
relating to the delivery of high quality postgraduate medical education and training in 
an LEP. 
Any LEP which wishes to be considered for an additional trainee will be asked to 
submit an application form (Appendix 1) to be considered by HSTC.  Support is 
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WIT-90592

required from both the LEP (Clinical Director, Finance Director and Director of 
Medical Education) and Specialty School (Head of School and Training Programme 
Director) in advance of submission to HSTC for approval.  HSTC will consider the 
quality of the training provided already in the unit when deciding whether to approve 
a new training post. The HSTC decision process will be informed by the findings 
from a number of sources which includes NIMDTA visits, surveys (including GMC 
National Training Survey), ARCP outcomes, trainee feedback from attendance at 
formal education events and educational supervisors’ reports. The ability of sites to 
meet any training requirements not already available in the region for trainees will 
also be taken into consideration. 
HSTC approval relates only to the suitability of a post for training. A trainee cannot 
be allocated to a new training post until a recurrent funding stream has been 
identified and confirmed in writing. Please note funding is not available from 
NIMDTA to increase the number of training posts on a training programme. 
Approval of a new training post is subject to final approval from the Health and Social 
Care Board/Public Health Agency and the DoH to ensure the workforce planning 
needs have been considered. New training locations are also subject to GMC 
Approval.  Further information is available at www.gmc-
uk.org/education/approval_post_and_programme.asp 
Where an application is made without funding, NIMDTA may be able to provide 
educational approval but the LEP will need to submit a business case to the 
HSCB/PHA for the process to progress. 
Any new training post is subject to review after one year.  The proforma in Appendix 
2 will be requested from the Director of Medical Education. 
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Chart 2: Process for approval of a new training post funded by LEP 

Is th is su it able a s a t ra in in g post 

a t th is level? 

LEP in form ed th a t n on t r a in ing post or 

differen t gr ade is m or e appropr ia t e. 

Will th is post resu lt in an 

expan sion of th e pr ogr a m me? 

NIMDTA discusses expan sion of 

program m e with HSCB/P HA. 

HSCB/PH A agr eem en t r eached. 

In for m DoH 

an d 

HSCB/PH A of 

ch an ge in 

dist r ibu t ion of 

posts in th e 

progr am me. 

If HSCB/PHA agreem en t n ot 

r each ed advise LE P. 

No 
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NIMDTA seeks approval from 

DoH Workforce Policy Dir ectora te 

for expan sion of programme. 

Applica t ion to be submit ted with 

the LEP bu siness ca se 

DoH appr oval gran ted. If DoH appr oval n ot obta ined 

advise LE P. 
No 

Ye s 

If the post is in a new t ra in ing 

loca t ion GMC and college approval 

a re r equ ir ed (co-ordina ted by 

NIMDTA). 

Update t ra in ing gr id to show th e 

new post in th e programme. 

Appendix 1 

9 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



 

 

 

 

  
 

 
 

 
     

  
 

   
 

 
  

  
 

  
  

 
  

 
   

 
 

 
 

  
  

  
 

   
 

 
 
 

  
 

  
 

  
 

  
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

     
  

 
   

 

  
  

  
  

 
  

   
 

 
 

  
  

  

   
 

 

 

 

 

WIT-90594

REQUEST FOR APPROVAL OF A NEW TRAINING POST 

 

Personal Information redacted by the USI

Requests for new foundation training posts will be considered by Foundation School Board (FSB) and requests for 
new specialty training posts will be considered by the NIMDTA Hospital Specialty Training Committee (HSTC).  
Support is required from both the Trust (Clinical Director, Finance Director and Director of Medical Education) and 
School (Head of School and Training Programme Director or Foundation Programme Director) in advance of 
submission to NIMDTA for approval. 

Please complete the sections below to request approval for new 
f Personal Information redacted by the USI

training posts and email to 
or 

FSB/HSTC will consider the quality of the training provided already in the unit when deciding whether to approve a 
new training post. The decision process will be informed by the findings from a number of sources which may include 
NIMDTA visits, surveys (including GMC National Training Survey), ARCP outcomes, trainee feedback from 
attendance at formal education events and educational supervisors’ reports. 

Approval relates only to the suitability of a post for training.  A trainee cannot be allocated to a new training post until 
a recurrent funding stream has been identified.  This funding must include salary costs, banding supplement, 
employer contribution, excess travel, supervision, educational, recruitment, trainee support and administrative costs. 
Please note funding is not available from NIMDTA to expand positions on a training programme. 

Approval of a new training post is subject to final approval from the Health and Social Care Board/Public Health 
Agency and the Department of Health to ensure the workforce planning needs have been considered.  This may 
require the LEP to submit a business case to the HSCB/PHA for the process to progress. 

New training locations are also subject to GMC Approval.  Further information is available at http://www.gmc-
uk.org/education/programme_approval.asp. Any new post is subject to review after one year. 

Trust Name: 

Hospital Site(s): 

Specialty: 

Grade of New Post: 

10 
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WIT-90595

Section 1 Suitability of Training Post 

1.1 Please clarify why a training post rather than a service post is required. 

1.2 Please provide evidence of how this post maps to the relevant curriculum. 

1.3 Please indicate how the LEP demonstrates Board level engagement in education and training. 

1.4 Please provide evidence of Clinical Leadership and Trainee Engagement. 

1.5 Please provide assurance of safe trainee supervision in this post. 

1.6 Please provide evidence of high quality training within this LEP. 

Section 2 Practical Experience and Training Opportunities 
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WIT-90596

2.1 Please attach a short description of the post including the educational opportunities available. 

2.2 What impact will this post have on training for other trainees in the unit?
There must be sufficient training opportunities to facilitate an additional trainee. 

2.3 Practical Experience 
Ward rounds per week: OP clinics per week: 
Operating lists per week: Other: 
2.4 Foundation Posts only: What support services are available? Eg: phlebotomy services, physician’s 
assistant, clinical support staff. 

2.5 What formal education or study sessions will be provided by the hospital for this post? 
Please enclose programmes or other supporting evidence and profile of weekly activities. 

2.6 Please state the staffing numbers for the specialty at the hospital where this post is based 
(including this post) 

Consultants: Higher Trainees: 
Core Trainees: F2: 
F1: Specialty doctors/Assoc Specialists: 

Section 3 Supervision Arrangements 
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WIT-90597

The Trust will be required to identify any additional funding, if necessary, to support Programmed Activities for 
recognised trainers. 
3.1 To which clinical team is this post attached to? 

3.2 Name of Recognised Educational Supervisor 

3.3 Name of Recognised Clinical Supervisor 

3.2 Name of other Supervising Consultants (please list) 

Section 4 Rota Arrangements 

4.1 Please indicate the shift practice for this post: 

Full Shift ☐ Partial Shift ☐ On-call Rota  ☐ Other (please state)_______________ 

4.2 Is this arrangement EWTR compliant? 
YES ☐ 
NO ☐ 

4.2.1 If No, would this post make it compliant 

4.3 Foundation Posts only: What arrangements are in place for on-site cover Out of Hours? 
‘Foundation doctors must always have direct access to a senior colleague who can advise them in any clinical 
situation. Foundation doctors must never be left in a situation where their only help is outside the hospital or the place 
where they work. (GMC’s ‘The Trainee Doctor’; Page 15 Para 1.11) 

Section 5 Funding 
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WIT-90598

5.1 Please specify how this post will be funded. Funding must include salary costs, banding 
supplement), employer contribution, excess travel, supervision, educational, recruitment, trainee support 
and administrative costs. 

5.2 Has funding been secured?  If not, what process is being followed to achieve this? Please 
note funding is not available from NIMDTA to expand positions on a training programme. 

Section 6 Stakeholder Engagement 

6.1 Has this post been discussed with any of the following: 

DoH 
YES ☐ 
NO ☐ 

HSCB / PHA 
YES ☐ 
NO ☐ 

BLG 
YES ☐ 
NO ☐ 

If Yes to any or all of the above (6.1), please provide further details of the discussions. 

6.2 How does this post fit with workforce planning within the specialty? 

Section 7 Other Supporting Information 

This section provides the opportunity to highlight any facets of the post or training, which do not readily emerge using the above 
format. This may include a fuller description of the potential new trainee’s role within the training programme and/or department. 

14 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



 

 

 

     

      
   

    
  

  
   

      
   

  

  

  
 

   

  

  

  

  

    

  

  

  
 

    

  

   

   

   
  

  
          

          

 
 
 
 
 
 
 
 

  

  

  

     

   
  

  

  
 

  
  

   
  

  

  

 

 

  

  

 

 

 

    

 

 

 

   

 

  

  

 
  

 

  
       

       

 

 

 

 

WIT-90599

Section 8 Trust Approval (Director of Medical Education) 

8.1 I support this post from an educational perspective 
YES ☐ 
NO ☐ 

8.2 The Trust has the necessary training resources in place to support this post (educational 
and clinical supervision) 

YES ☐ 
NO ☐ 

8.3 The Trust has identified the full salary costs which include banding for this post YES ☐ 
NO ☐ 

Title: Director of Medical Education 

Signature: 

Date: 

Section 9 School Approval 

Title: Foundation / Training Programme Director 

Signature: 

Date: 

Additional Comments: 

Title: Head of School / Foundation School Director 

Signature: 

Date: 

Additional Comments: 

Section 10 Hospital Specialty Training Committee / Foundation School Board Review 

GMC Programme Approval Code 

Locations Currently Approved 

Date of QMG Meeting 

Outcome 
Approved ☐ 
Not Approved ☐ 

Level of Suitability (if applicable) 
Level 0 ☐ Level 2 ☐ Level 4 ☐ 

Level 1 ☐ Level 3 ☐ Level 5 ☐ 

Additional Comments 

Title: Associate Dean 

Signature: 

Date: 
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WIT-90600

Appendix 2 

REVIEW OF IMPLEMENTATION OF NEW TRAINING POST 
 

NIMDTA approval relates only to the suitability of a post for training and education. All new 
training posts are subject to review after one year. 

Please complete the sections below to provide assurance to the Hospital Specialty Training 
Committee that the new training post has contributed to improvements to training within the 
unit. 

Trust Name: 

Hospital Site(s): 

Specialty: 

Grade of New Post: 

How has this new training post improved Practical Experience and Training Opportunities for other trainees 
in the unit?   (include details of access to ward rounds, operating lists, OP Clinics, etc) 

How has this new training post impacted upon workload intensity in the unit? 

How has this new training post impacted upon supervision in the unit? 

How has this new training post improved rota compliance within the unit? 

How has this new training post improved training for other trainees in the unit? 
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How has this new training post improved access to formal education or study sessions? 

Additional Comments: 
(i.e. details of further improvements/positive impact) 

Completed by: 

Title: 

Signature: 

Date: 

Hospital Specialty Training Committee / Foundation School Board Review 

GMC Programme Approval Code 

Areas for Improvement:
(if required, list all suggested further improvements, with an update via the LEP Quality Report) 

Final Comments: 
(if required, list monitoring arrangements, e.g. update via the LEP Quality Report) 

Title: 

Signature: 

Date: 
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WIT-90602

Medical Workforce Planning in Northern 
Ireland for the acute medical specialties of: 

acute internal medicine, endocrinology, 
gastroenterology, geriatric medicine, 

respiratory medicine, and rheumatology 

PHA April 2018 
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Addendum to Acute Medical Specialities Consultant Workforce 
Report 

The Report of the Workforce Plan for the Acute Medical Specialties is 
the most complex done to date. In the majority of Trusts, sites which 
accept unscheduled medical admissions have close interdependencies 
between Acute Internal Medicine (AIM), Gastroenterology, Respiratory 
Medicine, Endocrinology, Rheumatology and Care of the Elderly (CoE), 
therefore a single report covering all 6 medical subspecialties was 
deemed appropriate. As with other workforce reports, advice was 
sought from a group of senior clinicians and managers from each Trust 
during its development. A draft of the report was shared with all Trusts 
seeking their views on its content. 

The report recommendations are largely based on the Royal College of 
Physicians’ recommendations, which were linked to population size and 
addressed both elective and non-elective work. There are three 
exceptions. One is the on-site consultant presence required for each 
site accepting emergency medical admissions. The calculations are 
based on the assumption that all sites currently delivering acute inpatient 
medical care will still be doing so in 2024. If this was not to be the case, 
certain sites would no longer need this input, while others would have an 
increase in workload which would require additional posts. This 
possibility is therefore thought unlikely to materially affect the total 
numbers of CCT-holders required. The second exception is that 
additional CoE posts were included to acknowledge the evolving role of 
CoE consultants in Acute Care at Home and Frailty assessment models. 
Lastly, an adjustment has been made to acknowledge the higher 
proportion of part-time consultants in the relatively small subspecialty of 
rheumatology. 

Unlike previous reports there is not complete consensus from clinicians 
or Trusts on the conclusions of this report. Although there has been 
general agreement with the methodology and calculations used, and that 
the predicted need to increase consultant numbers is justified, there are 
concerns that the conclusions would require a significant shift in the 
proportions of physicians in each subspecialty as well as changes in 
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current individuals’ roles. These issues need therefore to be considered 
by the Department of Health (DoH) to provide direction. 

Historically in NI many consultants who trained in respiratory medicine, 
gastroenterology, endocrinology and CoE were appointed to posts which 
required them to deliver up to 50% of their time to general medicine. 
This was particularly the case outside Belfast Trust. The working group 
heard that this pattern of service delivery results in clinicians having 
difficulty maintaining their subspecialty skills. Their preference is 
therefore to move to job plans which reduce their acute general 
medicine duties, which is also in keeping with the RCP recommended 
job plans. For this to happen NI would need more consultants trained in 
AIM to take up the general medical duties their subspecialty colleagues 
would no longer deliver. In addition, given the high proportion of elderly 
patients with comorbidities seen in a medical inpatient ‘take’, and the 
need to expand Acute Care at Home models for the elderly, there is a 
need for more CoE-trained consultant input to unscheduled care 
services who would work alongside their AIM/general medicine 
colleagues. For Trusts outside Belfast this would be an extension of 
existing practice for CoE consultants. However within Belfast Trust this 
level of input to unscheduled care from CoE is not the norm. Concerns 
have therefore been expressed that this change in roles and workplans 
would be difficult to implement, particularly in Belfast Trust. 

Lastly, concerns have also been expressed that the report would result 
in a reduction in medical trainees overall which would have service 
implications. One example put forward by Belfast Trust is that 
rheumatology trainees currently provide substantial service input. 
Although service modernisation and skill mix developments should in 
theory mitigate the impact of fewer trainees, there is uncertainty that the 
funding needed to develop these new roles will be available in the 
timescale to ensure new models of service would be in place alongside 
the proposed trainee reduction. 

The report has highlighted that implementing this change in the 
proportion of general medicine done by subspecialty consultants would 
need regional coordination and agreement. If Trusts chose to recruit to 
posts in a way which did not follow the RCP model, or sufficient trainees 
with dual accreditation chose to take a job in one subspecialty rather 
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than another, then it could cause mismatches in supply and demand in 
certain subspecialties or locations. However to suggest central control 
of consultant recruitment would be a very radical step in the NI context. 

The report authors carefully considered the responses received to the 
draft report. We acknowledge that this would be a significant change to 
be implemented in a relatively short period. In addition, the models of 
care which require input from physicians in the acute medical specialities 
are changing rapidly in NI, with much greater emphasis on ambulatory 
care, direct advice to GPs and one-stop investigation and diagnostic 
services. These roles were not being done at scale in the UK when the 
RCP workforce guidance was published. It is impossible to be certain 
how much of these new ways of working will be replacements for 
traditional outpatient or ward duties and how much will be entirely new 
work, but it may not be resource neutral in terms of consultant time. 

In summary, having considered the comments outlined above from 
Trusts and clinicians, we have decided to share the original report which 
indicates the trainee numbers needed to achieve a consultant workforce 
which should, based on extant national guidance, be sufficient to meet 
need in NI by 2024. However there are many uncertainties, and full 
implementation of the net reduction in training numbers in such a short 
timescale might result in imbalances in subspecialty consultant numbers. 
If the DoH also accepts that these changes are too difficult to implement 
within a 5 year timescale, it may be that a pragmatic compromise could 
be considered. AIM and CoE training numbers do need to increase. 
The proposed reduction in the other subspecialty training places could 
be scaled back but not to the full extent proposed, with a planned review 
of the position in early 2020. 

Dr Gillian Rankin & Dr Diane Corrigan 

April 2018 
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1 Overview 

The Medical Director/Director of Public Health for the Public Health 
Agency/Health and Social Care Board has been asked by the 
Department of Health to take forward medical workforce planning for 
Northern Ireland for the period until 2019, under the auspices of the DoH 
Regional Workforce Planning Group. Workforce plans for specialties are 
being developed speciality by specialty, under the direction of Dr Gillian 
Rankin. This range of acute medical specialties was identified as a 
priority for workforce planning in order to assess the workforce 
requirements to provide a consultant delivered 7 day service for acute 
medical inpatients. The proposed integrated approach across these six 
specialties which are involved in shared rotas for acute medical in-
patients, will support the focus of 7 day working to provide the necessary 
consultant cover in order to meet the clinical standards for acute medical 
inpatient care. 

A clinical and senior manager engagement group was established for 
the purpose of developing the workforce plan and this consisted of a 
senior physician and senior manager representation from each Trust, 
NIMDTA representatives and PHA staff. Dr Diane Corrigan, Consultant 
in Public Health Medicine, PHA chaired the workforce group. The group 
membership is set out in Appendix A. 

A review of the workforce requirements for these six acute medical 
specialties for 2016 -2022 in Northern Ireland commenced in February 
2016. This work included: 

 A stocktake of the current medical workforce across these six 
specialties at all grades working in Northern Ireland 

 The identification of a set of principles and standards in relation to 
the admission and treatment of acute medical inpatients; and in 
relation to elective care in each separate specialty 

 The determination of the medical workforce required to deliver the 
service in line with the agreed principles 

 Analysis of the information from NIMDTA on trainee numbers, 
recent trends in recruitment of trainees, attrition rates and numbers 
of trainees exiting per year with CCT accreditation 
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 Integration of the early workforce planning for geriatric medicine/Care of the 
Elderly (CoE) within this workforce planning process 

In view of the lead time to deliver a change in output of training programmes, and 
that adjustment in training programmes would not happen until 2018, the group 
included estimates of consultant need and trainee supply to 2023/24. 

2 Summary of the Acute Medical Specialties workforce review 

 At April 2017 there were 237.5WTE funded posts in these six specialties 
across Trusts in NI. 209 posts were filled permanently and 7 were filled 
with locums. There were 21.5 posts vacant. 

 In order to meet the Royal College of Physicians’ requirements in each 
specialty for the projected population for NI in 2024 and to meet the 
standards for consultant presence in Medical Assessment Units, the 
number of consultants should rise to 267WTE (Table 14). 

 The total number of training places currently funded across these six 
specialties is sufficient to meet the requirements for this increase in 
consultants, assuming that the new trainees from August 2017, August 
2018 and August 2019 are included in the projected workforce calculations. 

 The balance of training places needs to change across the six specialties 
with an increase of 3 places in Acute Internal Medicine and an increase of 
13 places in Care of the Elderly (Table 17). 

 The numbers of funded training places in the other four specialties could 
decrease (Table 17) for the training years commencing in August 2018 and 
August 2019. The position regarding endocrinology, gastroenterology, 
respiratory medicine and rheumatology must be reviewed in 2019 to 
determine the requirements for the August 2020 ST3 specialty intake. 

This workforce plan is the most complex done to date, with multiple 
interdependencies between subspecialties. If accepted, work will need to be 
done to ensure the planning assumptions remain valid and that recruitment plans 
by Trusts are in keeping with the agreed direction of travel to meet RCP 
recommendations. The total amount of subspecialty time proposed in this 
report is sufficient to meet NI population need. It will not work if individual 
Trusts choose to operate models of service which would require a very 
different balance of AIM and subspecialty roles. Further work will be required 
to align the commissioning of additional consultant posts within Trusts with the 
needs of the population served. 
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It is important to note that the estimates above rely on a significant 
contribution to the acute medical take from CoE consultants, which is not 
currently the case in all units. In the light of demographic change, which 
requires the significant increase in CoE consultant numbers proposed in 
this report, this model is logical. That does not mean it will be easy to 
implement. 

It is understandable that individual Trusts plan recruitment based on their 
aspirations for separate subspecialty, service or site rotas or their balance 
between AMU and base ward bed capacity. However this plan requires a 
regional forum to coordinate progress and to ensure individual Trust 
plans are considered against the likely output from the training 
programme. If this is not done, there is a risk of destabilising the regional 
workforce planning process. 

3 Medical Staffing in Acute Internal Medicine (AIM), endocrine, 
gastroenterology, geriatric medicine, respiratory medicine and 
rheumatology 

Table 1.1 Consultants in the 6 specialities by Trust as at April 2017 

Posts 
/Trust 

Total 
funded 
posts 

Permanent 
consultants by
headcount 

Number of 
locums in 
permanently
funded posts 

Number of 
vacant 
permanently
funded posts 

Specialty of vacant permanently
funded posts 

Belfast 86 80 6 1 AIM, 1 endocrine, 3 CoE in 
recruitment, 1 resp 

Northern 44 35 - 9 2 AIM,1 endocrine,3 CoE, 2 resp, 
1 rheum 

South 
Eastern 

40 40 - -

Southern 33 29 2 2 2 CoE 

Western 34.5 25 5 
(2 AIM,1 
endocrine, 
2 CoE ) 

4.5 2.5 AIM,1 gastro,1 endocrine 

Total 237.5 209 7 21.5 21.5 

Table 1.1 identifies that there are 237.5 permanently funded consultant posts in the 6 
specialties with 209 permanent consultants in post, 21.5 posts currently vacant, and 7 posts 
currently filled with locum staff. 

Table 1.2 Consultants in permanently funded posts by speciality and Trust 

Trust/
Speciality 

Belfast Northern South Eastern Southern Western Total 

AIM 10 6 6 2 4 28 
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Endocrine 8 3 6 4 3 24 

Gastroenterology 13 9 6 6 5 39 
Geriatric 
medicine 

22 7 12 8 6 55 

Respiratory
medicine 

20 7 7 5 4 44 

Rheumatology 7 3 3 4 3 20* 
Total 80 35 40 29 25 209 

*this group of 20 consultants contains many working part-time 

Table 1.3 Permanently funded vacant consultant posts (V) and locums (L) 

Trust/ Speciality Belfast 
L V 

Northern 
L V 

South Eastern 
L V 

Southern 
L V 

Western 
L V 

Total 
L V total 

AIM 1 2 2 2 2.5 4 +  5.5  = 9.5 

Endocrine 1 1 1 1 1 +  3  = 4 

Gastroenterology 1 1 = 1 
Geriatric 
medicine 

3 3 2 2 2 +  8  = 10 

Respiratory
medicine 

1 2 3 = 3 

Rheumatology 1 1 = 1 
Total 6 9 0 2 2 5  4.5 7 + 21.5 =28.5 

The total consultant posts in these six specialties in NI is 237.5. Of these 
237.5 posts there are 209 posts permanently filled, 21.5 posts vacant and 7 
posts filled by a locum. 

The Western Trust has the largest number of locum consultants in post (5) 
and the Northern Trust has the largest number of vacancies(9). 

The specialties with the largest number of vacancies are Acute Internal 
Medicine (5.5) and Geriatric Medicine (8). These two specialties also have the 
largest number of locum consultants in post (6). 

Table 2 Number of consultants by hospital and specialty, locums and vacant 
permanently funded posts at March 2017. 
The lead specialty is indicated where more than or equal to 50% clinical time is spent in that 
specialty. 

Table 2.1 Belfast Trust 

Specialty Total 
number of 
consultants 
in 
permanent 
posts 

Number of 
permanent
consultants by
hospital 

Dual specialty Number of 
locums in 
permanently
funded posts 

Number of 
vacant 
permanently
funded posts 

Acute medicine 10 RVH 5 
RVH/BCH 4 
MIH 1 

3 emergency medicine 
1 joint appointment 
3 endocrine 
1 gastroenterology 

RVH 1 
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Endocrinology 8 RVH 5 
BCH 1 
MIH 2 

-
2 general medicine 

- RVH 1 due to 
retirement 
(interviews April 
2017) 

Gastroenterology 13 RVH/BCH 10 
MIH/RVH/ 
BCH 1 
MIH 2 

1 joint appointment 
-
-
2 general medicine 

- -

Geriatric medicine 22 RVH 5 
BCH 7 
MPH 4 
MIH 1 
RVH/BCH 1 
BCH/MPH 1 
MPH/comm 2 
RVH/MIH 1 

- - 3 CoE 
community posts 
in recruitment 

Respiratory
medicine 

20 RVH 8 
BCH 8 
MIH 4 

3 joint appointments 
1 joint appointment 
4 general medicine 

BCH 1 

Rheumatology 7 RVH/MPH 3 
BCH/MPH/ 
SET 1 
BCH/MPH 3 

- - -

Total 80 80 0 6 

The Belfast Trust has 80 consultants in post, with 6 vacant posts in 4 specialties including 1 
AIM and 3 CoE posts. 

Table 2.2 Northern Trust 

Specialty Total number 
of 
consultants 
in permanent 
posts 

Number of 
consultants in 
permanent posts
by hospital 

Dual specialty Number of 
locums in 
permanently
funded posts 

Number of 
vacant 
permanently
funded posts
(with dual
speciality) 

Acute medicine 6 Antrim 5 

C’way 1 

3 nephrology, 1 endo, 1 
Direct assess unit 
1 resp med 

- 2 

Endocrinology 3 Antrim 3 
C’way -

2 AIM 
-

- -
1 (AIM) 

Gastroenterology 9 Antrim 7 
C’way 2 

7 AIM 
2 AIM 

-

Geriatric 
medicine 

7 Antrim 6 
C’way 1 

-
1 AIM 

- 2 
1(AIM) 

Respiratory
medicine 

7 Antrim 6 
C’way 1 

6 acute medicine 
1 acute medicine 

- 1 
1 (AIM) 

Rheumatology 3 Antrim 3 - - 1 

Total 35 35 0 9 

The Northern Trust has 35 consultants in post and 9 vacancies (6 in Antrim and 3 in 
Causeway) across 5 specialties. 

Table 2.3 South Eastern Trust 

Specialty Total number 
of 
consultants 
in permanent 
posts 

Number of 
consultants in 
permanent posts
by hospital 

Dual specialty Number of 
locums in 
permanently
funded posts 

Number of 
vacant 
permanently
funded 
posts(with dual 
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specialty) 
Acute medicine 6 UHD ………..6 3 endocrine -

Endocrinology 6 UHD 4 
LVH 1 
Downe 1 

1 laboratory medicine - -

Gastro 
enterology 

6 UHD 3 
UHD/LVH 1 
UHD/Downe 1 
LVH 1 

- - -

Geriatric 
medicine 

12 UHD 8 
LVH 2 
Downe 2 

- -

Respiratory
medicine 

7 UHD 5 
UHD/Downe 1 
LVH 1 

- - -

Rheumatology 3 UHD 2 
UHD/Downe 1 

1 general medicine - -

Total 40 40 0 0 

The South Eastern Trust has 40 consultants in post and no vacant consultant posts. 

Table 2.4 Southern Trust 

Specialty Numbers of 
consultants 
in permanent 
posts 

Numbers of 
consultants in 
permanent posts
by hospital 

Dual specialty Number of 
locums in 
permanently
funded posts 

Number of 
vacant 
permanently
funded posts
(with dual
speciality) 

Acute medicine 2 CAH 2 
-

1 geriatrics, 1 rheum 
-

2 -

Endocrinology 4 CAH 2 
DHH 2 

2 AIM 
2 AIM 

- -

Gastro 
enterology 

6 CAH 4 
DHH 2 

4 AIM 
2 AIM 

- -

Geriatric 
medicine 

8 CAH 7 

DHH 1 

1 orthogeriatrics, all non-
acute hospitals 
-

- 2 

Respiratory
medicine 

5 CAH 3 
DHH 2 

3 AIM 
2 AIM 

- -

Rheumatology 4 CAH 4 1 AIM - -

Total 29 29 2 2 

NB in addition 1 consultant (cardiology) in DHH contributes 33% clinical time into acute medicine 

The Southern Trust has 29 consultants in post, 2 locum consultants in post in AIM and 2 
vacant CoE posts. 

Table 2.5 Western Trust 

Specialty Numbers of 
consultants 
in permanent 
posts 

Numbers of 
consultants in 
permanent posts
by hospital 

Dual specialty Number of 
locums in 
permanently
funded posts 

Number of 
vacant 
permanently
funded posts
(with dual
speciality) 

Acute medicine 4 Alt 3 
SWAH 1 

2 other 
-

2 
-

2 
0.5 

Endocrinology 2 Alt 2 
SWAH 1 

2 AIM -
1 

-
1 
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Gastro 
enterology 

5 Alt 3 
SWAH 2 

3 AIM 
2 AIM 

- 1 
-

Geriatric 
medicine 

6 Alt ………….. 3 
SWAH 3 

-
3 acute medicine 

2 
-

-

Respiratory
medicine 

5 Alt ………….. 3 
SWAH 1 

-
1 acute medicine 

- -

Rheumatology 3 Alt ………….. 3 
SWAH -

2 acute medicine 
-

- -

Total 25 25 5 4.5 

The Western Trust has 25 consultants in post, 5 locums in post (4 Altnagelvin and 1 SWAH) 
and 4.5 vacancies (Altnagelvin 3 and SWAH 1.5). 

Table 3 Number of Non-consultant non-trainee doctors (middle grades) by Trust, 
permanent staff, locums and vacant funded posts at March 2017 

Trust Total 
funded 
posts 

Middle 
grades in 
permanent 
posts by
headcount 

Number of 
locums in 
permanently
funded posts 

Number of 
vacant 
permanently
funded posts 

Hospital and specialty of
vacant permanently funded 
posts 

Belfast 14 13 1 - RVH-acute medicine 
Northern 23 15 - 8 Antrim-3 CoE/acute med, 1 

endo,1 stroke 
C’way-2 acute med, 1 gastro, 1 
respiratory 

South Eastern 16 14 - 2 UHD -1 gastro,1 endocrine 
Southern 26 26 - - -
Western 14 5 4 5 Altnagelvin-1 AIM 

SWAH-3 AIM 
Total 93 73 5 15 

Table 3 identifies that there are 93 funded posts, with 73 doctors permanently in post, 5 
locums and 15 vacant posts. 

The highest number of vacant posts is in the Northern Trust (8), with the largest number of 
locums (4) and vacancies(5) combined in the Western Trust. 

The specialty with the highest number of vacancies and locums is AIM. 

Table 4 Number of Non-consultant non-trainee doctors (middle grades) by hospital, 
specialty, permanent, locums and vacant permanently funded posts at March 2017. 
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Table 4.1 Belfast Trust 
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Specialty Number of 
middle grade
doctors in 
permanent 
posts 

Number of 
middle grades by
hospital in 
permanent posts 

Dual specialty Number of 
locums in 
permanently
funded posts 

Number of 
vacant 
permanently
funded posts
(with dual
specialty) 

Acute medicine 1 RVH…………1 - 1 -

Endocrinology -

Gastroenterology 2 - -
Geriatric 
medicine 

-

Respiratory
medicine 

4 -

Rheumatology 6 -

Total 13 1 -

There are 13 middle grade doctors permanently in post and 1 locum in AIM. 

Table 4.2 Northern Trust 

Speciality Number of 
middle 
grade 
doctors in 
permanent 
posts 

Number of 
doctors by
hospital in 
permanent 
posts 

Dual speciality Number of 
locums in 
permanently
funded posts 

Numbers of vacant 
permanently funded posts
(with dual specialty) 

Acute medicine 6 Antrim 3 
C’way 3 

3 geriatric med 
1 endocrine,1 resp 

- 2 geriatric med 
1 AIM 

Endocrinology 3 Antrim …….3 2 AIM, 1 gastro - 1 

Gastroenterology 2 Antrim 2 2 AIM - 1 AIM 
1 AIM 

Geriatric 
medicine 

3 Antrim……..2 
C’way …….1 

-
-

- 1 stroke 
1 CoE (Whiteabbey) 

Respiratory
medicine 

- -
-

- - -

Rheumatology 1 Antrim……..1 - - -

Total 15 15 8 

There are 15 middle grade doctors in post in the Northern Trust with 8 vacant posts all 
within AIM and CoE. 

Table 4.3 South Eastern Trust 

Specialty Number of 
middle 
grade 
doctors in 
permanent 
posts 

Number of 
doctors by
hospital in 
permanent 
posts 

Dual specialty Numbers of 
locums in 
permanently
funded posts 

Numbers of vacant 
permanently funded 
posts (with dual
specialty) 

Acute medicine 2 UHD 2 - - -

Endocrinology - - - - 1 (new post) 
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WIT-90615

Gastroenterology - - - - 1 (vacant) 

Geriatric medicine 5 UHD 5 - - -

Respiratory
medicine 

2 UHD 2 - - -

Rheumatology 

General medicine 5 LVH 
Downe 

3 
2 

- - -

Total 14 14 2 

The South Eastern Trust has 14 middle grade doctors in post and 2 vacancies. 

Table 4.4 Southern Trust 

Specialty Number of 
middle 
grade 
doctors in 
permanent 
posts 

Number of 
doctors by
hospital in 
permanent 
posts 

Dual specialty Number of 
locums in 
permanently
funded posts 

Number of vacant 
permanently funded 
posts(with dual specialty) 

Acute medicine 5 CAH………3 

DHH………2 

1 geriatric med, 2 
other 
1 resp 

- -

Endocrinology 1 CAH 
DHH……….1 

-
1AIM /other 

- -

Gastro 
enterology 

2 CAH ………1 
DHH……….1 

1 AIM 
1 AIM 

- -

Geriatric 
medicine 

14 CAH………12 

DHH………..2 

9 rehab geriatric, 1 
orthogeriatrics 

- -

Respiratory
medicine 

2 CAH………..1 
DHH………..1 

1 AIM 
1 AIM 

- -

Rheumatology 2 CAH ……….2 - - -

Total 26 26 -

The Southern Trust has 26 middle grade doctors in post with no vacancies. 

Table 4.5 Western Trust 

Specialty Number of 
doctors in 
permanent 
posts 

Number of 
doctors by
hospital in 
permanent 
posts 

Dual specialty Number of 
locums in 
permanently
funded posts 

Number of vacant 
permanently funded 
posts(with dual
specialty) 

Acute medicine 2 Alt……….. 1 
SWAH…….1 

-
-

1 
2 

1 
3 

Endocrinology -

Gastroenterology -

Geriatric 
medicine 

1 Alt 1 1 
1 

-

Respiratory
medicine 

1 Alt………… 1 -

Rheumatology 1 Alt………….1 -

Total 5 5 5 4 
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WIT-90616

The Western Trust has 5 middle grade doctors permanently in post, 5 locums in AIM and 
geriatric medicine, and 4 vacancies in AIM. 

4 Trainees in AIM, endocrinology, gastroenterology, geriatric medicine, 
respiratory medicine and rheumatology 

Table 5 Trainee numbers in NI dual training with GIM* from 2011 to 2015 

Year of entry 
into specialist
training 

2011 2012 2013 2014 2015 2016 

Total training 
places 

78 posts (incl 3 
S/N) 

80 posts 
(incl 3 S/N) 

78 posts (incl 2 
S/N) 

80 posts (incl 4 
S/N) 

80 posts (incl 2 
S/N) 

85 posts (incl 
3 S/N) 

82 NTNs 80 NTNs 79 NTNs & 82 NTNs & 79 NTNs & 94 NTNs & 
LATs LATs LATs LATs 

Total trainees in 76 83 80 73 73 82 
post (incl 2 

slotshares) 
(incl 3 
slotshares) 

(incl 3 
slotshares) 

(incl 1 
slotshare) 

*AIM, Endocrinology, GI, Respiratory, Geriatric Medicine, and Rheumatology 
(S/N = supernumerary posts) 

Table 6 Trainee numbers* by hospital in NI at August 2016 

Trust Hospital ST3 
CT3 

ST4 ST5 ST6 ST7 LAT Vacant Total 

Belfast 
Trust 

BCH 2 3 1 3 0 2 0 11 

RVH 3 2 3 4 0 0 0 12 

MIH 0 2 1 2 0 1 0 6 

MPH 1 0 1 0 1 0 0 3 

RVH/ 
BCH/ 
MPH 

2 2 0 0 3 0 0 7 

Northern 
Trust 

AAH 2 3 2 1 2 1 0 11 

CWAY 0 0 0 0 0 0 2 2 

SE Trust UHD 3 4 4 1 1 0 0 13 

LVH/ 
Downe 

0 0 0 0 0 0 2 2 

Southern 
Trust 

CAH 1 2 4 0 2 1 0 10 

DHH 0 0 0 0 0 1 0 1 

Western 
Trust 

Alt 0 4 1 1 1 1 0 8 

SWAH 0 0 0 0 0 0 0 0 

Total in 
post 

14 22 17 12 10 7 3 85 

OOP/mat
leave 

0 0 4 3 2 0 0 9 

Total 14 22 21 15 12 7 3 94 

*AIM, Endocrinology, GI, Respiratory, Geriatric Medicine, and Rheumatology 
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Table 7 Award of CCT by year and speciality 

WIT-90617

Year 2011 2012 2013 2014 2015 2016 

Number of new CCT 
holders AIM 

0 2 1 2 3 1 

Number of new CCT 
holders GIM/
Endocrinology 

2 3 3 4 2 2 

Number of new CCT 
holders GIM/
Gastroenterology 

5 4 3 0 4 3 

Number of new CCT 
holders 
GIM/Geriatrics 

4 4 3 6 0 1 

Number of new CCT 
holders 
GIM/Rheumatology* 

0 4 5 0 1 3 

Numbers of new CCT 
holders GIM/ Respiratory
Medicine 

3 1 4 3 4 3 

*Historically rheumatology trainees may have accredited in Rheumatology alone but now all are enrolled for dual CCT with General 
Internal Medicine (GIM). 

Table 8 Predicted additional CCT holders by year by specialty accreditation 
The new ST3 trainees for August 2017 have been added to all tables in this section to 
provide the most up to date information on projected new CCT holders 

Table 8.1 all specialties 

Year/grade 2016 2017 2018 2019 2020 2021 2022 

ST3 25 10 

ST4 20 25 10 

ST5 17 20 25 10 

ST6 17 17 20 25 10 

ST7 11 17 17 20 25 10 

Predicted new 
CCT holders 

4 11 17 17 20 25 10 

Sum of total 
predicted new
CCT holders 

4* 15 32 49 69 94 104 

*2 of this cohort of new CCT holders have already taken up consultant posts in rheumatology and therefore the total new CCT predicted 
and available for consultant posts is 102. 

Table 8.2 AIM 
Year/grade 2016 2017 2018 2019 2020 2021 2022 

ST3 1 2 

ST4 2 1 2 

ST5 2 2 1 2 

ST6 2 2 2 1 2 

ST7 2 2 2 2 1 2 

Predicted new 
CCT holders 

2 2 2 2 1 2 
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Sum of total 
predicted new
CCT holders 

4 6 8 9 11 
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Table 8.3 Endocrinology 

WIT-90619

Year/grade 2016 2017 2018 2019 2020 2021 2022 

ST3 2 2 

ST4 2 2 2 

ST5 2 2 2 2 

ST6 4 2 2 2 2 

ST7 0 4 2 2 2 2 

Predicted new 
CCT holders 

0 4 2 2 2 2 

Sum of total 
predicted new
CCT holders 

4 6 8 10 12 

Table 8.4 Gastroenterology 

Year/grade 2016 2017 2018 2019 2020 2021 2022 

ST3 2 0 

ST4 4 2 0 

ST5 5 7 3 0 

ST6 3 3 6 3 0 

ST7 3 2 3 6 3 0 

Predicted new 
CCT holders 

3 2 3 6 3 0 

Sum of total 
predicted new
CCT holders 

5 8 14 17 17* 

*there are 2 additional trainees on maternity leave and 3 trainees Out of Programme; and 1 trainee has left this specialty training 

The number of potential new CCT holders in gastroenterology is therefore 21. 

Table 8.5 Geriatrics 

Year/grade 2016 2017 2018 2019 2020 2021 2022 

ST3 6 2 

ST4 6 6 2 

ST5 4 6 6 2 

ST6 1 5 6 6 2 

ST7 4 0 5 6 6 2 

Predicted new 
CCT holders 

4 0 5 6 6 2 

Sum of total 
predicted new 
CCT holders 

4 9 15 21 23* 

* there is 1 trainee on maternity leave and 1 trainee Out of Programme. 
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The total new predicted CCT holders in geriatric medicine is 25. 

Table 8.6 Respiratory 

WIT-90620

Year/grade 2016 2017 2018 2019 2020 2021 2022 

ST3 3 2 

ST4 7 3 2 

ST5 3 8 3 2 

ST6 4 2 8 3 2 

ST7 2 4 2 8 3 2 

Predicted new 
CCT holders 

2 4 2 8 3 2 

Sum of total 
predicted new
CCT holders 

6 8 16 19 21* 

*there are 2 trainees Out of Programme . 

The predicted new CCT holders in respiratory medicine is therefore 23. 

Table 8.7 Rheumatology 

Year/grade 2016 2017 2018 2019 2020 2021 2022 

ST3 1 2 

ST4 1 1 2 

ST5 4 2 1 2 

ST6 2 5 2 2 2 

ST7 2 0 5 1 2 3 

Predicted new 
CCT holders 

2* 0 5 1 1 3 

Sum of total 
predicted new 
CCT holders 

2 7 8 9 12 

The 2 new CCT holders in 2017 have already taken up consultant posts and therefore the 
predicted number of new CCT holders is 10. 

Table 9 Number of trainees leaving the training programme by specialty without CCT 

Year 2011 2012 2013 2014 2015 2016 Total by
speciality 

AIM 1 1 

GIM/ Endocrinology 1 1 

GIM/
Gastroenterology 

1 1 

GIM/Geriatrics 1 1 1 3 

GIM/Rheumatology -

GIM/ Respiratory
Medicine 

1 1 

Total number of 
trainees leaving
programme without 
CCT 

1 0 0 2 2 2 7 
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WIT-90621

5 Principles and standards for acute medical inpatient care 

The key documents which set out the principles to be addressed in acute 
medical inpatient care are: 

 ‘’Acute Care Toolkit 4, Delivering a 12-hour, 7-day consultant presence 
on the acute medical unit,’’ Royal College of Physicians, October 2012 

 ‘’Consultant physicians working with patients,’’ RCP, 2013 
 ‘’Improving Patient Flow in HSC Services,’’ DHSSPS, October 2014 

The principles relevant to this workforce plan are set out in Table 10. 

Table 10 Principles from key national and regional documents 
Principle Key documents 

Consultant presence in AMU/MAU Acute Care Toolkit 4, RCP, October 
2012 

The consultant physician on call should be Consultant Physicians working with 
on site for at least 12 hours per day, 7 days Patients, RCP, 2013 
a week, and should have no other duties Improving Patient Flow in HSC 
scheduled during this time Services, DHSSPS, October 2014 
Patient review in AMU/MAU Acute Care Toolkit 4, RCP, October 

2012 
The consultant on call should review Consultant Physicians working with 
patients as soon as possible after their Patients, RCP, 2013 
formal assessment has been completed. 
During the working day this review should 
take place within 6-8 hours of the patient’s 
admission to AMU. Patients admitted 
overnight should have a consultant review 
within 14 hours. 
Patient review in specialty wards 

Hospital  inpatients should be reviewed by 
an on-site consultant at least once every 24 
hours, seven days per week, unless it has 
been determined that this would not affect 
the patient’s pathway. 
Admit direct to the specialty ward from 
ED……and their (consultants) job plans 
should enable them to see their inpatients 
typically twice daily (7 days per week), or as 
soon as possible after the next stage in 
care… 

Improving Patient Flow in HSC 
Services, DHSSPS, October 2014 

Ambulatory care 

Specialty consultants and acute physicians 

Improving Patient Flow in HSC 
Services, DHSSPS, October 2014 
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WIT-90622

would be available in the Clinical 
Assessment Area (CAA) (Ambulatory care) 
on a consultant of the week type 
arrangement, to discuss patients with 
GPs. 

The RCP ‘’Consultants working with Patients 2013’’, provides guidance on the 
WTE requirements by speciality for the population. The relevant guidance for 
specialties is set out in Table 11. 

Table 11 RCP Guidance on consultant WTE by specialty for population 

Specialty RCP Guidance or HSCB/PHA recommendation on 
consultant WTEs 

AIM 12 hour presence for 365 days assuming 32 admissions in 24 
hours* 

Endocrinology 4 per 250,000 popn 

GI 6.9 per 250,000 popn 

Respiratory 7 per 250,000 popn 

Rheumatology 2.9 per 250,000 popn 

Geriatrics/CoE 1 per 4000 > 75 years 

Stroke 20 DCCs per 500 strokes or 300,000 popn 

Orthogeriatrics No RCP recommendation 

Acute Care at Home inc 
ambulatory assessment 

HSCB/PHA 4 per Trust ie.20WTE. 

* RCP suggest 4WTE per site.  On larger sites this will deliver 12 hour on-site cover for 
AMU/MAU component. It is assumed 1WTE can provide 307.5 DCCs per annum. 

6 Consultant workforce WTE requirements 

Using the RCP guidance set out in Table 11 and the projected population for 
2024, the methodology to identify the consultant requirement in each specialty 
was discussed and agreed by the Clinical Engagement Group. The method 
assumes that there are 11 sites in NI accepting undifferentiated acute medical 
inpatients i.e. the current position. 

Table 12 shows the WTE consultant numbers for each of the subspecialties 
other than acute internal medicine (AIM), CoE and stroke. RCP guidance 
envisages that all consultants will have an ongoing contribution to acute care. 
The balance of individual job plans will vary depending on the stage of a 
consultant’s career and the subspecialty requirements to maintain minimum 
caseload volumes of certain specialist skills such as endoscopy. For planning 
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WIT-90623

purposes it is assumed that there will be some subspecialty post-holders who 
have only 1PA per week for care of the acute medical take while others 
appointed to AMU posts may work more. 

Table 12 WTE requirement for subspecialty requirements by 2024 
Assumes a NI population of 1.939m including 0.172m over-75s 

Specialty WTE Annual DCCs* to acute 
general take/ambulatory 
care 

Endocrinology 31.0 1271 
Gastroenterology 53.5 2194 
Respiratory 54.4 2230 
Rheumatology 22.5 923 
Total 161.4 6617 
*Direct Clinical Care PAs 

Care of the Elderly, Stroke, Orthogeriatrics and Acute Care at Home 

 RCP guidance indicates that the NI population would require 43.3 WTE 
CoE consultants. Additional posts are also required for stroke medicine 
(17.3). Although there is no formal guidance on numbers of 
orthogeriatricians, who support pre-and post-operative care for elderly 
patients with fractures, the consensus was that the latter required 
10WTE, i.e 70.6WTE in total 

 A secondary care-led model for Acute Care at Home has been proposed 
by commissioners as requiring 4WTE per Trust/LCG. However there is 
some overlap between the latter role and the input needed from CoE as 
a whole.  The group consensus was that 9WTE of the 20 required would 
come from the larger CoE complement. It follows that the net number of 
CoE trained consultants needed to support groups of elderly patients 
including stroke is 81.6WTE 

 In light of the changing age structure of the population, resulting in 
higher proportions of acute medical patients who are elderly and have 
comorbidities, it was agreed in discussion with clinical representatives to 
assume input to the acute take from Care of the Elderly (CoE) 
consultants. It is assumed therefore that CoE consultants, other than 
those working in stroke, orthogeriatrics or primarily in acute community 
care of the elderly (81.6 WTE minus 17.3,10 and 20 respectively = 34.3 
WTE), are assumed to provide an average of 2.5 Direct Clinical Care 
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(DCCs) per week to acute roles as per the sample RCP job plan (34.3 x 
2.5 x 41 = 3516 DCCs). In practice this commitment may be spread 
across some of the other CoE posts 

 For planning purposes it is also assumed that ambulatory care for the 
frail elderly will be addressed within the 20 WTE posts to support the 
acute care at home mode 

Sessional commitment required to cover AMU/MAU and acute ambulatory 
care models. 

The AIM CCT has been introduced only recently. Unlike other specialties, 
RCP guidance is per site rather than for a population, reflecting the need to 
have senior medical input on all acute receiving sites for 12 hours per day. 
With 11 such sites in NI the minimum number of AIM-CCT holders advised by 
the RCP would be 44WTE. Currently there are 37 posts, but only 9 are 
occupied by AIM-CCT holders. It follows that many individuals currently 
delivering consultant input to AMUs in NI do not have an AIM CCT. 

There have been several reports in NI indicating that there should be a change 
in acute hospital configuration (such as DBS, TYC, Donaldson, Bengoa). It 
was beyond the remit of this project to predict how and when any reduction in 
acute medical receiving sites will take place. If some sites cease to accept 
undifferentiated acute medical admissions patient flow would increase to other 
sites, potentially requiring those to have more than 4WTE consultants. It 
follows that it would be premature to aim to have 44WTE AIM-CCT holders by 
2024; nor would that scale of expansion of the training numbers be possible in 
any event. In the interim there remains a need to increase the proportion of 
AMU posts occupied by AIM-CCT holders from its existing very low base. 
Existing training numbers could provide for 24 AIM CCT-holders in post by 
2024 and this was taken forward as a reasonable planning assumption in the 
calculations below. This should be kept under review as the DoH-led 
Transformation Implementation Group (TIG) makes decisions on service 
configuration. 

It is assumed that each acute receiving site requires 12 hours per day on-site 
presence for 251 weekdays and 114 weekend days and statutory days per 
annum. Allowing for premium time, this requires 1,230 DCCs per site per 
annum. 
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1,230 DCCs per acute receiving site* x 11 = 13,530 DCCs for NI 

*BCH Direct is not included as it is not assumed to be staffed as an AMU taking undifferentiated medical take 

Added to this are 3,650 DCCs to provide 2PAs per day of consultant input, 
365 days per year, to support ambulatory care models on 5 larger sites 
bringing the total requirement to 17,180 DCCs. On smaller sites the 
ambulatory care roles will be accommodated within the earlier referenced site 
DCC complement of 1,230 DCCs. 

Table 13 below illustrates one scenario in which the expected number of AIM 
CCT-holders, combined with RCP-recommended WTEs in CoE and non-AIM 
medical subspecialties, should be sufficient to deliver the required 17,180 
DCCs for AMU/MAU/Ambulatory are. 

Table 13 Combined DCCs service provision to AMU/MAU on all 11 sites plus 
additional ambulatory care on larger sites from a mix of AIM, CoE and non-AIM CCT 
holders 

Consultant CCT holders AMU DCCs Additional 
Ambulatory 
care on larger 
sites DCCs 

AIM CCT -holders  24WTE x 5DCC x 41 weeks 4920 + 2460 

CoE CCT-holders  32.7WTE x 2.5DCC x 41 wks 3516 

Other non-AIM CCT 161.4WTE x 1 x 41 weeks 6617 

Total 15,053 2460 

Combined total requirements is 15,053 + 2460 = 17,513 DCCs 

Table 14 below summarises the subspecialty distribution of consultants in NI 
by 2024. 

Table 14 WTE requirement for AIM, subspecialty and CoE requirements by expected 
2024 NI population of 1.939m (including an over-75 population of 0.173m) 

Specialty Consultant WTE requirement to meet 
population requirements and AMU 
contribution 

AIM 24.0 
Endocrinology 31.0 
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Gastroenterology 53.5 
Geriatric medicine 81.6 
Respiratory medicine 54.4 
Rheumatology 22.5 
Total 267.0 

It is important to note that the estimates above rely on a significant contribution 
to the acute medical take from CoE consultants, which is not currently the case 
in all units. In the light of demographic change, which required the significant 
increase in CoE consultant numbers proposed in this report, this model is 
logical. That does not mean it would be easy to implement as it would require 
negotiation on job plan changes. 

The current distribution across NI of consultants in some subspecialties 
does not appear to relate directly to patient need. One example is that of 
CoE, where 40% of current post-holders are based in the Belfast Trust. It is 
understandable that individual Trusts plan recruitment based on their 
aspirations for separate subspecialty, service or site rotas or their balance 
between AMU and base ward bed capacity. However if there is no forum at 
which these plans are considered against the likely output from the training 
programme, this risks destabilising the regional workforce planning process. 

This workforce plan is the most complex done to date, with multiple 
interdependencies between subspecialties. If accepted, work will need to be 
done to ensure the planning assumptions remain valid and that recruitment 
plans by Trusts are in keeping with the agreed direction of travel to meet RCP 
recommendations. The total amount of subspecialty time proposed in this 
report is sufficient to meet NI population need. It will not work if individual 
Trusts choose to operate models of service which would require a very 
different balance of AIM and subspecialty roles. Further work will be 
required to align the commissioning of additional consultant posts within Trusts 
with the needs of the population served. 

It should also be noted that the non-career grade doctors provide an integral 
contribution to service delivery in each specialty. While the numbers of this 
grade of doctor currently employed by Trusts are set out within this workforce 
review, there is no national or College guidance on the requirements for this 
grade of doctor by specialty. Historically the requirements for non-career grade 
doctors has not been taken into account in workforce planning and therefore 
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WIT-90627

there is currently no training capacity or funding identified for this group of 
permanently employed specialty doctors. 

7 Potential consultant retirements 

Table 15 Age band of consultants by specialty, with estimated potential retirement 
numbers 

Specialty Consultants in 
age band 55-59 
years 

Consultants in 
age band 60 years 
or over 

Estimated 
potential 
retirements (all 
>60 years and 
50%of 55-59 
years) 

AIM 1 0 0.5  i.e.  1 
Endocrine 4 1 3.0  i.e.  3 
Gastroenterology 5 0 2.5  i.e.  3 
Geriatric medicine 5 5 7.5  i.e.  8 
Respiratory medicine 5 0 2.5  i.e.  3 
Rheumatology 3 1 2.5  i.e.  3 
Total 21 7 21 

There are 21 potential retirements during the period of this review. 

8 Consultant requirements and gap across the six specialties 

The consultant requirements and the gap between the current position and the 
requirements are set out in Table 16. The table takes account of the current 
number of consultants in post, the projected potential retirements and the 
future consultant WTE requirements to meet population need at 2024. 

Table 16 Consultant requirements by headcount taking account of the current 
consultants in post, potential retirements and the WTE requirements to meet the 
population need at 2024 

The gap is calculated as B – C + D = E 

A B C D E 
Specialty Requirements

Table 15 
Current 
permanent 
consultants in 
post with CCT 
in specialty 

Retirements 

Table 16 

Gap 

AIM 24.0 8 1 17.0 i.e. 17 
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Endocrin-
ology 

31.0 23 + 7 = 30 3 4.0  i.e. 4 

Gastro 
enterology 

53.5 39 + 1 = 40 3 16.5  i.e. 17 

Geriatric 
/CoE 

81.6 55 + 1 = 56 8 33.6*** i.e. 34 

Respiratory 54.5 44 + 1 = 45 3 12.5  i.e. 13 

Rheumat-
ology 

22.5 **** 19 + 1 = 20 3 7.5**** i.e. 8 

Total 267.1 188+11*=199** 21 93 

*these consultants work some clinical sessions in AMU/MAUs while most of their clinical 
sessions are in their base specialty 

**an additional 8 consultants who work sessions in AMU/MAU are not included in Table 17 
above as they have other specialty CCTs for example emergency medicine and renal 
medicine or hold academic posts 

***the gap assumes that all new CCT-holders for stroke medicine will come through the 
CoE specialty training programme. Doctors seeking to specialise in stroke medicine may 
also come through the neurology specialty training programme 

****the current cohort of rheumatology consultants contain a significant number who work 
part time and an adjustment of 2 WTE is made to the gap in column E to take account of 
this position. 

9 Changes in trainee requirements 

It is expected that 102 doctors with CCT will be delivered through the existing 
training places across these 6 specialties by 2022 (Table 8.1). With the 
existing funded training places projected through the August 2018 and 2019 
cycles, a total of 118 new CCT holders would be expected by 2024. This 
assumes that existing training posts are filled, there is no increased attrition, 
delay through maternity leave, OOPT, or delay through examination failure. It 
is important to note that not all specialty training posts were filled at ST3 in 
August 2017 (e.g.gastroenterology). 

Table 17 sets out the changes in funded training places required for each 
specialty noting that some specialties require an increase in funded training 
places and some specialties could decrease the number of new ST3 trainees 
for a short period in the years 2018 and 2019. This position will require to be 
reviewed in 2019 to assess any changes in the need for trainees by specialty 
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prior to the 2020 intake of new specialty trainees in endocrinology, 
gastroenterology, respiratory medicine and rheumatology. 

Table 17 Additional trainees required by specialty to meet consultant requirements 

The gap in trainees is calculated as Column D + C - B = E 
Specialty Column A Column B Column C Column D Column E 

Current 
number of 
trainees 
to gain 
CCT by
2022 (to 
include 
August 
2017 ST3 
intake)-
Table 8 

Current and 
projected 
trainees 
within 
funded 
training 
places to 
include ST3 
intake in 
2018 and 
2019 

Number of 
specialty
trainees 
leaving the 
programme
over the 
past 5 
years -
Table 9** 

Projected 
CCT-
holder 
require 
ments -
Table 16 

Gap in 
trainee 
numbers 
(+ means 
increase 
required, 
-means 
decrease 
required) 

AIM 11 11 +4 = 15 1 17 +3 

Endocrin 
ology 

12 12 +4 = 16 1 4 -11 

Gastro 
enterology 

21 21 +5 = 26 1 17 -8 

Geriatric 
medicine /
CoE 

23* 23 +1 = 24 3 34 +13 

Respiratory 23 23 +7 = 30 1 13 -16 

Rheum 
atology 

10 10 +5 = 15 - 8 -7 

Total 100* 126 7 93 +16 -42 

*as at May 2017 there are 2 less trainees due to leaving the programme 

**taken as an indicative rate of attrition projecting over the next 5 years based on the 
attrition rate in the last 5 years –Table 10 

Table 17 illustrates that: 

 there are 26 (42-16=26) more funded training posts across these 6 
specialties than are required for the consultant requirements to meet the 
RCP standards for the projected population. It should be noted that 
these 26 funded places include the expected funded places for new ST3 
doctors for the training years commencing in 2018 and 2019 for 
endocrinology, gastroenterology, respiratory medicine and rheumatology 
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 in the specialties of AIM and CoE an increase in trainees is required to 
meet the consultant requirements. The numbers of additional trainees 
required which NIMDTA can meet through an increase in the training 
capacity with Trusts, are set out in Tables 18 and 19 below 

Counted within the additional CoE trainees are the trainees required for stroke 
medicine CCT. With the current consultation on acute stroke units in Northern 
Ireland it would be reasonable to identify 1 training post per year as a 
minimum specifically for stroke training from 2018 (from within the additional 
CoE trainees). 

A small number of the current funded training places across these specialties 
are funded non-recurrently by Trusts. 

Table 18 Additional AIM training places to meet consultant requirements 
Year/ grade 2017 2018 2019 2020 2021 2022 2023 2024 
ST3 2 2 

+2 
2 2 

ST4 1 2 2 
+2 

2 2 

ST5 2 1 2 2 
+2 

2 2 

ST6 2 2 1 2 2 
+2 

2 2 

ST7 2 2 2 1 2 2 
+2 

2 2 

Total new 
CCT -
holders per 
year 

2 2 2 2 1 2 2 
+2 

2 

Sum of 
predicted 
new CCT -
holders 

2 4 6 8 9 11 13 
+2 
=15 

15 
+2 
=17 

Current 
training
places (9) 
+additional 
places 

9 9 
+2 

9 
+2 

9 
+2 

9 
+2 

9 
+2 

9 9 

Table 19 Additional CoE training places to meet consultant numbers 

Year/ 
grade 

2017 2018 2019 2020 2021 2022 2023 2024 2025 

ST3 6 1 0 6 4 
+5 +5 +2 +2 

ST4 4 6 1 0 6 4 
+5 +5 +2 +2 

ST5 6 4 6 1 0 6 4 
+5 +5 +2 +2 

ST6 0 6 4 6 1 
+5 

0 
+5 

6 
+2 

4 
+2 
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ST7 1 0 6 4 6 1 
+5 

0 
+5 

6 
+2 

4 
+2 

Predicted 2 0 1 5 5 6 1 0 4 
new CCT +5 +5 +2 
holders 
per year 
Sum of 2 2 3 8 13 19 20 20 24 
predicted 
new CCT 

+5 
=25 

+5+5 
=30 

+5+5+2 
=36 

holders 
Total 17 17 17 17 17 17 17 17 17 
raining
places
(17) and
additional 

+5 
=22 

+10 
=27 

+12 
=29 

+14 
=31 

+14 
=31 

+9 
=26 

+4 
=21 

+2 
=19 

places (+) 

Conclusion 

This complex workforce report covering six medical specialties has used the 
RCP workforce guidance published in 2013 which identifies the consultant 
WTE for the population. As demography changes and population needs 
change, these ratios may be adjusted by the Royal College of Physicians in 
the future. 

It would be prudent to review these specialty workforce plans in 2019 prior to 
decisions on the intake of new ST3 doctors in 2020. At this stage the 
implications of Shape of Training will be clearer and the impact of the new 
approach to training doctors on their availability for consultant posts will be 
available for the next period of workforce planning. 

Appendix A 

Membership of the Clinical Engagement Group 

 Belfast Trust – Dr Neil McDougall, Dr Eoghan Ferrie, Dr Brian Armstrong 
 Northern Trust – Dr Wendy Anderson, Linda Linford/Audrey Harris 
 South Eastern Trust – Dr Darren McLaughlin, Karen McIlveen 
 Southern Trust – Dr Philip Murphy, Anne McVey 
 Western Trust – Dr Ying Kuan, Mark Gillespie 
 NIMDTA – Dr Michael Trimble/ Dr Jackie Rendall, Dr Mark Roberts 
 PHA – Dr Diane Corrigan (Chair), Dr Gillian Rankin 
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Southern Health & Social Care Trust CONFIDENTIAL 

Locum Usage from 1 November 2018 to 31 January 2019 

Prepared by: Medical Locums Team 

Prepared for: Shane Devlin, Chief Executive 

Ref: Q_008 

Date:  08 May 2019 

Section 1 - Cover Required 

Ad Hoc Total WTE % Total WTE % 

No. of shifts received by MLT 1007 60.66% 653 39.34% 
No. of hours received by MLT 9120.85 989.61 58.11% 6574 713.28 41.18% 

CAH DHH 

Ad Hoc Total WTE % Total WTE % 

No. of shifts filled 
592 68.05% 325 54.81% 
267 30.69% 229 38.62% 
11 1.26% 39 6.58% 

No. of hours filled 
5375.75 583.27 68.21% 3395 368.36 56.68% 
2416.75 262.22 30.66% 2219 240.76 37.05% 

89.6 9.72 1.14% 376 40.80 6.28% 

Cost of Filled Shifts 
£294,019.00 60.26% £198,590.99 48.58% 
£187,184.00 38.36% £177,029.99 43.31% 

£6,712.36 1.38% £33,163.78 8.11% 

342 39.31% 139 23.44% 
528 60.69% 454 76.56% 

85 85.00% 25 25.00% 

    

 

 

 

 

 

   

       

      
        

   

       

   
     
     
     

   
       
       
       

   
     
     
     

         
         

    
      

  

  

     
 

       

   
       

        
        

           

           

   

 

 

 

 

 

 

 

      
 

      
 

    

    

 
 

 
 

        
   

 
 
 
 
 
 
 
 
 

  
      

 
  

      
 

  

 
 

 
 

        
   

 
 
 
 
 
 
 

        

  
      

 
    

      
 

    

 
 

 
 

        
     

 
 
 
 
 
 
 
 
 

        

  
           

           

 
 

 
 

        
     

 

 

 

 

 

 

 

        

  
      

      

      

 
 

 
 

         

 

 

 

 
 

 

 

 
 

        

  
      

      

      

 
 

 
 

       

 

 

 

 

 

 

 

        

  
          

 
 

 

        

  

   

 
 

   

  

  

  

    
    

    
 

      

  

 
 

    
    

   

       

            

                       
                  

          

 

 

 
 

 

        
  

     

     

 
 

 

        
  

    

     

     

 
 

 

        
    

    

      

      

 
 

 

        
    

    

 

 

 

 
 

 

        

    

 

 

 

 
 

 

      

    

     

 
 

       

    

      

             

                       
                  

Section 2 - Cover Required 

HSC eLocums 
Contracted Agency 

Non-Contracted Agency 

HSC eLocums 
Contracted Agency 

Non-Contracted Agency 

HSC eLocums 
Contracted Agency 

Non-Contracted Agency 

No. of shifts filled at standard rates 
No. of shifts filled at escalated rates 
Average Time taken to fill shifts 
(calendar days) 

CAH DHH 

Section 3 - Breakdown of Long 
Term 

Long Term Total % Total % Total % 

No. of Long Term Locum Bookings 
HSC eLocums 22 20.75% 9 15.00% 31 18.67% 

Contracted Agency 72 67.92% 34 56.67% 106 63.86% 
Non-Contracted Agency 12 11.32% 17 28.33% 29 17.47% 

No. of posts filled at standard rates 77 72.64% 40 66.67% 117 70.48% 

No. of posts filled at escalated rates 29 27.36% 20 33.33% 49 29.52% 

CAH DHH Total 

0 

100 

200 

300 

400 

500 

600 

No. of shifts filled at standard 
rates 

No. of shifts filled at escalated 
rates 

CAH Total 342 528 

DHH Total 139 454 

N
o.

 o
f S

hi
ft

s 
Fi

lle
d 

Ad Hoc Shifts filled at Standard & Escalated 
Rates - Quarter 2 

0 
10 
20 
30 
40 
50 
60 
70 
80 

CAH DHH 
No. of posts filled at standard 

rates 
77 40 

No. of posts filled at escalated 
rates 

29 20 

N
o.

 o
f S

hi
ft

s 
Fi

lle
d 

Long Term Locums Filled at Standard & Enhance 
Rates - Quarter 2 

0 
100 
200 
300 
400 
500 
600 

Quarter 1 Quarter 2 Quarter 1 Quarter 2 

CAH DHH 
No. of shifts filled at standard 

rates 
284 342 102 139 

No. of shifts filled at escalated 
rates 

305 528 357 454 

N
o.

 o
f S

hi
ft

s 
Fi

lle
d 

Ad Hoc Shifts Filled at Standard & Escalated 
Rates Quarter 1 & 2 

0 
10 
20 
30 
40 
50 
60 
70 
80 

Quarter 1 Quarter 2 Quarter 1 Quarter 2 

CAH DHH 
No. of posts filled at standard rates 26 77 24 40 

No. of posts filled at escalated rates 17 29 33 20 

N
o.

 o
f S

hi
ft

s 
Fi

lle
d 

Long Term Locums Filled at Standard & Escalated 
Rates Quarter 1 & 2 

0 

100 

200 

300 

400 

500 

600 

Quarter 1 Quarter 2 Quarter 1 Quarter 2 

CAH DHH 
HSC eLocums 335 592 194 325 

Contracted Agency 249 267 195 229 

Non-Contracted Agency 5 11 70 39 

N
o.

 o
f S

hi
ft

s 
Fi

lle
d 

Ad Hoc Locum Shifts Filled Quarter 1 & 2 
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10 

20 

30 
40 
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70 
80 

Quarter 1 Quarter 2 Quarter 1 Quarter 2 

CAH DHH 
HSC eLocums 10 22 9 9 

Contracted Agency 26 72 32 34 

Non-Contracted Agency 7 12 16 17 

N
o.

 o
f S
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s 
Fi

lle
d 

Long Term Locums Quarter 1 & 2 

0 

200 

400 

600 

800 

1000 

1200 

Quarter 1 Quarter 2 Quarter 1 Quarter 2 

CAH DHH 
No. of shifts received by MLT 655 1007 506 653 

N
o.

 o
f S

hi
ft

s 

Ad Hoc Shifts Received - Quarter 1 & 2 

Agency Costs should be obtained from Finance for formal purposes. 

This report has been compiled and is intended for use only by the official recipient. 

If you believe the information in this report does not accurately reflect the current position, please contact the Medical Locums Team. 

Please remember your responsibilities under data protection legislation, for example ensure personal information is kept secure (for example not left in view of unauthorised staff or visitors), is only used for the purpose intended, and is not 
shared with anyone who should not have access to it. Also, once personal information has been used for its intended purpose it should be appropriately destroyed, or kept in a secure location if it is required for future use. 
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WIT-90633
Southern Health & Social Care Trust CONFIDENTIAL 

Locum Usage from 1 November 2018 to 31 January 2019 

Prepared by: Medical Locums Team 

Prepared for: Shane Devlin, Chief Executive 

Ref: Q_008 

Date:  08 May 2019 

Section 1 - Cover Required 

Ad Hoc 

No. of shifts received by MLT 
No. of hours received by MLT 

Total 
350 

3036.25 

Total 
Overall 

WTE Overall Total 
1092 

1114.09 10268.10 

WTE % Total WTE % Total WTE % Total WTE % 

32.05% 328 30.04% 274 25.09% 140 12.82% 
329.43 29.57% 2895 314.11 28.19% 2688 291.65 26.18% 1648.85 178.90 16.06% 

ED CAH ED DHH Medicine CAH Medicine DHH 

Section 2 - Cover Required ED CAH ED DHH Medicine CAH Medicine DHH  Total 

Ad Hoc 

No. of shifts filled 
HSC eLocums 

Contracted Agency 
Non-Contracted Agency 

No. of hours filled 
HSC eLocums 

Contracted Agency 
Non-Contracted Agency 

Cost of Filled Shifts 
HSC eLocums 

Contracted Agency 
Non-Contracted Agency 

Total 

216 
104 

2 

1863 
916 

12.25 

£114,483.20 
£80,550.23 

£791.11 

WTE 

202.14 
99.39 
1.33 

% 

67.08% 
32.30% 
0.62% 

66.74% 
32.82% 
0.44% 

58.46% 
41.13% 
0.40% 

Total 

100 
158 
33 

856 
1400 
303 

£56,460.53 
£118,051.50 
£29,042.11 

WTE 

92.88 
151.90 
32.88 

% 

34.36% 
54.30% 
11.34% 

33.45% 
54.71% 
11.84% 

27.74% 
58.00% 
14.27% 

Total 

100 
102 

0 

964 
960 

0 

£49,386.53 
£72,038.44 

£0.00 

WTE 

104.59 
104.16 

0.00 

% 

49.50% 
50.50% 
0.00% 

50.10% 
49.90% 
0.00% 

40.67% 
59.33% 
0.00% 

Total 

75 
48 
0 

894.5 
578 

0 

£57,202.86 
£44,654.47 

£0.00 

WTE 

97.05 
62.71 
0.00 

% 

60.98% 
39.02% 
0.00% 

60.75% 
39.25% 
0.00% 

56.16% 
43.84% 
0.00% 

Overall 
WTE 

496.66 
418.16 
34.20 

Total 

491 
412 
35 

4577.5 
3854 

315.25 

£277,533.12 
£315,294.64 
£29,833.22 

Overall % 

52.56% 
43.71% 
3.73% 

56.41% 
43.04% 
0.56% 

44.65% 
50.72% 
4.80% 

No. of shifts filled at standard rates 0 0.00% 0 0.00% 62 30.69% 26 21.14% 88 9.38% 
No. of shifts filled at escalated rates 
Average Time taken to fill shifts (calendar 

322 100.00% 291 100.00% 140 69.31% 97 78.86% 850 90.62% 

days) 9 18.71% 9 17.95% 16 34.34% 14 29.00% 48 

Section 3 - Breakdown of Long Term ED CAH ED DHH Medicine CAH Medicine DHH Total 
Long Term Total % Total % Total % Total % Total Overall % 

No. of Long Term Locum Bookings 
HSC eLocums 

Contracted Agency 
Non-Contracted Agency 

5 

3 
0 

62.50% 

37.50% 
0.00% 

2 

8 
8 

11.11% 

44.44% 
44.44% 

13 

48 
10 

18.31% 

67.61% 
14.08% 

5 

16 
2 

21.74% 

69.57% 
8.70% 

25 

75 
20 

20.83% 

62.50% 
16.67% 

No. of posts filled at standard rates 8 100.00% 9 50.00% 47 66.20% 20 86.96% 84 70.00% 
No. of posts filled at escalated rates 0 0.00% 9 50.00% 24 33.80% 3 13.04% 36 30.00% 

0 
50 

100 
150 
200 
250 
300 
350 

ED CAH ED DHH Medicine 
CAH 

Medicine 
DHH 

No. of shifts filled at standard 
rates 

0 0 62 26 

No. of shifts filled at escalated 
rates 

322 291 140 97 

N
o.

 o
f S

hi
ft

s 
Fi

lle
d 

Ad Hoc Shifts filled at Standard & Escalated 
Rates - Quarter 2 
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10 

20 

30 

40 

50 

ED CAH ED DHH Medicine 
CAH 

Medicine 
DHH 

No. of posts filled at standard rates 8 9 47 20 

No. of posts filled at escalated 
rates 

0 9 24 3 

N
o.

 o
f S
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s 
Fi
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d 

Long Term Locums Filled at Standard & Escalated 
Rates - Quarter 2 

0 
50 

100 
150 
200 
250 
300 
350 

Quarter 
1 

Quarter 
2 

Quarter 
1 

Quarter 
2 

Quarter 
1 

Quarter 
2 

Quarter 
1 

Quarter 
2 

ED CAH ED DHH Medicine CAH Medicine DHH 
No. of shifts filled at standard rates 0 0 0 0 134 62 59 26 

No. of shifts filled at escalated rates 218 322 299 291 55 140 49 97 
N

o.
 o

f S
hi

ft
s 

Fi
lle

d 

Ad Hoc Shifts Filled at Standard & Escalated Rates - Quarter1 and 
Quarter 2 

0 
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Quarter 
1 

Quarter 
2 

Quarter 
1 

Quarter 
2 

Quarter 
1 

Quarter 
2 

Quarter 
1 

Quarter 
2 

ED CAH ED DHH Medicine CAH Medicine DHH 
No. of posts filled at standard rates 0 8 0 9 9 47 7 20 

No. of posts filled at escalated rates 8 0 18 9 4 24 6 3 

N
o.

 o
f S
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ft

s 
Fi

lle
d 

Long Term Locums Filled at Standard & Escalated Rates -
Quarter1 and Quarter 2 
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50 

100 

150 

200 

250 

Quarter 1 Quarter 2 Quarter 1 Quarter 2 Quarter 1 Quarter 2 Quarter 1 Quarter 2 

ED CAH ED DHH Medicine CAH Medicine DHH 
HSC eLocums 216 120 100 107 100 73 75 47 

Contracted Agency 104 95 158 122 102 116 48 61 

Non-Contracted Agency 2 3 33 70 0 0 0 0 

N
o.

 o
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Ad Hoc Locum Shifts Filled - Quarter1 and Quarter 2 
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35 
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45 
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Quarter 1 Quarter 2 Quarter 1 Quarter 2 Quarter 1 Quarter 2 Quarter 1 Quarter 2 

ED CAH ED DHH Medicine CAH Medicine DHH 
HSC eLocums 5 4 2 1 13 3 5 4 

Contracted Agency 3 4 8 8 48 9 16 8 

Non-Contracted Agency 0 0 8 9 10 1 2 1 

N
o.

 o
f S
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ft

s 
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lle
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Long Term Locums - Quarter1 and Quarter 2 
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Quarter 
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Quarter 
2 

Quarter 
1 

Quarter 
2 

Quarter 
1 

Quarter 
2 

Quarter 
1 

Quarter 
2 

ED CAH ED DHH Medicine CAH Medicine DHH 
No. of shifts received by MLT 240 350 326 328 212 274 116 140 

N
o.

 o
f S

hi
ft

s 
Re

ce
iv

ed
 

Ad Hoc Locum Shifts Received - Quarter1 and Quarter 2 

Agency Costs should be obtained from Finance for formal purposes. 

This report has been compiled and is intended for use only by the official recipient. 

If you believe the information in this report does not accurately reflect the current position, please contact the Medical Locums Team. 

Please remember your responsibilities under data protection legislation, for example ensure personal information is kept secure (for example not left in view of unauthorised staff or visitors), is only used for the purpose 
intended, and is not shared with anyone who should not have access to it. Also, once personal information has been used for its intended purpose it should be appropriately destroyed, or kept in a secure location if it is 
required for future use. 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



   

     

    

   

 

    

   

 
 

 
    
    

   

 
 

 

   
 

 
 

   
 

 
 

   
 

 
 

      
      

      

      
  

     
 

 
 

     
     

        

               

                 

      

  

                    
                            

                     

    

  
  

  

  
 

  

  

 
 

 

          

  
 

  

  

 
 

 

          

   

    

 
 

 

       

 

   

  

 
 

 

            

 

 

 
 

 

        

 

 

 

 
 

 

      

 

  

  

 
 

 

            

     

      

     

    

  

    

   

                       
 

   

                    

                            

   

                       
 

 
   

    
                  

                  
                  

    
                          

                          
                          

    
                  

                  
                  

                       
                       

      
                

      
                   

      
                  

                  
                  

                      
                      

 

       

 

 

 

      

  

 

          

    
  

      

 

 

 

 

 

 

 

     
  

 
 

   

          

          

 
 

 
 

           

 

 

 

 

 

 

 

 

 

 

     
 

 
  

   

          

          

 
 

 
 

           

 

 

 

 

 

 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

     
 

  
 

   

                   

 
 

 
 

        

 

 

 

 

 

 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

    
 

 
 

   

                  

                 

 
 

 
 

             

 

 

 

 

 

 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

    
 

 
 

   

               

               

                

 
 

 
 

         

 

 

 

 

 

 

 

 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

   
 

  
 

   

               

                

                

 
 

 
 

       

 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

    
 

 
 

   

                 

                 

 
 

 
 

             

         

              

                  

                    
                           

                     

WIT-90634
Southern Health & Social Care Trust CONFIDENTIAL 

Locum Usage from 1 November 2018 to 31 January 2019 

Prepared by: Medical Locums Team 

Prepared for: Shane Devlin, Chief Executive 

Ref: Q_008 

Date: 08 May 2019 

Section 1 - Cover Required 

Ad Hoc 

No. of shifts received by MLT 

No. of hours received by MLT 

Total 
59 

626.25 

Total 

Overall Total 
275 

2779.25 

WTE % Total WTE % Total WTE % Total WTE % Total WTE % Total WTE % Total WTE % 
Overall 

WTE 

21.45% 38 13.82% 59 21.45% 58 21.09% 2 0.73% 8 2.91% 51 18.55% 

67.95 22.53% 387.5 42.04 13.94% 615.5 66.78 22.15% 627 68.03 22.56% 31 3.36 1.12% 76 8.25 2.73% 416 45.14 14.97% 301.55 

Surgery CAH Surgery DHH Anaesthetics/ ICU CAH Anaesthetics/ ICU DHH T&O ENT Urology 

Section 2 - Cover Required Surgery CAH Surgery DHH Anaesthetics/ ICU CAH Anaesthetics/ ICU DHH ENT T&O Urology Total 

Ad Hoc 
Overall 

Total WTE % Total WTE % Total WTE % Total WTE % Total WTE % Total WTE % Total WTE % Total Overall % 
WTE 

No. of shifts filled 
HSC eLocums 29 63.04% 31 96.88% 57 100.00% 58 100.00% 2 100.00% 6 100.00% 9 19.15% 192 77.02% 

Contracted Agency 17 36.96% 1 3.13% 0 0.00% 0 0.00% 0 0.00% 0 0.00% 38 80.85% 56 23.39% 
Non-Contracted Agency 

No. of hours filled 
HSC eLocums 

0 

300.75 32.63 

0.00% 0 

60.91% 303 32.88 

0.00% 0 

96.04% 615.5 66.78 

0.00% 0 

100.00% 627 68.03 

0.00% 0 

100.00% 31 3.36 

0.00% 0 

100.00% 76 8.25 

0.00% 0 

100.00% 92 9.98 

0.00% 0 0.00% 

23.47% 221.91 2045.25 76.26% 
Contracted Agency 165 17.90 33.42% 12.5 1.36 3.96% 0 0.00 0.00% 0 0.00 0.00% 0 0.00 0.00% 0 0.00 0.00% 300 32.55 76.53% 51.81 477.5 23.74% 

Non-Contracted Agency 

Cost of Filled Shifts 
HSC eLocums 

0 

£14,603.17 

0.00 0.00% 0 

54.82% £12,052.83 

0.00 0.00% 0 

95.15% £40,397.77 

0.00 0.00% 0 

100.00% £35,377.42 

0.00 0.00% 0 

100.00% £1,251.63 

0.00 0.00% 0 

100.00% £2,908.49 

0.00 0.00% 0 

100.00% £5,593.54 

0.00 0.00% 0.00 0 0.00% 

21.50% £112,184.85 77.23% 
Contracted Agency £9,884.60 37.11% £614.38 4.85% £0.00 0.00% £0.00 0.00% £0.00 0.00% £0.00 0.00% £20,422.74 78.50% £30,921.72 21.29% 

Non-Contracted Agency £0.00 0.00% £0.00 0.00% £0.00 0.00% £0.00 0.00% £0.00 0.00% £0.00 0.00% £0.00 0.00% £0.00 0.00% 

No. of shifts filled at standard rates 38 82.61% 26 81.25% 52 91.23% 17 29.31% 2 100.00% 5 83.33% 26 55.32% 166 66.94% 
No. of shifts filled at escalated rates 8 17.39% 6 18.75% 5 8.77% 41 70.69% 0 0.00% 1 16.67% 21 44.68% 82 33.06% 
Average Time taken to fill shifts 
(calendar days) 9 40.91% 2 9.09% 1 4.55% 0 0.00% 0.5 2.27% 0 0.00% 10 45.45% 22 

Anaesthetics/ ICU 
Section 3 - Breakdown of Long Term Surgery CAH Surgery DHH CAH Anaesthetics/ ICU DHH ENT T&O Urology Total 
Long Term Total % Total % Total % Total % Total % Total % Total % Total Overall % 

No. of Long Term Locum Bookings 
HSC eLocums 

Contracted Agency 
Non-Contracted Agency 

2 
6 
0 

25.00% 
75.00% 
0.00% 

2 
7 
1 

20.00% 
70.00% 
10.00% 

0 
1 
0 

0.00% 
100.00% 

0.00% 

0 
1 
2 

0.00% 
33.33% 
66.67% 

0 
1 
0 

0.00% 
100.00% 

0.00% 

1 
8 
0 

11.11% 
88.89% 
0.00% 

0 
2 
0 

0.00% 
100.00% 

0.00% 

5 
26 
3 

14.71% 
76.47% 
8.82% 

No. of posts filled at standard rates 8 100.00% 9 90.00% 1 100.00% 0 0.00% 0 0.00% 9 100.00% 1 50.00% 28 82.35% 
No. of posts filled at escalated rates 0 0.00% 1 10.00% 0 0.00% 3 100.00% 1 100.00% 0 0.00% 1 50.00% 6 17.65% 

0 

10 

20 

30 

40 

50 

60 

Surgery CAH Surgery DHH Anaesthetics/ 
ICU CAH 

Anaesthetics/ 
ICU DHH 

ENT T&O Urology 

No. of shifts filled at standard rates 38 26 52 17 2 5 26 

No. of shifts filled at escalated rates 8 6 5 41 0 1 21 

N
o.

 o
f S
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s 
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d 

Ad Hoc Shifts Filled at Standard & Escalated Rates Quarter 2 
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Surgery CAH Surgery DHH Anaesthetics/ 
ICU CAH 

Anaesthetics/ 
ICU DHH 

ENT T&O Urology 

No. of posts filled at standard rates 8 9 1 0 0 9 1 

No. of posts filled at escalated rates 0 1 0 3 1 0 1 

N
o.

 o
f S
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s 
Fi
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d 

Long Term Locums Filled at Standard & Escalated Rates - Quarter 2 
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1 

Quarter 
2 

Quarter 
1 

Quarter 
2 

Surgery CAH Surgery DHH Anaesthetics/ ICU 
CAH 

Anaesthetics/ ICU 
DHH 

ENT T&O Urology 

No. of shifts received by MLT 31 59 26 38 17 59 4 58 0 2 1 8 53 51 

N
o.

 o
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Ad Hoc Shifts Received - Quarter1 and Quarter 2 

0 

10 

20 

30 

40 

50 

60 

Quarter 
1 

Quarter 
2 

Quarter 
1 

Quarter 
2 

Quarter 
1 

Quarter 
2 

Quarter 
1 

Quarter 
2 
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1 
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2 

Quarter 
1 

Quarter 
2 

Surgery CAH Surgery DHH Anaesthetics/ ICU 
CAH 

Anaesthetics/ ICU 
DHH 

ENT T&O Urology 

No. of shifts filled at standard rates 14 38 11 26 17 52 2 17 0 2 8 5 23 26 

No. of shifts filled at escalated rates 6 8 4 6 0 5 5 41 0 0 0 1 8 21 

N
o.
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Ad Hoc Locum Shifts Filled at Standard & Escalated Rates- Quarter1 and Quarter 2 
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1 

Quarter 
2 

Quarter 
1 

Quarter 
2 

Surgery CAH Surgery DHH Anaesthetics/ 
ICU CAH 

Anaesthetics/ 
ICU DHH 

ENT T&O Urology 

HSC eLocums 16 29 7 31 17 57 4 58 0 2 1 6 14 9 

Contracted Agency 4 17 8 1 0 0 0 0 0 0 8 0 32 38 

Non-Contracted Agency 0 0 0 0 0 0 0 0 0 0 0 0 1 0 

N
o.

 o
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Ad Hoc Locum Shifts Filled - Quarter1 and Quarter 2 
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Quarter 
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2 

Surgery CAH Surgery DHH Anaesthetics/ ICU 
CAH 

Anaesthetics/ ICU 
DHH 

ENT T&O Urology 

HSC eLocums 1 2 3 2 0 0 1 0 0 0 1 1 0 0 

Contracted Agency 0 6 8 7 0 1 2 1 0 1 8 8 2 2 

Non-Contracted Agency 0 0 0 1 1 0 4 2 0 0 0 0 0 0 

N
o.
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Long Term Locums - Quarter1 and Quarter 2 
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Quarter 
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Quarter 
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Quarter 
2 

Surgery CAH Surgery DHH Anaesthetics/ ICU 
CAH 

Anaesthetics/ ICU 
DHH 

ENT T&O Urology 

No. of posts filled at standard rates 1 8 10 9 1 1 2 0 0 0 8 9 1 1 

No. of posts filled at escalated rates 0 0 1 1 0 0 5 3 0 1 1 0 1 1 

N
o.

 o
f S
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s 
Fi
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d 

Long Term Locums Filled at Standard & Escalated Rates - Quarter1 and Quarter 2 

Agency Costs should be obtained from Finance for formal purposes. 

This report has been compiled and is intended for use only by the official recipient. 

If you believe the information in this report does not accurately reflect the current position, please contact the Medical Locums Team. 

Please remember your responsibilities under data protection legislation, for example ensure personal information is kept secure (for example not left in view of 
unauthorised staff or visitors), is only used for the purpose intended, and is not shared with anyone who should not have access to it. Also, once personal information has 
been used for its intended purpose it should be appropriately destroyed, or kept in a secure location if it is required for future use. 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



    

 

 

 

 

 

   

          
 

  

         
             

   

          
 

    

   
         
         
         

   
             
             
             

   
         
         
         

             
             

     
        

    

          

   
         
         
         

             
             

    

 

  

     

      

 

 

 

 

 

 

 

    
 

   
 

          

          

 
 

 
 

         
  

 
 
 
 
 
 
 
 
 
 
 

    
 

   
 

      
 

   

      
 

   

 
 

 
 

        
   

 

 

 

 

 

 

 

 

            

         
            

 
 

 
 

         

 
 
 
 
 
 
 
 

            

         
        

        

        

 
 

 
 

        
  

 

 

 

 

 

 

 

            

         
             

             

 
 

 
 

          
    

 

 

 

 

 

 

 

            

         
        

        

        

 
 

 
 

        

 

 

 

 

 

 

 

            

         
             

             

 
 

 
 

         
     

  

  
 

 
 

  
 

 
  

  

  

    
    

     

   

 
  

    
    

   

       

            

  

  

  

                  
              
        

    

      

      

 
 

 

         
 

    

     

     

 
 

 

        
  

      
      

     

 
 

 

        

      

      
 

 

 

 
 

 

        
 

      
      

      

      

 
 

 

          
   

      

      
 

 

 

 
 

 

       

      
      

      

      

 
 

 

         
    

    

      

             

                  
             
         

WIT-90635
Southern Health & Social Care Trust CONFIDENTIAL 

Locum Usage from 1 November 2018 to 31 January 2019 

Prepared by: Medical Locums Team 

Prepared for: Shane Devlin, Chief Executive 

Ref: Q_008 

Date:  08 May 2019 

Section 1 - Cover Required Radiology Obs & Gynae CAH Obs & Gynae DHH Total 

Ad Hoc Total WTE % Total WTE % Total WTE % 
Overall 

WTE Total 
No. of shifts received by MLT 63 36.84% 50 29.24% 58 33.92% 171 
No. of hours received by MLT 387 41.99 25.86% 437.5 47.47 29.24% 671.75 72.88 44.90% 162.34 1496.25 

Section 2 - Cover Required 

Ad Hoc Total WTE % Total WTE % Total WTE % 
Overall 

WTE Total Overall % 

No. of shifts filled 
HSC eLocums 61 100.00% 35 79.55% 30 51.72% 126 77.30% 

Contracted Agency 0 0.00% 3 6.82% 22 37.93% 25 15.34% 
Non-Contracted Agency 0 0.00% 6 13.64% 6 10.34% 12 7.36% 

No. of hours filled 
HSC eLocums 377 40.90 100.00% 347.5 37.70 81.48% 370.75 40.23 55.19% 118.83 1095.25 74.24% 

Contracted Agency 0 0.00 0.00% 39 4.23 9.14% 228 24.74 33.94% 28.97 267 18.10% 
Non-Contracted Agency 0 0.00 0.00% 40 4.34 9.38% 73 7.92 10.87% 12.26 113 7.66% 

Cost of Filled Shifts 
HSC eLocums £18,450.92 100.00% £15,534.51 73.90% £16,796.66 48.51% £50,782.09 68.53% 

Contracted Agency £0.00 0.00% £2,365.22 11.25% £13,709.64 39.59% £16,074.86 21.69% 
Non-Contracted Agency £0.00 0.00% £3,120.00 14.84% £4,121.67 11.90% £7,241.67 9.77% 

No. of shifts filled at standard rates 50 81.97% 34 77.27% 51 87.93% 135 82.82% 
No. of shifts filled at escalated rates 11 18.03% 10 22.73% 7 12.07% 28 17.18% 
Average Time taken to fill shifts (calendar 
days) 21 60.88% 13 38.05% 0 1.07% 35 

Section 3 - Breakdown of Long Term 

Long Term Total % Total % Total % Total Overall % 

No. of Long Term Locum Bookings 
HSC eLocums 0 0.00% 0 0.00% 0 0.00% 0 0.00% 

Contracted Agency 0 0.00% 0 0.00% 1 33.33% 1 20.00% 
Non-Contracted Agency 1 100.00% 1 100.00% 2 66.67% 4 80.00% 

No. of posts filled at standard rates 0 0.00% 0 0.00% 1 33.33% 1 20.00% 
No. of posts filled at escalated rates 1 100.00% 1 100.00% 2 66.67% 4 80.00% 

Obs & Gynae DHH Obs & Gynae CAH Total Radiology 

Radiology Obs & Gynae CAH Obs & Gynae DHH Total 
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Radiology Obs & Gynae 
CAH 

Obs & Gynae 
DHH 

No. of shifts filled at standard rates 50 34 51 

No. of shifts filled at escalated rates 11 10 7 
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Ad Hoc Shifts filled at standard & Escalated Rates -
Quarter 2 
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Radiology Obs & Gynae 
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Obs & Gynae 
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No. of posts filled at standard 
rates 

0 0 1 

No. of posts filled at escalated 
rates 

1 1 2 
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Long Term Locums Filled at Standard & Ecalated 
Rates Quarter 2 
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Radiology Obs & Gynae CAH Obs & Gynae DHH 
No. of shifts received by MLT 63 63 19 50 29 58 
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Ad Hoc Shifts Received Filled - Quarter1 and Quarter 2 
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Quarter 1 Quarter 2 Quarter 1 Quarter 2 Quarter 1 Quarter 2 

Radiology Obs & Gynae CAH Obs & Gynae DHH 
HSC eLocums 63 61 15 35 24 30 

Contracted Agency 0 0 0 3 4 22 

Non-Contracted Agency 0 0 1 6 0 6 
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Ad Hoc Locum Shifts Filled Filled - Quarter1 and 
Quarter 2 
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Quarter 1 Quarter 2 Quarter 1 Quarter 2 Quarter 1 Quarter 2 

Radiology Obs & Gynae CAH Obs & Gynae DHH 
No. of shifts filled at standard rates 59 50 12 34 27 51 

No. of shifts filled at escalated rates 4 11 4 10 1 7 

N
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Ad Hoc Shifts Filled at Standard & Escalated Rates Filled -
Quarter1 and Quarter 2 
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Quarter 1 Quarter 2 Quarter 1 Quarter 2 Quarter 1 Quarter 2 

Radiology Obs & Gynae CAH Obs & Gynae DHH 
HSC eLocums 0 0 0 0 0 0 

Contracted Agency 0 0 0 0 3 1 

Non-Contracted Agency 3 1 2 1 1 2 

N
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Long Term Locums Filled - Quarter1 and Quarter 2 
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2 
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3 

Quarter 1 Quarter 2 Quarter 1 Quarter 2 Quarter 1 Quarter 2 

Radiology Obs & Gynae CAH Obs & Gynae DHH 
No. of posts filled at standard rates 3 0 0 0 2 1 

No. of posts filled at escalated rates 0 1 2 1 2 2 

N
o.

 o
f S

hi
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s 
Fi
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Long Term Locums Filled at Standard & Escalated Rates 
Filled - Quarter1 and Quarter 2 

Agency Costs should be obtained from Finance for formal purposes. 

This report has been compiled and is intended for use only by the official recipient. 

If you believe the information in this report does not accurately reflect the current position, please contact the Medical Locums Team. 

Please remember your responsibilities under data protection legislation, for example ensure personal information is kept secure (for example not left in view of unauthorised staff or 
visitors), is only used for the purpose intended, and is not shared with anyone who should not have access to it.  Also, once personal information has been used for its intended 
purpose it should be appropriately destroyed, or kept in a secure location if it is required for future use. 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



    

 

 

 

 

 

   

       
 

  

       
          

   

       
 

    

   
       
       
       

   
          
          
          

   
       
       
       

           

           
     

      

    

        

   
       
       
       

           

           

    

    

    

 

 

 

 

 

 

 

    
         

         

 
 

 
 

         

 

 

 

 

 

    
      

 
  

      
 

  

 
 

 
 

       
  

 
 
 
 
 
 
 
 
 
 
 

        

    
          

 
 

 
 

        

 

 

 

 

 

 

 

 

        

    
      

      

      

 
 

 
 

        

 

 

 

 

 

 

 

        

    
           

           

 
 

 
 

         
    

  

  
 

 
 

  
 

 
  

  

  

    

    
     

   

 
  

    

    

   

       

            

 

                 
              

        

 

 

  
      

      

 
 

 

        

  
     

     

 
 

 

       
 

    

  
     

 
 

 

       

    

  
 

 

 

 
 

 

       

    
  

      

      

 
 

 

         
   

    

  
 

 

 

 
 

 

      

    

  
      

      

 
 

 

         
   

    

      

             

 
 
 
 
 
 
 
 
 
 
 

        

    
      

      

      

 
 

 
 

       

 
 
 
 
 
 
 
 
 
 
 

        

    
           

           

 
 

 
 

         
    

                 
             

         

Southern Health & Social Care Trust CONFIDENTIAL 

Locum Usage from 1 November 2018 to 31 January 2019 

Prepared by: Medical Locums Team 

Prepared for: Shane Devlin, Chief Executive 

Ref: Q_008 

Date:  08 May 2019 

WIT-90636

Section 1 - Cover Required 

Ad Hoc Total WTE % Total WTE % 
Overall 

WTE Total 
No. of shifts received by MLT 46 61% 30 39% 76 
No. of hours received by MLT 391.35 42.46 54% 331.75 35.99 46% 78.46 723.1 

Section 2 - Cover Required 

Ad Hoc Total WTE % Total WTE % 
Overall 

WTE Total Overall % 

No. of shifts filled 
HSC eLocums 34 89.47% 30 100.00% 64 94.12% 

Contracted Agency 1 2.63% 0 0.00% 1 1.47% 
Non-Contracted Agency 3 0.79% 0 0.00% 3 4.41% 

No. of hours filled 
HSC eLocums 327 35.48 86.71% 331.75 35.99 100.00% 71.47 658.75 92.93% 

Contracted Agency 12.75 1.38 3.38% 0 0.00 0.00% 1.38 12.75 1.80% 
Non-Contracted Agency 37.35 4.05 9.90% 0 0.00 0.00% 4.05 37.35 5.27% 

Cost of Filled Shifts 
HSC eLocums £17,425.79 83.10% £20,147.01 100.00% £37,572.80 91.38% 

Contracted Agency £743.07 3.54% £0.00 0.00% £743.07 1.81% 
Non-Contracted Agency £2,801.25 13.36% £0.00 0.00% £2,801.25 6.81% 

No. of shifts filled at standard rates 29 76.32% 18 60.00% 47 69.12% 

No. of shifts filled at escalated rates 9 23.68% 12 40.00% 21 30.88% 
Average Time taken to fill shifts (calendar 
days) 4 100.00% 0 0.00% 4 

Paediatrics CAH Paediatrics DHH Total 

Paediatrics CAH Paediatrics DHH Total 

Section 3 - Breakdown of Long Term Paediatrics CAH Paediatrics DHH Total 

Long Term Total % Total % Total Overall % 

No. of Long Term Locum Bookings 
HSC eLocums 

Contracted Agency 
Non-Contracted Agency 

0 
2 
0 

0.00% 
100.00% 

0.00% 

0 
1 
2 

0.00% 
33.33% 
66.67% 

0 
3 
2 

0.00% 
60.00% 
40.00% 

No. of posts filled at standard rates 

No. of posts filled at escalated rates 

2 

0 

100.00% 

0.00% 

1 

2 

33.33% 

66.67% 

3 

2 

60.00% 

40.00% 

0 

5 

10 

15 

20 

25 

30 

Paediatrics CAH Paediatrics DHH 
No. of shifts filled at standard rates 29 18 

No. of shifts filled at escalated rates 9 12 

N
o.
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Ad Hoc Shifts Filled at Standard & Escalated Rates 
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0.5 
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Paediatrics CAH Paediatrics DHH 
No. of posts filled at standard 

rates 
2 1 

No. of posts filled at escalated 
rates 

0 2 

N
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Long Term Locums Filled at Standard & 
Escalated Rates 
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Quarter 1 Quarter 2 Quarter 1 Quarter 2 

Paediatrics CAH Paediatrics DHH 
No. of shifts received by MLT 2 46 5 30 
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Ad Hoc Locum Shifts - Quarter1 and Quarter 2 
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Quarter 1 Quarter 2 Quarter 1 Quarter 2 

Paediatrics CAH Paediatrics DHH 
HSC eLocums 1 34 5 30 

Contracted Agency 0 1 0 0 

Non-Contracted Agency 0 3 0 0 
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Ad Hoc Locum shifts - Quarter1 and Quarter 2 
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Quarter 1 Quarter 2 Quarter 1 Quarter 2 

Paediatrics CAH Paediatrics DHH 
No. of shifts filled at standard rates 1 29 1 18 

No. of shifts filled at escalated rates 0 9 4 12 

N
o.
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Ad Hoc Shifts Filled at Standard & Escalated Rates -
Quarter1 and Quarter 2 
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Quarter 1 Quarter 2 Quarter 1 Quarter 2 

Paediatrics CAH Paediatrics DHH 
HSC eLocums 0 0 0 0 

Contracted Agency 2 2 1 1 

Non-Contracted Agency 0 0 1 2 

N
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Long Term Locums - Quarter1 and Quarter 2 
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1.4 
1.6 
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Quarter 1 Quarter 2 Quarter 1 Quarter 2 

Paediatrics CAH Paediatrics DHH 
No. of posts filled at standard rates 2 2 1 1 

No. of posts filled at escalated rates 0 0 1 2 

N
o.

 o
f S
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Long Term Locums Filled at Standard & Escalated Rates -
Quarter1 and Quarter 2 

Agency Costs should be obtained from Finance for formal purposes. 

This report has been compiled and is intended for use only by the official recipient. 

If you believe the information in this report does not accurately reflect the current position, please contact the Medical Locums Team. 

Please remember your responsibilities under data protection legislation, for example ensure personal information is kept secure (for example not left in view of unauthorised staff 
or visitors), is only used for the purpose intended, and is not shared with anyone who should not have access to it.  Also, once personal information has been used for its intended 
purpose it should be appropriately destroyed, or kept in a secure location if it is required for future use. 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



Southern Health & Social Care Trust CONFIDENTIAL 

Locum Usage from 1 November 2018 to 31 January 2019 

Prepared by: Medical Locums Team 

Prepared for: Shane Devlin, Chief Executive 

Ref: Q_008 

Date:  08 May 2019 

WIT-90637

Section 1 - Cover Required Psychiatry Total 

Ad Hoc Total WTE % 
Overall 

WTE Total 
No. of shifts received by MLT 
No. of hours received by MLT 

45 
416 45.14 

100% 
100% 45.14 

45 
416 

Section 2 - Cover Required 

Ad Hoc Total WTE % 
Overall 

WTE Total Overall % 

No. of shifts filled 
HSC eLocums 43 96% 43 96% 

Contracted Agency 2 4% 2 4% 
Non-Contracted Agency 0 0% 0 0% 

No. of hours filled 
HSC eLocums 392 42.53 94% 42.53 392 94% 

Contracted Agency 24 2.60 6% 2.60 24 6% 
Non-Contracted Agency 0 0.00 0% 0.00 0 0% 

Cost of Filled Shifts 
HSC eLocums £13,983.08 92% £13,983.08 92% 

Contracted Agency £1,179.60 8% £1,179.60 8% 
Non-Contracted Agency £0.00 0% £0.00 0% 

No. of shifts filled at standard rates 44 98% 44 98% 
No. of shifts filled at escalated rates 1 2% 1 2% 
Average Time taken to fill shifts (calendar 
days) 3 100% 3 

Psychiatry Total 

    

 

 

 

 

 

   

    
 

  

     
       

   

    
 

    

   
     
     
     

   
       
       
       

   
     
     
     

         
         

     
    

      

      

     
     
     
     

        

       

  

  

  

 

 

 

 

 

 

     
  

     
  

   

 
 

 
 

         
  

 

 

 

 

 

 

     
  

     
  

   

 
 

 
 

        
   

 
 
 
 
 
 
 
 
 
 

    

 
        

 
 

 
 

        

 
 
 
 
 
 

    

 
      

 
  

      
 

  

 
 

 
 

        
     

 
 
 
 
 
 
 
 
 
 

   
 

 
 

      

      

 
 

 
 

        

 

 

 

 

 

 

 

 

 

 

 

     
 

      

      

 
 

 
 

       

 
 
 
 
 
 
 
 
 
 
 

    

 
         

         

 
 

 
 

        
     

  

  
 

 
 

  
 

 
  

  

  

    
    

     

      

 
    

   

  

   

       

            

                 
             

          

    
 

    
 

 
 

 

         
 

    
 

    
 

 
 

 

        
  

  

     

 
 

 

       

  

     

     

 
 

 

        
    

 

  

  

 
 

 

       

  

  

  

 
  

  

      

  

      

      

 
 

 

        
    

    

      

             

                 
            

           

Section 3 - Breakdown of Long Term Psychiatry Total 
Long Term Total % Total Overall % 

No. of Long Term Locum Bookings 
HSC eLocums 

Contracted Agency 
Non-Contracted Agency 

1 
1 
0 

50% 
50% 
0% 

1 
1 
0 

50% 
50% 
0% 

No. of posts filled at standard rates 

No. of posts filled at escalated rates 

1 

1 

50% 

50% 

1 

1 

50% 

50% 

0 

10 

20 

30 

40 

50 

No. of shifts filled at 
standard rates 

No. of shifts filled at 
escalated rates 

Psychiatry 44 1 

N
o.
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Ad Hoc Shifts Filled at Standard & Escalated Rates 
Quarter 2 

0 

0.2 

0.4 

0.6 

0.8 

1 

No. of posts filled at 
standard rates 

No. of posts filled at 
escalated rates 

Psychiatry 1 1 

N
o.
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Long Term Locums Filled at Standard & Escalated 
Rates Quarter 2 
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Psychiatry 
No. of shifts received by MLT 17 45 
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Ad Hoc Locum Shifts - Quarter1 and Quarter 2 
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Quarter 1 Quarter 2 

Psychiatry 
No. of shifts filled at standard 

rates 
17 44 

No. of shifts filled at escalated 
rates 

0 1 

N
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Ad Hoc Locums Filled at Standard & Escalated 
Rates - Quarter1 and Quarter 2 
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HSC eLocums Contracted 
Agency 

Non-Contracted 
Agency 

Psychiatry Quarter 1 15 2 0 

Psychiatry Quarter 2 43 2 0 
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Ad Hoc Locum Shifts - Quarter1 and Quarter 2 
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HSC eLocums Contracted Agency Non-Contracted 
Agency 

Psychiatry Quarter 1 1 1 0 

Psychiatry Quarter 2 1 1 0 
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Long Term Locums - Quarter1 and Quarter 2 
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0.3 
0.4 
0.5 
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0.7 
0.8 
0.9 
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Quarter 1 Quarter 2 

Psychiatry 
No. of posts filled at standard rates 1 1 

No. of posts filled at escalated rates 1 1 

N
o.

 o
f S
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Long Term Locums filled at Standard & Escalated 
Rates - Quarter1 and Quarter 2 

Agency Costs should be obtained from Finance for formal purposes. 

This report has been compiled and is intended for use only by the official recipient. 

If you believe the information in this report does not accurately reflect the current position, please contact the Medical Locums Team. 

Please remember your responsibilities under data protection legislation, for example ensure personal information is kept secure (for example not left in view of unauthorised 
staff or visitors), is only used for the purpose intended, and is not shared with anyone who should not have access to it.  Also, once personal information has been used for its 
intended purpose it should be appropriately destroyed, or kept in a secure location if it is required for future use. 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.
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WIT-90641

pay for their service with an external locum agency). Proposal has been tabled by HR Directors to the 
Department of Heath to ask that this is addressed – with a proposal that this service would not count for 
incremental credit in the future.  

 We would ask how is locum service considered when a doctor makes an application for a higher training 
post via NIMDTA and the national recruitment campaigns? Is there any opportunity to look at this and 
identify if there is any scope to dis-incentivise external agency work.  

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.
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Irrelevant information redacted by the USI



WIT-90643

Irrelevant information redacted by the USI

Irrelevant information 
redacted by the USI



WIT-90644

Irrelevant information redacted by the USI

Irrelevant information 
redacted by the USI



 

 

 
 
 

       Appendix 2: Distribution of Rotational Trainees across Northern Ireland 

WIT-90645
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Personal Information redacted by the USI

WIT-90649
Parks, Zoe 

From: OKane, Maria < 
Sent: 10 May 2019 01:25 
To: Parks, Zoe 
Cc: Gibson, Simon; Wallace, Stephen 
Subject: Report for Trust Board- Medical "Deep Dive" 
Attachments: REPORT FOR MEDICAL DIRECTOR MAY 2019.pdf; Copy of Copy of Q_008 Trust 

Level Locum Usage.xlsx; Regional Influence to Allocation to Trainees May 2019.pdf; 
jama_blumenthal_2017_oi_170139.pdf 

Importance: High 

> 

Really comprehensive – thank you  Zoe . have added in the paper on impact of locums- we plan to use this as a 
template for the summer studentships. Simon all this can now go to trust board with jama paper as appendix – 
thanks maria 

Dr Maria O’Kane 
Medical Director 
Tel: Personal Information redacted by the 

USI

From: Parks, Zoe 
Sent: 09 May 2019 15:41 
To: OKane, Maria 
Subject: Draft Report as requested 
Importance: High 

Dr O’Kane, 

I have pulled together this Draft Report for you this afternoon, for your consideration. This contains details 
of the long term locum consultants currently engaged in the Trust.  I have also attached trust level details 
on locum usage as collated by our Medical HR locum Team. 

 Update on Southern Trust 
 Trust Level details on Locum Spend within SHSCT 

I have also attached the detailed report you are aware of that I have completed as part of DHH Pathfinder 
work re distribution of rotational trainees with a focus on Medicine in SHSCT. I understand the Chief 
Executive will be asked to raise this with the DOH/NIMDTA in the near future. It hasn’t been shared with 
the CX yet. 

Personal Information redacted by the USI

Zoë Parks 
Head of Medical Staffing HROD 
The Brackens, Craigavon Area Hospital 
Tel: 
Mob: 

Personal Information redacted by the 
USI

Personal Information redacted by the 
USI

1 
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WIT-90650

Quality care – for you, with you 

GOVERNANCE COMMITTEE COVER SHEET 

Meeting 
Date 

8 September 2022 

Agenda item MHPS – Open Formal Cases 

Accountable 
Director 

Presented by: Dr D Scullion – Interim Medical Director 

Report 
Author 

Name Zoe Parks: Head of Medical HR 

Email Address 
Personal Information redacted by the USI

This paper is presented for: Information 

Links to 
Trust 
Corporate 
Objectives 

√ Promoting Safe, High Quality Care 

☐ Supporting people to live long, healthy active lives 

☐ Improving our services 

☐ Making best use of our resources 

☐ Being a great place to work – supporting, 
developing and valuing our staff 

☐ Working in partnership 

This report cover sheet has been prepared by the 
Accountable Director. 

Its purpose is to provide the Trust Committee with a clear 
summary of the paper being presented, with the key 
matters for attention and the ask of the Committee. 

It details how it impacts on the people we serve. 

Page 1 of 5 
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Irrelevant information 
redacted by the USI

Irrelevant information 
redacted by the USI

Irrelevant information redacted by the USI

Irrelevant information redacted by the USI

Irrelevant information redacted by the USI

Irrelevant information redacted by the USI

Irrelevant information 
redacted by the USI

Irrelevant information redacted by the USI
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Irrelevant 
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by the USI

Irrelevant information redacted by the USI

Irrelevant 
information 

redacted by the 
USI

Irrelevant 
information 

redacted by the 
USI

Irrelevant information 
redacted by the USI

Irrelevant information 
redacted by the USI

Irrelevant information redacted by the USI

Irrelevant information redacted by the USI

Irrelevant 
information 
redacted by 

the USI

Irrelevant 
information 
redacted by 
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Irrelevant information 
redacted by the USI
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Training Plan 

Maintaining High Professional Standards (MHPS) 

Lead Author & Job Title: Zoe Parks, Head of Medical HR 

Directorate responsible for document: HROD 

Issue Date: 01 September 2022 

Review Date: 01 September 2024 

WIT-90655
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WIT-90656

Document Checklist 

Document name: Training Plan – Maintaining High Professional Standards 

Lead Author & Job Title: Zoe Parks, Head of Medical HR 

Director responsible:: Mrs Vivienne Toal, Director of HROD 

Directorate responsible: HROD 

Date approved by SMT: Click here to enter a date. 

Date approved by Trust Board: Click here to enter a date. 

Circulated to: Eg Directors, Assistant Directors, Heads of Service for onward 
distribution to line managers, Global email, Staff Newsletter 

Document uploaded to: Eg SharePoint, Trust website 

Version Control 

Version: Version 0.1 

Version History 
Version Notes on revisions/modifications and 

who document was circulated or 
presented to 

Date Lead Policy Author 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.
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WIT-90658

1.0 INTRODUCTION 

Maintaining High Professional Standards (MHPS), DHSSPS, November 2005, states at Section VI, 
paragraph 1: 

“Employers must ensure that managers and Case Investigators receive appropriate training in the 
operation of formal performance procedures. Those undertaking investigations or sitting on 
disciplinary or appeals panels must have had formal equal opportunities training before undertaking 
such duties. The Trust Board must agree what training its staff and its members have completed 
before they can take a part in these proceedings.” 

This Training Plan therefore sets out the agreed training requirements to enable the effective 
implementation of MHPS in the Southern HSC Trust. 

Training must be completed and in date before any member of staff can undertake a role under the 
MHPS Framework. 

Training records will be maintained by Medical Staffing Team, HR & OD Directorate. 

Staff involved in the implementation of MHPS also require equality e-learning (Corporate Mandatory 
Training). 

2.0 SCOPE OF GUIDANCE 

This guidance applies to all medical and dental staff however it is also relevant for all those who 
have a role in managing concerns about doctors; including non-executive directors, senior 
operational managers and HR Case Support staff. 

3.0 TYPES OF TRAINING IN SHSCT 

This Southern Trust Training Plan set out three Tiers of Training programme. 

Tier 1: Non-Executive Directors/ Trust Board Training 

Tier 2: Formal Case Manager & Case Investigator Training 

Tier 3: Managing low-level concerns – for all Clinical/operational managers 

5.0 SOURCES OF ADVICE AND FURTHER INFORMATION 

This document has been developed with reference to the following, published by NHS Revalidation 
support team (please click for reference): 

 Guidance for recruiting for the delivery of case investigator training (RST, 2014) 
 Guidance for recruiting for the delivery of case manager training (RST, 2014) 
 Case investigator person specification and competencies (RST, 2012) 
 Case manager person specification and competencies (RST, 2012) 

The links below are also useful background reading for Case Investigators and Case Managers: 

 NHS England » Useful reading for case investigators and case managers 
 Southern Trust Supporting Doctors in Difficulty HUB 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.
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5.0 Training Plan – Trust Board Training – MHPS 
WIT-90659

Training Name MHPS Procedures for full Trust Board 

Refresh required Every 4 years (as per NED Term) 

Externals Involved DLS – Legal Adviser with Trust support 

Duration 1 Half Day 

Date and Time This training will be arranged as required and communicated to Trust Board 

Logistics Required 
Online or Face to Face. 

Records of Training Attendance to be recorded by facilitator and returned to Medical HR 

Room Arrangements Computer and Wi-Fi access 

Training Objectives: By the end of course, delegates will: 

 Have an understanding of the Maintaining High Professional Standards Framework and the Trust Guidelines 2022 

 Understand the Informal & Formal procedures outlined with MHPS and Trust Guidelines 2022 

 Know how MHPS interfaces with appraisal & revalidation, NHS Resolution/PPA, Remedial Action/Back on Track 

 Gain an overview of how risk and patient safety is managed under MHPS Framework 

 Be clear on expectations of role and responsibilities as Chief Executive, Medical Director, Director of HR, Designated Board member and /or Panel member within MHPS 

 Know the specific arrangements that apply when a formal exclusion is implemented 

 Gain an overview of the legal challenges that can result from MHPS cases 

 Be clear on MHPS reporting to governance committee 
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5.0 Training Plan – Case Manager (MHPS) Secondary Care 
WIT-90660

Case Manager Training (Secondary Care). This 2 day course has been designed for anyone who undertakes the case manager role in MHPS 
investigations about doctors/dentists which may emerge from the processes underpinning revalidation or from concerns raised about 
performance. *This training (or a recognised equivalent) is considered mandatory for Medical Director, all Divisional/Deputy Medical 
Directors. The Director of HR must also attend this training for awareness. 

Trained case managers are required to attend retraining every 3 years 

NHS Resolution (or a recognised alternative) 

Min. 1 full day 

This training will be arranged annually or biannually (every 2 years) and communicated to all clinical managers 

This is Face to Face Training requiring suitable venue. 

Records of Training Attendance to be recorded by facilitator and returned to Medical HR 

Computer and Wi-Fi access 

Training Objectives: By the end of course, delegates will be able to: 

         

 

 

 
 

          
 

  

               
          

              
      

   

   

   

        

  
 

 

    
 

    

   
 

   

  

   

  

    
  

  

   

  

  
 

               
             

 
 

Training Name 

Refresh required 

Externals Involved 

Duration 

Date and Time 

Logistics Required 

Room Arrangements 

 Outline the key principles and frameworks that ensure a fair, proportionate and just response to concerns raised including Maintaining High Professional Standards in the 
modern NHS (MHPS) 

 Know how to source, gather and analyse data to inform decisions and recommendations 

 Consider when an investigation is and is not appropriate and other options for resolution of performance concerns 

 Explain the role and responsibilities of the Case Manager and how these differ to those of the Case Investigator 

 Write a set of Terms of Reference which are robust, meaningful and effective 

 Plan for and undertake a crucial conversation in a way that balances the protection of patient safety and the support for the practitioner and doesn’t jeopardise future 
working relationships. Opportunity to practice skills including to practice the skills a case manager requires. 

 Manage the investigation, identify bias and manage potential conflicts of interest 

 Describe interventions that may be offered to resolve a performance concern 

 Formulate high quality, robust reports that can withstand scrutiny and challenge 

 Describe the appeals process 

 Course Topics: Introduction to case management, Understanding performance concerns, Planning for a performance conversation, Preliminary analysis, What do we mean when we 
say ‘investigation’?, Commissioning an investigation, Terms of Reference (ToR), Roles & Responsibilities, Reviewing the case investigation report, Decision making, Writing the 
management case, Panel hearings, Appeals, Interventions to resolve concerns, Sources of support, Embedding the learning. 
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5.0 Training Plan – Case Investigator (MHPS) Secondary Care 
WIT-90661

Training Name 
Case Investigator (Secondary Care) MHPS. This 2 day interactive course is designed for anyone who undertakes the case investigator role in 
investigations about doctors/dentists which may emerge from processes underpinning revalidation or from concerns raised about 
performance. *This training (or a recognised equivalent) is considered mandatory for all our Clinical Directors and HR Case Support Staff 

Refresh required Trained case Investigators are required to attend retraining every 3 years 

Externals Involved NHS Resolution (or a recognised alternative) 

Duration 2 full days 

Date and Time This training will be arranged annually or biannually (every 2 years) and communicated to all consultants 

Logistics Required 
This is Face to Face Training requiring suitable venue 

Records of Training Attendance to be recorded by facilitator and returned to Medical HR 

Room Arrangements Computer and Wi-Fi access 

Training Objectives: By the end of course, delegates will be able to: 

 explore how concerns about a practitioner’s practice arise and identify the most common factors affecting performance 

 explain why the decision to investigate is made and suggest other options to resolve performance concerns 

 describe roles and responsibilities for those involved in investigations 

 plan for an investigation which meets national requirements 

 describe the principles of robust and meaningful terms of reference and know how to work within them 

 collect, review and weight evidence 

 conduct an investigative interview using a structured approach, including the PEACE model. 

 recognise the key skills and attributes of a case investigator 

 recognise their own limits of competence and access sources of support and expertise 

 reference relevant national/local standards 

 write an investigation report with conclusions 

 describe the potential legal challenges to an investigation 

 Course Topics: Dealing with concerns about a practitioner’s practice; investigation roles and responsibilities; starting the investigation; gathering evidence; interviewing witnesses; report 

writing; supporting the practitioner; responding to legal challenges; support for case investigators 
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WIT-90662
5.0 Training Plan – Managing Low-Level Concerns 

Training Name 

       

 
 

         
 

  
              
 

   

     

   

        

  
  

 

    

 

    

  

  

   

   

  

   

           

  

 

 

 

 

 

Managing low-level Concerns. *This training is considered mandatory for all our Clinical Directors, Clinical Leads and operational Assistant 

Refresh required 

Externals Involved 

Duration 

Date and Time 

Logistics Required 

Room Arrangements 

Directors. 

Every 3 years 

No. Trust delivered. Reference to Trust Guidance and systems for managing concerns 

1 Half day 

This training will be arranged twice yearly and offered to all Clinical Directors and operational Assistant Directors 

Face to Face, online or Recorded Webinar Training 

Records of Training Attendance to be recorded by facilitator and returned to Medical HR 

Computer and Wi-Fi access 

Training Objectives: By the end of course, delegates will be able to: 

 Understand what to do when a concern first arises 

 Know where to locate guidance and support 

 Describe the clear practical steps to follow to ensure an effective and consistent response in line with accepted standards 

 Know how to use risk templates to help assess and effectively identify if a concern is low-level or needs escalating 

 Understanding of the Just Culture approach to managing concerns 

 Clear on the importance of documentation 

 Aware of the role of the Doctors & Dentists Oversight Group and reporting of all established concerns to Chief Executive 

 Understand what support can be offered to practitioners 
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Appendix: Training Calendar 2022/23 
WIT-90663

Training Calendar for 2022/23 
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

Oct 22 
*Case 

Investigator 

Nov 22 
*Case 

Manager 

Dec 22 

Jan 23 

Feb 23 

Mar 23 

Apr 23 

May 23 

June 23 

July 24 

Aug 23 

Sept 23 

Oct 23 

Nov 23 

Dec 23 

*Facilitated by NHS Resolution 
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WIT-90681

19 August 2011 

STRICTLY PRIVATE AND CONFIDENTIAL 

Mr A O’Brien 
Consultant Urologist 
Personal information redacted by 
USI

Dear Mr O’Brien 

RE: ISSUE OF INFORMAL WARNING 

I refer to our meeting on 23 June 2011 with regard to the following concern: 

1. You disposed of a large section of patient filing in a bin, which was later found and 
retrieved by an auxiliary on the ward. The filing consisted of fluid balance charts, mews 
charts, TPN prescription forms, Aminoglycosides prescription forms and prescription 
Kardex for an inpatient on the Ward. 

I now write to confirm to you that as part of the Trust’s Disciplinary Procedure, you will 
be issued with an informal warning in respect of this concern. This warning will remain 
valid for a period of six months. It is noted that during our meeting, you confirmed that 
you accepted your action was wrong and that it would not occur again. 

You have the right to appeal this decision. Should you wish to appeal you must write 
to Mr E Mackle, Associate Medical Director within seven working days of receipt of 
this letter, stating the grounds of your appeal. 

Yours sincerely 

Mr R Brown 
Surgical Clinical Director 

Copy to: Mr E Mackle Associate Medical Director 
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WIT-90705

Strictly Private and Confidential 

Screening of Concern  

Concerns re Locum Consultant Urologist 
engaged via Agency 

Clinical Manager:  Mr Mark Haynes 
Associate Medical Director 
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WIT-90706

1. INTRODUCTION 

Dr Personal Information - Irrelev is engaged as a Locum Consultant Urologist from Personal Information redacted 
by the USI , via NC 

Healthcare Locum Agency. The contact in his agency is 

His GMC Number is Personal Information - Irre His designated Body 

Personal Information 
redacted by the USI

Personal 
Information 

redacted by the 
USI

Personal Information redacted by the USI

is Personal Information redacted by the USI and Responsible Officer is Dr Francis O’Kelly. 

2. DETAILS OF THE CONCERN 

Following a meeting on Wednesday 2nd September 2020 and Friday 4th September 2020, 
the following concerns were discussed with Mr Personal Information - Irrelev

1) 
Attended South Tyrone Hospital for flexible cystoscopy for haematuria, having had a 
CTU prior to attendance. CT reported left ureteric stones and hydronephrosis. 
Attendance letter comments that the CT Urogram showed ‘…no any malignancy 
proven in the upper part of her urinary tract’ no comment is made on the presence 
of ureteric stones, and she was discharged back to the care of her GP. 
Your response; 

Person
al 

Inform
ation 

redact
ed by 

the USI

 Acknowledged that the scan report must have been looked at given 
comment in letter. 

 Initially suggested that as you had not requested the scan you should not 
have been expected to look at and action the result. 

Concerns; 

 CT report apparently not read and incorrect information and advice given to 
patient and GP. 

 No treatment considered for ureteric stones. 

 Risk that had this scan result not been checked by me ureteric stones would 
have gone un managed risking future renal loss. 

 Initial response re responsibility of accessing results relevant to the 
attendance below expectation of a consultant urologist. 

 Reduced confidence in the urology service provided by Southern Trust when 
the mistake is notified to the patients GP. 

Action undertaken; 

 I have contacted the patient, apologised and organised appropriate 
management. 

Action required; 

 Written reflection on case for appraisal / revalidation. 
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WIT-90707

2) 
Attended for flexible cystoscopy for investigation of haematuria. Letter states ‘…On 
the top of the bladder it is not possible to look carefully through because light 
source is very weak and it is not possible to see.’. No plan for FU is made. 

Personal 
Informati

on 
redacted 

by the 
USI

Your response; 

 Acknowledged that the letter is inadequate. 

 Stated that you had read and corrected all letters, although apparent that 
this had not been done for this case. 

 Initially suggested that appropriate outcome would be GA cystoscopy and 
biopsy of lesion at bladder base commented on in CT report. 

Concerns; 

 Attendance outcome letter demonstrating an apparent lack of consideration 
of further management requirements at time of procedure. 

 Concern that despite your insistence that you had corrected all letters, this 
letter had not been amended, or a second letter containing appropriate 
arrangements sent, and remained as the only attendance letter visible on 
ECR. 

 Receipt of this letter by GP will reduce confidence in patients receiving 
adequate care when attending the urology team. 

 Your subsequent suggested plan of a GA cystoscopy to biopsy the CT finding 
at the base of the bladder failed to recognise that you had stated that the 
only area where inadequate views were obtained was the dome (top) of the 
bladder, and appearances of the base are therefore presumed to have been 
satisfactory. This would have exposed the patient to the risks of a potentially 
unnecessary general anaesthetic. 

 Had this letter not come to my attention, a patient with haematuria who had 
undergone inadequate assessment would have been discharged when in a 
worst case scenario a bladder cancer could have been missed resulting in 
treatment delay. 

 Both the initial outcome and subsequent plan when brought to your 
attention are below the standard of management expected of a consultant 
urologist. 

Action undertaken; 

 The patient has been contacted and review with me and repeat flexible 
cystoscopy at the time of attendance arranged. 

Action required; 

 Written reflection on case for appraisal / revalidation. 

 Review of all consultation letters to ensure no further similar cases. 
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WIT-90708

3) 
Emergency admission with renal failure, sepsis and ureteric and bladder stone on CT. 
Emergency theatre, despite abnormal retrograde (hydronephrosis), presence of only 
one stone in the bladder (noted on CT report in addition to the ureteric stone), eGFR 
36 and sepsis no stent inserted. Patient required second GA to insert a stent. 
Regarding bladder stone not able to use the stone punch, decided not to get the 
laser to treat the bladder stone and finish procedure. Initially recorded on operation 

Person
al 

Informa
tion 

redacte
d by 

the USI

note that procedure couldn’t be completed because ‘…the staff did not find 
appropriate stone punch to do it.’. Amended operation note when requested by 
nurse in charge. 

Issue; Operation note suggests that the assumption was made that because a stone 
was seen in the bladder the ureteric stone had passed, despite the CT findings of 2 
stones and only one stone being in the bladder. Decision to abandon procedure (not 
treat bladder stone) despite alternative equipment being available a concern. Failure 
to stent a patient with hydronephrosis, sepsis and renal failure a major concern and 
patient subsequently required a second GA to insert a stent. 
Your response; 

 Did not acknowledge that surgical management was substandard. 

 On questioning admitted that you do display scan images in theatre at the 
time of treatment, despite the ability to do this being available. 

 You concluded, and in discussion continued to be of the opinion that the 
presence of a stone in the bladder and a retrograde ureteropyelogram not 
demonstrating a stone (although clearly showing hydronephrosis), meant 
that the 22mm upper ureteric stone had passed. 

 You abandoned the cystolitholapaxy because you could not treat it with the 
stone punch provided and when offered alternative, appropriate equipment 
elected to refuse and terminate the procedure stating that ‘‘it was already 
late and it would have taken time to get laser’. 

 You acknowledge what you had stated in the operation note and had 
subsequently amended the note. 

 In discussion I have concerns that you failed to recognize that CT report had 
shown a stone in bladder and an upper ureteric stone, and therefore in a 
patient with hydronephrosis, sepsis and renal failure the ureteric stone 
should have been assumed to be present. 

Concerns; 

 Abandoned procedure (to treat bladder stone)and reasoning behind this is 
inadequate and below expectation of a consultant urologist. 

 Entry in operation note inaccurate when compared with your explanation of 
decision making and attempts to ‘blame’ other members of the team for the 
abandoned procedure. Only amended upon request by the nurse in charge. 
Behaviour not in keeping with expectation of consultant urologist and not 
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consistent with effective team working. No insight into this entry being 
inaccurate or inappropriate in our discussions. 

 Failure to recognise that CT had shown 2 stones, one in the ureter and one in 
the bladder, and that the presence of only one stone in the bladder should 
have led to an assumption that the 2nd ureteric stone remained present. 

 Apparent lack of recognition of the poor sensitivity of Retrograde 
ureteropyelogram in identification of stones. 

 Failure to de-obstruct a patient with hydronephrosis despite the presence of 
renal failure and sepsis. This is below the standard of care expected of a 
consultant urologist. 

 Patient required a 2nd general anaesthetic exposing the patient to addition 
risks. 

Action undertaken; 

 The patient has been appropriately managed and has appropriate ongoing 
follow-up planned. 

Action required; 

 Written reflection on case for appraisal / revalidation. 

4) Perso
nal 

Inform
ation 

redact
ed by 
the 
USI

Emergency admission with renal failure and bilateral ureteric obstruction. Unilateral 
ureteric stent in situ. Proceeded to emergency theatre for attempt at ureteric stent 
which failed. Transferred to Belfast City Hospital for nephrostomy and subsequent 
transfer back to Southern Trust. 2nd emergency theatre attendance for TURBT 
which was performed. EUA (Pelvic examination) performed at end of procedure 
identifying pelvic mass and vesicovaginal fistula. EUA not performed at initial GA 
cystoscopy. My recollection is that the EUA occurred on the 2nd operation only when 
I entered theatre and asked if it had been done and performed it. Your recollection 
is that you did it without any input from me. 
Your response; 

 Did not acknowledge that an EUA (pelvic examination) was indicated in a 
patient undergoing a GA cystoscopy and attempted stent for ureteric 
obstruction as a standard part of the procedure. 

 Stated that the difficulty with performing the cystoscopy was due to a small 
capacity bladder. 

Concerns; 

 Omission of an EUA in the initial cystoscopy falls below expectations of a 
consultant urologist. 

 Continued inability to recognise that the bladder capacity was not limited, 
but that a vesicovaginal fistula resulted in the bladder not filling. 

 Diagnosis may have been made earlier had an AEUA identifying the VVF and 
pelvic mass been performed at the first operation 

Action undertaken; 
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 The patient has been appropriately managed and has appropriate ongoing 
management planned. 

Action required; 

 Written reflection on case for appraisal / revalidation. 

5) 
Emergency admission with sepsis and obstructed kidney, required emergency 
theatre for attempted ureteric stent insertion. Sent for theatre when emergency 
theatre available (after completion of general surgery case), patient arrived but at 
same time anaesthetic and nursing team called to resus and maternity to attend to 2 
additional emergency situations. Patient sent back to ward. Procedure took place 
later that night once anaesthetic and nursing staff were available. Entry made in 

Personal 
Informati

on 
redacted 

by the 
USI

notes by you states ‘…they refused and sent the patient back to the ward.’ 
Your response; 

 Acknowledge that your entry in the notes was made at the time. 

 Stated that you put the entry in the notes to cover yourself in case the 
patient came to harm. 

 Did not recognise or accept that your entry in the notes did not reflect the 
reality of the staffing difficulties faced by the team managing two life 
threatening emergencies in other areas in the hospital ie the staff did not 
‘refuse’ anything. 

Concerns; 

 Entry in the notes was not an accurate reflection of the reasoning / decision 
making behind the delay in the patients emergency theatre procedure. 

 Your response did not illustrate any insight into the impact of competing 
emergency workloads on the capacity to provide emergency treatments, in 
particular in the out of hours period. 

 Your response did not illustrate to me any insight into what the impact of 
such an inaccurate entry in the notes would have on the individuals involved 
in the care of the patient. 

 Overall concern from both the documented notes, and the discussion about 
your ability to effectively work as a consultant urologist within a team. 

Action undertaken; 

 None. 
Action required; 

 Written reflection on case for appraisal / revalidation. 

6) 
Patient with small renal mass on surveillance who had undergone a CT in November 
2019 showing an increase in size of the renal cancer. Passed through to MDM and a 
letter also sent to the GP suggesting a follow-up CT in a further 12 months 
(22months after CT Nov 2019). 
Your response; 

Personal 
Informati

on 
redacted 

by the 
USI
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 Acknowledge that the patient was appropriately referred to the MDM. 

 Did not recognise the difficulty posed with regards the letter suggesting a 
follow-up CT. 

Concerns; 

 The letter to the GP suggesting a followup CT in 12 months, and 22 months 
after the CT scan is not appropriate management of an enlarging renal 
cancer and should not have been sent (no action should have occurred until 
after the MDM meeting. 

 Receipt of this letter by GP will reduce confidence in patients receiving 
adequate care when attending the urology team. 

Action undertaken; 

 Patient has been discussed at MDM and appropriate follow-up and 
management arranged. 

Action required; 

 Written reflection on case for appraisal / revalidation. 

3. RESPONSE TO CONCERN(S) 

All the detail of the above concerns were shared with Mr Personal Information - Irreleva He was advised 

that clinically the standards of care provided fell below the level required of a consultant 

urologist, which exposed the individual patients to unnecessary risks. As a result of 

these concerns The Trust would not continue with the locum employment and his 

contract was terminated with his agency contract with immediate effect. 

4. SCOPING OF CONCERN – CONCLUSION 

In line with our procedures for managing concerns involving Agency Locum doctors, we 
have completed our preliminary enquiries and sought the opinion of the doctor. These 
concerns have resulted in an early termination of a locum agency contract with 
immediate effect. As our concerns are with regard to clinical decision making (which is 
below the standard expected of a consultant urologist) the detail of our concerns must 
be shared with Mr Personal Information - Irrelevan Agency and Responsible Officer. 

We would ask that Mr Personal Information - Irrelevant Responsible Officer Dr F O’Kelly to urgently consider 

and investigate these findings to ensure no further risk to patient safety. 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.
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Parks, Zoe 

From: Haynes, Mark 
31 May 2019 09:08 

Personal Information redacted by USI

Sent: 
To: OKane, Maria; Gibson, Simon 
Cc: Khan, Ahmed; Hynds, Siobhan; Toal, Vivienne; Parks, Zoe; Montgomery, Ruth 
Subject: RE: Action notes from meeting 24-4-19 
Attachments: RE: Urology (176 KB); FW: Urology (11.3 KB) 

Morning 

RE Job Plan; 
Mr O’Brien does not have a signed off job plan. Discussion have occurred and the job plan has been ‘awaiting doctor 
agreement’ since November 2018. I am second sign off and so would not be requested to sign it off until he and his 
CD have signed it. I have requested an update on the process from the relevant CD. 

RE 2017 action plan; 
I am currently not in a position to provide the reassurances requested. I was not party to the action plan at it’s 
inception and have only recently been made aware of it’s contents. Having been made aware of it’s contents, I am 
aware of instances where the actions regarding Concern 1 have not been met (see attached emails), specifically; 

‘…triage of all referrals must be completed by 4pm on the Friday after Mr O’Brien’s Consultant of the Week ends. Red 

Flag referrals must be completed daily.’ 

Given that I am aware of aspects of the action plan not being met, I am concerned to see the statement that there 
have been ‘no exception reports flagged to case manager’. The implication being that either there has been an 
agreed deviation from the action plan and monitoring is now occurring against different standards, or that the 
monitoring and / or escalation process has not functioned as it should. 
As I was not party to any of the previous discussions, if I am to become part of this I need an initial briefing with all 
and also some run through of monitoring to date. Through this briefing I need to understand the process as it is at 
present, and how, despite evidence that there appear to have been ‘exceptions’, the reporting process appears to 
have failed to flag these to the case manager. 

Mark 

From: OKane, Maria 
Sent: 30 May 2019 18:06 
To: Gibson, Simon 
Cc: Khan, Ahmed; Hynds, Siobhan; Toal, Vivienne; Parks, Zoe; Montgomery, Ruth; Haynes, Mark 
Subject: RE: Action notes from meeting 24-4-19 

Thanks Simon. 
- Ahmed or Mark  as his AMD should seek regular assurance rather than me and then inform the MDO 
- AOB is still undertaking assessments at private clinic at home as per the requests to sign off on transfers from 

private to public practice. I brought this to the attention of urology. We have asked for a rationale as to why the 
GMC has suggested this practice is stopped before this is progressed – please explore with them Simon. 

Regards, Maria 

Dr Maria O’Kane 
Medical Director 
Tel: Personal Information 

redacted by USI
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WIT-90713
From: Gibson, Simon 
Sent: 30 May 2019 13:25 
To: OKane, Maria 
Cc: Khan, Ahmed; Hynds, Siobhan; Toal, Vivienne; Parks, Zoe; Montgomery, Ruth 
Subject: RE: Action notes from meeting 24-4-19 

 Conduct panel delayed pending grievance hearing 

 Grievance hearing delayed pending further information being requested – Siobhan Hynds to clarify from 
Vivienne Toal what this information is 
Siobhan Hynds is gathering this information under the auspices of MHPS. It was noted that this will take 
significant time to gather. 

 GMC have requested further information – response will be that we have no specific written 
information/document from AOB Simon Gibson 
Response was provided – GMC written again seeking clarification. Siobhan Hynds to draft response 

 Working from home – clarification from Joanne Donnelly as to whether this is still required Dr O’Kane 
Dr O’Kane wasn’t at the meeting to provide an update on this 

 Discuss with Shane with regard to organisational review Dr O’Kane 
Dr O’Kane wasn’t at the meeting to provide an update on this 

 Need to seek assurance from Acute (Dr O’Kane): 
o Is there an agreed job plan Simon to check with Mark Haynes on behalf of Dr O’Kane 
o Is the 2017 action plan being followed – and all monitoring arrangements in place Siobhan Hynds 

reported that Martina Corrigan is ensuring monitoring arrangements are still in place, with no 
exception reports flagged to case manager. It was agreed that the Case Manager should periodically 
seek this assurance. 

Kind regards 

Simon 

Simon Gibson 
Assistant Director – Medical Directors Office 
Southern Health & Social Care Trust 

Personal Information redacted by USI

Personal Information redacted by 
USI

Personal Information redacted by 
USI (DHH) 
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Action plan for 
Dr 

At the request of: 

Southern Health and Social Care Trust 

1 Template prepared by Practitioner Performance Advice 
Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



 

            

    

     
         

   

 
        

          
      

      
    

 

      

    

        
  

      
        

       

  

      
    

  

       
     

     
     

   

        
  

  

       
  

   

   

   

           

 

 

    

     
         

   

       

          
      

      
    

 

     

    

        
  

      
        

     

  

      
    

  

       
   

     
     

   

        
  

  

       
  

  

  

  

           

       

Confidential 

WIT-90715

1.0 ABOUT THIS PLAN 

This action plan has been prepared by Practitioner Performance Advice under case 
number xx in response to a request from Southern Health and Social Care Trust (‘the 
Trust’) for a remediation action plan. The request was received on xx 

It is expected that Dr xx and the Trust will: 

 agree that in taking forward this action plan, patient and staff safety and 
public protection must remain the paramount concerns. This may mean 
enhancing supervision levels, slowing progress through the plan or taking other 
actions to protect safety if required 

 discuss the proposed activities 

 amend these as appropriate to suit local circumstances and available resources 

 agree the final version of the action plan 

 recognise that the final action plan represents an agreement between Dr xx and 
the Trust 

 treat this action plan as a living document and update it in response to progress 
made and the case circumstances, so that it remains focused on the needs of 
patients, the service and Dr xx development needs. 

2.0 AIM 

The overall aim of this action plan is to support improvements in Dr xx communication, 
team-work and leadership skills and assure the Trust of his safe and effective practice 
at the level expected of a xx 

The programme should also support his proposed supervised return to the full range of 
expected clinical duties at the xx hospital site. 

This action plan describes the activities, experience, and support required to facilitate its 
successful completion. It identifies the evidence required at agreed formal review points 
to demonstrate the progress required to meet the action plan objective. 

It is expected that on completion of this action plan Dr xx will be consistently practising 
to a satisfactory standard. 

3.0 TIMESCALES 

It is expected that the objectives of this action plan will be completed within xx months 
of the implementation date. 

Implementation date: 

Target completion date: 

4.0 ACTIONS 

The actions required by the Trust to begin implementation of the plan are set out below: 

2 Template prepared by Practitioner Performance Advice 
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4.1 ACTIONS FOR DR XX 

 

     

 

            

   
      

    
      

      
           

 
      

         
          

       
     

      
 

        
      

 
        

     

     

         

    
      

          
  

         

    
      

     
   

     
  

     
    

    
        

         
  

   

 

        
         

       
      

 

 

   
      

    
     

      
         

      
        

          
       

     
      

        
      

        
    

        

    
     

          
  

        

    
      

    
   

     
  

     
    

    
        

         
  

  

        
         

       
    

       

The Trust should appoint a programme manager to lead on the action plan and to be 
accountable for its implementation, progress and outcome. To support the 
implementation of the plan, the programme manager should appoint a clinical supervisor 
(referred to as supervisor throughout), and agree the appointment of a mentor. 
Consideration should also be given to the use of a coach experienced in developing 
communication skills, which may be particularly useful in supporting Dr xx development. 

Levels of required supervision can be varied for individual activities throughout the plan 
(dependent on progress). Due to the uncertainties created by the Covid-19 pandemic, it 
might be that Dr xx will not be able to treat enough patients to complete the objectives 
within xx months. Therefore, the plan should be sufficiently flexible to allow Dr xx to 
address areas of his practice through the presenting patient mix, and address the other 
areas of practice as and when the patient mix returns to a more usual range and level. 

Changes to the timings and structure of the plan should be considered as part of Dr xx 
regular review meetings and at each formal review within the plan. 

Any decisions about the ongoing management of the case rest with the Trust, although 
Practitioner Performance Advice will provide ongoing impartial advice if this is requested. 

To support the achievement of the objective, Dr xx should: 

 take ownership of this action plan and engage with the available support 
(supervisor, coach, mentor) to achieve the agreed objective. 

 complete each of the development activities described in the action plan, including 
workplace based assessments (WPBA), and maintain a reflective learning log. 

 meet with the agreed mentor a minimum of monthly. 

 work with the appointed coach on a regular basis (frequency to be determined by 
the coach) and reflect on this activity in a learning log. Discussions should include 
how to apply new strategies developed through coaching. Dr xx should consider 
sharing the Practitioner Performance Advice Behavioural Assessment (BA) report 
(or at least the areas for development highlighted) with the coach to inform 
coaching sessions. 

 work with the appointed supervisor to assist in learning from reflection and 
effecting practical change in practice. 

Reflection on progress at regular intervals throughout the programme is essential to 
support development, guide next steps, focus learning opportunities, and assist the 
supervisor in directing feedback. Dr xx should provide the supervisor with a minimum of 
two recorded reflections (from the learning log) on activities completed each month 
throughout the programme. 

Note: In line with current guidance, all details of those involved in a recorded event – 
including patients, their relatives, and colleagues – must be fully anonymised. In addition, 
precise locations, dates and times should not be specified. See the Reflective Practice 
Toolkit for further information: 
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5.0 ABBREVIATIONS USED IN THIS ACTION PLAN 

Professional Activities CPD Continuing Professional Development 

Workplace based 
assessments (WPBA) 

CbD 

SbD 

Case-based Discussion 

Scenario-based Discussion 

A-CEX Clinical Evaluation Exercise 

MSF Colleague Multi-source Feedback 

Regulators, professional 
bodies and other 

GMC General Medical Council 

organisations RCo Royal College 

BMA British Medical Association 

MPS Medical Protection Society 

Reference documents BA Behavioural Assessment (report) 

GMC 
‘Generic 
Professional 
Capabilities 
Framework’ 

https://www.gmc-
uk.org/education/standards-guidance-
and-curricula/standards-and-
outcomes/generic-professional-
capabilities-framework 

6.0 OVERARCHING INTERVENTIONS TO SUPPORT THE ACTION PLAN 

Before commencing this action plan, the Trust should take account of any health issues 
that potentially may have an impact on Dr xx progress and/or the success of the 
programme. 

Prior to commencing the objective below, Dr xx is expected to meet with the programme 
manager and supervisor to confirm his job plan and agree any amendments needed to 
meet the additional requirements of this action plan (e.g. protected time for learning, 
development and observation of colleagues). 

At intervals within the objective, formal reviews should be completed. At the agreed 
intervals, the supervisor is responsible for reviewing all the available evidence and 
providing a written report to the programme manager. A progress report template is 
provided for this purpose. 

The progress report should indicate whether sufficient progress has been demonstrated, 
whether the objective has been achieved or whether additional support and/or 
interventions are required. The outcome of the review should inform the decision by the 
programme manager to continue with the plan as written, amend it or take alternative 
action, including management actions where required. 
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6.1 COACHING AND MENTORING 

Coaching 

A coach should help Dr xx reflect, develop self-awareness, set goals for change and work 
towards these goals. A coach may have a psychology background but can also be a 
clinical colleague with relevant training and experience. 

The frequency and content of meetings should be determined by the coach, with input 
from Dr xx and his supervisor. Dr xx may wish to work with his coach to develop strategies 
for use in the work place in areas such as communication, team- work and self-
reflection, as well as other areas highlighted in the BA report. 

Mentoring 

Dr xx should meet with a mentor separately for the duration of the plan (and beyond, if 
deemed useful). 

He should work with both his supervisor and mentor throughout this reskilling programme 
to incorporate any learning into his daily practice. 
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6.2 OBJECTIVE 

The areas for development identified by the Trust (with reference to the BA report) in 
their request for an action plan have been grouped into one objective shown in the table 
below: 

Objective Description 
To be 

achieved within 

1 

For Dr x to consistently demonstrate effective 
communication, leadership and team-work skills at 
the level expected of a xx, to facilitate a safe return 
to the full range of his clinical practice (including 
unscheduled/on-call work), with a specific focus on: 

 effective multidisciplinary and inter-
professional team working 

 clinical judgement and understanding the 
value of shared decision making 

 situational awareness, including how his own 
style of communication and team interaction 
may impact on others, as well as the delivery 
of patient care 

 responding to challenge and managing 
unexpected or stressful scenarios 

 developing insight and the ability to learn 
from and reflect on his personal behaviour 
and professional practice. 

9 months 
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6.3 ACTION PLAN SUMMARY TABLES 

6.3.1 SUMMARY TABLE A: 

The table below sets out the frequency and timing of activities to be undertaken by each contributor to the action plan each month. The clinical 
supervisor may not participate in all the activities listed, but may provide support and feedback only. 

Who 
Practitioner 

Supervisor Programme 
Manager 

Practitioner 
Coach Mentor 

What 

Month 
Progress 

Report 

Supervision 

Review 
Meeting 

C
b

D

A
-C

E
X

M
S

F
 

A
U

D
IT

-
tb

c 

Formal Review Reflection 
Meet with 

Coach 
Meet with 

Mentor 

D
ire

c
t

In
d

ire
c

t

A
d

-h
o

c 

1  4 2 2 2 

Frequency to 
be 

determined 
by the coach 

2 

2  4 2 2 2 2 

3 1  4 2 2 1 2 2 

4  * 4 2 2 2 1 

5  * 4 2 2 1 2 1 

6 1  * 4 2 2 1 2 1 

7  * * 2* 2 2 1 2 1 

8  * * 2* 2 2 2 1 

9 1  *  2* 2 2 1 2 1 
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6.3.2 Summary table B: 

The table below sets out the key activities that are expected to take place each month 
of the plan. 

Month 

Activity 
1 2 

3 
4 5 

6 
7 8 

9 

Supervision Direct/ TBC Direct 
Indirect* 

Review 
meeting with 
supervisor 

4 4 4 4 4 4 2* 2* 2* 

Coaching 
sessions 

Frequency to be Frequency to be Frequency to be 
determined by the coach determined by the coach determined by the coach 

Mentoring 
sessions 

2 2 2 2 2 2 1 1 1 

CbD 
2 2 2 2 2 2 2 2 2 

SbD 2 2 2 2 2 2 - - -

A-CEX 2 2 2 2 2 2 2 2 2 

MSF - - - - 1 - - - -

Audit - TBC - - - - - - 1 - -

Formal 
reviews 

① ② ③ 
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OBJECTIVE 1: 

For Dr xx to consistently demonstrate effective communication, leadership and 
team-work skills at the level expected of a xx, to facilitate a safe return to the full 
range of his clinical practice (including unscheduled/on-call work), with a specific 
focus on: 

 effective multidisciplinary and inter-professional team working 

 clinical judgement and understanding the value of shared decision making 

 situational awareness, including how his own style of communication and 
team interaction may impact on others, as well as the delivery of patient care 

 responding to challenge and managing unexpected or stressful scenarios 

 developing insight and the ability to learn from and reflect on his personal 
behaviour and professional practice. 

The roles of the coach and the mentor are of particular importance to this objective to 
support Dr xx in developing and maintaining positive and effective communication skills. 
It is essential that Dr xx recognises the value of engaging in developmental activities 
(including self-reflection) to improve his day-to-day practice. 

Dr xx should make effective use of his contact with his mentor and coach to explore 
difficult situations that may arise, or have previously arisen, such as professional 
differences or communication breakdowns. Through relevant WPBAs, Dr xx should act 
upon constructive feedback about his communication skills as well as his approach to 
team work (in particular relating to working in collaboration with relevant MDTs). 

It is important that Dr xx commits to maintaining a comprehensive reflective learning log 
for the duration of this programme, to assist his self-reflection and note learning points, 
as well as how these learning points are applied within his practice. 

Dr xx is expected to share this log with his supervisor for discussion during regular review 
meetings. 

As the plan progresses, Dr xx is expected to demonstrate consistently positive 
communication and leadership skills across the range of his practice and in all interactions 
with colleagues, as well as patients. 

The frequency of feedback sessions and number of WPBAs may be reduced once 
satisfactory practice has been demonstrated - but only after review and agreement by the 
supervisor and the programme manager. 

Should Dr x demonstrate satisfactory practice consistently in the early stages of this plan, 
and the supervisor and programme manager are assured of sustained safe practice, they 
may decide to sign off this objective as complete earlier than the suggested x months. 
An ongoing review of sustained satisfactory practice should be carried out via the usual 
appraisal process (or equivalent). 

It is essential that Dr x demonstrates consistent safe and effective practice for an 
appropriate amount of time before being considered for inclusion on the on-call rota 
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Months 1 to 3 

WIT-90723

 At the start of this action plan, Dr x should re-visit the areas identified for development 
in the BA report and consider how he intends to approach these, working closely with 
his supervisor, mentor and coach. 

 As part of his proposed return to xx Hospital, Dr xx should re-familiarise himself with 
local protocols, care pathways and expectations relating to team-work, and should be 
demonstrating a commitment to involving his colleagues in decision making on all 
occasions where it would be appropriate, as well as fully engaging in team processes 
to ensure safety. 

 Developmental activity already undertaken since the BA report was issued (such as 
CPD/online learning, shadowing of colleagues, and feedback obtained following 
observation of his practice) should be noted in his learning log, including reflections 
on how he has applied, or intends to apply, this learning in his daily practice. 

 Dr xx should work closely with his supervisor, mentor and coach to identify relevant 
new CPD and development activities to support this action plan. Focus should be 
given to developing self-awareness, understanding pressure/stress and how it is 
likely to impact his own behaviour, and the importance and value of considering 
others’ opinions, especially where they may differ from his own. Various online 
courses and workshops are available from professional organisations such as the 
GMC, BMA, MPS, RCoA (e.g. RCoA ‘Anaesthetists’ Non-Technical Skills (ANTS) 
course), as well as reading suggested in the BA Report (‘The rules of EQ’ by Yueng 
R). 

 Dr xx should observe his supervisor (and peers’) interactions within teams, focusing 
on their approach to style of communication and any specific techniques utilised. Dr 
xx should take note of any unusual or difficult interactions, and how approaches were 
adapted accordingly. Dr xx should proactively compare his supervisor’s practice with 
his own, and make any adjustments to his own approach to communication in order 
to strengthen his performance in this area. 

 For the duration of this plan, Dr xx is expected to take full advantage of his sessions 
with his coach and mentor in identifying different communication strategies and 
techniques, including alternative ways of phrasing his suggestions and/or directions 
to colleagues, depending on the context. He should use this opportunity to further 
develop his insight into (often unintended) consequences of being direct/authoritative, 
as well as the potential benefits of adopting a more sensitive style of communication, 
and the value of building effective team-working relationships (in the longer term). 

 In months 1 to 3, as part of his weekly meetings with his supervisor, Dr xx should 
undertake SbDs relating to potentially difficult scenarios and non-routine cases in 
terms of his clinical decision making and interaction with colleagues (e.g. 
management of patients with difficult airways that may necessitate an unexpected 
change in plan after the commencement of anaesthetic). This should assist him in 
reflecting on his approach to collaborative team work, and ensure he is aware of local 
protocols and expectations. 

 Dr xx should complete regular CbD with his supervisor (minimum every 2 weeks to 
explore how he works with the team to promote collective decision making. 

 A-CEX will also be useful in providing Dr xx with constructive feedback relating to his 
team communication, ability to cope with problems, his delivery of post-procedure 
instructions/handover and his professional standards. 
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 In addition to his one on one development work, it would be useful for Dr xx to take 
part in a series of small group discussion sessions. As outlined by his supervisor, 
these sessions would provide a good opportunity for Dr xx to outline his proposed 
approach to a set clinical problem, actively listen to and consider others’ suggestions 
in the group, and collectively reach a consensus/plan of action, as a team. Learning 
points from these sessions should be included in Dr xx reflective log. 

 Dr xx should be aiming to foster and maintain effective working relationships with 
colleagues. Progressively, he is expected to demonstrate his ability to achieve the 
standards set out in the GMC’s ‘Generic Professional Capabilities Framework’ in 
terms of his team-work skills, for example, his consistent ability to: 

o demonstrate effective multidisciplinary and inter-professional team working 

o appreciate the roles of all members of the multidisciplinary team, and 
demonstrate respect for and recognition of the roles of other health 
professionals 

o listen to and consider opinions and/or concerns expressed by his colleagues in 
a positive and open way 

o demonstrate an ability to learn from and reflect on his personal behaviour and 
professional practice and accept constructive and appropriately framed 
criticism 

o develop situational awareness, including how his own style of communication 
and team interaction may impact on others, as well as the delivery of patient 
care 

o demonstrate appropriate insight into the limitations of his practice and the 
value of utilising the skills and expertise of colleagues, particularly those from 
other relevant specialties, depending on individual case circumstances 

o ensure continuity and coordination of patient care through the appropriate 
transfer of information/handover. 

 Dr xx supervisor should consider whether it would be appropriate for Dr xx to shadow 
some unscheduled/on-call sessions. Dr xx should take steps to observe and reflect 
on how his colleagues interact with the wider team in assessing and managing 
patients (particularly during busy on-call sessions), and note local expectations and 
protocols. 

Formal review ① 

It may be possible for Dr x supervision level (and frequency of WPBAs) to be 
reduced. Any such decisions should be carefully managed by the supervisor 
(and programme manager) with due regard to progress demonstrated 

Months 4 to 6 

 By this stage of the programme, Dr xx should be consistently demonstrating his 
ongoing commitment to communicating professionally with his colleagues, seeking 
out practical solutions/new strategies to avoid potential communication breakdowns 
or ineffective team work. 
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 Dr X should continue to revisit the GMC’s ‘Generic Professional Capabilities 
Framework’ to ensure that ongoing WPBAs and other development activities are 
linked to these standards and expectations. 

 Working with his coach, mentor and supervisor, Dr xx should reflect on scenarios 
where he has felt under pressure or challenged, and how that may have impacted on 
his interaction with colleagues, particularly in terms of his style of communication. He 
should use his learning log to consider how he might more appropriately respond to 
such scenarios, to promote shared decision making and effective delivery of patient 
care. 

 During his elective practice, Dr xx should ensure he communicates any changes to 
intra-operative plans/processes clearly to the team (including expectations for 
assistance) and responding to and managing unexpected scenarios in a calm and 
professional manner. Any ongoing issues or complications should be discussed 
openly in support of a constructive outcome. 

 Depending on development progress and any review/amendment of Dr xx GMC 
conditions, it may be appropriate to increase the range of Dr xx clinical responsibility. 
This may include further involvement in the on-call (e.g. observing 
unscheduled/emergency cases, then presenting a full description of how he would 
have responded to/managed each patient (with a focus on his collaboration with 
relevant colleagues), either to the consultant on-call, or during his ongoing CbDs. It 
is important that Dr xx supervisor (or supervising consultant on-call) provides him with 
constructive and comprehensive feedback on his decision-making, leadership and 
team-work, identifying any areas for development. 

 Ongoing WPBAs (including a MSF exercise in month 5) should offer Dr x the 
opportunity to demonstrate positive developments in his communication, team-work 
and leadership. It is important that Dr xx responds to feedback from WPBAs in a 
positive and reflective way, and should consider, alongside his coach and mentor, 
any additional strategies or learning that may support him during the remainder of 
this action plan. 

 As a consultant, Dr xx should be setting an example to the team, demonstrating 
leadership in this aspect of ongoing professional engagement and personal 
development. 

 As the plan progresses, Dr xx should apply relevant strategies and other learning 
through coaching and mentoring to his daily practice. 

Formal review ② 

Months 7 to 9 

 Dr xx should reflect on feedback from the formal review, as well as the findings of the 
MSF. Dr xx is expected to self-assess progress and any areas for improvement 
relating to this area of his practice, record these and discuss with his supervisor, 
mentor and coach. (This should include noting steps taken by Dr xx to address areas 
for development identified through these exercises.) 

 Dependent on any ongoing GMC conditions, it may be appropriate to further expand 
Dr xx role and responsibilities relating to on-call work (e.g. Dr xx might begin to 
manage on-call work but with pre-planned agreement on the method and 
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circumstances in which he would be expected to make contact with a named 
colleague for immediate input or advice). 

 Ongoing CbDs (and other WPBAs as required by his supervisor) should indicate that 
Dr xx is routinely involving the MDT in decision making and that he is working 
collaboratively with his colleagues, demonstrating appropriate leadership behaviour 
and an ability to adapt his behaviour to improve engagement and outcomes. 

 Dr xx should explore, with his supervisor, if it would be appropriate to undertake a 
future audit in relation to his unscheduled/on-call work (e.g. outcomes, complications 
or other quality indicators), and begin collecting data, for completion of the audit in 
month 7. 

 By the end of this action plan, Dr xx should have demonstrated and maintained 
improvements in his communication and leadership and should be practising at the 
level expected of a Consultant, meeting the requirements of the GMC and xx , by 
routinely: 

o demonstrating his ability to consistently communicate effectively and be able to 
share decision making, while maintaining appropriate situational awareness, 
professional behaviour and professional judgement 

o interacting with colleagues in a way that demonstrates appropriate professional 
values and behaviours, in terms of supporting colleagues, respecting 
differences of opinion, and working as a collaborative member of the team 

o engaging with all members of the perioperative and theatre teams to work 
efficiently and effectively, with sensitivity to the impact of his comments and 
behaviours on others. 

 Any decisions relating to Dr xx return to full independent practice (specifically on-call 
work) should be carefully managed by the Trust, with due regard to GMC conditions 
and/or requirements, as well as patient safety. 

 Dr xx should discuss and agree with his supervisor whether any ongoing support 
(particularly continuing contact with his mentor) could assist him in maintaining the 
positive developments made through this action plan. 

Formal review ③ 

7.0 AGREEMENT 

This plan has been developed with the cooperation of all parties who are satisfied that 
the identified objective reflect the issues identified for improvement. 

By signing this agreement, all parties agree to the objective set out in the plan and will 
take forward the programme as presented, adhering to the accompanying Professional 
Support & Remediation (PSR) Service Information for practitioners and healthcare 
organisations about the use of PSR action plans. 

 All parties recognise that successful achievement of the progress required at each 
formal review and upon completion of the action plan will enable the practitioner to 
practise in the role described on page 3 

 The employing/contracting organisation agrees to provide access to the support, 
interventions and learning opportunities included within the action plan. 
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 The practitioner agrees to inform the employing/contracting organisation of any 
circumstances which may impact on the successful completion of this action plan, 
including health problems. 

 It is expected that any planned absences, including annual leave, will be agreed with 
the programme manager in accordance with local policies and procedures. 

Note: If the action plan requires amendment or the addition of further objectives during 
the course of the programme, a new agreement should be drawn up and signed by all 
parties. 

The programme manager will consider taking management action in the following 
circumstances if the expected progress towards objectives is not demonstrated: 

1. Where failure to progress occurs at the first or second formal review. Continuing with 
the action plan can be considered, but objectives may need to be re-assessed. A 
change of objective will only be agreed where there is clear evidence of progress, 
even though this has fallen short of the performance standard defined in the plan. 

2. Failure to progress towards achievement of the agreed objectives may result in formal 
action and/or a new final employment goal, such as redeployment being discussed 
with the practitioner. These options will be considered if, in the opinion of the clinical 
supervisor and the case manager and/or programme manager, the objectives are not 
likely to be met in the remaining time allocated to the action plan, despite the 
practitioner having had sufficient opportunity to demonstrate the required progress. 

3. If failure to progress raises concerns in relation to patient or staff safety or public 
protection or professional probity, the programme manager and/or case manager 
or Responsible Officer may make a referral to the GMC. 

4. If failure to progress is related to sickness absence, it may be appropriate to defer the 
completion date of the plan. For any period of sickness absence greater than that 
covered by self-certification, the employing/contracting organisation’s standard 
sickness absence policy will apply. Taking into account any occupational health 
advice, the programme manager will consider whether to vary the timings of the 
action plan. 

The following parties agree to the action plan [Add or amend details of all interested 
parties prior to the plan being signed]: 

Name 
Substantive 

Job Title 
Organisation 

Role within this 
programme 

Signature Date 

Programme 
Manager 

Practitioner 

Supervisor 
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Mentor 

Coach 
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INTRODUCTION 

1. This document introduces the revised framework for managing concerns 

about the conduct, clinical performance and health of medical and dental 

employees in Northern Ireland’s Health and Social Care (HSC) organisations. 

It covers action to be taken when a concern arises about a doctor or dentist, 

and any necessary action required to ensure patient safety. 

2. Throughout this framework where the term “performance” is used, it should be 

interpreted as referring to all aspects of a practitioner’s work, including 

conduct, health and clinical performance. Where the term “clinical 

performance” is used, it should be interpreted as referring only to those 

aspects of a practitioner’s work that require the exercise of clinical judgement 

or skill. 

3. HSC organisations must notify the Department of the action they have taken 

to comply with this revised framework by INSERT DATE 

4. This framework is in 5 

       

    

     

     

      

       

              

       

             

      

       

        

           

  

          

       

    

 

  

       

     

     

 

 

 

 

     

      

        

              

        

 

             

      

        

        

           

  

 

          

       

 

     

 

          

       

  

  

       

     

 

   

          

       

  

  

       

    

 

  sections and covers: 

(i) A strategic overview of the system of health and social care delivery in 

Northern Ireland and regulation of medical and dental employees 

(ii) Identifying ConcernsIssues 

(iii) Investigation 

(iv) Options Following InvestigationDeciding on what action is needed 

(v) Access (where appropriate) to remediation 
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Background 

5. The delivery of safe, effective and high quality care to patients and service 

users is the priority of every HSC organisation in Northern Ireland. The vast 

majority of patients receive this standard of care, delivered by healthcare 

professionals who are up to date, fit to practise and demonstrate commitment 

to providing excellent healthcare. 

6. For a small number of patients, this is not their experience and it is 

acknowledged that there are times when delivery of care falls below the 

standards expected and deserved. These failures can be due to a number of 

factors and HSC organisations have invested in developing systems and 

processes to identify, analyse and rectify failures in delivery of care to prevent 

a reoccurrence. Underperformance of healthcare professionals is one of many 

factors that can impact on the delivery of quality care. 

7. The development of Maintaining High Professional Standards (MHPS) in 2005 

was the response of the Department of Health, Social Services and Public 

Safety (DHSSPS) to historical concerns about the manner in which 

complaints about doctors and dentists were addressed. Developing revised 

arrangements for dealing with medical and dental staff performance has 

become increasingly important in order to further address these concerns and 

to reflect development in systems for quality assurance, quality improvement 

and patient safety in the HSC. 

8. To work effectively this framework should be supported by a culture and by 

attitudes and working practices which emphasise the importance of doctors 

and dentists maintaining their competence; and which support an open and 

transparent approach to reporting and addressing concerns about doctors’ 

and dentists’ practice. This approach recognises the importance of seeking to 

address clinical performance issues through remedial action including 

retraining rather than solely through disciplinary action. However, it is not 

intended to weaken accountability or avoid disciplinary action where a the 

situation may warrants this approach. 

5 
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Purpose and Coverage of the The Revised Framework 

9. This revision of MHPS takes account of reforms to professional regulation set 

out in the White Paper, Trust, Assurance and Safety (2007)1 specifically those 

recommendations relating to identifying and handling concerns about the 

performance, conduct and health of healthcare professionals. A subsequent 

paper 2 was published that described a four stage model to follow in relation 

to identifying and handling concerns : 

(i) identifying issues, 

(ii) investigation, 

(iii) deciding on what action is needed and 

(iv) access (where appropriate) to remediation. 

10.Patient safety and the determination of immediate or continuing risk to 

patients and the public should be the primary consideration at both the 

identification of a concern and periodically throughout the investigatory 

process. 

11. All HSC organisations must have procedures for handling concerns about an 

individual’s performance. These procedures must reflect this e framework in 

this document and allow for agreed resolution of problems where deemed 

appropriate. 

12. This guidance is applicable to all doctors and dentists employed by one of the 

five Health and Social Care Trusts, the Health and Social Care Board, Public 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_0 
6946 
2 http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_096482.pdf 
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Health Agency, the NI Ambulance Trust and the NI Blood Transfusion 

Service. 

Concerns about 

13. Concerns in relation to the performance of doctors and dentists in training 

should be managed handled by employers in line with those for other medical 

and dental staff staff. It is, however, essential that with the proviso that the 

Postgraduate DeanDean, as Responsible Officer for doctors in training, 

should isbe involved in these appropriate cases from the outset. The onus 

still rests with the employer for the conduct of the investigation and any 

necessary action. 

11.14. Similarly, if the Northern Ireland and Medical and Dental Training Agency 

(NIMDTA) are aware of a concern in relation to a doctor or dentist in training, they 

should notify the employing organisation. 

12.15. Where a case involves allegations of abuse against a child or a 

vulnerable adult, the guidance issued to the HSCNI in 2006 Safeguarding 

Vulnerable Adults and the revised framework Choosing to Protect Children 

and Vulnerable Adults 2009 should be referred to and advice sought from the 

organisations’’ Adult and Child Protection officer . Check ref to Guidance 3 

3 http://www.legislation.gov.uk/ukpga/2006/47/pdfs/ukpga_20060047_en.pdf 
AND http://www.dhsspsni.gov.uk/choosingtoprotectmarch2009.pdf 
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SECTION 1- STRATEGIC AND REGIONAL CONTEXT OF THIS FRAMEWORK 

13.16. Since 2005 there has been significant restructuring in the HSC, along 

with proposals for new regulatory arrangements for doctors and dentists. This, 

along with the experience gained through implementing the 2005 guidance 

and procedures of MHPS, has necessitated this revision of the framework. 

HSCNI GOVERNANCE AND ACCOUNTABILITY 

17. Since the publication of MHPS in November 2005, the DHSSPS has 

implemented a major programme of reform and modernisation in health and 

social care. The recommendations from the review of public administration 

(RPA) in 2002-05 were designed to establish modern, accountable and 

effective arrangements for public service delivery in Northern Ireland. 

HSCNI GOVERNANCE AND ACCOUNTABILITY 

14.18. As their sponsor, the DHSSPS holds all HSC Bodies directly to account 

for their good governance responsibilities. This accountability runs through the 

Minister to the Assembly and its committees. 

15.19. Those responsible within HSC organisations for the implementation of 

the processes in this framework should be aware of these regional 

accountability arrangements and ensure that when managing concerns in 

relation to doctors or dentists, the assessment of risk to patient or public 

health and wellbeing includes consideration of the need to escalate concerns 

to the appropriate HSC Body. 

PROFESSIONAL REGULATION OF DOCTORS AND DENTISTS 

16.20. The implementation of the processes described in this document 

should also include consideration of the need to refer the practitioner to their 

professional regulatory body, for dentists, the General Dental Council (GDC) 

and for doctors, the General Medical Council (GMC). Referrals made under 

8 
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WIT-90737

fitness to practice proceedings should be made promptly where there is 

information available that indicates this is necessary. Guidance on areas the 

GDC consider for investigation can be found on their website4 and the GMC 

have published referral thresholds for doctors, which can also be accessed 

via their website5. 

21. The GMC have appointed Employment Liaison Advisors (ELA) who will 

provide advice and support to Responsible Officers/Medical Directors in 

relation to fitness to practice processes and referral thresholds. 

REVALIDATION 

22. The White Paper, Trust, Assurance and Safety reiterated the previously 

indentified need for professional regulatory bodies to introduce a process of 

revalidation for their registrants. Revalidation is a process whereby registrants 

are required to confirm they are keeping up to date, fit to practice and are 

practicing to the standards required by their regulator. Revalidation is an 

ongoing process that should provide assurance to employers, other 

healthcare professionals and patients and the public about the performance of 

doctors and dentists. 

MEDICAL REVALIDATION AND THE RESPONSIBLE OFFICER 

24.23. The GMC will implement a system of revalidation for it’s registrants in 

late 2012. All registrants who required a Licence to Practise or who sought 

one in 2009 have been issued with one from the GMC. Renewal of this 

licence will be subject to the process of revalidation whereby a senior doctor 

in a healthcare organisation, known as a Responsible Officer (RO), will make 

a recommendation to the GMC that those doctors with whom they have a 

prescribed relationship should be revalidated. 

4 http://www.gdc-uk.org/Dentalprofessionals/Fitnesstopractise/Pages/Conduct-criminal.aspx 

5 http://www.gmc-uk.org/concerns/employers_information.asp 
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18.24. Legislation, (and supporting Guidance)6 to require all designated 

organisations to appoint or nominate a Responsible Officer came into 

operation in Northern Ireland on 1st October 2010. The Medical Profession 

(Responsible Officers) Regulations (Northern Ireland) 20107 identify the five 

HSC Trusts, and the NI Ambulance Service Trust, as being designated 

organisations, the Medical Director of each is now the appointed Responsible 

Officer. The Northern Ireland Medical and Dental Training Agency is also a 

designated organisation, making the post-graduate Dean the Responsible 

Officer for doctors in training. 

19.25. The RO role extends beyond making a revalidation recommendation to 

the GMC. Paragraph,9 of the Regulations defines the responsibilities of the 

RO in relation to the evaluation of the fitness to practise of every medical 

practitioner they have a prescribed relationship with, namely : 

a. To ensure that regular appraisals are undertaken 

b. To establish and implement processes to investigate concerns about a 

medical practitioner’s fitness to practise raised by staff or any other 

source 

c. Where appropriate, to refer concerns about the medical practitioner to 

the GMC 

d. To monitor compliance with any conditions or undertakings agreed with 

the GMC 

e. To maintain records of medical practitioners fitness to practise 

evaluations, including appraisals or any other investigations or 

assessments. 

REVALIDATION FOR DENTISTS 

22 The General Dental Council (GDC) recently consulted on their proposals for 

the revalidation of dentists. The proposed framework comprises of a five year 

cycle, at the end of which dentists will be required to demonstrate compliance 

6 http://www.dhsspsni.gov.uk/index/hss/ahp-confidence_in_care.htm 
7 http://www.dhsspsni.gov.uk/cic-ro-regulations-ni.pdf 
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with standards set by the GDC. External verifiers will be established and they 

will be required to review the supporting evidence submitted by dentists and 

certify the individual’s compliance with the Standards. 

REVALIDATION AND MANANGING CONCERNS 

23 The primary purpose of revalidation is to provide a positive assurance that the 

practitioner is meeting the requirements of their professional regulator. There 

have been some concerns expressed by practitioners that performance 

concerns may only be identified at the point of a revalidation recommendation 

being made, resulting in the RO being unable to make a fitness to practise 

recommendation to the Regulator. 

24 A key principle in managing concerns, and revalidation, is that of ‘no 

surprises’. Concerns should be addressed as soon as they are identified and 

not collated and addressed with the practitioner at the point of a revalidation 

recommendation. 

25 The processes upon which revalidation will be based, namely annual 

appraisal and review of information generated by the organisation in relation 

to the practitioner’s performance, may highlight the presence of a concern at 

an earlier stage. The processes in place to manage identified concerns as 

described in this Framework will not change as revalidation is introduced. 

However, the potential identification of concerns at an earlier stage could 

allow for earlier intervention and remediation (where appropriate). This will 

allow practitioners opportunity to address the area/s identified and provide 

opportunity for these to be improved on wherever possible. 

11 
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SECTION 2 IDENTIFYING CONCERNS 

HOW CONCERNS ARE IDENTIFIED 

26 The management of performance is a continuous process to ensure both 

quality of service to patients and to support clinicians. While numerous ways 

exist in which concerns about a practitioner’s performance can be identified,. 

the key objective should be that they are identified at an early stage. 

Consequently, remedial and supportive action can be quickly taken before 

problems become serious or patients harmed. In addition, such an approach 

will decrease the need for extensive investigation or the implementation of 

disciplinary procedures. 

27 Concerns about a doctor or dentist's performance can come to light in a wide 

variety of ways, for example: 

   

    

        

        

         

             

        

         

        

  

           

     

 

 

 

    

 

    

 

        

         

          

               

        

          

         

    

 

           

     

        

     

        

         

         

         

    

     

      

   

    

            

 

 

 

   
      
         

   
      
        

        

     

        

         

         

         

    

     

     

  

    

           

 

 concerns expressed by other HSC staff including other professionals, 

healthcare managers, students and non-clinical staff; 

 review of performance against job plans and annual appraisal; 

 monitoring of data on clinical performance and quality of care; 

 clinical governance, clinical audit and other quality improvement activities; 

 complaints about care by patients or relatives of patients; 

 information from the regulatory bodies; 

 litigation following allegations of negligence; 

 information from the police or coroner; 

 court judgements 

 serious adverse incidents, or 

 the report of one or more critical clinical incidents or near misses. 

12 
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WIT-90741

28 All concerns, including those made by relatives of patients, or concerns 

raised by colleagues, must be thoroughly investigated to establish the 

facts and the substance of any allegations. 

29 Concerns raised about a colleague must be based on concern for patient 

welfare. Individual practitioners should be protected from unfounded or 

malicious allegations which can cause lasting damage to their reputation 

and career. Where allegations raised by a fellow HSC employee are 

shown to be malicious, that employee should themselves be subject to the 

relevant disciplinary procedures. AllHowever, all HSC organisations are 

required to ensure that they have a Whistle Blowing pPolicy and should 

ensure that an employee who wishes to raise a concern about a colleague 

is supported to do so. 

30 Each professional regulatory body defines standards of practice they 

expect from their registrants, which include the requirement to take action 

if they perceive a risk to patient safety. Thus, there is an additional burden 

on health care staff subject to statutory regulation to report concerns. 

31 There is also a need to ensure lessons are learnt from previously high 

profile cases where concerns relating to practitioners were widely known 

by other healthcare professionals but not formally articulated, often 

resulting in harm to patients. The failure to recognise the significance of Formatted: Highlight 

concerns expressed, coupled with the failure of different organisations to 

combine the information they held are discussed in the DH Report 

Learning from Tragedy8 (2007) , which details the action programme in 

response to the Shipman inquires and lessons learnt the Ayling and 

Formatted: Highlight 

Formatted: Highlight 

Kerr/Haslam cases. 

32 It should be noted that the causes of adverse events should not 

automatically be attributed to the actions, failings or unsafe acts of an 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/@pub/@ppg/docume 
nts/digitalasset/dh_065995.pdf 
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individual alone. Root cause analyses of individual adverse events 

frequently show that these are more broadly based and can be attributed 

to systems or organisational failures, or demonstrate that they are 

untoward outcomes which could not have been predicted and are not the 

result of any individual or systems failure. Each will require appropriate 

investigation and remedial actions. 

3233 Where a concern is made by a patient, relative or carer, the 

organisation should ensure that the complainant is informed of the process 

and outcome of any subsequent investigation. Information shared should 

be proportionate and be balanced with the need to ensure confidentiality 

where this is indicated. 

    

          

        

       

        

   

           

       

         

       

  

 

 

     

          

        

       

         

   

           

       

         

       

   

 

         

 

       

          

         

     

 

           

         
 

         

      

      

      

 

       

        
 

 

    
 

         

       

          

         

     

           

       

         

      

      

      

 

       

        

    
 

 

SUMMARY OF KEY ACTIONS NEEDED WHEN A CONCERN ARISES 

3334 When a concern is raised, and throughout the resulting processes, 

consideration of the concern and action needed should be given equal 

consideration to patient safety. As such, the key actions needed at the 

outset can be summarised as follows: 

 consider if urgent action, such as restriction of practice or exclusion 

needs to be taken to protect patients and the public 

 consideration should be given to ensuring that all immediately 

necessary steps have been taken to protect staff, including 

whistleblowers 

 consider who should be informed of the investigation; 

 consider necessity of completing Serious Adverse Incident 

proforma 

 undertake a preliminary investigation to clarify the problem or 

concern 

 review findings of preliminary investigation and identify next steps. 

Commented [JL3]: Clarify this paragraph is consistent with 
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PROTECTING PATIENTS AND THE PUBLIC 

3435 A risk assessment should be undertaken when a concern is identified 

to ensure the continued safety of patients and the public. This risk 

assessment should be reviewed regularly during the investigatory process 

and rationale for decisions made documented. Excluding the practitioner 

from the workplace may be unavoidable; however it should not be the only 

or first approach to ensuring patient safety. Alternative ways to manage 

risks, avoiding exclusion, include: 

 arranging supervision of normal contractual clinical duties- this can 

range from observation to indirect or opportunistic supervision ; 

 restricting the practitioner to certain forms of clinical duties; 

 restricting activities to non clinical duties. By mutual agreement the 

latter might include some formal retraining; 

 sickness absence for the investigation of specific health problems. 

36 This risk assessment should include the need to share information with 

another organisation. As discussed in paragraph X, if the concern is in 

relation to a medical or dental trainee, NIMDTA should be informed. If the 

practitioner undertakes any work outside of their substantive HSC post, 

the need to ensure patient and public safety may necessitate sharing the 

concern. 

15 
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SECTION 3: INVESTIGATION 

3537 This section outlines the key principles and best practice in undertaking 

an investigation of a concern. Actions that may be taken as a result of the 

investigation are described in Section 

  

          

            

     

 

 

 

   

 

          

            

         

 

        

       

    

 

         

  

      

        

            

  

        

  

     

     

         

      

          

   

        

     

     

       

         

 

 

                                            
  

 

       

        

       

  

         

  

      

        

            

  

        

  

     

     

         

      

          

  

        

     

     

       

      

  

 

3 of this framework. Formatted: Highlight 

3638 Good practice in carrying out investigations of concerns can be 

summerised in the following principles, detailed in the Tackling Concerns 

Locally Report9: 

 The overriding objective should be to protect the safety of patients 

and the public 

 Organisations should have clear policies for local investigation 

 The investigation process must be fair, consistent and objective 

 The scope and context of the investigation should be clearly defined 

at the outset 

 Roles and responsibilities in relation to the investigation should be 

clearly defined 

 Investigations should be adequately properly resourced 

 Organisations must work to agreed timescales 

 People raising concerns or making complaints should be supported 

and kept informed throughout the process 

 The doctor or dentist under investigation should be supported and 

kept informed of progress 

 Organisations should consider who else, in or outside the 

organisation needs to be informed of the investigation 

 Organisations should seek expert external advice, including 

occupational health assessment, recording when they have done so 

and how it has contributed to decision making. 

9 http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_096482.pdf 
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UNDERTAKING AN INVESTIGATION 

3739 This revised framework identifies a two stage investigatory approach 

(previously referred to as ‘informal’ and formal’ investigations) when a 

concern is raised. The first stage comprises a preliminary investigation and 

the second stage (if required), an extended investigation. Actions that may 

be taken during and on completion of each stage of the investigation are 

described in paragraph X of this framework. 

3840 It should be noted that if where the practitioner is the subject of an 

ongoing investigation by the Police, Counter Fraud Unit or a regulatory or 

licensing body then , this does not necessarily prevent an local 

investigation into unrelated matters taking place. It would however, be 

advisable to consult the relevant organisation before commencing any 

local investigationinvestigation, for example the GMC’s ELAs. If Where an 

local investigation is has been commenced already underway and the 

local organisation becomes aware of another investigation, then again 

liaison with the relevant body should take place. 

3941 The purpose of conducting any investigation is to inform a decision 

making process that will identify what, if any, action needs to be taken to 

address the concern. The importance of the investigation should not be 

underestimated as the concepts of procedural and substantive fairness 

apply as much to the conduct of the investigation as the decision that 

results from it. 
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4042 The following principles from the Labour Relations Agency 10 provide a 

useful principles when planning and undertaking an investigation: 

 Why is the investigation necessary? 

The application of a process of investigation demonstrates the organisation 

has a consistently applied, fair approach to investigating concerns 

 What facts do we know for certain? 

It is the intention of the investigation to draw out facts and present them to 

those with the responsibility of making a decision in relation to any further 

action required. Thus the investigator needs to remain objective during the 

process and be working within the defined terms of reference of the 

investigation. All relevant issues should be encompassed in the terms of 

reference from the outset. The investigation will lose focus by inquiring into 

interesting but irrelevant issues that are outside of the terms of reference. If 

an issue arises that does not fit within the terms of reference, approval should 

be sought to change them from the case manager or omit the issue from the 

investigation. 

 Who should conduct the investigation? 

This will vary across organisations and where possible, the investigator 

should have no connection with the subject of the investigation. Consideration 

should also be given to resources required by the investigator e.g. secretarial 

support for note taking. 

 When and Where? 

The investigation should commence as soon as possible when a concern has 

been identified. Where there are identified timescales, the organisation should 

adhere to these to maintain momentum but should have a defined process to 

extend the timescales under exceptional circumstances. In all cases the 

10 http://www.lra.org.uk/index/agency_publications-2/advice_and_guidance_on_employment_matters-
3/advisory_guides2/advice_on_conducting_employment_investigations.htm 
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investigation should proceed as quickly as possible and any delays accounted 

for. There should be a defined timescale for notice given to the subject of the 

investigation to attend an interview and consideration should be given to the 

most appropriate setting for an interview. 
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COLLECTING EVIDENCE 

4143 The investigator has wide discretion on how the investigation is carried 

out but in all cases the purpose of the investigation is to ascertain the facts 

in an unbiased manner. Investigations are not intended to secure evidence 

against the practitioner as information gathered in the course of an 

investigation may clearly exonerate the practitioner or provide a sound 

basis for effective resolution of the matter. The investigator should 

therefore take account of positive indicators as well as any negative 

indicators and any relevant national or local benchmarks. 

4244 It is important that the investigation collects all the evidence that may 

be available relating to the concerns or allegations being made. This will 

involve interviewing all those who may be able to provide information and 

making a careful note of their evidence. Where possible and depending on 

the circumstances, this will include patients, their relatives and the 

practitioner concerned. 

4345 If any case is to proceed, evidence has to be demonstrated. , whether 

to the HSC Trust Board, the Tribunal, the GMC or in the courts. While the 

rules of evidence can become complicated, there are some simple 

questions that should always be asked: 

 What is the evidence and is it written? 

Written evidence is not superior to oral evidence: it is simply more clearly 

defined and so less prone to (but not immune from – witnesses do alter 

statements) being changed. And evidence, even if written, needs careful 

consideration to be sure of exactly what is being said – and how firmly it is 

being said. Witness statements are best in the words of the witness, 

signed by the witness and dated. 
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 How recent is the evidence? 

The general rule is that the older the evidence the less the weight that 

should be given to it. So the fact that the practitioner faced a similar 

allegation in 1997 to that facing him now is likely to carry a lot less weight 

than if a previous similar allegation was made only three months ago 

 Is there a pattern to allegations against the practitioner? 

A pattern of unacceptable behaviour is likely to be more significant 

evidence than an isolated incident. (But note that if similar allegations have 

not been dealt with in the past, it may give scope for the practitioner to 

argue unreasonableness and inconsistency on the part of the HSC 

organisation and thus offer some defence against the current allegations) 

 How direct is the evidence? 

Factual evidence is likely to carry more weight than opinions from 

witnesses and unsupported anecdotal evidence is unlikely to be worth 

much 

 How credible and compelling is the evidence, how cogent is 

the evidence and how likely is the evidence to be impugned? 
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STAGE 1-PRELIMINARY INVESTIGATION 

4446 The investigatory process should commence with a preliminary 

investigation to establish the factsidentify the issues surrounding the 

concern that has been identified. This first stage should take account of 

the evidence to hand, alongside any comments the practitioner wishes to 

make, and should provide an indication of the substance of the concern 

and the most appropriate course of action. 

4547 The Clinical Director, Human Resources Director, and Medical 

Director/Responsible Officer should be informed of the investigation. They 

may decide to inform the Chief Executive and/or Executive Board at this 

stage if there is an apparent risk to patient safety, and/or for reputational 

damage to the organisation: 

4648 The preliminary investigation should be appropriately documented, 

resourced and recorded from the outset. If further investigation is required, 

the methodology and findings from the preliminary investigation will be 

critical in establishing the terms of reference of an extended investigation. 

Frequent and factual Robust recording will also provide assurance to the 

organisationorganisation, and the practitioner that, that the appropriate 

process has been followed and how decisions were reached. 

4749 The preliminary investigation should be undertaken by a senior 

clinician in the HSC organisation and should include: 

 Review of relevant clinical or administrative records 

   

        

      

       

        

          

      

      

         

            

           

    

        

        

       

        

         

       

     

          

      

      

 

 

 

    

 

        

      

       

        

          

        

 

      

         

            

           

    

 

        

        

       

        

         

       

      

 

          

      

 

      

 

         

          

       

        

 

   

       
    

         

         

       

        

 

   

       
    

 Review of any report or documentation relating to the concern. If 

While witness statements may not have been drafted at this stage, 

the individuals concerned should always make a written record as 

soon as possible while matters are still fresh in their minds 
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 Interviewing of individuals may be appropriate as part of the 

preliminary investigation where clarification of their comments or 

nature of their involvement is necessary 

4850 The preliminary investigation should be completed as quickly as 

possible. The practitioner who is the subject of the investigation should 

always be given the opportunity to comment on the issues as identified at 

the end ofthroughout the investigation. Their comments must be taken into 

consideration before any decision is reached in relation to any subsequent 

action. 
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51 The investigator responsible for conducting a preliminary investigation 

should document their findings and the decision reached. Actions that may 

be taken following the preliminary are considered in Section 4 of this 

framework. 

STAGE 2: EXTENDED INVESTIGATION 

4952 Where it has been establishedis decided that an extended investigation 

should needs to be undertaken, that has the potential to lead to conduct 

or clinical performance proceedings, the CE must, after discussion 

between the Responsible Officer/Medical Director and Director of HR, 

appoint a Case Manager, a Case Investigator and a designated Board 

member. The seniority of the Case Investigator will differ depending on the 

grade of practitioner involved in the allegation. Several Case Investigators 

should be appropriately trained, to enable them to carry out this role. 

5053 At any stage of this process, or subsequent disciplinary action, the 

practitioner may be accompanied to any interview or hearing by a 

companion. The companion may be another employee of the HSC body; 

an official or lay representative of the BMA, BDA, defence organisation, or 

friend, work or professional colleague, partner or spouse. The companion 
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WIT-90752

may be legally qualified but he or she will not, however, be acting in a legal 

capacity. 

5154 The investigatory approach described in paragraphs 34-42 of this 

document apply to both preliminary and extended investigations. 

TRAINING 

5255 Employers must ensure that managers and Case Investigators receive 

appropriate training in the operation of performance procedures. Those 

undertaking investigations or sitting on disciplinary or appeals panels must 

have had formal equal opportunities training before undertaking such 

duties. The Trust Board must agree what training its staff and its members 

have completed before they can take a part in these proceedings. 

PROCESS FOR AN EXTENDED INVESTIGATION 

OVERSIGHT 

DEFINITION OF ROLES 

56 The Board of the organisation, through the Chief Executive, has 

responsibility for ensuring that this ese processdures are is established 

and followed. It should be noted that Board members may be required to 

sit as members of a disciplinary or appeal panel. Thereforepanel, 

therefore, information given provided to them to the board should only be 

sufficient to assure to enable the board to satisfy itself that thise 

procedures process isare being followed. The exception to this will be for 

the Only the “designated Board member “should be involved to any 

significant degree in the management of individual cases.whose role is to: 

 Oversee the case 

 Ensure momentum is maintained 

 Consider any representations from the practitioner or others in relation 

to the investigation. 
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5357 The role of other kThe key individuals in an extended investigation are 

defines in the Glossary in this framework. that may have a role in the 

process are summarised 

5458 If the MD/RO is the subject of the investigation, the Chief Executive of 

the organisation should appoint a suitable medically qualified manager of 

at least equivalent seniority. 

5559 The CM must be inform the practitioner in writing that an investigation 

is to be undertaken, the name of the Case Investigator and the specific 

allegations or concerns that have been raised. The practitioner must be 

given the opportunity to see any correspondence relating to the case 

together with a list of the people whom the Case Investigator will interview. 

The practitioner must also be afforded the opportunity to put their view of 

events to the Case Investigator and given the opportunity to be 

accompanied. 

5660 If it transpires during the course of the investigation that the case 

involves more complex clinical issues that cannot be addressed within the 

organisation, the CM should consider whether an independent practitioner 

from another HSC body or elsewhere be invited to assist. 

5761 The CM should ensure that they receive progress reports from the 

Case Investigator at agreed points during the investigation. They must 

ensure that momentum of the investigation is maintained and be informed 

if information comes to light during the investigation that may indicate a 

threat to patient and public safety. 

INVESTIGATION 

5862 A Case Investigator (CI) will be appointed to undertake the 

investigation into the concern by establishing the facts and reporting these 

to the CM. The CI should be medically qualified where possible. 
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5963 The CI has wide discretion on how the investigation is carried out, but 

in all cases the purpose of the investigation is to ascertain the facts in an 

unbiased manner. Information gathered in the course of an investigation 

may clearly exonerate the practitioner, or provide a sound basis for 

effective resolution of the matter. 

6064 If the concern relates to an issue regarding clinical judgement, the CI 

should involve a senior member of the medical or dental staff11 with 

relevant clinical experience in the investigation. 

6165 The CI must ensure that safeguards are in place throughout the 

investigation so that breaches of confidentiality are avoided. Patient 

confidentiality needs to be maintained. 

6266 It is the responsibility of the Case Investigator to judge what information 

needs to be gathered and how (within the boundaries of the law) that 

information should be collated. They must ensure that sufficient written 

statements are collected to establish the facts of the case, and on aspects 

of the case not covered by a written statement, ensure that there is an 

appropriate mechanism for oral evidence to be considered where relevant. 

6367 A written record must be maintained during the is kept of the 

investigation, that records the conclusions reached and the course of 

action agreed by the Medical Director with advice from the Director of HR. 

68 The CI must assist the designated Board Member and CM in reviewing the 

progress of the case. They must ensure that momentum is maintained 

during the investigation and escalate the reason for any delay to the CM. 

Should information come to light during the investigation that suggest a 

risk to patient or public safety, the CI must inform the CM and designated 

11 Where no other suitable senior doctor or dentist is employed by the HSC body a senior doctor or 
dentist from another HSC body should be involved. 
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Board member immediately to allow consideration of measures required 

mitigate this risk. 

69 The CI does not make the decision on what action should or should not be 

taken, nor whether the employee should be excluded from work. They 

may not be a member of any disciplinary or appeal panel relating to the 

case. 

TIMESCALES AND DECISION MAKING 

6470 The Case Investigator should, other than in exceptional 

circumstances, aim to complete the investigation within 4 weeks of 

appointment and submit their report to the CMase Manager within a further 

5 working days. The Case Manager must give the practitioner the 

opportunity to comment in writing on the factual content of the report 

produced by the CIase Investigator. 

6571 Comments in writing from the practitioner, including any mitigation, 

must normally be submitted to the CMase Manager within 10 working days 

of the date of receipt of the request for comments. In exceptional 

circumstances, for example in complex cases or due to annual leave, the 

deadline for comments from the practitioner should be extended. 

6672 The CI’s rereport should give the CMase Manager sufficient 

information to make a decision on whether: 

 no further action is needed; 

 restrictions on practice or exclusion from work should be 

considered; 

 there is a case of misconduct that should be put to a conduct panel; 
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WIT-90756

 there are concerns about the practitioner’s health that should be 

considered by the HSC body’s occupational health service, and the 

findings reported to the employer; 

 there are concerns about the practitioner’s clinical performance 

which require further formal consideration by the NCAS ; 

 there are serious concerns that fall into the criteria for referral to the 

GMC or GDC; there are intractable problems and the matter should 

be put before a clinical performance panel. 

Formal processes are illustrated in the diagram on page 42. 
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PROCESS FOR SMALLER ORGANISATIONS 

6773 Many smaller organisations may not have all the necessary personnel 

in place to follow the procedures outlined in this document. For example, 

some smaller organisations may not employ a medical director or may not 

employ medical or dental staff of sufficient seniority or from the appropriate 

specialty. Also, it may be difficult to provide senior staff to undertake 

hearings who have not been involved in the investigation. 

6874 Such organisations should consider working in collaboration with other 

local HSC organisations (e.g. other Trusts) in order to provide sufficient 

personnel to follow the procedures described. The organisation should be 

sufficiently distant to avoid any organisational conflict of interest and any 

nominee should be asked to declare any conflict of interest. In such 

circumstances the HSC organisation should contact the Department to 

take its advice on the process followed and ensure that it is in accordance 

with the policy and procedures set out in this document. 

TERMINATION OF EMPLOYMENT WITH PROCEDURES INCOMPLETE Commented [JL11]: Does this refer to resignation? 

6975 Where the employee leaves employment before formal procedures 

have been completed, the investigation must be taken to a final conclusion 

in all cases and performance proceedings must be completed wherever 

possible, whatever the personal circumstances of the employee 

concerned. 

7076 There will be circumstances where an employee who is subject to 

proceedings puts forward a case, on health grounds, that the proceedings 

should be delayed, modified or terminated. In such cases the employer is 

expected to refer the doctor or dentist to the OHS for assessment as soon 

as possible. Unreasonable refusal to accept a referral to, or to co-operate 
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with, the OHS under these circumstances, may give separate grounds for 

pursuing disciplinary action. 

7177 Every reasonable effort must be made to ensure the employee remains 

involved in the process. If contact with the employee has been lost, the 

employer should invite them to attend any hearing by writing to both their 

last known home address and their registered address (the two will often 

be the same). The employer must make a judgement, based on the 

evidence available, as to whether the allegations are upheld. If the 

allegations are upheld, the employer must take appropriate action, such as 

requesting the issue of an alert letter and referral to the professional 

regulatory body, referral to the police, or the Protection of Children and 

Vulnerable Adults List (held by the Department of Employment and 

Learning). CONFIRM THIS IS STILL CORRECT TITLE ?ISA 

GUIDANCE ON AGREEING TERMS FOR SETTLEMENT 

ON TERMINATION OF EMPLOYMENT 

7278 In some circumstances, terms of settlement may be agreed with a 

doctor or dentist if their employment is to be terminated. The following 

good practice principles are set out as guidance for the Trust: 

 settlement agreements must not be to the detriment of patient 

safety; 

 it is not acceptable to agree any settlement that precludes 

involvement of either party in any further legitimate investigations or 

referral to the appropriate regulatory body. 
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CONFIDENTIALITY 

7379 Employers must maintain confidentiality at all times, and should be 

familiar with the guiding principles of the Data Protection Act. No press 

notice can be issued, nor the name of the practitioner released, in regard 

to any investigation or hearing into disciplinary matters. They may only 

confirm that an investigation or disciplinary hearing is underway. 

7480 Personal data released to the Case Investigator for the purposes of the 

investigation must be fit for the purpose, and not disproportionate to the 

seriousness of the matter. 

TRANSITIONAL ARRANGEMENTS 

69.On implementation of this framework, the new procedures must be followed, as Formatted: Bullets and Numbering 

far as is practical, for all existing cases taking into account the stage the case 

has reached. 
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WIT-90760

SECTION 4 OPTIONS FOLLOWING INVESTIGATION 

7581 This section outlines the key principles in relation to decision making 

following an investigation and the range of measures that may be taken to 

manage the concern while ensuring patient safety. 

THE DECISION MAKING PROCESS 

7682 Once the investigation has established the facts, an entirely separate 

process is needed to decide what action (if any) is needed. Key principles 

in relation to decision making can be summarised as follows: 

 Patient and public safety must be the foremost consideration 

 A decision must be made, recorded and all relevant parties 

informed 

 There should be complete separation between the investigation and 

decision making process 

 The decision making process must be seen to be fair, impartial, 

consistent and timely 

 Expert input should be sought where necessary 

 A range of options should be considered based on the 

circumstances of the individual doctor or dentist 

 Organisations should consider opportunities for internal learning 

their own learning and make appropriate changes 

 Individuals should be seek out support 
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 The doctor or dentists should have the right to appeal against any 

decisions made, except for decisions to refer cases to the regulator, 

to the police or to the counter fraud unit. 

OPTIONS FOLLOWING PRELIMINARY INVESTIGATION 

7783 At the conclusion of the preliminary investigation, the information 

collated should be reviewed and a decision made in relation to what, if 

any, next steps should be taken. As a first step, this preliminary 

investigation is essential to verify or refute the substance and accuracy of 

any concerns or complaints. This can be is aa difficult decision and should 

not be taken alone but in consultation with the Responsible Officer, 

Medical Director and Director of HR, taking advice from the NCAS or 

Occupational Health Service (OHS) where necessary. 

7884 At this stage of the investigatory process a range of options are 

available to organisations. These options are not mutually exclusive -

patient protection and action required to manage the concern may require 

implementation of one or more of the following : 

 No action to be taken 

 Remedial action required 

 Measures to ensure patient safety required – restriction on practice 

or exclusion 

 

            

         

       

   

        

           

          

          

          

        

           

     

          

        

         

       

      

   

          

  

 

 

 

            

         

         

 

    

 

        

           

          

          

           

        

           

     

 

          

         

         

       

 

      

   

          

  

        

       

 

  

 

            

           

          

         

      

             

     

  

            

           

         

         

      

 

Local process agreed with the practitioner to be implemented Commented [JL13]: Define local processes 

 Proceed to Stage 2- Extended Investigation 

NO ACTION REQUIRED 

85 If, at the conclusion of the preliminary investigation, there has been no 

evidence to support the concern and no identified risk to patient and public 

safety identified then no further action is required. it has been agreed that 

no action is required,T the practitioner should be informed of this decision 

as soon as possible and t. The record of the investigation should be 
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ccompleted. This should and include the rationale for the decision and 

those involved in the decision made. . This record should be held on the 

practitioner’s personnel file for future record. 

CHECK POLICY 

REMEDIAL ACTION REQUIRED 

7986 If the outcome of the preliminary investigation is the identification of a 

performance concern (as per definition in paragraph 2 of this Framework-

referring to all aspects of a practitioner’s work including conduct, health 

and clinical performance), consideration should be given to whether a local 

action plan to resolve the problem can be agreed with the practitioner. 

The NCAS can advise on the practicality of this approach. Paragraphs 

Commented [JL14]: Need HR Input 

Formatted: Normal 

Formatted: Highlight 

Formatted: Highlight 

207-215 of this paper outline the service provided by NCAS. Formatted: Highlight 

MEASURES TO ENSURE PATIENT SAFETY 

RESTRICTIONS ON PRACTICE 

8087 When significant issues relating to performance are identified at any 

stage of the processes described in this framework which may affect 

patient safety, the employer must urgently consider whether it is necessary 

to place temporary restrictions on an individual’s practice. Examples of 

such restrictions might be to amend or restrict the practitioner’s clinical 

duties and obtain relevant undertakings e.g. regarding practice outside the 

organisation in another HSC organisation or private practice. Any 

restrictions on practice must be an interim measure and should be 

documented and kept under review during the investigatory process. If the 

concern raised and upheld following a preliminary investigation is of 

sufficient concern to warrant restrictions on practice or immediate 

exclusion, an extended investigation should be commenced. 
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IMMEDIATE EXCLUSION 

8188 An immediate time limited exclusion from the workplace may be 

necessary to protect the interests of patients or other staff; or where there 

has been a breakdown in relationships within a team which has the 

potential to significantly endanger patient care. 

8289 The NCAS must, where possible, be informed prior to the 

implementation of an immediate exclusion. Such exclusion will allow a 

more measured consideration to be undertaken. This period should be 

used to carry out a preliminary situation analysis and to convene a case 

conference involving the clinical manager, the Medical Formatted: Highlight 

Commented [RH15]: ? is this a preliminary investigation 

Formatted: Highlight 

Formatted: Highlight Director/Responsible Officer and appropriate representation from Human 

Resources. 

8390 The authority to exclude a member of staff must be vested in a 

nominated manager or managers of the Trust. These should include, 

where possible, the CE, Medical Director/Responsible Officer and the 

Clinical Directors for staff below the grade of consultant. For consultants it 

should include the CE and Responsible Officer /Medical Director. The 

number of managers involved should be the minimum number of people 

consistent with the size of the organisation and the need to ensure 24 hour 

availability of a nominated manager in the event of a critical incident. The 

clinical manager seeking an immediate exclusion must explain to the 

nominated manager why the exclusion is justified. 

8491 The clinical manager, having obtained the authority to exclude, must 

explain to the practitioner why the exclusion is justified (there may be no 

formal allegation at this stage), and agree a date up to a maximum of four 

weeks at which the practitioner should return to the workplace for a further 

meeting. 

8592 Immediate exclusion should be limited to the shortest feasible time and 

in no case longer than 4 weeks. During this period the practitioner should 
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WIT-90764

be given the opportunity to state their case and propose alternatives to 

exclusion e.g. further training, referral to occupational health, referral to the 

NCAS with voluntary restriction. The clinical manager must advise the 

practitioner of their rights, including rights of representation. 

8693 All these discussions should be minuted, recorded and documented, 

and a copy given to the practitioner. 

8794 The 4 week exclusion period should allow sufficient time for initial or 

further investigation to determine a clear course of action, including the 

need for formal exclusion, remediation, disciplinary action and/or referral to 

the regulator. 

8895 At any point in the process where the Medical Director/Responsible 

Officer has reached a decision that a practitioner is to be the subject of 

exclusion, the regulatory body should be notified. Users of this Framework 

should refer to the DHSSPS Guidance Issuing Alert Letters (circular HSS 

(TC8) (6)/98) and Guidance on Information Sharing to Provide Assurance. 

8996 Paragraphs 109-130 of this framework set out the procedures to be 

followed should an extended investigation indicate that a longer period of 

formal exclusion is required. 

9097 The following diagram provides an overview of the informal process. 

Commented [JL16]: Define immediate and formal at 
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INFORMAL PROCESS 

Cl inical Manager 
(us uall ythe M D/RO) 

P RELI MINARY INVEST IGATION/ 

Consider Cons ultation 
ie: MD/ RO , Dir HR, NCAS /OHS 

Inform NCAS 
I nf orm Practit ioner 

E xcl ude up 
t o 4 wks 

No Action 
Inform P rac titioner 

Give P ractit ioner 
opportunity to state case 
(document discussions) 

I nvest igat ion/ 
Case Conference 
(C Manager, MD, 

Dir HR) 

Remedial Action 
ie, local action plan 

Consult NCAS 
No Action 

Consider 
Imm ediate 
Exclusion 
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WIT-90766

OPTIONS FOLLOWING EXTENDED INVESTIGATION. 

9198 Options following an extended investigation are described in this 

section. As withper options following a preliminary investigation, these are 

not mutually exclusive and ensuring patient and public safety, and action 

required to manage the concern may require implementation of one or 

more of the following : 

 No further action 

 Referral to OHS 

 Measures to protect patients - restriction of practice & exclusion 

from work 

 Conduct panel 

 Clinical Performance Panel 

 Referral to GMC/GDC 

 Referral to the NCAS. 

NO FURTHER ACTION 

9299 If, at the conclusion of an extended investigation, it has been agreed 

that no further action is required, the practitioner should be informed of this 

decision as soon as possible. The investigatory record should be 

completed and include the rationale for this decision. This record should 

be held on the practitioner’s personnel file for future record. 

REFERAL TO OCCUPATIONAL HEATH SERVICE 

93100 When the findings of an extended investigation demonstrate there are 

concerns about the practitioner’s health that should be considered by the 

HSC body’s Occupational Health Service (OHS) and the findings reported 

to the employer. 
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94101 In addition, if at any stage in the context of concerns about a 

practitioner’s clinical performance or conduct it becomes apparent that ill 

health may be a factor, the practitioner should be referred to OHS. 

Employers should be aware that the practitioner may also self refer to 

OHS. 

95102 The principle for dealing with individuals with health problems is that, 

wherever possible and consistent with maintaining patient safety, they 

should be treated, rehabilitated or re-trained (for example if they cannot 

undertake exposure prone procedures) and kept in employment, rather 

than be lost from the HSC. 
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HANDLING HEALTH ISSUES 

96103 On referral to OHS, the OHS physician should agree a course of action 

with the practitioner and send his/her recommendations to the Medical 

Director/Responsible Officer. A and a meeting should be convened with 

the Director of HR, the Medical Director/Responsible Officer or Case 

Manager, the practitioner and case worker from the OHS to agree a 

timetable of action and rehabilitation (where appropriate)12. The 

practitioner may be accompanied to these meetings (as defined in 

paragraph 49). Confidentiality must be maintained by all parties at all Formatted: Highlight 

times. 

97104 The findings of OHS may suggest that the practitioner’s health makes 

them a danger to patients. Where the practitioner does not recognise that, 

or does not comply with measures put in place to protect patients, then 

exclusion from work must be considered. The relevant professional 

regulatory body must be informed, irrespective of whether or not the 

practitioner has retired on the grounds of ill health. 

12 In the absence of a Medical Director organisations should put in place appropriate measures as part 
of agreed arrangements for small organisations to ensure the appropriate level of input to the 
process. See section vi. 
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WIT-90768

98105 In those cases where there is impairment of clinical performance solely 

due to ill health or an issue of conduct solely due to ill health, disciplinary 

procedures or misconduct procedures would only be considered in the 

most exceptional of circumstances, for example if the individual concerned 

refuses to co-operate with the employer to resolve the underlying situation 

e.g. by refusing a referral to the OHS or NCAS. 

99106 A practitioner who is subject to the procedures in Sections III and IV 

may put forward a case on ill health grounds that proceedings should be 

delayed, modified or terminated. In those cases the employer should refer 

the practitioner to OHS for assessment as soon as possible and suspend 

proceedings pending the OHS report. Unreasonable refusal to accept a 

referral to, or to co-operate with OHS, may give separate grounds for 

pursuing disciplinary action. 

RETAINING THE SERVICES OF INDIVIDUALS WITH HEALTH PROBLEMS 

100107 Wherever possible the organisation should attempt to continue 

to employ the individual provided this does not place patients or 

colleagues at risk. The following are examples of action that may be taken 

in these circumstances, in consultation with OHS and having taken advice 

from NCAS and/or NIMDTA if appropriate. 

101108 Examples of action to take: 

 sickness absence for the practitioner (the practitioner should be to 

be contacted frequently to ensure they receive any support they 

may require on a pastoral basis to stop them feeling isolated)); 

 remove the practitioner from certain duties; 

 make adjustments to the practitioner’s working environment; 

 reassign them to a different area of work; 

 arrange re-training for the practitioner; 
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WIT-90769

 consider whether the Disability Discrimination Act (DDA) applies 

(see below), and, if so, what other reasonable adjustments might be 

made to their working environment. 

 

 

DISABILITY DISCRIMINATION ACT (DDA) 

102109 Where the practitioner’s health issues come within the remit of 

the DDA, the employer is under a duty to consider what reasonable 

adjustments can be made to enable the practitioner to continue in 

employment. At all times the practitioner should be supported by their 

employer and OHS who should ensure that the practitioner is offered 

every available resource to enable him/her to continue in practice or return 

to practice as appropriate. 

103110 Employers should consider what reasonable adjustments could 

be made to the practitioner’s workplace conditions, bearing in mind their 

need to negate any possible disadvantage a practitioner might have 

compared to his/her non - disabled colleagues. The following are 

examples of reasonable adjustments an employer might make in 

consultation with the practitioner and OHS. 

104111 Examples of reasonable adjustment 

 make adjustments to the premises; 

 re-allocate some of the disabled person’s duties to another; 

 transfer employee to an existing vacancy; 

 alter employee’s working hours or pattern of work; 

 assign employee to a different workplace; 

 allow absence for rehabilitation, assessment or treatment; 

 provide additional training or retraining; 

 acquire/modify equipment; 

 modifying procedures for testing or assessment; 

 provide a reader or interpreter; 
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WIT-90770

 establish mentoring arrangements. 

105112 In some cases retirement due to ill health may be necessary. Ill 

health retirement should be approached in a reasonable and considerate 

manner, in consultation with the practitioner, OHS, and HSC 

Superannuation Branch. 

106113 Note. Special Professional Panels (generally referred to as the 

“three wise men”) were set up under circular TC8 1/84. This part of the 

framework replaces those arrangements and any existing panels should 

be disbanded. 

MEASURES TO PROTECT PATIENTS: 

RESTRICTION OF PRACTICE AND EXCLUSION FROM WORK 

107114 This part of the framework replaces the guidance in HSS (TC8) 

3/95 (Disciplinary Procedures for Hospital and Community Medical and 

Hospital Dental Staff - Suspensions). Under the Directions on Disciplinary 

Procedures 2005, HPSS employers must incorporate these principles and 

procedures within their local procedures. The guiding principles of Article 

6 of the Human Rights Act must be strictly adhered to. 

108115 In this part of the framework, the phrase “exclusion from work” 

has been used to replace the word “suspension” which can be confused 

with action taken by the GMC or GDC to suspend the practitioner from the 

register pending a hearing of their case or as an outcome of a fitness to 

practice hearing. 

109116 The Directions require that HSC bodies must ensure that: 

 exclusion from work is used only as an interim measure whilst 

action to resolve a problem is being considered; 
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WIT-90771

 where a practitioner is excluded, it is for the minimum necessary 

period of time: this can be up to but no more than four weeks at a 

time; 

 all extensions of exclusion are reviewed and a brief report provided 

to the CE and the board; 

 a detailed report is provided when requested to the designated 

Board member who will be responsible for monitoring the situation 

until the exclusion has been lifted. 

MANAGING THE RISK TO PATIENTS 

110117 Exclusion of clinical staff from the workplace is a temporary 

expedient. Under this framework, exclusion is a precautionary measure 

and not a disciplinary sanction. Exclusion from work should be reserved 

for only the most exceptional circumstances. 

111118 The purpose of exclusion is: 

 to protect the interests of patients or other staff; and/or 

 to assist the investigative process when there is a clear risk that the 

practitioner’s presence would impede the gathering of evidence. 

112119 It is imperative that exclusion from work is not misused or seen 

as the only course of action that could be taken. The degree of action 

must depend on the nature and seriousness of the concerns and on the 

need to protect patients, the practitioner concerned and/or their 

colleagues. 

THE EXCLUSION PROCESS 

113120 Under the Directions, an HSC body cannot require the 

exclusion of a practitioner for more than four weeks at a time. The 

justification for continued exclusion must be reviewed on a regular basis 

and before any further four-week period of exclusion is imposed. Under 
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WIT-90772

the framework key officers and the Board have responsibilities for ensuring 

that the process is carried out quickly and fairly, kept under review and 

that the total period of exclusion is not prolonged. 

Key principles aspects of exclusion from work 

114121 Key aspects include: 

 an initial “immediate” exclusion of no more than four weeks if 

warranted as set out in paragraphs 77-84 

 notification of the NCAS before immediate and formal exclusion; 

 formal exclusion (if necessary) for periods up to four weeks; 

 ongoing advice on the case management plan from the NCAS; 

 appointment of a designated Board member to monitor the 

exclusion and subsequent action; 

 referral to NCAS for formal assessment, if part of case 

management plan; 

 active review by clinical and case managers to decide renewal or 

cessation of exclusion; 

 a right to return to work if review not carried out; 

 performance reporting on the management of the case; 

 programme for return to work if not referred to disciplinary 

procedures or clinical performance assessment; 

 a right for the doctor to make representation to the designated 

Board member 

115122 The authority to exclude a member of staff must be vested in a 

nominated manager or managers of the Trust. As described for immediate 

exclusion, these managers should be at an appropriately senior level in 

the organisation and should be the minimum number of people consistent 

with the size of the organisation and the need to ensure 24 hour 

availability of a nominated manager in the event of a critical incident. It 

should include the CE, Medical Director/Responsible Officer and the 
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WIT-90773

Clinical Directors for staff below the grade of consultant. For consultants it 

should include the CE and Medical Director/Responsible Officer. 

Exclusion other than immediate exclusion 

116123 A formal exclusion may only take place in the setting of a formal Commented [JL21]: ? extended 

investigation after the Case Manager has first considered whether there is 

a case to answer and then considered, at a case conference (involving as 

a minimum the clinical manager, Case Manager and Director of HR), 

whether there is reasonable and proper cause to exclude. The NCAS 

must be consulted where formal exclusion is being considered. If a Case 

Investigator has been appointed he or she must produce a preliminary 

report as soon as is possible to be available for the case conference. This 

preliminary report is advisory to enable the Case Manager to decide on the 

next steps as appropriate. 

117124 The report should provide sufficient information for a decision to 

be made as to whether: 

(i) the allegation appears unfounded; or 

(ii) there is a misconduct issue; or 

(iii) there is a concern about the practitioner’s clinical performance; or 

(iv) the complexity of the case warrants further detailed investigation 

before advice can be given. 

118125 Formal exclusion of one or more clinicians must only be used 

where: 

a. there is a need to protect the safety of patients or other staff pending 

the outcome of a full investigation of allegations of misconduct; concerns 

around the functioning of a clinical team which are likely to adversely affect 

patients; or concerns about poor clinical performance; 
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WIT-90774

b. the presence of the practitioner in the workplace is likely to hinder the 

investigation. 

119126 Members of the case conference should consider whether the 

practitioner could continue in or (where there has been an immediate 

exclusion) return to work in a limited capacity or in an alternative, possibly 

non-clinical role, pending the resolution of the case. 

120127 When the practitioner is informed of the exclusion, there should, 

where practical, be a witness present and the nature of the allegations of 

concern should be conveyed to the practitioner. The practitioner should 

be told the reason(s) why formal exclusion is regarded as the only way to 

deal with the case. At this stage the practitioner should be given the 

opportunity to state their case and propose alternatives to exclusion (e.g. 

further training, referral to occupational health, referral to the NCAS with 

voluntary restriction). The practitioner may be accompanied to any 

interview or hearing by a companion (paragraph 49 defines companion). 

All discussions should be minuted, recorded and documented and a copy 

given to the practitioner. 

121128 The formal exclusion must be confirmed in writing immediately. 

The letter should state the effective date and time, duration (up to 4 

weeks), the content of the allegations, the terms of the exclusion (e.g. 

exclusion from the premises, see paragraph 121, and the need to remain 

available for work paragraph 122) and that a full investigation or what 

other action will follow. The practitioner and their companion should be 

informed that they may make representations about the exclusion to the 

designated Board member at any time after receipt of the letter confirming 

the exclusion. 

122129 In cases when disciplinary procedures are being followed, 

exclusion may be extended for four-week reviewable periods until the 

completion of disciplinary procedures, if a return to work is considered 

inappropriate. The exclusion should still only last for four weeks at a time 
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WIT-90775

and be subject to review (see paras 26 – 31 relating to the review 

process). The exclusion should usually be lifted and the practitioner 

allowed back to work, with or without conditions placed upon the 

employment, as soon as the original reasons for exclusion no longer 

apply. 

123130 If the Case Manager considers that the exclusion will need to be 

extended over a prolonged period outside of his or her control (for 

example because of a police investigation), the case must be referred 

back to the NCAS for advice as to whether the case is being handled in 

the most effective way. However, even during this prolonged period the 

principle of four-week review must be adhered to. 

124131 If at any time after the practitioner has been excluded from work, 

the investigation reveals that either the allegations are without foundation 

or that further investigation can continue with the practitioner working 

normally or with restrictions, the Case Manager must lift the exclusion and 

notify the appropriate regulatory authorities. Arrangements should be in 

place for the practitioner to return to work with any appropriate support 

(including retraining after prolonged exclusion) as soon as practicable. 

Exclusion from premises 

125132 Practitioners should not be automatically barred from the 

premises upon exclusion from work. Case Managers must always 

consider whether a bar is absolutely necessary. The practitioner may 

want to retain contact with colleagues, take part in clinical audit, to remain 

up to date with developments in their specialty or to undertake research or 

training. There are certain circumstances, however, where the practitioner 

should be excluded from the premises. There may be a danger of 

tampering with evidence, or where the practitioner may present a serious 

potential danger to patients or other staff 
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WIT-90776

Keeping in contact and availability for work 

126133 Exclusion under this framework should be on full pay provided 

the practitioner remains available for work with their employer during their 

normal contracted hours. The practitioner should not undertake any work 

for other organisations, whether paid or voluntary, during the time for 

which they are being paid by the HSC employer. This caveat does not 

refer to time for which they are not being paid by the HSC employer. The 

practitioner may not engage in any medical or dental duties consistent 

within the terms of the exclusion. In case of doubt the advice of the Case 

Manager should be sought. The practitioner should be reminded of these 

contractual obligations but would be given 24 hours notice to return to 

work. In exceptional circumstances the Case Manager may decide that 

payment is not justified because the practitioner is no longer available for 

work (e.g. abroad without agreement). 

127134 The Case Manager should make arrangements to ensure that 

the practitioner may keep in contact with colleagues on professional 

developments, take part in CPD and clinical audit activities with the same 

level of support as other doctors or dentists in their employment. A mentor 

could be appointed for this purpose if a colleague is willing to undertake 

this role. In appropriate circumstances Trusts should offer practitioners a 

referral to the Occupational Health Service. 

Informing other organisations 

128135 Where there is concern that the practitioner may be a danger to 

patients, the employer has an obligation to inform other organisations 

including the private sector, of any restriction on practice or exclusion and 

provide a summary of the reasons. Details of other employers (HSC and 

non-HSC) may be readily available from job plans, but where it is not the 

practitioner should supply them. Failure to do so may result in further 

disciplinary action or referral to the relevant regulatory body, as the 

paramount interest is the safety of patients. Where a HSC employer has 
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WIT-90777

placed restrictions on practice, the practitioner should agree not to 

undertake any work in that area of practice with any other employer13 Ref 

Information Sharing Guidance 

129136 Where the Case Manager has good grounds to believe that the 

practitioner is practicing in other parts of the HSC, or in the private sector 

in breach or defiance of an undertaking not to do so, they should contact 

the professional regulatory body and the CMO of the Department to 

consider the issue of an alert letter. 

130137 No practitioner should be excluded from work other than through 

this new procedure. Informal exclusions, so called ‘gardening leave’ have 

been commonly used in the recent past. No HSC organisation may use 

"gardening leave" as a means of resolving a problem covered by this 

framework. 

Existing suspensions & transitional arrangements 

131138 On implementation of this framework, all informal exclusions 

(e.g. ‘gardening leave’) must be transferred to the new system of exclusion 

and dealt with under the arrangements set out in this framework. 

KEEPING EXCLUSIONS UNDER REVIEW 

Informing the board of the employer 

132139 The Board must be informed about an exclusion at the earliest 

opportunity. The Board has a responsibility to ensure that the 

organisation’s internal procedures are being followed. It should, therefore: 

13 HSC bodies must develop strong co-partnership relations with universities and ensure that jointly 
agreed procedures are in place for dealing with any concerns about practitioners with joint 
appointments. 
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WIT-90778

 receive a monthly statistical summary showing all exclusions with 

their duration and number of times the exclusion had been reviewed 

and extended. A copy must be sent to the Department (Director of 

Human Resources). 

 receive an assurance from the CE and designated board member 

that the agreed mechanisms are being followed. Details of 

individual exclusions should not be discussed at Board level. 
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WIT-90779

Regular review 

133140 The Case Manager must review the exclusion before the end of 

each four week period and report the outcome to the Chief Executive14. 

The exclusion should usually be lifted and the practitioner allowed back to 

work, with or without conditions placed upon their employment, at any time 

providing the original reasons for exclusion no longer apply. The exclusion 

will lapse and the practitioner will be entitled to return to work at the end of 

the four-week period if the exclusion is not actively reviewed. 

134141 The HSC body must take review action before the end of each 

4-week period. The table below outlines the various activities that must be 

undertaken at different stages of exclusion. 

14 It is important to recognise that Board members might be required to sit as members of a future 
disciplinary or appeal panel. Therefore, information to the Board should only be sufficient to enable 
the Board to satisfy itself that the procedures are being followed. Only the designated Board member 
should be involved to any significant degree in each review. Careful consideration must be given as 
to whether the interests of patients, other staff, the practitioner, and/or the needs of the investigative 
process continue to necessitate exclusion and give full consideration to the option of the practitioner 
returning to limited or alternative duties where practicable. 
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WIT-90780

EXCLUSION REVIEWS 

Stage Activity 

First and second 

reviews 

(and reviews after 

the third review) 

Before the end of each exclusion (of up to 4 weeks) 

the Case Manager reviews the position. 

The Case Manager decides on the next steps as 

appropriate. Further renewal may be for up to 4 

weeks at a time. 

Case Manager submits advisory report of outcome to 

CE and Medical Director. 

Each review is a formal matter and must be 

documented as such. 

The practitioner must be sent written notification of 

the outcome of the review on each occasion. 

Third review 

If the practitioner has been excluded for three 

periods: 

A report must be made by the Medical Director to the 

CE: 

outlining the reasons for the continued 

exclusion and why restrictions on practice 

would not be an appropriate alternative; 

and if the investigation has not been completed 
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WIT-90781

a timetable for completion of the investigation. 

The CE must report to the Director of Human 

Resources at the Department, who will involve the 

CMO if appropriate. 

The case must be formally referred back to the NCAS 

explaining: 

why continued exclusion is thought to be 

appropriate; 

what steps are being taken to complete the 

investigation at the earliest opportunity. 

The NCAS will review the case and advise the HSS 

body on the handling of the case until it is concluded. 

6 month review If the exclusion has been extended over 6 months, 

A further position report must be made by the CE to 

the Department indicating: 

the reason for continuing the exclusion; 

anticipated time scale for completing the 

process; 

actual and anticipated costs of the exclusion. 

The Department will consider the report and provide 

advice to the CE if appropriate. 

135142 Normally there should be a maximum limit of 6 months 

exclusion, except for those cases involving criminal investigations of the 

practitioner concerned. The employer and the NCAS should actively 

review those cases at least every six months. 
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WIT-90782

The role of the Department in monitoring exclusions 

136143 When the Department is notified of an exclusion, it should 

confirm with the NCAS that they have been notified. 

137144 When an exclusion decision has been extended twice (third 

review), the CE of the employing organisation (or a nominated officer) 

must inform the Department of what action is proposed to resolve the 

situation. 

RETURN TO WORK 

138145 If it is decided that the exclusion should come to an end, there 

must be formal arrangements for the return to work of the practitioner. It 

must be clear whether clinical and other responsibilities are to remain 

unchanged, what duties and restrictions apply, and any monitoring 

arrangements to ensure patient safety. 
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CONDUCT HEARINGS AND DISCIPLINARY PROCESSES 

139146 When the outcome of an extended investigation shows that 

there is a case of misconduct, this must be put to a conduct panel. 

Misconduct covers both personal and professional misconduct as it can be 

difficult to distinguish between them. The key point is that all misconduct 

where conduct is in question. 

140147 

. 

issues for doctors and dentists (as for all other staff groups) are matters for 

local employers and must be resolved locally. All misconduct issues 

should be dealt with under the employer’s procedures covering other staff 

It should be noted that if a case covers both misconduct and 

clinical performance issues it should usually be addressed through a 

clinical performance procedure (paragraphs 149-204 refer). 

141148 Where the investigation identifies issues of professional 

misconduct, the Case Investigator must obtain appropriate independent 

professional advice. Similarly where a case involving issues of 

professional misconduct proceeds to a hearing under the employer’s 

conduct procedures the panel must include a member who is medically 

qualified (in the case of doctors) or dentally qualified (in the case of 

dentists) and who is not currently employed by the organisation15 

142149 Employers are strongly advised to seek advice from NCAS in 

misconduct cases, particularly in cases of professional misconduct. 

143150 HSC bodies must work in partnership with universities and 

ensure that jointly agreed procedures are in place for dealing with any 

concerns about practitioners with joint appointment contracts. 

15 Employers are advised to discuss the selection of the medical or dental panel member with the appropriate 
local professional representative body eg for doctors in a hospital trust the local negotiating committee 
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CODES OF CONDUCT 

140 Every HSCNI employer will have a Code of Conduct or staff rules, which 

should set out acceptable standards of conduct and behaviour expected of 

all its employees. Breaches of these rules are considered to be 

“misconduct”. Misconduct can cover a very wide range of behaviour and can 

(iv) wilful, careless, inappropriate or unethical behaviour likely to 

dysfunction to the effective running of a service. 

EXAMPLES OF MISCONDUCT 

be classified in 

that contravenes the standard of professional behaviour required of 

refusal to comply with the requirements of the employer where these 

a number of ways, but it will generally fall into one of four 

distinct categories: 

(i) a 

are shown to be reasonable; 

(ii) an infringement of the employer’s disciplinary rules including conduct 

doctors and dentists by their regulatory body16; 

(iii) the commission of criminal offences outside the place of work which 

may, in particular circumstances, amount to misconduct; 

compromise standards of care or patient safety, or create serious 

141 The employer’s Code of Conduct should set out details of some of the acts 

that will result in a serious breach of contractual terms and will constitute 

gross misconduct, and could lead to summary dismissal. The code cannot 

cover every eventuality. Similarly the Labour Relations Agency (LRA) Code 

of Practice provides a non-exhaustive list of examples. Acts of misconduct 

may be simple and readily recognised or more complex and involved. 

Examples may include unreasonable or inappropriate behaviour such as 

verbal or physical bullying, harassment and/or discrimination in the exercise 

16 In case of doctors, Good Medical Practice. In the case of dentists, Maintaining Standards. 

56 

Commented [JL22]: Check reference is up to date 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



   

 

          

     

 

         

           

        

        

         

 

           

           

          

       

        

          

  

 

        

       

 

     

 

      

 

         

           

        

            

        

          

      

   

 

 

         

     

        

           

       

        

        

           

           

         

       

       

          

 

        

     

    

      

         

          

        

           

        

         

      

  

 

WIT-90785

of their duties towards patients, the public or other employees. It could also 

include actions such as deliberate falsification or fraud. 

142 Failure to fulfil contractual obligations may also constitute misconduct. For 

example, regular non-attendance at clinics or ward rounds, or not taking part 

in clinical governance activities may come into this category. Additionally, 

instances of failing to give proper support to other members of staff including 

doctors or dentists in training may be considered in this category. 

143 It is for the employer to decide upon the most appropriate way forward, 

including the need to consult the NCAS and their own sources of expertise 

on employment law. If a practitioner considers that the case has been 

wrongly classified as misconduct, he or she (or his/her representative) is 

entitled to use the employer’s grievance procedure. Alternatively, or in 

addition, he or she may make representations to the designated Board 

member. 

144 In all cases where an allegation of misconduct has been upheld 

consideration must be given to referral to GMC/GDC. 

ALLEGATIONS OF CRIMINAL ACTS 

Action when investigations identify possible criminal acts 

145 Where an employer’s investigation establishes a suspected criminal action in 

the UK or abroad, this must be reported to the police. The Trust 

investigation should only proceed in respect of those aspects of the case 

that are not directly related to the police investigation underway. The 

employer must consult the police to establish whether an investigation into 

any other matters would impede their investigation. In cases of fraud, the 

Counter Fraud & Security Management Service must be contacted.? Check 

accuracy of reference 
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WIT-90787

Cases where criminal charges are brought -

not connected with an investigation by an HSC employer 

146 There are some criminal offences that, if proven, could render a doctor or 

dentist unsuitable for employment. In all cases, employers, having 

considered the facts, will need to determine whether the employee poses a 

risk to patients or colleagues and whether their conduct warrants instigating 

an investigation and the exclusion of the practitioner. The employer will 

have to give serious consideration to whether the employee can continue in 

their current duties once criminal charges have been made. 

147 Bearing in mind the presumption of innocence, the employer must consider 

whether the offence, if proven, is one that makes the doctor or dentist 

unsuitable for their type of work and whether, pending the trial, the employee 

can continue in their present duties, should be allocated to other duties or 

should be excluded from work. This will depend on the nature of the offence 

and advice should be sought from an HR or legal adviser. Employers 

should, as a matter of good practice, explain the reasons for taking such 

action. 

Dropping of charges or no court conviction 

148 If the practitioner is acquitted following legal proceedings, but the employer 

feels there is enough evidence to suggest a potential danger to patients, the 

Trust has a public duty to take action to ensure that the practitioner does not 

pose a risk to patient safety. Where the charges are dropped or the court 

case is withdrawn, there may be grounds to consider allegations which if 

proved would constitute misconduct, bearing in mind that the evidence has 

not been tested in court. It must be made clear to the police that any 

evidence they provide and is used in the Trust’s case will have to be made 

available to the doctor or dentist concerned. 
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WIT-90788

CLINICAL PERFORMANCE PANEL 

INTRODUCTION & GENERAL PRINCIPLES 

149 There will be occasions following an extended investigation where an 

employer considers that there has been a clear failure by an individual to 

60 

deliver an acceptable standard of care, or standard of clinical management, 

through lack of knowledge, ability or consistently poor performance. These 

are described as clinical performance issues. 

150 Concerns about the clinical performance of a doctor or dentist may arise as 

outlined in paragraphs 26-27. Advice from the NCAS will help the employer 

to come to a decision on whether the matter raises questions about the 

practitioner’s performance as an individual (health problems, conduct 

difficulties or poor clinical performance) or whether there are other matters 

that need to be addressed. If the concerns about clinical performance 

cannot be resolved through agreed local processes set out in Section I 

(paragraphs 15 – 17) the matter must be referred to the NCAS before 

consideration by a performance panel (unless the practitioner refuses to 

have his or her case referred). 

151 Matters which may fall under the performance procedures include: 

outdated clinical practice; 

 inappropriate clinical practice arising from a lack of knowledge or skills that 

puts patients at risk; 

 incompetent clinical practice; 

 inappropriate delegation of clinical responsibility; 

 inadequate supervision of delegated clinical tasks; 

 ineffective clinical team working skills. 
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WIT-90789

152 Wherever possible such issues should be dealt with informally, seeking 

support and advice from the NCAS where appropriate. The vast majority of 

cases should be adequately dealt with through a plan of action agreed 

between the practitioner and the employer. 

153 Performance may be affected by ill health. Should health considerations be 

the predominant underlying feature, procedures for handling concerns about 

a practitioner’s health are described in paragraphs 57-60. 

How to proceed where conduct and clinical performance issues are involved 

154 It is inevitable that some cases will involve both conduct and clinical 

performance issues. Such cases can be complex and difficult to manage. If 

a case covers more than one category of problem, it should usually be 

addressed through a clinical performance hearing although there may be 

occasions where it is necessary to pursue a conduct issue separately. It is 

for the employer to decide on the most appropriate way forward having 

consulted with an NCAS adviser and their own source of expertise on 

employment law. 

Duties of employers 

155 The procedures set out below are designed to cover issues where a doctor’s 

or dentist’s standard of clinical performance is in question17. 

156 As set out in paragraphs 207-215, the NCAS can assist the employer to 

develop an action plan designed to enable the practitioner to remedy any 

limitations in performance that have been identified during the assessment. 

The employing body must facilitate the agreed action plan (agreed by the 

17 see paragraphs 5 and 6 in section 6I on arrangements for small organisations 
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WIT-90790

employer and the practitioner). There may be occasions when a case has 

been considered by NCAS, but the advice of its assessment panel is that the 

practitioner’s performance is so fundamentally flawed that no educational 

and/or organisational action plan has a realistic chance of success. In these 

circumstances, the Case Manager must make a decision, based upon the 

completed investigation report and informed by the NCAS advice, whether 

the case should be determined under the clinical performance procedure. If 

so, a panel hearing will be necessary. 

157 If the practitioner does not agree to the case being referred to NCAS, a 

HEARING PROCEDURE 

The pre-hearing process 

panel hearing will normally be necessary. 

158 The following procedure should be followed before the hearing: 

 the Case Manager must notify the practitioner in writing of the decision to 

arrange a clinical performance hearing. This notification should be made 

at least 20 working days before the hearing, and include details of the 

allegations and the arrangements for proceeding including the 

practitioner’s rights to be accompanied, and copies of any documentation 

and/or evidence that will be made available to the panel. This period will 

give the practitioner sufficient notice to allow them to arrange for a 

companion to accompany them to the hearing if they so wish; 

 all parties must exchange any documentation, including witness 

statements, on which they wish to rely in the proceedings no later than 10 

working days before the hearing. In the event of late evidence being 

presented, the employer should consider whether a new date should be 

set for the hearing; 
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WIT-90791

 should either party request a postponement to the hearing, the Case 

Manager should give reasonable consideration to such a request while 

ensuring that any time extensions to the process are kept to a minimum. 

Employers retain the right, after a reasonable period (not normally less 

than 30 working days from the postponement of the hearing), and having 

given the practitioner at least five working days notice, to proceed with the 

hearing in the practitioner’s absence, although the employer should act 

reasonably in deciding to do so; 

 

 

Should the practitioner’s ill health prevent the hearing taking place, the 

employer should implement their usual absence procedures and involve 

the Occupational Health Department as necessary; 

witnesses who have made written statements at the inquiry stage may, but 

will not necessarily, be required to attend the clinical performance hearing. 

Following representations from either side contesting a witness statement 

which is to be relied upon in the hearing, the Chairman should invite the 

witness to attend. The Chairman cannot require anyone other than an 

employee to attend. However, if evidence is contested and the witness is 

unable or unwilling to attend, the panel should reduce the weight given to 

the evidence as there will not be the opportunity to challenge it properly. A 

final list of witnesses to be called must be given to both parties not less 

than two working days in advance of the hearing. 

 If witnesses who are required to attend the hearing, choose to be 

accompanied, the person accompanying them will not be able to 

participate in the hearing. 

The hearing framework 

159 The hearing will normally be chaired by an Executive Director of the Trust. 

The panel should comprise a total of 3 people, normally 2 members of the 

Trust Board, or senior staff appointed by the Board for the purpose of the 

hearing. At least one member of the panel must be an appropriately 
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WIT-90792

experienced medical or dental practitioner who is not employed by the 

Trust.18 No member of the panel or advisers to the panel should have been 

previously involved in the investigation. In the case of clinical academics, 

including joint appointments, a further panel member may be appointed in 

accordance with any protocol agreed between the employer and the 

university. 

160 Arrangements must be made for the panel to be advised by: 

 a senior member of staff from Human Resources; 

 an appropriately experienced clinician from the same or similar clinical 

specialty as the practitioner concerned, but from another HSC employer; 

 a representative of a university if provided for in any protocol agreed 

between the employer and the university. 

161 It is important that the panel is aware of the typical standard of competence 

required of the grade of doctor in question. If for any reason the selected 

clinician is unable to advise on the appropriate level of competence, a doctor 

from another HSC/NHS employer, in the same grade as the practitioner in 

question, should be asked to provide advice. In the case of doctors in 

training the postgraduate dean’s advice should be sought. 

162 It is for the employer to decide on the membership of the panel. A 

practitioner may raise an objection to the choice of any panel member within 

5 working days of notification. The employer should review the situation and 

take reasonable measures to ensure that the membership of the panel is 

acceptable to the practitioner. It may be necessary to postpone the hearing 

while this matter is resolved. The employer must provide the practitioner 

with the reasons for reaching its decision in writing before the hearing can 

take place. 

18 Employers are advised to discuss the selection of the medical or dental panel member with the appropriate 
local professional representative body eg for doctors in a hospital trust the local negotiating committee. 
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WIT-90793

Representation at clinical performance hearings 

163 The hearing is not a court of law. Whilst the practitioner should be given 

every reasonable opportunity to present his or her case, the hearing should 

not be conducted in a legalistic or excessively formal manner. 

164 The practitioner may be represented in the process by a companion who 

may be another employee of the HSC body: an official or lay representative 

of the BMA, BDA, defence organisation or work or professional colleague. 

Such a representative may be legally qualified but they will not, however, be 

representing the practitioner formally in a legal capacity. The representative 

will be entitled to present a case on behalf of the practitioner, address the 

panel and question the management case and any witness evidence. 

Conduct of the clinical performance hearing 

165 The hearing should be conducted as follows: 

 the panel and its advisers, the practitioner, his or her representative and 

the Case Manager will be present at all times during the hearing. 

Witnesses will be admitted only to give their evidence and answer 

questions and will then retire; 

 the Chairman of the panel will be responsible for the proper conduct of the 

proceedings. The Chairman should introduce all persons present and 

announce which witnesses are available to attend the hearing; 

 the procedure for dealing with any witnesses attending the hearing shall 

be the same and shall reflect the following: 

 the witness to confirm any written statement and give any supplementary 

evidence; 

 the side calling the witness can question the witness; 

 the other side can then question the witness; 

 the panel may question the witness; 
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WIT-90794

 the side which called the witness may seek to clarify any points which 

have arisen during questioning but may not at this point raise new 

evidence. 

166 The order of presentation shall be: 

 the Case Manager presents the management case, calling any witnesses. 

The procedure set out above for dealing with witnesses shall be followed 

for each witness in turn. Each witness shall be allowed to leave when the 

procedure is completed; 

 the Chairman shall invite the Case Manager to clarify any matters arising 

from the management case on which the panel requires further 

clarification; 

 the practitioner and/or their representative shall present the practitioner’s 

case, calling any witnesses. The procedure set out above for dealing with 

witnesses shall be followed for each witness in turn. Each witness shall be 

allowed to leave when the procedure is completed; 

 the Chairman shall invite the practitioner and/or representative to clarify 

any matters arising from the practitioner’s case on which the panel 

requires further clarification; 

 the Chairman shall invite the Case Manager to make a brief closing 

statement summarising the key points of the case; 

 the Chairman shall invite the practitioner and/or representative to make a 

brief closing statement summarising the key points of the practitioner’s 

case. Where appropriate this statement may also introduce any grounds 

for mitigation; 

 the panel shall then retire to consider its decision. 

Decisions 

167 The panel will have the power to make a range of decisions including the 

following: 

Possible decisions made by the clinical performance panel: 

66 

Received from SHSCT on 22/11/2022. Annotated by the Urology Services Inquiry.



   

 

          

    

 

           

   

 

      

      

      

  

       

        

 

          

 

 

            

         

        

     

    

 

          

      

 

           

       

           

     

 

           

       

     

 

         

    

          

   

      

      

      

  

 

       

        

          

            

         

        

     

    

         

      

           

       

          

     

           

      

    

 

WIT-90795

a. a finding that the allegations are unfounded and practitioner exonerated. 

Finding placed on the practitioner’s record; 

b. a finding of unsatisfactory clinical performance. All such findings require a 

written statement detailing: 

 the clinical performance problem(s) identified; 

 the improvement that is required; 

may: 

 the timescale for achieving this improvement; 

 a review date; 

 measures of support the employer will provide; and 

 the consequences of the practitioner not meeting these requirements. 

168 In addition, dependent on the extent or severity of the problem, the panel 

 issue a written warning or final written warning that there must be an 

improvement in clinical performance within a specified time scale together 

with the duration that these warnings will be considered for disciplinary 

purposes (up to a maximum of two years depending on severity); 

 decide on termination of contract. 

169 In all cases where there is a finding of unsatisfactory clinical performance, 

consideration must be given to referral to the GMC/GDC. 

170 It is also reasonable for the panel to make comments and recommendations 

on issues other than the competence of the practitioner, where these issues 

are relevant to the case. The panel may wish to comment on the systems 

and procedures operated by the employer. 

171 A record of all findings, decisions and written warnings should be kept on the 

practitioner’s personnel file. Written warnings should be disregarded for 

disciplinary purposes following the specified period. 
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172 The decision of the panel should be communicated to the parties as soon as 

possible and normally within 5 working days of the hearing. Given the 

possible complexities of the issues under deliberation and the need for 

detailed consideration, the parties should not necessarily expect a decision 

on the day of the hearing. 

173 The decision must be confirmed in writing to the practitioner within 10 

working days. 

to the GMC/GDC or any other external/professional body. 

This notification must include reasons for the decision, 

clarification of the practitioner’s right of appeal (specifying to whom the 

appeal should be addressed) and notification of any intent to make a referral 
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WIT-90797

APPEALS PROCEDURES IN CLINICAL PERFORMANCE CASES 

174 Given the significance of the decision of a clinical performance panel to warn 

or dismiss a practitioner, it is important that a robust appeal procedure is in 

place. Every Trust must therefore establish an internal appeal process. 

175 The appeals procedure provides a mechanism for practitioners who disagree 

 

 

to base the decision; 

with the outcome of a decision to have an opportunity for the case to be 

reviewed. The appeal panel will need to establish whether the Trust’s 

procedures have been adhered to and that the panel, in arriving at their 

decision, acted fairly and reasonably based on: 

a fair and thorough investigation of the issue; 

sufficient evidence arising from the investigation or assessment on which 

 whether in the circumstances the decision was fair and reasonable, and 

commensurate with the evidence heard. 

176 It can also hear new evidence submitted by the practitioner and consider 

whether it might have significantly altered the decision of the original 

hearing. The appeal panel, however, should not re-hear the entire case but 

may direct that the case is re-heard if it considers it appropriate (see 

paragraph 177 below). 

177 A dismissed practitioner will, in all cases, be potentially able to take their 

case to an Industrial Tribunal where the fairness of the Trust’s actions will be 

tested. 

The appeal process 

178 The predominant purpose of the appeal is to ensure that a fair hearing was 

given to the original case and a fair and reasonable decision reached by the 

hearing panel. The appeal panel has the power to confirm or vary the 

decision made at the clinical performance hearing, or order that the case is 
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WIT-90798

re-heard. Where it is clear in the course of the appeal hearing that the 

proper procedures have not been followed and the appeal panel determines 

that the case needs to be fully re-heard, the Chairman of the panel shall 

have the power to instruct a new clinical performance hearing. 

179 Where the appeal is against dismissal, the practitioner should not be paid, 

from the date of termination of employment. Should the appeal be upheld, 

the date of termination of employment. 

The appeal panel 

the practitioner should be reinstated and must be paid backdated to the date 

of termination of employment. Where the decision is to re-hear the case, the 

practitioner should also be reinstated, subject to any conditions or 

restrictions in place at the time of the original hearing, and paid backdated to 

180 The panel should consist of three members. The members of the appeal 

panel must not have had any previous direct involvement in the matters that 

are the subject of the appeal, for example they must not have acted as the 

designated board member. These members will be: 

 an independent member (trained in legal aspects of appeals) from an 

approved pool.19 This person is designated Chairman; 

 the Chairman (or other non-executive director) of the employing 

organisation who must have the appropriate training for hearing an appeal; 

 a medically qualified member (or dentally qualified if appropriate) who is 

not employed by the Trust20 who must also have the appropriate training 

for hearing an appeal. 

19 See Annex A. 
20 Employers are advised to discuss the selection of the medical or dental panel member with the local 
professional representative body eg in a hospital trust the local negotiating committee. 
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WIT-90799

181 In the case of clinical academics, including joint appointments, a further 

panel member may be appointed in accordance with any protocol agreed 

between the employer and the university 

182 The panel should call on others to provide specialist advice. This should 

normally include: 

 a consultant from the same specialty or subspecialty as the appellant, but 

from another HSC/NHS employer21; 

 a senior Human Resources specialist. 

183 It is important that the panel is aware of the typical standard of competence 

required of the grade of doctor in question. If for any reason the selected 

clinician is unable to advise on the appropriate level of competence, a doctor 

from another HPSS employer in the same grade as the practitioner in 

question should be asked to provide advice. Where the case involves a 

doctor in training, the postgraduate dean should be consulted. 

184 The Trust should convene the panel and notify the appellant as soon as 

possible and in any event within the recommended timetable in paragraph 

29. Every effort should be made to ensure that the panel members are 

acceptable to the appellant. Where in rare cases agreement cannot be 

reached upon the constitution of the panel, the appellant’s objections should 

be noted carefully. Trusts are reminded of the need to act reasonably at all 

stages of the process. 

185 It is in the interests of all concerned that appeals are heard speedily and as 

soon as possible after the original performance hearing. The following 

timetable should apply in all cases: 

21 Where the case involves a dentist this may be a consultant or an appropriate senior practitioner. 
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WIT-90800

 appeal by written statement to be submitted to the designated appeal point 

(normally the Director of HR) within 25 working days of the date of the 

written confirmation of the original decision; 

 hearing to take place within 25 working days of date of lodging appeal; 

 decision reported to the appellant and the Trust within 5 working days of 

the conclusion of the hearing. 

186 The timetable should be agreed between the Trust and the appellant and 

thereafter varied only by mutual agreement. The Case Manager should be 

informed and is responsible for ensuring that extensions are absolutely 

necessary and kept to a minimum. 

Powers of the appeal panel 

187 The appeal panel has the right to call witnesses of its own volition, but must 

notify both parties at least 10 working days in advance of the hearing and 

provide them with a written statement from any such witness at the same 

time. 

188 Exceptionally, where during the course of the hearing the appeal panel 

determines that it needs to hear the evidence of a witness not called by 

either party, then it shall have the power to adjourn the hearing to allow for a 

written statement to be obtained from the witness and made available to 

both parties before the hearing reassembles. 

189 If, during the course of the hearing, the appeal panel determines that new 

evidence needs to be presented, it should consider whether an adjournment 

is appropriate. Much will depend on the weight of the new evidence and its 

relevance. The appeal panel has the power to determine whether to 

consider the new evidence as relevant to the appeal, or whether the case 

should be re-heard, on the basis of the new evidence, by a clinical 

performance hearing panel. 
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WIT-90801

Conduct of appeal hearing 

190 All parties should have all documents, including witness statements, from the 

previous performance hearing together with any new evidence. 

191 The practitioner may be represented in the process by a companion who 

may be another employee of the HSS body; an official or lay representative 

of the BMA, BDA, defence organisation, or work or professional colleague. 

Such a representative may be legally qualified but they will not, however, be 

representing the practitioner formally in a legal capacity. The representative 

will be entitled to present a case on behalf of the practitioner, address the 

panel and question the management case and any written evidence. 

192 Both parties will present full statements of fact to the appeal panel and will 

be subject to questioning by either party, as well as the panel. When all the 

evidence has been presented, both parties shall briefly sum up. At this 

stage, no new information can be introduced. The appellant (or his/her 

companion) can at this stage make a statement in mitigation. 

193 The panel, after receiving the views of both parties, shall consider and make 

its decision in private. 

Decision 

194 The decision of the appeal panel shall be made in writing to the appellant 

and shall be copied to the Trust’s Case Manager such that it is received 

within 5 working days of the conclusion of the hearing. The decision of the 

appeal panel is final and binding. There shall be no correspondence on the 

decision of the panel, except and unless clarification is required on what has 

been decided (but not on the merits of the case), in which case it should be 

sought in writing from the Chairman of the appeal panel. 
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WIT-90802

Action following hearing 

195 Records must be kept, including a report detailing the performance issues, 

the practitioner’s defence or mitigation, the action taken and the reasons for 

it. These records must be kept confidential and retained in accordance with 

the clinical performance procedure and the Data Protection Act 1998. These 

records need to be made available to those with a legitimate call upon them, 

such as the practitioner, the Regulatory Body, or in response to a Direction 

from an Industrial Tribunal. 
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WIT-90803

APPEAL PANELS IN CLINICAL PERFORMANCE CASES update section 

196 The framework provides for the appeal panel to be chaired by an 

independent member from an approved pool trained in legal aspects of 

appeals. 

197 It has been agreed that it would be preferable to continue to appoint appeal 

panel chairmen through a separately held Northern Ireland wide list rather 

than through local selection. The benefits include: 

 the ability to secure consistency of approach through national appointment, 

selection and training of panel chairmen; and 

 the ability to monitor performance and assure the quality of panellists. 

198 The following provides an outline of how it is envisaged the process will 

work. 

Creating and administering the list 

199 The responsibility for recruitment and selection of panel chairs to the list will 

lie with the Department, who will be responsible for administration of the list 

200 Recruitment to the list will be in accordance with published selection criteria 

drawn up in consultation with stakeholders, including the BMA, BDA, 

defence organisations, and the NCAS. These stakeholders will also assist in 

drawing up the selection criteria and in seeking nominations to serve. 

201 The Department of Health Social Services and Public Safety, in consultation 

with employers, the BDA and the BMA will provide a job description, based 

on the Competence Framework for Chairmen and Members of Tribunals, 

drawn up by the Judicial Studies Board. The framework, which can be 

adapted to suit particular circumstances sets out six headline competencies 
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WIT-90804

featuring the core elements of law and procedure, equal treatment, 

communication, conduct of hearing, evidence and decision making. 

Selection will be based on the extent to which candidates meet the 

competencies. 

202 Panel members will be subject to appraisal against the core competencies 

and feedback on performance provided by participants in the hearing. This 

feedback will be taken into account when reviewing the position of the panel 

member on the list. 

203 The level of fees payable to panel members will be set by the Department 

and paid locally by the employer responsible for establishing the panel. 

204 List members will be expected to take part in and contribute to local training 

events from time to time. For example, training based on generic tribunal 

skills along the lines of the Judicial Studies Board competencies and /or 

seminars designed to provide background on the specific context of HSC 

disciplinary procedures. 

REFERRAL TO PROFESSIONAL REGULATOR 

205 During the processes described in this framework, reference is made at key 

stages at which referral to the practitioner’s professional regulator should be 

considered. These include: 

 When a finding of misconduct has been upheld 

 When a finding of unsatisfactory clinical performance has been reached. 

206 Threshold criteria for referral under fitness to practice proceedings are 

referenced in paragraph 17 of this framework. 
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WIT-90805

REFERRAL TO THE NCAS 

207 The NCAS is a division of the NHS Patient Safety Agency and was 

established to assist healthcare managers and practitioners to understand, 

manage and prevent performance concerns. 

208 At any stage in the handling of a case consideration should be given to the 

 

 

 

 

assessment. 

involvement of the NCAS. The NCAS has developed a staged approach to 

the services it provides HSC Trusts and practitioners. This includes: 

immediate telephone advice, available 24 hours; 

advice, then detailed supported local case management; 

advice, then detailed NCAS performance assessment; 

support with implementation of recommendations arising from 

209 Employers or practitioners are at liberty to make use of the services of the 

NCAS at any point they see fit. However, where an employing body is 

considering exclusion or restriction from practice the NCAS must be notified, 

so that alternatives to exclusion can be considered. Procedures for 

immediate and formal exclusion are covered respectively in paragraphs 77-

84 and 109-130 of this framework. 

210 The first stage of the NCAS’s involvement in a case is exploratory – an 

opportunity for local managers or practitioners to discuss the problem with 

an impartial outsider, to look afresh at a problem, and possibly recognise the 

problem as being more to do with organisational systems than a 

practitioner’s performance, or see a wider problem needing the involvement 

of an outside body other than the NCAS. 

211 The focus of the NCAS’s work on assessment is likely to involve 

performance difficulties which are serious and/or repetitive. That means: 
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WIT-90806

 clinical performance falling well short of recognised standards and 

clinical practice which, if repeated, would put patients seriously at risk; 

 alternatively, or additionally, issues which are ongoing or recurrent. 

212 A practitioner undergoing assessment by the NCAS must co-operate with 

any request from the NCAS to give an undertaking not to practice in the HSC 

or private sector other than their main place of HSC employment until the 

See also 

NCAS assessment is complete. The NCAS has issued guidance on its 

processes, and how to make such referrals in its Handbook. 22. 

circular HSS (TC8) 5/04. 

213 Failure on the part of either the clinician or the employer to co-operate with a 

referral to the NCAS may be seen as evidence of a lack of willingness to 

resolve performance difficulties. If the practitioner chooses not to co-operate 

with such a referral, and an underlying health problem is not the reason, 

disciplinary action may be needed. 

214 The local action plan should be agreed by both the practitioner and a senior 

clinician in the organisation. A timescale should be defined for review and 

completion of the objectives of the action plan and progress documented. 

215 Successful completion of the action plan should be documented and this 

information retained in the practitioner’s personnel file 
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WIT-90807

FORMAL PROCESS 

CE appoints Case Manager, 

Board Member 

Review Progress 
Consult Dir HR 

Involve Dean if doctor in training; 
Involve senior clinician, if appropriate; 
Seek independent advice, if required 

Inform Board 

Case Investigator, 
Board member 

Case Manager 

Case Investigator 
Gathers information 

(within 4 weeks) 

Report to Case Manager 
(within a further 5 days) 

Give Practitioner 
opportunity to comment 

Advice from NCAS 
Inform Practitioner 

Consult Dir HR 

Clinical 
No Further Conduct Restrict or

OHS Performance GMC/GDC NCAS 
Action Panel Exclude 

Panel 
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WIT-90808

HANDLING OF ILLNESS ARISING DURING EXTENDED 

INVESTIGAT 

ION 

151 If an excluded employee or an employee facing any process in 

Stage 2 of this framework becomes ill, they should be subject to the 

employer’s usual sickness absence procedures. The sickness 

Should the employment be terminated as a result of ill health, the 

form a judgement as to whether the allegations are upheld. 

absence 

expected duration of the illness and any consequences the illness 

procedures can take place alongside these processes and 

the employer should take reasonable steps to give the employee 

time to recover and attend any hearing. 

152 Where the employee's illness exceeds 4 weeks, they must be 

referred to the OHS. The OHS will advise the employer on the 

may have for the process. OHS will also be able to advise on the 

employee's capacity for future work, as a result of which the 

employer may wish to consider retirement on health grounds. 

investigation should still be taken to a conclusion and the employer 

153 If, in exceptional circumstances, a hearing proceeds in the 

absence of the practitioner, for reasons of ill-health, the practitioner 

should have the opportunity to provide written submissions and/or 

have a representative attend in his absence. 

Formatted: Bullets and Numbering 

Formatted: Bullets and Numbering 

Formatted: Bullets and Numbering 
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Appendix 1 – Glossary 
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WIT-90810
Parks, Zoe 

> 
15 March 2018 13:52 
Parks, Zoe; 'Hynes, Liz' ( ) Personal Information redacted by the USI

From: Toal, Vivienne < 
Sent: 
To: 
Cc: Walker, Helen; Hynds, Siobhan; Mallagh-Cassells, Heather 
Subject: Re: Review of Maintaining High Professional Standards Policy. 

Personal Information redacted by the USI

Liz 

Can I also add to this that I have some difficulty with the role of the NED in MHPS cases - the document is 
not clear and at times we have got completely muddled as to what their role actually is and how far they can 
go when contacted by a doctor going through a process. I think this needs explored as part of any review.   

Vivienne 

Sent from my Samsung Galaxy smartphone. 

-------- Original message --------
From: "Parks, Zoe" < 
Date: 15/03/2018 13:24 (GMT+00:00) 
To:  ( 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

 "'Hynes, Liz' )" > 
Cc: "Walker, Helen" >, "Toal, Vivienne" 

>, "Hynds, Siobhan" >, 
"Mallagh-Cassells, Heather" > 
Subject: Review of Maintaining High Professional Standards Policy. 

Liz, 

Please find attached some comments from the Southern Trust. Please do not hesitate to 
contact me if you have any queries. 

Many thanks 

Zoë 

Zoe Parks 
Head of Medical Staffing HROD 
Southern Health & Social Care Trust 

> Personal Information redacted by the USI

 
Personal Information redacted by the USI

My working days are Tuesday-Friday 


Personal Information redacted by the USI

Personal Information redacted by the 
USI

 (Internal:
Personal 

Information 
redacted by the 

USI

 – prefix by 
Personal 

Information 
redacted by 

the USI

if dialling from legacy telephone) 
Blackberry 

You can follow us on: 
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WIT-90811
From: Ferguson, Katherine [mailto ] Personal Information redacted by the USI

Sent: 08 March 2018 13:31 
To: jacqui.kennedy 

Personal Information redacted by the USI ; Toal, Vivienne; Weir, Myra; 'McConnell Ann'; NIAS - Michelle Lemon; 
Paula Smyth 

Secretary; Hana Russell; Dawson, Andrew; Bailie, Marc; Hynes, Liz; Wallace, Doreen 
Subject: Review of Maintaining High Professional Standards Policy. 

Cc: angela.muldoon ; Mallagh-Cassells, Heather; PA to Eamon Molloy; Lorimer, Joelle; HR 
Personal Information redacted by the USI

All 

Following discussions at the last HRD Forum on the 12th February, the Department agreed to write 
to HSC Trusts to seek their comments and views on the issues and barriers arising from the 
above policy document. 

I would be grateful of you could send these to me ( 
Personal Information redacted by the USI

) for collation prior 
to the details being forwarded to the CMO’s office for consideration by CoP Friday 16th March. 

Kind regards 

Liz 

Liz Hynes 
HR Business Partner (Medical and Dental) 
Pay and Employment Unit, Workforce Policy Directorate, Department of Health 
and The Board Liaison Group, (BLG), HSC Board 
Tel: 
email: 
email 
Mobile: 

Personal Information redacted by 
the USI

Personal Information redacted by the USI

Personal Information redacted by 
the USI

Personal Information redacted by the USI

Please note that I usually work for the DoH Monday - Thursday 
and BLG on Fridays. 
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WIT-90812

Maintaining High Professional Standards 

Comments from Southern Health & Social Care 

Having had experience of working with the MHPS Framework the Southern Trust 
would be keen for the following comments to be considered as part of the review. 

 Ability to take quick, effective action 
It seems a reasonable expectation that Trusts should be able to take quick effective 
action where there are serious concerns about the misconduct or capability of medical 
staff. However the nature and complexity of the existing MHPS framework make this 
extremely difficult. One would expect a “framework” document to be a high level list 
of principles to guide local policies. However the fact that MHPS is almost 50 pages 
long makes the document far too prescriptive to act as a framework. In reality it often 
leads to many legal challenges and consequently cases derailed meaning they can 
sometimes take years to conclude. Trusts can also often fall foul of the procedures 
due to the many complexities contained regarding what needs to be done when, by 
whom - all within very tight deadlines. 

The ability of the Trust to take certain decisions is also very limited in some cases. 
For example it is impossible to take a doctor to a clinical performance hearing unless 
is if first considered by NCAS and they (normally after having completed a lengthy 
NCAS assessment) have determined that the doctors performance is “so 
fundamentally flawed that no educational and/or organisation action plan has a 
realistic chance of success”. We have had experience of a doctor who clearly fell into 
this category and was subsequently dismissed from their post – however the case 
took us years to complete. 

The ability to deal fairly but quickly and effectively with a clear case of an 
underperforming doctor is thus severely hampered by this requirement – particularly 
when issues arise early in employment given probationary periods are not a common 
feature in medical/dental contracts. MHPS also includes a recommendation of dealing 
with mixed conduct and capability issues via the capability route. This is not always 
helpful as we feel strongly that misconduct is clearly best dealt with through a 
misconduct route. 

 Achievable Timescales 
Despite extensive procedural requirements, MHPS sets timescales that Trusts can 
very rarely comply with. Timescales are dotted throughout the document in the context 
of investigations, exclusions and panels which require line by line attention and often 
are totally unachievable. This is also problematic when it is set within the context of 
the enormous list of senior officers required to participate, particularly on capability 
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WIT-90813

and appeal panels with multiple external members required. The inclusion of legal 
representation throughout the process is also out-with what is afforded to all other 
NHS employees. Again the entitlement to professional legal representation throughout 
leads to many cases being delayed and disrupted by solicitor letters and legal 
argument. 

It is important that Trusts can take quick, effective and appropriate action when there 
are serious concerns about a doctors’ performance or conduct. Confidence and trust 
in the capability and conduct of our medical staff must be at the heart of everything 
that we do. The recent findings of Mr Justice O’Hara’s report only serve to emphasise 
this. MHPS therefore needs to be reviewed urgently to ensure this remains an absolute 
priority and the aim should be for a procedure that is succinct, easy to interpret and 
proportionate to encourage frequent use for quick, early corrective or conclusive 
action. The Southern Trust has developed their own internal document to clarify and 
promote the informal stage – which is appended to this document for your information. 
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Personal Information redacted by the USI

Personal Information redacted by the USI

Parks, Zoe 

WIT-90814

From: Parks, Zoe < 
Sent: 
To: 

> 
15 March 2018 13:25 
'Hynes, Liz' ( ) 
Walker, Helen; Toal, Vivienne; Hynds, Siobhan; Mallagh-Cassells, Heather 

Personal Information redacted by the USI

Cc: 
Subject: Review of Maintaining High Professional Standards Policy. 
Attachments: Maintaining High Professional Standards in the Modern HPSS.DOC; SHSCT - Review 

of MHPS Comments 15.3.18.docx; DRAFT SHSCT - Trust Guideline for Handling 
Concerns about Doctors Denti....doc 

Liz, 

Please find attached some comments from the Southern Trust. Please do not hesitate to 
contact me if you have any queries. 

Many thanks 

Zoë 

Zoe Parks 
Head of Medical Staffing HROD 
Southern Health & Social Care Trust 
 

Personal Information redacted by the USI

My working days are Tuesday-Friday 


Personal Information redacted by the USI

Personal Information redacted by the 
USI

 (Internal:
Personal 

Information 
redacted by the 

USI

 – prefix by 
Personal 

Information 
redacted by 

the USI

if dialling from legacy telephone) 
Blackberry 

You can follow us on: 

From: Ferguson, Katherine [mailto: ] 
Sent: 08 March 2018 13:31 
To: jacqui.kennedy ; Toal, Vivienne; Weir, Myra; 'McConnell Ann'; NIAS - Michelle Lemon; 
Paula Smyth 
Cc: angela.muldoon ; Mallagh-Cassells, Heather; PA to Eamon Molloy; Lorimer, Joelle; HR 
Secretary; Hana Russell; Dawson, Andrew; Bailie, Marc; Hynes, Liz; Wallace, Doreen 
Subject: Review of Maintaining High Professional Standards Policy. 

Personal Information redacted by the USI

Personal Information redacted by the USI

Personal Information redacted by the USI

All 

Following discussions at the last HRD Forum on the 12th February, the Department agreed to write 
to HSC Trusts to seek their comments and views on the issues and barriers arising from the 
above policy document. 

I would be grateful of you could send these to me ( ) for collation prior 
March. 

Kind regards 

to the details being forwarded to the CMO’s office for consideration by CoP Friday 16th 
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WIT-90815

Liz 

Liz Hynes 
HR Business Partner (Medical and Dental) 
Pay and Employment Unit, Workforce Policy Directorate, Department of Health 
and The Board Liaison Group, (BLG), HSC Board 
Tel: 
email: 
email: 
Mobile: 

Personal Information redacted by 
the USI

Personal Information redacted by the USI

Personal Information redacted by the USI

Personal Information redacted by 
the USI

Please note that I usually work for the DoH Monday - Thursday 
and BLG on Fridays. 
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WIT-90816
Parks, Zoe 

> 
15 November 2011 11:56 

From: Donaghy, Kieran < 
Sent: 
To: Parks, Zoe; Toal, Vivienne 
Subject: FW: Revision of MHPS 
Attachments: Revision of MHPS (v4) with changes made 131111.DOC; CiC_Glossary_MHPS.DOC 

Personal Information redacted by the USI

Importance: High 
Sensitivity: Confidential 

Zoe/Vivienne any comments you would wish to make? 

Kieran 

-----Original Message-----
From: Lindsay, Jane [mailto: Personal Information redacted by the USI ] 
Sent: 15 November 2011 10:43 
To: Kilgallen, Anne; Roberts, Margot; Mervyn Barkley; O'Carolan, Donncha; Reid, Simon; Donaghy, Kieran 
Cc: Beck, Lorraine; Dardis, Pauline; Davey, Noreen; Armstrong, Andrea; Hutchison, Ruth 
Subject: Revision of MHPS 
Importance: High 
Sensitivity: Confidential 

Colleagues, 

Re: Revision of Maintaining High Professional Standards Working Group, Friday 18th November,11:00,C5.17( Dr Woods' 
Office), Castle Buildings. 

I have attached the current revision of MHPS for your consideration ahead of our meeting on Friday. You will note that this is 
very much a working draft and we look forward to hearing your feedback and suggestions. Also attached is a Glossary that will 
be developed as the revision progresses. 

Our key aims in developing the framework are: 

* Incorporate the learning from those who have used the processes and guidance in HSC organisations 
* Develop the guidance element of the framework to ensure it is fit for purpose, clear to follow and compliments existing 
organisational policies 
* Highlight the need to ensure robust recording when addressing concerns including decision made and how they were 
reached 
* Stress the importance of reviewing investigations at key intervals 
* Ensuring that measures required to protect patients and the public are considered at the commencement and throughout an 
investigation, and reviewed to ensure they still address identified risks. 

We have been considering a the range of resources provided by the Labour Relations Agency in work undertaken to date that 
provide succinct guidance in relation to Conducting Employment Investigations, Handling Discipline and Grievances at Work 
and Advice on Managing Poor Performance. These documents are available on the LRA website should you wish to review prior 
to our meeting (link below) http://www.lra.org.uk/index/agency_publications-2/advice_and_guidance_on_employment_matters-
3/advisory_guides2.htm. 

I have received apologies for this meeting from Donnacha O'Carolon and Kieran Donaghay,both very welcome to provide 
comments to me by email and I will ensure these are considered at Friday's meeting. 

Kind Regards 

Jane 

Jane Lindsay 
Project Manager-Confidence in Care 
DHSSPS, 
C3.20,Castle Buildings 
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https://November,11:00,C5.17


  
 

  

  
 

  

 

Stormont Estate 
Belfast BT4 3SQ 
Personal Information redacted 

by the USI  Mobile 

WIT-90817
Personal Information redacted 

by the USI
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	Structure Bookmarks
	Parks, Zoe 
	Dear All, 
	Please see attached Agenda and papers for the which is scheduled to take place on: 
	Date: Wednesday 2 May Time: 4.30pm-6pm Venue: Meeting Room, THQ - VC to Tutorial Room, DHH 
	*As a reminder, please see below - dates for meetings for the remainder of the year : (times all remain the same 4.30pm – 6pm) 
	13 June 2018 Meeting Room, THQ with VC to Tutorial Room, DHH 
	25 July 2018 Meeting Room, THQ with VC to Tutorial Room, DHH 
	5 September 2018 Meeting Room, THQ with VC to Tutorial Room, DHH 
	24 October 2018 Meeting Room, THQ with VC to Tutorial Room, DHH 
	5 December 2018 Meeting Room, THQ with VC to Tutorial Room, DHH 
	Kind Regards, 
	Ruth 
	Ruth Montgomery 
	Administrative Officer – Medical Director’s Office, Southern Health & Social Care Trust 1 Floor, Trust Headquarters, CAH 
	1 
	My hours of work are :  8.30am – 4.30pm, Monday, Wednesday, Thursday & Friday 8.30am – 3pm Tuesday 
	 – External - / Internal ext: 
	2 
	Workforce Planning Steering Group 
	Southern Health and Social Care Trust 
	The key purpose of the Workforce Steering Group will initially focus on supporting the Chief Executive and the Medical Director to improve the completion of consultant job planning in all specialties across the Southern Trust for 2009/10. 
	There is a need for the Trust to have detailed and transparent job plans for all consultants which match consultant time to best meet the identified needs and demands of the service. The group will also be responsible for maintaining a strategic overview of the consultant job planning progress. 
	The remit of the group will be: 
	PROJECT STEERING GROUP 
	This group will be chaired by: Mrs M McAlinden, Acting Chief Executive 
	Suggested Steering Group members: 
	This group will represent the support team for Associate Medical Directors / Clinical Directors for consultant job planning. There should be a dedicated team of people for each specialty/Programme of Care. The “core team” will include the following: 
	For each specialty: 
	These teams should meet at least monthly (more frequently as required) to support the AMD/CD to ensure job planning driven forward in accordance with the “Local Trust Framework on Job Planning for Medical Managers”. 
	40 35 30 25 20 15 10 5 0 
	Una Marie Bradley 
	Art Henry O'Hagan 
	Arun Subramanian 
	Christopher Clarke 
	Janet Acheson 
	Anna McGovern 
	Adrian K Neill 
	Devendra Kumar 
	James Hughes 
	Sarinda Millar 
	Andrew Knox 
	Philip Quinn 
	David JohnMcEneaney 
	Brian James Donnelly 
	Erskine Holmes 
	Muhammad Yousuf 
	Clare Emma McGalie 
	Full time 26 Sep 18 03 May 19 1 Apr 2019 X 
	Full time 05 Apr 18 23 May 19 1 Apr 2019 
	X 
	Full time 24 Oct 18 01 Apr 19 1 Apr 2019 
	X 
	4 of 5 (80%) 2 0 3
	0 0 
	Progress Report 
	SubTotal 14 of 14 (100%) 4 0 2 0 2 6 
	Full time 07 Nov 18 30 Apr 19 3 Jun 2019 X 
	Full time 05 Jul 18 19 Sep 18 1 Apr 2019 X 
	Full time 27 Feb 15 22 May 19 1 Apr 2019 X 
	Full time 21 Nov 18 14 May 19 1 Apr 2019 X 
	Full time 20 Nov 18 22 May 19 1 Apr 2019 X 
	Full time 05 Jul 18 02 Jul 18 1 Apr 2019 X 
	Full time 07 Nov 18 02 Oct 18 1 Apr 2019 X 
	Part time 07 Nov 18 21 Feb 19 1 Apr 2019 X 
	Full time 16 Jan 19 15 Jan 19 10 Jan 2019 X 
	Full time 20 Nov 18 22 Jan 19 1 Jan 2019 X 
	Full time 06 Mar 18 10 Apr 18 1 Apr 2019 X 
	Full time 21 Nov 18 1 Mar 2018 X 
	Full time 20 Nov 18 11 Mar 19 1 Apr 2019 X 
	Full time 07 Nov 18 25 Mar 19 1 Apr 2019 X 
	Full time 12 Feb 19 1 Feb 2019 X 
	Full time 05 Jul 18 30 Jun 18 1 Apr 2019 X 
	Full time 05 Jul 18 11 Mar 19 15 Apr 2019 X 
	Full time 29 Jan 19 07 Feb 19 1 Jan 2019 X 
	Part time 04 Dec 18 1 Apr 2019 X 
	19 of 19 (100%) 14 1 2 0 0 2 SubTotal SubTotal 
	Awaiting 1st Full/Part Last sign-off Job Plan Start Awaiting 1st Sign Awaiting 2nd Awaiting 3rd 
	Last Logged In Discussion Sign Off By Signed Off Time date Date Off By Consultant Sign Off Sign Off 
	Manager 
	3 of 3 (100%) 2 0 1 0 0 0 Full time 13 May 19 03 Apr 19 1 Apr 2019 X Part time 13 May 19 06 Mar 19 1 Apr 2019 X Full time 16 Jan 19 22 Mar 19 1 Apr 2019 X Full time 20 Nov 18 29 Apr 19 1 Apr 2019 X Full time 05 Jul 18 07 May 19 7 May 2019 X Part time 16 Jan 19 30 Apr 19 1 Jan 2019 X Part time 10 Apr 19 1 Mar 2019 X Full time 13 May 19 16 May 19 1 Apr 2019 X 
	8 of 8 (100%) 1 0 1 0 1 5 
	2 of 2 (100%) 1 0 0 0 0 1 
	Progress Report 
	Full time 09 Nov 18 11 Feb 19 1 Nov 2018 X 
	Full time 17 Oct 18 17 Oct 18 1 Apr 2019 X 
	Full time 29 Apr 19 12 May 19 1 Mar 2017 
	Full time 09 Nov 18 01 Nov 18 1 Apr 2019 X 
	Full time 22 Jan 19 01 May 19 1 Apr 2019 X 
	Full time 1 Apr 2019 X 
	Full time 09 Nov 18 28 Feb 19 1 Apr 2019 X 
	Full time 10 Jan 19 29 Apr 19 1 Nov 2018 
	Part time 15 Nov 18 07 Nov 18 1 Apr 2019 X 
	Full time 27 Sep 17 23 Jan 18 1 Apr 2019 X 
	Part time 31 May 18 15 Apr 19 1 Jun 2019 X 
	Full time 31 May 18 11 Jan 19 1 Apr 2019 X 
	Full time 25 Oct 17 30 Apr 19 1 Apr 2019 X 
	Full time 17 Apr 19 17 May 19 1 Apr 2019 
	Full time 12 May 17 18 Apr 19 1 Apr 2019 X 
	Full time 15 Nov 18 17 May 19 1 Apr 2019 X 
	Full time 31 May 18 11 Jun 18 1 Apr 2019 X 
	Full time 17 Apr 19 19 Mar 19 24 Dec 2018 
	Full time 30 Jan 19 18 Dec 18 1 Nov 2018 
	Full time 20 Aug 18 28 Jun 18 1 Apr 2019 X 
	Part time 25 Feb 19 29 Apr 19 1 Apr 2019 
	Full time 21 May 18 30 Apr 19 1 Apr 2019 X 
	Part time 22 Mar 19 20 Mar 19 1 Apr 2019 
	Full time 01 Nov 17 24 Oct 17 1 Apr 2019 X 
	Full time 23 May 19 13 May 19 1 Apr 2019 
	Part time 21 May 18 01 Apr 19 25 Feb 2019 X 
	Full time 01 Nov 17 25 Jun 18 1 Apr 2019 X 
	Full time 20 Mar 18 24 Apr 19 1 Apr 2019 X 
	Full time 11 Apr 18 09 Apr 19 1 Apr 2019 X 
	Full time 06 Sep 18 29 Jun 18 1 Apr 2019 X 
	Awaiting 1st 
	1 of 1 (100%) 0 0 0 0 0 

	Full/Part Last sign-off Job Plan Start Awaiting 1st Sign Awaiting 2nd Awaiting 3rd 
	Last Logged In Discussion Sign Off By Signed Off 
	Time date Date Off By Consultant Sign Off Sign Off 
	Manager 
	12 of 12 (100%) 2 0 0
	9 0 
	SubTotal 
	SubTotal 
	SubTotal 1 of 1 (100%) 0 0 0 0 0 1 
	6 of 6 (100%) 3 1 0 0 0 2 SubTotal SubTotal 7 of 7 (100%) 3 1 0 0 0 3 
	12 of 12 (100%) 6 0 1 1 0 
	SubTotal 12 of 12 (100%) 6 0 1 1 0 4 
	8 of 9 (89%) 7 0 0 0 0 2 
	SubTotal 
	Progress Report 
	Full time 22 Apr 19 19 Apr 19 2 Apr 2019 
	Full time 06 Feb 19 21 May 19 1 May 2019 X 
	Full time 31 May 18 16 Apr 18 1 Apr 2019 X 
	Full time 21 May 19 25 Feb 2019 X 
	Full time 22 Aug 17 15 May 19 1 Apr 2019 X 
	Full time 26 Sep 18 11 May 19 1 Apr 2019 X 
	Full time 07 Feb 18 07 May 19 4 Mar 2019 X 
	Full time 27 Sep 17 31 May 18 1 Apr 2019 X 
	Full time 13 May 19 11 Mar 2019 X 
	Full time 06 Sep 18 04 Mar 19 1 Apr 2019 X 
	Full time 19 Oct 18 11 Mar 19 1 Apr 2019 X 
	Full time 19 Mar 19 23 May 19 1 Apr 2019 X 
	Full time 28 Jun 18 12 Oct 18 29 Jun 2018 X 
	Full time 22 Aug 17 26 Apr 19 1 Apr 2019 X 
	Full time 27 Sep 17 30 Apr 19 1 Apr 2019 X 
	Full time 26 Sep 18 24 Sep 18 1 Apr 2019 X 
	Full time 22 Apr 19 15 Apr 19 1 Oct 2018 
	Full time 05 Mar 19 5 Mar 2019 X 
	Full time 07 May 19 08 May 19 1 Apr 2019 
	Full time 20 Feb 17 11 Apr 19 1 Apr 2019 X 
	Full time 12 Feb 18 02 Feb 18 1 Apr 2019 X 
	Full time 13 Mar 19 20 Feb 19 2 Sep 2018 
	Full time 07 Feb 18 02 Feb 18 1 Apr 2019 X 
	Full time 11 Dec 18 12 Mar 19 1 Nov 2018 
	Full time 15 Dec 16 08 May 19 3 Sep 2018 X 
	Full time 01 Nov 17 13 Aug 18 1 Apr 2018 X 
	Full time 18 Jun 18 02 May 19 1 Nov 2018 X 
	Full time 17 Feb 17 06 Jul 18 1 Apr 2018 X 
	Full time 28 Feb 19 01 May 19 30 Nov 2018 
	Full time 07 Mar 19 20 Dec 18 1 Dec 2018 
	Awaiting 1st 
	Full/Part Last sign-off Job Plan Start Awaiting 1st Sign Awaiting 2nd Awaiting 3rd 
	Last Logged In Discussion Sign Off By Signed Off 
	Time date Date Off By Consultant Sign Off Sign Off 
	Manager 
	2 of 2 (100%) 0 0 0 0 0 2 
	7 of 7 (100%) 3 0 1 0 0 
	4 of 4 (100%) 2 1 0 0 0 
	3 of 3 (100%) 1 0 0 0 0 
	6 of 6 (100%) 6 0 0 0 0 
	3 of 3 (100%) 3 0 0 0 0 
	3 of 3 (100%) 1 0 2 0 0 
	1 of 1 (100%) 0 0 0
	0 0 
	2 of 3 (67%) 3 0 0
	0 0 
	Full time 18 Jun 18 05 Sep 18 1 Apr 2019 X 
	Part time 25 Apr 19 19 Apr 19 2 Apr 2019 
	Full time 21 Jan 18 24 Apr 19 1 Apr 2019 X 
	Part time 06 Feb 19 29 Apr 19 1 May 2019 X 
	Full time 24 Sep 18 03 May 19 1 Apr 2019 X 
	Full time 24 Oct 18 23 Sep 18 1 Apr 2019 X 
	Full time 24 Oct 18 15 May 19 1 Apr 2019 X 
	Full time 24 Oct 16 1 Apr 2019 X 
	Full time 24 Oct 18 24 Oct 18 1 Apr 2019 X 
	Full time 18 Jan 17 06 May 19 1 Apr 2019 X 
	Full time 11 May 19 05 Dec 18 1 Apr 2019 
	7 of 7 (100%) 4 1 0 1 0 
	12 of 12 (100%) 8 1 0 1 0 
	12 of 12 (100%) 8 1 0 1 0 
	Part time 17 Aug 18 29 Mar 19 1 Apr 2019 X 
	Full time 17 Aug 18 24 May 19 2 Jan 2019 X 
	Full time 05 Jul 16 15 Apr 19 1 Apr 2019 
	X 
	Full time 05 Jul 16 15 Mar 19 1 Apr 2019 
	X 
	Full time 17 Aug 18 14 Mar 19 1 Feb 2019 
	X 
	O 
	Full time 21 May 19 1 Apr 2019 X Full time 01 May 19 1 Apr 2019 X Full time 28 Jun 17 15 Feb 17 1 Apr 2019 X Full time 18 Jan 17 14 May 19 1 Apr 2019 X Full time 18 Jan 17 08 Apr 19 1 Apr 2019 X Full time 20 Jul 18 01 Jun 18 1 Apr 2019 X Full time 20 Jul 18 15 Nov 18 1 Apr 2019 X Full time 28 Jun 17 14 Jul 18 1 Apr 2019 X 
	SubTotal 11 of 11 (100%) 10 1 0 0 0 0 
	Glackin Anthony Jude Full time 27 Sep 16 16 Apr 19 1 Feb 2019 X 
	Haynes Mark Dean Full time 22 Aug 17 24 May 19 1 Oct 2017 X 
	O’Donoghue John Paul Full time 18 Jan 17 15 May 19 1 Apr 2018 X 
	O'Brien Aidan Full time 29 Nov 18 1 Apr 2018 X 
	Tyson Matthew Full time 12 Feb 19 25 Feb 2019 X 
	Young Michael Full time 16 May 18 1 Apr 2018 X 
	SubTotal 6 of 6 (100%) 3 2 0 1 0 0 SubTotal 6 of 6 (100%) 3 2 0 1 0 0 
	Full time 15 Jun 17 03 May 19 1 Apr 2019 X Part time 04 Apr 19 25 Apr 19 1 Apr 2019 X Full time 30 Oct 18 21 May 19 1 Jun 2019 X Part time 23 Jul 18 20 May 19 1 Apr 2019 X 
	4 of 4 (100%) 0 0 1 1 1 1 
	1 of 1 (100%) 0 0 0 0 0 1 
	1 of 1 (100%) 0 0 0 0 0 1 Full time 30 Oct 18 14 Apr 19 1 Apr 2019 X Part time 19 Apr 19 24 May 19 1 Apr 2019 X Full time 04 Apr 19 13 Mar 19 1 Apr 2019 X 
	3 of 3 (100%) 0 0 1 0 0 2 
	3 of 3 (100%) 0 0 1 0 0 2 Full time 04 Apr 19 09 May 19 1 Apr 2019 X Full time 04 Apr 19 15 Apr 19 1 Apr 2019 X Full time 19 Dec 18 14 May 19 1 Jan 2019 X Full time 02 Aug 18 01 Apr 19 1 Jan 2019 X Part time 19 Apr 19 05 Apr 19 1 Apr 2019 X Part time 04 Apr 19 11 Mar 19 1 Apr 2019 X Full time 19 Apr 19 02 Apr 19 1 Apr 2019 X 
	7 of 7 (100%) 1 0 0 0 0 6 
	7 of 7 (100%) 1 0 0 0 0 6 Full time 04 Apr 19 09 Apr 19 1 Apr 2019 X Full time 04 Apr 19 01 Apr 19 1 Apr 2019 X Full time 05 Jul 18 03 Apr 19 1 Apr 2019 X Full time 04 Jun 18 30 Apr 19 1 Apr 2019 X Full time 04 Apr 19 01 May 19 1 Apr 2019 X 
	Progress Report 
	Total job plans 
	Total job plans with at least 1 Total users 
	Total users who have not 
	Total users who do not 
	:::: 0 5 243 238 243 
	45% of job plans fully signed-off for CAH 
	Workforce Development Sub Group 
	Zoe Parks Head of Medical HR 
	Gail Browne Director Medical Education 
	At a meeting of the DHH Pathfinder Workforce Development Group on 5October 2018 it was agreed that a number of work streams should be established to deliver on the Group’s Terms of Reference. 
	One of these sub groups was to focus on Rotational Doctors in Training Allocations. The need for equity/fair allocation of trainees has been identified as a priority. The specific aim of this group is to look at rotas across NI and to ensure that NIMDTA & DOH are informed about SHSCT requirements. The outcome of this work-stream would be escalated to the Department of Health through a Chief Executive meeting/letter and DHH Pathfinder monthly progress updates to Dep PS/CMO.  
	There are currently 1608 Rotational Doctors in Training within a hospital setting across Northern Ireland. The table below (provided by NIMDTA) shows the current split of rotational doctors across Trusts. Whilst there are 1608 rotational doctors in hospital – the total number listed above will be higher since this will include doctors on Out of Programmes, Adept Fellows or GP trainees in Primary Care). 
	Some significant highlights: 
	Information provided by NIMDTA February 2019 
	We decided to focus in on General Medicine; since this is an area experiencing a large number of gaps; locum expenditure and work intensity. We sought some further information form the other Trusts to detail the working practices. 
	Medicine Rotas: 
	Foundation Year1: 
	Junior CT/ST1-2 & FY2 Tier 
	Senior SpR Tier 
	 The Southern Trust would appear to have the least number of NIMDTA Training posts in comparison to all other Trusts at all grades in General Medicine. 
	The Trust recently received some correspondence from NIMDTA which set out their position on the allocation of training posts throughout Northern Ireland. Their position is highlighted below: 
	“The distribution of posts has been largely based on historical patterns which NIMDTA did not control – they have grown up over years – some funded by DoH and some funded by Trusts. The DoH has commissioned new posts in recent years in a number of specialties and these have been distributed among the different Trusts. Some Trusts have also approached NIMDTA with the proposal that they will fund new training posts – when they receive these applications, they evaluate the educational merits of the post and if
	If there is felt to be a need to create additional training posts within the SHSCT, this should be discussed with the senior leadership within the Trust as there is a need to identify a funding stream for the new training post and associated training costs before there can be any consideration of seeking educational approval, service approval or workforce planning approval from the DoH. NIMDTA also pointed out that there is not a limitless supply of doctors who want to apply for such posts and the danger of
	We have obtained a copy of a few of the working rota patterns from the Northern Trust to give a visual comparison against our own working patterns. These are set out below for information. 
	ALTNAGELVIN SHO ROTA 
	CURRENT SHO GENERAL MEDICINE -FULL SHIFT ROTA (24 DOCTORS) – AS AT 1 AUGUST 2018 
	Normal Day = 9.00 a.m. – 5.00 p.m. (8hrs) Clinic = 9.00 a.m. – 5.00 p.m. (8 hrs) Day/On -Call = 9.00 a.m. – 10.00 p.m. (13 hrs) Admissions = 9.00 a.m. – 10.00 p.m. (13 hrs) Late = 2.00 p.m. - 12 Midnight (10 hrs) Night On-Call = 9.00 p.m. – 09.30 a.m. (12.5hrs) Night Admissions = 9.00 p.m. – 09.30 a.m. (12.5hrs) Post Take Ward Round = 08.30 a.m. – 16.30 p.m. (8 hrs) Reviews / Take = 09.00 a.m. – 22.00 p.m. (13 hrs) 
	TOTAL HOURS = Actual Hours of Work = 1133 – 212.4 / 18.69 = 49.2 Hours Unsocial Hours =  319/1133   = 28% Weekends = 7 /24 = 29% Band 2B 
	SWAH SHO 1:17 ROTA 
	In August 2017, the Medical Foundation Programme achieved a fill rate of 96% and Medical Specialty Training a fill rate of 83%. At August 2017, there were a total of 185 training posts that were unfilled with the highest vacancy rate within , Obstetrics and Gynaecology and Paediatrics. The number of vacancies increased to 201 by February 2018 due to resignations, maternity leave, sick leave, completion of training and out of programme training. 
	In 2015-16 the Minister for Health announced an increase of 20 posts in General Practice, in addition to the 65 posts that had been previously recruited to training on an annual basis. A subsequent announcement stated there would be expansion to this figure by a further twelve training posts to start in August 2017, and as a result 97 posts were recruited to. In 2017-18 the Minister has announced a further increase of 14 posts in General Practice resulting in 111 available places. NIMDTA has been involved i
	NIMDTA competition ratios for 2017 for specialty training recruitment for General Medicine CT1/2 posts indicated a fill rate of 62%. 
	It is undisputed that many doctors are choosing not to re-enter the training scheme often at the point they complete FY2 training, but instead choose to take a number of years out often to work via external private locum agencies. This has undoubtedly contributed to numerous gaps throughout our junior doctor workforce and most notably in Medicine where NIMDTA have been unable to fill all our core medical training posts. The percentage of FY2 doctors in particular choosing not to re-enter a training post has
	We know these doctors receive lots of flexibility, choice on where they can work and a significant enhancement of pay when working directly for the locum agencies. We believe it would be helpful to consider this very real issue in light of our workforce planning considerations to ensure our systems are not actually making this the most attractive option for doctors. We know for instance that currently there is no detriment to a doctor choosing to work for this NHS in this manner. When they return to a train
	The DHSSPS is responsible for medical workforce planning, and the DHSSPS regional workforce planning group oversees the preparation of workforce plans for Health and Social Care. The Director of Public Health/Medical Director of PHA chairs a medical workforce subgroup which reports to the DHSSPS regional workforce planning group. This subgroup has been tasked with the development of a suite of medical workforce plans for primary and secondary care for the five-year period 2013/14 to 2018/19. These will cove
	Each speciality plan is required to take account of key national and regional drivers such as Quality 2020, a strategic move to seven-day services, and a shift from secondary to primary care as outlined in Transforming Your Care, General Medical Council (GMC) requirements, and NICE guidance. The Report that was completed by this Group for Medical Specialites is appended at the end of this report. 
	The Public Health Agency issued their final report to Andrew Dawson in the DOH in April 2018. 
	Information provided by Dr D Gormley Consultant SHSCT 
	1. Medical Training initiative Model 
	There is a need for additional Doctors for General Medicine and Renal in DHH but there is a deficit of Doctors across the region of all specialties. This proposal is to source Medical Training Initiative (MTI) Doctors for Daisy Hill Hospital by investing in the creation of a number of International Training Fellowships in Medical Specialties (ST3 level) to join the existing complement of trainees, consultant and non-consultant career grades. These posts will provide excellent training and service opportunit
	NIMDTA were consulted and have given written confirmation that these MTI posts in Daisy Hill (See Appendix) would hev sufficient training content and would enhance supervision of the Core Medical Trainees. 
	Funding has just been approved by our IPT Committee to proceed with the Royal College to attempt recruitment to these 2 year posts. 
	2. Clinical Fellow Model 
	The Southern Trust designed and implemeneted a Clinical Fellow/self rostering model in Emergency Medicine from August 2018. There are plans in place to review how this could work in General Medicine with the hope that this can be piloted from August 2019. 
	3. Physician Associate Model 
	The Southern Trust has recently appointed 3 Physician Associates to work across the Trust from the end of March 2019 – following the first tranch of qualified professionals from University of Ulster. This is a new model of care across Northern Ireland. These associates will be based in Haematology./Care of Eldery in CAH  and 2 in Emergency Medicine /Medicine in Daisy Hill Hospital.  There is scope if this model is successful to advertise to see if we can attract qualified PA’s (from the UK) in advance of th
	The Southern Trust would ask that urgent attention and consideration is given to the following: 
	Process for Approval and Allocation of a New Training Post 
	NIMDTA approval relates only to the suitability of a post for training and education. Requests for NIMDTA to provide educational approval for new training posts can originate from DoH, HSCB/PHA, or a Local Educational Provider (LEP). A trainee cannot be allocated to a new training post until a recurrent funding stream has been identified which in addition to the basic salary and employer’s costs includes the NIMDTA expenses associated with: 
	These costs are based on the mid-point dependant on the level of training – Foundation Year 2, Core Training (CT1-2 level) or Run-Through Specialty Training (ST1-8 level). Funding is not available from NIMDTA to facilitate an increase in the number of training posts on a training programme. NIMDTA will require written confirmation from the funding body (DoH, PHA/HSCB, or LEP) that they will meet the full costs of the new training post over the entire duration of the training programme before NIMDTA will ini
	1 
	Section 1: New funding identified from Department of Health or HSCB/PHA or
	Decision to relocate a Training Post 
	The requirements of a training post are based on the standards set by the GMC relating to the delivery of high quality education and training in an LEP. Where there is more than one possible location for a training post to be sited, the following criteria will be used by NIMDTA to inform in the decision making process regarding the site of the new post 
	Consideration will be given to the evidence of the quality of training and education experienced by trainees who have been allocated to that training unit and LEP previously and the potential impact of a new post on the training and experience of existing trainees in that unit. Information available from NIMDTA visits, GMC visits, the GMC National Training Survey and other sources will be utilised. The ability of a site to meet training requirements which are currently not available/not sufficiently availab
	2 
	Following application from LEPs the evidence submitted will be reviewed by the relevant Lead Educators, School Board and/or Specialty Training Committee and recommendation will be made to HSTC. 
	Consideration will be given to the experience of other trainees in that unit in the LEP and the potential impact of a new training post on existing trainees in that unit. Information available from NIMDTA visits, GMC visits, the GMC National Training Survey and other sources will be utilised. The ability of sites to meet any training requirements not already available in the region for trainees will also be considered. 
	Any new training post is subject to review after one year. If the timing when funding is approved is too close to allocation to allow the full assessment of the relative merits of applications from different training sites to be completed, then an interim 
	3 
	decision without prejudice to place the training post in a Trust for the next training year may be made until that assessment is concluded. 
	4 
	Level of support and development of trainees, as defined in Domains 1 and 6 of The Trainee Doctor 
	5 
	Chart 1: Allocating a new training post funded by DoH or HSCB/PHA (or relocation of an existing training post). 
	6 
	Table 1 -New Training Post Costing 
	*includes 3% increase pension contribution. 
	The out of hours supplement is normally funded by HSCB. 
	Section 2: Request from LEP for approval of a new training post. 
	NIMDTA is not in a position to provide funding for new training posts from within its current training budget. For an LEP to be considered for a new training post they must be in a position to provide recurrent funding for the post for the entire duration of the training programme as detailed in the Specialty Training Post Costings (Table 1). NIMDTA will recharge the Trust for expenses in addition to basic salary and employer costs (Table 2).   
	Table 2 -New Trust Funded training Post Costing (Expenses in addition to basic salary and employer costs 
	The requirements of a training post are based on the standards set by the GMC relating to the delivery of high quality postgraduate medical education and training in an LEP. Any LEP which wishes to be considered for an additional trainee will be asked to submit an application form (Appendix 1) to be considered by HSTC.  Support is 
	7 
	required from both the LEP (Clinical Director, Finance Director and Director of Medical Education) and Specialty School (Head of School and Training Programme Director) in advance of submission to HSTC for approval.  HSTC will consider the quality of the training provided already in the unit when deciding whether to approve a new training post. The HSTC decision process will be informed by the findings from a number of sources which includes NIMDTA visits, surveys (including GMC National Training Survey), A
	Approval of a new training post is subject to final approval from the Health and Social Care Board/Public Health Agency and the DoH to ensure the workforce planning needs have been considered. New training locations are also subject to GMC Approval.  Further information is available at 
	Where an application is made without funding, NIMDTA may be able to provide educational approval but the LEP will need to submit a business case to the HSCB/PHA for the process to progress. Any new training post is subject to review after one year.  The proforma in Appendix 2 will be requested from the Director of Medical Education. 
	8 
	Chart 2: Process for approval of a new training post funded by LEP 
	NIMDTA seeks approval from DoH Workforce Policy Directorate for expansion of programme. Application to be submitted with the LEP business case 
	No 
	If the post is in a new training location GMC and college approval are required (co-ordinated by NIMDTA). Update training grid to show the new post in the programme. 
	Appendix 1 
	9 
	REQUEST FOR APPROVAL OF A NEW TRAINING POST 
	Requests for new foundation training posts will be considered by Foundation School Board (FSB) and requests for new specialty training posts will be considered by the NIMDTA Hospital Specialty Training Committee (HSTC).  Support is required from both the Trust (Clinical Director, Finance Director and Director of Medical Education) and School (Head of School and Training Programme Director or Foundation Programme Director) in advance of submission to NIMDTA for approval. 
	Please complete the sections below to request approval for new training posts and email to or 
	FSB/HSTC will consider the quality of the training provided already in the unit when deciding whether to approve a new training post. The decision process will be informed by the findings from a number of sources which may include NIMDTA visits, surveys (including GMC National Training Survey), ARCP outcomes, trainee feedback from attendance at formal education events and educational supervisors’ reports. 
	Approval relates only to the suitability of a post for training.  A trainee cannot be allocated to a new training post until a recurrent funding stream has been identified.  This funding must include salary costs, banding supplement, employer contribution, excess travel, supervision, educational, recruitment, trainee support and administrative costs. 
	Approval of a new training post is subject to final approval from the Health and Social Care Board/Public Health Agency and the Department of Health to ensure the workforce planning needs have been considered.  This may require the LEP to submit a business case to the HSCB/PHA for the process to progress. 
	New training locations are also subject to GMC Approval.  Further information is available at . Any new post is subject to review after one year. 
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	Appendix 2 REVIEW OF IMPLEMENTATION OF NEW TRAINING POST 
	NIMDTA approval relates only to the suitability of a post for training and education. All new training posts are subject to review after one year. 
	Please complete the sections below to provide assurance to the Hospital Specialty Training Committee that the new training post has contributed to improvements to training within the unit. 
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	Medical Workforce Planning in Northern Ireland for the acute medical specialties of: 
	PHA April 2018 
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	Addendum to Acute Medical Specialities Consultant Workforce Report 
	The Report of the Workforce Plan for the Acute Medical Specialties is the most complex done to date. In the majority of Trusts, sites which accept unscheduled medical admissions have close interdependencies between Acute Internal Medicine (AIM), Gastroenterology, Respiratory Medicine, Endocrinology, Rheumatology and Care of the Elderly (CoE), therefore a single report covering all 6 medical subspecialties was deemed appropriate. As with other workforce reports, advice was sought from a group of senior clini
	The report recommendations are largely based on the Royal College of Physicians’ recommendations, which were linked to population size and addressed both elective and non-elective work. There are three exceptions. One is the on-site consultant presence required for each site accepting emergency medical admissions. The calculations are based on the assumption that all sites currently delivering acute inpatient medical care will still be doing so in 2024. If this was not to be the case, certain sites would no
	Unlike previous reports there is not complete consensus from clinicians or Trusts on the conclusions of this report. Although there has been general agreement with the methodology and calculations used, and that the predicted need to increase consultant numbers is justified, there are concerns that the conclusions would require a significant shift in the proportions of physicians in each subspecialty as well as changes in 
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	current individuals’ roles. These issues need therefore to be considered by the Department of Health (DoH) to provide direction. 
	Historically in NI many consultants who trained in respiratory medicine, gastroenterology, endocrinology and CoE were appointed to posts which required them to deliver up to 50% of their time to general medicine. This was particularly the case outside Belfast Trust. The working group heard that this pattern of service delivery results in clinicians having difficulty maintaining their subspecialty skills. Their preference is therefore to move to job plans which reduce their acute general medicine duties, whi
	Lastly, concerns have also been expressed that the report would result in a reduction in medical trainees overall which would have service implications. One example put forward by Belfast Trust is that rheumatology trainees currently provide substantial service input. Although service modernisation and skill mix developments should in theory mitigate the impact of fewer trainees, there is uncertainty that the funding needed to develop these new roles will be available in the timescale to ensure new models o
	The report has highlighted that implementing this change in the proportion of general medicine done by subspecialty consultants would need regional coordination and agreement. If Trusts chose to recruit to posts in a way which did not follow the RCP model, or sufficient trainees with dual accreditation chose to take a job in one subspecialty rather 
	20 
	than another, then it could cause mismatches in supply and demand in certain subspecialties or locations. However to suggest central control of consultant recruitment would be a very radical step in the NI context. 
	The report authors carefully considered the responses received to the draft report. We acknowledge that this would be a significant change to be implemented in a relatively short period. In addition, the models of care which require input from physicians in the acute medical specialities are changing rapidly in NI, with much greater emphasis on ambulatory care, direct advice to GPs and one-stop investigation and diagnostic services. These roles were not being done at scale in the UK when the RCP workforce g
	In summary, having considered the comments outlined above from Trusts and clinicians, we have decided to share the original report which indicates the trainee numbers needed to achieve a consultant workforce which should, based on extant national guidance, be sufficient to meet need in NI by 2024. However there are many uncertainties, and full implementation of the net reduction in training numbers in such a short timescale might result in imbalances in subspecialty consultant numbers. If the DoH also accep
	Dr Gillian Rankin & Dr Diane Corrigan 
	April 2018 
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	1 Overview 
	The Medical Director/Director of Public Health for the Public Health Agency/Health and Social Care Board has been asked by the Department of Health to take forward medical workforce planning for Northern Ireland for the period until 2019, under the auspices of the DoH Regional Workforce Planning Group. Workforce plans for specialties are being developed speciality by specialty, under the direction of Dr Gillian Rankin. This range of acute medical specialties was identified as a priority for workforce planni
	A clinical and senior manager engagement group was established for the purpose of developing the workforce plan and this consisted of a senior physician and senior manager representation from each Trust, NIMDTA representatives and PHA staff. Dr Diane Corrigan, Consultant in Public Health Medicine, PHA chaired the workforce group. The group membership is set out in Appendix A. 
	A review of the workforce requirements for these six acute medical specialties for 2016 -2022 in Northern Ireland commenced in February 2016. This work included: 
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	 Integration of the early workforce planning for geriatric medicine/Care of the 
	Elderly (CoE) within this workforce planning process In view of the lead time to deliver a change in output of training programmes, and that adjustment in training programmes would not happen until 2018, the group included estimates of consultant need and trainee supply to 2023/24. 
	2 Summary of the Acute Medical Specialties workforce review 
	This workforce plan is the most complex done to date, with multiple interdependencies between subspecialties. If accepted, work will need to be done to ensure the planning assumptions remain valid and that recruitment plans by Trusts are in keeping with the agreed direction of travel to meet RCP recommendations. The total amount of subspecialty time proposed in this report is sufficient to meet NI population need. It will not work if individual Trusts choose to operate models of service which would require 
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	It is important to note that the estimates above rely on a significant contribution to the acute medical take from CoE consultants, which is not currently the case in all units. In the light of demographic change, which requires the significant increase in CoE consultant numbers proposed in this report, this model is logical. That does not mean it will be easy to implement. 
	It is understandable that individual Trusts plan recruitment based on their aspirations for separate subspecialty, service or site rotas or their balance between AMU and base ward bed capacity. However this plan requires a regional forum to coordinate progress and to ensure individual Trust plans are considered against the likely output from the training programme. If this is not done, there is a risk of destabilising the regional workforce planning process. 
	3 Medical Staffing in Acute Internal Medicine (AIM), endocrine, gastroenterology, geriatric medicine, respiratory medicine and rheumatology 
	Table 1.1 Consultants in the 6 specialities by Trust as at April 2017 
	Table 1.1 identifies that there are 237.5 permanently funded consultant posts in the 6 specialties with 209 permanent consultants in post, 21.5 posts currently vacant, and 7 posts currently filled with locum staff. 
	Table 1.2 Consultants in permanently funded posts by speciality and Trust 
	25 
	*this group of 20 consultants contains many working part-time 
	Table 1.3 Permanently funded vacant consultant posts (V) and locums (L) 
	The total consultant posts in these six specialties in NI is 237.5. Of these 
	237.5 posts there are 209 posts permanently filled, 21.5 posts vacant and 7 posts filled by a locum. 
	The Western Trust has the largest number of locum consultants in post (5) and the Northern Trust has the largest number of vacancies(9). 
	The specialties with the largest number of vacancies are Acute Internal Medicine (5.5) and Geriatric Medicine (8). These two specialties also have the largest number of locum consultants in post (6). 
	Table 2 Number of consultants by hospital and specialty, locums and vacant permanently funded posts at March 2017. 
	The lead specialty is indicated where more than or equal to 50% clinical time is spent in that specialty. 
	Table 2.1 Belfast Trust 
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	The Belfast Trust has 80 consultants in post, with 6 vacant posts in 4 specialties including 1 AIM and 3 CoE posts. 
	Table 2.2 Northern Trust 
	The Northern Trust has 35 consultants in post and 9 vacancies (6 in Antrim and 3 in Causeway) across 5 specialties. 
	Table 2.3 South Eastern Trust 
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	The South Eastern Trust has 40 consultants in post and no vacant consultant posts. 
	Table 2.4 Southern Trust 
	NB in addition 1 consultant (cardiology) in DHH contributes 33% clinical time into acute medicine 
	The Southern Trust has 29 consultants in post, 2 locum consultants in post in AIM and 2 vacant CoE posts. 
	Table 2.5 Western Trust 
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	The Western Trust has 25 consultants in post, 5 locums in post (4 Altnagelvin and 1 SWAH) and 4.5 vacancies (Altnagelvin 3 and SWAH 1.5). 
	Table 3 Number of Non-consultant non-trainee doctors (middle grades) by Trust, permanent staff, locums and vacant funded posts at March 2017 
	Table 3 identifies that there are 93 funded posts, with 73 doctors permanently in post, 5 locums and 15 vacant posts. 
	The highest number of vacant posts is in the Northern Trust (8), with the largest number of locums (4) and vacancies(5) combined in the Western Trust. 
	The specialty with the highest number of vacancies and locums is AIM. 
	Table 4 Number of Non-consultant non-trainee doctors (middle grades) by hospital, specialty, permanent, locums and vacant permanently funded posts at March 2017. 
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	Table 4.1 Belfast Trust 
	There are 13 middle grade doctors permanently in post and 1 locum in AIM. 
	Table 4.2 Northern Trust 
	There are 15 middle grade doctors in post in the Northern Trust with 8 vacant posts all within AIM and CoE. 
	Table 4.3 South Eastern Trust 
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	The South Eastern Trust has 14 middle grade doctors in post and 2 vacancies. 
	Table 4.4 Southern Trust 
	The Southern Trust has 26 middle grade doctors in post with no vacancies. 
	Table 4.5 Western Trust 
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	The Western Trust has 5 middle grade doctors permanently in post, 5 locums in AIM and geriatric medicine, and 4 vacancies in AIM. 
	4 Trainees in AIM, endocrinology, gastroenterology, geriatric medicine, respiratory medicine and rheumatology 
	Table 5 Trainee numbers in NI dual training with GIM* from 2011 to 2015 
	*AIM, Endocrinology, GI, Respiratory, Geriatric Medicine, and Rheumatology (S/N = supernumerary posts) 
	Table 6 Trainee numbers* by hospital in NI at August 2016 
	*AIM, Endocrinology, GI, Respiratory, Geriatric Medicine, and Rheumatology 
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	Table 7 Award of CCT by year and speciality 
	*Historically rheumatology trainees may have accredited in Rheumatology alone but now all are enrolled for dual CCT with General Internal Medicine (GIM). 
	Table 8 Predicted additional CCT holders by year by specialty accreditation 
	The new ST3 trainees for August 2017 have been added to all tables in this section to provide the most up to date information on projected new CCT holders 
	Table 8.1 all specialties 
	*2 of this cohort of new CCT holders have already taken up consultant posts in rheumatology and therefore the total new CCT predicted and available for consultant posts is 102. 
	Table 8.2 AIM 
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	Table 8.3 Endocrinology 
	Table 8.4 Gastroenterology 
	*there are 2 additional trainees on maternity leave and 3 trainees Out of Programme; and 1 trainee has left this specialty training 
	The number of potential new CCT holders in gastroenterology is therefore 21. 
	Table 8.5 Geriatrics 
	* there is 1 trainee on maternity leave and 1 trainee Out of Programme. 
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	The total new predicted CCT holders in geriatric medicine is 25. 
	Table 8.6 Respiratory 
	*there are 2 trainees Out of Programme . 
	The predicted new CCT holders in respiratory medicine is therefore 23. 
	Table 8.7 Rheumatology 
	The 2 new CCT holders in 2017 have already taken up consultant posts and therefore the predicted number of new CCT holders is 10. 
	Table 9 Number of trainees leaving the training programme by specialty without CCT 
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	5 Principles and standards for acute medical inpatient care 
	The key documents which set out the principles to be addressed in acute medical inpatient care are: 
	 ‘’Improving Patient Flow in HSC Services,’’ DHSSPS, October 2014 The principles relevant to this workforce plan are set out in Table 10. 
	Table 10 Principles from key national and regional documents 
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	The RCP ‘’Consultants working with Patients 2013’’, provides guidance on the WTE requirements by speciality for the population. The relevant guidance for specialties is set out in Table 11. 
	Table 11 RCP Guidance on consultant WTE by specialty for population 
	* RCP suggest 4WTE per site.  On larger sites this will deliver 12 hour on-site cover for AMU/MAU component. It is assumed 1WTE can provide 307.5 DCCs per annum. 
	6 Consultant workforce WTE requirements 
	Using the RCP guidance set out in Table 11 and the projected population for 2024, the methodology to identify the consultant requirement in each specialty was discussed and agreed by the Clinical Engagement Group. The method assumes that there are 11 sites in NI accepting undifferentiated acute medical inpatients i.e. the current position. 
	Table 12 shows the WTE consultant numbers for each of the subspecialties other than acute internal medicine (AIM), CoE and stroke. RCP guidance envisages that all consultants will have an ongoing contribution to acute care. The balance of individual job plans will vary depending on the stage of a consultant’s career and the subspecialty requirements to maintain minimum caseload volumes of certain specialist skills such as endoscopy. For planning 
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	purposes it is assumed that there will be some subspecialty post-holders who have only 1PA per week for care of the acute medical take while others appointed to AMU posts may work more. 
	Table 12 WTE requirement for subspecialty requirements by 2024 
	Assumes a NI population of 1.939m including 0.172m over-75s 
	*Direct Clinical Care PAs 
	Care of the Elderly, Stroke, Orthogeriatrics and Acute Care at Home 
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	(DCCs) per week to acute roles as per the sample RCP job plan (34.3 x 
	2.5 x 41 = 3516 DCCs). In practice this commitment may be spread across some of the other CoE posts 
	 For planning purposes it is also assumed that ambulatory care for the frail elderly will be addressed within the 20 WTE posts to support the acute care at home mode 
	Sessional commitment required to cover AMU/MAU and acute ambulatory care models. 
	The AIM CCT has been introduced only recently. Unlike other specialties, RCP guidance is per site rather than for a population, reflecting the need to have senior medical input on all acute receiving sites for 12 hours per day. With 11 such sites in NI the minimum number of AIM-CCT holders advised by the RCP would be 44WTE. Currently there are 37 posts, but only 9 are occupied by AIM-CCT holders. It follows that many individuals currently delivering consultant input to AMUs in NI do not have an AIM CCT. 
	There have been several reports in NI indicating that there should be a change in acute hospital configuration (such as DBS, TYC, Donaldson, Bengoa). It was beyond the remit of this project to predict how and when any reduction in acute medical receiving sites will take place. If some sites cease to accept undifferentiated acute medical admissions patient flow would increase to other sites, potentially requiring those to have more than 4WTE consultants. It follows that it would be premature to aim to have 4
	It is assumed that each acute receiving site requires 12 hours per day on-site presence for 251 weekdays and 114 weekend days and statutory days per annum. Allowing for premium time, this requires 1,230 DCCs per site per annum. 
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	1,230 DCCs per acute receiving site* x 11 = 13,530 DCCs for NI 
	*BCH Direct is not included as it is not assumed to be staffed as an AMU taking undifferentiated medical take 
	Added to this are 3,650 DCCs to provide 2PAs per day of consultant input, 365 days per year, to support ambulatory care models on 5 larger sites bringing the total requirement to 17,180 DCCs. On smaller sites the ambulatory care roles will be accommodated within the earlier referenced site DCC complement of 1,230 DCCs. 
	Table 13 below illustrates one scenario in which the expected number of AIM CCT-holders, combined with RCP-recommended WTEs in CoE and non-AIM medical subspecialties, should be sufficient to deliver the required 17,180 DCCs for AMU/MAU/Ambulatory are. 
	Table 13 Combined DCCs service provision to AMU/MAU on all 11 sites plus additional ambulatory care on larger sites from a mix of AIM, CoE and non-AIM CCT holders 
	Combined total requirements is 15,053 + 2460 = 17,513 DCCs 
	Table 14 below summarises the subspecialty distribution of consultants in NI by 2024. 
	Table 14 WTE requirement for AIM, subspecialty and CoE requirements by expected 2024 NI population of 1.939m (including an over-75 population of 0.173m) 
	41 
	It is important to note that the estimates above rely on a significant contribution to the acute medical take from CoE consultants, which is not currently the case in all units. In the light of demographic change, which required the significant increase in CoE consultant numbers proposed in this report, this model is logical. That does not mean it would be easy to implement as it would require negotiation on job plan changes. 
	The current distribution across NI of consultants in some subspecialties does not appear to relate directly to patient need. One example is that of CoE, where 40% of current post-holders are based in the Belfast Trust. It is understandable that individual Trusts plan recruitment based on their aspirations for separate subspecialty, service or site rotas or their balance between AMU and base ward bed capacity. However if there is no forum at which these plans are considered against the likely output from the
	This workforce plan is the most complex done to date, with multiple interdependencies between subspecialties. If accepted, work will need to be done to ensure the planning assumptions remain valid and that recruitment plans by Trusts are in keeping with the agreed direction of travel to meet RCP recommendations. The total amount of subspecialty time proposed in this report is sufficient to meet NI population need. It will not work if individual Trusts choose to operate models of service which would require 
	It should also be noted that the non-career grade doctors provide an integral contribution to service delivery in each specialty. While the numbers of this grade of doctor currently employed by Trusts are set out within this workforce review, there is no national or College guidance on the requirements for this grade of doctor by specialty. Historically the requirements for non-career grade doctors has not been taken into account in workforce planning and therefore 
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	there is currently no training capacity or funding identified for this group of permanently employed specialty doctors. 
	7 Potential consultant retirements 
	Table 15 Age band of consultants by specialty, with estimated potential retirement numbers 
	There are 21 potential retirements during the period of this review. 
	8 Consultant requirements and gap across the six specialties 
	The consultant requirements and the gap between the current position and the requirements are set out in Table 16. The table takes account of the current number of consultants in post, the projected potential retirements and the future consultant WTE requirements to meet population need at 2024. 
	Table 16 Consultant requirements by headcount taking account of the current consultants in post, potential retirements and the WTE requirements to meet the population need at 2024 
	The gap is calculated as B – C + D = E 
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	*these consultants work some clinical sessions in AMU/MAUs while most of their clinical sessions are in their base specialty 
	**an additional 8 consultants who work sessions in AMU/MAU are not included in Table 17 above as they have other specialty CCTs for example emergency medicine and renal medicine or hold academic posts 
	***the gap assumes that all new CCT-holders for stroke medicine will come through the CoE specialty training programme. Doctors seeking to specialise in stroke medicine may also come through the neurology specialty training programme 
	****the current cohort of rheumatology consultants contain a significant number who work part time and an adjustment of 2 WTE is made to the gap in column E to take account of this position. 
	9 Changes in trainee requirements 
	It is expected that 102 doctors with CCT will be delivered through the existing training places across these 6 specialties by 2022 (Table 8.1). With the existing funded training places projected through the August 2018 and 2019 cycles, a total of 118 new CCT holders would be expected by 2024. This assumes that existing training posts are filled, there is no increased attrition, delay through maternity leave, OOPT, or delay through examination failure. It is important to note that not all specialty training 
	Table 17 sets out the changes in funded training places required for each specialty noting that some specialties require an increase in funded training places and some specialties could decrease the number of new ST3 trainees for a short period in the years 2018 and 2019. This position will require to be reviewed in 2019 to assess any changes in the need for trainees by specialty 
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	prior to the 2020 intake of new specialty trainees in endocrinology, gastroenterology, respiratory medicine and rheumatology. 
	Table 17 Additional trainees required by specialty to meet consultant requirements The gap in trainees is calculated as Column D + C -B = E 
	*as at May 2017 there are 2 less trainees due to leaving the programme 
	**taken as an indicative rate of attrition projecting over the next 5 years based on the attrition rate in the last 5 years –Table 10 
	Table 17 illustrates that: 
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	Counted within the additional CoE trainees are the trainees required for stroke medicine CCT. With the current consultation on acute stroke units in Northern Ireland it would be reasonable to identify 1 training post per year as a minimum specifically for stroke training from 2018 (from within the additional CoE trainees). 
	A small number of the current funded training places across these specialties are funded non-recurrently by Trusts. 
	Table 18 Additional AIM training places to meet consultant requirements 
	Table 19 Additional CoE training places to meet consultant numbers 
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	Conclusion 
	This complex workforce report covering six medical specialties has used the RCP workforce guidance published in 2013 which identifies the consultant WTE for the population. As demography changes and population needs change, these ratios may be adjusted by the Royal College of Physicians in the future. 
	It would be prudent to review these specialty workforce plans in 2019 prior to decisions on the intake of new ST3 doctors in 2020. At this stage the implications of Shape of Training will be clearer and the impact of the new approach to training doctors on their availability for consultant posts will be available for the next period of workforce planning. 
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	Southern Health & Social Care Trust 
	Prepared by: Medical Locums Team Prepared for: Shane Devlin, Chief Executive Ref: Q_008 Date:  08 May 2019 
	Section 2 -Cover Required 
	HSC eLocums Contracted Agency Non-Contracted Agency 
	HSC eLocums Contracted Agency Non-Contracted Agency 
	HSC eLocums Contracted Agency Non-Contracted Agency 
	No. of shifts filled at standard rates No. of shifts filled at escalated rates Average Time taken to fill shifts (calendar days) 
	CAH DHH 
	Agency Costs should be obtained from Finance for formal purposes. This report has been compiled and is intended for use only by the official recipient. If you believe the information in this report does not accurately reflect the current position, please contact the Medical Locums Team. Please remember your responsibilities under data protection legislation, for example ensure personal information is kept secure (for example not left in view of unauthorised staff or visitors), is only used for the purpose i
	shared with anyone who should not have access to it. Also, once personal information has been used for its intended purpose it should be appropriately destroyed, or kept in a secure location if it is required for future use. 
	Section 3 -Breakdown of Long Term ED CAH ED DHH Medicine CAH Medicine DHH Total 
	No. of posts filled at standard rates 8 100.00% 9 50.00% 47 66.20% 20 86.96% 84 70.00% No. of posts filled at escalated rates 0 0.00% 9 50.00% 24 33.80% 3 13.04% 36 30.00% 
	Agency Costs should be obtained from Finance for formal purposes. This report has been compiled and is intended for use only by the official recipient. If you believe the information in this report does not accurately reflect the current position, please contact the Medical Locums Team. Please remember your responsibilities under data protection legislation, for example ensure personal information is kept secure (for example not left in view of unauthorised staff or visitors), is only used for the purpose 
	intended, and is not shared with anyone who should not have access to it. Also, once personal information has been used for its intended purpose it should be appropriately destroyed, or kept in a secure location if it is 
	required for future use. 
	Anaesthetics/ ICU Section 3 -Breakdown of Long Term Surgery CAH Surgery DHH CAH Anaesthetics/ ICU DHH ENT T&O Urology Total 
	No. of posts filled at standard rates 8 100.00% 9 90.00% 1 100.00% 0 0.00% 0 0.00% 9 100.00% 1 50.00% 28 82.35% No. of posts filled at escalated rates 0 0.00% 1 10.00% 0 0.00% 3 100.00% 1 100.00% 0 0.00% 1 50.00% 6 17.65% 
	Agency Costs should be obtained from Finance for formal purposes. This report has been compiled and is intended for use only by the official recipient. If you believe the information in this report does not accurately reflect the current position, please contact the Medical Locums Team. Please remember your responsibilities under data protection legislation, for example ensure personal information is kept secure (for example not left in view of 
	unauthorised staff or visitors), is only used for the purpose intended, and is not shared with anyone who should not have access to it. Also, once personal information has 
	been used for its intended purpose it should be appropriately destroyed, or kept in a secure location if it is required for future use. 
	Southern Health & Social Care Trust 
	Prepared by: Medical Locums Team Prepared for: Shane Devlin, Chief Executive Ref: Q_008 Date:  08 May 2019 
	Agency Costs should be obtained from Finance for formal purposes. This report has been compiled and is intended for use only by the official recipient. If you believe the information in this report does not accurately reflect the current position, please contact the Medical Locums Team. Please remember your responsibilities under data protection legislation, for example ensure personal information is kept secure (for example not left in view of unauthorised staff or 
	visitors), is only used for the purpose intended, and is not shared with anyone who should not have access to it. Also, once personal information has been used for its intended 
	purpose it should be appropriately destroyed, or kept in a secure location if it is required for future use. 
	Southern Health & Social Care Trust 
	Prepared by: Medical Locums Team Prepared for: Shane Devlin, Chief Executive Ref: Q_008 Date:  08 May 2019 
	Agency Costs should be obtained from Finance for formal purposes. This report has been compiled and is intended for use only by the official recipient. If you believe the information in this report does not accurately reflect the current position, please contact the Medical Locums Team. Please remember your responsibilities under data protection legislation, for example ensure personal information is kept secure (for example not left in view of unauthorised staff 
	or visitors), is only used for the purpose intended, and is not shared with anyone who should not have access to it. Also, once personal information has been used for its intended 
	purpose it should be appropriately destroyed, or kept in a secure location if it is required for future use. 
	Southern Health & Social Care Trust 
	Prepared by: Medical Locums Team Prepared for: Shane Devlin, Chief Executive Ref: Q_008 Date:  08 May 2019 
	Agency Costs should be obtained from Finance for formal purposes. This report has been compiled and is intended for use only by the official recipient. If you believe the information in this report does not accurately reflect the current position, please contact the Medical Locums Team. Please remember your responsibilities under data protection legislation, for example ensure personal information is kept secure (for example not left in view of unauthorised 
	staff or visitors), is only used for the purpose intended, and is not shared with anyone who should not have access to it. Also, once personal information has been used for its 
	intended purpose it should be appropriately destroyed, or kept in a secure location if it is required for future use. 
	pay for their service with an external locum agency). Proposal has been tabled by HR Directors to the Department of Heath to ask that this is addressed – with a proposal that this service would not count for incremental credit in the future.  
	 We would ask how is locum service considered when a doctor makes an application for a higher training post via NIMDTA and the national recruitment campaigns? Is there any opportunity to look at this and identify if there is any scope to dis-incentivise external agency work.  
	Appendix 2: Distribution of Rotational Trainees across Northern Ireland 
	Parks, Zoe 
	Really comprehensive – thank you  Zoe . have added in the paper on impact of locums-we plan to use this as a template for the summer studentships. Simon all this can now go to trust board with jama paper as appendix – thanks maria 
	Dr Maria O’Kane Medical Director 
	From: Parks, Zoe Sent: 09 May 2019 15:41 To: OKane, Maria Subject: Draft Report as requested Importance: High 
	Dr O’Kane, 
	I have pulled together this Draft Report for you this afternoon, for your consideration. This contains details of the long term locum consultants currently engaged in the Trust. I have also attached trust level details on locum usage as collated by our Medical HR locum Team. 
	 Update on Southern Trust 
	 Trust Level details on Locum Spend within SHSCT 
	I have also attached the detailed report you are aware of that I have completed as part of DHH Pathfinder work re distribution of rotational trainees with a focus on Medicine in SHSCT. I understand the Chief Executive will be asked to raise this with the DOH/NIMDTA in the near future. It hasn’t been shared with the CX yet. 
	Zoë Parks 
	Head of Medical Staffing HROD The Brackens, Craigavon Area Hospital 
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	Maintaining High Professional Standards (MHPS), DHSSPS, November 2005, states at Section VI, paragraph 1: 
	“Employers must ensure that managers and Case Investigators receive appropriate training in the operation of formal performance procedures. Those undertaking investigations or sitting on disciplinary or appeals panels must have had formal equal opportunities training before undertaking such duties. The Trust Board must agree what training its staff and its members have completed before they can take a part in these proceedings.” 
	This Training Plan therefore sets out the agreed training requirements to enable the effective implementation of MHPS in the Southern HSC Trust. 
	Training must be completed and in date before any member of staff can undertake a role under the MHPS Framework. 
	Training records will be maintained by Medical Staffing Team, HR & OD Directorate. 
	Staff involved in the implementation of MHPS also require equality e-learning (Corporate Mandatory Training). 
	This guidance applies to all medical and dental staff however it is also relevant for all those who have a role in managing concerns about doctors; including non-executive directors, senior operational managers and HR Case Support staff. 
	This Southern Trust Training Plan set out three Tiers of Training programme. 
	Tier 1: Non-Executive Directors/ Trust Board Training Tier 2: Formal Case Manager & Case Investigator Training Tier 3: Managing low-level concerns – for all Clinical/operational managers 
	This document has been developed with reference to the following, published by NHS Revalidation support team (please click for reference): 
	The links below are also useful background reading for Case Investigators and Case Managers: 
	Course Topics: Introduction to case management, Understanding performance concerns, Planning for a performance conversation, Preliminary analysis, What do we mean when we say ‘investigation’?, Commissioning an investigation, Terms of Reference (ToR), Roles & Responsibilities, Reviewing the case investigation report, Decision making, Writing the management case, Panel hearings, Appeals, Interventions to resolve concerns, Sources of support, Embedding the learning. 
	Course Topics: Dealing with concerns about a practitioner’s practice; investigation roles and responsibilities; starting the investigation; gathering evidence; interviewing witnesses; report writing; supporting the practitioner; responding to legal challenges; support for case investigators 
	Managing low-level Concerns. *This training is considered mandatory for all our Clinical Directors, and operational Assistant 
	Every 3 years No. Trust delivered. Reference to Trust Guidance and systems for managing concerns 1 Half day This training will be arranged twice yearly and offered to all Clinical Directors and operational Assistant Directors Face to Face, online or Recorded Webinar Training 
	Records of Training Attendance to be recorded by facilitator and returned to Medical HR Computer and Wi-Fi access 
	Appendix: Training Calendar 2022/23 
	*Facilitated by NHS Resolution 
	19 August 2011 
	STRICTLY PRIVATE AND CONFIDENTIAL 
	Mr A O’Brien Consultant Urologist 
	Dear Mr O’Brien 
	RE: ISSUE OF INFORMAL WARNING 
	I refer to our meeting on 23 June 2011 with regard to the following concern: 
	1. You disposed of a large section of patient filing in a bin, which was later found and retrieved by an auxiliary on the ward. The filing consisted of fluid balance charts, mews charts, TPN prescription forms, Aminoglycosides prescription forms and prescription Kardex for an inpatient on the Ward. 
	I now write to confirm to you that as part of the Trust’s Disciplinary Procedure, you will be issued with an informal warning in respect of this concern. This warning will remain valid for a period of six months. It is noted that during our meeting, you confirmed that you accepted your action was wrong and that it would not occur again. 
	You have the right to appeal this decision. Should you wish to appeal you must write to Mr E Mackle, Associate Medical Director within seven working days of receipt of this letter, stating the grounds of your appeal. 
	Yours sincerely 
	Mr R Brown 
	Surgical Clinical Director 
	Copy to: Mr E Mackle Associate Medical Director 
	Clinical Manager:  Mr Mark Haynes Associate Medical Director 
	Dr is engaged as a Locum Consultant Urologist from , via NC Healthcare Locum Agency. The contact in his agency is His GMC Number is His designated Body 
	is and Responsible Officer is Dr Francis O’Kelly. 
	Following a meeting on Wednesday 2September 2020 and Friday 4September 2020, the following concerns were discussed with Mr 
	1) Attended South Tyrone Hospital for flexible cystoscopy for haematuria, having had a CTU prior to attendance. CT reported left ureteric stones and hydronephrosis. Attendance letter comments that the CT Urogram showed ‘…no any malignancy proven in the upper part of her urinary tract’ no comment is made on the presence of ureteric stones, and she was discharged back to the care of her GP. Your response; 
	Concerns; 
	Action undertaken; 
	Action required; 
	2) Attended for flexible cystoscopy for investigation of haematuria. Letter states ‘…On the top of the bladder it is not possible to look carefully through because light source is very weak and it is not possible to see.’. No plan for FU is made. 
	Your response; 
	Concerns; 
	Action undertaken; 
	 The patient has been contacted and review with me and repeat flexible 
	cystoscopy at the time of attendance arranged. Action required; 
	3) Emergency admission with renal failure, sepsis and ureteric and bladder stone on CT. Emergency theatre, despite abnormal retrograde (hydronephrosis), presence of only one stone in the bladder (noted on CT report in addition to the ureteric stone), eGFR 36 and sepsis no stent inserted. Patient required second GA to insert a stent. Regarding bladder stone not able to use the stone punch, decided not to get the laser to treat the bladder stone and finish procedure. Initially recorded on operation 
	note that procedure couldn’t be completed because ‘…the staff did not find appropriate stone punch to do it.’. Amended operation note when requested by 
	nurse in charge. 
	Issue; Operation note suggests that the assumption was made that because a stone was seen in the bladder the ureteric stone had passed, despite the CT findings of 2 stones and only one stone being in the bladder. Decision to abandon procedure (not treat bladder stone) despite alternative equipment being available a concern. Failure to stent a patient with hydronephrosis, sepsis and renal failure a major concern and patient subsequently required a second GA to insert a stent. Your response; 
	elected to refuse and terminate the procedure stating that ‘‘it was already late and it would have taken time to get laser’. 
	Concerns; 
	decision making and attempts to ‘blame’ other members of the team for the 
	abandoned procedure. Only amended upon request by the nurse in charge. Behaviour not in keeping with expectation of consultant urologist and not 
	risks. Action undertaken; 
	 The patient has been appropriately managed and has appropriate ongoing 
	follow-up planned. Action required; 
	 Written reflection on case for appraisal / revalidation. 
	4) 
	Emergency admission with renal failure and bilateral ureteric obstruction. Unilateral ureteric stent in situ. Proceeded to emergency theatre for attempt at ureteric stent which failed. Transferred to Belfast City Hospital for nephrostomy and subsequent transfer back to Southern Trust. 2nd emergency theatre attendance for TURBT which was performed. EUA (Pelvic examination) performed at end of procedure identifying pelvic mass and vesicovaginal fistula. EUA not performed at initial GA cystoscopy. My recollect
	capacity bladder. Concerns; 
	pelvic mass been performed at the first operation Action undertaken; 
	 The patient has been appropriately managed and has appropriate ongoing 
	management planned. Action required; 
	 Written reflection on case for appraisal / revalidation. 
	5) Emergency admission with sepsis and obstructed kidney, required emergency theatre for attempted ureteric stent insertion. Sent for theatre when emergency theatre available (after completion of general surgery case), patient arrived but at same time anaesthetic and nursing team called to resus and maternity to attend to 2 additional emergency situations. Patient sent back to ward. Procedure took place later that night once anaesthetic and nursing staff were available. Entry made in 
	notes by you states ‘…they refused and sent the patient back to the ward.’ 
	Your response; 
	‘refuse’ anything. 
	Concerns; 
	your ability to effectively work as a consultant urologist within a team. Action undertaken; 
	 None. Action required; 
	 Written reflection on case for appraisal / revalidation. 
	6) Patient with small renal mass on surveillance who had undergone a CT in November 2019 showing an increase in size of the renal cancer. Passed through to MDM and a letter also sent to the GP suggesting a follow-up CT in a further 12 months (22months after CT Nov 2019). Your response; 
	follow-up CT. Concerns; 
	adequate care when attending the urology team. Action undertaken; 
	 Patient has been discussed at MDM and appropriate follow-up and 
	management arranged. Action required; 
	 Written reflection on case for appraisal / revalidation. 
	All the detail of the above concerns were shared with Mr He was advised that clinically the standards of care provided fell below the level required of a consultant urologist, which exposed the individual patients to unnecessary risks. As a result of these concerns The Trust would not continue with the locum employment and his contract was terminated with his agency contract with immediate effect. 
	In line with our procedures for managing concerns involving Agency Locum doctors, we have completed our preliminary enquiries and sought the opinion of the doctor. These concerns have resulted in an early termination of a locum agency contract with immediate effect. As our concerns are with regard to clinical decision making (which is below the standard expected of a consultant urologist) the detail of our concerns must be shared with Mr Agency and Responsible Officer. 
	We would ask that Mr Responsible Officer Dr F O’Kelly to urgently consider and investigate these findings to ensure no further risk to patient safety. 
	Parks, Zoe 
	From: Haynes, Mark 
	Morning 
	RE Job Plan; Mr O’Brien does not have a signed off job plan. Discussion have occurred and the job plan has been ‘awaiting doctor agreement’ since November 2018. I am second sign off and so would not be requested to sign it off until he and his CD have signed it. I have requested an update on the process from the relevant CD. 
	RE 2017 action plan; I am currently not in a position to provide the reassurances requested. I was not party to the action plan at it’s inception and have only recently been made aware of it’s contents. Having been made aware of it’s contents, I am aware of instances where the actions regarding Concern 1 have not been met (see attached emails), specifically; 
	‘…triage of all referrals must be completed by 4pm on the Friday after Mr O’Brien’s Consultant of the Week ends. Red Flag referrals must be completed daily.’ 
	Given that I am aware of aspects of the action plan not being met, I am concerned to see the statement that there have been ‘no exception reports flagged to case manager’. The implication being that either there has been an agreed deviation from the action plan and monitoring is now occurring against different standards, or that the monitoring and / or escalation process has not functioned as it should. As I was not party to any of the previous discussions, if I am to become part of this I need an initial b
	Mark 
	From: OKane, Maria Sent: 30 May 2019 18:06 To: Gibson, Simon Cc: Khan, Ahmed; Hynds, Siobhan; Toal, Vivienne; Parks, Zoe; Montgomery, Ruth; Haynes, Mark Subject: RE: Action notes from meeting 24-4-19 
	Thanks Simon. 
	Regards, Maria 
	Dr Maria O’Kane Medical Director 
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	From: Gibson, Simon Sent: 30 May 2019 13:25 To: OKane, Maria Cc: Khan, Ahmed; Hynds, Siobhan; Toal, Vivienne; Parks, Zoe; Montgomery, Ruth Subject: RE: Action notes from meeting 24-4-19 
	Kind regards 
	Simon 
	Simon Gibson Assistant Director – Medical Directors Office Southern Health & Social Care Trust 
	(DHH) 
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	Confidential 
	Action plan for 
	Dr 
	At the request of: 
	Southern Health and Social Care Trust 
	1 Template prepared by Practitioner Performance Advice 
	Confidential 
	1.0 ABOUT THIS PLAN 
	This action plan has been prepared by Practitioner Performance Advice under case number xx in response to a request from Southern Health and Social Care Trust (‘the Trust’) for a remediation action plan. The request was received on xx 
	It is expected that Dr xx and the Trust will: 
	2.0 AIM 
	The overall aim of this action plan is to support improvements in Dr xx communication, team-work and leadership skills and assure the Trust of his safe and effective practice at the level expected of a xx 
	The programme should also support his proposed supervised return to the full range of expected clinical duties at the xx hospital site. 
	This action plan describes the activities, experience, and support required to facilitate its successful completion. It identifies the evidence required at agreed formal review points to demonstrate the progress required to meet the action plan objective. 
	It is expected that on completion of this action plan Dr xx will be consistently practising to a satisfactory standard. 
	3.0 TIMESCALES 
	It is expected that the objectives of this action plan will be completed within xx months of the implementation date. 
	Implementation date: Target completion date: 
	4.0 ACTIONS 
	The actions required by the Trust to begin implementation of the plan are set out below: 
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	4.1 ACTIONS FOR DR 
	The Trust should appoint a programme manager to lead on the action plan and to be accountable for its implementation, progress and outcome. To support the implementation of the plan, the programme manager should appoint a clinical supervisor (referred to as supervisor throughout), and agree the appointment of a mentor. Consideration should also be given to the use of a coach experienced in developing communication skills, which may be particularly useful in supporting Dr xx development. 
	Levels of required supervision can be varied for individual activities throughout the plan (dependent on progress). Due to the uncertainties created by the Covid-19 pandemic, it might be that Dr xx will not be able to treat enough patients to complete the objectives within xx months. Therefore, the plan should be sufficiently flexible to allow Dr xx to address areas of his practice through the presenting patient mix, and address the other areas of practice as and when the patient mix returns to a more usual
	Changes to the timings and structure of the plan should be considered as part of Dr xx regular review meetings and at each formal review within the plan. 
	Any decisions about the ongoing management of the case rest with the Trust, although Practitioner Performance Advice will provide ongoing impartial advice if this is requested. 
	To support the achievement of the objective, Dr xx should: 
	Reflection on progress at regular intervals throughout the programme is essential to support development, guide next steps, focus learning opportunities, and assist the supervisor in directing feedback. Dr xx should provide the supervisor with a minimum of two recorded reflections (from the learning log) on activities completed each month throughout the programme. 
	Note: In line with current guidance, all details of those involved in a recorded event – including patients, their relatives, and colleagues – must be fully anonymised. In addition, precise locations, dates and times should not be specified. See the Reflective Practice Toolkit for further information: 
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	Before commencing this action plan, the Trust should take account of any health issues that potentially may have an impact on Dr xx progress and/or the success of the programme. 
	Prior to commencing the objective below, Dr xx is expected to meet with the programme manager and supervisor to confirm his job plan and agree any amendments needed to meet the additional requirements of this action plan (e.g. protected time for learning, development and observation of colleagues). 
	At intervals within the objective, formal reviews should be completed. At the agreed intervals, the supervisor is responsible for reviewing all the available evidence and providing a written report to the programme manager. A progress report template is provided for this purpose. 
	The progress report should indicate whether sufficient progress has been demonstrated, whether the objective has been achieved or whether additional support and/or interventions are required. The outcome of the review should inform the decision by the programme manager to continue with the plan as written, amend it or take alternative action, including management actions where required. 
	4 Template prepared by Practitioner Performance Advice 
	Confidential 
	6.1 COACHING AND MENTORING 
	Coaching 
	A coach should help Dr xx reflect, develop self-awareness, set goals for change and work towards these goals. A coach may have a psychology background but can also be a clinical colleague with relevant training and experience. 
	The frequency and content of meetings should be determined by the coach, with input from Dr xx and his supervisor. Dr xx may wish to work with his coach to develop strategies for use in the work place in areas such as communication, team- work and self-reflection, as well as other areas highlighted in the BA report. 
	Mentoring 
	Dr xx should meet with a mentor separately for the duration of the plan (and beyond, if deemed useful). 
	He should work with both his supervisor and mentor throughout this reskilling programme to incorporate any learning into his daily practice. 
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	6.2 OBJECTIVE 
	The areas for development identified by the Trust (with reference to the BA report) in their request for an action plan have been grouped into one objective shown in the table below: 
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	The table below sets out the frequency and timing of activities to be undertaken by each contributor to the action plan each month. The clinical supervisor may not participate in all the activities listed, but may provide support and feedback only. 
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	6.3.2 Summary table B: 
	The table below sets out the key activities that are expected to take place each month of the plan. 
	③ 
	8 Template prepared by Practitioner Performance Advice 
	Confidential 
	OBJECTIVE 1: 
	For Dr xx to consistently demonstrate effective communication, leadership and team-work skills at the level expected of a xx, to facilitate a safe return to the full range of his clinical practice (including unscheduled/on-call work), with a specific focus on: 
	The roles of the coach and the mentor are of particular importance to this objective to support Dr xx in developing and maintaining positive and effective communication skills. It is essential that Dr xx recognises the value of engaging in developmental activities (including self-reflection) to improve his day-to-day practice. 
	Dr xx should make effective use of his contact with his mentor and coach to explore difficult situations that may arise, or have previously arisen, such as professional differences or communication breakdowns. Through relevant WPBAs, Dr xx should act upon constructive feedback about his communication skills as well as his approach to team work (in particular relating to working in collaboration with relevant MDTs). 
	It is important that Dr xx commits to maintaining a comprehensive reflective learning log for the duration of this programme, to assist his self-reflection and note learning points, as well as how these learning points are applied within his practice. 
	Dr xx is expected to share this log with his supervisor for discussion during regular review meetings. 
	As the plan progresses, Dr xx is expected to demonstrate consistently positive communication and leadership skills across the range of his practice and in all interactions with colleagues, as well as patients. 
	The frequency of feedback sessions and number of WPBAs may be reduced once satisfactory practice has been demonstrated -but only after review and agreement by the supervisor and the programme manager. 
	Should Dr x demonstrate satisfactory practice consistently in the early stages of this plan, and the supervisor and programme manager are assured of sustained safe practice, they may decide to sign off this objective as complete earlier than the suggested x months. An ongoing review of sustained satisfactory practice should be carried out via the usual appraisal process (or equivalent). 
	It is essential that Dr x demonstrates consistent safe and effective practice for an appropriate amount of time before being considered for inclusion on the on-call rota 
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	Months 1 to 3 
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	Formal review ① It may be possible for Dr x supervision level (and frequency of WPBAs) to be reduced. Any such decisions should be carefully managed by the supervisor (and programme manager) with due regard to progress demonstrated 
	Months 4 to 6 
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	Formal review ② 
	Months 7 to 9 
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	circumstances in which he would be expected to make contact with a named colleague for immediate input or advice). 
	Formal review ③ 
	7.0 AGREEMENT 
	This plan has been developed with the cooperation of all parties who are satisfied that the identified objective reflect the issues identified for improvement. 
	By signing this agreement, all parties agree to the objective set out in the plan and will take forward the programme as presented, adhering to the accompanying Professional Support & Remediation (PSR) Service Information for practitioners and healthcare organisations about the use of PSR action plans. 
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	Note: If the action plan requires amendment or the addition of further objectives during the course of the programme, a new agreement should be drawn up and signed by all parties. 
	The programme manager will consider taking management action in the following circumstances if the expected progress towards objectives is not demonstrated: 
	The following parties agree to the action plan [Add or amend details of all interested parties prior to the plan being signed]: 
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	MAINTAINING HIGH PROFESSIONAL STANDARDS IN THE 21st CENTURY 
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	APPEAL PANELS IN CLINICAL PERFORMANCE CASES ......................... REFERRAL TO PROFESSIONAL REGULATOR......................................... REFERRAL TO THE NCAS ......................................................................... 
	INTRODUCTION 
	4. This framework is in 5 sections and covers: 
	Background 
	6946 
	5 
	Revised Framework 
	10.Patient safety and the determination of immediate or continuing risk to patients and the public should be the primary consideration at both the identification of a concern and periodically throughout the investigatory process. 
	6 
	Health Agency, the NI Ambulance Trust and the NI Blood Transfusion Service. 
	Concerns about 
	the performance of doctors and dentists in training should be in line with those for other medical and dental Postgraduate should be involved in cases from the outset. The onus still rests with the employer for the conduct of the investigation and any necessary action. 
	11.
	15. Where a case involves allegations of abuse against a child or a vulnerable adult, guidance issued to the HSCNI in 2006 Safeguarding Vulnerable Adults and the revised framework to Protect Children and Vulnerable Adults 2009 
	7 
	SECTION 1-STRATEGIC AND REGIONAL CONTEXT OF THIS FRAMEWORK 
	Since 2005 there has been significant restructuring in the HSC, along with proposals for new regulatory arrangements for doctors and dentists. This, along with the experience gained through implementing the 2005 guidance and procedures of MHPS, has necessitated this revision of the framework. 
	HSCNI GOVERNANCE AND ACCOUNTABILITY 
	Since the publication of MHPS in November 2005, the DHSSPS has implemented a major programme of reform and modernisation in health and social care. The recommendations from the review of public administration (RPA) in 2002-05 were designed to establish modern, accountable and effective arrangements for public service delivery in Northern Ireland. 
	HSCNI GOVERNANCE AND ACCOUNTABILITY 
	PROFESSIONAL REGULATION OF DOCTORS AND DENTISTS 
	20. The implementation of the processes described in this document should also include consideration of the need to refer the practitioner to their professional regulatory body, for dentists, the General Dental Council (GDC) and for doctors, the General Medical Council (GMC). Referrals made under 
	8 
	fitness to practice proceedings should be made promptly where there is information available that indicates this is necessary. Guidance on areas the GDC consider for investigation can be found on their websiteand the GMC have published referral thresholds for doctors, which can also be accessed via their website. 
	21. 
	REVALIDATION 
	The White Paper, Trust, Assurance and Safety reiterated the previously indentified need for professional regulatory bodies to introduce a process of revalidation for their registrants. Revalidation is a process whereby registrants are required to confirm they are keeping up to date, fit to practice and are practicing to the standards required by their regulator. Revalidation is an ongoing process that should provide assurance to employers, other healthcare professionals and patients and the public about the
	MEDICAL REVALIDATION AND THE RESPONSIBLE OFFICER 
	23. The GMC will implement a system of revalidation for it’s registrants in late 2012. All registrants who required a Licence to Practise or who sought one in 2009 have been issued with one from the GMC. Renewal of this licence will be subject to the process of revalidation whereby a senior doctor in a healthcare organisation, known as a Responsible Officer (RO), will make a recommendation to the GMC that those doctors with whom they have a prescribed relationship should be revalidated. 
	9 
	6 
	REVALIDATION FOR DENTISTS 
	22 The General Dental Council (GDC) recently consulted on their proposals for the revalidation of dentists. The proposed framework comprises of a five year cycle, at the end of which dentists will be required to demonstrate compliance 
	10 
	with standards set by the GDC. External verifiers will be established and they will be required to review the supporting evidence submitted by dentists and certify the individual’s compliance with the Standards. 
	REVALIDATION AND MANANGING CONCERNS 
	23 The primary purpose of revalidation is to provide a positive assurance that the practitioner is meeting the requirements of their professional regulator. There have been some concerns expressed by practitioners that performance concerns may only be identified at the point of a revalidation recommendation being made, resulting in the RO being unable to make a fitness to practise recommendation to the Regulator. 
	24 A key principle in managing concerns, and revalidation, is that of ‘no surprises’. Concerns should be addressed as soon as they are identified and not collated and addressed with the practitioner at the point of a revalidation recommendation. 
	25 The processes upon which revalidation will be based, namely annual appraisal and review of information generated by the organisation in relation to the practitioner’s performance, may highlight the presence of a concern at an earlier stage. The processes in place to manage identified concerns as described in this Framework will not change as revalidation is introduced. However, the potential identification of concerns at an earlier stage could allow for earlier intervention and remediation (where appropr
	11 
	SECTION 2 IDENTIFYING CONCERNS 
	HOW CONCERNS ARE IDENTIFIED 
	26 The management of performance is a continuous process to ensure both quality of service to patients and to support clinicians. umerous ways exist in which concerns about a practitioner’s performance can be identifiedobjective should be that are identified at an early stage. Consequently, remedial and supportive action can be quickly taken before problems become serious or patients harmedn addition, such an approach will decrease the need for investigation or the implementation of disciplinary procedures.
	27 Concerns about a doctor or dentist's performance can come to light in a wide 
	 concerns expressed by other HSC staff including other professionals, healthcare managers, students and non-clinical staff; 
	 review of performance against job plans and annual appraisal; 
	 monitoring of data on clinical performance and quality of care; 
	 clinical governance, clinical audit and other quality improvement activities; 
	 complaints about care by patients or relatives of patients; 
	 information from the regulatory bodies; 
	 litigation following allegations of negligence; 
	 information from the police or coroner; 
	 court judgements 
	 serious adverse incidents, or 
	 the report of one or more critical clinical incidents or near misses. 
	12 
	28 All concerns, including those made by relatives of patients, or concerns raised by colleagues, must be thoroughly investigated to establish the facts and the substance of any allegations. 
	29 Concerns raised about a colleague must be based on concern for patient welfare. Individual practitioners should be protected from unfounded or malicious allegations which can cause lasting damage to their reputation and career. Where allegations raised by a fellow HSC employee are shown to be malicious, that employee should themselves be subject to the relevant disciplinary procedures. HSC organisations are required to ensure that they have a Whistle Blowing olicy and should 
	30 Each professional regulatory body defines standards of practice they expect from their registrants, which include the requirement to take action if they perceive a risk to patient safety. Thus, there is an additional burden on health care staff subject to statutory regulation to report concerns. 
	31 There is also a need to ensure lessons are learnt from previously high profile cases where concerns relating to practitioners were widely known by other healthcare professionals but not formally articulated, often 
	concerns expressed, coupled with the failure of different organisations to 
	combine the information they held are discussed in the DH Report 
	Kerr/Haslam cases. 
	It should be noted that the causes of adverse events should not automatically be attributed to the actions, failings or unsafe acts of an 
	nts/digitalasset/dh_065995.pdf 
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	individual alone. Root cause analyses of individual adverse events frequently show that these are more broadly based and can be attributed to systems or organisational failures, or demonstrate that they are untoward outcomes which could not have been predicted and are not the result of any individual or systems failure. Each will require appropriate investigation and remedial actions. 
	where this is 
	SUMMARY OF KEY ACTIONS NEEDED 
	When a concern is raised, and throughout the resulting processes, consideration of the concern and action needed should be given equal consideration to patient safety. As such, the key actions needed at the outset can be summarised as follows: 
	 consider if urgent action, such as restriction of practice or exclusion needs to be taken to protect patients and the public 
	 consideration should be given to ensuring that all immediately necessary steps have been taken to protect staff, including whistleblowers 
	 consider who should be informed of the investigation; 
	 consider necessity of completing Serious Adverse Incident proforma 
	 undertake a preliminary investigation to clarify the problem or concern 
	 review findings of preliminary investigation and identify next steps. 
	14 
	PROTECTING PATIENTS AND THE PUBLIC 
	A risk assessment should be undertaken when a concern is identified to ensure the continued safety of patients and the public. This risk assessment should be reviewed regularly during the investigatory process and rationale for decisions made documented. Excluding the practitioner from the workplace may be unavoidable; however it should not be the only or first approach to ensuring patient safety. Alternative ways to manage risks, avoiding exclusion, include: 
	 arranging supervision of normal contractual clinical duties-this can 
	range from observation to indirect or opportunistic supervision ;  restricting the practitioner to certain forms of clinical duties;  restricting activities to non clinical duties. By mutual agreement the 
	latter might include some formal retraining;  sickness absence for the investigation of specific health problems. 
	concern. 
	15 
	SECTION 3: INVESTIGATION 
	This section outlines the key principles and best practice in undertaking an investigation of a concern. Actions that may be taken as a result of the investigation are described in Section 3 of this framework. 
	Good practice in carrying out investigations of concerns can be summerised in the following principles, : 
	 The overriding objective should be to protect the safety of patients 
	and the public  Organisations should have clear policies for local investigation  The investigation process must be fair, consistent and objective  The scope and context of the investigation should be clearly defined 
	at the outset 
	 
	 Investigations should be resourced  Organisations must work to agreed timescales  People raising concerns or making complaints should be supported 
	and kept informed throughout the process  The doctor or dentist under investigation should be supported and kept informed of progress  Organisations should consider who else, in or outside the organisation needs to be informed of the investigation 
	 Organisations should seek expert external advice, including occupational health assessment, recording when they have done so and how it has contributed to decision making. 
	9 
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	UNDERTAKING AN INVESTIGATION 
	This revised framework identifies a two stage investigatory approach (previously referred to as ‘informal’ and formal’ investigations) when a concern is raised. The first stage comprises a preliminary investigation and the second stage (if required), an extended investigation. 
	It should be noted that the practitioner is the subject of an ongoing investigation by the Police, Counter Fraud Unit or a regulatory or licensing body this does not necessarily prevent alocal investigation into unrelated matters taking place. It would however, be advisable to consult the relevant organisation before commencing any . ainvestigation and the organisation becomes aware of another investigationliaison with the relevant body should take place. 
	The purpose of conducting any investigation is to inform a decision making process that will identify what, if any, action needs to be taken to address the concern. The importance of the investigation should not be underestimated as the concepts of procedural and substantive fairness apply as much to the conduct of the investigation as the decision that results from it. 
	17 
	4042 The following principles from the Labour Relations Agency provide a : 
	 Why is the investigation necessary? 
	The application of a process of investigation demonstrates the organisation has a consistently applied, fair approach to investigating concerns 
	 What facts do we know for certain? 
	It is the intention of the investigation to draw out facts and present them to those with the responsibility of making a decision in relation to any further action required. Thus the investigator needs to remain objective during the process and be working within the defined terms of reference of the investigation. All relevant issues should be encompassed in the terms of reference from the outset. The investigation will lose focus by inquiring into interesting but irrelevant issues that are outside of the t
	 Who should conduct the investigation? 
	This will vary across organisations and where possible, the investigator should have no connection with the subject of the investigation. Consideration should also be given to resources required by the investigator e.g. secretarial support for note taking. 
	 When and Where? 
	The investigation should commence as soon as possible when a concern has been identified. Where there are identified timescales, the organisation should adhere to these to maintain momentum but should have a defined process to extend the timescales under exceptional circumstances. In all cases the 
	3/advisory_guides2/advice_on_conducting_employment_investigations.htm 
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	investigation should proceed as quickly as possible and any delays accounted for. There should be a defined timescale for notice given to the subject of the investigation to attend an interview and consideration should be given to the most appropriate setting for an interview. 
	19 
	COLLECTING EVIDENCE 
	The investigator has wide discretion on how the investigation is carried out but in all cases the purpose of the investigation is to ascertain the facts in an unbiased manner. Investigations are not intended to secure evidence against the practitioner as information gathered in the course of an investigation may clearly exonerate the practitioner or provide a sound basis for effective resolution of the matter. The investigator should therefore take account of positive indicators as well as any negative indi
	It is important that the investigation collects all the evidence that may be available relating to the concerns or allegations being made. This will involve interviewing all those who may be able to provide information and making a careful note of their evidence. Where possible and depending on the circumstances, this will include patients, their relatives and the practitioner concerned. 
	If any case is to proceed, evidence has to be demonstratedto the HSC Trust Board, the Tribunal, the GMC or in the courts. While the rules of evidence can become complicated, there are some simple questions that should always be asked: 
	 What is the evidence and is it written? 
	Written evidence is not superior to oral evidence: it is simply more clearly defined and so less prone to (but not immune from – witnesses do alter statements) being changed. And evidence, even if written, needs careful consideration to be sure of exactly what is being said – and how firmly it is being said. Witness statements are best in the words of the witness, signed by the witness and dated. 
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	 How recent is the evidence? The general rule is that the older the evidence the less the weight that should be given to it. So the fact that the practitioner faced a similar allegation in 1997 to that facing him now is likely to carry a lot less weight than if a previous similar allegation was made only three months ago 
	 Is there a pattern to allegations against the practitioner? A pattern of unacceptable behaviour is likely to be more significant evidence than an isolated incident. (But note that if similar allegations have not been dealt with in the past, it may give scope for the practitioner to argue unreasonableness and inconsistency on the part of the HSC organisation and thus offer some defence against the current allegations) 
	 How direct is the evidence? Factual evidence is likely to carry more weight than opinions from witnesses and unsupported anecdotal evidence is unlikely to be worth much 
	 How credible and compelling is the evidence, how cogent is the evidence and how likely is the evidence to be impugned? 
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	STAGE 1-PRELIMINARY INVESTIGATION 
	The investigatory process should commence with a preliminary investigation to surrounding the concern that has been identified. This first stage should take account of the evidence to hand, alongside any comments the practitioner wishes to make, and should provide an indication of the substance of the concern and the most appropriate course of action. 
	The Clinical Director, Human Resources Director, and Medical Director/Responsible Officer should be informed of the investigation. They may decide to inform the Chief Executive and/or Executive Board at this stage if there is an apparent risk to patient safety, and/or for reputational damage to the organisation: 
	The preliminary investigation should be appropriately documented, resourced and recorded from the outset. If further investigation is required, the methodology and findings from the preliminary investigation will be critical in establishing the terms of reference of an extended investigation. recording will provide assurance to the the appropriate process has been followed and how decisions were reached. 
	The preliminary investigation should be undertaken by a senior clinician in the HSC organisation and should include: 
	 
	 Review of any report or documentation relating to the concern. witness statements may not have been drafted at this stage, the individuals concerned should always make a written record as soon as possible while matters are still fresh in their minds 
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	 Interviewing of individuals may be appropriate as part of the preliminary investigation where clarification of their comments or nature of their involvement is necessary 
	The preliminary investigation should be completed as quickly as possible. The practitioner who is the subject of the investigation should always be given the opportunity to comment on the issues as identified the investigation. Their comments must be taken into consideration before any decision is reached in relation to any subsequent 
	51 The investigator responsible for conducting a preliminary investigation should document their findings and the decision reached. Actions that may be taken following the preliminary are considered in Section 4 of this framework. 
	STAGE 2: EXTENDED INVESTIGATION 
	Where it decided that an extended investigation be undertaken, that has the potential to lead to conduct or clinical performance proceedings, the CE must, after discussion between the Responsible Officer/Medical Director and Director of HR, appoint a Case Manager, a Case Investigator and a designated Board member. The seniority of the Case Investigator will differ depending on the grade of practitioner involved in the allegation. Several Case Investigators should be appropriately trained, to enable them to 
	At any stage of this process, or subsequent disciplinary action, the practitioner may be accompanied to any interview or hearing by a companion. The companion may be another employee of the HSC body; an official or lay representative of the BMA, BDA, defence organisation, or friend, work or professional colleague, partner or spouse. The companion 
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	may be legally qualified but he or she will not, however, be acting in a legal capacity. 
	The investigatory approach described in paragraphs 34-42 of this document apply to both preliminary and extended investigations. 
	TRAINING 
	Employers must ensure that managers and Case Investigators receive appropriate training in the operation of performance procedures. Those undertaking investigations or sitting on disciplinary or appeals panels must have had formal equal opportunities training before undertaking such duties. The Trust Board must agree what training its staff and its members have completed before they can take a part in these proceedings. 
	PROCESS FOR AN EXTENDED INVESTIGATION 
	DEFINITION OF ROLES 
	The Board , through the Chief Executive, has responsibility for ensuring that thprocedures are established and followed. Board members may be required to sit as members of a disciplinary or appeal , information should only be sufficient that thbeing followed. designated Board member  
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	The role of other key individuals in an extended investigation are 
	defines in the Glossary in this framework. 
	process are summarised 
	If the MD/RO is the subject of the investigation, the Chief Executive of the organisation should appoint a suitable medically qualified manager of at least equivalent seniority. 
	The CM must be inform the practitioner in writing that an investigation is to be undertaken, the name of the Case Investigator and the specific allegations or concerns that have been raised. The practitioner must be given the opportunity to see any correspondence relating to the case together with a list of the people whom the Case Investigator will interview. The practitioner must also be afforded the opportunity to put their view of events to the Case Investigator and given the opportunity to be accompani
	If it transpires during the course of the investigation that the case involves more complex clinical issues that cannot be addressed within the organisation, the CM should consider whether an independent practitioner from another HSC body or elsewhere be invited to assist. 
	The CM should ensure that they receive progress reports from the Case Investigator at agreed points during the investigation. They must ensure that momentum of the investigation is maintained and be informed if information comes to light during the investigation that may indicate a threat to patient and public safety. 
	INVESTIGATION 
	A Case Investigator (CI) will be appointed to undertake the investigation into the concern by establishing the facts and reporting these to the CM. The CI should be medically qualified where possible. 
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	The CI has wide discretion on how the investigation is carried out, but in all cases the purpose of the investigation is to ascertain the facts in an unbiased manner. Information gathered in the course of an investigation may clearly exonerate the practitioner, or provide a sound basis for effective resolution of the matter. 
	If the concern relates to an issue regarding clinical judgement, the CI should involve a senior member of the medical or dental staffwith relevant clinical experience in the investigation. 
	The CI must ensure that safeguards are in place throughout the investigation so that breaches of confidentiality are avoided. Patient confidentiality needs to be maintained. 
	It is the responsibility of the Case Investigator to judge what information needs to be gathered and how (within the boundaries of the law) that information should be collated. They must ensure that sufficient written statements are collected to establish the facts of the case, and on aspects of the case not covered by a written statement, ensure that there is an appropriate mechanism for oral evidence to be considered where relevant. 
	A written record investigationthe conclusions reached and the course of action agreed by the Medical Director with advice from the Director of HR. 
	68 The CI must assist the designated Board Member and CM in reviewing the progress of the case. They must ensure that momentum is maintained during the investigation and escalate the reason for any delay to the CM. Should information come to light during the investigation that suggest a risk to patient or public safety, the CI must inform the CM and designated 
	Where no other suitable senior doctor or dentist is employed by the HSC body a senior doctor or dentist from another HSC body should be involved. 
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	Board member immediately to allow consideration of measures required 
	mitigate this risk. 
	69 The CI does not make the decision on what action should or should not be taken, nor whether the employee should be excluded from work. They may not be a member of any disciplinary or appeal panel relating to the case. 
	TIMESCALES AND DECISION MAKING 
	The Case Investigator should, other than in exceptional circumstances, aim to complete the investigation within 4 weeks of appointment and submit their report to the Cwithin a further 5 working days. The CMmust give the practitioner the opportunity to comment in writing on the factual content of the report produced by the C. 
	Comments in writing from the practitioner, including any mitigation, must normally be submitted to the Cwithin 10 working days of the date of receipt of the request for comments. In exceptional circumstances, for example in complex cases or due to annual leave, the deadline for comments from the practitioner should be extended. 
	The port should give the Csufficient information to make a decision on whether: 
	 no further action is needed; 
	 restrictions on practice or exclusion from work should be considered; 
	 there is a case of misconduct that should be put to a conduct panel; 
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	 there are concerns about the practitioner’s health that should be considered by the HSC body’s occupational health service, and the findings reported to the employer; 
	 there are concerns about the practitioner’s clinical performance which require further formal consideration by the NCAS ; 
	 there are serious concerns that fall into the criteria for referral to the GMC or GDC; there are intractable problems and the matter should be put before a clinical performance panel. 
	Formal processes are illustrated in the diagram on page 42. 
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	PROCESS FOR SMALLER ORGANISATIONS 
	Many smaller organisations may not have all the necessary personnel in place to follow the procedures outlined in this document. For example, some smaller organisations may not employ a medical director or may not employ medical or dental staff of sufficient seniority or from the appropriate specialty. Also, it may be difficult to provide senior staff to undertake hearings who have not been involved in the investigation. 
	Such organisations should consider working in collaboration with other local HSC organisations (e.g. other Trusts) in order to provide sufficient personnel to follow the procedures described. The organisation should be sufficiently distant to avoid any organisational conflict of interest and any nominee should be asked to declare any conflict of interest. In such circumstances the HSC organisation should contact the Department to take its advice on the process followed and ensure that it is in accordance wi
	TERMINATION OF EMPLOYMENT WITH PROCEDURES INCOMPLETE 
	Where the employee leaves employment before formal procedures have been completed, the investigation must be taken to a final conclusion in all cases and performance proceedings must be completed wherever possible, whatever the personal circumstances of the employee concerned. 
	There will be circumstances where an employee who is subject to proceedings puts forward a case, on health grounds, that the proceedings should be delayed, modified or terminated. In such cases the employer is expected to refer the doctor or dentist to the OHS for assessment as soon as possible. Unreasonable refusal to accept a referral to, or to co-operate 
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	with, the OHS under these circumstances, may give separate grounds for 
	pursuing disciplinary action. 
	Every reasonable effort must be made to ensure the employee remains involved in the process. If contact with the employee has been lost, the employer should invite them to attend any hearing by writing to both their last known home address and their registered address (the two will often be the same). The employer must make a judgement, based on the evidence available, as to whether the allegations are upheld. If the allegations are upheld, the employer must take appropriate action, such as requesting the i
	Learning). CONFIRM THIS IS STILL CORRECT TITLE ?ISA 
	GUIDANCE ON AGREEING TERMS FOR SETTLEMENT ON TERMINATION OF EMPLOYMENT 
	In some circumstances, terms of settlement may be agreed with a doctor or dentist if their employment is to be terminated. The following good practice principles are set out as guidance for the Trust: 
	 settlement agreements must not be to the detriment of patient safety; 
	 it is not acceptable to agree any settlement that precludes involvement of either party in any further legitimate investigations or referral to the appropriate regulatory body. 
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	CONFIDENTIALITY 
	Employers must maintain confidentiality at all times, and should be familiar with the guiding principles of the Data Protection Act. No press notice can be issued, nor the name of the practitioner released, in regard to any investigation or hearing into disciplinary matters. They may only confirm that an investigation or disciplinary hearing is underway. 
	Personal data released to the Case Investigator for the purposes of the investigation must be fit for the purpose, and not disproportionate to the seriousness of the matter. 
	TRANSITIONAL ARRANGEMENTS 
	69.On implementation of this framework, the new procedures must be followed, as 
	far as is practical, for all existing cases taking into account the stage the case 
	has reached. 
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	SECTION 4 OPTIONS FOLLOWING INVESTIGATION 
	This section outlines the key principles in relation to decision making following an investigation and the range of measures that may be taken to manage the concern while ensuring patient safety. 
	THE DECISION MAKING PROCESS 
	Once the investigation has established the facts, an entirely separate process is needed to decide what action (if any) is needed. Key principles in relation to decision making can be summarised as follows: 
	 
	 A decision must be made, recorded and all relevant parties informed 
	 There should be complete separation between the investigation and decision making process 
	 The decision making process must be seen to be fair, impartial, 
	consistent and timely  Expert input should be sought where necessary  A range of options should be considered based on the 
	circumstances of the individual doctor or dentist  Organisations should consider and make appropriate changes  Individuals should be seek out support 
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	 The doctor or dentists should have the right to appeal against any decisions made, except for decisions to refer cases to the regulator, to the police or to the counter fraud unit. 
	OPTIONS FOLLOWING PRELIMINARY INVESTIGATION 
	At the conclusion of the preliminary investigation, the information collated should be reviewed and a decision made in relation to what, if any, next steps should be taken. As a first step, this preliminary investigation is essential to verify or refute the substance and accuracy of any concerns or complaints. This difficult decision and should not be taken alone but in consultation with the Responsible Officer, Medical Director and Director of HR, taking advice from the NCAS or Occupational Health Service 
	At this stage of the investigatory process a range of options are available to organisations. These options are not mutually exclusive patient protection and action required to manage the concern may require implementation of one or more of the following : 
	 No action to be taken  Remedial action required  Measures to ensure patient safety required – restriction on practice 
	or exclusion 
	 Local process agreed with the practitioner to be implemented 
	 Proceed to Stage 2-Extended Investigation 
	NO ACTION REQUIRED 
	If, at the conclusion of the preliminary investigation, he practitioner should be informed of this decision as soon as possible he record of the investigation 
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	ompletedinclude the rationale for the decision those involved in the decision made. . This record should be held on the practitioner’s personnel file for future record. 
	CHECK POLICY 
	REMEDIAL ACTION REQUIRED 
	If the outcome of the preliminary investigation is the identification of a performance concern (as per definition in paragraph 2 of this Framework-referring to all aspects of a practitioner’s work including conduct, health and clinical performance), consideration should be given to whether a local action plan to resolve the problem can be agreed with the practitioner. The NCAS can advise on the practicality of this approach. Paragraphs 
	MEASURES TO ENSURE PATIENT SAFETY 
	RESTRICTIONS ON PRACTICE 
	When significant issues relating to performance are identified at any stage of the processes described in this framework which may affect patient safety, the employer must urgently consider whether it is necessary to place temporary restrictions on an individual’s practice. Examples of such restrictions might be to amend or restrict the practitioner’s clinical duties and obtain relevant undertakings e.g. regarding practice outside the organisation in another HSC organisation or private practice. Any restric
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	IMMEDIATE EXCLUSION 
	An immediate time limited exclusion from the workplace may be necessary to protect the interests of patients or other staff; or where there has been a breakdown in relationships within a team which has the potential to significantly endanger patient care. 
	The NCAS must, where possible, be informed prior to the implementation of an immediate exclusion. Such exclusion will allow a more measured consideration to be undertaken. This period should be 
	The authority to exclude a member of staff must be vested in a nominated manager or managers of the Trust. These should include, where possible, the CE, Medical Director/Responsible Officer and the Clinical Directors for staff below the grade of consultant. For consultants it should include the CE and Responsible Officer /Medical Director. The number of managers involved should be the minimum number of people consistent with the size of the organisation and the need to ensure 24 hour availability of a nomin
	The clinical manager, having obtained the authority to exclude, must explain to the practitioner why the exclusion is justified (there may be no formal allegation at this stage), and agree a date up to a maximum of four weeks at which the practitioner should return to the workplace for a further meeting. 
	Immediate exclusion should be limited to the shortest feasible time and in no case longer than 4 weeks. During this period the practitioner should 
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	be given the opportunity to state their case and propose alternatives to exclusion e.g. further training, referral to occupational health, referral to the NCAS with voluntary restriction. The clinical manager must advise the practitioner of their rights, including rights of representation. 
	All these discussions should be minuted, recorded and documented, and a copy given to the practitioner. 
	The 4 week exclusion period should allow sufficient time for initial or further investigation to determine a clear course of action, including the need for formal exclusion, remediation, disciplinary action and/or referral to the regulator. 
	At any point in the process where the Medical Director/Responsible Officer has reached a decision that a practitioner is to be the subject of exclusion, the regulatory body should be notified. Users of this Framework should refer to the DHSSPS Guidance Issuing Alert Letters (circular HSS (TC8) (6)/98) and Guidance on Information Sharing to Provide Assurance. 
	Paragraphs 109-130 of this framework set out the procedures to be followed should an extended investigation indicate that a longer period of formal exclusion is required. 
	The following diagram provides an overview of the informal process. 
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	OPTIONS FOLLOWING EXTENDED INVESTIGATION. 
	Options following an extended investigation are described in this section. As options following a preliminary investigation, these are not mutually exclusive and ensuring patient and public safety, and action required to manage the concern may require implementation of one or more of the following : 
	 No further action  Referral to OHS  Measures to protect patients -restriction of practice & exclusion 
	from work 
	 Conduct panel 
	 Clinical Performance Panel 
	 Referral to GMC/GDC 
	 Referral to the NCAS. 
	NO FURTHER ACTION 
	If, at the conclusion of an extended investigation, it has been agreed that no further action is required, the practitioner should be informed of this decision as soon as possible. The investigatory record should be completed and include the rationale for this decision. This record should be held on the practitioner’s personnel file for future record. 
	REFERAL TO OCCUPATIONAL HEATH SERVICE 
	When the findings of an extended investigation demonstrate there are concerns about the practitioner’s health that should be considered by the HSC body’s Occupational Health Service (OHS) and the findings reported to the employer. 
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	In addition, if at any stage in the context of concerns about a practitioner’s clinical performance or conduct it becomes apparent that ill health may be a factor, the practitioner should be referred to OHS. Employers should be aware that the practitioner may also self refer to OHS. 
	The principle for dealing with individuals with health problems is that, wherever possible and consistent with maintaining patient safety, they should be treated, rehabilitated or re-trained (for example if they cannot undertake exposure prone procedures) and kept in employment, rather 
	HANDLING HEALTH ISSUES 
	On referral to OHS, the OHS physician should agree a course of action with the practitioner and send his/her recommendations to the Medical Director/Responsible Officermeeting should be convened with the Director of HR, the Medical Director/Responsible Officer or Case Manager, the practitioner and case worker from the OHS to agree a timetable of action and rehabilitation (where appropriate). The practitioner may be accompanied to these meetings (as defined in Confidentiality must be maintained by all partie
	times. 
	The findings of OHS may suggest that the practitioner’s health makes them a danger to patients. Where the practitioner does not recognise that, or does not comply with measures put in place to protect patients, then exclusion from work must be considered. The relevant professional regulatory body must be informed, irrespective of whether or not the practitioner has retired on the grounds of ill health. 
	In the absence of a Medical Director organisations should put in place appropriate measures as part of agreed arrangements for small organisations to ensure the appropriate level of input to the process. See section vi. 
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	In those cases where there is impairment of clinical performance solely due to ill health or an issue of conduct solely due to ill health, disciplinary procedures or misconduct procedures would only be considered in the most exceptional of circumstances, for example if the individual concerned refuses to co-operate with the employer to resolve the underlying situation 
	e.g. by refusing a referral to the OHS or NCAS. 
	A practitioner who is subject to the procedures in Sections III and IV may put forward a case on ill health grounds that proceedings should be delayed, modified or terminated. In those cases the employer should refer the practitioner to OHS for assessment as soon as possible and suspend proceedings pending the OHS report. Unreasonable refusal to accept a referral to, or to co-operate with OHS, may give separate grounds for pursuing disciplinary action. 
	RETAINING THE SERVICES OF INDIVIDUALS WITH HEALTH PROBLEMS 
	107 Wherever possible the organisation should attempt to continue to employ the individual provided this does not place patients or colleagues at risk. The following are examples of action that may be taken in these circumstances, in consultation with OHS and having taken advice from NCAS and/or NIMDTA if appropriate. 
	108 Examples of action to take: 
	 sickness absence for the practitioner (the practitioner contacted frequently ; 
	 remove the practitioner from certain duties;  make adjustments to the practitioner’s working environment;  reassign them to a different area of work;  arrange re-training for the practitioner; 
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	consider whether the Disability Discrimination Act (DDA) applies (see below), and, if so, what other reasonable adjustments might be made to their working environment. 
	 
	 
	DISABILITY DISCRIMINATION ACT (DDA) 
	Where the practitioner’s health issues come within the remit of the DDA, the employer is under a duty to consider what reasonable adjustments can be made to enable the practitioner to continue in employment. At all times the practitioner should be supported by their employer and OHS who should ensure that the practitioner is offered every available resource to enable him/her to continue in practice or return to practice as appropriate. 
	110 Employers should consider what reasonable adjustments could be made to the practitioner’s workplace conditions, bearing in mind their need to negate any possible disadvantage a practitioner might have compared to his/her non -disabled colleagues. The following are examples of reasonable adjustments an employer might make in consultation with the practitioner and OHS. 
	111 Examples of reasonable adjustment 
	 make adjustments to the premises; 
	 re-allocate some of the disabled person’s duties to another; 
	 transfer employee to an existing vacancy; 
	 alter employee’s working hours or pattern of work; 
	 assign employee to a different workplace; 
	 allow absence for rehabilitation, assessment or treatment; 
	 provide additional training or retraining; 
	 acquire/modify equipment; 
	 modifying procedures for testing or assessment; 
	 provide a reader or interpreter; 
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	 establish mentoring arrangements. 
	In some cases retirement due to ill health may be necessary. Ill health retirement should be approached in a reasonable and considerate manner, in consultation with the practitioner, OHS, and HSC Superannuation Branch. 
	MEASURES TO PROTECT PATIENTS: RESTRICTION OF PRACTICE AND EXCLUSION FROM WORK 
	This part of the framework replaces the guidance in HSS (TC8) 3/95 (Disciplinary Procedures for Hospital and Community Medical and Hospital Dental Staff -Suspensions). Under the Directions on Disciplinary Procedures 2005, HPSS employers must incorporate these principles and procedures within their local procedures. The guiding principles of Article 6 of the Human Rights Act must be strictly adhered to. 
	In this part of the framework, the phrase “exclusion from work” has been used to replace the word “suspension” which can be confused with action taken by the GMC or GDC to suspend the practitioner from the register pending a hearing of their case or as an outcome of a fitness to practice hearing. 
	116 The Directions require that HSC bodies must ensure that: 
	 exclusion from work is used only as an interim measure whilst action to resolve a problem is being considered; 
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	 where a practitioner is excluded, it is for the minimum necessary period of time: this can be up to but no more than four weeks at a time; 
	 all extensions of exclusion are reviewed and a brief report provided to the CE and the board; 
	 a detailed report is provided when requested to the designated Board member who will be responsible for monitoring the situation until the exclusion has been lifted. 
	MANAGING THE RISK TO PATIENTS 
	Exclusion of clinical staff from the workplace is a temporary expedient. Under this framework, exclusion is a precautionary measure and not a disciplinary sanction. Exclusion from work should be reserved for only the most exceptional circumstances. 
	118 The purpose of exclusion is: 
	 to protect the interests of patients or other staff; and/or  to assist the investigative process when there is a clear risk that the practitioner’s presence would impede the gathering of evidence. 
	119 It is imperative that exclusion from work is not misused or seen as the only course of action that could be taken. The degree of action must depend on the nature and seriousness of the concerns and on the need to protect patients, the practitioner concerned and/or their colleagues. 
	THE EXCLUSION PROCESS 
	120 Under the Directions, an HSC body cannot require the exclusion of a practitioner for more than four weeks at a time. The justification for continued exclusion must be reviewed on a regular basis and before any further four-week period of exclusion is imposed. Under 
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	the framework key officers and the Board have responsibilities for ensuring that the process is carried out quickly and fairly, kept under review and that the total period of exclusion is not prolonged. 
	Key of exclusion from work 
	121 Key aspects include: 
	 an initial “immediate” exclusion of no more than four weeks if 
	warranted as set out in paragraphs 77-84  notification of the NCAS before immediate and formal exclusion;  formal exclusion (if necessary) for periods up to four weeks;  ongoing advice on the case management plan from the NCAS;  appointment of a designated Board member to monitor the 
	exclusion and subsequent action;  referral to NCAS for formal assessment, if part of case management plan;  active review by clinical and case managers to decide renewal or 
	cessation of exclusion;  a right to return to work if review not carried out;  performance reporting on the management of the case;  programme for return to work if not referred to disciplinary 
	procedures or clinical performance assessment;  a right for the doctor to make representation to the designated Board member 
	122 The authority to exclude a member of staff must be vested in a nominated manager or managers of the Trust. As described for immediate exclusion, these managers should be at an appropriately senior level in the organisation and should be the minimum number of people consistent with the size of the organisation and the need to ensure 24 hour availability of a nominated manager in the event of a critical incident. It should include the CE, Medical Director/Responsible Officer and the 
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	Clinical Directors for staff below the grade of consultant. For consultants it should include the CE and Medical Director/Responsible Officer. 
	Exclusion other than immediate exclusion 
	A formal exclusion may only take place in the setting of a formal 
	investigation after the Case Manager has first considered whether there is a case to answer and then considered, at a case conference (involving as a minimum the clinical manager, Case Manager and Director of HR), whether there is reasonable and proper cause to exclude. The NCAS must be consulted where formal exclusion is being considered. If a Case Investigator has been appointed he or she must produce a preliminary report as soon as is possible to be available for the case conference. This preliminary rep
	124 The report should provide sufficient information for a decision to be made as to whether: 
	before advice can be given. 
	125 Formal exclusion of one or more clinicians must only be used where: 
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	Members of the case conference should consider whether the practitioner could continue in or (where there has been an immediate exclusion) return to work in a limited capacity or in an alternative, possibly non-clinical role, pending the resolution of the case. 
	127 When the practitioner is informed of the exclusion, there should, where practical, be a witness present and the nature of the allegations of concern should be conveyed to the practitioner. The practitioner should be told the reason(s) why formal exclusion is regarded as the only way to deal with the case. At this stage the practitioner should be given the opportunity to state their case and propose alternatives to exclusion (e.g. further training, referral to occupational health, referral to the NCAS wi
	128 The formal exclusion must be confirmed in writing immediately. The letter should state the effective date and time, duration (up to 4 weeks), the content of the allegations, the terms of the exclusion (e.g. exclusion from the premises, see paragraph 121, and the need to remain available for work paragraph 122) and that a full investigation or what other action will follow. The practitioner and their companion should be informed that they may make representations about the exclusion to the designated Boa
	129 In cases when disciplinary procedures are being followed, exclusion may be extended for four-week reviewable periods until the completion of disciplinary procedures, if a return to work is considered inappropriate. The exclusion should still only last for four weeks at a time 
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	and be subject to review (see paras 26 – 31 relating to the review process). The exclusion should usually be lifted and the practitioner allowed back to work, with or without conditions placed upon the employment, as soon as the original reasons for exclusion no longer apply. 
	If the Case Manager considers that the exclusion will need to be extended over a prolonged period outside of his or her control (for example because of a police investigation), the case must be referred back to the NCAS for advice as to whether the case is being handled in the most effective way. However, even during this prolonged period the principle of four-week review must be adhered to. 
	131 If at any time after the practitioner has been excluded from work, the investigation reveals that either the allegations are without foundation or that further investigation can continue with the practitioner working normally or with restrictions, the Case Manager must lift the exclusion and notify the appropriate regulatory authorities. Arrangements should be in place for the practitioner to return to work with any appropriate support (including retraining after prolonged exclusion) as soon as practica
	Exclusion from premises 
	132 Practitioners should not be automatically barred from the premises upon exclusion from work. Case Managers must always consider whether a bar is absolutely necessary. The practitioner may want to retain contact with colleagues, take part in clinical audit, to remain up to date with developments in their specialty or to undertake research or training. There are certain circumstances, however, where the practitioner should be excluded from the premises. There may be a danger of tampering with evidence, or
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	Keeping in contact and availability for work 
	Exclusion under this framework should be on full pay provided the practitioner remains available for work with their employer during their normal contracted hours. The practitioner should not undertake any work for other organisations, whether paid or voluntary, during the time for which they are being paid by the HSC employer. This caveat does not refer to time for which they are not being paid by the HSC employer. The practitioner may not engage in any medical or dental duties consistent within the terms 
	134 The Case Manager should make arrangements to ensure that the practitioner may keep in contact with colleagues on professional developments, take part in CPD and clinical audit activities with the same level of support as other doctors or dentists in their employment. A mentor could be appointed for this purpose if a colleague is willing to undertake this role. In appropriate circumstances Trusts should offer practitioners a referral to the Occupational Health Service. 
	Informing other organisations 
	135 Where there is concern that the practitioner may be a danger to patients, the employer has an obligation to inform other organisations including the private sector, of any restriction on practice or exclusion and provide a summary of the reasons. Details of other employers (HSC and non-HSC) may be readily available from job plans, but where it is not the practitioner should supply them. Failure to do so may result in further disciplinary action or referral to the relevant regulatory body, as the paramou
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	placed restrictions on practice, the practitioner should agree not to undertake any work in that area of practice with any other employerRef Information Sharing Guidance 
	Where the Case Manager has good grounds to believe that the practitioner is practicing in other parts of the HSC, or in the private sector in breach or defiance of an undertaking not to do so, they should contact the professional regulatory body and the CMO of the Department to consider the issue of an alert letter. 
	No practitioner should be excluded from work other than through this new procedure. Informal exclusions, so called ‘gardening leave’ have been commonly used in the recent past. No HSC organisation may use "gardening leave" as a means of resolving a problem covered by this framework. 
	Existing suspensions & transitional arrangements 
	138 On implementation of this framework, all informal exclusions 
	(e.g. ‘gardening leave’) must be transferred to the new system of exclusion and dealt with under the arrangements set out in this framework. 
	KEEPING EXCLUSIONS UNDER REVIEW 
	Informing the board of the employer 
	139 The Board must be informed about an exclusion at the earliest opportunity. The Board has a responsibility to ensure that the organisation’s internal procedures are being followed. It should, therefore: 
	HSC bodies must develop strong co-partnership relations with universities and ensure that jointly agreed procedures are in place for dealing with any concerns about practitioners with joint appointments. 
	49 
	 receive a monthly statistical summary showing all exclusions with their duration and number of times the exclusion had been reviewed and extended. A copy must be sent to the Department (Director of Human Resources). 
	 receive an assurance from the CE and designated board member that the agreed mechanisms are being followed. Details of individual exclusions should not be discussed at Board level. 
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	Regular review 
	The Case Manager must review the exclusion before the end of each four week period and report the outcome to the Chief Executive. The exclusion should usually be lifted and the practitioner allowed back to work, with or without conditions placed upon their employment, at any time providing the original reasons for exclusion no longer apply. The exclusion will lapse and the practitioner will be entitled to return to work at the end of the four-week period if the exclusion is not actively reviewed. 
	The HSC body must take review action before the end of each 4-week period. The table below outlines the various activities that must be undertaken at different stages of exclusion. 
	It is important to recognise that Board members might be required to sit as members of a future disciplinary or appeal panel. Therefore, information to the Board should only be sufficient to enable the Board to satisfy itself that the procedures are being followed. Only the designated Board member should be involved to any significant degree in each review. Careful consideration must be given as to whether the interests of patients, other staff, the practitioner, and/or the needs of the investigative proces
	51 
	EXCLUSION REVIEWS 
	52 
	142 Normally there should be a maximum limit of 6 months exclusion, except for those cases involving criminal investigations of the practitioner concerned. The employer and the NCAS should actively review those cases at least every six months. 
	53 
	The role of the Department in monitoring exclusions 
	When the Department is notified of an exclusion, it should confirm with the NCAS that they have been notified. 
	When an exclusion decision has been extended twice (third review), the CE of the employing organisation (or a nominated officer) must inform the Department of what action is proposed to resolve the situation. 
	RETURN TO WORK 
	If it is decided that the exclusion should come to an end, there must be formal arrangements for the return to work of the practitioner. It must be clear whether clinical and other responsibilities are to remain unchanged, what duties and restrictions apply, and any monitoring arrangements to ensure patient safety. 
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	CONDUCT HEARINGS AND DISCIPLINARY PROCESSES 
	When the outcome of an extended investigation shows that there is a case of misconduct, this must be put to a conduct panel. Misconduct covers both personal and professional misconduct as it can be difficult to distinguish between them. The key point is that all misconduct 
	where conduct is in question. 
	140147 
	. 
	HSC bodies must work in partnership with universities and ensure that jointly agreed procedures are in place for dealing with any concerns about practitioners with joint appointment contracts. 
	Employers are advised to discuss the selection of the medical or dental panel member with the appropriate local professional representative body eg for doctors in a hospital trust the local negotiating committee 
	55 
	CODES OF CONDUCT 
	140 Every HSCNI employer will have a Code of Conduct or staff rules, which should set out acceptable standards of conduct and behaviour expected of all its employees. Breaches of these rules are considered to be “misconduct”. Misconduct can cover a very wide range of behaviour and can be classified in a number of ways, but it will generally fall into one of four distinct categories: 
	doctors and dentists by their regulatory body; 
	(iii) the commission of criminal offences outside the place of work which may, in particular circumstances, amount to misconduct; 
	compromise standards of care or patient safety, or create serious 
	141 The employer’s Code of Conduct should set out details of some of the acts that will result in a serious breach of contractual terms and will constitute gross misconduct, and could lead to summary dismissal. The code cannot cover every eventuality. Similarly the Labour Relations Agency (LRA) Code 
	provides a non-exhaustive list of examples. Acts of misconduct may be simple and readily recognised or more complex and involved. Examples may include unreasonable or inappropriate behaviour such as verbal or physical bullying, harassment and/or discrimination in the exercise 
	In case of doctors, Good Medical Practice. In the case of dentists, Maintaining Standards. 
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	of their duties towards patients, the public or other employees. It could also 
	include actions such as deliberate falsification or fraud. 
	142 Failure to fulfil contractual obligations may also constitute misconduct. For example, regular non-attendance at clinics or ward rounds, or not taking part in clinical governance activities may come into this category. Additionally, instances of failing to give proper support to other members of staff including 
	that are not directly related to the police investigation underway. The employer must consult the police to establish whether an investigation into any other matters would impede their investigation. In cases of fraud, the Counter Fraud & Security Management Service must be contacted.? Check 
	accuracy of reference 
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	Cases where criminal charges are brought not connected with an investigation by an HSC employer 
	146 There are some criminal offences that, if proven, could render a doctor or dentist unsuitable for employment. In all cases, employers, having considered the facts, will need to determine whether the employee poses a 
	case is withdrawn, there may be grounds to consider allegations which if proved would constitute misconduct, bearing in mind that the evidence has not been tested in court. It must be made clear to the police that any evidence they provide and is used in the Trust’s case will have to be made available to the doctor or dentist concerned. 
	59 
	CLINICAL PERFORMANCE PANEL INTRODUCTION & GENERAL PRINCIPLES 149 There will be occasions following an extended investigation where an 
	employer considers that there has been a clear failure by an individual to 
	60 
	 incompetent clinical practice;  inappropriate delegation of clinical responsibility;  inadequate supervision of delegated clinical tasks;  ineffective clinical team working skills. 
	152 Wherever possible such issues should be dealt with informally, seeking support and advice from the NCAS where appropriate. The vast majority of cases should be adequately dealt with through a plan of action agreed between the practitioner and the employer. 
	153 Performance may be affected by ill health. Should health considerations be 
	156 As set out in paragraphs 207-215, the NCAS can assist the employer to develop an action plan designed to enable the practitioner to remedy any limitations in performance that have been identified during the assessment. The employing body must facilitate the agreed action plan (agreed by the 
	see paragraphs 5 and 6 in section 6I on arrangements for small organisations 
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	employer and the practitioner). There may be occasions when a case has been considered by NCAS, but the advice of its assessment panel is that the practitioner’s performance is so fundamentally flawed that no educational and/or organisational action plan has a realistic chance of success. In these circumstances, the Case Manager must make a decision, based upon the completed investigation report and informed by the NCAS advice, whether the case should be determined under the clinical performance procedure. 
	157 If the practitioner does not agree to the case being referred to NCAS, a 
	HEARING PROCEDURE 
	The pre-hearing process 
	 all parties must exchange any documentation, including witness statements, on which they wish to rely in the proceedings no later than 10 working days before the hearing. In the event of late evidence being presented, the employer should consider whether a new date should be set for the hearing; 
	62 
	 should either party request a postponement to the hearing, the Case Manager should give reasonable consideration to such a request while ensuring that any time extensions to the process are kept to a minimum. Employers retain the right, after a reasonable period (not normally less than 30 working days from the postponement of the hearing), and having given the practitioner at least five working days notice, to proceed with the hearing in the practitioner’s absence, although the employer should act reasonab
	 
	 
	The hearing framework 
	159 The hearing will normally be chaired by an Executive Director of the Trust. The panel should comprise a total of 3 people, normally 2 members of the Trust Board, or senior staff appointed by the Board for the purpose of the hearing. At least one member of the panel must be an appropriately 
	63 
	experienced medical or dental practitioner who is not employed by the No member of the panel or advisers to the panel should have been previously involved in the investigation. In the case of clinical academics, including joint appointments, a further panel member may be appointed in accordance with any protocol agreed between the employer and the university. 
	while this matter is resolved. The employer must provide the practitioner with the reasons for reaching its decision in writing before the hearing can take place. 
	Employers are advised to discuss the selection of the medical or dental panel member with the appropriate local professional representative body eg for doctors in a hospital trust the local negotiating committee. 
	64 
	Representation at clinical performance hearings 
	163 The hearing is not a court of law. Whilst the practitioner should be given every reasonable opportunity to present his or her case, the hearing should not be conducted in a legalistic or excessively formal manner. 
	be the same and shall reflect the following:  the witness to confirm any written statement and give any supplementary 
	evidence;  the side calling the witness can question the witness;  the other side can then question the witness;  the panel may question the witness; 
	65 
	 the side which called the witness may seek to clarify any points which have arisen during questioning but may not at this point raise new evidence. 
	166 The order of presentation shall be: 
	 the Case Manager presents the management case, calling any witnesses. 
	Decisions 
	167 The panel will have the power to make a range of decisions including the following: Possible decisions made by the clinical performance panel: 66 
	 the clinical performance problem(s) identified; 
	 the improvement that is required; 
	may: 
	are relevant to the case. The panel may wish to comment on the systems 
	and procedures operated by the employer. 
	171 A record of all findings, decisions and written warnings should be kept on the practitioner’s personnel file. Written warnings should be disregarded for disciplinary purposes following the specified period. 
	67 
	172 The decision of the panel should be communicated to the parties as soon as possible and normally within 5 working days of the hearing. Given the possible complexities of the issues under deliberation and the need for detailed consideration, the parties should not necessarily expect a decision on the day of the hearing. 
	173 The decision must be confirmed in writing to the practitioner within 10 working days. This notification must include reasons for the decision, clarification of the practitioner’s right of appeal (specifying to whom the appeal should be addressed) and notification of any intent to make a referral 
	68 
	APPEALS PROCEDURES IN CLINICAL PERFORMANCE CASES 
	174 Given the significance of the decision of a clinical performance panel to warn or dismiss a practitioner, it is important that a robust appeal procedure is in place. Every Trust must therefore establish an internal appeal process. 
	175 The appeals procedure provides a mechanism for practitioners who disagree 
	 
	 
	to base the decision; 
	The appeal process 
	178 The predominant purpose of the appeal is to ensure that a fair hearing was given to the original case and a fair and reasonable decision reached by the hearing panel. The appeal panel has the power to confirm or vary the decision made at the clinical performance hearing, or order that the case is 
	69 
	re-heard. Where it is clear in the course of the appeal hearing that the proper procedures have not been followed and the appeal panel determines that the case needs to be fully re-heard, the Chairman of the panel shall have the power to instruct a new clinical performance hearing. 
	179 Where the appeal is against dismissal, the practitioner should not be paid, from the date of termination of employment. Should the appeal be upheld, 
	the date of termination of employment. 
	The appeal panel 
	for hearing an appeal. 
	See Annex A. Employers are advised to discuss the selection of the medical or dental panel member with the local professional representative body eg in a hospital trust the local negotiating committee. 
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	181 In the case of clinical academics, including joint appointments, a further panel member may be appointed in accordance with any protocol agreed between the employer and the university 
	182 The panel should call on others to provide specialist advice. This should normally include: 
	soon as possible after the original performance hearing. The following 
	timetable should apply in all cases: 
	Where the case involves a dentist this may be a consultant or an appropriate senior practitioner. 
	71 
	 appeal by written statement to be submitted to the designated appeal point (normally the Director of HR) within 25 working days of the date of the written confirmation of the original decision; 
	 hearing to take place within 25 working days of date of lodging appeal;  decision reported to the appellant and the Trust within 5 working days of the conclusion of the hearing. 
	186 The timetable should be agreed between the Trust and the appellant and thereafter varied only by mutual agreement. The Case Manager should be informed and is responsible for ensuring that extensions are absolutely necessary and kept to a minimum. 
	Powers of the appeal panel 
	evidence needs to be presented, it should consider whether an adjournment is appropriate. Much will depend on the weight of the new evidence and its relevance. The appeal panel has the power to determine whether to consider the new evidence as relevant to the appeal, or whether the case should be re-heard, on the basis of the new evidence, by a clinical performance hearing panel. 
	72 
	Conduct of appeal hearing 
	190 All parties should have all documents, including witness statements, from the previous performance hearing together with any new evidence. 
	191 The practitioner may be represented in the process by a companion who 
	and shall be copied to the Trust’s Case Manager such that it is received within 5 working days of the conclusion of the hearing. The decision of the appeal panel is final and binding. There shall be no correspondence on the decision of the panel, except and unless clarification is required on what has been decided (but not on the merits of the case), in which case it should be sought in writing from the Chairman of the appeal panel. 
	73 
	Action following hearing 
	195 Records must be kept, including a report detailing the performance issues, the practitioner’s defence or mitigation, the action taken and the reasons for it. These records must be kept confidential and retained in accordance with the clinical performance procedure and the Data Protection Act 1998. These records need to be made available to those with a legitimate call upon them, such as the practitioner, the Regulatory Body, or in response to a Direction from an Industrial Tribunal. 
	74 
	APPEAL PANELS IN CLINICAL PERFORMANCE CASES update section 
	196 The framework provides for the appeal panel to be chaired by an independent member from an approved pool trained in legal aspects of appeals. 
	197 It has been agreed that it would be preferable to continue to appoint appeal panel chairmen through a separately held Northern Ireland wide list rather than through local selection. The benefits include: 
	 the ability to secure consistency of approach through national appointment, selection and training of panel chairmen; and  the ability to monitor performance and assure the quality of panellists. 
	drawing up the selection criteria and in seeking nominations to serve. 
	201 The Department of Health Social Services and Public Safety, in consultation with employers, the BDA and the BMA will provide a job description, based on the Competence Framework for Chairmen and Members of Tribunals, drawn up by the Judicial Studies Board. The framework, which can be adapted to suit particular circumstances sets out six headline competencies 
	75 
	featuring the core elements of law and procedure, equal treatment, communication, conduct of hearing, evidence and decision making. Selection will be based on the extent to which candidates meet the competencies. 
	202 Panel members will be subject to appraisal against the core competencies and feedback on performance provided by participants in the hearing. This 
	 When a finding of unsatisfactory clinical performance has been reached. 
	206 Threshold criteria for referral under fitness to practice proceedings are referenced in paragraph 17 of this framework. 
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	REFERRAL TO THE NCAS 
	207 The NCAS is a division of the NHS Patient Safety Agency and was established to assist healthcare managers and practitioners to understand, manage and prevent performance concerns. 
	208 At any stage in the handling of a case consideration should be given to the 
	    
	assessment. 
	practitioner’s performance, or see a wider problem needing the involvement of an outside body other than the NCAS. 
	211 The focus of the NCAS’s work on assessment is likely to involve performance difficulties which are serious and/or repetitive. That means: 
	77 
	 clinical performance falling well short of recognised standards and clinical practice which, if repeated, would put patients seriously at risk;  alternatively, or additionally, issues which are ongoing or recurrent. 
	212 A practitioner undergoing assessment by the NCAS must co-operate with any request from the NCAS to give an undertaking not to practice in the HSC or private sector other than their main place of HSC employment until the 
	See also 
	78 
	FORMAL PROCESS 
	CE appoints Case Manager, 
	HANDLING OF ILLNESS ARISING DURING EXTENDED 
	INVESTIGAT ION 
	absence procedures can take place alongside these processes and the employer should take reasonable steps to give the employee time to recover and attend any hearing. 
	152 Where the employee's illness exceeds 4 weeks, they must be referred to the OHS. The OHS will advise the employer on the 
	may have for the process. OHS will also be able to advise on the employee's capacity for future work, as a result of which the employer may wish to consider retirement on health grounds. 
	investigation should still be taken to a conclusion and the employer 
	153 If, in exceptional circumstances, a hearing proceeds in the absence of the practitioner, for reasons of ill-health, the practitioner should have the opportunity to provide written submissions and/or have a representative attend in his absence. 
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	Appendix 1 – Glossary 
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	Parks, Zoe 
	From: Toal, Vivienne < Sent: To: Cc: Walker, Helen; Hynds, Siobhan; Mallagh-Cassells, Heather Subject: Re: Review of Maintaining High Professional Standards Policy. 
	Liz 
	Can I also add to this that I have some difficulty with the role of the NED in MHPS cases - the document is not clear and at times we have got completely muddled as to what their role actually is and how far they can go when contacted by a doctor going through a process. I think this needs explored as part of any review.   
	Vivienne 
	Sent from my Samsung Galaxy smartphone. 
	--------Original message -------From: "Parks, Zoe" < Date: 15/03/2018 13:24 (GMT+00:00) To: "'Hynes, Liz')" > Cc: "Walker, Helen">, "Toal, Vivienne" >, "Hynds, Siobhan">, "Mallagh-Cassells, Heather"> Subject: Review of Maintaining High Professional Standards Policy. 
	Liz, 
	Please find attached some comments from the Southern Trust. Please do not hesitate to contact me if you have any queries. 
	Many thanks 
	Zoë 
	Zoe Parks Head of Medical Staffing HROD Southern Health & Social Care Trust 
	My working days are Tuesday-Friday 
	 (Internal: – prefix by if dialling from legacy telephone) Blackberry 
	1 
	Sent: 08 March 2018 13:31 
	To: jacqui.kennedy ; Toal, Vivienne; Weir, Myra; 'McConnell Ann'; NIAS - Michelle Lemon; 
	Paula Smyth 
	Cc: angela.muldoon ; Mallagh-Cassells, Heather; PA to Eamon Molloy; Lorimer, Joelle; HR 
	All 
	February, the Department agreed to write to HSC Trusts to seek their comments and views on the issues and barriers arising from the above policy document. 
	I would be grateful of you could send these to me ( ) for collation prior 
	March. 
	Kind regards 
	Liz 
	Liz Hynes HR Business Partner (Medical and Dental) Pay and Employment Unit, Workforce Policy Directorate, Department of Health and The Board Liaison Group, (BLG), HSC Board 
	Please note that I usually work for the DoH Monday -Thursday and BLG on Fridays. 
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	Maintaining High Professional Standards 
	Comments from Southern Health & Social Care 
	Having had experience of working with the MHPS Framework the Southern Trust would be keen for the following comments to be considered as part of the review. 
	 Ability to take quick, effective action 
	It seems a reasonable expectation that Trusts should be able to take quick effective action where there are serious concerns about the misconduct or capability of medical staff. However the nature and complexity of the existing MHPS framework make this extremely difficult. One would expect a “framework” document to be a high level list of principles to guide local policies. However the fact that MHPS is almost 50 pages long makes the document far too prescriptive to act as a framework. In reality it often l
	The ability of the Trust to take certain decisions is also very limited in some cases. For example it is impossible to take a doctor to a clinical performance hearing unless is if first considered by NCAS and they (normally after having completed a lengthy NCAS assessment) have determined that the doctors performance is “so fundamentally flawed that no educational and/or organisation action plan has a realistic chance of success”. We have had experience of a doctor who clearly fell into this category and wa
	The ability to deal fairly but quickly and effectively with a clear case of an underperforming doctor is thus severely hampered by this requirement – particularly when issues arise early in employment given probationary periods are not a common feature in medical/dental contracts. MHPS also includes a recommendation of dealing with mixed conduct and capability issues via the capability route. This is not always helpful as we feel strongly that misconduct is clearly best dealt with through a misconduct route
	 Achievable Timescales Despite extensive procedural requirements, MHPS sets timescales that Trusts can very rarely comply with. Timescales are dotted throughout the document in the context of investigations, exclusions and panels which require line by line attention and often are totally unachievable. This is also problematic when it is set within the context of the enormous list of senior officers required to participate, particularly on capability 
	It is important that Trusts can take quick, effective and appropriate action when there are serious concerns about a doctors’ performance or conduct. Confidence and trust in the capability and conduct of our medical staff must be at the heart of everything that we do. The recent findings of Mr Justice O’Hara’s report only serve to emphasise this. MHPS therefore needs to be reviewed urgently to ensure this remains an absolute priority and the aim should be for a procedure that is succinct, easy to interpret 
	Parks, Zoe 
	Please find attached some comments from the Southern Trust. Please do not hesitate to contact me if you have any queries. 
	Many thanks 
	Zoë 
	Zoe Parks Head of Medical Staffing HROD Southern Health & Social Care Trust 
	My working days are Tuesday-Friday 
	 (Internal: – prefix by if dialling from legacy telephone) Blackberry 
	All 
	February, the Department agreed to write to HSC Trusts to seek their comments and views on the issues and barriers arising from the 
	1 
	Liz 
	Liz Hynes HR Business Partner (Medical and Dental) Pay and Employment Unit, Workforce Policy Directorate, Department of Health and The Board Liaison Group, (BLG), HSC Board 
	Please note that I usually work for the DoH Monday -Thursday and BLG on Fridays. 
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	Parks, Zoe 
	From: Donaghy, Kieran < Sent: To: Parks, Zoe; Toal, Vivienne Subject: FW: Revision of MHPS Attachments: Revision of MHPS (v4) with changes made 131111.DOC; CiC_Glossary_MHPS.DOC 
	Importance: High Sensitivity: Confidential 
	Zoe/Vivienne any comments you would wish to make? 
	Kieran 
	-----Original Message----From: Lindsay, Jane [mailto: ] Sent: 15 November 2011 10:43 To: Kilgallen, Anne; Roberts, Margot; Mervyn Barkley; O'Carolan, Donncha; Reid, Simon; Donaghy, Kieran Cc: Beck, Lorraine; Dardis, Pauline; Davey, Noreen; Armstrong, Andrea; Hutchison, Ruth Subject: Revision of MHPS Importance: High Sensitivity: Confidential 
	Colleagues, 
	Re: RevisionOffice), Castle Buildings. 
	I have attached the current revision of MHPS for your consideration ahead of our meeting on Friday. You will note that this is very much a working draft and we look forward to hearing your feedback and suggestions. Also attached is a Glossary that will be developed as the revision progresses. 
	Our key aims in developing the framework are: 
	We have been considering a the range of resources provided by the Labour Relations Agency in work undertaken to date that provide succinct guidance in relation to Conducting Employment Investigations, Handling Discipline and Grievances at Work and Advice on Managing Poor Performance. These documents are available on the LRA website should you wish to review prior to our meeting (link below) . 
	I have received apologies for this meeting from Donnacha O'Carolon and Kieran Donaghay,both very welcome to provide comments to me by email and I will ensure these are considered at Friday's meeting. 
	Kind Regards 
	Jane 
	Jane Lindsay Project Manager-Confidence in Care DHSSPS, C3.20,Castle Buildings 
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	Stormont Estate Belfast BT4 3SQ 
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