WIT-73001

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



10147 (01/03/2019 |18/04/2019 33|Midwifery [Craigavon |Obstetrics |Quality of
and Area Treatment
Gynaecolo [Hospital & Care
qy

10105 (21/02/2019 |18/04/2019 39|Emergenc |Daisy Hill |Accident |Profession
y Hospital |and al
Departme Emergenc |Assessme
nt y nt of Need
Services

10211 |122/03/2019 (19/04/2019 20|General |Daisy Hill |General |Policy/Co
Surgery |Hospital |Surgery |mmercial

Decisions

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

WIT-73002

Learning has been disseminated to all
staff involved.

2 East Midwifery Led
Unit

Emergency
Department DHH

No further action.

Male Surgical/HDU




10101 |12/03/2019 |19/04/2019 27 Midwifery |Craigavon |Obstetrics |Quality of
and Area Treatment
Gynaecolo |Hospital & Care
ay
10171 |08/03/2019 |19/04/2019 29(General |Craigavon [General |Waiting
Surgery  [Area Surgery  [Times,
Hospital Outpatient
Departme
nts
10222 |26/03/2019 |19/04/2019 18| Communit | Communit |CCN Communi
y Nursing |y Team - ation/Infor
CYP C/A/D mation
Service
10196 |25/03/2019 (24/04/2019 20|Support  |Daisy Hill |Psychiatry | Confidenti
and Hospital |of Old Age |ality
Recovery
Services
10196 |25/03/2019 |24/04/2019 20(Support  |Daisy Hill |Psychiatry |Communi
and Hospital [of Old Age |ation/Infor
Recovery mation
Services

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Personal Information redacted by the USI

WIT-73003

Delivery Suite, CAH

No further action.

General Surgery Clinic

Requirement for dedicated 1:1 to be
explained during competency based
training with services providing care

for children requiring 1:1 supervision.

Russel Drive, Lurgan

Mental Health
Department

Mental health Dept.
DHH




WIT-73004

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73005

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73006

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73007

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73008

Personal Information redacted by the USI Appendlx 269

First Respons |Service Area Speciality Subjects Action taken (Investigation) Lessons learned Loc
received e time (Subjects) (Exact)

10326 (24/04/2019 |21/05/2019 Craigavon Area Urology Surgery [Waiting Times, Complainant unhappy with the length of time [Advised Urology outpatient waiting times
Hospital Outpatient he has to wait for a vasectomy. are currently 168 weeks, patient has been
Departments waiting 60 weeks for an appointment. Also

to help with this long wait the urology
department refer all patients for
vasectomies to general surgeon and
advised complainant has an outpatients
appointment on 23 May 2019.

Personal Information redacted by
the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73009

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73010

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73011

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



9909 |04/01/2019 |14/05/2019 88|General Craigavon Area General Communication/Inf
Medicine Hospital Medicine ormation

10080 (25/02/2019 (28/05/2019 61|General Craigavon Area General Quality of
Medicine Hospital Medicine Treatment & Care

10080 (25/02/2019 (28/05/2019 61|General Craigavon Area General Policy/Commercial
Medicine Hospital Medicine Decisions

10359 (02/05/2019 |23/05/2019 14|Locality Craigavon Area Support Services|Access to
Support Hospital Premises
Services
(C&B)

Personal Information redacted by the USI

WIT-73012

3 South

Discharge
Lounge

Discharge
Lounge

No further action

Car
Park/Grou
nds

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73013

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



10312 16/04/2019 |21/05/2019 General
Surgery

Craigavon Area
Hospital

Urology Surgery

Waiting Times,
Outpatient
Departments

Personal Information redacted by the USI

Complainant is desperate to have procedure
carried out. She has urological problems
and her quality of life is non-existent due to
this. She is exasperated about the Inegth of
the waiting lists to have a procedure carried
out as she cannot go out in public due to the
effect her problem has. She wears a
catheter or self catheterises but has had
numerous leaks with is embarrassing and
affecting her mental health.

Advised Consultant Urologist and Clinical
Nurse Specialist are both working to identify
what the best course of treatment is for
complainants condition. Assured they will
try all options available with major surgery
being the final option if no other treatments
work. Advised Sister had planned to contact
complainant in few weeks time to see if
current treatment plan is working.

WIT-73014

Urology
Clinic

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry




WIT-73015

10248 (29/03/2019 |09/05/2019 26|UROLOG Craigavon Area Urology and Waiting List, Patient unhappy with the length of time he  [Patient was advised they were added to the No further action. Urology
Hospital ENT Delay/Cancellation|has to wait for a Urology appointment. routine new outpatient waiting list from the Clinic
Outpatient date of referral which was May 2016.

Appointments

Personal Information

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Current waiting time is 169 weeks, patient
been waiting 154 weeks therefore advised
they still have another 15 weeks to wait.
Apologies given for the very long wait and
to contact GP who may provide updated
information to the consultant.

redacted by the USI




10158 (01/03/2019 |10/05/2019 46|General Daisy Hill Hospital |General Privacy/Dignity
Medicine Medicine
10221 (21/03/2019 |28/05/2019 44|General Daisy Hill Hospital |General Communication/Inf
Medicine Medicine ormation
10320 (18/04/2019 (21/05/2019 20|Locality Craigavon Area Domestic Environmental
Support Hospital Services
Services
(C&B)
10168 (07/03/2019 |30/05/2019 55|Midwifery Community Obstetrics Quality of
and Treatment & Care
Gynaecology

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Personal Information redacted by the USI

WIT-73016

No further action

Female
Medical

General
Male
Medical,

Car
Park/Grou
nds

Home of
client




WIT-73017

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73018

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73019

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



10038 (28/02/2019 |07/05/2019 44|Emergency |Daisy Hill Hospital |Accident and Professional
Department Emergency Assessment of
Services Need
10038 (28/02/2019 |07/05/2019 44|Emergency |Daisy Hill Hospital |Accident and Communication/Inf
Department Emergency ormation
Services
10098 (14/02/2019 (13/05/2019 58|General Craigavon Area Oral Surgery Waiting List,
Surgery Hospital Delay/Cancellation
Outpatient
Appointments
10314 (18/04/2019 (21/05/2019 20|Locality Armagh Community| Domestic Environmental
Support Hospital Services (A&D)
Services
(A&D)

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Personal Information redacted by the USI

WIT-73020

No further action.

Emergenc
y
Departme
nt DHH

No further action.

Emergenc
y
Departme
nt DHH

Oral
Surgery
Clinic

Physiother
apy
Outpatient
s
Departme
nt




WIT-73021

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73022

Personal Information redacted by the USI

Personal
Informatiei:
redacted!bve

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73023

Personal Information redacted by the USI Personal
Information
redacted
by the Usl

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73024

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73025

Personal Information redacted by the USI

Personal
Informaiion:
redactedyby:

the U:

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry




10383 (14/05/2019 (30/05/2019 11(Acute Mental |Craigavon Area Psychiatric Staff
Health Hospital Inpatient Attitude/Behaviour
Services Services -
CLOUGHMORE
10234 (01/04/2019 |02/05/2019 21[Community  |Community Memory Service |Aids/Adaptions/Ap
Memory N&M Locality pliances
Services
10278 (10/04/2019 |02/05/2019 14|Domicillary  |Community Domicillary Care |Quantity of
Care A/D Treatment & Care

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Personal Information redacted by the USI

WIT-73026

Cloughmo
re Ward

Home of
client

No lessons learned

Home of
client




WIT-73027

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73028

Personal Information redacted by the USI

Personal
Information:
redacted Ey

the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73029

Personal Information redacted by the USI Personal
Informatiga
redacted%y

the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73030

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73031

10354 |03/05/2019 [09/05/2019 3[User Community Promoting Well |Staff Personal Information redacted by the USI No lessons learned. Home of
Involvement Being Teams Attitude/Behaviour client
and
Community
Development

10286 (03/05/2019 |09/05/2019 3|Integrated Community Armagh Professional No lessons learned Home of
Care Team Assessment of client

Need

10286 (03/05/2019 |09/05/2019 3|Integrated Community Armagh Quality of No lessons learned Home of

Care Team Treatment & Care client

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



10209 (21/03/2019 |10/05/2019 33|Specialist Community ICATS Professional
Primary Care Assessment of
Services Need
Nursing

10209 (21/03/2019 |10/05/2019 33|Specialist Community ICATS Staff
Primary Care Attitude/Behaviour
Services
Nursing

10209 (21/03/2019 |10/05/2019 33|Specialist Community ICATS Quality of
Primary Care Treatment & Care
Services
Nursing

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Personal Information redacted by the USI

WIT-73032

No lessons learned

ICATS
Orthopaed
ic Clinic

No lessons learned

ICATS
Orthopaed
ic Clinic

No lessons learned

ICATS
Orthopaed
ic Clinic




WIT-73033

Personal Information redacted by the USI Personal
Informati
redac\e%1
by the USI

Personal |

Information,
redacted Bv

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73034

Appendix 270

I Bl el I Bl = = e e
received e time Area (Subjects)

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



10212 (02/04/2019 |01/07/2019 General [Craigavon Urology Quality of
Surgery |Area Hospital |Surgery Treatment &
Care

Personal Information redacted by the USI

Patient who was pregnant
became very unwell while
waiting for a urology procedure.
Baby born by caesarean section
one month early as a result.

Explanation given of care
provided. Advises complainant
that this case highlights issues
with communication within the
hospital and the urology team
in particular plans and
management for the stent.
Doctor advises that a stent can
be left in for up to 6 months
and in the patients case it was
only 11 weeks. Doctor also
apologies for the impression
given to patient that a
procedure would take place
within 2 weeks to remove the
stent as this is not a realistic
expectation that the Doctor
would ever give to his patients.

Regarding the issues with
communication within the hospital
and urology team, in particular
plans for management and
responsibility for management of
stent. This was due to absence of
electronic discharge notes and
other formal discharge notes.
Doctor will arrange a review of
this case through the trusts
Governance procedures with a
view to agreeing processes which
prevent this happening in the
future.

WIT-73035

Urology Clinic

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry




10212 [02/04/2019 [01/07/2019 I

Craigavon
Surgery |Area Hospital

Delay/Cancellat|Patient who was pregnant
became very unwell while
waiting for a urology procedure.
Baby born by caesarean section
one month early as a result.

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Explanation given of care
provided. Advises complainant
that this case highlights issues
with communication within the
hospital and the urology team
in particular plans and
management for the stent.
Doctor advises that a stent can
be left in for up to 6 months
and in the patients case it was
only 11 weeks. Doctor also
apologies for the impression
given to patient that a
procedure would take place
within 2 weeks to remove the
stent as this is not a realistic
expectation that the Doctor
would ever give to his patients.

Personal Information redacted by the USI

WIT-73036

Regarding the issues with Urology Clinic
communication within the hospital
and urology team, in particular
plans for management and
responsibility for management of
stent. This was due to absence of
electronic discharge notes and
other formal discharge notes.
Doctor will arrange a review of
this case through the trusts
Governance procedures with a
view to agreeing processes which
prevent this happening in the
future.

Personal Information
radactad by tha LIS




WIT-73037

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



10526 (18/06/2019 (03/07/2019 11{Integrated [Community Dungannon  [Communication
Care /Information
Team

10526 (18/06/2019 |03/07/2019 11|Integrated | Community Dungannon Staff
Care Attitude/Behavi
Team our

Personal Information redacted by the USI

WIT-73038

he team will be reminded to keep |Home of client
oise to a minimum when
olleagues are making or
eceiving telephone calls.

he team will be reminded to keep [Home of client
oise to a minimum when
olleagues are making or
eceiving telephone calls.

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry




WIT-73039

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73040

Personal Information redacted by the USI

Personal l

Lofacmation

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



10539 (20/06/2019 |05/07/2019 11|Care Independent/V |Admin CHST |Property/Expen
Home oluntary Sector ses/Finances
Support  |Locations
Team

10577 (27/06/2019 |05/07/2019 6|Early Craigavon FIT Craigavon |Communication
Years and |Area Hospital /Information
Parenting

10505 (08/06/2019 |07/07/2019 20|General |Craigavon Orthopaedic  |Waiting Times,
Surgery |Area Hospital |Surgery Outpatient

Departments

10594 (03/06/2019 (08/07/2019 25|Early Community FIT Banbridge |Staff
Years and Attitude/Behavi
Parenting our

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Personal Information redacted by the USI

WIT-73041

o lessons learned.

Haemotology Clinic

one Brownlow HSSC,
Legahorry Centre
Orthopaedic Clinic

one Banbridge HSSC




WIT-73042

Personal Information redacted by the USI

Personal Informal\onl

radactad butha Lic)

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73043

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73044

Personal Information redacted by the USI Personal Information

radactad by tha Lic)

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73045

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73046

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73047

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73048

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73049

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73050

Personal Information redacted by the USI

Personal mformanonl

redacted by Ihr usi

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73051

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73052

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73053

Personal Information redacted by the USI

Personal Information I

redacted by th£1 usli

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73054

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73055

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



10631 (09/07/2019 (22/07/2019 8|Anaestheti|Craigavon Chronic Pain | Staff
cs, Area Hospital |Management |Attitude/Behavi
Theatres our
and IC
Services

10552 (09/07/2019 (23/07/2019 9|Dietetics, |Community Nutrition and | Staff
Diabetes Dietetics N&M | Attitude/Behavi
and HEF our

10552 (09/07/2019 |23/07/2019 9|Dietetics, |Community Nutrition and | Quality of
Diabetes Dietetics N&M |Treatment &
and HEF Care

10471 (04/06/2019 |23/07/2019 34 [Midwifery |South Tyrone |Obstetrics Staff
and Hospital Attitude/Behavi
Gynaecol our
ogy

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Personal Information redacted by

WIT-73056

No action plan

Pain Management
Clinic

No lessons learned.

John Mitchel Place,
HSSC

No lessons learned.

John Mitchel Place,
HSSC

Antenatal Clinic




WIT-73057

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73058

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73059

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73060

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73061

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73062

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73063

Personal Information redacted by the USI Personal Information

sodactad b tha Lt

Personal Information I

radactad b tha Lt

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73064

Personal Information redacted by the USI Personal Information

sodactad b tha Lt

Personal I

Lafarmation

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73065

Personal Information redacted by the USI Personal

Lofarmation

Personal |

Lofarmation

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73066

10462 (31/05/2019 |29/07/2019 40|General |Craigavon Communication [Was kept on hold for 23 minutes |Apology offered for distress Nursing team to learn from this 3 South
Surgery |Area Hospital /Information when he got through to the ward [caused and advised that calls and to ensure callers are not left
in 3 South. He had to hang up as |are welcome to the ward at any waiting for long periods of time.
he would then have been late for |time. Assured that nursing
visiting. staff will contact the family
when discharge is being
arranged.

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



10620 (09/07/2019 (31/07/2019 15(Domicillar [Community Domicillary Quality of
y Care Care C/B Treatment &
Care
10630 (09/07/2019 |31/07/2019 15|Emergenc |Craigavon Accident and |Property/Expen
y Area Hospital |Emergency ses/Finances
Departme
nt
Services
10422 (21/05/2019 (31/07/2019 49(Diagnostic|Craigavon Imaging - All  [Professional
Services |Area Hospital |other Assessment of
Need
10422 (21/05/2019 |31/07/2019 49|Diagnostic|Craigavon Imaging - All  [Staff
Services |Area Hospital |other Attitude/Behavi
our

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Personal Information redacted by the USI

WIT-73067

o lessons learned. Home of client

Emergency
Department DHH

nsure to explain procedure for  [MRI Unit
ommunicating requests for
opies of scans.

nsure to explain procedure for  [MRI Unit
ommunicating requests for
opies of scans.




WIT-73068

10560 (25/06/2019 |31/07/2019 25(General  |Craigavon Urology Waiting Times, [Awaiting TURP and has been on |Advised complainant has been No action plan Urology Clinic
Surgery |Area Hospital |Surgery Outpatient the waiting list since 2015. He waiting 226 weeks on 245
Departments  |was told waiting list time was 192 |week waiting list and apology

weeks he has been waiting 2014
weeks wants an explanation.

Personal Information

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

for the long wait. Advised
urology are concentrating on
increase in cancer patients and
therefore not getting to operate
on many routine cases which is
why waiting time is increased.

redacted by the USI




WIT-73069

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73070

received e time

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73071

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73072

10394 14/05/2019 |09/08/2019 61|General Surgery Craigavon |Urology Surgery Staff Complainant admitted to hospital 2 South Details of care provided given. Patient had No action plan Urology Clinic Urology Clinic
Area Attitude/Behaviour initially on the 17.04.2017 under the care of  |long term urethral catheter since may 2017
Hospital general medicine for pressure sore and and had failed two supervised trials of

delirium. Pressure sore became extremely voiding whilst in hospital. Ultrasound

bad and the subsequent need to have examination of urinary tract in may 2018
catheter in-situ. Gentleman kept complaining |was satisfactory. Patient expressed the view
regarding his catheter and felt it was moving | he didn't want to have any procedures.
inside. Kept removing it himself as he was Doctor disagrees he blamed patient for
suffering greatly. Gent had multiple pulling out his catheter, he appreciated
admissions to hospital with infection and patient was in pain and on several

delirium in relation to his catheter but was occasions it had to be replaced by medical
dismissed/neglected by doctor when he said it |team, Jan 2019 CT scan done and

was moving. Eventually after the 3rd identified piece of retained catheter and was
admission a scan was done and it was removed.

discovered there was a part of the catheter

pushed up into the bladder. Gent passed 2

days after discharge and family feel it was due

to neglect of their father/husbands care and

all the infections that could have been avoided

that contributed to his death.

10394 14/05/2019 |09/08/2019 61|General Surgery Craigavon Urology Surgery Quality of T Complainant to hospital 2 South Details of care provided given. Patient had No action plan Urology Clinic Urology Clinic
Area & Care initially on the 17.04.2017 under the care of  |long term urethral catheter since may 2017
Hospital general medicine for pressure sore and and had failed two supervised trials of

delirium. Pressure sore became extremely
bad and the subsequent need to have
catheter in-situ. Gentleman kept complaining
regarding his catheter and felt it was moving
inside. Kept removing it himself as he was
suffering greatly. Gent had multiple
admissions to hospital with infection and
delirium in relation to his catheter but was
dismissed/neglected by doctor when he said it
was moving. Eventually after the 3rd
admission a scan was done and it was
discovered there was a part of the catheter
pushed up into the bladder. Gent passed 2
days after discharge and family feel it was due
to neglect of their father/husbands care and
all the infections that could have been avoided
that contributed to his death.

Personal Information

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

voiding whilst in hospital. Ultrasound
examination of urinary tract in may 2018
was satisfactory. Patient expressed the view
he didn't want to have any procedures.
Doctor disagrees he blamed patient for
pulling out his catheter, he appreciated
patient was in pain and on several
occasions it had to be replaced by medical
team, Jan 2019 CT scan done and
identified piece of retained catheter and was
removed.

redacted by the USI




WIT-73073

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73074

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73075

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73076

Personal Information redacted by the USI

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73077

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

WIT-73078

None

Oaklands Residential
Home, Armagh

Oaklands Residential
Home, Armagh

Finance Dept

Finance Dept

ash office staff advised that claims for Cash office staff advised that claims for Finance Dept Finance Dept
eimbursement that are personally claimed |reimbursement that are personally claimed
should be paid in cash when possible should be paid in cash when possible
FMW FMW

Personal
Information

/A None Ferns Resource Centre | Ferns Resource
Centre
Trasna House, Lurgan |Trasna House, Lurgan
Willows Ward Willows Ward
one None Personal Personal T
Information Information
lone None Personal Personal ]
Information Information
one None

FEEEY
Information
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73083

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Appendix 272

received time

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73085

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



30(General Urology

Surgery

10649 25/07/2019 |06/09/2019
10649 25/07/2019 |06/09/2019

30(General Urology

Surgery

Communication/Informa |Feels that service received was

Professional
Assessment of Need

unacceptable. Has been left to
organise services for her
husband. Feels no one will take
responsibility for this care.

Feels that service received was
unacceptable. Has been left to
organise services for her
husband. Feels no one will take
responsibility for this care.

Process for trial removal of
catheter was explained as
rationale for district nurse not
proceeding with this removal
due to patient's other medical
conditions. Apology for
breakdown in communication
between district and hospital.
Process for trial removal of
catheter was explained as
rationale for district nurse not
proceeding with this removal
due to patient's other medical
conditions. Apology for
breakdown in communication
between district and hospital.

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Additional information added to
referrals for catheter removal
asking the district nursing team
when unable to facilitate this
request to advise the urology
team.

Additional information added to
referrals for catheter removal
asking the district nursing team
when unable to facilitate this
request to advise the urology
team.

Robust information between and
district and acute hospital

Robust information between and
district and acute hospital

WIT-73086

Urology Clinic

Urology Clinic

Urology Clinic

Urology Clinic




WIT-73087

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73094

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73095

Personal Information redacted by the USI

Personal Information redacted Dy Personal Information redacted Dy
a0y s iy

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73096

Personal Information redacted by the USI Personal Information redacted by Personal Information redacted by]

s o oo oy

Personal Information redacted by|

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73099

Personal Information redacted by the USI

Personal Information redactedl Personal Information redactedl
| bythe Usi | bytheusi

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI Personal Information redacted Personal Information redacted;
I by the USI | by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WHPREB 105

e ———
time Area (Subjects)

Personal Information redacted by the USI

Personal |

Personal |

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73106

10862]03/09/2019 [01/10/2019 20| Midwifery [Daisy Hill [Obstetrics | Staff Personal Information redacted by the USI Actions identified at meeting:0 Delivery Suite, DHH
and Hospital Attitude/Behavio Everyone in the team know the
Gynaecol ur details of the family
ogy ntify staff who should and should not
be involved with the family
"Bathing your son, this decision was yours
not the decision of the midwife
TTGE should have been allowed
out of en she felt fit enough to do so
to go and see her son.
"Keepsakes should have been kept for the
parents
10863 |05/09/2019 [01/10/2019 18|Support  |Communit | Psychiatric Professional None Home of client
and y Outpatient Assessment of
Recovery Clinic Need
Services
10863 [05/09/2019 [01/10/2019 18|Support  |Communit |Psychiatric Staff Home of client
and Outpatient Attitude/Behavio
Recovery Clinic ur
Services
10657 |04/09/2019 [01/10/2019 19|Acute Craigavon | Psychiatric Delay/Cancellati Trust noted time delay patient waited in Emergency
Mental Area Inpatient on for Inpatients acute ED for mh and provided |De CAH
Health Hospital [Services - rational for the sam¢ pacity within the
Services BRONTE HTCR Team and split site working.
10904 | 09/09/2019 (03/10/2019 18|General |Daisy Hill |Stroke Quality of Extension of service being provided Emergency
Medicine |Hospital Treatment & Department DHH
Care
10930 | 16/09/2019 [03/10/2019 13|Cardiac  |Craigavon |Dermatology |Waiting List, No Action Required Dermatology Clinic
Services |Area Delay/Cancellati
Hospital on Planned
Admission to
Hospital
10817 |05/09/2019 (03/10/2019 20|Emergenc | Craigavon |Accident and  [Quality of No Action Required Emerger
y Area Emergency |Treatment & Department CAH
Departme |Hospital Care
nt
Services
10894 |11/09/2019 |03/10/2019 16|Residenti (Communit|Short Term | Professional Cedar Grove
alCare |y Residential Assessment of Residential Home,
Homes Need Newry
10899 (09/09/2019 (03/10/2019 18| Adult Communit Adult ‘Communication/ Learning was identified with respect to staff |Home of client
y i communicating with patients
ing Team
10818 |29/08/2019 [04/10/2019 26|Family South Gateway ‘Communication/ |E Floor
Interventio | Tyrone Team A&D Information
n Service |Hospital

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry




WIT-73107

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



Personal Information redacted by the USI

10890 | 10/09/2019 04/10/2019 18 I C
ntTeam |y Team Information
10955 |23/09/2019 |07/10/2019 10(Looked  (Communit Looked After |Communication/
After y Childrens Information
Children Team C/B
Services

10886 | 10/09/2019 (07/10/2019 19|Acute Independ |Psychiatric Discharge/Trans
Mental ent/Volunt | Inpatient fer
Health ary Sector | Services - Arrangements

Services |Locations |WILLOWS

10886 | 10/09/2019 07/10/2019

©

Acute Independ |Contracted Discharge/Trans
Mental ent/Volunt | Out Services |fer

Health ary Sector Arrangements
Services |Locations

10954 | 04/10/2019 [08/10/2019 2|AHP's Lurgan Speechand |Professional
CYP Hospital |Language Assessment of
Services CYP Need

10987 | 27/09/2019 08/10/2019 7|Early South Court Communication/
Years and Tyrone Childrens Information

Parenting |Hospital |Service

10776 | 12/08/2019 [09/10/2019 41|Acute Craigavon |Podiatry Quality of
Directorat |Area Treatment &
e AHP's  |Hospital Care

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

WIT-73108

ommunication with clients will be Home of client
Hiscussed with the Reablement Service
taff.
one Brownlow HSSC,
Legahorry Centre
one Ardmaine Nursing
Home
one Ardmaine Nursing
Home
one Lurgan HSSC
one Social Work Study
Centre
Puring times of annual leave it is expected |2 North Medical
hat urgent queries / cases are flagged up to
Benior staff. Staff reminded of this.




10923 | 16/09/2019 [09/10/2019 17|CAMHS  |St Lukes |Autism Confidentiality
Hospital | Diagnostic
Team
11032 |04/10/2019 [10/10/2019 4|Locality |Craigavon |Security (C/B) |Access to
Support  |Area Premises
Services |Hospital
(C&B)
10884 | 09/09/2019 | 10/10/2019 23|UROLOG |Craigavon |Urology and  |Quality of
Area ENT Treatment &
Hospital Care
10884 |09/09/2019 10/10/2019 23|UROLOG |Craigavon [Urology and | Discharge/Trans
Area NT fer
Hospital Arrangements
1048104/06/2019 | 10/10/2019 90|Acute Daisy Hill |Neonatal/SCB |Quality of
Paediatric |Hospital Treatment &
Services Care
1101908/10/2019 |11/10/2019 3|Booking / |Craigavon [ Acute Booking | Communication/
Admin Area Centre Information
Hospital
10948 | 17/09/2019 |11/10/2019 18|Acute Craigavon | Psychiatric Property/Expen
Mental Area Inpatient ses/Finances
Health Hospital |Services -
Services WILLOWS

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

WIT-73109

o prevent this type of error from reoccurring.

to the incident involving this client. Despite
the process of two nurses checking drug
calculations, a medication error still
occurred due to human error. Drug
calculations for this group can be
complicated due to the small dose and
variability of calculations.

A None The Oaks
No Action Required Car Park/Grounds
No action plan 3 South
No action plan 3 South

he service will develop and ir use of charts in all drug rooms |The Trust has identified learning in relation | Neonatal Unit/'SCBU

No Action Required

Booking Centre

nla

Willows Ward




10944 |18/09/2019 |14/10/2019 18|Emergenc | Daisy Hill |Accident and |Staff
y Hospital |Emergency  |Attitude/Behavio
Departme ur
nt
Services
10944 | 18/09/2019 [14/10/2019 18|Emergenc | Daisy Hill |Accident and |Professional
y Hospital |Emergency [Assessment of
Departme Need
nt
Services
10778 13/08/2019 14/10/2019 43| Anaestheti| Craigavon |Radiology - | Staff
cs, Area Nursing Attitude/Behavio
Theatres |Hospital ur
and IC
Services
10778 |13/08/2019 |14/10/2019 43 raigavon ay - C
cs, Area Nursing Information
Theatres |Hospital
and IC
Services
10680 |23/07/2019 14/10/2019 58|General | Craigavon [General Professional
Surgery |Area Surgery Assessment of
Hospital Need
10680 |23/07/2019 14/10/2019 58|General |Craigavon | General Quality of
Surgery |Area Surgery Treatment &
Hospital Care
10680 |23/07/2019 [14/10/2019 58|General | Craigavon [General Waiting List,
Surgery |Area Surgery Delay/Cancellati
Hospital on Planned
Admission to
Hospital
10680 |23/07/2019 [14/10/2019 58|General | Craigavon [General Clinical
Surgery |Area Surgery Diagnosis
Hospital

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

WIT-73110

No Action required Emergency
Department DHH

No Action required Emergency.
Department DHH

No Action Required X-ray Dept
(Radiology)

No Action Required X-ray Dept
(Radiology)

no Action Required

General Surgery
Clinic

no Action Required

General Surgery
Clinic

no Action Required

General Surgery
Clinic

no Action Required

General Surgery
Clinic




WIT-73111

Personal Information redacted by the USI

Admission to

10858 |03/09/2019 | 15/10/2019 30|General |Craigavon |Urology Waiting List, No Action Required Urology Clinic
Delay/Cancellati
Hospital

on Planned

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73113

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



10993 |30/09/2019 |23/10/2019 17|Emergenc | Daisy Hill |Accident and |Staff
y Hospital |Emergency  |Attitude/Behavio
Departme ur
nt
Services
10964 |25/09/2019 (23/10/2019 20|Emergenc | Craigavon [Accident and | Quality of
y Area Emergency |Treatment &
Departme |Hospital Care
nt
Services
10964 | 25/09/2019 (23/10/2019 20|Emergenc|Craigavon |Accident and | Records/Record
y Area Emergency Keeping
Departme |Hospital
nt
Services
10964 | 25/09/2019 23/10/2019 20|Emergenc | Craigavon |Accident and  (Waiting Times,
y Area Emergency  |Outpatient
Departme |Hospital Departments
nt
Services
10908 | 12/09/2019 23/10/2019 29|Emergenc|Daisy Hill [Accidentand |Professional
y Hospital |Emergency |Assessment of
Departme Need
nt
Services
10245 13/06/2019 (23/10/2019 92|General [Daisy Hill |General Professional
Surgery |Hospital [Surgery Assessment of
Need
10245 | 13/06/2019 (23/10/2019 92|General |Daisy Hill |General Quality of
Surgery [Hospital |Surgery Treatment &
Care
10245 13/06/2019 (23/10/2019 92|General [Daisy Hill |General Staff
Surgery |Hospital [Surgery Attitude/Behavio
ur
10914 |12/09/2019 (23/10/2019 29|General |Daisy Hill |General Property/Expen
Medicine |Hospital |Medicine ses/Finances
10998 | 01/10/2019 23/10/2019 16|General |Craigavon |General Communication/
Surgery  |Area Surgery Information
Hospital

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

WIT-73114

No Action required Emergency
Department DHH
No action plan Emergenq/
Department CAH
No action plan Emergency
Department CAH
No action plan Emergency
Department CAH
No action plan Emergency
Department DHH
Staff reminded of the importance of good  |Female
communication with families / patients. Surgical/Gynae
Staff reminded of the importance of good  |Female
communication with families / patients. Surgical/Gynae
Staff reminded of the importance of good  |Female
communication with families / patients. Surgical/Gynae
No Action Required General Male
Medical,
No action plan 3 South




e _

Personal Information redacted by the USI

11002 |03/10/2019 23/10/2019 14|UROLOG |Craigavon |Urology and ~ [Waiting List, Mother feels that her son is being unfairly treated due to his disability in respect of waiting times for procedure and is
ENT Delay/Cancellati |in extreme pain all the time.
i on Planned
Admission to
Hospital

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Waiting time issues have been
explained by the Consultant to the
patient and family. Consultant is
happy to meet to discuss the
unacceptable waiting lists for
Urologically surgery throughout
Northern Ireland.

MLA feels this complaint was not
answered at all. Wants a proper
response.

WIT-73115

No Action Plan

Urology Clinic




WIT-73116

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73117

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



10849 |26/09/2019 [29/10/2019 23|Acute Craigavon | Psychiatric ‘Communication/
Mental Area Inpatient Information
Health Hospital |Services -
Services WILLOWS

10849 | 26/09/2019 (29/10/2019 23|Acute Craigavon | Psychiatric Quality of
Mental Area Inpatient Treatment &
Health Hospital |Services - Care
Services WILLOWS

10571 [10/10/2019 (29/10/2019 13|Support  |Communit|Support and  [Quality of
and Recovery Treatment &
Recovery Team N&M Care
Services Locality

11053 | 16/10/2019 30/10/2019 10{Looked |Communit|Looked After |Communication/
After y Childrens Information
Children Team AID
Services

10770 |13/08/2019 [30/10/2019 55|Family Communit |FIT Armagh | Communication/
Interventio |y Rural Information
n Service

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Personal Information redacted by the USI

WIT-73118

. The Responsible Medical Officer
hcknowledged that a Doctor from the
reating Medical Team should have
ndeavoured to call the complainant to
Hiscuss her concerns if the Responsible
ledical Officer was attending ward
unds.

. Communication to be improved

Willows Ward

. The Responsible Medical Officer
hcknowledged that a Doctor from the
reating Medical Team should have
pndeavoured to call the complainant to
Hiscuss her concerns if the Responsible
ledical Officer was attending ward
ounds.

. Communication to be improved

Willows Ward

Home of client

one Lisanally House,
Armagh
one Lisanally House,

Armagh




WIT- 75119

received e time (Exact)

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73120

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



01/11/2019 [12/11/2019 7|General Surgery Craigavon Area Urology Surgery Environmental
Hospital

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Personal Information redacted by the USI

less than 18 hours surgery wife was told she |Advised that unfortunately a night-time move |No Action Plan
was moving wards. She was then left for can be necessary to ensure everyone is

over an hour on the corridor until the room  |cared for in appropriate areas. Explained

she was moving to was ready. She also that patient was noted to be awake at 4am

missed her breakfast due to the move as the [and was offered a cup of tea. Patient was

domestic staff did not know where she had  |happy with explanation of the need to be

moved to as they had not been informed and [moved at time. Apology offered that patient

so she had to make do with leftovers. Why [did not receive her meal.

was the swap of wards so necessary

Personal Information redacted by the USI

WIT-73121

Personal
Informati
on

redactgd
by th
usli




WIT-73122

Personal Information redacted by the USI

10982 27/09/2019 |12/11/2019 32|Acute Directorate Craigavon Area Orthoptics Waiting List, o action plan Orthoptic
AHP's Hospital Delay/Cancellation Clinic
Planned Admission to
Hospital
11056 25/10/2019 |13/11/2019 13|CAMHS St Lukes Hospital Autism Diagnostic Professional one Mullinure
Team Assessment of Need Hospital
11049 29/10/2019 |13/11/2019 11|Family Intervention ~ [Craigavon Area FIT Armagh Urban  Communication/Infor one Lisanally
Service Hospital mation House,
Armagh
11010 07/11/2019 |13/11/2019 4|AHP's CYP Services |Lurgan Hospital Occuptional Therapy |Professional one Lurgan
CYP Assessment of Need HSSC
10794 19/08/2019 (13/11/2019 61|Acute Paediatric Daisy Hill Hospital Paediatrics Staff rust to consider the size of a group of Paediatric
Services Attitude/Behaviour edical staff during ward rounds and Ward
onsider smaller groups if that is the parents
hoice.
10889 10/09/2019 (13/11/2019 46|Family Intervention  [Lurgan Hospital FIT Craigavon Communication/Infor one Lurgan
Service mation HSSC
11026 09/10/2019 |14/11/2019 26|Integrated Care Community South Down Quantity of Treatment o lessons learned. Home of
Team & Care client

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

WIT-73124

No lessons learned.

Lurgan
HSSC

Improved communication to anetenatal
patients and improve signage in the area

taff reminded to document all conversations [ Trauma
ith relatives.




WIT-73125

Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73126

10996 [01/10/2019 [18/11/2019 34| Midwifery and Craigavon Area Obstetrics Staff Personal Information redacted by isten to labouring mother when she is Antenatal
Gynaecology Hospital Attitude/Behaviour bxperiencing continual labour pains and carry | Clinic
but VE on a more regular basis
10996 01/10/2019 |18/11/2019 34| Midwifery and Craigavon Area Obstetrics Quality of Treatment isten to labouring mother when she is Antenatal
Gynaecology Hospital & Care pxperiencing continual labour pains and carry | Clinic
put VE on a more regular basis
11082 24/10/2019 (18/11/2019 17|Emergency Craigavon Area Accident and Communication/Infor one Emergenc
Department Services | Hospital Emergency mation y
Departme
nt CAH
11082 24/10/2019 (18/11/2019 17|Emergency Craigavon Area Accident and Waiting Times, A&E one Emergenc
Department Services | Hospital Emergency Departments y
Departme
nt CAH
11141 05/11/2019 (18/11/2019 9[General Medicine Craigavon Area MAU Hotel/Support/Securit one AMU
Hospital y Services (Excludes
Contracted Services)
11045 14/10/2019 (19/11/2019 26| Community Services | Community Physical Disability Records/Record Home of
for Adults with Team A&D Keeping client
Physical Disability
10992 30/09/2019 |20/11/2019 37|General Surgery Craigavon Area General Surgery Waiting List, Better communication required between General
Hospital Delay/Cancellation unior Doctors and Consultants and Surgery
Planned Admission to ecording on Patient Administration System. | Clinic
Hospital
11088 28/10/2019 (20/11/2019 17|General Surgery Craigavon Area General Surgery Communication/Infor one 4 South
Hospital mation

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Personal Information redacted by the USI
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Personal Information redacted by the USI
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Personal Information redacted by the USI
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WIT-73131

Appendix 275

ID | First received Closed Response| Service | Site |Speciality Subjects Description Outcome Action taken (Investigation) Lessons learned Loc (Exact)
time Area i
11185 |27/11/2019 02/12/2019 3[Locality |South Domestic |Environmental Personal Information redacted by the USI No Action Plan N/A Pre-operative
Support |Tyrone  [Services Assessment Clinic
Senvices |Hospital  |(A&D)
(A&D)
10965 |26/09/2019  [02/12/2019 47|General | Craigavon | General | Clinical Diagnosis Staff reminded not to use inappropriate Emergency Department
Medicine |Area Medicine language on the wards. CAH
Hospital
10965 |26/09/2019  [02/12/2019 47|General | Craigavon |General | Quality of Treatment Staff reminded not to use inappropriate Trauma Ward
Medicine |Area Medicine |& Care language on the wards.
Hospital
10965 |26/09/2019  [02/12/2019 47|General | Craigavon |General | Staff Staff reminded not to use inappropriate Trauma Ward
Medicine |Area Medicine | Attitude/Behaviour language on the wards.
Hospital
11199 [14/11/2019  [02/12/2019 12| TRAUMA |Craigavon |Trauma | Professional No action plan Orthopaedic Clinic
Area and Assessment of
Hospital ~ |Orthopaed |Need
ics
11175 [12/11/2019  [02/12/2019 14[Famiy  |South  |Gateway |Professional N/A None E Floor
Interventio |Tyrone  |Team ~ [Assessment of
n Service |Hospital |A&D Need
11058 |19/11/2019  |02/12/2019 9| Integrated | Craigavon | Portadown | Policy/Commercial Personal Information redacted by the USI NG lessons learned. Emergency Department
Care Area Decisions CAH
Team |Hospital

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry




WIT-73

132

11058 197112019 [02/12/2019 9[integrated |Craigavon | Portadown |Staff Personal Information redacted by the USI No lessons learned. Emergency Department
Care  |Area Attitude/Behaviour CAH
Team  |Hospital
11058 [19/11/2019 [02/12/2019 9[Integrated |Craigavon | Portadown | Communication/info No lessons leamed. Emergency Department
Care  |Area rmation CAH
Team  |Hospital
11096 |25/10/2019 |03/12/2019 27| Diagnostic | Craigavon |Imaging - [Wiaiting List, NA X-ray Dept (Radiology)
Senices |Area  |Allother |Delay/Cancellation
Hospital Outpatient
Appointments
10084 |27/0972018  [03/12/2019 47|Emergenc |Daisy Hill_|Accident | Confidentiality NA Emergency Department
y Hospital |and DHH
Departme Emergenc
nt y
Services
1172 |12/112018  [03112/2019 75(Booking / | Craigavon [Acute _|Staff NA Booking Centre
Admin  |Area  |Booking |Atitude/Behaviour
Hospital  |Centre
11126 |04711/2018 [03/12/2019 21[Emergenc |Daisy Hill | Accident | Staff Better communication Emergency Department
y Hospital |and Attitude/Behaviour DHH
Departme Emergenc
nt y
Services
11207 |20/11/2019 [03/12/2019 o[ Midwifery |Craigavon |Obstetrics | Confidentiality Privacy of patient Home of Client
and Area
Gynaecolo |Hospital
ay
11106 |07/11/2019 |03/12/2019 18| Diagnostic |South _[Imaging - | Policy/Commercial NA Minor Injuries Unit
Senvices |Tyrone  |Allother  [Decisions
Hospital
11143 |06/11/2019 [03/12/2019 79[ Midwifery |Craigavon | Obstetrics | Qually of Treaiment T Belter communication required - isten to | Delivery Suts, CAH
and Area & Care Iabouring mother. Staff to be mindful of
Gynaecolo |Hospital appropriate communication to mum.
gy 2 Communication to mother following shoulder

dystocia and explanation to mum to ensure
she knows why examinations on her baby are
being carried out

3 Thorough checks of instruments to be
carried out at all times.
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11143 ]06/11/2019 03/12/2019 19[Midwifery |Craigavon |Obstetrics | Quality of Treatment Personal Information redacted by the USI Better communication required - listen to | Theatres 1-4 CAH
and ea & Care abouring mother. Staff to be mindful of
Gynaecolo [Hospital bopropriate communication to mum.
ay b Communication to mother following shoulder
Hystocia and explanation to mum to ensure
khe knows why examinations on her baby are
being carried out
B Thorough checks of instruments to be
-arried out at all times.
11131 |04/11/2019 03/12/2019 21|Diagnostic |Craigavon |Mammogr | Communication/Info 0 action plan Breast Clinic
Services |Area aphy rmation
Hospital
11148 |07/11/2019 03/12/2019 18|Specialist |South Diabetes | Communication/Info lone Dietetics Outpatients
Teams Tyrone rmation Department
Hospital
11204 |19/11/2019 03/12/2019 10| Family Communit | Adoption | Communication/Info lone Bocombra Lodge
Placement |y Services  |rmation
Services Team
11133 |04/11/2019 03/12/2019 21|Support  [Communit |Psychiatri | Professional Va Home of client
and c Assessment of
Recovery Outpatient |Need
Services Clinic
11192 |18/11/2019 03/12/2019 11|Primary  |Daisy Hill |Primary |Quality of Treatment Mental Health
Mental Hospital | Mental & Care Department
Health Health
Care Care
Services Team
N&M
Locality
11209 |20/11/2019 04/12/2019 10|Medicine |Craigavon |General |Communication/Info A 1 South Medical
and Area Medicine ~ |rmation
Unschedul | Hospital
ed Care
10902 |11/09/2019 06/12/2019 62| Emergenc |South Minor Clinical Diagnosis lo action plan Minor Injuries Unit
y Tyrone  |Injuries
Departme |Hospital ~ |Unit
nt
Services
11198 |08/11/2019 06/12/2019 20|General  [Daisy Hill |ENT Staff lo action plan ENT Clinic
Surgery |Hospital [Surery |Attitude/Behaviour
11069 |23/10/2019 06/12/2019 32|AHP's StLukes [Occuption | Communication/Info mportance of ensuring that advice is case Lisanally House,
cYP Hospital |al Therapy |rmation pecific and not generic in nature. Armagh
Services CYP
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Personal Information redacted by the USI

Personal |

Information

Personall

20/05/2019  |09/12/2019 General | Craigavon |Urology | Quality of Treatment | Partner of patient who had surgery and and treatment for renal cell carcinomain 2012 | Detailed explanation of care provided to patient since 1999 no action plan Urology Clinic
Surgery  |Area Surgery |8 Care is concerned at the lack of follow-up care provided by the Trust. including surgery performed and follow up. Advised that there
Hospital was no evidence of recurrence or progression of renal
carcinoma 2012 and that in 2013 patient failed to attend 2
feview appointments. Further review planned for 2014 and
patient failed to attend on 2 occasions in 2015. No evidence
of recurrence o progression of disease in 2016. Further x-
rays of left knee planned for 2016 but patient did not attend.
Patient then attended in June 2017 and was referred to
Orthopaedic Services. Ongoing care, including palliative
radiotherapy, provided to date. Consultant confirmed that no
cancer was left behind in the kidney following surgery in 2012
and explained that there still has been no evidence of
carcinoma present in the right kidney as recently as June
2019. Apology offered for lack of support / counselling
services. Meeting offered for clarity.

10420 |20/05/2019  |09/12/2019 142[General |Craigavon |Urology | Waiting Times, | Partner of patient who had surgery and and treatment for renal cell carcinoma in 2012 | Detailed explanation of care provided to patient since 1999 o action plan Oncology Clinic,
Surgery |Area Surgery |Outpatient is concerned at the lack of follow-up care provided by the Trust. including surgery performed and follow up. Advised that there Mandeville Unit
Hospital Departments was no evidence of recurrence or progression of renal

carcinoma 2012 and that in 2013 patient failed to attend 2
review appointments. Further review planned for 2014 and
patient failed to attend on 2 occasions in 2015. No evidence
of recurrence or progression of disease in 2016. Further x-
rays of left knee planned for 2016 but patient did not attend.
Patient then attended in June 2017 and was referred to
Orthopaedic Services. Ongoing care, including palliative
radiotherapy, provided to date. Consultant confirmed that no
cancer was left behind in the kidney following surgery in 2012
and explained that there still has been no evidence of
carcinoma present in the right kidney as recently as June
2019. Apology offered for lack of support / counselling
services. Meeting offered for clarity.
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11176 |12/11/2019 09/12/2019 19|Emergenc |Craigavon |Accident [Waiting Times, AE|
y Area and Departments
Departme |Hospital  |Emergenc
nt y
Services

11176 |12/11/2019 09/12/2019 19|Emergenc |Craigavon |Accident |Quality of Treatmen
y Area and are
Departme |Hospital  |Emergenc
nt y
Services

11176 |12/11/2019 09/12/2019 19|Emergenc |Craigavon |Accident |Quality of Treatmen
y Area and & Care
Departme |Hospital  |Emergenc
nt y
Services

11176 |12/11/2019 09/12/2019 19|Emergenc |Craigavon |Accident | Hotel/Support/Secu
y rea and ity Services
Departme |Hospital |Emergenc | (Excludes
nt y Contracted
Services Services)

10924 |03/10/2019 09/12/2019 47|Cardiac  |Craigavon |Cardiology | Waiting Times,
Services |Area Outpatient

Hospital Departments

Personal Information redacted by the USI
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Plans to refurbish the yellow area of the ED_and ventilation in 3 North shower and toilet. Upgrade required for yellow area of Emergency Department
Emergency Department CAH

Plans to refurbish the yellow area of the ED_and ventilation in 3 North shower and toilet. Upgrade required foryellow area of Emergency Department
Emergency Department CAH

Plans to refurbish the yellow area of the ED and ventilation in 3 North shower and toilet.

Upgrade required for_yellow area of
Emergency Department

3 North Winter Ward

Plans to refurbish the yellow area of the ED and ventilation in 3 North shower and toilet. Upgrade required for yellow area of Emergency Department
Emergency Department CAH
No Action Plan N/A Cardiology Clinic
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Personal Information redacted by the USI
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11206 [20/11/2019  [09/12/2019 13]General |Daisy Hil [General | Communication/info| Personal Information redacted by the USI /A CoraaNEacache
Medicine |Hospital | Medicine ~|rmation
10974 (2211072019 |09/1212019 34| Midwitery |Daisy Hil_|Gynascolo | Staff A GUM Clinic
and Hospital  |gy Atitude/Behaviour
Gynaecolo
a9y
10974 [22/1072019 |09/1212019 34| Midwitery |Daisy Hil_|Gynaecolo |Professional A GUM Clinic
and Hospital  |gy Assessment of
Gynaecolo Need
a9y
11208 [1971172019  |09/1212019 74|Emergenc | Daisy Hill |Accident |Staff B etior communicataion (o patient Emergency Department
y Hospital  |and Atitude/Behaviour DHH
Departme Emergenc
nt y
Services
71208 [19/1172019  |09/1212019 74| Emergenc | Daisy Hill_|Accident | Qualty of Treatmen etter communicataion to patient Emergency Department
y Hospital  |and & Care DHH
Departme Emergenc
nt y
Services
10991 (300972019 |09/1212019 50| Emergenc |Daisy Hill_|Accident | Qualty of Treatmen Poctor apologised that fon of wrist Depariment
y Hospital  |and &Care i not happen at ED attendance therefore | DHH
Departme Emergenc endering too late for
nt y is to be done at the fracture clinic
Services ppointment 26 days later, leading to surgery
being possibly needed.
11236 [25/1172019  |09/1212019 70[Booking /| Craigavon [Acute _[Staff etter communication of staff member to | Booking Centre
Admin Area Booking  |Attitude/Behaviour ient.
Hospital | Centre
11200 [18/172019 |09/1212019 78 Cancer | Craigavon |Oncology |Other Contracted A Non Trust premises
Services |Area Services
Hospital
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10986 [27/09/2019  [09/12/2019 51[Midwifery | Craigavon |Obstetrics | Communication/Info Personal Information redacted by the USI Al staff to be aware of process in place for | Early Pregnancy
and ea rmation Healing with remains. Problem Clinic
Gynaecolo | Hospital
ay
10986 |27/09/2019 09/12/2019 51Midwifery |Craigavon |Obstetrics [Professional Al staff to be aware of process in place for | Early Pregnancy
and Area Assessment of Healing with remains. Problem Clinic
Gynaecolo | Hospital Need
ay
11205 |20/11/2019 09/12/2019 13[Family  [Banbridge [Family  |Communication/info lone Banbridge HSSC
Placement | Polyclinic |Placement rmation
Services Team C/B
11112 [27/11/2019 09/12/2019 8|Early Communit [FIT Professional lone Lurgan HSSC
Years and |y Lurgan  |Assessment of
Parenting N
11245 |28/11/2019 09/12/2019 7|Residentia | Communit [Long Term| Property/Expenses/ lone Woodside Residential
ICare |y Residentia | Finances Home, Armagh
| Care
11115 |31/10/2019 09/12/2019 27|GP Communit |Bannview |Quality of Treatment lo lessons learned. Bannview Medical
Practices |y Medical |& Care Practice
Practice
11115 [31/10/2019 09/12/2019 27|GP Communit Bannview [ Staff 0 lessons leamed. Bannview Medical
Practices |y Medical  |Attitude/Behaviour Practice
Practice
11115 |31/10/2019 09/12/2019 27|GP Communit | Bannview |Professional lo lessons learned. Bannview Medical
Practices |y Medical ~ |Assessment of Practice
Practice  [Need
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SAI Ref 1104162



11158

11158

11158

07/11/2019  [10/12/2019 23[Physiother [ Communit | Outpatient [Staff
apy y SASD |Attitude/Behaviour
07/11/2019  |10/12/2019 23[Physiother | Communit | Outpatient | Waiting Times,
apy y SASD  |Community
Services
07/11/2019  |10/12/2019 23[Physiother | Communit | Outpatient | Communication/info
apy y SASD |mation
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No lessons learned.

Booking Centre

No lessons learned.

Booking Centre

No lessons learned.

Armagh Community
Clinic
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11158 |07/11/2019 10/12/2019 23| Physiother [ Communit | Outpatient | Professional Personal Informatlon redacted by the USI No lessons learned.  Armagh Community
apy y s A&D Assessment of Clinic
Need
11171 |06/11/2019 11/12/2019 25|Emergenc [Daisy Hill |Accident |Quality of Treatment Consultant to remind all medical staff that Emergency Department
y Hospital d & Care children need to be reassessed in a timely DHH
Departme Emergenc fashion.
nt y
Services
11084 |25/10/2019 11/12/2019 33| Family Communit Central ‘Communication/Info Trust staff are to be reminded to ensure that | Lisanally House,
Interventio [y Duty rmation case letters to families are not issued at Armagh
n Service Team weekends as this may be distressing for
families as they will be unable to contact social
work teams directly to discuss their concerns.
11044 |11/10/2019 17/12/2019 47|General  [Craigavon |General | Waiting List, No action plan General Surgery Clinic
Surgery  |Area Surgery |Delay/Cancellation
Hospital Planned Admission
to Hospital
11080 |15/11/2019 18/12/2019 23| Midwifery [Daisy Hill |Obstetrics | Professional Staff to be reminded to attend to emergency | Maternity
and Hospital Assessment of post natal cases rather than refer patient to Admissions/Assessme
Gynaecolo Need the hospital they delivered in. nt Unit
ay
11219 [20/11/2019 18/12/2019 20|Emergenc |Daisy Hill |Accident |Staff No action plan Emergency Department
y Hospi and Attitude/Behaviour DHH
Departme Emergenc
nt y
Services
11219 [20/11/2019 18/12/2019 20|Emergenc |Daisy Hill |Accident |Quality of Treatment No action plan Emergency Department
y Hospital  |and & Care DHH
Departme Emergenc
nt y
Services
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11104 [06/11/2019  [18/12/2019 30]Integrated |Independe [Newry & | Policy/Commercial Personal Information redacted by [HEE] No lessons learned. Personal
Care South  |Decisions
Team  |ySector |Armagh
Locations
11104 [06/11/2019 | 18/12/2019 30[Integrated |Independe |Newry & | Quality of Treatmen No lessons learned. Personal
Care South & Care
Team  |ySector |Armagh
Locations
11273 |06/12/2019  |18/12/2019 8[Integrated | Communit | Banbridge | Policy/Commercial 2- (1) Social Worker (o reflect on their Home of client
Care y Decisions
Team

‘communication and approach when chairing
the Safeguarding follow-up meeting with the
family member who was subject to allegations.
(2) Nature of meeting being arranged to be
disclosed to attendees in advance of the
meeting.
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11273 |06/12/2019 18/12/2019 8|Integrated |Communit |Banbridge | Staff
Care y Attitude/Behaviour
Team
11089 |25/10/2019 19/12/2019 39|General  |Craigavon |Orthopaed | Communication/Info|
Surgery |Area ic Surgery |rmation
Hospital
11089 |25/10/2019 19/12/2019 39|General  |Craigavon |Orthopaed |Waiting Times,
Surgery |Area ic Surgery | Outpatient
Hospital Departments
11225 |22/11/2019 19/12/2019 19|Early Banbridge |FIT ‘Communication/Info|
Years and |Polyclinic |Banbridge |rmation
Parenting
11234 |22/11/2019 20/12/2019 20|General  |Craigavon [ENT Waiting Times,
Surgery |Area Surery Outpatient
Hospital Departments
10938 |24/09/2019 20/12/2019 63|General  |Daisy Hill |General |Staff
Surgery |Hospital [Surgery |Attitude/Behaviour
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2- (1) Social Worker to reflect on their
communication and approach when chairing
the Safeguarding follow-up meeting with the
family member who was subject to allegations.
(2) Nature of meeting being arranged to be
disclosed to attendees in advance of the
meeting.

Home of client

No action plan

Fracture Clinic

No action plan

Fracture Clinic

Banbridge HSSC

No action plan

ENT Clinic

No action plan

Female Surgical/Gynae
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Personal Information redacted by the USI
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Personal Information redacted by the USI
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Personal Information redacted by the USI
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Appendix 276

D Type Of First Closed Reopened| Date | Response | Directorate| Service Site Speciality | Subjects Description Outcome Outcome ‘Action taken (Investigation) Lessons learned Loc (Exact)[Loc (Exact)| Current SAI Dece| Use of
Complaint | received Reopened |  time Area (Subjects) code Stage ased | Laypers
pl ? |onYes
Closed (Pers| or No
Personal Information redacted Personal Information redacted by the USI va Foradown [Fotadown [Goes o
o I i s o
House, Centre,
Lurgan lurgan
nia Home of Home of Closed N
client client
Complication will be highlighted at the monthly disciplinary meeting for ED | Emergency |Emergency |Closed N
staff. Department | Department
DHH DHH
N
nia Home of Home of Closed N
client client
n/a PersonfPerson I o[N [N
;
No lessons leamed. Community |Community | Closed No
Stores. Stores.
No lessons learned. Closed No
ast Breast Local N
Scsaning | Scraaning | resoton
Unit Unit
w n
Orthopaedi |Orthopaedi |Closed N
Coine |ccine
u
None E Floor E Floor Closed N
None Bocombra [Bocombra  (Closed N
osge. " |Chiaans
Centre
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- - ﬁﬁ“
code

Personal Information redacted &=z Personal Information redacted by the USI o ossons oamed Tome o [Home of —[Closed
Clen: " |cont
bymeUSI IIII
CAH CAH .
giig Riig) -
e I

Browniow
HSSC,
Legahorry
Centre

T
y |Usanally |Closed G
H House,
Armagh

Closed
Infor]

lo lessons leamed. Closed

_
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D First Closed | Reopened| Date | Response |Dil Service Site | Speciality | Subjects Description Outcome Outcome Action taken (Investigation) Lessons learned Loc (Exact)|Loc (Exact)| Current SAI [ Dece] Use of
received Reopened | time Area (Subjects) code Stage ased | Laypers
i 7 | onYes
Closed (Pers| or No
] ney
11535 |Formal 13/02/2020 |27/04/2020 29| Acute Midwifery |Craigavon |Obstetrics | Staff Personal |nf0rmati0n redacted esolved Personal Informatlon redaCtEd by the USI Maternity |Day Closed N
HSC Senvices |and Area Attitude/Be issions/| Obstetric:
Complaint pi haviour Assessmen |Unit
v by the USI fives
N N
11600 |Formal | 18/03/2020 |27/0412020 26| Acute General | Craigavon |General _[Staff Emergency |2 South | Closed N
HSC Sevices |Medicine  [Area Medicine | Atttude/Be Department | Medical
Complaint Hospital haviour DHH
N N
11793 |Formal | 10/04/2020 |27/04/2020 9[Children | Residential | Community |Short Term [Staff [None Cedar Cedar Closed N
HSC and Young |Care Residential | Atttude/Be Grove 0
Complaint Peoples Homes |haviour Residential |Residential
Services Home, jome,
Newrv |Newrv
11559 |Formal | 17/02/2020 |27/04/2020 47|Chidren | Acute. Craigavon |Paediatrics | Clinical [None Paediatric | Paedialric | Closed N
HSC and Young |Paediatric |Area Diagnosis Ward Ward
Complaint Peoples  |Services [ Hospital
Services
11638 |Formal 0910312020 | 271042020 32|Children | AHP's CYP [Daisy Hil [Physio | Communica [None John John Closed ofN [N
HSC and Young |Services  [Hospital [Team CYP | tion/Informa Mitchel | Mitchel
Complaint Peoples tion Place, Place,
Services HSSC HsSSC
11704 |Formal | 17/04/2020 |27/04/2020 6[Children [Looked | Community [Looked _|Communica [None Lisanally |Lisanally _|Closed N
HSC and Young |After Atter tion/Informa House, |House,
Complaint Peoples |Children Childrens |tion Armagh  [Armagh
Senvices _|Services Toam G/B
11772 |Formal  |09/04/2020 |27/04/2020 NA 0] Older Gi Community |GP Out of _|Staff INo lessons learned. SAUCS  [SAUCS [Closed No
HSC People and | OOHIMIU Hours Attitude/Be (GPOOH) | (GPOOH)
Complaint Primary haviour Craigavon |Craigavon
Care
11135 |Fomal  [06/11/2019 | 28/0412020 19[Acute | Midwifery |Craigavon |Obstetrics |Staff 2West  [2West [Closed N
HSC Senvices |and Area Attitude/Be Maternity | Maternity
Complaint pi haviour Post Natal |Post Natal
Yy
N N
11164 |Formal |08/11/2019 |29/0412020 117 Acute Midwifery | Craigavon | Obstetrics | Staff Delivery | Delivery | Closed N
HSC Services |and Area Attitude/Be Suite, CAH | Suite, CAH
Complaint pi haviour
v
N N
11340 |Fomal  [31/1212019 0410512020 85|Children | Acute. Daisy Hill | Paediatrics | Communica [The service has identified leamning from this feedback which will be shared | Paediatric | Paediatric | Closed ofN [N
HSC and Young |Paediatric  [Hospital tion/Informa ith all elevant staff in relation to how communication occurs in times of [ Ward Ward
Complaint Peoples |Services tion aniety or stress. The service recognises the importance of effective
Services ommunication with parents and will endeavour o ensure that
fcommunication is clear and specific at critical times, and at the same time
respecting the concerns of parents.
11474 |Fomal 0410212020 0410512020 61[Children | Acute. Craigavon |Paediatrics | Communica [None Paediatric | Paediatric | Closed ofN [N
HSC and Young |Paediatric |Area tion/Informa Ward Ward
Complaint Peoples  |Services  [Hospital tion
Senvices
11494 |Fomal  07/0212020 0410512020 58[Children | Acute. Craigavon |Paediatrics | Quality of [None Paedialric | Paediatric | Closed ofN [N
HSC and Young |Paediatric |Area reatment Ward Ward
Complaint Peoples |Services [ Hospital & Care
Services
11696 |Formal 0610512020 Memory _|Community [Memory | Quality of [/ Home of |Home of |Closed N
Services Service | Treatment client client
Complaint cas are
Locality
11560 |Formal |27/0212020 [06105/2020 | 16/06/2020 |29/07/2020 Famiy |Community [Newry |Communica [None Dromalane | Dromalane |Closed N
and Young |Intervention Gateway |tion/Informa House, |House,
Complaint Peoples |Service tion Newry  |Newry
Services
11590 |Fomal  |28/04/2020 |12/05/2020 | 22105/2020 | 10/06/2020 S[Children | AHP's CYP [Craigavon | Occuptional | Aids/Adapti esolved [None Portadown | Portadown | Closed ofN [N
HSC and Young |Services | Area Therapy  [ons/Applian HSSC SC
Complaint Peoples Hospital  |CYP.
Services
11807 |Formal | 12/05/2020 |12/05/2020 | 18105/2020 | 2210672020 O|Children [Family | Community |Gateway _|Professiona [None Brownlow | Brownlow | Closed N
HSC and Young |Intervention Team C&8 I HSSC,  |HSSC,
Complaint Peoples |Service Assessmen Legahorry |Legahorry
rvices Need ent Centre
11630 |Formal | 11/03/2020 | 12/0512020 40| Children | Acute Craigavon |Paediatrics | Waiting [None Pacdiatric | Pacdiatric | Closed N
HSC and Young |Paediatric |Area Times, Ward Ward
Complaint Peoples |Services | Hospital Outpatient
Services Department
s
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) First Closed  [Reopencd| Date | Response |Di Service | Site | Speciaiity | Subjects Description Outcome Outcome Action taken (Investigation) Lossons learned Loc (Exact)| Loc (Exact)] Current | SAI _|Dece] Use of
received Reopened | time Area (Subjects) code Stage ased | Laypers
i 2 [ onYes
Closed (Pers| or No
. . ey
1822 2710412020 | 14105/2020 72[Mental _[Community |Community |Physical i Personal Information redacted Personal Information redacted by the USI Va Home of _|Home of _[Closed oN [N
HSC Health and. [Services for Disabilty clent  [client
Complaint Disabilty |Adults with Team ABD |h:
Y [Bcuts by the USI
Disabiltv
71416 |Formal |06102/2020 | 141012020 ©6[Chidren _[Family | Commurity |FIT Eg fone Banbridge |Banbridge | Closed N
HSC and Young. Intervention Banbridge | Atitude/Be HSSC sc
Complaint Peoples  |Service haviour
Services
77636 |Formal |08104/2020 | 1410512020 23| Chidren | Communily |Craigavon | Community |Professiona fone Portadown |Portadown | Closed oN [N
HSC and Young [Paediatric |Area Pacdiatrics |l HSSC  |HSSC
Complaint Peoples  |Service  [Hospital | C&B Assessmen
Senices tof Need
71647 [Fomal  [09/03/2020 |15/06/2020  [NA WA 5[0lder _[Domicilary |Communtty |Domicilary |Environmen arming brought to next team meeling for discussion around near miss' _[Home of _|Home of | Closed ojN [N
HsC People and [Care Care C/B |tal cidents. clent  [client
Complaint Primary
Care
71443 [Fomal |28/01/2020 [16/05/2020 75|Acle [General [Daisy Hil |General [Qualiy of General Closed v
HsC Services |Medicine  [Hospital | Medicine | Treatment Male
Complaint & Care I,
v
71650 |Formal |10/03/2020 | 18/05/2020 5|Acile  [General [Daisy Hil |General |Qualiy of Female Closed N
HsC Services  |Medicine  [Hospital | Medicine | Treatment Medical
Complaint & Care
N N
TT341 |Fomal  |30/1212018 |10/05/2020 [06/0812020 96Acte  [General [Daisy Fil |General _[Qualiy of Female  |Female [Closed N
HSC Services |Medicine  [Hospital | Medicine | Treatment Medical |Medical
Complaint Care N N
71656 |Formal | 13/05/2020 |20/0/2020 5|Acute [Outpatients | Craigavon | Outpatients | Environmen Fracture |Fracture | Closed N
HsC Services Area tal Clnic |Clinic:
Complaint Hospital
N N
71601 |Formal |27/02/2020 |20/05/2020 [01/07/2020 | 09/07/2020 55Chidren | CAMHS | Community |CAMHS | Clinical ione Russel  |Russel [Closed oN [N
HsC and Young A Diagnosis Dive,  |Drive,
Complaint Peoples Localiy Lugan |Lurgan
Services Team
T1694 [Formal |23/03/2020 [21/0612020 30[Mental _[Primary | Community |Well Mind |Waiting /a Homeof _|Homeof _[Closed ofN [N
HSC Health and. [Mental Hubs List, clent [client
Complaint Health Care
Services
1481 [Fomal 040212020 |22/05/2020 7a[Chidren _[Family | Communtty [Newry arming identiied: Dromalane |Dromalane |Closed oN [N
HsC and Young | Intervention Gateway House, |House,
Complaint Peoples  |Service Social Work staff wil be reminded of the importance of ensuring that [ Newry | Newry
Services ecords reflect the context of the risk identifed.
b. The tools within the Signs of Safety model may not be effective for al
hidren and their use should be considered on a case by case basis. Plan
o raise via staf training.
b. Staffwill be reminded in raining about the importance of assessing
here the service user is within the continuum of recovery to inform
[noacement
11677 |Fomal |19/05/2020 |22/06/2020 3[Chidren (16 Communiy |16+ C/B | Communica jone. Lisanally _|Lisanally _|Closed ojN [N
HSC and Young  [Leaving and ion/Informa House, |House,
Complaint Peoples  |After Care i Amagh  [Armagh
Services  [Services
11691 |Fomal  |20/03/2020 | 2610512020 43[Mental | Acute Daisy Hill | Psychology |Confidential Va Emergency |Emergency [Closed ofN [N
HSC Healthand [Mental  [Hospital | Department [ty
Complaint Disabiity  [Health DHH DHH
Services
71653 |Formal |10/03/2020 |26/05/2020 [29/06/2020 0[Acute  [TRAUMA |Craigavon | Trauma and|Records/Re Orihopacd [Orthopaed |Closed N
HSC Services Area Orthopacdi cord cClinc  [o Clinic
Complaint Hospital  [cs Keeping
N v
11149 |Fomal |15/11/2019 | 2610512020 129[Children |Family |Craigavon |Gateway _|Communica ione Brownlow | Brownlow | Closed N
HSC and Young | Intervention [Area Team C&B [tion/informa HSSC,  |HSSC,
Complaint Peoples  |Service | Hosptal ion Leganorry | Leganorry
Services Centre |Centre
71852 |Formal |11/05/2020 |27/05/2020  |NA NA Ti[Older _[Integrated |Community [Armagh | DischargerT  lessons leamed. Homeof _|Homeof _[Closed No
HSC People and |Care Team ransfer clent  [client
Complaint Primary Arrangeme
Care nts

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73150

) First Closed  [Reopencd| Date | Response |Di Service | Site | Speciaiity | Subjects Description Outcome Outcome Action taken (Investigation) Lossons learned Loc (Exact)| Loc (Exact)] Current | SAI |Dece] Use of
received Reopened | time Area (Subjects) code Stage ased | Laypers
i 2 |onYes
Closed _ (Pers| or No
- =y
11855 |Formal | 13/05/2020 |27/05/2020 |08/0612020 | 26/06/2020 5 Older aP Community |GP Outof |Access (o Personal Information redacted Resolved Personal Information redacted by the USI 5 lessons leamed. SAUCS _ |SAUCS _ [Closed ojN  [No
HSC People and |OOHMIU Hous |Premises (GPOOH) |(GPOOH)
Complaint Primary by the USI Kikeel |Kilkeel
Care
71489 |Fomal  |17/02/2020 |28/05/2020 [2410412020 | 2810612020 ©8[Mental [Acute [Daisy Fil |Fome _[Qualiy of a Psychialry |Psychialry |Closed oN [N
HSC Healthand [Mental  |Hospital | Treatment / [Treatment Clnic |Clinc:
Complaint Disabilty |Health crisis | Care
Services Response
Team A&D
11702 [Formal |24/03/2020 |26/06/2020 3a[Acite  [General |Daisy Hil |General [Stafr General _|General _[Closed N
HSC Senices  [Medicine [Hospital | Medicine |Atitude/Be Male Male
omolaint aviour Medical_|Medical N N
71803 |Formal |2204/2020 |29/05/2020 25|Acile  [Cardiac |Craigavon | Dermatolog |Qualiy of Dermatolog | Dermatolog [Closed N
Senvices [Services  [Area Treatment y Clinc |y Clinic
Complaint Hospital & Care
N N
Ti585 [Formal |26/02/2020 (011062020 ©3[Acute |Anaesthelic | Daisy Hil |Day Qualty of Day Day Closed N
HSC Senvices s, Thealres |Hospital |Procedure/ [Treatment Procedure |Procedure
Complaint and IC Surgery |8 Care UnitDHH | Unit DHH
Services
N N
Ti862 [Formal | 13/05/2020 (02062020 To[Acuts |Locally |Craigavon [Swilchboar |Staff Swilchboar |Switchboar |Closed N
HSC Senvices  |Support a (©B)  |Atitude/Be B d
Complaint Services | Hospital haviour
(caB) N N
Ti4s4 [Formal  |04/02/2020 [02062020 B0[Acute [General |Craigavon |General _[Stafr Tosed N
HSC Senvices  [Sugery  [Area Surgery |Altitude/Be ology Clinic [ology Clinic
Complaint Hosptal haviour
N N
T1701 [Formal |24/03/2020 [02/06/2020 [NA NA 6[Older _Integrated | Community |Portadown [Stafr 5 lessons leamed. Portadown |Portadown | Closed o[N_ |No
HSC People and |Care Team Altitude/Be HSSC  |HSSC
Complaint Primary haviour
Care
T1777 [Formal | 15/05/2020 (0210612020 [09106/2020 |2610672020 T1[Older | Domicilary |Community |Domicilary | Quantity of 5 lessons leamed. Homeof _|Homeof _[Closed o[N_ |No
HSC People and [Care ca Troatment clent  [client
Complaint Primary & Care
Care
11847 |Fomal | 11/05/2020 |03/06/2020 6| Performanc [ Information | Community [Information | Records/Re a Femdale |Femdale |Closed ofN [N
HSC o
Complaint Reform Keeping
11555 |Fomal |17/0212020 |03/0612020 72[Acute Emergency [South [Minor Ciinical Minor Xcray Dept_ | Closed N
HSC Senvices [Department [Tyrone {Injuries Unit | Diagnosis Injuries Unit(Radiology)
Complaint Services | Hospital
N N
11903 [Formal |27/05/2020 [03/06/2020 5Chidren [Early Years [South [Cout _|Qualy of one EFioor  |EFloor [Closed N
HSC and Young. [and Tyrone  [Childrens [ Treatment
Complaint Peoples  |Parenting [Hospital  |Senvice |8 Care
Senices
11884 [Formal  |20/05/2020 [0406/2020 |08I06/2020 |23/06/2020 To[Chidren |Acute [South _[Pasdiatrcs | Commurica one Pacdiatic |Pacdatic |Closed N
HSC and Young. |Paediatric ~[Tyrone Outpatient [Outpatient
Complaint Peoples  [Services | Hospital tion Cinic |Clinic:
Senvices
77680 |Formal | 1810372020 |05/06/2020 53|Acule |Midwiery |Daisy Hil |Obstetrics |Staff Maternity _|Matemity | Closed N
HSC Senvices [and Hosptal Atitude/Be Ward ~ [Ward
Complaint haviour
M N N
77624 |Formal |04/03/2020 |05/06/2020 62[Acute [Midwiery |Craigavon Qually of TEast _|1East _[Closed N
HSC Senvices [and Area Treatment i
Complaint o & Care ynae ynae
v
N N
11697 |Fomal |26102/2020 |05/06/2020 67[Acute |Emergency |Craigavon | Accident _|RecordsiRe Emergency |Emergency |Closed N
HSC Services  [Department [Area and cord D t
Comolaint Senvices |Hospital | Emeraency [Keeping cAH can N N
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WIT-73151

D First Closed | Reopened| Date | Response Service Site | Speciality | Subjects Description
received Reopened | time Area (Subjects)
Closed
11505 |Fomal |06/0212020 |05/06/2020 81[Acute General | Craigavon |General | Discharge/T [/ P=Yagel 0 0 ed ed
HSC Services [ Medicine ea Medicine  [ransfer d a a
Complaint Hospital Arrangeme
nts. D e
1913 |Fomal  |27/0412020 | 0510612020 27| Acute Cardiac | Craigavon | Cardiology | Communica
HSC Services |Services [ Area tion/Informa
Complaint Hospital tion
11732 | Formal 08/06/2020 43[Acute Midwifery | Craigavon | Obstetrics | Staff
HSC Services [and ea Attitude/Be
Complaint pi haviour
0901 |Fomal  |10/01/2020 |08/06/2020 |19/02/2020 100[ Acute IEagnosmc Craigavon |Imaging - | Communica
HSC Services |Services ea Ultrasound |tion/Informa
Complaint Hospital tion
11791 |Formal | 17/04/2020 [08/06/2020  [NA NA 34| Older Integrated [Armagh
HSC People and |Care Team [tVoluntary
Complaint rimary Sector Assessmen
Care Locations t of Need
11851 |Formal | 11/05/2020 [08/06/2020  [NA NA 19 Older Patient | South Care of the | Property/Ex
HSC People and |Services  [Tyrone  [Elderly  |penses/Fin
Complaint Primary  |(non acute [Hospital  |Services - |ances
Care hospitals) troke
Rehabilitati
11887 |Fomal  |20/05/2020 |08/06/2020  |NA NA 12 Older Integrated | Community |Armagh | Quantty of
HSC People and |Care Team Tr
Complaint Primary
Care
11892 |Formal  |26/05/2020 [08106/2020  |NA NA 5[ Older Integrated | Community |Armagh | Quality of
HSC People and |Care Team Treatment
Complaint Primary & Care
Care
11900 |Fomal  [27/05/2020 |08/06/2020 | NA NA 8[Older Integrated |Independen [Armagh | Staff
HSC People and |Care Team [tVoluntary Attitude/Be
Complaint Primary Sector haviour
Care Locations
11688 |Formal | 19/03/2020 |09/06/2020 | 19/06/2020 54[Acute Diagnostic |Craigavon |Imaging - | Communica
HS( Services [Services a All other  [tion/informa
Complaint Hospital tion

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Outcome
code

easons.

easons.

esolved

esolved

esolved

esolved

esolved

Outcome Action taken (Investigation)

Personal Information redacted by the USI

Lessons learned Loc (Exact)] Loc (Exact)| Current SAI [ Dece] Use of
Stage ased | Laypers
7 | onYes
(Pers| or No
ney
[Discharge |Discharge |Closed
o
CAH
N
TNoth  |1North |Closed v
Cardiology |Cardiology
v
Delivery _|Delivery _[Closed N
Suite, CAH |Suite, CAH
N
[None Xray Dept |Xray Dept |Closed N
(Radiology) | (Radiology)
N
INo lessons leamed. Hockley |Hockley | Closed o[N [No
Lodge and |Lodge and
Mews ws
Nursing |Nursing
Home Home
INo Tessons learned. Ward1, |Ward1, |Closed o[N [No
Assessmen [Assessmen
Rehabilitati |Rehabilitati
on on
INo fessons learned. Home of |Homeof |Closed o[ [No
client client
INo lessons leamed. Home of |Home of |Closed o[N  [No
client client
INo fessons learned. m m Closed
Xra Xcray Dept |Fu N
(Radiology) | (Radiology) |resolution
(re-opened)
N




WIT-73152

D First Closed  [Reopencd| Date | Response |Di Service | Site | Speciaiity | Subjects Description Outcome Outcome Action taken (Investigation) Lossons learned Loc (Exact)| Loc (Exact)] Current | SAI |Dece] Use of
received Reopened | time Area (Subjects) code Stage ased | Laypers
i 2 | onYes
Closed . (Pers| or No
: e
11875 |Formal | 18/05/2020 |08/06/2020 NA NA 15| Older aP Daisy Hil|GP Outof |Staff Personal Information redacted & Personal Information redacted by the USI No lessons leamed. SAUCS _ |SAUCS _ [Closed ofN  |No
HSC People and [OOHIMIU  [Hospital  |Hours | Atttude/Be (GPOOH) |(GPOOH)
Complaint Primary haviour by the USI Newry Newry
Care
77625 |Formal |04/06/2020 |00/06/2020 | 1010612020 | 26/06/2020 3[Older [Integrated | Community |Portadown No lessons leamed Homeof _|Home of _|Local
HSC People and |Care Team clent clent resolution
Complaint Prima
Care
71614 [Formal |01/06/2020 [10/06/2020 7[Children _[Famlly | Craigavon |FIT None Portadown_|Portadown | Closed ojN [N
HSC and Young | Intervention [Area Portadown HSSC  |HSSC
Complaint Peoples |Service | Hospital
Services
71658 |Formal |23/03/2020 |10/06/2020 53(Chidren _[Family | Community |South None Usanally _|Lisanally _|Closed ojN [N
HSC and Young |Intervention Amagh FIT House, |House,
Complaint Peoples |Service only Amagh  [Armagh
envices
T1864 |Formal |12/05/2020 |11/06/2020 2f[Chidren [Family _|Lurgan | FIT Lurgan None Lurgan |Lurgan _[Closed ofN [N
HSC and Young | Intervention | Hospital HSSC  |HSSC
Complaint Peoples |Service
envices
71863 |Formal |12/05/2020 |11/06/2020 21[Chidren _[Family _|Lurgan | FIT Lurgan None Lurgan |Lurgan _[Closed ofN [N
HSC and Young | Intervention | Hospital HSSC  |HSSC
Complaint Peoples |Service
Senvices
71832 |Formal |01/05/2020 | 15/06/2020 Aol [General [Craigavon |General _|Qualiy of 3Norih [Closed N
HSC Services  [Medicine  [Area Medicine | Treatment Medicine
Complaint Hospital & Care
N N
71820 |Formal [08/06/2020 |15/06/2020 4[Acte |Midwiery |Craigavon |Obstetrics Early arly Closed N
HSC Senvices  [and Area Prognancy |Pregnancy
Complaint p Problem | Problem
M Cinc  [Clinic
| | N
77069 |Formal |15/06/2020 |17/06/2020 | 17/07/2020 | Ongoing 2[Chilgren | Family | Communiy [FIT Amnagh None Pers Wl Pers Wl 3
HSC investigatio and Young |Intervention Urban resolution
Complaint n Peoples  |Service onalj | on: (re-opened)
Services
71880 |Formal |02106/2020 |22/06/2020 TaAcute |General [Daisy Fil | General Female Closed N
HSC Services |Medicine  [Hospital | Medicine Medical
Complaint
| N N
11530 |Fomal 1410212020 | 2210612020 86| Acute Midwifery | Craigavon |Obstetrics | Staff 2West  [2West |Closed N
HSC Services  [and Area At Maternity | Maternity
Complaint o Post Natal _|Post Natal
v
N N
71860 |Formal  |13/05/2020 |22/06/2020 [20/0772020 27[Acute |Emergency |Craigavon | Accident | Clincal Emergency |Emergency |Further N
HSC Services |Department [Area a Diagnosis resolution
Complaint Services  |Hospital | Emergency CAH CAH (re-opened)
N N
77617 |Formal |29/05/2020 |23/06/2020 T7[Mental _[Acute |Craigavon |Psychiatric |Communica a Bronte  |Bronte | Closed oN [N
HSC Healthand [Mental  [Area Inpatient |t Ward  [Ward
Complaint Disabilty |Health  [Hospital |Services -
Services BRONTE
11663 |Formal  |11/03/2020 |23/06/2020 69|Acute |Emergency |Craigavon |Accident | Qualty of Emergency |Emergency |Closed N
Sorvices | Department [Area and ment Department | Depariment
Complaint Services |Hospital  |Emergency [& Care cAH caH
N N
71617 |Fomal  |03/03/2020 [23106/2020 |14107/2020 75(Acute [Midwiery |Craigavon TEast  [1East _[Investigalio N
HSC Sorvices  [and Area y i n
Complaint o ynae ynae
M N N
71971 [Fomal  |29/0512020 [23/06/2020 [08/07/2020 | Ongoing 17[Chidren _|Acule [Craigavon |Paediatrics None Pacdiatric |Pacdialric |Furiher ojN [N
HSC investigatio and Young |Paediatric [Area Outpatient [Outpatient resolution
Complaint n Peoples |Services | Hospital Cinic  [Cinic | (re-opened)
Services
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WIT-73153

‘Action taken (Investigation) Lessons learned Loc (Exact)| Loc (Exact)] Current | SAI |Dece| Use of
Stage
(P

D | TypeOf | First

Complaint | received

Closed | Reopened Site | Speciality | Subjects

(Subjects)

Description Gutcome, Gutcome
code

Response | Directorate| Service
Area

Date
Reopened

Personal Information redacted =2zl Personal Information redacted
by the USI by the USI
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W Fopédi@1255

(Persons) Yes or No

Personal Information Personal Information
redacted by the USI redacted by the USI

Formal  |20103/2020 1610712020 79[ Acute General | Craigavon | Urology aiting Patient advised all appointments were cancelled due to covid 19 and that UROLOGY |UROLOGY |Closed No SAl| No
HSC Services |Surgery  |Ar Surgery pain consultants are now trying to facilitate the back log of patients, with only 2
Complaint s i 5 |clinics per week

Personal Information redacted by the USI

Formal 0 17/0712020 47| Acute General |Craigavon |Urology | Clinical | Mother concerned her son was not given the correct diagnoses whenhe | Resolved | Reply witten by the inspecting doctor was issued explaining the protocol. 3South  [3South | Closed No SAI[No
SC Services  |Surgery ea Surgery  |Diagnosis | attended ED at Craigavon Area Hospital leading him to suffer pain and and how guidelines needed to be followed due to covid-19.
Complaint Hosoital Suraery.

Personal Information redacted gfPersonal Information redacted
by the USI by the USI
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WIT-73156

D [ Typeof First received Closed Reopened | Response | Directorate| Service Site | Speciality | Subjects

Description Outcome Outcome Action taken (Investigation)

Lessons leared Loc (Exact) [ Loc (Exact)| Current SAI | Deceased? | Layperson

[Complait) | [ | tme | | Amea | | |(Subjects I f ] d d _ Stage. (Persons) | YesorNo
Personal Information redacted; Personal Information redacted by the USI Goned NoSAo
by the USI
one Closed No SAI|No =
o
one Closed No SAI| No

one Closed No SAI[No
No

esolved one Lurgan  |Lurgan |Closed No SAI[No
HSSC HSSC
No

Resolved one Lugan  |Lurgan  |Closed No SAI[No
HSSC HSSC
No

Resolved one erso il Perso TG No SAI[No
resolution
n n; (re-opened)
No

esolved one Dromalane | Dromalane | Further No SAI[No
Mill, Newry | Mil, Newry | resolution
(re-opened)
No

esolved one. EFloor |Lisanally | Ombud No SAl|No
House,
Armagh
No

Resolved o lessons learned Homeof |General |Closed No SAI[Y No
client Surgery
Clinic

Resolved e learning resulting from the investigation of your complaint has been | Leonard | Delivery | Closed No SAl|No No
hared with the care staff involved who are aware of the Trust standards of | Cheshire [ Suite, CAH
are required. Disability

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



D First received Closed Reopened | Response | Directorate| Service Site | Speciality | Subjects
Complaint time Area (Subjects);
11408 |Formal | 07/02/2020 165107/2020 240712020 107[Older Dormicillary | Community | Domicillary | Quanity of
C People and |Care Care C/B | Treatment
Complaint Primary Care
Care
12018 |Formal |29/06/2020 07/07/2020 6[Older ntegrated | Community | Armagh | Professiona|
HSC Peopleand |Care Team sessmen
Complaint Primary f Need
are
11968 |Formal | 15/06/12020 0310712020 0910712020 4] Oider Independant] Independent| Independent| Quaniity of
H People and |Sector Care | Noluntary | Sector Care | Treatment
Complaint Primary ctor Care
Care Locations
11633 |Formal |06/03/2020 15/07/2020 87[Mental |Leaning | Community | Learni Communic
HSC Health and | Disability Disability | tion/informa
Complaint Disabiliy | Community Team i
Services Craigavon
and
Banbridge
12016 | Formal 2610612020 02/07/2020 4| Mental Acute Craigavon | Psychiatric | Quantity of
Health and | Mental rea inpatient | Treatment
Complaint Disabilty | Heal Hospital | Services - | Care
Services ONTE
11942 |Formal [08/06/2020 1410712020 051082020 25{Wertal[Momory [StLukes [Domenta | Discharger
HSC Healthand |Services  [Hospital
Complaint Disability Unit Arrangeme
s
11487 |Formal 0710212020 28/07/2020 09/07/2020 16| Mental Learning | Community | Learni Quality of
HSC Health and | Disability Disabilty | Treatment
Complaint Disabily | Community Team Care
Services Amagh &
Dunaannon
12057 |Formal [07/07/2020 2110712020 9[Mental |Leamning | Community |Learning | Communic
HSC Healthand | Disabillty Disability | tion/informa
Complaint Disability | Community Team ion
Services Amagh &
Dungannon

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Description

Personal Information
redacted by the USI

Outcome

Action taken (Investigation)

Personal Information redacted by the USI

WIT-73157

Lessons learned Loc (Exact) | Loc (Exact)| Current SAI | Deceased? | Layperson
Stage (Persons) | Yes or No
here has been learning for the service in relation to how feedback is shared | Home of |2North | Closed No SAI|No No
rs. client Respiratory
Homeof |Homeof |Local No SAI|No No
client client resolution
i Further No Al No
resolution
(re-opened)
nfd nfd
Homeof |2North | Closed No SAI| No
client Respiratory
No
Bronte  |Bronte | Closed No SAI| No
Ward Ward
No
Gillis Gillis Further No SAI|No
Memory | Memor resolution
Centre  [Centre | (re-opened)
No
Homeof |Homeof |Closed No SAI| No
client client
No
Homeof |Homeof | Closed No SAI|No
client client
No
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D | TypeOf | Firstreceived Closed | Reopened| Response |Directorate| Service Site | Speciality | Subjects Description Outcome Outcome ‘Action taken (Investigation) Lessons learned Loc (Exact)] Loc (Exact)| Current SAI | Decease [Layperso
Complaint time Area (Subjects) code Stage d  [nvesor
(Porsons |y
12181 ;;r(v:na\ 07/09/2020 291092020 NA 16| g:;rle w Il;‘:gr'?‘::m [Community ngm & %:z“:gn? Personal | nfo rmation redacted Resolved Pe I'SOnal | nfOl’m ation redacted by the U Sl :':i‘a;;:: v; :e;ng rsov’\\e::\sdd ::,n; ;12:.”5..‘.‘ ;2«:; '«‘r; zite;::dsnapr;gemem :Ihoer:? of :;mme of [Closed No No
Complaint Prima Armagh [ Care rovided to the DNS to allow time to reflect on how this can be avoided in
Care - by the USI e future to prevent any delays to treatment,
wiitien process has been put in place to direct staff on receiving,
ccepting and allocating cals to ensure improved outcomes for our
atients and families. This process has been shared with all managers
ithin the service for implementation with all of our teams.
12100 |Formal |16/07/2020 01/0912020 NA 33[Older Care Home |Independen |CB - Care | Policy/Cor o lessons leamed Closed No No
HSC People and [Support  [Voluntary  |Home mercial
Complaint Primary  [Team Sector  |Support  [Decisions
Care Locations | Team d
12220 |Formal | 11/08/2020 3010872020 NA 35[Older GP Community [Bannview | Staff [he practice manager is planning to carry out training with administrative |Bannview |Bannview | Closed No No
HSC People and |Practices Medical ~|Attitude/Be aff to ensure that they correctly identify themselves on the telephone | Medical | Medical
Complaint Primary Practice | haviour nd try their utmost to help patients no matter what time they contact the [Practice | Practice
Care ractice. This could involve ‘care navigation’. ~ The practice is currently
bviewing its systems and processes regarding appointments,
12329 |Fomal [04/09/2020 3010972020 NA 18| Older Podialry | Craigavon |Podiatry | Professiont o lessons leamed. Booking _|Booking | Closed No No
HSC People and Area AD | Centre |Centre
Complaint Primary Hospital Assessmer|
Care tof Need
72075 |Fomal [08/07/2020 040972020 2110912020 40| Acute Emergency |Craigavon |Accident | Staff Emergency |Emergency Closed
HSC Services |Department [Area and Atttude/Be
Complaint Services  |Hospital  |Emergency [haviour CAH CAH
N N
72359 1110912020 7[Acute Emergency |Craigavon |[Accident | Confidentia Non- Nor Closed
Services | Department [ Area and ity Respiratory |Respiratory
Services _|Hosoital _|Emeraency EDCAH |ED CAH
12163 |Fomal [29/07/2020 1611012020 38[Acute General | Daisy Hil |General |Ciinical ICUCAH _|ICU CAH _|Further
HSC Services |Medicine [Hospital  |Medicine | Diagnosis resolution
Complaint (re-opened)
v N
12281 |Fomal |24/08/2020 20[Acute Emergency |Craigavon |Accident | Qualiy of portance of good atlitude when dealing with patients Non- Non- Further
HSC Services Area and Treatment Respiratory |Respiratory |resolution
Complaint Services  |Hospital  |Emergency [& Care EDCAH |EDCAH |(re-opened)
N N
12259 |Formal |10/08/2020 14| Acute Emergency |Craigavon [Accident [ Staft tier communication to patient Non- Non- Closed 0
HSC Services Area d Respiratory |Respiratory
Comolaint Services | Hosoital | Emeraencv |haviour EDCAH |EDCAH N N




Personal Information redacted

Gentleman was referred to CAH
told he now needs reassessed why

D Type Of First received Closed Reopened | Response [Directorate| Service Site Speciality | Subjects
Complaint time Area (Subjects)

12250 |Formal 14/08/2020 22/09/2020 26|Acute Emergency |Craigavon |Accident Ce
HSC Services epartment | Area i
Complaint Services  |Hospital  |Emergency [tion

12076  |Formal 21/09/2020 51|Acute Emergency |Craigavon [Accident

Services | Department Area tal
Comolaint Services _|Hosoital | Emeraency
1711 ormal 26/03/2020 109| Acute General Craigavon neral Confidential
Services Medicine Area Medicine ity
Comolaint. Hosoital

12279 24/08/2020 10[Acute Emergency |South linor Staff
HSC Services | Department | Tyrone Injuries Unit [ Attitude/Be
Comolaint rvices | Hosoital aviour

12237 |Formal 14/08/2020 13[Acute Emergency |Craigavon |Accident | Privacy/Dig

Services | Department [Area nd ity
Complaint Services  |Hospital | Emergency

12068 |Formal  |07/07/2020 03/09/2020 40[Acute [Diagnostic |Daisy Hill |Imaging - _|Staff
HSC Services Services Hospital | All other Attitude/Be
Complaint haviour

12032 |Fomal [02/07/2020 2910972020 161012020 61[Acute General | Daisy Hil |General _|Qualiy of
HSC Services  [Surgery  [Hospital |Surgery  [Treatment
Complaint & Care

12011 |Formal 25/06/2020 22/09/2020 61|Acute mdwilery Craigavon | Obstetrics | Quality of
HSC Services and Area Treatment
Complaint pi Care

Yy

12205 |Formal 07/08/2020 21/09/2020 30|Acute Emergency |Craigavon [Accident Quality of
HSC Services |Department [Area Treatment
Complaint. Services Hosoital Emergency |& Care

12247 |Fomal |17/08/2020 1710912020 22| Acute general [Daisy Hil |Male Delay/Canc

Services  |surgery Hospital  |Surgical |ellation for
Complaint Inpatients

712298 |Formal 2210972020 79[ Acute Midwitery |Non trust | Community | Quality of
HSC Services and (GP prmises | Midwifery | Treatment
Complaint Gynaecolog & Care

M

11926 | Formal 1710912020 74| Acute Midwitery | Craigavon | Obstetrics.
HSC Services and Area
Complaint pi

M

12315 |Formal  |03/09/2020 13 Acute General | Craigavon |Urology
HsC Services Surgery Area Surgery
Complaint tal

Appointmen
is

12303 |Formal [28/08/2020 2110972020 75| Acute Emergency |Craigavon |Accident | Communic]
HSC Services Department a nd tion/Inform
Complaint Services  |Hospital  |Emergency [tion

12114 |Formal 17/07/2020 22/09/2020 46| Acute Outpatients [Craigavon [Outpatients

Services Area
Complaint Hospital

12403  |Formal 11/09/2020 30/09/2020 13[Acute Locality Craigavon | Switchboar
HSC Services  |Support a d (C/B)

Complaint Services  [Hospital
(ca8)

12307 |Formal 01/09/2020 21/09/2020 14[Acute Emergency |Craigavon [Accident Clinical
HSC Services epartr Area nd Diagnosis
Complaint Services  [Hospital  |Emergency

12006 |Formal 28/07/2020 24/09/2020 21/08/2020 41|Acute mdwi!ery Craigavon | Obstetrics | Quality of

Services and Area Treatment
Complaint pi & Care
Y

11965 |Formal 06/08/2020 29/09/2020 37|Acute General Craigavon | General Property/E
HSC Services |Medicine  [Area Medicine | penses/Fin
Complaint Hospital ances.

12401  |Formal 17/09/2020 24/09/2020 09/10/2020 5[Acute Locality Craigavon | Security
HSC Services Area (c/B)

Complaint Hospital
12226 |Formal 12/08/2020 03/09/2020 15[Acute Daisy Hill [Gynae
Services Hospital Clinic
Complaint
11431 |Formal 27/01/2020 17/09/2020 161|Acute Craigavon
Services Area y
Complaint pi
Y

12222 |Formal 28/07/2020 18/09/2020 37|Acute Midwifery ~[Craigavon [Gynae
HSC Services and Area Clinic
Complaint Gynaecolog [ Hospital

M

er already s
when this has

by the USI

ng Urology Doctor to be
already been done.

Personal Information redacted
by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

WIT-73159

Lessons learned Loc (Exact)] Loc (Exact)| Current SAI | Decease [Layperso
Stage d n Yes or
(Persons | o
\
better communication between depts Non- Non- Closed
Respiratory |Respiratory
ED CAH CAH
n n
Emergency |Emergency Closed
Department | Department
caH can n n
[GDPR and data breach training along with the importance of no or 2South  [2South [Closed
information to be taken off Trust site Medical | Medical
n n
Sfaf reminded of communication skil and atitude Minor Minor closed
Injuries |Injuries
n n
Emergency |Emergency |closed
Department
CAH CAH
n n
Xra X-ray Dept | Closed
(Radiology) | (Radiology)
n n
[The importance of getling antbiotic prescribed and for communication to | Female |Female |Further
be better in relation to this. Medical  |Medical |resolution
(re-opened)
n n
Early Early Closed
Pregnancy |Pregnancy
Problem | Problem
Ciinic Clinic
n n
Non- No Closed
Respiratory |Respiratory
ED CAH CcAH n n
male Closed
surgical  [surgical
n n
Non Trust |Non Trust | Closed
GP GP
n n
Delvery | Delivery |Closed
Suite, CAH |Suite, CAH
n n
Closed - |Response sent o Western Trust who are responding to the complainant. Urology  |Urology | Closed
her Clinic, Clinic
reasons
=zl Personal Information redacted Row - Gloeea
Respiratory |Respiratory
by the US' EDCAH ~ [ED CAH
n n
Neurology |Neurology | Closed
Ciinic Clinc
n n
Switchboar | Switchboar | Closed
d
N N
Non- Non- Closed
Respiratory |Respiratory
EDCAH  |ED CAH
n n
Delivery | Delivery | Closed
Suite, CAH | Suite, CAH
n n
the procedure in relation o patient property 2Noth  [2North [Closed
Medical |Respiratory
n n
Car Car resolved
Park/Groun |Park/Groun
os ds
n n
betier communication in relation (o explaining procedure. Outpatients [Gynae _|Closed
Ciinic
n n
Staff informed of proper record keeping TEast  |1East |Closed
ynae ynae
n n
Outpatients |Gynae | Further
Ciinic resolution
(re-opened)




- WﬂWWW“ - W — “ T o
code

26| Acute General | Craigavon |Urology | Delay/Canc | member of trust staff awaiting bladder reconstruction surgery, postponed |Resolved | this trust no longer provides the type of surgery this lady required and
Services  [Surgery  [Area due to covid. is enquiring as to what progress has been made and if it therefore a referral on her behalf has been made to the Belfast Trust
Hospital would be better for her to be transferred to a Belfast consultant.

Personal Information redacted Personal Information redacted by the USI
by the USI

PersollPersol
naIL| na\|—|

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry




o ﬂWW“ o WWW e T o
d Incidents.

Formal HSC Complaint | 26/11/2020 01/12/2020 4| Acute Ser Quality of Treatrment & Care Patient received surgery in 2009, he OUT OF TIME. LETTER TO PATIENT. Urology Clinic. | Urology Clinic. | Closed 0
had a full hysterectomy after surge
dovolopod  pain i side, GP prescrbed
pain killers. patient then diagnosed with
MS she underwent s full MRI was.
advised she was being referred back kto
GP has sh had a problem with her
Kidneys, seen a doctor who performed

perfor
dicatior
which she cannot take because she only
has one kidney.

Personal Personal Information redacted by the USI

Information
redacted by the
uUsl

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry




2496 Formal HSC Complaint | 22/10/2020 08122020
T24% Formal HSC Compiaint [ 2271072020 2202 I

Personal
Information
redacted by the
usl

Quality of Treatment & Care

Acute Services | Emergen | Craigavo

oy nhrea |and
Departm |Hospital
ent y
Senvices

33| Acute Services | Emergen | Craigavo | Accident | Communication/information closed
o nhrea |and
Departm |Hospital | Emergenc
ent y

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Personal Information redacted by the USI

Communication to the patient
needed to be better in relation to
reatment she was receiving
Staff atitude to be monitored in
elaion to beside manner.

‘Communication to the patient
needed 1o be better in relation to

relation to beside manner.

WIT-73162

Non-
Respiratory

Respiratory




WIT-73163

12525 Formal HSC Complaint | 19/1012020 10122020 NA 38|Childrenand  |Acute | Craigavo |Paediatric | Communication/information rmation redacted by the USI lone Pacdialic | Paediatic | Closed
Vg Eoopientl|poceieut|| Avoa 8| & Personal Ward Ward
envices o Hospital A
iz Information
redacted by the
12525 Formal HSC Complaint | 19/10/2020 101122020 NA 38| Children and Acule | Craigavo | Paediatric | Confidentiality lone Paediatric Paediatric| Closed ofn
Young Peoples | Pacditr |n Area Ward Ward
o Hospital
Senvices
2650 Formal HSC Compiant | 13/1172020 01272020 NA 79[ Chidrenand [ Looked | Communi|Central | Communication/nformaton one Tsanaly | Usanally [Ciosed
Young Pecples  |Ater |ty Lac ) House,
Services Chidren Team wmagh |Amagh
Services
2650 Formal HSC Compiant [ 13/1172020 01272020 NA 79[ Chidrenand | Looked | Communi | Central | Saff AtuderBenaviour one Tsanaly | Usanally [Ciosed
Young Pecples  |Aer |y Lac House, House,
Services Chidren Team wmagh |Amagh
Services
2510 Formal HSC Compiant _|05/1172020 01272020 NA 25| Chidrenand | Communi [ Daisy Fill | Admin | Gommuricationinformation one Paedaic | Poediatic |Ciosed ofn
Young Peoples |ty Hospital [and Ward Ward
Services Paediat Clerical
cService
2510 Formal HC Compiant | 05/1172020 0272020 WA 75| Chidrenand | Communt Admin | Siaf AtuderBenaviour one Poediaic | Poediatic [Ciosed
Young Peoples ty and Ward
Services Pacdiat Clerical
c Service
7 Formal HSC Compiant | 1411272020 a2 WA 0[ Oider Peopie and | Day Gare | Gommun | Day Gare | Poicy/Gommercial Decisons oTessons earmed Ciogher Valley |Cloghar Valey | Ciosed an
Primary Care Services [ty Health & Day  |Health & Day
Centre

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73164

12707 Formal HSC Complaint | 26/11/2020 15/12/2020 NA 13| Children and CAMHS |Craigavo |CAMHS | Professional Assessment of Need 1 lone. Bocombra Bocombra Closed
i ERe e Personal Personal Information redacted by the USI o
Services Hospital | Locality H
Team Information
12707 Formal HSC Complaint | 26/11/2020 151212020 NA 13| Children and CAMHS | Craigavo |CAMHS | Communication/Information lone Bocombra Bocombra Closed o[
et e e |
Hosptal | Locay
T
T2 [Fomal G Gompiant [T T [WA ST{Gridnand—|Famiy | Gommin | Gateway | Sia Alfudeehaviow s e e
Voung Paomics et [ [Toam FE e Polyie
s B N
Sonice
T [Fomal G Gompiam [0 T [WA S| Chidrenand™[Famiy | Gonmini | Gawey | Cammuncatonarmaton T e e
el e i = et oy |t oy
s & N
Sonice
Toggs " [Formal GG Complant |46 e o[ Aevte Servces [ Videry Dy Il | s [ Cammuncabonarmaton T ey o
o [Hosptl Ward
‘Gynaecol
ogy
Te705 | Fomal HSG Compiant |16 s v T4 esta Serices | Diagnost | Cralgavo | maging~ [Gusity f Tresment & Care saring s boan shared wil al[MRIURT —[WRTUAL [ Giosed T
< Ar RI IRI radiographers and the policy
Services |Hospital as been reviewed and updated.
T2 |Formal GG Compiant | 102620 s v 2| i Sericss | Degrost [ Gralgavo [Imaging~ [ Froperb/EmpensesFinances = WRTUNT[Xoay Dopt[Giossd 5
c n Area RI (Radiology)
Services |Hospital
"

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73165

Personal Personal Information redacted by
Information the USI
redacted by the
usil

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73166

Personal Personal Information redacted by
Information the USI
redacted by the
usl

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73167

Personal Personal Information redacted by
Information the USI
redacted by the
usl

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73168

Personal = Personal Information redacted by
Information the USI
redacted by the
usl

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73169

Formal HSC Complaint | 09/09/2020 231122020 no 75| Acute Services | General | Craigavo | Urology | Waiting List, Delay/Cancellation closed 1 states have undertaken work in the | Urology Clinic | Urology Clinic | Closed
e oo Appomans Personal Personal Information redacted by the USI s s qoesionin oo 0
H |efurbishment
Information
redacted by the
T o [ T o et e[l |G rtogy | P SapponSacity Sarions o v underiaken work e | Urtogy Gt Ramone ™ [ossd
Srgery | ren et Somvaci Semvom) s s qoesionin oo 0 ,
Hospta [orsrment

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry




WIT-73170

Personal Personal Information redacted by the USI
Information
redacted by the
usl

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



W TsofeRab 6sb

ID Type Of First received Closed Reopened [Response|Directorat| Service Site Speciality | Subjects Description Outcome code Outcome Action taken Lessons Loc Loc Current No. of |Deceased|Layperso
Complain time e Area (Subjects (Investigation) learned (Exact) | (Exact) Stage Linked Person nY/N
t ) ! _ Incidents
12830 Formal 29/12/2020 11/01/2021 n/a 8|Acute General [South General |Staff Personal Information [ Personal Information
HSC Services [Medicine |Tyrone Medicine |Attitude/B) redacted by the USI redacted by the USI

Complaint Hospital ehaviour

Urology |Urology |closed
Clinic Clinic

Formal 29/12/2020 11/01/2021 Acute General  [South General  |Quality of Resolved
HSC Services |Medicine |Tyrone Medicine |Treatmen
Complaint Hospital & Care

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



Whlsefar3e( 2

Type Of Reopened Service Subjects. Action taken (Investigation) Lessons learned Loc (Exact) | Loc (Exact)
Complaint rea (Subjocts)

Personal Information Personal Information
redacted by the USI redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73173

Personal Information Personal Information
redacted by the USI redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73174

Personal Information Personal Information redacted by the USI
redacted by the USI

Nolessons leamed
Nolessons leamed Sar

o lessons leamed

one required Cardiology
Clinic.

one required Cardiology | Cardiology |Closed 0|
Clinic. Clinic.

one required Emergency | Emergency |Closed 0|
caH can
one required Delivery | Closed o
Sute, CAH
one required 2 Wes Closed o
y | Maternity
ost N Post Natal

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry




WIT-73175

Personal Information - Personal Information
redacted by the USI - redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73176

Personal Information Personal Information
redacted by the USI redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73177

Personal Information Personal Information [k Vo [inaes | ’
redacted by the USI redacted by the USI
none required ‘none required 2 North 2 North Closed 0| = -
none required ‘none required 2 North 2 North Closed 0| = 5
Cosed Rodveced o g e o essons eamed = O
e e oo e e CITT

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73178

Personal Information Personal Information redacted by the USI
redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73179

Personal Information Personal Information redacted by the USI
redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



W hfpedd3 380

ID Type Of First
received

Closed [Reopened|Response|Directorat| Service Site Speciality | Subjects Description Outcome Outcome Action | Lessons Loc Loc Current No. of
learned | (Exact) (Exact) Stage Linked

Incidents

layperson | Deceased

Personal Personal Information
Information redacted by the USI
redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73181

Personal
Information
12877 Formal  [12/01/2021 [20/05/2021 [N/A 88[Acute Outpatient [Craigavon [Outpatient [Profession Personal redacted by the e none Urology [Urology |Closed 0
HSC Services |s Area s al Information usSl required  [Clinic Clinic
Complaint Hospital Assessme [{lebTarto NOVAUTRUN]] reasons
nt of Need

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73182

Personal Information Personal
redacted by the USI Information
redacted by the
usl

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73183

Personal Personal

Information Information
redacted by the USI redacted by the

uUsl

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73184

Personal Personal Information
Information redacted by the USI
redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73185

Personal Information Personal
redacted by the USI Information

redacted by the
usl

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73186

Personal Information Personal Information
redacted by the USI redacted by the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73187

Personal Information
redacted by the USI

Personal
Information
redacted by the
usl

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73188

Personal Personal

Information redacted Information
by the USI redacted by the
usl

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73189

Personal Personal
Information redacted Information

by the USI redacted by the
usl

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73190.

Appe

Type Of st received Closed Reopened | Response ctorate | Service ity | Subjects Des Outcome Outcome Action taken (Investigation) Lessons learned Loc (Exact) (Exact)[ Current No. of LAYPERO| DECEASED
Compl time Area (Subjects) code Stage inked SN
Incidents

Personal Information Personal Information redacted by
redacted by the USI the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73191

13266 |Formal HSC[08/03/2021 30/07/2021 |N/A 98] Acute Midwifery |Craigavon |Obstetrics | Staff ersonal Information | Personal Information redacted by Doctor has reflected  |Maternity |Maternity | Closed 0
Complaint Services and Area Attitude/Beh and has taken learning |Ward Ward
Gynaecolog |Hospital aviour redacted by the USl regarding awaiting the
y anaesthetic to work
before starting stitching. N
13266 [Formal HSC|08/03/2021 30/07/2021  [N/A 98| Acute Midwifery |Craigavon |Obstetrics [Quality of Resolved Doctor has reflected Maternity Maternity Closed 0
Complaint Services and Area Treatment &} and has taken learning |Ward Ward
Gynaecolog |Hospital Care regarding awaiting the
y anaesthetic to work
before starting stitching. N
13240 |Formal HSC [ 14/04/2021 22/07/2021  [N/A 68|Acute Booking/  |Craigavon [Acute Communica Identified a training Switchboard | Switchboard | Closed 0
Complaint Services Admin Area Booking tion/Informa need in relation to the
Hospital Centre tion update of PAS on
complex transfers from
other hospitals
N
13533 |Formal HSC|10/06/2021 05/07/2021 N/A 17|Children CAMHS Lurgan ID-CAMHS  |Professiona Resolved Lurgan Lurgan Closed 0
Complaint and Young Hospital Team Assessment HSSC HSSC
Peoples of Need
Services
N
13533 |Formal HSC [10/06/2021 05/07/2021  [N/A 17 [Children CAMHS Lurgan ID-CAMHS  [Communica Resolved Lurgan Lurgan Closed 0
Complaint and Young Hospital Team tion/Informa HSSC HSSC
Peoples tion
Services N
13321 |Formal HSC [15/04/2021 06/07/2021  [N/A 56|Acute General Craigavon |General Clinical Resolved none required Dermatolog |Dermatolog (Closed 0
Complaint Services Medicine Area Medicine Diagnosis y Clinic y Clinic
Hospital
N
13321 |Formal HSC [ 15/04/2021 06/07/2021  [N/A 56|Acute General Craigavon |General Waiting Resolved none required Dermatolog |Dermatolog (Closed 0
Complaint Services Medicine  |Area Medicine | Times, y Clinic y Clinic
Hospital Outpatient
Department
s N
13348 |Formal HSC [10/05/2021 14/07/2021  |N/A 45|Acute General Craigavon |General Confidential Resolved none required AMU 3 North Closed 0
Complaint Services Medicine Area Medicine ty Medicine
Hospital
N
13348 |Formal HSC|10/05/2021 14/07/2021 N/A 45| Acute General Craigavon |General Confidential Resolved none required AMU AMU Closed 0
Complaint Services Medicine Area Medicine ty
Hospital
N
13352 [Formal HSC|10/05/2021 14/07/2021  [N/A 45| Acute Emergency |Craigavon [Accident Waiting Doctor has reflected Emergency |Emergency |Closed 0
Complaint Services Department |Area and Times, A&E and will endeavour to  [Department | Department
Services Hospital Emergency |Department see children sooner CAH CAH
S with eye irritant
N
13352 |Formal HSC [10/05/2021 14/07/2021  |[N/A 45|Acute Emergency [Craigavon |Accident Quality of Doctor has reflected Emergency |Emergency (Closed 0
Complaint Services Department |Area and Treatment &| and will endeavourto  [Department |Department
Services Hospital Emergency [Care see children sooner CAH CAH
with eye irritant
problems N
13396 |Formal HSC|17/05/2021 01/07/2021 N/A 32|Acute Emergency [Craigavon |Accident Staff Nursing staff have been |Emergency |Emergency [Closed 0
Complaint Services Department |Area and Attitude/Beh spoken to by Lead Department | Department
Services Hospital Emergency |aviour Nurse regarding CAH CAH
conduct and
professionalism and
courtesy when dealing
b N
13205 |Formal HSC|08/04/2021 09/07/2021 N/A 64|Older Integrated  [Independen |Armagh Quantity of Resolved No lessons learned. Personal Personal Closed 0
Complaint People and |Care Team (t/Voluntary Treatment &| Informati Informati
Primary Sector Care ol
Care Locations
N
13205 (Formal HSC|08/04/2021 09/07/2021  [N/A 64| Older Integrated  |Independen [Armagh Quality of Resolved No lessons learned. Closed 0
Complaint People and |Care Team [t/Voluntary Treatment &}
Primary Sector Care
Care Locations
N

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73192

13396 |Formal HSC [17/05/2021 01/07/2021  |N/A 32[Acute Emergency [Craigavon |Accident [Staff Personal Information Resolved Personal Information redacted ) Nursing staff have been [Emergency |Emergency |Closed 0
Complaint Services Department [Area and Attitude/Be spoken to by Lead Department | Department
Services  |Hospital Emergency |aviour redacted by the USI the USI Nurse regarding CAH CAH
conduct and
professionalism and
courtesy when dealing
\with patients. N
13411 |Formal HSC(21/05/2021 14/07/2021 N/A 36|Acute Emergency [Craigavon |Accident Quality of none required Emergency |Emergency [Closed 0
Complaint Services Department |Area and Treatment Department | Department
Services Hospital Emergency [Care CAH CAH
N
13531 |Formal HSC [ 14/06/2021 07/07/2021  [N/A 17 [Children AHP's CYP [Lurgan Occuptional |Communica Lurgan Lurgan Closed 0
Complaint and Young |Services Hospital Therapy tion/Informa| HSSC HSSC
Peoples CYP tion
Services N
13531 |Formal HSC|14/06/2021 07/07/2021 N/A 17|Children AHP's CYP (Lurgan Occuptional |Professiona Lurgan Lurgan Closed 0
Complaint and Young |Services Hospital Therapy Assessmen HSSC HSSC
Peoples CYP of Need
Services
N
13411 |Formal HSC|21/05/2021 14/07/2021 N/A 36|Acute Emergency [Craigavon |Accident Staff none required Emergency |Emergency [Closed 0
Complaint Services Department |Area and Attitude/Be Department | Department
Services Hospital Emergency |aviour CAH CAH
N
13409 |Formal HSC [15/06/2021 08/07/2021  [N/A 17 [Children AHP's CYP [Community |Occuptional |Waiting John John Closed 0
Complaint and Young |Services Therapy Times, Mitchel Mitchel
Peoples CYP Community Place, Place,
Services Services HSSC HSSC
N
13409 |Formal HSC (15/06/2021 08/07/2021  [N/A 17 [Children AHP's CYP [Community |Occuptional |Professiona John John Closed 0
Complaint and Young |Services Therapy Assessmen Mitchel Mitchel
Peoples CYP of Need Place, Place,
Services HSSC HSSC
N
13560 |Formal HSC (18/06/2021 07/07/2021  |15/07/2021 13|Finance Financial Community |Financial Property/Ex Finance Finance Further 0
Complaint Procuremen | Services Services penses/Fin Dept Dept resolution
t & Estates nces (re-opened)
N
13574 |Formal HSC [22/06/2021 20/07/2021  [N/A 19(Children AHP's CYP [Community |Occuptional |Professiona Portadown |Portadown (Closed 0
Complaint and Young |Services Therapy Assessmen HSSC HSSC
Peoples CYP of Need
Services
N
13412 |Formal HSC [21/05/2021 29/07/2021  [N/A 47| Acute Emergency [Craigavon |Accident Consent to none required Emergency |Emergency (Closed 0
Complaint Services Department |Area and Treatment/ Department | Department
Services Hospital Emergency |are CAH CAH
N
13412 |Formal HSC|21/05/2021 29/07/2021 N/A 47|Acute Emergency [Craigavon |Accident Policy/Com none required Emergency |Emergency [Closed 0
Complaint Services Department |Area and mercial Department | Department
Services Hospital Emergency [Decisions CAH CAH
N
13311  [Formal HSC|29/04/2021 09/07/2021  [N/A 49|Mental Community |Community |Physical Confidentia Importance of staff Home of Home of Closed 0
Complaint Health and [Services for Disability ty adhering to General client client
Disability Adults with Team A&D Data Protection
Physical Regulations
Disability N
13448 |Formal HSC [25/05/2021 14/07/2021  |[N/A 34|Acute Emergency [Craigavon |Accident Waiting Emergency |Emergency (Closed 0
Complaint Services Department |Area and Times, A&E Department | Department
Services Hospital Emergency |Department CAH CAH
s
N
13466 |Formal HSC|27/05/2021 21/07/2021 N/A 37|Acute Ot i Craigavon |Ou Quality of Doctor has reflected ENT Clinic |ENT Clinic [Closed 0
Complaint Services Area Treatment and will try to be clearer
Hospital Care in his communication
N
13289 [Formal HSC|27/04/2021 07/07/2021  [N/A 49| Older Specialist |Craigavon |Heart Quality of No lessons learned. 1 North 1 North Closed 0
Complaint People and |Primary Area Failure Treatment Cardiology |Cardiology
Primary Care Hospital Care
Care Services
Nursing
N

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73193

Personal Information Personal Information redacted by
the USI

redacted by the USI

Personal |8 Personal |
Informatio ¥ Informgie
) ) |n redadted

by the|USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry




Formal HSC |16/06/2021 01/07/2021 N/A 11]|Acute Outpatients |Craigavon [Outpatients |Waiting List,
i Services
Appointmen
ts

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry

Personal Information
redacted by the USI

JIPersonal Information redacted by

the USI

none required

WIT-73194

Urology
Clinic




WIT-73195

Personal Information Personal Information redacted by
redacted by the USI the USI

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73196

Personal Information Personal
redacted by the USI Information

redacted by the
usil

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Regional Complaints Sub-Group — Action Log — Open Actions at 24 June 2015

1
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Regional Complaints Sub-Group — Action Log — Open Actions at 24 June 2015
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WIT-73199

Regional Complaints Sub-Group — Action Log — Open Actions at 24 June 2015

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73200

Regional Complaints Sub-Group — Action Log — Open Actions at 24 June 2015

|
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Regional Complaints Sub-Group — Action Log — Open Actions at 24 June 2015
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WIT-73202

Regional Complaints Sub-Group — Action Log — Open Actions at 24 June 2015
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Attendees: Mrs Liz Fitzpatrick, Miss Frances Bradley, Mrs Michele Clawson, Mr Seamus McErlean, Dr Paul Darragh, Claire Logan, Grace
O’Neill, Mrs Mary McElroy, Mr Gerry Cleary, Mr Tom Coyle.

Apologies: Mrs M McMullan.

Date 24 June 2015

Date Action No | Action Agreed Person Responsible Status/Update Required

24 June 2015 1 Maternity & Gynaecology Complaints Michele Clawson 26 August 2015

Liz Fitzpatrick advised that she had
highlighted this complaint and shared it with
Denise Boulter, Dr Darragh and Louise
Herron. Dr Darragh advised that Denise
Boulter would be better placed to comment
but noted that she was on leave and
suggested that it be forwarded to Fiona
Kennedy and Jackie McCall for comment.

Forward to Fiona Kennedy. Email sent 26
June 2015. Dr Kennedy advised that she
was aware of this. An SEA report was
awaited.

Update 10 July 2015

Dr Kennedy confirmed that Denise Boulter
was the DRO in relation to this case. Denise
Boulter commented that any learning would
be addressed via the SAIl process.

24 June 2015 2 Patient Experience Complaints Michele Clawson 26 August 2015
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Mary McElroy has requested a copy of the
letter of complaint and response to each of
the complaints listed

Personal Information redacted by the US|

SHSCT
SHSCT
BHSCT
BHSCT
NHSCT
NHSCT
NHSCT
NHSCT
NHSCT

*also requested by Corrina Grimes

Liz Fitzpatrick discussed the learning arising
from a complaint in the SHSCT OOHs. The
complainant raised concern that post
operative patients should be re categorised
when they are reporting pain. The Trust

24 June 2015 Palliative Care Complaints Michele Clawson 26 August 2015
Corrina Grimes has requested further
information in relation to the following
complaint
NHSCT
Update uly 2015 — information awaited -
update sought from HSC Trust.
24 June 2015 GP OOHs Complaints
SHSCT Tom Coyle 26 August 2015

8
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24 June 7 For Noting

AOB
Liz Fitzpatrick advised that the Complaints
Department had been asked to share
information with Lynne Charlton in relation
Urology complaints and also in relation to
falls for the period April 2014 — March 2015.
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| | | the dentist. |
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Attendees: Mrs Liz Fitzpatrick, Mr Michael Cruikshanks, Miss Claire Dougherty, Miss Frances Bradley, Mrs Michele Clawson, Mr Seamus
McErlean, Ms Una McRory, Ms Corrina Grimes, Dr Paul Darragh, Rosie Byrne, Raymond Curran, Mrs Claire Logan

Apologies: Mrs Denise Boulter, Ms Margaret McMullan, Ms Michelle Laverty, Dr Richard Orr, Mr Gerry Cleary, Mrs Mary McElroy, Mr Richard
Dixon.

Date 19 November 2014

Date Action No | Action Agreed Person Responsible Status/Update Required

28 January 2015 6 Learning Event Liz Fitzpatrick 24 June 2015
Liz Fitzpatrick advised that an annual learning
event is being arranged and is likely to take
place in June 2015. The event will focus on
various aspects of communication. Further
details will follow at future meetings.

Update 29 April 2015

Liz Fitzpatrick advised that the Agenda for the
Event is currently being drafted. A number of
speakers have been identified and she is
hopeful to secure service users to speak at the
Event. She advised that she would feed back to
the Group following the event.

Update 24 June 2015
Liz Fitzpatrick advised that the learning event Liz Fitzpatrick 26 August 2015
had been a successful. She advised that there
will be a newspaper circulated to the Chief

Executives, Medical Directors and the Director
of Nursing outlining the key messages and

outcomes. She concluded that she hoped that

1
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this will be available by August 2015. She
advised that discussions were already
underway for next years event and
arrangements will be made to discuss the event
with Disability and Older Persons Groups.

Update 26 August 2015

Liz Fitzpatrick advised that the output from the
learning event is in draft form and is with
Communications colleagues for
formatting/presentation adjustments. This will
be shared at the next meeting

Liz Fitzpatrick

21 October 2015

Attendees: Mrs Liz Fitzpatrick, Mr Michael Cruikshanks, Miss Claire Dougherty, Miss Frances Bradley, Mrs Michele Clawson, Mr Seamus
McErlean, Ms Una McRory, Dr Paul Darragh, Mr Richard Dixon, Grace O’Neill, Mrs Mary McElroy.

Apologies: Mrs Denise Boulter, Ms Corrina Grimes.

Date 25 February 2015

Date

Action No

Action Agreed

Person Responsible

Status/Update Required

25 February 2015

1

A&E Complaints

Additional information required for the
following complaints:

Further information was received on the
following complaints.

Update 24 June 2015
Frances Bradley advised that additional

24 June 2015

26 August 2015

2
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information had been shared with relevant
Professionals who confirmed they had no
concerns. She brought attention to complaint
9208 where the Trust had advised it would
not confirm involvement of the GMC in this
case due to confidentiality issues. The Group
discussed this and suggested that the Trust
be informed that it is able to confirm whether
or not the GMC is involved in a complaint.

Attendees: Mrs Liz Fitzpatrick, Mr Michael Cruikshanks, Miss Claire Dougherty, Miss Frances Bradley, Mrs Michele Clawson, Ms Alice
McKeown Mr Seamus McErlean, Ms Clare McGartland, Dr Paul Darragh, Grace O’Neill, Mrs Mary McElroy, Claire Logan, Gerry Cleary.

Apologies: Mrs Denise Boulter, Margaret McMullan, Ms Una McRory, Mr Richard Dixon.

Date: 29 April 2015

Thematic Review Pain & Nutrition

Mrs McElroy informed the Group that she had
carried out a review of pain & nutrition in a
hospital setting and had drafted a report.

She confirmed that information from
complaints and 10,000 voices had informed
her report and referred to a six month period,
January- June 2014. She briefly outlined the
areas that had come out of the review such

Date Action No | Action Agreed Person Responsible Status/Update Required
29 April 2015 8 For Noting

3
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as inadequate pain relief and issues
regarding nutrition such as temperature of
food, and lack of food with Emergency
Departments, catering for those suffering
diabetes. She advised that the report had not
yet been finalised and that she would
circulate this to the Group for comment and
that feedback would be appreciated.

She commented that the information she
reviewed from 10,000 voices included
positive feedback which she hoped would
provide a balanced view. She advised that
this would be circulated prior to the next QSE
meeting on Wednesday 6 May 2015.

Discussions regarding a review of Pain &
Nutrition within Primary Care took place and
Mrs McElroy confirmed she will raise this
issue at QSE and keep the Group informed.
Mary McElroy 24 June 2015
Update 28 May 2015

It was agreed at QSE that Primary Care
information should also form part of the
thematic review of pain and nutrition. Primary
Care complaints information was forwarded
to, Dr Heather Livingstone, nominated FPS
adviser, for review. Dr Livingstone will liaise
with Mrs McElroy in this regard. Mrs McElroy
will update the Group at a future date.

Mary McElroy 26 August 2015
Update 24 June 2015

Mrs McElroy advised that Dr Livingstone had
provided her with information concerning
Primary Care which she intended
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incorporating into her Report. She advised
the Report will be available for the next
meeting.

Update 26 August 2015

Mary McElroy presented the final draft of the
Thematic Review report. She summarised
the report for the group and asked that any
feedback or comments be emailed to her.
She advised that the 5 recommendations she
made in the report feed into other areas of
on-going work. The report will be going to
QSE on Wednesday 2™ September.

She advised that the information gathered for
the report fed into the RCN End of Life Care 21 October 2015
report, which she will share with the group. Mary McElroy

29 April 2015 Grace O'Neill
It was noted that a number of missed
ractures continue to be received within the
NSHCT Complaints reports and in particula
he timeliness of patients being reviewed.

Unscheduled Care colleagues and feed back

Update 6 May 2015
Michelle Laverty requested a six month loo
back for missed fractures over all Trusts to

This information was passed to Li
Fitzpatrick. This information has also been

5
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shared with Michelle Laverty.

Update 24 June 201 Grace O’Neill 26 August 201
Grace O’Neill advised that they were

currently looking at this information and will
provide an update at the next meeting.

Update 26 August 201
Grace O’Neill presented the Fracture Revie

report to the group. She outlined that the

review had been undertaken following Closed 26 August 2015
concerns with the NHSCT, but the repo

concluded that over the 6 month period

analysed, the NHSCT does not appear to sit

out of kilter regionally. The group agreed the

report does not need to be presented at QSE.

No further action required.

Attendees: Mrs Liz Fitzpatrick, Miss Frances Bradley, Mrs Michele Clawson, Mr Seamus McErlean, Dr Paul Darragh, Claire Logan, Grace
O’Neill, Mrs Mary McElroy, Mr Gerry Cleary, Mr Tom Coyle.

Apologies: Mrs M McMullan.

Date 24 June 2015

Date Action No | Action Agreed Person Responsible Status/Update Required
24 June 2015
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Liz Fitzpatrick advised that she had
highlighted this complaint and shared it with
Denise Boulter, Dr Darragh and Louise
Herron. Dr Darragh advised that Denise
Boulter would be better placed to commen
but noted that she was on leave and
suggested that it be forwarded to Fiona
Kennedy and Jackie McCall for comment.

Forward to Fiona Kennedy. Email sent 26
June 2015. Dr Kennedy advised that she

Update 10 July 2015
Dr Kennedy confirmed that Denise Boulte
as the DRO in relation to this case. Denise
Boulter commented that any learning
be addressed via the SAIl process.

Update 26 August 201
Denise Boulter confirmed that Trust’s have

regarding Reduced Fetal Movements. Closed 26 August 2015
No further action required.

24 June 2015 Patient Experience Complaints Michele Clawson 26 August 2015

Mary McElroy has requested a copy of the
letter of complaint and response to each of
the complaints listed

SHSCT
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*also requested by Corrina Grimes

Update 26 August 2015 Closed 26 August 2015
Information provided to Mary McElroy. No
issues of concern.

No further action required.

24 June 2015 Palliative Care Complaints

Corrina Grimes has requested furthe
information in relation to the following
complaint

uly 2015 — information awaited

pdate sought from HSC Trust.

Update 26 August 201 Closed 26 August 2015
Information provided to Corrina Grimes.

Mary McElroy confirmed Corrina Grimes had

no issues of convern.

No further action required.

24 June 2015 4 GP OOHs Complaints
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SHSCT

Liz Fitzpatrick discussed the learning arising
from a complaint in the SHSCT OOHs. The
complainant raised concern that post
operative patients should be re categorised
when they are reporting pain. The Trust
amended the guidance for patient
management. The guidance now includes a
section that raises a level of concern when a
patient is post operation. In addition the
advisory note at the beginning of the call
handler booklet has been strengthened also.
She asked if there was merit in this learning
being shared across the board.

Tom Coyle advised that he would bring this
matter to the Regional Providers Governance
Meeting to seek assurance that protocols are
in place for post operative patients.

WuC

Tom Coyle to provide further feedback in
relation to this complaint in respect of the
Guidance issued to doctors regarding ECGs
to be undertaken where patient gives a
history of chest discomfort.

Update 26 August 2015
Deferred until 21 October 2015

Tom Coyle

Tom Coyle

26 August 2015

21 October 2015

24 June 2015

Social Care Complaints

Seamus McErlean advised that the

Seamus McErlean

21 October 2015

9
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information provided to him will help in form a
piece of work he is currently undertaking in
respect of the Dementia Strategy. He will
feed back to the Group once this is complete.

24 June

A&E Complaints

SET —April Report
Grace O’Neill has requested further
information in relation to this complaint.

Update 6 October 2015
Information received and provided to Grace

O’Neill and Michelle Laverty

Grace O’Neill

Frances Bradley

26 August 2015

21 October 2015

24 June

For Noting

AOCB

Liz Fitzpatrick advised that the Complaints
Department had been asked to share
information with Lynne Charlton in relation
Urology complaints and also in relation to
falls for the period April 2014 — March 2015.

Update 26 August 2015

The Group confirmed that Lynne Charlton is
using the information from Urology
Complaints to feed into the HSCB Review of
Urology Services.

QSE Feed back

Liz Fitzpatrick advised that QSE had
discussed complaints relating to Privacy &
Dignity and how these would be handled. It
had previously been agreed that they would

26 August 2015

Closed 26 August 2015

26 August 2015

10
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be handled under Q2020. Further
clarification will be sought in relation to this.

Update 26 August 2015 Liz Fitzpatrick
Liz Fitzpatrick advised QSE feedback is 21 October 2015
outstanding. Follow up at next meeting.

Medical Negligence
Dr Darragh discussed the fact that we do not 26 August 2015
know a lot of information concerning medical
negligence work that is ongoing. He
suggested that any learning and analysis
from Medical Negligence cases would be
valuable and would provide a fuller picture. 21 October 2015
Liz Fitzpatrick undertook to discuss this with
DLS in terms of sharing themes etc and feed
back to the Group.

Update 26 August 2015
Liz Fitzpatrick advised she has started
discussions with Wendy Beggs (DLS). This Liz Fitzpatrick
issue has been added to the agenda for the
PAG meeting in October 2015.

8 Dentist struck off GDC registration list

Dentist in the Western Area has been struck
off the GDC list. Liz Fitzpatrick has
requested if Gerry Cleary can establish a
contact point in the defence union should any

patient wish to peruse a complaint against Gerry Cleary Closed 26 August 2015
the dentist.
Update 26 August 2015

11
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Gerry Cleary advised he had contact the
GDC, who advised that they do not discuss
individual cases.

Liz Fitzpatrick requested that if other
Directorates in HSCB become aware of
similar issues occurring (Dentist struck off
list) that the Complaints Department become
notified of it. This will allow them to deal with
any telephone queries they receive regarding
known issues in a prompt and factual
manner.

No further action required.

Attendees: Mrs Liz Fitzpatrick, Mr Michael Cruikshanks, Miss Frances Bradley, Mrs Michele Clawson, Alice McKeown Mr Seamus McErlean,
Mr Gerry Cleary, Mr Richard Dixon, Mrs Mary McElroy, Dr Paul Darragh, Claire Logan, Grace O’Neill, Mrs Denise Boulter.

Apologies: Mrs Margaret McMullan, Mr Tom Coyle, Ms Corrina Grimes, Mr Raymond Curren.

Date

Action No

Action Agreed

Person Responsible

Status/Update Required

26 August 2015

1

QSE Feedback

N/A

N/A

12
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Liz Fitzpatrick informed the group that the
Quarterly Complaints report (Q4 14/15) will
be going to QSE on 03/09/15.

She also advised that the Annual Complaints
report will be going to an upcoming SMT
meeting, and then to the Governance
Committee meeting.

Closed 26 August 2015

26 August 2015

Maternity and Gynaecology Complaints
May and June 2015

} share with Dr Tracey Owens

NHSCT Establish if the Response letter
was issued before or after the Reminder of
Best Practice letter.

Update 28" September
Reminder of Best Practice letter issued on

28™ May 2015 and response letter issued on
29th

ersonal | Ini

SET — @l Establish if this was an SAI.
This has also been shared with Heather Reid
and Fiona Kennedy

Update 14 October

SEHSCT confirmed that complaint was not
processed as an SAl, it is however an open
litigation case. Information provided to Denise

Alice McKeown

Denise Boulter

Alice McKeown

Frances Bradley

21 October 2015

13
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Boulter. WHSCT — |l Obtain copy of
response, as complaint was also an SAl but
choose not to engage in the SAIl process

Update 14 October

Response provided to Denise Boulter

Alice McKeown

26 August 2015

Patient Experience Complaints May and
June 2015

Mary McElroy requested further information
on:

Update 6 October 2015
Information provided to Mary McElroy in

[Personal Information redacted by the US|

Update 6 October 2015

Information provided to Mary McElroy in
respect of complaint — content to close
on information provide

Frances Bradley

21 October 2015

26 August 2015

Palliative Care and AHP Complaints May
and June 2015

14
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Corrina Grimes on Annual Leave. Defer to
October 2015.

Corrina Grimes

21 October 2015

26 August 2015

GP Out of Hours Complaints May 2015

Richard Orr provided comments in advance
of the meeting for the May 2015 returns. He
highlighted the difficulty in assessing the
degree of complaint with the limited
information available. Liz Fitzpatrick
informed the group that Michael Cruikshanks
was attending the Regional Complaints
Forum meeting with the Trusts within the next
few weeks and would highlight this issue
again. He will also highlight the issue of
incidents where a Medical Professional has
left their post after the complaint has been
opened and will emphasis that it is not
adequate to simply state this in the letter of
response — the complaint must still be fully
investigated.

June 2015
Tom Coyle apologies for this meeting. Defer

to October meeting.

Michael Cruikshanks

Tom Coyle

21 October 2015

21 October 2015

26 August 2015

ED Complaints May 2015

Further information requested on:

NHSCT il

Update 1 September 2015
Information received and shared with Grace

Frances Bradley

21 October 2015

15
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O’Neill and Michelle Laverty

ED Complaints June 2015
Any issues of concern/further information

required to follow via email.

Email 28™ August

Michelle Laverty highlighted a slight increase
in ED complaints in BHSCT and in Craivaon

Area Hospital ED. Complaints Team to do a
brief lookback to enable a comparison to be

made.

Several requests for further information on
complaints. Michael Cruikshanks to use
these as examples to the Trusts to illustrate
difficulties HSCB faces when returns do not
contain enough information to allow
professional to make judgement on
complaint.

Grace O’Neill

Michelle Laverty
Alice McKeown

21 October 2015

26 August 2015

Social Care Complaints May and June
2015

Seamus outlined some general observations
regarding the SHSCT May complaints — 10 of

16
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11 complaints were related to childcare and
ASD/Autism, he did not feel action was
needed at present but would continue to
monitor the SHSCT returns. He continued
that the SET had 4 complaints related to
hospital discharge teams. The group had a
discussion regarding complaints relating to
hospital discharge and felt that a review of
these complaints would be useful to ascertain
if there are any areas of concern. Alice
McKeown will provide Seamus McErlean with
all complaints relating to hospital discharge
for January — June 2015

Alice McKeown 21 October 2015
Seamus McErlean

Update 10" September 2015

Hospital Discharge Complaints January —
June 2015 sent to Seamus McErlean.

17
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Clot/VTE Complaints June 2015

By Email on 25/08/15

Mary McElroy requested further information

Personal Infol

on NHSCT to ensure proper information
regarding treatment was received as part of
the response. Mary McElroy content that the
case was reviewed by Clinical Consultant
lead for Respiratory Medicine. No follow-up
with Trust necessary.

Mary McElroy

Closed 14" September
2015

Misidentification Complaints May and
June 2015

By Email on 26/08/15

Gavin Lavery requested further information
on:

I — (information received)
ersonal Infor . . .
— (information outstanding)

Alice McKeown

26 August 2015

HSC Trust Report May 2015 — Themes and
Examples

i — this should also have been
raised as an SAl. Confirm this with NHSCT
and ask for further information.

Update

NHSCT advised this was discussed and not

Alice McKeown

21 October 2015

18
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regarded as an SAl

are also SAls

The group discussed instances where
complaints are also SAls and the importance
of ensuring the Complaints process and the
SAl process are joined up. Liz Fitzpatrick
highlighted that often complaints are
suspended when an SAl investigation is
pending/underway. She continued that this
should not happen and that the complaints

26 August 2015 9 HSC Trust Report June 2015 — Themes
and Examples
Bl — Mary McElroy requested Alice McKeown 21 October 2015
further information.
26 August 2015 10 FPS Quarterly Report (Q1) April — June
2015
WGP52 Denise Boulter requested
further information.
Alice McKeown 21 October 2015
information.
26 August 2015 11 Joined up approach — when complaints

19
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process can run alongside the SAl process.
The group discussed the impact that
increased family involvement is having on the
SAl process — specifically an increase in
family dissatisfaction. Often, this
dissatisfaction with the SAI process is only
picked during the complaints process, as the
SAl process has no satisfaction analysis
within it. Denise Boulter agreed to share any
learning from SAls that are also complaints,
when she is aware of it. Denise Boulter
agreed to discuss these issues at the SAl
monthly meeting and keep the item on the
RCsG agenda for further discussions.

Liz Fitzpatrick
Denise Boulter

On-going
21 October 2015

26 August 2015

12

PCC Blog — why Complain?

Richard Dixon shared the PCC online blog
‘Why Complain?’ with the group for
information. He also shared the comments
that service users posted to the online blog.
Liz Fitzpatrick enquired with Richard Dixon
about what the PCC do with the information
gathered from the comments online and
Richard confirmed that they are simply
recorded as information and not acted upon.

N/A

N/A
Closed 26 August 2015

26 August 2015

13

NI Ombudsman Report 2014-15- SHSCT
Dermatology Complaint

Liz Fitzpatrick shared an extract from the NI

20
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Ombudsman Report 2014-15 regarding a
dermatology complaint in the SHSCT. The
Ombudsman’s report highlights that learning
from this case and subsequent changes that
have been implemented in the SHSCT
should be shared with the Complainant. Liz
outlined that the current legislation does not
permit the Ombudsman to share his full
reports with HSCB (to enable HSCB to share
regional learning), but she continued that this
legislation is changing. The Group decided
to obtain a copy of the Complaint and
Response to identify any learning that could
be shared regionally.

Alice McKeown 21 October 2015
Liz Fitzpatrick

21
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Attendees: Liz Fitzpatrick (Chair), Anne Marie Phillips(Co-Chair), Claire Logan, Michelle Laverty, Jackie McCall, Mo Henderson,
Bronte Mayo, Julie Kelly, Gerry Desmond, Margaret McMullan, Frances McNicholl, Michele Clawson, Serena Moore

Apologies: Seamus McErlean, Maria Dowds

Date: 16 October 2019

Date Action Action Agreed Person Responsible Status/Update
No Required
16 October 2019 9 Stroke Complaints January — May 2019 Liz Fitzpatrick/Michele 22 January 2020
Clawson/ Jullie-Anne
WHSCT 7038 (May) Complainant has raised Walkden

concerns relating to her daughter's attendance at
ED. They raised concerns regarding fact she feels | Liz Fitzpatrick/ Joanne
staff should have picked up sooner that her McClean/ lan Hannigan/ | 8 April 2020
year old daughter was suffering a stroke. Michele Clawson
21 October 2020
Outcome: Confirmation given to family that as the
patient was years old, the Clot busting drug 20 January 2021
could not be offered as there is no guidance for
paediatric treatment and CT scan was not clinically
required as symptoms had subsided at the time of
triage.

Julie-Anne Walkden Comments: I'm really
concerned by the WT stroke complaint relating to a
child where the outcome was nothing to learn
where in my opinion there was, not least as there
are royal collage of Paediatricians guidelines that
would suggest a different course of action. | have
undertaken an action to try to adopt the NICE
guidelines across the region in response to this
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document.

Action 16 October 2019 - Request detail form
Julie-Anne Walkden to what she is proposing so
that QSE may be informed.

Update 23 October 2019

Julie-Anne Walden advised that her email to a
stroke physician & interventional radiologist in the
Belfast Trust & Paediatrician in Western Trust
triggered support and debate. Dr Joanne McClean,
Consultant PHA, is taking the regional professional
lead and a meeting should take place in the weeks
ahead. | believe there is support for change and
the adoption of a Royal College of Paediatricians &
NICE guideline that should affect change for the
limited numbers of children each year that suffer a
stroke. The final outcome will be known later in the
year.

Update 22 January 2020: Michele Clawson
confirmed that Julie-Anne Walkden is leaving post
and that she will continue to follow this up with Dr
Joanne McClean and lan Hannigan.

Update 12 March 2020: |an Hannigan advised
that unfortunately the meeting scheduled for
February was cancelled as Julie Ann had left the
Network. Fiona Diamond will take up post as
Stroke Network Coordinator on 30 March and the
initial group meeting is now rescheduled for 21
April. | have also spoken to one of our Stroke
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Network QI Leads from NHSCT (Janet Horan) and
Janet has kindly agreed to join the group alongside
Fiona. As previously agreed Joanne McClean
from PHA will take this work forward, linking in with
the Stroke Network. | will keep you posted on
outcomes from the meeting in April.

Update 7 July 2020: Joanne McClean confirmed
that she had met with clinicians in Western and
Belfast Trusts to discuss how to implement new
guidance on stroke in children. The work on this
and the follow up meeting has had to be paused
due to Covid-19 work being prioritised.

Update 2 September 2020: Unfortunately, the
scheduled paediatric stroke meeting for Thursday
17 September has been cancelled. A date for
October/November 2020 is being considered. A
further update will be requested.

Update 29 September 2020: lan Hanaigan has
advised that a date in November has been
scheduled. A further update will be requested.

Update 21 October 2020: This complaint has
been discussed at RCSG meeting and will remain
open until paediatric stroke meeting has taken
place and feedback received.

Update 12 January 2021: Colleagues confirmed
that this meeting has been postponed in light of the
continued response to the pandemic.
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Attendees: Liz Fitzpatrick (Chair), Anne Marie Phillips(Co-Chair), Claire Logan, Grace O’Neill, Mo Henderson, Alison Little, Julie
Kelly, Michael Cruikshanks, Frances McNicholl, Michele Clawson, Serena Moore

Apologies: Seamus McErlean, Jackie McCall, Bronte Mayo, Gerry Desmond

Date 22 January 2020

22 January 2020 1

Patient Experience Complaints June — September
2019

C/561/18 - BHSCT - June - Complaint concerning
an elderly patient who had four falls on the Ward

and was dehydrated which resulted in admission to
ICU.

Action 31 December 2019: A copy of the
correspondence was requested including the SEA
report. The correspondence was reviewed by
Anne-Marie Phillips — a copy of the report is
outstanding and will continue to be followed up.

Update 30 January 2020 — further reminder
issued to the Trust.

Update 12 March 2020: A further reminder issued
to the Trust.

Update 25 September 2020: The Trust confirmed
that it is continuing to follow this request up with
Complaints Managers.

Anne-Marie
Phillips/Michele
Clawson

8 April 2020
21 October 2020

20 January 2021
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Update 14 October 2020: This continues to be
followed up with the Trust.

Update 21 October 2020: This continues to be
followed up with the Trust.

Update 12 January 2021: This complaint
continues to be followed up with the Trust.

22 January 2020 |4 C/509/19 — BHSCT - August - Concerns Anne-Marie 8 April 2020
regarding a misdiagnosis in RVH ED - patient Phillips/Grace O’Neill/
discharged home with viral gastroenteritis despite | Frances McNicholl 21 October 2020

signs of appendicitis. Was admitted to UHD on an
emergency basis after appendix ruptured, leading | FRANCES TO CHECK | 20 January 2021
to peritonitis. WITH MICHAEL

Action 22 January 2020: Additional information
has been requested in respect of the learning of
this complaint.

*Anne-Marie Phillips confirmed that she will review
this information when received with a view to
sharing this with the SAl Review Group.*

Action 24 February 2020: Learning requested
from the Trust.

Update 12 March 2020: A further reminder was
issued to the Trust.

Update 20 August 2020: The Trust provided the
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following update:

“We identified that discharge and safety net advice
is extremely important in the ED and were to
embark on a project in the ED to improve this
(particularly those with abdominal pain and the
documentation of such advice), unfortunately this
has not moved forward in the last number of
months. We always ensure that the junior medical
staff have access to learning and induction
material (we now have access to the ED app which
is department specific in which all medical staff and
locums have access to local and national policies
and guidelines. The project regarding safer
discharge in the ED will likely commence in August
or September following changeover. “

Grace O’Neill responded: — ‘Frances, thank you for
this follow-up, | think perhaps the query we had is
still pertinent as the trust has not had an
opportunity to introduce any new system given the
current position. | think it's reasonable to revisit this
at a later date’.

Update 25 September 2020: With COVID the
Trust have been unable to implement the new
system. The Complaints Team will seek and
update from the Trust in a few months.

Action 21 October 2020: An update will be sought
form the Trust prior to the next meeting.

22 January 2020 11

7128- WHSCT - September — A complainant

Anne- Marie Phillips/

8 April 2020
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raised concerns regarding the treatment and care | Seamus McErlean/Ciara

provided to his late father who passed away at McLaughlin /Gerry 21 October 2020
home from a subarachnoid haemorrhage and brain | Desmond/ Eamon
aneurysm despite having attended three different Farrell/Serena Moore 20 January 2021

health and social services over 4 days.

Action 22 January 2020: A copy of the complaints Closed
correspondence has been requested from each of
the services involved in the patient’s care. This will
be shared with relevant professionals once it has
been received. HSC Trust, GP OOHs and GP.

On discussion, Anne-Marie Phillips also suggested
a copy of the Trust’s Acute Protocol be requested.

Update 24 February 2020 — additional information
received from WHSCT and GP Practice was
shared with relevant Professionals.

Update 9 March 2020: Ciara McLaughlin
confirmed she had contacted WUC who confirmed
no response had been issued as consent had not
been received and under GDPR could not issue
this. For further discussion at the next meeting of
RCSG.

Action 21 October 2020: Share correspondence
with Seamus McErlean and Anne-Marie Phillips.
Mr McErlean confirmed that this matter did not
require his comments. Clarify with professionals if
any further action is required.
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Update 18 December 2020 - Additional information
was received from the Trust in relation to his
complaint — it was reviewed by Anne-Marie Phillips
who confirmed that no further action was required
by the Board.

Attendees: Anne Marie Phillips (Co-Chair), Michael Cruikshanks, Grace O’Neill, Alison Little, Jackie McCall, Seamus McErlean,
Linda Craig, Michele Clawson, Serena Moore.

Apologies: Bronte Mayo, Gerry Desmond, Eamon Farrell, Liz Fitzpatrick (Chair), Claire Logan, Frances McNicholl,

Date 21 October 2020

Date Action Action Agreed Person Responsible Status/Update
No Required
21 October 2020 1 AHP Complaints Eamon Farrell/Michele | 20 January 2021

WHSCT June — Relates the safe dosage of Clawson
medication given to children. Comments have CLOSED
been received from the Trust — Eamon Farrell has
asked that once guidance has been received if any
changes are advised re maximum safe dosage,
they are shared and discussed with regional
colleagues. Anne-Marie Phillips confirmed that
there is potential for regional learning and therefore
this should be followed up with WHSCT.

Action 21 October 2020: Follow up further with
WHSCT.
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Action 12 January 2021: Further information
received from WHSCT to advise ‘that the College
of Podiatry are reviewing their guidance in light of
this and other queries and our pharmacy
colleagues are content that professional guidance
was followed’. Professionals reviewed this
information and confirmed no further action was
required.

21 October 2020

ED Complaints

BHSCT i — June — relates to old
patient admitted to Mater ED 10 was discharged
home with cannula still in situ and no GP discharge
letter or antibiotic.

Action 21 October 2020: Confirm LM article has
been completed in relation to cannula still in situ.

Update 23 October 2020: This article is scheduled
for inclusion in Edition 18 of the Learning Matters

21 October 2020

Grace O’Neill/Anne-
Marie Phillips/ Michele
Clawson

20 January 2021

CLOSED ?

B — April — patient admitted to DHH
ED for prolonged seizure; developed necrotic
tissue on forearm following intravenous drug.

Complaint correspondence has been requested to
determine if it merits being submitted as an SAI
and to ascertain learning identified. Query drug
involved and if protocol was followed.

Action 21 October 2020: Follow up with SHSCT.

Grace O’Neill/Anne-
Marie Phillips/Frances
McNicholl

20 January 2021
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Update: 6 January 2021: Correspondence
received and shared with Governance to determine
if it meets SAI criteria.

CLOSED

21 October 2020

SHSCT 11663 — June — patient experienced
difficulties in having a catheter inserted and was
advised that a referral would be made to Urology.

Complaint correspondence has been requested to
determine, diagnosis, rationale for the referral to
urology and learning re catheterisation.

Action 21 October 2020: Follow up with SHSCT.
Update: 6 January 2021 — Complaints
correspondence has been reviewed. No further
action required.

Grace O’Neill/Anne-
Marie Phillips/Frances
McNicholl

20 January 2021

CLOSED

21 October 2020

Patient Experience Complaints

SEHSCT 17228-COM — April — patient was
misdiagnosed and sent home given normal test
results. The patient re-attended, had an abnormal
result and subsequently passed away.

Complaint correspondence has been requested
given limited clinical information in the summary of
the complaints.

Action 21 October 2020: Follow up with SEHSCT.

Update 10 November 2020: Additional information
shared with Professionals to review.

Action 9 December 2020: Professionals reviewed

Anne-Marie
Phillips/Michele
Clawson

20 January 2021

CLOSED
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correspondence and confirmed no further action is
required.

For Noting

Update on Business during COVID-19

Michael Cruikshanks advised that following
discussion with the Department of Health it was
agreed that during this period, complaints raised in
relation to accessing or impact on services as a
direct result of the Trust/FPS response to the
COVID-19 pandemic would not be investigated
under the HSC Complaints Procedure and would
not be counted with formal statistics. He continued
that during this period it had also been agreed with
Trusts to receive a quarterly (April/June) rather
than monthly complaints report.

Michael Cruikshanks advised that measures had
also been put in place in GP Practices to limit
footfall and that patients were being triaged by
telephone. He advised that complaints levels had
fallen during lockdown but gradually started to rise
again to normal levels. He commented that it was
evident from telephone calls/emails being received
in the Complaints office that lockdown had affected
patients mental health eg people seeking
increases in medication. He advised that the
normal level of dental complaints, albeit small, had
been received in July-September 2020, once
dental Practices had re-opened.

11
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piece of work in terms of access to Primary Care in
relation to Mental Health which would support his
comments.

Alison Little advised of an increase in Maternity&
Gynaecology complaints in relation to visiting, but
commented that there had been no downtown in
the service although there have been changes to
the delivery of this.

Audit Action Plan

Michael Cruikshanks updated the Group advising
that a number of recommendations remained to be
implemented. He advised that the response to
COVID-19 had impacted on this process and
confirmed that another update will be provided at
the next meeting.

Joint Learning Event

Michael Cruikshanks advised that the Joint
SAl/Complaints Learning Event scheduled to take
place in June 2020 had also been affected by the
response to the pandemic. Jackie McCall
confirmed that following discussions at the last
Planning Group meeting, everything was put on
hold. She advised that, given capacity issues, she
would link with Rodney Morton and Liz Fitzpatrick
in this regard. The potential of a virtual event was
discussed and how this may be a way forward.
Anne—Marie Phillips suggested that in the
meantime we should keep in mind examples for
inclusion in the event.

12
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Annual HSC Complaints Report

Michael Cruikshanks advised that he was currently
drafting the Annual Complaints Report 2019/20.
He advised that due to the current situation the
deadline for submission was December 2020.

Learning Matters Articles

Michael Cruikshanks advised that a number of
Learning Matters articles had been included within
the papers for the meeting. These included —
headache assessment at ED, ovarian torsion and
amniocentesis, screening for abnormalities prior to
birth. Anne-Marie Phillips suggested confirmation
be sought from LM team that these articles had
been received. Michele Clawson undertook to do
this.

Anne-Mare Phillips referred to the refreshed
Learning Matters Newsletter which has also been
shared with SQAT. She explained that it was still
in draft format and the HSC logo was still required.
She also explained that there would be one article
per page and this would be interactive, which
would direct the user to the relevant materials
including links to learning previously issued. She
asked the members of the Group for their
comments and everyone congratulated her on the
efforts to update the Newsletter. She explained
that paper copies would still be circulated to Trusts.

NIPSO

13
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Michael Cruikshanks informed the Group that
Margaret Kelly had taken up post as the New
Northern Ireland Public Services Ombudsman. He
advised that she had previously worked with
Gingerbread and Barnado’s and been Director of
Mencap before taking post.

He advised that Liz Fitzpatrick and he had met with
the Deputy Ombudsman and Director of
Investigations, which was very positive. He
advised that they had discussed sharing learning
identified by the Ombudsman including the
executive summaries of Investigation Reports
being made available to the Board if these
contained learning, either local or regional, as a
matter of course, rather than the Board having to
review the Ombudsman’s website or rely on
information being shared by Trusts. He advised
that the Deputy Ombudsman was fully supportive.

NIPSO Summaries

information.

14
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Internal Audit wishes to thank management and staff at the Health and Social Care Board for their
assistance and co-operation during the course of the audit engagement.

Exit Meeting Held On: 25 June 2019

First Draft Issued On: 11 July 2019
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Third draft report 2 August 2019

Management Actions Due By: 9 August 2019

Management Actions Received: 21 August 2019

Final Report Issued On: 22 August 2019

Valerie Watts Chief Executive

Paul Cummings Director of Finance

Patricia Crossan Interim Head of Corporate Services
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In accordance with the 2019/20 annual internal audit plan, BSO Internal Audit carried out an audit of
Complaints Management in the HSCB during June 2019. The last Internal Audit of this topic was
performed during 2016/17 when satisfactory assurance was provided.

The HSCB has a number of roles in complaints management including:

e Managing complaints received regarding the HSCB - including in respect of commissioning and
purchasing decisions made on behalf of individuals.

e Performance management / oversight of complaints made in HSC Trusts and Family Practitioner
Services (FPS).

e Acting as the honest broker in respect of complaints made to FPS.

This audit considered controls and processes in place in respect of all 3 of these areas.

In 2018/19 there were 25 complaints received by the HSCB and at 5" July 2019 there were 10 open
complaints. These were open between 6 and 140 days with the average the number of days open
across the 10 being 45.8 days. 3 of these complaints had been closed but had been subsequently
reopened.

There were also 115 FPS complaints made in 2018/19 in which the HSCB acted as an honest broker
and at 5" July 2019 there were 20 open complaints. These were open between 9 and 445 days and
the average number of days open was 133 days. Some of these were delayed were due to the need
to obtain independent medical advice.

There has been a reduction in the resources available for complaints management in the HSCB over
recent years. There was 1 band 7 and 4 band 5 staff members in place in 2009/10 to support the
Complaints Manager; there is currently 1 band 7 and 2 band 5 staff available (with one of these 2
band 5’s currently on maternity leave).

The scope of this audit was to consider the adequacy and effectiveness of the HSCB complaints
management processes, including their regional oversight and honest broker roles.

The audit was based on the risk that:

e Complaints are not appropriately addressed resulting in learning not being taken forward.

e The HSCB does not have appropriate oversight of the position in respect of FPS and Trust
complaints.

e The HSCB does not effectively discharge their honest broker role in respect of FPS.

The objectives of this audit were:

e To ensure that complaints against the HSCB are appropriately addressed.

e To ensure that the HSCB is discharging its oversight and performance management roles and
responsibilities in respect of complaints arising in HSC Trusts and FPS.

e To ensure that the HSCB is discharging their responsibilities in relation to honest broker service
for primary care.

e To ensure that there is appropriate reporting and oversight of complaints in the HSCB.

Note: We report by exception only, and where no issues and recommendations are made, the result

of our work indicates that the key objectives and risks are being managed and that procedures are
being adequately adhered to.

There are significant weaknesses within the governance, risk
management and control framework which, if not addressed, could
lead to the system objectives not being achieved.

HSCB Complaints Management 2019/20 3
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Internal Audit can provide limited assurance in relation to Complaints Management. Limited
assurance is provided on the basis that the HSCB is not efficiently and effectively performing their
oversight role in respect of the complaints across HSC Trusts.

There are a number of significant findings in this audit, impacting on the assurance provided:

1. A Regional Complaints Sub Group, comprising of staff from the Complaints Department and the
relevant HSCB/PHA healthcare professionals, are required to meet on a regular basis to formally
consider the complaints arising in Trusts including concerns, trends and areas for potential
learning. This Group will then escalate areas of particular interest to the Quality, Safety and
Experience (QSE) Group who will then task specific staff members to be responsible for the
dissemination of regional learning. Internal Audit found:

e There are significant delays in the dissemination of learning regionally; specifically through
Learning Matters Newsletters.

e Attendance at these Sub group meetings is poor and 50% of the scheduled meetings in
2018/19 were cancelled due to lack of numbers attending.

e Furthermore, there is no representation from Trusts on the Regional Complaints Sub Group
and there is no other regular formal forum with Trusts to discuss complaints and learning.

e There have been instances where staff in the HSCB Complaints Department have raised
specific queries with HSCB/PHA Healthcare professionals in respect of specific complaints;
however responses to the queries raised have not been provided.

2. The following was noted in respect of complaints reporting to SMT and Governance Committee:

e There are significant delays in reporting complaints to SMT and Governance Committee.
Complaints from October 2017 to September 2018 were only presented to SMT in May 2019
and the Governance Committee in June 2019. Quarters 3 and 4 2018/19 are scheduled to be
presented to the Governance Committee in February 2020 and SMT before this.

e The Complaint reports do not record the number of open complaints and how long they been
opened.

3. HSC Trusts are required to submit monitoring returns on closed complaints to the HSCB
Complaints Department on a monthly basis. There are gaps in the completion of this information
when it is submitted and returns are regularly submitted late.

The other key findings of the audit are:
4. The HSCB Complaints Department aims to organise an annual regional complaints learning
event. This event could not be staged in 2018 due to staffing issues and a joint learning venture
with the Serious Adverse Incidents (SAl) Department was held in May 2019. Management
indicated that the evaluation recognised there was more focus on SAls and the planning for the
next year’'s event will commence at an earlier stage and will include more input in respect of
complaints. This will allow for the learning from both processes to be taken forward jointly.
5. There were 115 FPS complaints made in 2018/19 in which the HSCB acted as an honest broker.
Internal Audit reviewed 6 such instances:
¢ In 1 out of 6 acknowledgement letters did not record an expression of concern as required.
¢ In 1 instance the final letter issued by the private practice to the complainant was written in a
confrontational, matter of fact tone. The HSCB, in their honest broker role, are required to
review all letters issued and as part of this should have been more proactive in ensuring that
the letter was constructed in a more professional, conciliatory tone.

¢ In all 6 instances, while the complainant was informed that the investigation of the complaint
was likely to take longer than anticipated they were not however informed of this within the
required timeframes (e.g. 20 working days).

Management also perceive that complaints arising in primary care are being underreported to

HSCB.

6. There were 25 complaints received by the HSCB during 2018/19. 6 closed complaints were

reviewed and the following was specifically noted:

¢ 4 acknowledgement letters did not record an acknowledgement of concern as required.

¢ In 4, while the complainant was informed that the investigation of the complaint was likely to
take longer than anticipated, they were not however informed of this within the required
timeframes (e.g. 20 working days).

e In 4 out of 6 instances an Assistant Director or Business Support Manager signed off the
letters responding to complaints. The HSCB procedure states that the Chief Executive can
delegate responsibility for managing complaints (including responding to complaints) but does

HSCB Complaints Management 2019/20 4
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not state what grade of staff member this should be at. The Chief Executive was not being
informed of the final letters that were issued to the Complainants and were not copied into
final letters issued.

The other finding is as follows:
7. Complaints procedures need to be reviewed and updated to reflect current process and DoH
guidance.

Regional Complaints Role -

HSCB Monitoring of Trust Complaints -

Reporting to SMT / Governance Committee -

Annual Learning Event -

FPS / Honest Broker Service -

Complaints against the HSCB -

N @ g A @b~
—_ —_ N —_ — N a
1

Procedures -
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Finding

The Complaints Department, in conjunction with relevant Healthcare Professionals (each responsible
for a designated professional area e.g. mental health, ED etc.) within the HSCB and PHA are
responsible for reviewing the complaints that have arisen in the Trusts. Their role is to ensure that the
complaint has been appropriately handled by the Trust; that areas of concern are taken forward and
that trend analysis and potential learning is identified. There is a Regional Complaints Sub Group,
comprising of these staff and this Group is required to meet on a regular basis to formally consider the
complaints including concerns, trends and areas for potential learning. This Group will then escalate
areas of particular interest to the Quality, Safety and Experience (QSE) Group who will then be
responsible for the dissemination of regional learning.

Internal Audit was made aware that there have been significant delays in the dissemination of regional

learning identified through the Learning Matters newsletter. The following was noted:

e Learning on the Pregnancy Pathway that was agreed and raised as an action in October 2017 is yet
to be publicised. Management have advised that 2 “Reminders of best practice” had been
communicated to HSC Trusts during 2015 relating to pregnancy pathways in Emergency
Departments (ED) and in 2016 Trusts were also issued with both a pathway and a commissioning
intention for early pregnancy which indicated which women should attend ED and which should be
directed to the early pregnancy service. In light of a continuing number of complaints, at the
January 2018 meeting of the QSE, it was agreed that an article for Learning Matters would be
prepared. The action was closed at this stage from the QSE with the action to be taken forward by
relevant staff. Subsequent to this, Management indicated that an article will be included in the
maternity version of the learning newsletter which is anticipated to be ready in late summer 2019.

e Learning on Electrocardiography (ECG) procedures in Emergency Department (ED), and
specifically as to whether a second ECG should be performed in all cases was initially raised as an
action in October 2017. Despite this an article for learning matters has yet to be issued. QSE were
updated at the each meeting (except 1) up until June 2018. At the June meeting it was agreed that
a blanket approach advising a second ECG in all cases could not be recommended and that a
learning matters article should be developed by the HSCB Complaints Manager and the relevant
professional. It appreciated that it is for the professional with the clinical expertise to take the lead
in developing this article. It was agreed that the draft article would be presented to Trust clinicians
prior to finalisation and the final article would be listed for QSE consideration when available.
Management acknowledge that there have been delays in preparation of this article post June
2018. They advised that they worked closely with cardiologists in 2018 and 2019 on the
implementation of relevant NICE guidance and that a “reminder of best practice” letter was issued
in January 2019 on the management of heart attacks in a hospital setting. Internal Audit notes that
the HSCB Governance Department queried with the HSCB Complaints Manager and the relevant
professional in October and November 2018 whether an article had been drafted; however this had
not yet been commenced. The matter was subsequently brought back to the QSE in April 2019 and
the minute’s record that there is no evidence base to support a second ECG, that relevant NICE
guidance should be followed and that a learning matters article will confirm this.

e Learning on atypical presentation of Stroke was raised as an issue in September 2016 and was
only published in September 2018 edition. This learning area was included in a report which was
presented to QSE in May 2018.

The above instances highlight the need for enhanced visibility and accountability of the timeliness of
learning to be communicated through learning matters newsletters and for strengthening the
communication and oversight arrangements between the HSCB Complaints Department and the QSE.

The following was also specifically noted in relation to the Regional Complaints Sub-Group:

Frequency of meetings

The Terms of Reference require that the Group meets on a quarterly basis. Internal Audit noted
however that 3 (50%) out of the 6 scheduled meetings from this date were cancelled due to insufficient
numbers attending.

HSCB Complaints Management 2019/20 6
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Attendance at Regional Complaints Sub Group meetings
14 members are required to attend this Sub-Group. 8 (57%) out of the required 14 staff did not attend 2
meetings held during 2018/19 and 7 (50%) did not attend 1 of the meetings held during 2018/19.

Input from Trusts / Primarily Care

There is no representation from Trusts on the Regional Complaints Sub Group and there is no regular
formal forum for the HSCB Complaints Department and the Healthcare professionals to meet together
with complaints staff in Trusts to discuss areas of common interest and learning. Management indicate
that they will attend HSC Trust complaints meetings when invited and will require Trusts to attend their
HSCB meetings; however this is on ad hoc and infrequent basis. There is also a need to develop
formality around regular meetings with primary care in this area.

Responsiveness of HSCB/PHA Healthcare professional to queries raised by the Complaints

Department

There have been instances where staff in the HSCB Complaints Department have raised specific

queries with HSCB/PHA Healthcare professionals in respect of specific complaints; however responses

to the queries raised have not been provided. 1 example is:

e A separate query was also raised in respect of maternity and gynaecology in March 2019 and again
no response has been forthcoming.

Terms of Reference (ToR) — Regional Complaints Sub Group
There is no defined quorum for the meeting stated in the TOR. Furthermore, the membership and job
titles referred to in the ToR do not reflect the current membership and their job titles.

Implication

Regional learning is not being disseminated on a timely basis, reducing the impact of the learning and
potentially risking patient safety.

The Regional Complaints Sub-Group is not operating effectively.

Regional complaints learning identified should be disseminated in learning
matters newsletters on a timely basis.

2

ACCEPTED
Implementation Plan will detail actions required

Director of Nursing PHA, Interim Head of Corporate Services HSCB and
Complaints/Litigation Manager HSCB

October 2020

There should be better visibility of the timeliness of the process for disseminating
regional complaints learning identified.

2

ACCEPTED
Implementation Plan will detail actions required

Director of Nursing PHA, Interim Head of Corporate Services HSCB and
Complaints/Litigation Manager HSCB

October 2020

The operation of the Regional Complaints Sub-Committee should be reviewed
and appropriately strengthened.

The Group should meet in line with requirements and regular non-attendance
should be appropriately escalated.

2
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ACCEPTED
Implementation Plan will detail actions required

Interim Head of Corporate Services HSCB and Complaints/Litigation Manager
HSCB

March 2020

Management in the HSCB should strengthen their formal relationships with
Trusts in respect of complaints management either by requesting that nominated
staff from Trusts attend the Regional Sub-Group or that HSCB attend meetings
Trust meetings in respect of complaints. Relationships with primary care should
also be developed in this area.

2

ACCEPTED
Implementation Plan will detail actions required

Interim Head of Corporate Services HSCB and Complaints/Litigation Manager
HSCB

March 2020

The HSCB Complaints Department need to monitor the responsiveness of
queries raised by them to the relevant Healthcare professionals in respect of
complaints. Escalation processes should be established and utilised where
required. There is also a need to strengthen communication and oversight
between the Complaints Department and QSE.

2

ACCEPTED
Implementation Plan will detail actions required

Director of Nursing PHA, Interim Head of Corporate Services HSCB and
Complaints/Litigation Manger HSCB

March 2020

The ToR for the Regional Complaints Sub Group should be updated to define
quorum and to reflect the staff that should attend.

3

ACCEPTED

Interim Head of Corporate Services HSCB and Complaints/Litigation Manager
HSCB

December 2019

HSCB Complaints Management 2019/20 8
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2 HSCB Monitoring of Trust Complaints

Finding

HSC Trusts are required to submit monitoring returns on closed complaints to the HSCB Complaints
Department on a monthly basis. These returns should document the complaint, the outcome from the
complaint and any learning that has been taken forward.

Quality of returns

Internal Audit reviewed the information submitted by the Trusts for February 2019 and noted that the
information included was not of sufficient quality or of sufficient completeness in respect of 87 (27%) of
317 closed complaints.

Number of Closed Complaints

140

120 1

100 +

80 -

60

20 +

Number of Closed Complaints

NH5CT 5H5CT SEHSCT WHSCT NIAS
B Number of Closed Complaints

B Number of Closed Complaints not of Sufficient Quality/Completeness

Management in the HSCB has brought this to the attention to the Trusts, but with little improvement.

Timeliness of submitting returns

Trust monthly monitoring returns are required to be submitted to the HSCB Complaints Department by
the 7" working day after each month end. 45 (63%) out of 72 monthly returns submitted in 2018/19
were submitted late.

Number of Monthly Monitoring Returns Submitted
Late to HSCB Complaints Department
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Internal Audit analysed the 45 late monitoring returns to determine the length of delay before HSCB
Complaints receipt. While there was no pattern across individual Trusts regarding the length of delays,
the following was specifically noted:

Number of Days Taken for Late Monthly Monitoring Returnsto

be submitted to HSCB Complaints Department

18

16

14

12

Number of Late Monitoring Returns

16
10 5
B
B
G
a
4
o , , , , , ||
1-5 B6-15 16-30 31-60 61-100 100Plus
Number of Days
Implication
HSCB cannot effectively perform its role in respect of complaints if it is not receiving appropriate, timely
information.
Senior Management in HSCB should intervene appropriately to address this
matter with Trusts and ensure complete and timely complaints information is
received in future.
The HSCB should develop an escalation procedure for communication to Trusts,
up to and including Chief Executives, where information in complaints returns is
not of sufficient quality.
2
ACCEPTED
Implementation Plan will detail actions required
Interim Head of Corporate Services HSCB and Complaints/Litigation Manager
HSCB
April 2020
HSCB should ensure it is receiving appropriate information in respect of
complaints in Trusts (particularly in respect of learning) and should consider
reintroducing the learning template.
2
ACCEPTED
Implementation Plan will detail actions required
Interim Head of Corporate Services and Complaints/Litigation Manager HSCB
April 2020
HSCB Complaints Management 2019/20 10
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Finding

Timeliness of reporting to SMT and Governance Committee

A report on complaints is required to be submitted to SMT and Governance Committee on a quarterly

basis. Internal Audit noted delays in this process:

e Quarter 3 and 4 2017/18 and Quarters 1 and 2 2018/19 reports were presented to SMT in May
2019 and the Governance Committee in June 2019.

e Quarters 3 and 4 2018/19 are scheduled to be presented to the Governance Committee in February
2020 and SMT before this. Management indicate that the delay in the presentation of this
information is due to resourcing issues.

Reporting on open complaints
Complaints report do not record the number of open complaints at any given point in time and how long
they been opened and reasons for why cases have remain open for a longer period of time.

Implication

Complaints are not being considered by SMT and Governance Committee on a timely basis.

Quarterly complaints reports should be provided to SMT and the Governance
Committee on a timely basis. They should also report on the number of open
HSCB complaints and FPS complaints, length of time they have been open and
reasons for delays.

2

ACCEPTED
Implementation Plan will detail action required

Interim Head of Corporate Services and Complaints/Litigation Manager HSCB

March 2020

HSCB Complaints Management 2019/20 11
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Finding

The HSCB Complaints Department aims to organise an annual complaints learning event to be
attended by relevant HSC Trusts and healthcare bodies. This event could not be staged in 2018 due to
staffing issues and during 2019 it was conducted as a joint venture with the Serious Adverse Incidents
(SAI) Department. SAls rather than complaints was the focus of this event however.

Management indicated that the evaluation recognised this and the planning for the next year’s event will
commence at an earlier stage and will include more input in respect of complaints. This will allow for
more joined up learning between the complaints and SAI processes.

Implication
Learning may not be taken forward if annual complaints learning events are not regularly held.

HSCB Management should ensure that annual events covering learning from
complaints takes place at least once a year.

2

ACCEPTED
Implementation Plan will detail action required

Interim Head of Corporate Services HSCB and Complaints/Litigation Manager
HSCB

June 2020
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Finding

There were 115 FPS complaints made in 2018/19 in which the HSCB acted as an honest broker.

Internal Audit reviewed 6 cases when the HSCB acted as honest broker:

o When acknowledging complaints, the HSCB is required (as per DoH guidance), in their
acknowledgement letter, to record an expression of concern in respect of the complaint being raised.
In 1 out of 6 this did not occur.

e In 1 instance the final letter issued by the private practice to the complainant was written in a
confrontational, matter of fact tone. The HSCB, in their honest broker role, are required to review all
letters issued and as part of this should have been more proactive in ensuring that the letter was
constructed in a more professional, conciliatory tone.

¢ In all 6 instances, Internal Audit notes that while the complainant was informed that the investigation
of the complaint was likely to take longer than anticipated they were not however informed of this
within the required timeframes (e.g. 20 working days).

Management also perceive that complaints arising in primary care are being underreported to HSCB.
One recent example brought to the attention of Internal Audit is that the HSCB Complaints Department
was asked to provide the Complaints Ombudsman with details on a complaint in respect of treatment
and care at a Health Centre. The HSCB were not involved in complaint as honest broker; and on
review there had been no record of the complaint and response being forward to the HSCB Complaints
Department as required by HSC Complaints procedure.

Implication

Risk that HSCB does not have visibility of complaints arising in the primary care. The HSCB is not
always fully adhering to their process for acting as an Honest Broker. Risk that staff are not always
responding to complainants in an appropriate manner.

Management should engage with FPS contractors to gain assurance that all
complaints arising in primary care are being appropriately reported to the HSCB
as required.

2

ACCEPTED
Implementation Plan will detail action required

Interim Head of Corporate Services HSCB and Complaints/Litigation Manager
HSCB (liaising with Assistant Director of Integrated Care)

April 2020

Management should ensure that the HSCB is following all stages of the

complaints procedure including that:

e Acknowledgement letters follow DoH guidance in particular that an
expression of concern is included.

e Letters are written in an appropriately professional manner.

e That complainant is notified within required timeframes if there is a need to
extend the time for the investigation of the complaint.

2

ACCEPTED
Implementation Plan will detail required action

Interim Head of Corporate Services HSCB and Complaints/Litigation Manager
HSCB

March 2020
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Finding

There were 25 complaint received by the HSCB during 2018/19. 6 closed complaints were reviewed

and the following was specifically noted:

e Like the finding above, when acknowledging complaints, the HSCB is required to in their
acknowledgement letter to record an expression of concern in respect of the complaint being
raised. In 4 out of 6 this did not occur.

e In all 4 instances, Internal Audit notes that while the complainant was informed that the
investigation of the complaint was likely to take longer than anticipated they were not however
informed of this within the required timeframes (e.g. 20 working days).

e In 4 out of 6 instances an Assistant Director or Business Support Manager signed off the letters
responding to complaints. The HSCB procedure states that the Chief Executive can delegate
responsibility for managing complaints (including responding to complaints) but does not state
what grade of staff member this should be at. The DOH guidance also states that the Chief
Executive can delegate this responsibility however need to retain oversight of the process. The
Chief Executive was not being informed of the final letters that where not copied into final letters
issued.

Implication
Non-compliance with complaints procedure. Complaints are not responded to on a timely basis and not
always in an appropriately professional manner.

The Chief Executive should ensure they have visibility of all responses to
complaints letters before they are issued. See also recommendation 5.2 above.

2

ACCEPTED
Implementation Plan will detail action required

Interim Head of Corporate Services and Complaints/Litigation Manager HSCB

March 2020
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Finding

HSCB complaints procedures was last updated in October 2017 and is not now fully reflective of the
DoH guidance on complaints issued in April 2019. The procedures, for example, need to be updated to
reflect the senior staff member that that Chief Executive has delegated responsibility for the responding
to complaints.

Implication

Complaints are not being processed in line with DoH guidance.

HSCB Complaints procedures should be reviewed and updated to reflect the
DoH guidance.

2

ACCEPTED

Interim Head of Corporate Services and Complaints/Litigation Manager HSCB

March 2020
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Overall there is a satisfactory system of governance, risk
management and control. While there may be some residual risk
identified, this should not significantly impact on the achievement
of system objectives.

There are significant weaknesses within the governance, risk
management and control framework which, if not addressed, could
lead to the system objectives not being achieved.

The system of governance, risk management and control has

Unacceptable failed or there is a real and substantial risk that the system will fail
to meet its objectives.

Priority 1 Failure to implement the recommendation is likely to result in a major failure of a key

organisational objective, significant damage to the reputation of the organisation or the

misuse of public funds.

Priority 2 Failure to implement the recommendation could result in the failure of an important
organisational objective or could have some impact on a key organisational objective.

Priority 3 Failure to implement the recommendation could lead to an increased risk exposure.

HSCB Complaints Management 2019/20
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Note to Report

Internal Audit Service — Ballymena Office
Greenmount House

Woodside Road Industrial Estate
BALLYMENA

BT42 4TP

TEL 028 95362540

Internal Audit Service — Londonderry Office
Lime Cabin

Gransha Park

Clooney Road

LONDONDERRY

BT47 6WJ

TEL 028 95361727

Internal Audit Service — Belfast Office
2 Franklin Street

BELFAST

BT2 8DQ

TEL 028 95363828

Internal Audit Service — Armagh Office
Pinewood Villa

73 Loughgall Road

ARMAGH

BT61 7PR

TEL 028 95361629
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Business Services

o o INTERNAL AUDIT SERVICE

O rgani sation 5™ FLOOR, BUSINESS SERVICES ORGANISATION
2 FRANKLIN STREET,

Providing Support to Health and Social Care BELFAST,
BT2 8DQ

TEL: 028 9536 3828

HEALTH AND SOCIAL CARE BOARD

YEAR END - FOLLOW UP ON OUSTANDING INTERNAL AUDIT
RECOMMENDATIONS - 2021/22

Report Issued 23 March 2022

HSCB Year End Follow Up Review of Outstanding Internal Audit Recommendations 2021/22
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INTRODUCTION

Each organisation is responsible for the implementation of Internal Audit recommendations and this is not the responsibility of BSO Internal Audit. Under Standard 2500 Monitoring Progress of the Public Sector Internal Audit
Standards, Internal Audit must establish a follow-up process to monitor and ensure that management actions have been effectively implemented or that senior management has accepted the risk of not taking action.

Twice a year (at mid-year and year end), BSO Internal Audit follow up on the implementation of accepted outstanding Priority 1 and Priority 2 Internal Audit recommendations, where the implementation date has now passed.

Internal Audit does not follow up on Priority 3 recommendations, which are defined as “Failure to implement the recommendation could lead to an increased risk exposure”. Although findings related to Priority 3
recommendations do not impact on the assurance we provide, there is a risk that if, as the definition states, the recommendations are not implemented this could lead to increased risk exposure. We therefore recommend that
each organisation should keep track of the implementation of these recommendations.

MANAGEMENT SUMMARY AND CONCLUSION

During March 2022, BSO Internal Audit reviewed the implementation of accepted outstanding Priority One and Two Internal Audit recommendations, where the implementation date
has now passed. 116 (89%) of the 130 outstanding recommendations examined were fully implemented and a further 14 (11%) were partially implemented.

18 of the 130 recommendations relate to ICT / eHealth which now fall under the responsibility of Digital Health and Care Northern Ireland (DHCNI) in the Department of Health (rather than the HSCB/SPPG) — 8 of these 18 IT
recommendations have not yet been fully implemented. Excluding these 18 IT recommendations, 106 (95%) of 112 recommendations under the direct responsibility of the HSCB are fully implemented and 6 (5%) are partially
implemented.

There are 16 recommendations made in recently finalised Internal Audit Reports, where implementation dates have not yet fallen due. Responsibility for implementation of these recommendations will be for SPPG to implement
and BSO Internal Audit will confirm the status of the implementation of these in future follow ups.

REPORT DISTRIBUTION

Sharon Gallagher — Chief Executive (Interim) (final report only)
Tracey McCaig — Director of Finance
Andrea Henderson - Assistant Director of Finance

HSCB Year End Follow Up Review of Outstanding Internal Audit Recommendations 2021/22
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SUMMARY OF RESULTS TABLE INCLUDING ICT RECOMMENDATIONS

Previously Followed up and
Deemed Implemented / No
Longer Applicable

Partially
Implemented

Not No Longer

AUV 7 Implemented Applicable

Implemented

Total Number of Recommendations
That Should Now be Implemented (i.e.
implementation date has passed)

Percentage of Fully
Implemented
Recommendations

A Waiting List Initiative - Management of Independent 2 2 0 0 8 12 83%
Sector 13-14
Priority 1 2 0 0 0
Priority 2 0 2 0 0
ICT Governance (including Management of Regional 3

e ICT Capital and Revenue Budgets) 17-18 L v v v . 4 1121z
Priority 1 1 0 0 0

C |Management of Sure Starts and Bright Starts 17-18 1 0 0 0 & 4 100%
Priority 2 1 0 0 0

D |E-Health Cyber Security 18-19 1 8 0 0 4 13 38%
Priority 1 0 4 0 0
Priority 2 1 4 0 0

E HSCB Relatlonshlp with GP Federations - 3 0 0 0 7 10 100%
Governance Review 18-19
Priority 2 3 0 0 0

F [Integrated Care Partnerships 18-19 1 0 0 0 2 8 100%
Priority 2 1 0 0 0

G |[Social Care and Children's Directorate 18-19 1 0 0 0 7 8 100%
Priority 2 1 0 0 0

H [Absence Management & Recruitment 19-20 2 1 0 0 & 6 83%
Priority 2 2 1 0 0

HSCB Year End Follow Up Review of Outstanding Internal Audit Recommendations 2021/22
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Previously Followed up and Total Number of Recommendations Percentage of Fully

Audit Report / Priority Implemented Im::e:triael:\):e d ImpI:r:(tente d ::plig;%fé Deemed Implem(:znted I No That Should_Now be Implemented (i.e. Implemented .
Longer Applicable implementation date has passed) Recommendations

| |Complaints Management 19-20 1 0 0 0 12 13 100%
Priority 2 1 0 0 0

J |Financial Review 19-20 1 0 0 0 9 10 100%
Priority 2 1 0 0 0

K [Patient Travel 19-20 1 0 0 0 6 7 100%
Priority 2 1 0 0 0

L |Financial Review 20-21 1 0 0 0 5 6 100%
Priority 2 1 0 0 0

FPS and General Medical Services and General o
M Dental Services during Covid-19 20-21 e 0 0 0 0 2 100%

Priority 2 2 0 0 0

e e aoch g0 z : : : 1 :
Priority 2 2 0 0 0

O [Governance during Covid-19 20-21 1 0 0 0 0 1 100%
Priority 2 1 0 0 0

P |ICT Procurement and Contract Management 20-21 1 0 0 0 0 1 100%
Priority 2 1 0 0 0

Q |Co-Operation and Working Together (CAWT) 20-21 1 1 0 0 0 2 50%
Priority 2 1 1 0 0

R Ilzzcr)]lézg :\Si‘tezr1 _Czhzildren — Delegated Statutory 0 1 0 0 0 1 0%
Priority 2 0 1 0 0

HSCB Year End Follow Up Review of Outstanding Internal Audit Recommendations 2021/22 4
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Previously Followed up and Total Number of Recommendations Percentage of Fully

Audit Report / Priority Implemented Partially Not No L_onger Deemed Implemented / No  That Should Now be Implemented (i.e. Implemented
Implemented Implemented Applicable . . . .
Longer Applicable implementation date has passed) Recommendations
S |Management of Sure Starts and Bright Starts 21-22 8 0 0 0 0 8 100%
Priority 2 8 0 0 0
T Family Health Services - Staff Recognition Payments 5 0 0 0 0 5 100%
21-22
Not Prioritised 5 0 0 0
U [Performance Management of Trusts 21-22 3 1 0 0 0 4 75%
Priority 2 3 1 0 0
V  [Multi-Disciplinary Teams 21-22 5 0 0 0 0 5 100%
Priority 2 5 0 0 0
W |Commissioning 21-22 0 0 0 0 0 0
Not Prioritised 0 0 0 0
X |Financial Review 21-22 2 0 0 0 0 2 100%
Priority 2 2 0 0 0
y Readiness for Migration to Strategic Planning & 0 0 0 0 0 0
Performance Group (SPPG) DoH 2021/22
Not Prioritised 0 0 0 0
Priority 2 0 0 0 0
Z |Serious Adverse Incidents 21-22 0 0 0 0 0 0
Priority 2 0 0 0 0
Grand Total 46 14 0 0 70 130 89%
HSCB Year End Follow Up Review of Outstanding Internal Audit Recommendations 2021/22 5
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Previously Followed up and Total Number of Recommendations Percentage of Fully

el ACU P cllo= Deemed Implemented / No  That Should Now be Implemented (i.e. Implemented

LIRS 7 [melenepted Implemented Implemented Applicable

Longer Applicable implementation date has passed) Recommendations

SUMMARY OF RES TABLE EXCLUDING ICT RECOMMENDATIONS

B ICT Govgrnance (including Management of Regional 1 0 0 0 3 4
ICT Capital and Revenue Budgets) 17-18
D |E-Health Cyber Security 18-19 -1 -8 0 0 -4 -13
P |ICT Procurement and Contract Management 20-21 -1 0 0 0 0 -1
Grand Totals (excluding ICT) 43 6 0 0 63 112 95%
HSCB Year End Follow Up Review of Outstanding Internal Audit Recommendations 2021/22 6
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PRIORITY / ORIGINAL REVISED Internal Audit team

NAME OF AUDIT / ASSURANCE RESPONSIBLE Responsible for this

REPORT AUDIT FINDING NAME AND RECOMMENDATION IMPLEMENTATION STATUS PROGRESS AS AT MARCH 2022 IMPLEMENTATION )
LEVEL FINDING REF. DATE MANAGER(S) DATE recommendation post

miaration to DoH

Action to take forward procurement has been undertaken over the last
A - Waiting List Initiative - ELIGIBLE PROVIDERS LIST - PROCUREMENT year with input from BSO PaLS and DLS. No contractors were added to
the DPS in March 2021, however following a second wave of|
Management of Independent Priority 1 The HSCB should ensure that the current procurement Head of Service procurement, 3 contractors were added to the DPS in October /i
Sector 13-14 - process is reviewed and updated in conjunction with BSO 30/06/2018 i X ) . N/A - now implemented
Finding 1.1 PALS and should incorporate legal advice to confirm Contracts November 2021. Further procurement is currently underway with the aim
LIMITED compliance with current regulations and also impending of adding more contractors to the new DPS. While Internal Auditor has
changes to procurement regulations. implemented this recommendation from a procurement perspective, it
. should be noted that the DPS is not vet been utilised.
ELIGIBLE PROVIDERS LIST - PROCUREMENT
Priori F°”‘.’a' ldocun?lented procedures for the selection and y Procedures have been developed in respect of the procurement of|
riority 1 monitoring of independent sector contractors should be Head of Service .
Finding 1.1 reviewed for completeness. This should include guidance to 30/09/2014 Contracts conlractor§ to the new D_PS. 3 contractgrs have not been added to the N/A - now implemented
9 eviewe np . 9 N DPS; albeit that the DPS is not yet operational.
those staff carrying out compliance checks at the selection !
stage and clarification over the documentation deemed
essential for an application to proceed.
CLINICAL GOVERNANCE
The HSCB in conjunction with Trusts should consider
Priority 2 methods to improve clinical oversight of the independent Head of Service Partially The implementation of this recommendation is work in progress. Clinical
Finding 2.4 sector providers ensuring that the standard of treatment is 30/06/2018 Contracts/Regional IS T e outcomes of contractors selected from the DPS will be developed and 31-Dec-22 BSO Internal Audit
. consistent with that provided in the HSC. Where conversion Procurement Group B refined as the DPS becomes operational over the next financial year.
rates are unusually high a robust process should be put in
place to ensure that providers are challenged by suitable
qualified clinicians.
WRITTEN PROCEDURES The implementation of this recommendation is work in progress. There is
Priority 2 The HSCB should update existing procedures to ensure that 30/06/2018 | Head of Service Partially a need to develop and agree a regional HSC procedure defining roles| 5 ¢ ) BSO Internal Audit
Finding 2.5 the X N Contracts Implemented [and responsibilities of all stakeholders involved in the process of calling
y communicate the essential elements of the procurement off the DPS
process to the Trusts. i
a;g-grec::;rgfa;?gigzgr%r}g CYBER SECURITY GOVERNANCE IN HSCNI This recommendation is now implemented. The Cyber Strategy has now|
N L . i . Director of eHealth been approved by the Cyber Security Programme Board and the DHCNI
Capital and Revenue Budgets) 17- |Priority 1 HSCB should take a lead role in clarifying and strengthening 31/03/2018 and External Board N/A - now implemented
18 Finding 1 regional cyber security governance and leadership. This Collaboration ’
should include a cyber security strategy and a regional ICT IMPLEMENTED AT MID-YEAR FOLLOW UP
LIMITED incident management protocol that is regionally tested.
SURE START GOVERNANCE
C - Management of Sure Starts Evidence of verification checks across a sample of surestarts has been
and Bright Starts 17-18 Priority 2 Management should explore with the Department of Health 31/03/2018 Social Care Lead made available to Internal Audit. N/A - now implemented
Finding 4 and other HSC stakeholders the future direction of travel in Early Years
LIMITED & SATISFACTORY respect of verification of activity delivered by funded IMPLEMENTED AT MID-YEAR FOLLOW UP
organisations.

HSCB Year End Follow Up Review of Outstanding Internal Audit Recommendations 2021/22
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NAME OF AUDIT / ASSURANCE

LEVEL

D - E-Health Cyber Security 18-19

LIMITED

PRIORITY /

REPORT

FINDING REF.

AUDIT FINDING NAME AND RECOMMENDATION

ICT GOVERNANCE ACROSS HSCNI

This recommendation is being reported in BSO, HSCB and
Trusts 1819 IT Audit reports. As strategic lead for IT in
HSCNI, the HSCB eHealth and Care Lead is the owner of

ORIGINAL

IMPLEMENTATION

DATE

RESPONSIBLE
MANAGER(S)

WIT-73269

PROGRESS AS AT MARCH 2022

The  following of this
recommendation.

A revised DHCNI Governance Framework has been approved and
implementation commenced.

This includes an Enterprise Architecture Board which meets regularly, is
led by DHCNI and is made up of representation from senior ICT staff|
across HSCNI organisations.

A Cyber Security Programme Board is now well established and has
representation from across the HSCNI.

The Cyber Security Programme Board has overseen the development of|
a Cyber Security Strategy. This strategy has been approved by the
DHCNI and the Chief Executive’s Forum. The Strategy will soon be
circulated to all HSCNI organisations.

The Cyber Security Programme Board is currently developing on a
strategic business case. This is seen as crucial to fund the plans arising

are noteworthy in respect satisfying

REVISED

IMPLEMENTATION

DATE

Internal Audit team
Responsible for this
recommendation post
miaration to DoH

Plrlor.lty ! this recommendation. 31/03/2020 eHealth and Care Pl from the Cyber Security Strategy. There is no assurance or indication at 30-Jun-22 BSO Internal Audit
Finding 1.1 Lead (HSCB) Implemented |,, . . b . .
. . . this point that this business case will be approved.
HSCNI needs to appropriately align ICT / Information / Cyber . o N R,
N N SIROs retain responsibility for Cyber Security within individual
Security governance arrangements to the technical o
) " . ) organisations.
configuration of the HSCNI networks and information assets N N N . . -
e o - An Information Security Board (with reporting lines from the existing
within a model which includes clear accountability and N N
decision making Cyber Security Programme Board and the Information Governance
) Assurance Group) is envisioned by DHCNI as a constituent part of the
DHCNI Governance Framework. However this has not been agreed or
established. A Terms of Reference for the Information Security Board
needs to be drafted and agreed. It is hoped that this Information Security
Board will have met by the revised implementation date stated of 30 June
2022.
The HSC Digital Programme continues which will likely have an influence
on aligning ICT / Information / Cyber Security governance arrangements
to the technical configuration of the HSCNI networks and information
assets.
ICT GOVERNANCE ACROSS HSCNI DHCNI are keen that a CISO role is established. The Chief Digital
This recommendation is being reported in BSO, HSCB and !nformatlon Ofﬁcer (I?OH) s co'nS|der|ng how a CISO role can be
. . X introduced which will appropriately complement the governance
Trusts 1819 IT Audit reports. As strategic lead for IT in arrangements noted in the recommendation above
HSCNI, the HSCB eHealth and Care Lead is the owner of 9 .
Priority 1 this recommendation. 31/03/2020  |°Hiealth and Care Partially | o ¢ nding for the role of the CISO is included as part of the draft|  31-Mar-24 BSO Internal Audit
Finding 1.2 Lead (HSCB) Implemented . . ) N
. . . Strategic Cyber Business Case currently being developed. If this
HSCNI needs to appropriately align ICT / Information / Cyber . X L
N . N business case is approved, it is likely to be 2023/24 year before the CISO
Security governance arrangements including clear . . L | ) i N
o role is recruited. This is reflected in the revised implementation date
accountability to the nature of the HSCNI ICT structures. stated
Good practice suggests that Chief Information Security ’
Officer role should be established.
The Regional Cyber Security Strategy provides the framework through
ICT GOVERNANCE ACROSS HSCNI which HSCNI will work toward achieving ISO/IEC27001 certification for an
integrated HSCNI information security management system. Work to
This recommendation is being reported in BSO, HSCB and date through the Cyber Security Programme Board and plans to take
Trusts 1819 IT Audit reports. As strategic lead for IT in forward the strategy have and will align to ISO/IEC27001. There is no
Priority 1 HSCNI, the HSCB eHealth and Care Lead is the owner of eHealth and Care Partiall funding profiled to implement a formal Information Security framework
- Y this recommendation. 31/03/2020 Y across all HSCNI organisations. However, this will be considered for a 31-Mar-24 BSO Internal Audit
Finding 1.3 Lead (HSCB) Implemented

HSCNI should strengthen ICT / Information / Cyber Security
governance across the HSCNI by implementing an
appropriate Information Security governance framework
across the HSCNI (e.g. ISO 27001).

project to be scoped and brought to the DHCNI portfolio pipeline. The
revised implementation date is therefore a point to assess whether any
project has been agreed / progressed rather than any reasonable
expectation of an appropriate Information Security governance being in
place across the HSCNI.
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Internal Audit team

PRIORITY / ORIGINAL REVISED " .
NAME OF AUDIT/ ASSURANCE . pepoprt AUDIT FINDING NAME AND RECOMMENDATION IMPLEMENTATION RESPONSIBLE PROGRESS AS AT MARCH 2022 IMPLEMENTATION Responsible for this
LEVEL MANAGER(S) recommendation post

FINDING REF. DATE DATE miaration to DoH

The first phase of policies and standards (which focused on user policies)
have been developed and agreed by Cyber Security Programme Board .
POLICIES. STANDARDS. GUIDANCE AND PROCEDURES These policies and standards have been disseminated to individual
’ ’ HSCNI organisations for their adoption (through local arrangements for

This recommendation is being reported in BSO, HSCB and adoption) and implementation.
Trusts 1819 IT Audit reports. As strategic Ie? d for ITin Work has recently resumed (February 2022) in respect of the

Priority 1 ::,icr::;’ot,:?n:ijc;i::ea“h and Care Lead is the owner of eHealth and Care Partially development of 'techr?ical' policies anld standellrds as part of thg second ]

Finding 2.1 31/03/2020 Lead (HSCB) Implemented plhalse in respect of this recgmmendatlon. Their deyelqpment will folloyv a 31-Jul-22 BSO Internal Audit

A framework for Policies, Standards, Guidelines and similar model (developed vylth cross HSCNI organisation representation,
Procedures for ICT / Info‘rmation / C;Iber Security should be Igd .by Athe C_be_elr Securlty‘ Prpgramme Sta.ff' thenA agreemenlt and
implemented across the HSCNI. Clear accountable distribution to individual organisations for adoption and implementation).
Z:j1?:,32:;85fs;:;zuggg;gmgrg;e with agreed policies The revised implementation date is the date when the this phase of|
) policies and standards will be developed, agreed and made available to
individual HSCNI organisations for their consideration, adoption and
implementation.
REGIONAL NETWORK SECURITY ISSUES
This recommendation is being reported in BSO, HSCB and
Trusts 1819 IT Audit reports. As strategic lead for IT in
HSCNI, the HSCB eHealth and Care Lead is the owner of
this recommendation.
:nsscljlr\lel tshh;:ﬂd ensure a regional mechanism is in place to A ',"“m?eé tof sf’b'g:’um rlave Bbeer; eétablis?et: that reportl tt° ";e
. o regional Enterprise Architecture Board. One of the groups relates to
Priority 2 is?:;fg,?:g}Z;?ge?temal Gateway (to the HSCNIWAN) 31/03/2020 eHealth and Care Partially networking. It is anticipated that this sub-group will be responsible for| 31-Dec-22 BSO Internal Audit
Finding 3.2 + Existing External Gatéways are retrospectively approved Lead (HSCB) Implemented |practically taking this recommendation forward in respect of external
P } . ’ gateways. This will also take account of the Network Security review
roposals for introducing new External Gateways are (contained in the cyber security blue print)
appropriately approved at a regional level. .
« Regular assurances on External Gateways (and the
remediation of any identified vulnerabilities) against HSCNI
policy requirements and an agreed assurance framework
should be provided by the HSCNI organisation owners.
« HSCNI organisations should provide regular assurances on
how any unknown External Gateways are being pro-actively
detected.
REGIONAL NETWORK SECURITY ISSUES
. Lo . . The revised implementation date takes account that this recommendation
?:L:sstrse:L;Tg]l?l'n;\jj;?:;:::;n%;esﬁ?eﬁzgirleBasclof'o'r-'I?I'(i;r? and is unlikely to be implemented in the short term and will be dependent on
HSCNI. the HSCB eHealth e;nd Care Lead is the owner of . factors such as the model for delivery of ICT services in the HSCNI. If
Priority 2 this rec,ommendation 31/03/2020 eHealth and Care Partially delivered this is likely to through a regional service. This proposal is 31-Mar-24 BSO Internal Audit
Finding 3.3 : Lead (HSCB) Implemented [included as part of the Strategic Cyber Security Business Case (currently|
Information Security Operations Centre should be put in being developed). There is no assurance or indication that this business
s . X . N . case will be approved. The revised implementation date anticipates
place. This is a function where information systems including actual implementation of SIEM / ISOC
applications, databases, data centers and servers, networks, :
endpoints are monitored, assessed and protected.
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NAME OF AUDIT / ASSURANCE
LEVEL

PRIORITY /
REPORT
FINDING REF.

AUDIT FINDING NAME AND RECOMMENDATION

REGIONAL NETWORK SECURITY ISSUES

This recommendation is being reported in BSO, HSCB and
Trusts 1819 IT Audit reports. As strategic lead for IT in
HSCNI, the HSCB eHealth and Care Lead is the owner of
this recommendation.

ORIGINAL
IMPLEMENTATION
DATE

RESPONSIBLE
MANAGER(S)

WIT-73271

PROGRESS AS AT MARCH 2022

A number of sub-groups have been established that report to the
regional Enterprise Architecture Board. One of the groups relates to
networking. It is anticipated that this sub-group will be responsible for
practically taking this recommendation forward in respect of mapping,

REVISED
IMPLEMENTATION
DATE

31-Dec-22

Internal Audit team
Responsible for this

recommendation post
miaration to DoH

BSO Internal Audit

N/A - now implemented

30-Sep-22

DoH Internal Audit

arrangements between the GP Practice and the GP
Federations.

N/A - now implemented

Priority 2 A project to fully map and document the HSCNI network 31/03/2020 eHealth and Care Partially understanding the HSCNI networks and then using as a basis to make
Finding 3.4 design with a view to understanding all data traffic flows Lead (HSCB) Implemented [decision on strengthening security across the HSCNI network. This will
(including clarity over Access Control Lists and ensuring that also take account of the Network Security review (contained in the cyber|
there is a current requirement) should be undertaken. security blue print). The revised implementation date is the date to have
the HSCNI networks mapped.
Once a holistic and transparent picture is achieved,
appropriate arrangements to enhance security on core links
should be put in place (including consideration of Firewalls
and IPS installation).
A key work stream prioritised through the Cyber Security Programme
Board is the creation of a Third Party Framework aligning and ensuring it
meets legislative requirements for GDPR and NIS, developed in line with
REGIONAL NETWORK SECURITY ISSUES 1ISO27001 and in collaboration with the Trusts and other HSC
organisations. A business case was approved and work began in 2019.
This recommendation is being reported in BSO, HSCB and A framework has been developed with input across the HSCNI. The
Trusts 1819 IT Audit reports. As strategic lead for IT in framework includes cyber security schedules for contracts, third party
HSCNI, the HSCB eHealth and Care Lead is the owner of security policies with minimum standards, contract review and third party|
this recommendation. audits. A questionnaire for third parties has been developed and used to
determine risk status and further actions for HSCNI organisations to
A formal framework for Third Party Providers connecting to implement. Consultations and inputs from various key stakeholders have
Priority 2 the HSCNI WAN should be put in place. This should 31/03/2020 eHealth and Care been sought and factored into the framework design. There are some
Finding 3.5 incorporate: Lead (HSCB) further inputs required from a few stakeholders. However, the framework
« Minimum security requirements for Third Parties connecting was presented to Cyber Security Programme Board on 11 February
to HSCNI network should be reviewed. Appropriate methods 2022. Additional documentation and cover note is to be provided to HSC
to ensure compliance with these requirements should be organisations in respect of this framework
introduced.
« All contracts should clearly state the minimum security This framework will support HSC organisations with cyber security|
standards. considerations and actions in respect of contracts and therefore this
« Appropriate methods to ensure compliance with minimum recommendation is considered as implemented. The framework at this
security standards should be introduced. point will not address all risks with Third Parties. It is also noted that the
framework will address new contracts going forward. Cyber security risks
from existing contracts are unlikely to addressed as a result of this work.
RISK MANAGEMENT
Priority 2 HsCB shou[d ensure a robust framework “.J manage IT and eHealth and Care Partially The implementation of this recommendation remains work in progress
Finding 5.1 Cyber security risk, to include clear escalation of risk from the 30/04/2020 Lead (HSCB) Implemented [and is dependent on the establishment of an Information Security Board
. risk register of each HSCNI organisation. The framework )
should operate alongside the IT and Cyber Security
Governance structure.
E - HSCB Relationship with GP GOVERNANCE ASSURANCE A new assurance template has been agreed with the GP Federations. It
Federations - Governance Review Priority 2 HSCB should strengthen their formal assurance Pat Brolly, Business is anticipated that these will now be signed and returned in the near
18-19 _— . o 30/06/2019 future.
Finding 1.1 requirements from GP Practices in respect of the governance Support Manager
LIMITED arr'fzngemer?ts of GP Federations which they are funding to IMPLEMENTED AT MID-YEAR FOLLOW UP
deliver services.
HSCB has explored the development of contractual arrangements
GOVERNANCE ASSURANCE between GP practices and Federations. GP Practices have sought legal
Priority 2 Pat Brolly, Business advice and ‘drafted a contract. ) BSO DLS has r(leviewe‘d‘ this and
Finding 1.2 HSCB should explore the development of the contractual 30/06/2019 Support h)lana or comments will be shared back with Federations. It is anticipated that|
9 PP! 9

contracts will be signed moving forward.

IMPLEMENTED AT MID-YEAR FOLLOW UP

N/A - now implemented
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REVISED
IMPLEMENTATION

DATE

Internal Audit team
Responsible for this
recommendation post
miaration to DoH

N/A - now implemented

N/A - now implemented

N/A - now implemented

N/A - now implemented

31-May-22

BSO Internal Audit

N/A - now implemented

PRIORITY / ORIGINAL
EQ\,}’IEELOF IR LESURAEE REPORT AUDIT FINDING NAME AND RECOMMENDATION IMPLEMENTATION ;E\fli%’:ii‘l(BSI;E PROGRESS AS AT MARCH 2022
FINDING REF. DATE
BSO Probity team has commenced verification work in 2020/21. This
PROBITY SERVICES has been included in the workplan of the probity team for 2020/21. The 2
Pr|0(|ty 2 HSCB should meet with BSO CFPS Probity Team with the 30/04/2019 Pat Brolly, Business areas of focus in this financial year are practice .based pharmacists and
Finding 2.1 . ) N . I - Support Manager crisis response teams and work has commenced in these areas.
aim of including service specifications specific to GP
Federations going forward into 2019/20. IMPLEMENTED AT MID-YEAR FOLLOW UP
Action has been taken to address this recommendation. In terms of|
governance and performance, there has been enhanced visibility of ICPs
) STRATEGIC DIRECTION AND GOVERNANCE at SMT during 2021/22 with SMT has also having recently received and
F - Integrated Care Partnerships STRUCTURE N . N
18-19 Priority 2 reviewed the progress update against the business plan. The future
- R - 31/12/2019 Project Director ICP strategic direction of ICP is considered and included within the future
Finding 2.1 The future strategic direction, governance and accountability p . N
3 planning model which was out for consultation on 19/07/21 and closed on
LIMITED structures for Integrated Care Partnerships should be
X 17/09/21.
established.
IMPLEMENTED AT MID-YEAR FOLLOW UP
Governance Lead /
G - Social Care and Children's OUTCOMES BASED REPORTING Martin Quinn, HSCB has liaised with DoH i f thi dati d a il
Directorate 18-19 Priority 2 Programme Manager as liaised with DoH in respect of this recommendation and a pilot|
Finding 2.1 Management should liaise with the DoH regarding taking 31/03/2020 (Children’s Services) / has commenced in December 2021 in respect of Children Services to
LIMITED & SATISFACTORY forward o.utconjes based reportl.ng in respect of compliance Information Manager develop outcomes based reporting in this specific area.
or otherwise with statutory functions. . 5 N
(Children’s Services)
Interim Head of
H - Absence Management & OVERSIGHT & PERFORMANCE MANAGEMENT Corporate Services, BSO Recruitment Shared Service Report now presented to the HSCB on
Recruitment 19_209 Priority 2 Assistant Director of a regular basis with HSCB attending regular meetings with BSO RSSC to
Findiny 41 KPls should be reported on a regular basis and subject to 30/04/2020 Human Resources, discuss recruitment. Regular HR paper to SMT also now includes
LIMITED 94 review and discussion with BSO Retained HR and BSO BSO, Head of performance against BSO HR KPlIs - albeit these are to be developed
Recruitment Shared Services Centre. Recruitment Shared further in 2022/23.
Services BSO
RECRUITMENT PROCESS - PRE RECRUITMENT SHARED
SERVICES
Systems should be developed for capturing the timeliness of
all stages of the start of the new post process pre HRPTS
and also the length of time new posts are set up in the OM Interim Head of
Priority 2 structure. KPIs should be established and reported on in 30/06/2020 Corporate Services, Partially The implementation of this recommendation is work in progress with work|
Finding 5.1 respect of this on a monthly basis. Assistant Director of Implemented |ongoing to develop KPIs to address this recommendation.
HSCB should focus on improving the timescales for HR, BSO
completion of the following key tasks including:
« Evaluation of Job Descriptions
« Creation of a new post within the OM structure on HRPTS
« Raising of requisitions for recruitment for issue to BSO
RSSC
RECRUITMENT PROCESS - BSO RSSC
Manalgement should strgngthen control o ensure that Additional guidance has been developed to support managers to follow
recruitment processes within HSCB take place on a more L . .
N . ’ ) . correct process. Additional training has also been offered. SMT is also
timely basis specifically that: Interim Head of N b :
Priority 2 « Shortlisting should be completed on a timely basis Corporate Services. now updated on outstanding recruitments on a regular basis. At monthly
- X . . 30/06/2020 " ! meeting between HSCB and BSO RSSC, the status of ongoing HSCB
Finding 6.1 « Interviews outcomes should be communicated on a timely Head of Recruitment N N d
N N recruitments are reviewed. Where delays are noted on HSCB side, the
basis. Shared Services, BSO ! )
. . relevant HSCB staff member will chase up these delays with the
Management should, using BSO RSSC reports available, N .
- N individual managers in the HSCB to move these forward.
ensure better visibility and scrutiny of performance of all
stages of these processes and take action where delays are
noted.
ANNUAL LEARNING EVENTS Interim Head of
| - Complaints Management 19-20 Priority 2 Corporate Services
- Y HSCB Management should ensure that annual events 30/06/2020 and Action has been taken to address this recommendation.
Finding 4.1 N N N . I
LIMITED covering learning from complaints takes place at least once a Complaints/Litigation
year. Manager HSCB

N/A - now implemented
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NAME OF AUDIT / ASSURANCE

LEVEL

J - Financial Review 19-20

PRIORITY /
REPORT
FINDING REF.

AUDIT FINDING NAME AND RECOMMENDATION

TRAVEL & SUBSITENCE

Managers approving travel should ensure that home to base

ORIGINAL

IMPLEMENTATION

DATE

RESPONSIBLE
MANAGER(S)

Senior Accountant —

WIT-73273

PROGRESS AS AT MARCH 2022

Action has been taken to address this recommendation.

IMPLEMENTED AT MID-YEAR FOLLOW UP

IMPLEMENTATION

Internal Audit team
Responsible for this

recommendation post
miaration to DoH

N/A - now implemented

Management maintains a spreadsheet for patient travel. A business
cases has been developed but it might take a number of years before
this is approved and a new system put in place. Chair of Governance
and Audit Committee has confirmed that this recommendation should be
closed.

N/A - now implemented

Action has been taken to address this recommendation with
underpayment made and overpayments recovered where appropriate.

IMPLEMENTED AT MID-YEAR FOLLOW UP

N/A - now implemented

Letters were issued to GMPs and GDPs in respect of this.

IMPLEMENTED AT MID-YEAR FOLLOW UP

N/A - now implemented

Follow up of outstanding BCPs was completed. Only 1 is outstanding.
Recovery has commenced in respect of this.

IMPLEMENTED AT MID-YEAR FOLLOW UP

N/A - now implemented

2 physical verification visits have taken place in January 2022.

N/A - now implemented

SATISFACTORY

Covid Pandemic which identifies any enhanced ways of
working

E;ﬂﬁéi 1 mile is deducted from travel claims in line with Agenda for 31/08/2020 Financial Accounting
SATISFACTORY . Change. The overpayments identified above should be & Governance
recovered. The specific staff should be reminded of the need
to deduct home to base in the future.
BOOKING PROCESS
HSCB should develop an electronic record of all patient travel
) booking requests, to facilitate the management and
K- Patient Travel 19-20 Priority 2 monitoring of all activity. This should include the date the Assistant Director of
_ . Lo I 30/06/2020 i
SATISFACTORY Finding 1.2 date pf contact with the patient including date that the ) Commissioning
appointment was notified to HSCB; the date of travel booking;
date of travel; and any cancellation information. This would
allow ongoing monitoring of requests that have not been
processed and of the timeliness of bookings.
Payments to Staff
L - Financial Review 20-21 Priority 2 Head Accountant —
Finding 1.2 HSCB should review and, where necessary, take action to 30/04/2021 Financial Accounting
SATISFACTORY ) recover / address those over/underpayments referred to and Governance
above.
Risk of Duplicate Funding
HSCB should formally advise GMP’s of the need to avoid a
M- FPS and General Medical duplicate funding scenario by ensure other government Head of GMS, AD
Services and General Dental o funding schemes are not utilised in respect of activity already \ntegrated Care and
! . 2 Priority 2 funded by HSCB. g
Services during Covid-19 20-21 Finding 1.1 30/04/2021 Heaq of Dental
SATISFACTORY HSQB should formally ac!vise GDP’s of the need to avoid a iz:\élces, Integrated
duplicate funding scenario by ensure other government
funding schemes are not utilised in respect of activity already
funded by HSCB
GDP Business Continuity Plans
Priority 2 The HSCB should expedite the review of BCP’s received to Head of Dental
Findi ensure that all dental practices have appropriate measures in 31/05/2021 Services, Integrated
inding 2.1 . .
place. Upon completion, any outstanding returns should be Care
followed up and recovery procedures instigated where
appropriate for non-compliance.
Verification of Service Delivery
N - Management of Qommunlty HSCB Service Leads should develop and implement a
and Voluntary Organisation - ) N
! N Priority 2 proportionate and measured programme of physical Head of SW
Contracts during Covid-19 20-21 Findi N N AT 31/03/2022
inding 1.1 verification checks to gain assurance that reported activity is Governance
SATISFACTORY accuratg e.g. rolling plan with sample chef:k's to enslure
appropriate coverage over all contracts within a defined
period.
Non Completion of COVID-19 Templates
Priority 2 ) . Head of SW
Finding 2.1 HSCB should ensure that service levels and activity are 31/03/2022 Governance and
. appropriately specified in the Contracts with Voluntary and Social Care Leads
Community Organisations for the 2021/22 year.
O - Governance during Covid-19 Lessons Leamed
20-21 Elrr:c:jrllrt\}(f;a 1 HSCB Board should consider Lessons Learned from the 30/04/2021 agz:éoéﬁllfTPMg !

Sufficient evidence has been provided to address this recommendation.

N/A - now implemented

A lessons learnt update was presented to the HSCB Board on 8 April
2021.

IMPLEMENTED AT MID-YEAR FOLLOW UP

N/A - now implemented
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NAME OF AUDIT / ASSURANCE
LEVEL

P - ICT Procurement and Contract

PRIORITY /
REPORT
FINDING REF.

AUDIT FINDING NAME AND RECOMMENDATION

Business Case Arrangements in DHCNI

The DHCNI should review, document, agree with key
stakeholders (including HSCB and DoH) and implement the
following in respect of its role in digital business cases:

ORIGINAL
IMPLEMENTATION
DATE

RESPONSIBLE
MANAGER(S)

WIT-73274

PROGRESS AS AT MARCH 2022

A handbook setting out requirements in respect of digital business cases

REVISED
IMPLEMENTATION
DATE

Internal Audit team
Responsible for this

recommendation post
miaration to DoH

SATISFACTORY

a timeline for Trusts to embed the outcomes based reporting
into practice.

Management 20-21 PT'°T"V 2 « Financial value approval levels. 30/09/2021 Assistant Director has been reviewed. The updated handbook was brought to the Portfolio N/A - now implemented
Finding 1.1 * Business case submission criteria from all HSC DHCNI Board meeting of 16 March 2022 where it was approved
SATISFACTORY nes: 9 pproved.
organisations.
« Post Project Evaluation (PPE) submission / assessment
criteria.
Q - Co-Operation and Workin: Recruitment HSE report is work in progress and not yet final - this will be presented to
To ether'?CAWT) 20-21 9 Priority 2 To ensure a composite view, the CAWT Management Board HSCB Interim Chief Partiall the Management Board in due course. HSCB/SPPG will not have anyj N/A - CAWT transferring to
9 riority . X N np ! . 9 . ! 31/03/2022 Executive/WHSCT Y further responsibility for CAWT post 31/03/22, with staffing etc. 30-Jun-22 WHSCT responsibility
Finding 1.1 in conjunction with WHSCT, should consider the findings of Chief Executive Implemented | \sferring responsibility to WHSCT. This recommendation will be 01/04/22
LIMITED & SATISFACTORY this audit report alongside those in the final related HSE audit N g. P Y :
reviewed prior to 31/03/22.
report.
Recruitment
The recruitment process for CAWT should be reviewed and
strengthened. In particular:
« The employing organisation should have a complete record
and oversight of the recruitment process.
« The current system of separation of the recruitment process
to the point of interview outcome (where the WHSCT is not
the employer), from the pre-employment checks and issue of WHSCT Director of
Priority 2 contract of employment should be reviewed. Human Resources Imp Date Not N/A - CAWT transferring to
Findiny 12 « Recruitment panel members should be required to declare 30/06/2022 HSCB/SPPG Director P d Implementation date not yet passed. WHSCT responsibility
91 whether or not they have a conflict of interest in advance of of Commissioning asse 01/04/22
the recruitment exercise taking place and a record of this
should be maintained. Any conflicts of interest should be
addressed before recruitment proceeds.
« All recruitment panel members must be appropriately
trained and a confirmation record of this should be retained
for each recruitment exercise.
« An audit trial should be retained to evidence posts being
advertised in HSC Recruit and HSE ROl in all instances.
CAWT — Governance Independent Review
CAWT Management Board should oversee the HSCB Interim Chief
Priority 2 implementation of the outstanding recommendations on a . A paper was presented to the Management Board in December 2021 - .
- . X 31/03/2022 Executive/WHSCT . . . N/A - now implemented
Finding 2.1 timely basis. Both the HSCB and WHSCT should report ¥ . the majority of the recommendations are now implemented.
o . Chief Executive
within their own assurance framework structure the context
and status of this report and also on the status of
implementation of these recommendations.
Travel and Subsistence WHSCT Director of
Priority 2 Human Resources/ Imp Date Not N/A - CAWT transferring to
riortty . ) 30/06/2022 HSCB/SPPG Director P Implementation date not yet passed. WHSCT responsibility
Finding 3.1 The working base of all CAWT staff should be reviewed to o Passed
. o N N of Commissioning 01/04/22
ensure clarity and that this is in line with HR documentation.
R - Looked After Children — Outcomes Based Reporting
Delegated Statutory Functions 21- Priority 2 Management should ensure the timely delivery of the pilot Head of Social Work Partially A pilot has been established, however a timeline for Trusts to embed the .
22 - . N N . 31/03/2022 A SR 30-Sep-22 BSO Internal Audit
Finding 1.1 project and identify the outcomes to be measured, setting out Governance Implemented |outcomes based reporting into practice is still to be taken forward.
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NAME OF AUDIT / ASSURANCE
LEVEL

S - Management of Sure Starts

PRIORITY /
REPORT
FINDING REF.

AUDIT FINDING NAME AND RECOMMENDATION

Sure Starts - Go Database

Management, alongside colleagues in BSO IT, should ensure

ORIGINAL

IMPLEMENTATION

DATE

RESPONSIBLE
MANAGER(S)

Childrens Lead, Early

WIT-73275

PROGRESS AS AT MARCH 2022

Each of the 38 SureStarts has provided a formal assurance that activity is
largely being delivered in line with business plan objectives. The q1 - g2
information for all 38 Surestarts is now live on the Go Database.

IMPLEMENTATION

Internal Audit team
Responsible for this
recommendation post
miaration to DoH

N/A - now implemented

Option paper has been prepared to resolve this.

N/A - now implemented

Action has been taken to address this recommendation with
communication with providers to ensure that there is timely submission of
returns going forward.

N/A - now implemented

Action has been taken to address this recommendation with the issues
identified raised with the SureStarts.

N/A - now implemented

A visit to this Sure Start was undertaken on 27 January 2022.

N/A - now implemented

A letter has been issued to DE in January 2022 to address this
recommendation.

N/A - now implemented

Assurance statement has been signed off.

N/A - now implemented

This SLA has been signed and returned to DE.

N/A - now implemented

This has now been defined.

N/A - now implemented

in conjunction with DoH Policy Leads as soon as possible.

and Bright Starts 21-22 Erlcr'lty 2 that Go Database is implemented as soon as possible. In the 31/01/2022 Years/Childcare
inding 1.1 S .
LIMITED interim HS(?B Management should requg§t t!lat a!l Sure Partnership Manager
Starts provide formal assurance that activity is being
delivered as planned until the system goes live.
Sure Starts - Financial Monitoring Returns (FMRs)
::lrlor‘lty 2 HSCB will review the current payment arrangements, 31/01/2022 Childrens Lead, Barly
inding 2.1 X " N . f Years
including phasing of funding payments, and consider whether
any adiustments are required.
Sure Starts - Financial Monitoring Returns (FMRs)
Priority 2 Childrens Lead, Early
- The HSCB should communicate with those Sure Starts that 31/12/2021 Years/Childcare
Finding 2.2 . . . . . N
consistently submit returns late reinforcing the importance of Partnership Manager
these returns being submitted in line with required deadlines.
Sure Starts - Activity Reporting
Managers, Western
Priority 2 Management should specifically raise with the 2 Sure Starts 31/12/2021 and Northern
Finding 3.1 at forthcoming Annual monitoring visits in terms of concerns Childcare
raised in terms of targets not being achieved with appropriate Partnerships
action taken where necessary.
Prory 2 Sure Starts - Activity Reporting ChiIdrensA Lead, Early
Finding 3.2 Horizon Sure Start should be included in the next round of 30/06/2022 Years/Chl!dcare
e Partnership Manager
remote verification checks.
Bright Starts — Financial Sustainability
IF:;%:%ZS 1 Management should formally write to DE to escalate the 31/12/2021 $I;!cr15rens Lead, Barly
. issues regarding the sustainability of Bright Starts including
the issues associated with delivering sustainable activity
volumes, short term funding, ongoing impact of Covid19 on
service delivery models etc.
Bright Starts — Playboard Assurance Statement
::Irr:c;rllrt]\éZ(H HSCB shoul_d further raise the matter of an assurance 31/01/2022 322(:6”5 Lead, Early
statement with Playboard NI and reach an agreement around
how this can be provided.
Bright Starts — SLA with DE
Priority 2 Childrens Lead, Early
Finding 7.1 81/1272021 Years
The HSCB should respond to DE on the proposed draft SLA
and aim to formalise this as soon as possible.
T - Family Health Services - Staff
Recognition Payments 21-22 Not Prioritised 31/12/2021
Finding 1 Reasonableness parameters and tolerance levels need to be
N/A defined for prepayment checks.
Ei:)]tdlizgo;tlsed Upon completion of SRP pilot, management should finalise 28/02/2022
draft post verification payment checks working with BSO
Probity Team.
Not Prioritised
Finding 3 A Data Protection Impact Assessment should be completed, 81/1272021

An approach has been adopted for post verification work to be conducted
by BSO CFPS.

N/A - now implemented

Sufficient action has been taken by HSCB to address this
recommendation.

N/A - now implemented

HSCB Year End Follow Up Review of Outstanding Internal Audit Recommendations 2021/22
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R ORIGINAL RESPONSIBLE REVISED ::tema,: l:zld 'tfte,at::
REPORT AUDIT FINDING NAME AND RECOMMENDATION IMPLEMENTATION oo o s PROGRESS AS AT MARCH 2022 IMPLEMENTATION ~coPons : tf’ = .
FINDING REF. DATE (S) DATE recommendation pos

miaration to DoH

NAME OF AUDIT / ASSURANCE

LEVEL

Sufficient evidence had been provided to support the implementation of|

Not Prioritised |Where, in exceptional cases, the nature of the required 30/11/2021 this recommendation. Examples of alternative information types for the N/A - now implemented
Finding 4 validation information is changed, Management should pre-payment checks / supporting information agreed with Contractors has P
ensure that appropriate equivalent means of validating claims been made available to Internal Audit.

in advance of payment are achieved.

Not Prioritised
Finding 5 The appeals process (already provided for in scheme
guidance) should be developed

Performance Management Framework

30/11/2021 An appeals process has now been agreed. N/A - now implemented

U - Performance Management of

. . q This is work in progress with a process of alignment between
Trusts 21-22 Priority 2 The HSCB should consider the future Performance 31/03/2022 Head of Performance Partially

Finding 1.1 Management Framework arrangements to be embedded Implemented Sz:::::gis ;,;? tg'lz’;zlzlﬂsm;g(fn:n :: d' a(t)igg(;:r?n}arﬁ paper has been 30-Sep-22 BSO Internal Audit
SATISFACTORY within the DoH / SPPG and finalise recommendations for the :
future arrangements accordingly.

Service Issues and Performance Management Meetings

Internal Audit acknowledges the challenges which COVID 19
brought for all involved in the HSC. However, HSCB should
Priority 2 aim to ensure that quarterly Service Issues and Performance 31/10/2021 Director of PMSID Quarterly Service Issues and Performance Management meetings have
Finding 2.1 Management meetings with all Trusts are held going forward, been re-established with a full schedule planned for 2022/23.

when possible to do so, to ensure that all areas of service
and performance by Trusts are thoroughly discussed,
challenged and dealt with on a regular basis and action plans
updated accordingly.

N/A - now implemented

Reporting Trusts’ activity and expenditure of 2021/22 non-
recurrent funding to DoH

HSCB should ensure that activity and expenditure of non-
recurrent funding is formally and promptly reported via the
HSCB PMSI Director to the RMB at DoH subsequent to each
month end.

Priority 2 . Activity and expenditure of non-recurrent funding is now being presented
Finding 3.1 Albeit the dominance of COVID19 may have impacted the 81/10/2021 Director of PMSID to TMG and onto Minister for Health thereafter.

commencement of Monitoring Meetings in 2021/22, the
HSCB should aim to commence monthly Monitoring Meetings
with Trusts earlier than 6 months into the financial year.

N/A - now implemented

Consideration should be given to taking formal minutes
capturing pertinent points of these Monitoring Meetings.

Minutes of Cancer Performance Meetings between HSCB
and individual Trusts

Prlmjlty 2 Given the significance and atten_tlon currently being given to 30/11/2021 Director of PMSID A f(:wrmal record of these meetings, including actions, is now being
Finding 4.1 cancer targets by the DoH, media, and the general public, the retained.

HSCB should consider capturing formal actions of such
meetings to provide an appropriate management and audit
trail.

MDT Activity Performance Reporting

N/A - now implemented

Pending the longer term activity reporting solution under
development through GPIP, the Interim activity reporting
solutions should be further developed for MDTs. These
performance management reports should focus on building 01/04/2022
capacity in primary care, service users’ access to local MDT
services and whether there is a corresponding impact on
core services within secondary and/or other care services
(where appropriate), in addition to the current focus on
staffing costs.

V - Multi-Disciplinary Teams 21-22 Priority 2

Finding 1.1

MDT Programme Imp Date Not

Director Passed Implementation date not yet passed. BSO Internal Audit

LIMITED

HSCB Year End Follow Up Review of Outstanding Internal Audit Recommendations 2021/22
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Internal Audit team

PRIORITY / ORIGINAL REVISED " .
NAME OF AUDIT/ ASSURANCE . pepoprt AUDIT FINDING NAME AND RECOMMENDATION IMPLEMENTATION RESPONSIBLE STATUS PROGRESS AS AT MARCH 2022 IMPLEMENTATION Responsible for this
LEVEL MANAGER(S) recommendation post

FINDING REF. DATE DATE o

miaration to DoH
MDT Activity Performance Reporting
- HSCB Management should update objectives and targets for
E;‘Eﬁya > inclusion in new and updated Investment Proposal Templates 30/06/2022 I\D/Iili)e'l(':th’Jrrogramme Im;l):’DatedNot Implementation date not yet passed. BSO Internal Audit
91 (IPTs) submitted by MDTs, going forward, which can be 2s=€
tangibly measured, performance reported against, and focus
on service user activity.
Role and Responsibility of HSCB
Priority 2 A formal document should be put, in place eg a MDT Programme Imp Date Not . '
Finding 2.1 Memorandum of Understanding, defining the roles and 30/09/2022 Director Passed Implementation date not yet passed. BSO Internal Audit
responsibilities and key controls of each organisation
involved in the process.
Role and Responsibility of HSCB
Priority 2 MDT Programme With the closure of the HSCB, a report will not be presented to HSCB B .
Finding 2.2 Appropriate regular reporting to HSCB Board should be 81/03/2022 Director Board. This has been confirmed by the HSCB Chief Executive. N/A - now implemented
developed.
MDT Implementation Plan
. . . . Implementation date not yet passed. The roadmap has been presented
Priority 2 The HSCB should provide the MDT Steering Group with a 31/03/2023  |MDT Programme Imp Date Not | > " o ctober 2021. A costed plan to supported this is the responsibility BSO Internal Audit
Finding 3.1 MDT Roadmap to secure approval in principle for future Director Passed . .
- i ) of the DoH Director of Primary Care.
direction of MDTs, with complemented with a fully costed
plan.
MDT Implementation Plan
Prloqty 2 Management should share this audit report with the DoH, 31/12/2021 M.DT Programme Report shared with DoH as requested on 30/12/21. N/A - now implemented
Finding 3.2 . > . - ) Director
including the requirement in respect of evaluation noted
above.
Project Meetings and Attendance
P_norAlty 2 Management should reylew anq update as appropnate terms 31/03/2022 MPT Programme Action has been taken tc_; address this recommendation with examples of| N/A - now implemented
Finding 4.1 of reference for the various project groups which they are Director Terms of Reference having been updated.
responsible for, to ensure these accurately reflect functions,
their operation and membership.
Project Meetings and Attendance
. . ) Action has been taken to address this recommendation with
P.r |or}ty 2 Management shou!d communlcatle tothe group§ (which 31/03/2022 M.D T Programme communication to relevant stakeholders of the importance of meeting in N/A - now implemented
Finding 4.2 HSCB are responsible for arranging) charged with MDT Director . . .
; X - . line with their Terms of Reference.
Project governance the importance of meeting regularly in
line with their Terms of Reference and of regular attendance.
Local MDT Project Boards’ Terms of Reference
Management should formally request that:
« The MDT Regional Project Board leads a review and
alignment of the roles and responsibilities of Local MDT
L Project Boards terms of reference. . . - .
P_r|or_|ty2 « There is regular reporting on the financial budgetary position 31/03/2022 M.DT Programme Evidence has beer_1 provided to cqnﬁrm that sufficient action has been N/A - now implemented
Finding 5.1 . Director taken to address this recommendation.
to Local MDT Project Board.
« Risk Registers are in place and risk is a standing item on
the agenda of Local MDT Project Board meetings.
* The Local Project Board ToR are updated to reflect current
membership and members names are documented.
W - Commissioning 21-22 — AN HSCB/SPPG

N.Ot I_Drlontlsed The_ Ilmltatlops of the current SBA process should be 30/04/2024 Director of implbatelNot Implementation date not yet passed. BSO Internal Audit

Finding 1 reviewed to inform the development of new contractual and L Passed
N/A - . A Commissioning

accountability arrangements going forward, primarily between
the SPPG and HSC Trusts within the context of the new ICS.

HSCB Year End Follow Up Review of Outstanding Internal Audit Recommendations 2021/22
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LEVEL

PRIORITY /
REPORT

FINDING REF.

AUDIT FINDING NAME AND RECOMMENDATION

HSCB / SPPG Management should develop the new

ORIGINAL
IMPLEMENTATION
DATE

RESPONSIBLE
MANAGER(S)

HSCB/SPPG Director
of Commissioning and

PROGRESS AS AT MARCH 2022
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Internal Audit team
Responsible for this
recommendation post
miaration to DoH

REVISED
IMPLEMENTATION
DATE

Eiztdli:[’]rlo;tlsed Integrated Care System (ICS) model, considering for 30/04/2023 DoH Director of Im;l):’Date dNOt Implementation date not yet passed. BSO Internal Audit
9 example, any good practice identified as a result of the Organisational 2s=€
pandemic and learning from current local commissioning Change
structures.
Not Prioritised |HSCB Management should ensure that support HSCB Director of Imp Date Not . '
Finding 3 arrangements in respect of HSCB staff supporting LCG 30/04/2022 Commissioning Passed Implementation date not yet passed. BSO Internal Audit
activities are maintained in order to provide support to the
continued operation of LCGs post 1st April 2022.
ENHANCEMENTS
X - Financial Review 21-22 . . - . .
P.r |or.|ty 2 Man?gement should review the'49 claims in defail and 31/03/2022 H.SCB ASS'SFant Action has been taken in respect of the overpayments identified. N/A - now implemented
Finding 1.1 provide any necessary information to Payroll Shared Director of Finance
SATISFACTORY A P
Services in order to progress the recovery of any identified
overpayments.
ENHANCEMENTS
Plrlor.lty 2 Finance should consider whether it is possible to identify 31/05/2022 H.SCB Assustant p (Dt e Implementation date not yet passed. BSO Internal Audit
Finding 1.2 . o o N Director of Finance Passed
potential errors within current payroll financial information
HSCB receives.
ENHANCEMENTS
Priority 2 Management should communicate to relevant Managers and bso Assistant Imp Date Not . .
Finding 1.3 staff to reinforce the appropriate use of ETM02 and what 31/05/2022 Dorector of HR Passed Implementation date not yet passed. BSO Internal Audit
claims can be made and approved in line with Agenda for
Change.
TIMELY PROCESSING OF TIMESHEETS
P.norAlty 2 Management should remind all managers and staff that all 31/03/2022 HSCB Assns?ant A corporate (?ommunlcatlon has been issued fo staff to address this N/A - now implemented
Finding 2.1 N o " Director of Finance recommendation.
payroll claims processed via timesheets should be submitted
and approved on a timely basis.
Y - Readiness for Migration to GOVERNANCE
Strategic Planning & Performance — . ) .
Not Prioritised |The HSCB should conduct a further review of any items, Corporate Business Imp Date Not . .
Group (SPPG) DoH 2021/22 Finding 1.1 which previously went to HSCB Board, which have not been 30/04/2022 Lead Passed Implementation date not yet passed. BSO Internal Audit
N/A already been documented in the assurance mapping
process.
GOVERNANCE
::;Eﬁyi > Annual assurances from DoH / SPPG to BSO should be 31/10/2022 g?;:?o/rifplfis:ance lm‘;DatedNOt Implementation date not yet passed. BSO Internal Audit
91 defined in respect of the transfer of financial balances to g=s
BSO.
RELATIONSHIP BETWEEN HSCB AND PHA
52- Serious Adverse Incidents 21- Priority 2 Management should request that the Circular (May 2010) be Director of Strategic Imp Date Not
Findiny 11 updated to reflect the migration of the HSCB to SPPG/DOH. 30/04/2022 Performance 9 73 d Implementation date not yet passed. BSO Internal Audit
LIMITED 91 The HSCB should notify ALBs of the arrangements for the 2S=8
Reporting and Follow up of Serious Adverse Incidents post
HSCB migration to SPPG/DoH.
RELATIONSHIP BETWEEN HSCB AND PHA
PlI'IOIjIly 2 Partlcular!y in context of HS‘ClB m|grahor_1 to DoH, a 31/10/2022 Director of Strategic Imp Date Not Implementation date not yet passed. BSO Internal Audit
Finding 1.2 partnership agreement outlining escalation arrangements Performance Passed

and a joint accountability mechanism between PHA and
SPPG regarding SAls should be formalised.

Received from Sharon Gallag
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Priority 2
Finding 4.1

WIT-73279

ORIGINAL REVISED Internal Audit team

RESPONSIBLE Responsible for this

AUDIT FINDING NAME AND RECOMMENDATION IMPLEMENTATION STATUS PROGRESS AS AT MARCH 2022 IMPLEMENTATION )
DATE MANAGER(S) DATE recommendation post

miaration to DoH

JOINT IMPROVEMENT PLAN

PHA and HSCB/SPPG should further strengthen their

performance accountability arrangements with HSC Trusts to Director of Strategic Imp Date Not
. : . ) 30/09/2022

drive more timely completion of reports that are of higher Performance Passed

quality.

A formal escalation process should also be developed for

Implementation date not yet passed. BSO Internal Audit

|escalation of Trusts that do not show improvement

Received from Sharon Gallag
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Genevieve Dorrian

From: Lynne Charlton

Sent: 10 june 2016 12:12

To: Michele Clawson

Subject: Re: Trust Urology complaints April 14 - March 15 & Trust complaints involving falls

April 14 - March 2015

Super thanks so much.

Sent from my BlackBerry 10 smartphone.

From: Michele Clawson

Sent: Friday, 10 June 2016 10:57

To: Lynne Charlton

Cc: Liz Fitzpatrick; Michael Cruikshanks; Mary McElroy

Subject: RE: Trust Urology complaints April 14 - March 15 & Trust complaints involving falls April 14 - March 2015

Lynne
Please find attached as requested to reflect the current position.
Regards

Michele

Michele Clawson | Complaints Officer | Corporate Services | Health and Sacial Care Board | 12-22 Linenhall Street |
Belfast BT2 8BS | Tel: the US|

From: Lynne Charlton

Sent: 26 May 2016 03:33

To: Michele Clawson

Cc: Liz Fitzpatrick; Michael Cruikshanks; Mary McElroy

Subject: RE: Trust Urology complaints April 14 - March 15 & Trust complaints involving falls April 14 - March 2015

Michele
Thank you so much for the information below.

If possible (and your work plan permitting) could the tables below be updated to reflect current position, | would
like to share the themes at our next urology Planning and Implementation Group on 16" June

Thanks

Lynne

From: Michele Clawson

Sent: 04 January 2016 15:29

To: Lynne Charlton

Cc: Liz Fitzpatrick; Michael Cruikshanks; Mary McElroy

Subject: RE: Trust Urology complaints April 14 - March 15 & Trust complaints involving falls April 14 - March 2015

Lynne
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I have attached complaints concerning Urclogy for the period April 2015 to September Zom-rle_ce-izagﬁlgaints

retrospectively and therefore this is the most current information we hold.
Regards
Michele

Michele Clawson
Complaints Officer
HSCB

Corporate Services
12-22 Linenhall Street
BELFAST

BT2 8BS

Personal Information redacted
Tel: by the USI

From: Lynne Charlton

Sent: 03 January 2016 17:59

To: Michele Clawson

Cc: Liz Fitzpatrick; Michael Cruikshanks; Mary McElroy

Subject: FW: Trust Urology complaints April 14 - March 15 & Trust complaints involving falls April 14 - March 2015

Michele

Thank you for the previous analysis of urclogy complaints below. Would it be possible to update to reflect current
position?

Thanks

Lynne

Head of Nursing, Quality, Safety and Patient Experience
Public Health Agency

12-21 tinenhall Street

Belfast

BT2 8BS

Personal Information redacted by}
the USI

Office
Mobile
Email

Personal Information redacted by the USI

From: Michele Clawson

Sent: 25 June 2015 12:31

To: Lynne Charlton

Cc: Liz Fitzpatrick; Michael Cruikshanks

Subject: Trust Urology complaints April 14 - March 15 & Trust complaints involving falls April 14 - March 2015

Lynne
Please see information attached in relation to Urology complaints for the period April 2014 = March 2015.
I have also attached complaints relating to falls for the same period.

The information was extracted from the Trust complaints reports using keyword searchs - ‘urology’ and ‘slip,trip, fall, fell’
2
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Regards

Michele Clawson
Complaints Officer
HSCB

Corporate Services
12-22 Linenhall Street
BELFAST

BT2 8BS

Personal Information redacted
Tel by the USI
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Appendix 291

Health and Social
Care Board

Paper No: SMT / |/

FOR NOTING
QUARTERLY COMPLAINTS REPORT JANUARY — MARCH 2015

Introduction

SMT previously agreed to receive a quarterly complaints report detailing
the information received by the Board in its monitoring role of HSC
complaints. The report is also shared with the Governance Committee.

Summary

This report provides detail on HSC complaints activity during the fourth
quarter of 2014/15 (January — March 2015), providing examples of real
complaints, and trends or themes that have been highlighted at the
Regional Complaints Sub-Group and discussed at the Quality Safety
and Experience Group. The Report also details any actions that have
been taken or recommended.

Finance

There are no implications in this regard.

Equality, Good Relations and Human Rights

There are no implications in this regard.

Received from Sharon Gallag 2. Annotated by the Urology Services Inquiry



WIT-73284

Recommendation

SMT are asked to:

¢ Note the detail on HSC complaints activity for the fourth
quarter of 2014/15;

o Agree submission of report to the Governance Committee for
information/consideration.

Michael Bloomfield
Director of Performance and Corporate Services

August 2015
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QUARTERLY COMPLAINTS REORT JANUARY- MARCH 2015

Background

The Senior Management Team (SMT) at its meeting on 12 November
2013 agreed arrangements for enhancing the level of information
received by SMT and the Governance Committee in relation to
complaints, in the light of recommendations contained within the Francis
Report.

Purpose of Paper

This report provides detail of complaints activity across HSC for the
period January — March 2015 and provides examples of complaints and
responses, trends and themes which have been considered at the
Regional Complaints Sub-Group (RCSG) meetings within the reporting
period.

The report was considered by the Quality Safety and Experience (QSE)
Group at its meeting on 5 August 2015.

Process

The Board receives an anonymised summary of each issue of
complaint, along with an outline of the response issued in respect of
closed complaints from each HSC Trust, ie a response has been issued
and/or a meeting with the complainant convened. In respect of Family
Practitioner Services (FPS), the Board receives an anonymised

(ie patient details) copy of each written complaint (letter/statement of
complaint/complaint form), together with an anonymised copy of the
response issued by the Practice/pharmacy.

Complaints staff on a monthly basis share information relating to
complaints concerning or associated with Emergency Departments,
Maternity and Gynaecology, Patient Experience, Falls and Nutrition,
Palliative Care, Allied Health Professional issues, Mis-identification,
Venous Thrombo-Embolisms (VTEs), wheelchairs and Social Care
issues with relevant professionals within the Board/PHA who provide
input into the RCSG. These professionals review the information shared
with them, identify whether they require further information or
clarification from the Trust, and confirm whether they are content with
the actions that have been taken. They also consider whether there is
any regional learning and/or make recommendation(s) to the Quality
Safety and Experience Group on suggested courses of action as a result
of an individual complaint or pattern/trend.
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In addition, professional staff also feed relevant information from
complaints into existing groups of which they are members: for example,
Falls Group, Maternity Group, Patient Experience Working Group and
Transforming Your Palliative and End of Life Care Programme.

Complaints Activity — January — March 2015
e HSC Trust Complaints

Since 2009 the number of complaints issues received has increased
from just under 5000 in 2009/10 to 7015 in 2014/15. However, these
statistics must be viewed in the context of the high number of
patient/client interactions with the HSC each year and the continued
promotion of complaints within the HSC as a whole.

For the period January - March 2015 (fourth quarter of 2014/15), the
complaints received by programme of care across the six HSC Trusts
are:

Table 4: Number of Complaint Issues Received by HSC Trusts by POC (QE Mar

15)

POC Belfast Northern Esazlt‘;:]n Southern Western NIAS ngélt::an
Acute 579 97 184 132 71 0 1,063
Maternal 30 10 26 23 23 0 112
Family & Child 18 36 18 32 8 0 112
Elderly 25 42 23 17 9 0 116
Mental Health 26 26 2 29 6 0 89
Learning Disability 4 2 3 10 39 0 58
Sensory Impairment 1 5 4 12 5 0 27
Health Promotion 0 0 0 0 0 0 0
Primary Health 1 4 18 28 0 0 51
Non specific 42 14 46 0 9 69 180
Total 726 236 324 283 170 69 1,808

The Board’s Deputy Complaints Manager is arranging to meet with the
Trusts Regional Complaints Forum (comprising complaints managers
from each of the Trusts) to discuss recording and better understand the
variations in the number of complaints received under some
programmes of care.
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e Family Practitioner Service (FPS) Complaints

The Board receives anonymised copies of approximately 300 written
complaints and responses (local resolution returns) from FPS Practices
each year, primarily from General Medical Practitioners and General
Dental Practitioners.

In addition, the Board acts as an intermediary, or ‘honest broker’, in
approximately 80 — 90 complaints per year, and again these
predominantly relate to General Medical and Dental Practitioners. The
role of an intermediary requires a level of mediation by the Board’s
complaints staff in an attempt to successfully resolve complaints at
Practice-level.

In January - March 2015 the Board received 49 local resolution returns
from GP Practices. No complaints returns were received from Dental
Practitioners, Pharmacies or Opticians during this period. The
complaints received related to issues concerning treatment and care
(12) and staff attitude/behaviour and communication (37).

The Board acted as an ‘honest broker’ on 21 occasions; 20 in relation to
GP Practices and one regarding a Dental Practice. The majority of
these complaints related to issues regarding treatment and care (15).
There were also complaints concerning communication (2); staff
attitude/behaviour (3); difficulties in making an appointment (GP) (1).

Complaints concerning clinical/professional/regulatory issues (including
‘honest broker’) are shared with relevant professional staff in Integrated
Care.

‘Honest Broker’ Complaints

EGP507:1415: This complaint featured at the Annual Complaints
Learning Event (June 2015) with the complainants having discussed
their experiences via pre-recorded video, which was then played on the
day of the event. The General Medical Practitioner being complained
about also spoke on the day, with the prior knowledge and agreement of
the complainants.

Background

The complaint concerned the death of the complainants’ daughter, who
died of pneumonia. The patient (who was asthmatic) had been feeling
unwell with a hoarse voice, bad cough and was also suffering nausea,

5
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diarrhoea, back pain, had difficulty breathing and had a fever. Believing
she had a chest infection she was seen at her GP Practice and
prescribed pain killers for muscular chest pain and then re-attended two
days later and was prescribed antibiotics. Her symptoms persisted and
36hrs later she contacted the OOH service and was advised to attend
the Emergency Department due to her shortness of breath when
speaking. The patient declined to attend and, although still unwell,
seemed to improve to an extent over the next two days; being able to
eat and sit up and watch television. At the end of this two day period her
breathing showed a rattling sound when lying on her side in bed. On
being turning her onto her back she was unresponsive and during
attempted resuscitation, vomit was seen in her mouth and nose. CPR
was attempted and an ambulance called; one shock of the cardiac
defibrillator was attempted by paramedics, which was unsuccessful, and
the patient passed away. Following autopsy her cause of death was
recorded as pneumonia.

Practice response: The complainants met with the Practice a week after
their daughter’s funeral, in an attempt to seek answers to their
questions: - why their daughter had died; why antibiotics were not
prescribed earlier; and why a chest infection had not been diagnosed.
Explanations were given at this meeting, which was brief. Having
considered and contemplated the situation for 16 months or so, the
complainants then approached the Board as they still had doubts and
concerns regarding the diagnosis by the GP. Board complaints staff met
with the complainants in their own home and took a statement of
complaint. Agreement was reached between the complainants and the
Practice for the Board to act as an ‘honest broker’ and the Practice was
requested to provide a written response to the agreed statement.

The response explained that the patient had advised that her recent
chest infection had been settling but that she was in pain in the lower left
part of her chest wall and had been worried about pleurisy; that her
chest was tender to touch but had sounded clear and the distinctive
scratching sound known as 'rub’ which is associated with pleurisy could
not be heard; and that painkillers for the pain were prescribed and her
asthma inhalers renewed. It was explained that antibiotics were not
prescribed at this time as it was not considered there was an infection.
They were prescribed, however, the next day as the patient had not
been feeling well overnight and the GP wished to be sure that there was
no residual infection which had not been detected. It was also explained
that at the time of the further telephone consultation (two days later) the
patient had been upset with the consultation with the OOH doctor (the
previous night) in terms of his manner and his advice that she attend
hospital: the OOH doctor had advised that she was short of breath and
unable to speak in full sentences and had advised her to go to A&E to

6
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rule out a burst lung. The response advised that the GP had not thought
a burst lung was the cause, as the patient had slightly improved from
when he had first seen her and had last spoken with her; and that in
retrospect, the patient must have deteriorated very quickly in the time
between his telephone consultation and the following day. The
response also confirmed that the patient had been offered the
vaccination against pneumococcus on several occasions but had never
availed of this or the influenza vaccination. It was explained that if she
had accepted this, it was unlikely that she would have contracted such a
severe infection.

After further consultations with the Board’s complaints staff and their
subsequent liaisons with the Practice, the complainants obtained a copy
of their daughter’'s GP records and also had opportunity to listen to the
OOH consultation (an audio copy of which was also supplied to them at
their request) which highlighted that the OOH doctor’s “best advice”
during the consultation was that the patient attend hospital; this was
stated on three or four occasions.

Although still deeply grieving for the loss of their daughter, the
complainants felt assured that a mis-diagnosis had not been made; that
clear advice and due care and attention had been given; and that some
closure had been achieved.

Learning points

Although the value of face to face discussion was well recognised by
both parties, the complainants and the Practice agreed that the meeting
between both had occurred too soon after the patient’s death and at a
time when both — albeit from different circumstances and perspectives -
were still coming to terms with this: - the complainants still in shock and
grieving at their loss and the Practice questioning themselves as to
whether something had been missed.

The Practice has confirmed that it encourages all relevant patients to get
vaccinated and now makes strenuous efforts to persuade those who
have previously refused the pneumococcal vaccine to take advantage of
this.

The Board currently has two complaints being considered by the
Commissioner for Complaints (Ombudsman), in which it acted in this
role and in which independent medical opinions were also sought.

HSC Board Complaints
Within this period 17 complaints were received concerning the Board.

14 complaints related to the decision to ‘pause’ elective treatment in the
7
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Independent Sector until funding became available. This situation
occurred due to financial constraints within Health and Social Care
requiring the Board to pause treatment provided within the Independent
Sector in a range of medical specialties. Subsequent responses issued
in these circumstances confirmed that the Board has authorised
Independent Sector Providers to proceed with the treatment of all
paused patients assessed as urgent as at the end of October 2014 and
the treatment of any additional patients who became urgent from
November 2014, with all other patients to be treated within the first
quarter of 2015/15. One complaint was received concerning
reimbursement of travel claims; one regarding the decision taken in
respect of a request for an extra contractual referral (ECR); and one
regarding the decision taken in respect of an individual funding request
(IFR).

OOHs Complaints

During this period the Board received 8 complaints returns regarding the
GP Out of Hours Service. Five of these related to treatment and care,
two related to communication and one related to staff attitude and
behaviour.

Themes and Trends (HSC Trusts)

Pain Relief and Nutrition

Previous reports have advised of a thematic review of complaints
received within HSC Trusts concerning the administration of

pain relief and issues relating to nutrition following a recommendation by
QSE. A draft report was submitted to QSE in March 2015 when it was
agreed that complaints concerning Family Practitioner Services should
be included within the report. A complete report will, therefore, be
considered by QSE at a future date.

Patient Experience

During this period there continued to be a significant number of
complaints attributed to patient experience. Some examples are: -

3958 — An 81 year old patient was admitted with a suspected
relapse of a severe UTI. The family's complaint concerned the
manner in which her blood samples were taken and the fact that
there were several failed attempts by junior staff when the patient
was in a vulnerable, weakened state, yet was coaxed to endure
pain, lengthy discomfort and great distress over several days and

8
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weeks.

Trust Response: An apology was given that the family's wishes that only
a senior doctor or phlebotomist take their mothers blood were not
listened to. A personal apology was also extended from the consultant
physician looking after the patient for her discomfort, pain and suffering
during her admission.

5329 — The mother of 5 year old child complained that when her
daughter was admitted to the paediatric ward from A&E, a surgeon
was to check on her, which did not occur. The child's condition
deteriorated overnight and she was transferred to the Royal
Children's Hospital, where a ruptured appendix was noted,
resulting in her spending several days in intensive care.

Trust response: The child was reviewed by the surgical registrar and
the symptoms were suggestive of possible gastroenteritis, although
appendicitis could not be excluded. The clinical records showed

that repeat bloods had been ordered. However, there was a breakdown
in communication between the doctor and nurse regarding this and as a
result the bloods were delayed. An apology was given for this oversight.
The child was reviewed by the consultant surgeon on the ward round the
following morning when it was noted that her condition had

deteriorated overnight and she was transferred to the Royal Belfast
Hospital for Sick Children (RBHSC) immediately.

Learning for the respective team, as a result of this complaint, was
identified as follows: -

1. The need for clear and explicit communication between nursing
and surgical medical staff regarding expected actions arising from
the patient care plan; and

2. A set of nursing observations recorded should potentially
have been escalated to the surgical team for their consideration.

The Trust is in the process of introducing an Early Warning Score
specifically relating to Paediatrics, which is a nursing observation tool
that will enhance the ability of the nursing team to recognise patient
deterioration and escalate concerns appropriately. Assurances were
also given that the Trust is intent on learning from this complaint as it
aims to provide the highest standard of treatment and care at all times.
A sincere apology was given for any distress caused and contact details
were provided should the mother wish to discuss the matter further.
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Additional RCSG Action

The Group noted the action taken by the Trust and agreed that the
information regarding this complaint would be shared with

Dr Gavin Lavery, Clinical Director HSC Safety Forum, who is currently
involved in work in relation to developing an Early Warning Score
specific to Paediatrics.

3946 — A patient was admitted to hospital with abdominal pain and
had their appendix removed. However, it was later discovered that
the pain was as a result of kidney stones. A stent was inserted and
discharge was effected. The complainant was concerned at the
length of time taken to get a further review and was unhappy with
the lack of co-ordination and communication around the patient’s
care and treatment. The Complainant felt the patient's health had
been put in danger because of the lack of joined up systems,
proper medical care and poor administrative systems.

Trust response: The complainant was advised of treatment and care
provided to the patient by both the urology and surgical consultants, and
explained that, following discharge from hospital, the patient had been
referred to the Stone Treatment Centre for further treatment. An
apology was given for the delay in obtaining an outpatient appointment.

Additional RCSG Action

Additional information was requested in respect of this complaint and is
currently being considered by one of the professionals on the Group,
who will indicate if any further action is necessary/required.

Maternity and Gynaecology

Complaints relating to maternity and gynaecology continue to be shared
with relevant professionals. Some examples are as follows:

8935 — A delay in treatment caused a patient to sustain a third
degree tear. The patient was then allowed to develop urinary
problem after delivery and had unsafe levels of urine in bladder and
continues to have on-going problems with their bladder. The
procedures regarding urinary retention had not been followed.

Trust response: The Trust clarified that following use of forceps,
pushing occurred very quickly and the doctor did not have time to
perform the episiotomy and this delay had resulted in the tear. Several
reviews were carried out to address the urinary problem and advice was
given. It was explained that delay in replacing catheter would not have

10
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led to damage to their bladder and outlined that the patient had been
having problems passing urine during labour. The Trust advised that a
review of any gaps in current policy for bladder care in respect of the
post natal ward and gynaecology was undertaken.

9482 — A patient was upset that she received a letter to visit a
health visitor about her baby; after she had a miscarriage.

Trust Response: The Trust explained the process regarding the
treatment after a miscarriage and the follow up care plan. An apology
was given for other agencies not being made aware of the miscarriage;
specifically the GP letter having been filed incorrectly in the records and
not actually sent to the GP. The Trust advised that a new system has
been introduced for staff to follow in such cases to ensure that this does
not occur again. A checklist has also been developed to ensure that all
the agencies are contacted in the event of a patient having a miscarriage
and a flow chart will be available for all staff to reference in such cases.

Long Term Recurrent Themes

Two themes that consistently continue to be reported are Staff
Attitude/Behaviour and Communication; and issues relating to Privacy
and Dignity. Examples of such complaints are outlined below:

Staff Attitude and Communication

9329 - Staff failed to introduce themselves, lack of confidentiality
when communicating information, delay in getting feed sorted,
appropriate treatment of wound, failure of staff to listen to the
family, failure to provide updates on progress or make appropriate
onward referral. Delay in replacing NG tube, long delays in
receiving fluid and nutrition, getting x-rays, poor attitude of nursing
staff. Delay in letting family onto the ward at visiting, failure to
respond to call bell, and patient neglected as he was in side ward
due to infection.

Trust response: The Trust apologised for staff not introducing
themselves and for this failure in communication. In terms of the wound,
advice was sourced from the tissue viability team; and it was noted that
the insertion of the NG tube had been a difficult procedure and on
occasions several attempts were required. Concerns over the feeding
difficulties had been voiced by nursing staff but it was stressed that their
emphasis was on the importance of safe administration and that
preventing aspiration was paramount. It was also stated that once
confirmation of the correct NG tube placement was known, feeding was

11
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commenced in a timely manner. The Trust apologised that the patient
felt isolated in a side room and acknowledged that if the family were
delayed in getting into ward, a degree of flexibility should have been
applied.

3873 — A mother was unhappy with the treatment/care/attitude
provided to her daughter by a nurse during her daughter’s
admission to the paediatric ward.

Trust response: The Trust apologised for failures in communication
which relatde to her daughter’s assessment in ED and her subsequent
admission process to children's ward. The Trust also apologised for the
lack of care and attention the patient received as an inpatient in the
children's ward. The Trust’s Head of Service and ward sister met with
the complainant regarding her concerns and the nursing care provided
was fully investigated.

Respect and Dignity
Complaints highlighting issues relating to respect and dignity continue to
be identified. Examples of such complaints are outlined below.

5397 — A complainant was unhappy with the care and treatment her
husband, who is registered blind, received in hospital. He was left
unattended on the toilet for a lengthy period by a bank nurse and
fell.

Trust response: The Trust apologised that the patient had fallen and
advised that this may have been due to a difference in the patient's lying
and standing blood pressure. The nurse advised that her intention was
to give the patient space and privacy while using the toilet, and that she
had subsequently become involved in assisting other patients. An
apology was given for any distress or annoyance this caused the patient
and family.

9410 - Client's underwear was not pulled up on his return home
from a day centre.

Trust response: Relevant managers met with the complainant during
which it was agreed that all staff would pay particular attention to ensure
that all clients’ needs are provided for in future. The Trust advised that
the patient’s needs would soon be reassessed and that arrangements
have been made for his mother to be present during the assessment.

Complaints of this nature continue to be shared with relevant
professionals to inform other areas of work.

12
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SMT are asked to note this report and its contents. Further information
is available on any of the example complaints detailed, should this be
required.

Liz Fitzpatrick (Mrs)
Complaints/Litigation Manager
HSC Board

August 2015

13
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Genevieve Dorrian

From: Mary McElroy

Sent: 23 June 2015 15:30

To: Michele Clawson

Subject: RE: RCSG Meeting - Contact details

Yes please Michelle

Mary

From: Michele Clawson

Sent: 23 June 2015 15:25

To: Mary McElroy

Subject: RE: RCSG Meeting - Contact details

Mary
Is it an anonymised copy of the complaint and response you require

m

Michele Clawson
Complaints Officer
HSCB

Corporate Services
12-22 Linenhall Street
BELFAST

on
BT2 8B
Personal Information redacted by
Tel the USI

From: Mary McElroy

Sent: 23 June 2015 15:24

To: Michele Clawson

Subject: RE: RCSG Meeting - Contact details

Michele

Further to our earlier conversation can | request more information on the following complaints

Sorry for the large number but | need more information befare | can say if | am satisfied with the response.

Regards Mary
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From: Michele Clawson

Sent: 23 June 2015 11:44

To: Mary McElroy

Cc: Lauren Church

Subject: RCSG Meeting - Contact details

Personal Information redacted by the USI

Michele Clawson
Complaints Officer
HSCB

Corporate Services
12-22 Linenbhall Street
BELFAST

BT2 8BS

J Personal Information redacted
Tet: | by the USI
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Genevieve Dorrian

From: AQ CONTACTS

Sent;: 25 June 2015 10:50

To: Alice McKeown

Cc: Michele Clawson

Subject: FW: URGENT: SHSCT Complaint Report - Further Information Requested for RCsG
Attachments: FW: Message from KMBT_223; FW: Message from KMBT_223

Follow Up Flag: Follow up

Flag Status: Completed

Alice — Additional information received re SHSCT complaints.

From: Complaints [mailto
Sent: 25 June 2015 10:47

To: HSCB AQ CONTACTS

Subject: FW: URGENT: SHSCT Complaint Report - Further Information Requested for RCsG

| understand that Alice is not in the office until 7 July and | have followed Alice’s Qut of Office instructions.

Eileen

From: Complaints

Sent: 25 June 2015 09:59

To: 'Alice McKeown'

Subject: FW: URGENT: SHSCT Complaint Report - Further Information Requested for RCsG
Alice

Please see below and attached for your information.

Regards.

SHSCT Complaints Office

From: ClientLiaison, AcutePatient

Sent: 25 June 2015 09:54

To: Complaints

Subject: RE: URGENT: SHSCT Complaint Report - Further Information Requested for RCsG
Dear Sandra, please see attached as requested.

Regards

David.

From: Complaints

Sent: 23 June 2015 16:37

To: ClientLiaison, AcutePatient

Subject: URGENT: SHSCT Complaint Report - Further Information Requested for RCsG

Please see e-mail below for urgent response.
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Appreciate if you can take forward.

Mrs Sandra Mcloughlin
Acting Corporate Complaints Officer
(Mon & Tues all day plus Wed AM)

Personal Information redacted by
the USI
5 Personal Information redacted by the USI

“You can follow us on Facebook and Twitter’

From: Corporate.Governance

Sent: 23 June 2015 16:32

To: ClientLiaison, AcutePatient

Cc: Complaints

Subject: FW; SHSCT Complaint Report - Further Information Requested for RCsG

Acute please see below and we look forward to your response in due course.

Eileen

Personal Information redacted by the USI
From: Alice McKeown [mailto:_

Sent: 23 June 2015 15:53
To: Corporate.Governance
Subject: SHSCT Complaint Report - Further Information Requested for RCsG

“This email is covered by the disclaimer found at the end of the message.”

Dear all,

| have been asked by a member of the HSCB Regional Complaints SubGroup to obtain further information
(i.e. the letter of complaint and letter of response) for the below complaints.

FORMAL | 3946 | 14/11/2014 | 02/03/2015 | 73 | ACUTE | Craigavon | Medicine 4 North | Professional
Area and Assessment of
Hospital Unscheduled Need

Care
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FORMAL | 4310 { 02/03/2015 { 27/04/2015 | 37 | ACUTE | Daisy Hill | Medicine Female | Staff P:
Hospital and Medical, | Attitude/Behaviour | th
Unscheduled | Level § to

Care

The next meeting for the Regiona! Complaints SubGroup is tomorrow at 2pm — however | realise this is
an unrealistic timescale. | would be grateful if you could forward the information requested by COP Friday

3 July.

Many thanks in advance,
Alice

Alice McKeown
HSCB

Corpgrate Service
Personal Information redacted by the

*The information contained in this email and any attachments is confidential and intended solely for the atiention and use of the named addressee(s). No
confidentiality or privilege is waived or lost by any mistransmission. If you are not the intended recipient of this email, please inform the sender by return
email and destroy all capies. Any views or opinions presented are solely those of the author and do not necessarily represent the views of HSCN). The
content of emails sent and received via the HSC network may be menitored for the purposes of ensuring compliance with HSC policies and procedures.
While HSCNI takes precautions in scanning outgoing emails for computer viruses, no respensibility will be accepted by HSCNI in the event that the email is
infected by a computer virus. Recipients are therefore encouraged to take their own precautions in relation to virus scanning. All emails held by HSCNI may
be subject to public disclosure under the Freedom of Information Act 2000.”
The Information and the Material transmitted is intended only for the
person or entity to which it is addressed and may be Confidential/Privileged

Information and/or copyright material.

Akny review, transmission,

dissemination or other use of,

or taking of

any action in reliance upon this information by persons or entities
other than the intended recipient is prohibited. If you receive this in error,
please contact the sender and delete the material from any computer.

Southern Health & Social Care Trust archive all Email

(sent & received)

for the purpose of ensuring compliance with the Trust 'IT Security Policy',
Corporate Governance and to facilitate FOI requests,

Southern Health & Social Care Trust IT Department
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Irrelevant information redacted by the USI

FOR COMPLAINTS, COMMENTS,
SUGGESTIONS & COMPLIMENTS

Please tick the appropriate box below
and complete the section opposite this if
you are making a comment, suggestion
or compliment. If you wish to make a
complaint please follow the guidance
under the “Complaints” section of this
leaflet.

COMMENT
SUGGESTION
COMPLIMENT
LOCATION:

s B e,

Personal Information redacted by the USI

Your Name:
Address:

Postcode:
Telephone: 4

If you are making this comment,
suggestion or compliment on behalf ol
another person, please provide their
details below and indicate your
relationship to that person.

Personal Information redacted by the USI

Their Name:
Address:

Postcode:
Telephone:

Relationship: Hunbeund
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T.;f i1 Southern Health
w// and Social Care Trust »

Your Ref:

27 April 2015 Our Ref:

»

Private & Confidential

Personal Information redacted by
the USI

EEE]

Information
Dear Mr redacted by

| refer to your complaint in respect of manner in which your wife was treated by a nurse
when she was recently a patient in Female Medical at Daisy Hill Hospital. Thank you for
taking the time to highlight your concerns and for providing me with the opportunity tB
address them.

Mrsas spoken with the nurse concerned. Staff Nurseiiigias adwse;d that she
called your wife by her name, assessed her hand to see if she could put in a cannula and
felt after assessing that she could not insert the cannula and asked her colleague to do the
task. Staff Nurseacknowledges that she did carry cut a blood pressure check but at
no stage does she recall being rude to your wife. This member of staff cared for other
patients on the same shift and they had -no complaints about the nursing care she gave.
We have taken this opportunity to reinforce the need for all staff to be sensitive and

professional to patients within our care.

| hope that you will find this response has addressed the issues that you raised. However
if you would like to discuss any aspect of this response further so that we may help in
resolving any outstanding issues, please do not hesitate to contact a member of the Clinical

Personal Information redacted by the U:

and Social Care Governance Team on or email
AcutePatient.ClientLiaison@southerntrust.hscni.net  within 3 months of the date on this
letter.

Alternatively, if you remain unhappy with the Trust’s response and fesl that further contact
with the Trust will not resolve your complaint, you can refer your complaint to the NI
Commissioner for Complaints (the Ombudsman) at the following address: Freepost BEL
1478, Belfast, BT1 6BR or Fresphone: 0800 34 34 24 oremail ombudsman@ni-
ombudsman.org.uk Further information on the role of the NIl Ombudsman can be found at
www.hi-ombudsman.org.uk

Clinical and Social Care Governance Team
Directorate of Acute Services
The Maples, Craigavon Area Hospital, 68 Lurgan Road, Portadown, BT53 5QQ

Personal Information
Telephone' redacted by the USI
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Yours sincerely

Personal Information redacted by the USI

e e

MRS'DEBORAH BURNS
interim Director of Acute Services

for Paula Clarke, Acting Chief Executive
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Corporate Complaints Officer
Southern Health & Social Care Trust,
Trust Headquarters,

Craigavon Area Hospital,
Portadown,

BT63 5QQ

24t October 2014

Dea

Personal Information redacted by the USI

Re:

Personal

| am writing to you to complain about the treatment and care of my son [ bt Craigavon

Area Hospital in recent monthsttended A&E at the Craigavon Area Hospital on
20/7/14 with abdominal pains. It was thought to be his appendix but theatre was initially
postponed whilst they did a CT scan to check his kidneys but then went ahead without scan
and they took out his appendix which was found to be fine. As they had not solved the
source of the pain, they did checks for Crohn's Disease and eventually found that it was 2
Meckel's diverticulum which was operated on and he was put on IV antibiotics for

48hrs. These operations were under the general surgery specialty and M

FEEE

They were going to discharg”!:”?" 14 but Urology Consultant Mriksse
to wait as they thought they had seen something to do with kidney stones in his urine and
creatinine levels. On 24!07/14ac1 a CTand ultrasound scan in which kidney stones
were seen, one of which was blocking the tube from one kidney. He was taken to theatre

again and the kidney stone was blasted and a stent put in on 24/7/14.

[ went to seeon the evening of 25/7/14 and no one had been to check on him yet
post operatively. | asked a nurse who said there had been comments written on his notes but
these must have been written without seeing him, o R aid No one had spoken to him
or asked him anything. At this stage | was very concerned and asserted that if a doctor

could not be found | would be taking this further.

A short time later & Registrar was available on the phone. He told me that the stone had
been blasted and that there are other stones but they were only 2mm or SO and would not
give him any trouble for 2-3 years. He also advised a stent had been put in to ensure the
kidney drained, and this needed removed within 6 weeks.

| was visitinn 26/7/14 and noticed his heart rate was 123 and | commented to the
nurse who said he might have an infection despite the antibiotics. His blood pressure was

normal. as allowed home for a few hours on 57/07/2014 to see some guests from
America. When 1 returned him to the ward, his pulse was now 115 and | enquired about this

but was told “at least it's lower than yesterday”.
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On 28/10/2014 the Urology Registrar said something still wasn't right according to his blood
and urine and maybe the kidney stone had moved and was giving him trouble. | said “but it's
only 2mm?” and the Registrar said “oh no it's about 1.2cm”. He was taken for another CT
scan and that evening at about midnight a discussion took place as to whether to operate or
wait until the moming. The decision was taken to operate immediately so this was carried
out at 1.00am on the Tuesday (29/7/14) morning as per the Consultant. It was 10.00

a.m. before he returned to the ward. Inside they went laparoscopically and found a mass of

infection q -germe - he had been bleeding out since the first operation and was
Information
redacted by the USI|

infected. Bost 3.8 litres of blood and had to have part of the small intestine removed
as a result. He was discharged on 3/8/14 and told not to be doing anything too active until
Christmas, so he put off going on a course he was planning to undertake as it involved

contact sports.

On 22/9/ 1 ]RGN vent back for the review at the General Surgery clinic (M and
was told he could go back to the gym etc. (he had missed the start of his course by two
weekgland that they had been told he had one stone in each kidney. The Registrar did not
chec wound and didn't discuss what had happened.

as still waiting for the Urology review, which should have been around the same
time as the genegal surgery review. 1 kept phbning about it fro 22/8/14 when the secretary
first told me thaas on their waiting list for a new appointment to whigh | responded,
“no it's a review appointment’, and | was then told that they were waiting’on scan results. |
called again a week later, and then two weeks later asking for the review appointment , as
the stent was still in and it wagdue to come out after six weeks. On 11/9/14 (now seven
weeks post stent surgery) Mlled me that -Pea“-a“eld”fs’r:‘zl” s kidneys

were full of stones and that he would D€ referring him to Mr the Us| in Craigavon

Personal

Area Hospital for 'stone therapy'. He said I'll dictate the letter today for Mr I and you'll

Personal

get an appointment. | asked about the stent and Mr iR said it could bébi)'me; calcified or
embedded so it would need to come out and would be difficult the longer it stayed in.

Time went on and four weeks later (eleven weeks after the operation) | called Mrs
secretary to see if he'd been referred as he hadn't received anything yet. She checked the
system and advised it had not been ({8dated with the information about the referral to Mr
e | then contacted Mr SRS secretary again who fried o say they were waiting for
RameIDUt when | said about the call I had from M BEEN <he said there was a typing
backlog and the managers knew about it but the referral had not been typed yet. 1 was
amazed but the secretary said they had totype letters chronologically. | then called Mr
s secretary to tell her and Ms secretary went into the system, pulled out the

lotter typed igerself and gave it to her boss. low | have received a lefter on 15/10/14
telling us tha RIS on a waiting list for MR

Personal

| am really unhappy with the lack of co-ordination and communication around REisHis care
and treatment. | feel that his health had been put in danger because of a lack of joined up
systems, proper medical care and poor administrative systems.

Personal
[ would like the issue o medical needs to be reviewed and addressed immediately.

| would also be obliged if you could carry out a full investigation into my concerns and
provide a response in accordance with the Health and Social Care Complaints Procedure.
| would like to meet with the Clinical Team responsible for ‘ﬁuéyn s care to get an
explanation as to how a young man with pressing medical neeads can seemingly drift

Recei
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p i at (Ot e

improve communication and continuity of care.
A copy of this letter has been sent to:

ise Skelly .
ra:ti:r?tuand Clignt Council
Quaker Buildings
High Street
Lurgan
BT66 8BB

Louise af’ the Patient
id reciaté it if a copy of all correspondence could be sent to
{ would app ‘
and Client Council.

P me if you need an further information.
k f‘-orwawd o receiving your reply. lease contact Ty Y
| loo rd t f d rt

Personal Information redacted by the USI

il ‘ ‘ ii 'i 1thfu|li,
Personal Information redacted by the
usl
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g2} Southern Health

N

/! and Social Care Trust
2 March 2015 ) Our Ref: 3046 Your Ref:

| 5 I

B

[}

Private & Confidential

Personal Information redacted by the
usi

Personal Information

- ' Personal Information redacted by the
| refer to your complaint in respect of your SOS e oo 5
was an inpatient in July 2014, Can | apologise for the delay in returning this response to

you and thank you for taking the time to highlight your concerns and for providing me with
the opportunity to address them.

Persgnd Personal Information
| have asked MrsHead of General Surgery and Mrs Head of Urology to
investigate your complaint.

Personal Information farmaio u
as admitted under the care of re!J;fé’!;‘;a;i’?.w Consultant Surgeon and he was taken
ersonal Information -
1o Thealto on 24 July 2014, The procedure was o7~ oy Mir INGERRRRE Registrar assisted
ersonal Information redacte ersonal Information i3 ! i .
by DN SO R dney stones were blasted’ and a stent put in.

; " i Personal Information
In relation to the aftercare provided fo your son following his procedure, Mrs redacted by the US| BgFoE]
reviewed your son’s notes. There is an entry recorded on 25 July 2014 by Ms S

Urology Registrar, that your son was ‘day 1 post-op, apyrexic, needs VTE over weekend,
stop tazocin if well tomorrow’. There is no time on this entry but Ms IEEEwould have
eeded to be on the ward {0 get access to his notes. | apologise that Ms [l had not
spoken with your son before recording this entry. )

| would like to apologise for the comment made by the Nurse to you after your son had
returned from home leave, this has been addressed at a team meeting on the ward and the
importance of not making flippant remarks when speaking to relatives.

During your son’s sta P,na’-_ he was as you are aware under the joint care of Surgery
and Urology and Mrs i RS- onfirms that both specialties have recorded information in
your son's hospital notes for € eryday of his inpatient stay. | am unsurg which Registrar
spoke ith ou on 28 July 2014 regarding the size of the stone but Mrs conﬁrms
thatll .no,'if’a'lii'n ad a 1.6cm stone ‘blasted’ on 24 July 2014 and that there were turtner stones

that were approximately 1cm in size and | believe that may be what the Registrar was

. . . . 5 Personal Information '

referring to when he was discussing this with you. MrhaS confirmed that, as per
arsona) Information] P ersonal Information 1

WP iocic by e US) would probably need further treatment to render him stone free,
powever this was Anways planned for after his discharge home. | am sorry to hear that

itormation became unwell and had to go back to theatre on 30 July where he had a
laparotomy, washout and small bowel resection. | am advised that he continued to do well

Clinical and Social Care Governance Team
Directorate of Acute Services
Craigavon Area Hospital, 68 Lurgan Road, Portadown, BT63 5QQ
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after that and was discharged on 3 August 2014, 10 be followed up at the General Surgery
clinic and the Stone Treatment Clinic.

P.ers(;na-_m letter on 12 August 2014 and this was typed on 13 August 2014
requesting thaf i

|
B ecacea by the US| SESISI , be added to an Uro-Radiology meeting and to ensure
that this happened when Mr 'f was in attendance. This meeting was to discuss the

pathway that wold be required for your son’s future care. Unfortunately, due to other
cases and Mrot available this wasn't discussed at the Uro-Radiological Meeting

Personal

until 11 Septemper Wien it w that your son should be Mt the
Stone Treatment Centre. Mk B on dictated a letter 1O M i hich wasn't typed

until 9 October 2014 which was unfortunately due to a backlog in typing.

| would like to apologise for this delay in getting your son added for his outpatient
appointment and also for the conflicting information that you had received from the
secretaries. | have asked their manager to address this and to ensuré that they give out the

correct information to patients.

pereonal Information . Persongl .

In the meantime | s R vas reviewed at M BRGNS clinic on 22 September 2014.
nformation redacted
by the USI

He was seen by Miss the Registrar. She noted that he was two months
following surgery. She also noted that on the same admission he was found to have a right
ureteric calculus for which he was treated with ureteroscopy and laser. He has further renal
calculi and she noted that he awaited follow up at the Stone Treatment Centre.

The discharge letter from 8 December 2014.was copied 10 wir NEEREAN Consultant Urologist
o emind him they had planned to reviet the Stone Treatment Centre. Miss
) . urther details that he was well. He had a good appetite his bowels were working
normally and that his wound had now healed. She states that she discussed events during

pission and answered any of the questions that he or his mother raised. She noted
that IKEEREEE2s keen to go back to rugby and she advised him that a gradual return to

IHli would be safe at this stage. He was then discharged from further follow up at Mr

s clinic.

ireatment and care, | would like to take this opportunity to assure you that whilst an

| respect of your complaint about the lack of co-ordination and communication around
redacted byO('I?;aLtJI[SJII1
nNpd

R in July 2014 in 4 North, there is evidence in the notes that your son was seen
every day by both the General Surgery and Urology teams and that they had discussed
your son pbetween them and agreed how pbest his care should be managed. | also can
advise that the General Surgery Registrar's take Over the care of Urology patients from
11pm-9am Monday to Friday and then from 9pm-9am on a Saturday and Sunday, s0O there
would always be a continuation of care between both specialties.

Again | would like to apologise for the delays in the systems, and the backlog in the typing
whilst your son waited to be seen by Mr R | would advise that the Urology service in

the Southern Trust is experiencing a high demand and our waiting times have increased
significantly.

have been advised thathas attended for an outpatient appointment with Mr
nformaton @]y 24 November 2014 and that he has been admitted for procedures on 30
December, 3 and 10 February 2015 and that it is planned that he is admitted again on 3

March 2015. | trust that these admissions have and are resolving his medical needs.

Received from Sharon G
allag 2. Annotated by the Urology Services Inquiry
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| hope that you will find this response has addressed the issues that you raised. | do note in
your correspondence that you would like to meet with the Clinical Team responsible for your
son's care and if you feel that you ofill wish to do sO or if you would like to discuss any
aspect of this response further S0 that we may help in resolving any outstanding issues,
please do ‘Personan.ﬁormmn,e;m-byme 2 member of the Clinical and Social Care Governance

or email AcutePaﬁent.CiientLiason@ SOUthemtrust.hscnl,net

aateon this letter.

usl

Team on
within 3 months of the

Alternatively, if you remain unhappy with the Trusts response and feel that further contact
with the Trust will not resolve your complaint, you can refer your complaint to the NI
Commissioner for Complainis (the Ombudsman) at the following address: Freepost BEL
1478, Belfast, BT1 6BR Of Freephone: 0800 34 34 24 or email ombudsman@ni-
ombudsman.org.uk Further information on the role of the NI Ombudsman can be found at

www.ni»ombudsman.org.uk

Yours sincerely

Personal Information redacted by the USI

AH BURNS
Interim Director of Acute Services
for Mairead McAlinden, Chief Executive

Received from Sh
aron Gallag
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e P ersonal Information —

Type D Closed | Response | Directorate|  Site
received time (Subiects) Stage
FORMAL 4319[20/02/201530/03/2015 25[ACUTE | Craigavon |Surgery and [ENT Clinic_|Waiting List, no action plan CLOSED
Area Elective Delay/Canc
Hospital  [Care ellation
Outpatient
Appointmen
ts
FORMAL 4224]05/02/2015 [02/03/2015 17[ACUTE  |Craigavon |Medicine |1 South | Quality of no action plan CLOSED
Area and Medical [Treatment &
Hospital  [Unschedule Care
d Care
FORMAL 4211[23/01/201509/03/72015 31[ACUTE  |Craigavon |Medicine |Emergency |RecordsiRe no action plan CLOSED
Area and Department |cord
Hospital  [Unschedule Keeping
d Care
FORMAL 4299]11/02/2015 [ 10/03/2015 19[ACUTE  |Craigavon |Medicine |Emergency |Professional no action plan CLOSED
Area and Department |Assessment
Hospital  [Unschedule of Need
d Care
FORMAL 425804/02/2015 |02/03/2015 18[ACUTE  |Daisy Hill |Surgery and|Fracture | Quality of No action plan. CLOSED
Hospital  [Elective |Clinic Treatment &
Care Care
FORMAL 4258]04/02/2015 [02/03/2015 18[ACUTE  |Daisy Hill |Surgery and|Fracture | Staff No action plan. CLOSED
Hospital  [Elective |Clinic Attitude/Beh
Care aviour
FORMAL 4273(09/02/2015 | 13/03/2015 24[ACUTE  |Craigavon |Functional |Switchboard | Staff No action plan CLOSED
Area Support
Hospital __|Services
FORMAL 3946 14/11/2014 [02/03/2015 73[ACUTE  |Craigavon |Medicine |4 North Discussion (o take place with secretaries and their managers o address the | CLOSED
Area and issue of confiicting information to patient/family members.
Hospital  [Unschedule
d Care
FORMAL 3946|14/11/2014 | 02/03/2015 73[ACUTE Craigavon | Medicine 3 South Waiting List, | Patient admitted to hospital with abdominal pain. Appendix removed and Complainant advised of treatment and care given to her son by both Urology |Discussion to take place with secretaries and their managers to address the (CLOSED
Area and elay/Canc later discover that pain was as a result of kidney stones, stent inserted and | and Surgical consultants. After discharge from hospital patient has been |issue of conflicting information to patient/family members.
Hospital Unschedule ellation discharge effected. Complainant concerned at the length of time it has taken | referred to the Stone Treatment Centre for further treatment. Apology given
d Care Planned [to get a further review and is unhappy with the lack of co-ordination and for delay in getting an outpatient appointment.
Admission | communication around patient's care and treatment. Complainant feels
to Hospital | patient's health had been put in danger because of lack of joined up
systems, proper medical care and poor administrative systems.
FORMAL 4296(13/02/2015 [02/03/2015 11[ACUTE  |Craigavon |Medicine | Dietetic Jurther review appointments being arranged to reduce waiting time for CLOSED
Area and Clinic tients.
Hospital  [Unschedule
d Care
FORMAL 432127/02/2015 | 04/03/2015 3[ACUTE  |Craigavon |Medicine | Diabetology |Other 0 action plan CLOSED
Area and Clinic
Hospital  [Unschedule
d Care
FORMAL 4253(04/02/2015 | 12/03/2015 26[ACUTE  |Daisy Hill |Medicine |Emergency |Waiting CLOSED
Hospital  [and Department | Times, A&
Unschedule Departme
d Care s
FORMAL 4253(04/02/2015 | 12/03/2015 26|ACUTE  |Daisy Hill |Medicine |Emergency |Professior CLOSED
Hospital  [and Department
Unschedule
d Care
FORMAL 428312/02/2015 |30/03/2015 31[ACUTE  |Craigavon |Medicine | Diabetology b action plan CLOSED
Area and Clinic
Hospital  [Unschedule
d Care
FORMAL 4172[13/01/201503/03/2015 35[ACUTE  |Daisy Hill |Integrated |Early taff reminded to ensure patients are in the correct place for their CLOSED
Hospital  [Materity  |Pregnancy bpointments.
and Problem
'Womens Clinic
Health
FORMAL 4164]09/01/2015 | 02/03/2015 36[ACUTE  |Craigavon |Integrated |Theatre [0 action plan CLOSED
Area Maternity
Hospital  [and
Womens
Health
FORMAL 4164(09/01/201502/03/2015 36|ACUTE  |Craigavon |Integrated |1 West |Staff 0 action plan CLOSED
Area Matemity | Gynae
Hospital [and
Womens
Health
FORMAL 4416[26103/2015 | 26/03/2015 O[ACUTE |Craigavon |Surgery and CLOSED
Area Elective Premises
Hospital  [Care
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Type D First Closed | Response | Directorate|  Site Division | Loc (Exact)| Subjects
received time (Subiects)
FORMAL 4268[06/02/2015 | 16/03/2015 26[ACUTE  |Craigavon |Integrated |Early unica
Area Matemity  |Pregnancy |tion/informat
Hospital [and Problem i
Womens | Clinic
Health
FORMAL 4268[06/02/2015 | 16/03/2015 26[ACUTE  |Craigavon |Integrated |1 West | Quality of
Area Matemity | Gynae Treatment &
Hospital  [and Care
Womens
Health
FORMAL 4217[26101/2015 | 30/03/2015 44[ACUTE | Daisy Hill |Cancerand |Audiology | Staff
Hospital [Clinical  [Clinic: Atitude/Beh
Services / aviour
Anaesthetic
s, Theatres
&IC
FORMAL 4414[11/03/2015 | 30/03/2015 12[ACUTE  |Daisy Hill |Medicine | Diabetology |Waiting List,
Hospital [and Clinic Delay/Canc
Unschedule ellation
d Care Outpatient
Appointmen
ts
FORMAL 4277[09102/2015 | 03/03/2015 16[ACUTE | Craigavon |Functional |Booking | Policy/Com
Area Support  [Centre mercial
Hosoital _|Services Decisions.
FORMAL 4307[18/02/2015 | 09/03/2015 13[ACUTE | Craigavon |Functional |Fracture ta
Area Support | Clinic Atitude/Beh
Hosoital _|Services aviour
FORMAL 4129[29/12/2014 | 30/03/2015 63[ACUTE  |DaisyHill |integrated |Maternity | Staff
Hospital  [Maternity ~ |Ward Attitude/Beh
and aviour
Womens
Health
FORMAL 412929/12/2014 [30/03/2015 63[ACUTE  |DaisyHill |Integrated |General |Communica
Hospital  [Matemity [Surgery [tion/informat
and Clinic i
Womens
Health
FORMAL 4129[29/12/2014 | 30/03/2015 63[ACUTE  |DaisyHill |integrated |Theatre | Quality of
Hospital | Maternity Treatment &
and Care
Womens
Health
FORMAL 4332(25/02/2015 |30/03/2015 22[ACUTE  |Craigavon |Medicine |1 South |Communica
Area and Medical  [tion/informat
Hospital  [Unschedule ion
d Care
FORMAL 4332[2502/2015 | 30/03/2015 22[ACUTE  |Craigavon |Medicine |1 South |Discharge/T
Area and Medical |ransfer
Hospital  [Unschedule Arrangemen
d Care ts
FORMAL 4220]06/02/2015 [02/03/2015 16[ACUTE  |Craigavon |Integrated | Gynae Communica
Area Matemity | Clinic tion/Informat
Hospital  [and i
Womens
Health
FORMAL 4262[16/02/2015 | 02/03/2015 10[ACUTE |Craigavon |Functional | Booking unica
Area Support  [Centre tion/Informat
Hospital  [Services i
FORMAL 4262[16/02/2015 | 02/03/2015 10[ACUTE |Craigavon |Functional |Booking | Communica
Area Support  [Centre tion/Informat
Hospital  [Services ion
FORMAL 4237[29/01/2015 | 30/03/2015 41[ACUTE  |Craigavon |integrated | Admissions/ | Quality of
Area Matemity ~ [Assessment  Treatment &
Hospital  [and Unit Care
Womens
Health
FORMAL 4237[29/01/2015 | 30/03/2015 41[ACUTE |Craigavon |Integrated | Admissions/ | Communica
Area Matemity | Assessment | tion/lnformat
Hospital [and Unit i
Womens
Health
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Description

Outcome

Action taken (Investigation) Current Lessons learned
Stage
No action plan CLOSED
No action plan CLOSED
No action plan CLOSED
o action plan CLOSED
Staff reminded to be more considerate to patients when they are unable to | CLOSED
attend an appointment due to a bereavement.
No action plan CLOSED
No action plan CLOSED
No action plan CLOSED
No action plan CLOSED
o action plan CLOSED
o action plan CLOSED
Staff to undergo "breaking bad news" training. CLOSED
Checks to be made regarding a chaperone at the clinic and also what checks
are made re notes when a patient is to receive bad news
No action plan CLOSED
No action plan CLOSED
Midwives reminded o provide clear and accurate information regarding CLOSED
timeframe to process a sample result.
Midwives reminded to provide clear and accurate information regarding CLOSED

timeframe to process a sample result.
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HSC Board Headquarters
. 12-22 Linenhall Street
Health and Social BELFAST
Care Board BT42 1QB

Tel . Personal Information redacted by

Fax:

Web Site : www.hscboard.hscni.net

BY EMAIL

CXs HSC Trusts, BSO, NIBTS

22 April 2010

Dear Colleagues

HSCB Procedure for the reporting and follow up of Serious Adverse Incidents
(SAls)

You will be aware that the requirement on HSC organisations to routinely report SAls to
the Department will cease from 1 May 2010. From this date, the arrangements for the
reporting and follow up of SAls, pending the full implementation of the Regional Adverse
Incident Learning (RAIL) system, will transfer to the HSCB.

The attached procedure reflects the responsibilities of all relevant organisations in
respect to the reporting of SAls and introduces a robust and streamlined system in
relation to how they managed, working in close partnership with professionals from PHA
and RQIA.

You will note that certain incidents relating to The Children (NI) Order 1995 have now
been removed from the SAI process. The reporting of these incidents will now be made
directly to the Social Care and Children Directorate, HSCB. Guidance in respect of these
arrangements will be issued by the directorate prior to 1 May 2010.

| would like to take this opportunity to thank colleagues from the Department, PHA and
RQIA, together with you and your staff for their involvement in the development of the
procedure. This has included attendance at the workshop in February and the responses
received from the consultation process; all of which has helped shape the procedure into
one that is both coherent and comprehensive.

It is our intention to review the procedure during the course of the next year and would
value your input at that time. This review will also take account of the DHSSPS Health

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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and Social Care Regional Template and Guidance for Incident/Investigation/Review
Report, which is currently part of this process.

If you have any queries in relation to the attached procedure, please contact:

. Personal Information redacted by the USI Personal Information redacted by
Ao vacil (I o W
or
. Personal Information redacted by the USI Personal Information redacted by . . .
Jacqueline Burns ([SEEEE) o e Ua ) in the first instance.

Please note, a copy of the procedure can be accessed via the web link below:

http://www.hscboard.hscni.net/consult/Policies/HSCB Procedure for the reporting and followup
of SAI - April 2010.pdf

Yours sincerely

John Compton
Chief Executive

cc: HSCB Directors
PHA Cx & Directors
RQIA Cx
PCC Cx
Director Safety, Quality and Standards DHSSPS
Medical Director, RQIA
HSC Trust Governance and Risk Management Leads
HSCB / PHA Regional SAl Review Group
Deputy Head, Safety, Quality & Standards Directorate, DHSSPS
Head of Programme MH & LD, RQIA

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry
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Health an ial Health & Social Care Board

alth and Socia 12-22 Linenhall Street
Care Board BELFAST BT2 8BS

Chief Executives, HSC Trusts Tel :

Chief Executive, Public Health Agency Fax: ]
Chief Executive, Business Services Web Site : www.hscboard.hscni.net
Organisation

Chief Executive, Northern Ireland Blood

Transfusion Service

Chief Executive, Patient Client Council

Chief Executive, Northern Ireland Medical

and Dental Training Agency

Chief Executive, Northern Ireland Practice

and Education Council

20 September 2013

Dear Colleague

REVISED PROCEDURE FOR THE REPORTING AND FOLLOW UP
OF SERIOUS ADVERSE INCIDENTS - OCTOBER 2013

On 1 May 2010 the responsibility for the management and follow up of
Serious Adverse Incidents (SAls) transferred from Department of Health,
Social Services and Public Safety (DHSSPS) to the Health and Social
Care Board (HSCB) working jointly with Public Health Agency (PHA) and
collaboratively with Regulation Quality Improvement Authority (RQIA). In
response, the HSCB issued the Procedure for the Reporting and Follow
up of SAls (the Procedure) to all HSC organisations and Special
Agencies, which set out the process to be followed when a SAIl occurred
during the course of their normal business or commissioned service.

During 2012/13 the HSCB, working with the PHA, undertook a review of
the procedure issued in 2010. This involved meetings with colleagues
from across the HSC to identify ways in which the current procedure
could be improved.

As a result of these discussions, a revised draft procedure was issued
for consultation during August. Further amendments were made to
reflect comments received during this exercise, and a copy of the final
revised Procedure can be accessed via the web link below:
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http://www.hscboard.hscni.net/publications/Policies/102%20Procedure f
or the reporting and followup of Serious Adverse Incidents-
Oct2013.pdf

| would particularly draw your attention to a number of changes to the
Procedure as a result of the review:

o« SAIl criteria — an additional criterion has been included at
paragraph 4.2.2 “any death of a child in receipt of HSC Services
(up to eighteenth birthday). This includes hospital and community
services, a Looked After Child or a child whose name is on the
Child Protection Register”.

In addition, the timescale for reporting serious self-harm, serious
assault (including suspected suicides, homicides and sexual
assaults) SAls, by a service user known to/referred to mental
health services, has been revised from 24 months to 12 months
prior to the incident.

e Investigation levels — the single investigation process for all SAls
has been replaced by three levels of investigation to reflect the
complexity of the incident and to ensure the timely identification of
learning.

o Timescales for conducting investigations have been revised in line
with the level of investigation to be undertaken.

Implementation

In order to ensure a smooth transition from the current arrangements to
the revised Procedure, implementation will be phased as follows:

e From 1 October 2013, the revised SAI reporting criteria will be
adopted along with the associated reporting documentation;

¢ The introduction of the revised investigation levels and associated
timescales will be implemented by individual organisations over
the next six months, to be fully operational from 1 April 2014. This
is to provide sufficient time for all organisations to provide training
for staff and put in place local operational protocols to support the
Procedure.
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Conclusion

| would like to thank all of the staff from across the HSC who have
contributed and provided input to the review of the SAIl procedure. |
believe that the revised procedure will strengthen governance
arrangements at a local level within individual organisations and also
enhance the arrangements regionally, to ensure learning from incidents
is identified and disseminated in a timely manner to improve the safety
and quality of services.

If you have an
Anne Madill (
Jacqueline Burns (
instance.

uerles |n relation to the Procedure

nal Infor redacted by the USI nal Infor

please contact:

Personal Information redacted by the USI

) in the first

Yours sincerely

JOHN COMPTON
CHIEF EXECUTIVE

Encs

cc  Chief Medical Officer, DHSSPS
Chief Nursing Officer, DHSSPS
Acting Chief Pharmaceutical Officer, DHSSPS
Acting Director Safety, Quality and Standards DHSSPS
Deputy Head, Safety, Quality and Standards, DHSSPS
Dr Paddy Woods, DCMO, DHSSPS
RQIA Chief Executive - Glenn Houston
Medical Director, RQIA - Dr David Stewart
Director of Mental Health and Learning Disability and Social Work,
RQIA -Theresa Nixon
Director of Regulation and Nursing, RQIA - Kathy Fodey
Head of Programme MH & LD, RQIA - Patrick Convery
HSC Trust Medical Directors
HSC Trust Directors of Nursing
HSC Trust Governance and Risk Management Leads
HSC Trust Directors of Mental Health and Learning Disability
HSCB SMT
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HSCB / PHA Regional SAl Review Group
Medical Director/Director of Public Health, PHA
Director of Nursing & AHPs, PHA
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FOREWORD

Commissioners and Providers of health and social care want to ensure that
when a serious event or incident occurs, there is a systematic process in
place for safeguarding services users, staff, and members of the public, as
well as property, resources and reputation.

One of the building blocks for doing this is a clear, regionally agreed approach
to the reporting, management, follow-up and learning from serious adverse
incidents (SAI). Working in conjunction with other Health and Social Care
(HSC) organisations, this procedure has been developed to provide a system-
wide perspective on serious incidents occurring within the HSC and Special
Agencies and also takes account of the independent sector where it provides
services on behalf of the HSC.

The procedure seeks to provide a consistent approach to:
- what constitutes a serious adverse incident;
- clarifying the roles, responsibilities and processes relating to the
reporting, investigation, dissemination and implementation of learning
- fulfilling statutory and regulatory requirements
- tools and resources that support good practice.

Our aim is to work toward clearer, consistent governance arrangements for
reporting and learning from the most serious incidents; supporting
preventative measures and reducing the risk of serious harm to service users.

The implementation of this procedure will not only support governance at a
local level within individual organisations but will also improve existing
regional governance and risk management arrangements by facilitating
openness, trust, continuous learning and ultimately service improvement.

John Compton
Chief Executive

Page 3
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SECTION ONE
1.0 BACKGROUND

Circular HSS (PPM) 06/04 introduced interim guidance on the reporting and
follow-up on serious adverse incidents (SAls). Its purpose was to provide
guidance for HPSS organisations and special agencies on the reporting and
management of SAls and near misses.
www.dhsspsni.gov.uk/hss(ppm)06-04.pdf

Circular HSS (PPM) 05/05 provided an update on safety issues; to underline
the need for HPSS organisations to report SAls and near misses to DHSSPS
in line with Circular HSS (PPM) 06/04
www.dhsspsni.gov.uk/hssppm05-05.pdf

Circular HSS (PPM) 02/2006 drew attention to certain aspects of the reporting
of SAls which needed to be managed more effectively. It notified respective
organisations of changes in the way SAls should be reported in the future and
provided a revised report pro forma. It also clarified the processes DHSSPS
had put in place to consider SAls notified to it, outlining the feedback that
would then be made to the wider HPSS.
www.dhsspsni.gov.uk/gpi_adverse_incidents_circular.pdf

In March 2006, DHSSPS introduced Safety First: A Framework for
Sustainable Improvement in the HPSS. The aim of this document was to
draw together key themes to promote service user safety in the HPSS. lts
purpose was to build on existing systems and good practice so as to bring
about a clear and consistent DHSSPS policy and action plan.
http://www.dhsspsni.gov.uk/safety first -

a_framework for_sustainable _improvement on_the hpss-2.pdf

The Health and Personal Social Services (Quality Improvement and
Regulation) (Northern Ireland) Order 2003 imposed a ‘statutory duty of quality’
on HPSS Boards and Trusts. To support this legal responsibility, the Quality
Standards for Health and Social Care were issued by DHSSPS in March
2006.

www.dhsspsni.gov.uk/gpi_quality standards for_health __ social_care.pdf

Circular HSC (SQS) 19/2007 advised of refinements to DHSSPS SAI system
and of changes which would be put in place from April 2007, to promote
learning from SAls and reduce any unnecessary duplication of paperwork for
organisations. It also clarified arrangements for the reporting of breaches of
patients waiting in excess of 12 hours in emergency care departments.
http://www.dhsspsni.gov.uk/hss __sasd _19-07.pdf

Under the Provisions of Articles 86(2) of the Mental Health (NI) Order 1986,
the Regulation & Quality Improvement Authority (RQIA) has a duty to make
inquiry into any case where it appears to the Authority that there may be
amongst other things, ill treatment or deficiency in care or treatment.
Guidance in relation to reporting requirements under the above Order
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previously issued in April 2000 was reviewed, updated and re-issued in
August 2007. (Note: Functions of the previous Mental Health Commission
transferred to RQIA on 1 April 2009)

www.dhsspsni.gov.uk/utec _guidance august 2007.pdf

Circular HSC (SQSD) 22/2009 provided specific guidance on initial changes
to the operation of the system of SAl reporting arrangements during 2009/10.
The immediate changes were to lead to a reduction in the number of SAls that
were required to be reported to DHSSPS. It also advised organisations that a
further circular would be issued giving details about the next stage in the
phased implementation which would be put in place to manage the transition
from the DHSSPS SAl reporting system, through its cessation and to the
establishment of the RAIL system.

www.dhsspsni.gov.uk/hsc-sqsd-22-09.pdf

Circular HSC (SQSC) 08/2010, issued in April 2010, provided guidance on
the transfer of SAIl reporting arrangements from the Department to the HSC
Board, working in partnership with the Public Health Agency. It also provided
guidance on the revised incident reporting roles and responsibilities of HSC
Trusts, Family Practitioner Services, the Health & Social Care (HSC) Board
and Public Health Agency (PHA), the extended remit of the Regulation &
Quality Improvement Authority (RQIA), and the Department,
http://www.dhsspsni.gov.uk/index/phealth/sgs/sqsd-quidance.htm

Circular HSC (SQSD) 10/2010 advises on the operation of an Early Alert
System, the arrangements to manage the transfer of Serious Adverse Incident
(SAI) reporting arrangements from the Department to the HSC Board, working
in partnership with the Public Health Agency and the incident reporting roles
and responsibilities of Trusts, family practitioner services, the new regional
organisations, the Health & Social Care (HSC) Board and Public Health
Agency (PHA), and the extended remit of the Regulation & Quality
Improvement Authority (RQIA).
http://www.dhsspsni.gov.uk/hsc__sqgsd__10-10.pdf

In May 2010 responsibility for management of SAl reporting transferred from
the DHSSPS (Department) to HSCB working in partnership with the Public
Health Agency (PHA). Following consultation with key stakeholders, the
HSCB issued the procedure for the ‘Reporting and Follow up of Serious
Adverse Incidents’ to HSC Trusts, Family Practitioner Services (FPS) and
Independent Service Providers.
http://www.hscboard.hscni.net/publications/Policies/101%20Serious%20Adver
s€%20Incident%20-
%20Procedure%20for%20the%20reporting%20and%20followup%200f%20S
Al%20-%20April%202010%20-%20PDF%20268KB %20.pdf

In May 2010 the Director of Social Care and Children HSCB issued guidance
on ‘Untoward Events relating to Children in Need and Looked After Children’
to HSC Trusts. This guidance clarified the arrangements for the reporting of
events, aligned to delegated statutory functions and Departmental Guidance,
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which are more appropriately reported to the HSCB Social Care and
Children’s Directorate.

In 2005 the Regional Adult Protection Forum produced standardised, regional
policies and procedures in the ‘Safeguarding Vulnerable Adults’ document, a
framework based on best practice. This document represented a major new
phase in improving adult protection arrangements across the region.
www.hscboard.hscni.net/publications/LegacyBoards/001%20Regional%20Ad
ult%20Protection%20Policy%20and%20Procedural%20Guidance %202006%
20-%20PDF%20249KB.pdf

In February 2011 the HSCB issued the ‘Protocol for responding to SAls
involving an alleged homicide’ perpetrated by a service user known to/referred
to mental health and/or learning disability services, in the two years prior to
the incident. The 2013 revised HSCB ‘Protocol for responding to SAls
involving an alleged homicide’ is contained in Appendix 13.

Circular HSS (MD) 8/2013 replaces HSS (MD) 06/2006 and advises of a
revised Memorandum of Understanding (MOU) when investigating patient or
client safety incidents. This revised MOU is designed to improve appropriate
information sharing and co-ordination when joint or simultaneous
investigations are required when a serious incident occurs.

http://www.dhsspsni.gov.uk/ph_mou_investigating patient or client safety in

cidents.pdf

DHSSPS Memo dated 17 July 2013 from Chief Medical Officer introduced the
HSCB/PHA protocol on the dissemination of guidance/information to the HSC
and the assurance arrangements where these are required. The protocol
assists the HSCB/PHA in determining what actions would benefit from a
regional approach rather than each provider taking action individually.
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2.0 INTRODUCTION

The purpose of this procedure is to provide guidance to Health and Social
Care (HSC) Organisations, and Special Agencies (SA) in relation to the
reporting and follow up of Serious Adverse Incidents (SAls) arising during the
course of their business or commissioned service.

The requirement on HSC organisations to routinely report SAls to the
Department of Health, Social Services and Public Safety (DHSSPS) ceased
on 1 May 2010. From this date, the revised arrangements for the reporting
and follow up of SAls, transferred to the Health and Social Care Board
(HSCB) working both jointly with the Public Health Agency (PHA) and
collaboratively with the Regulation and Quality Improvement Authority (RQIA).

This process aims to:

- Provide a mechanism to effectively share learning in a meaningful way;
with a focus on safety and quality; ultimately leading to service
improvement for service users.

- Provide a coherent approach to what constitutes a SAIl; to ensure
consistency in reporting across the HSC and Special Agencies.

- Clarify the roles, responsibilities and processes relating to the
reporting, investigation, dissemination and implementation of learning
arising from SAls which occur during the course of the business of a
HSC organisation / Special Agency or commissioned/funded service;

- Ensure the process works simultaneously with all other statutory and
regulatory organisations that may require to be notified of the incident
or be involved the investigation.

- Keep the process for the reporting and review of SAls under review to
ensure it is fit for purpose and minimises unnecessary duplication;

- Recognise the responsibilities of individual organisations and support
them in ensuring compliance; by providing a culture of openness and
transparency that encourages the reporting of SAls

- Ensure trends, best practice and learning is identified, disseminated
and implemented in a timely manner, in order to prevent recurrence;

- Maintain a high quality of information and documentation within a time
bound process.
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SECTION TWO
3.0 APPLICATION OF PROCEDURE

3.1  Who does this procedure apply to?

This procedure applies to the reporting and follow up of SAls arising
during the course of the business in DHSSPS Arm’s Length Bodies
(ALBs) i.e.
e HSC organisations (HSC)

- Health and Social Care Board

- Public Health Agency

- Business Services Organisation

- Belfast Health and Social Care Trust

- Northern Health and Social Care Trust

- Southern Health and Social Care Trust

- South Eastern Health and Social Care Trust

- Western Health and Social Care Trust

- Northern Ireland Ambulance Service

- Regulation & Quality Improvement Authority

e Special Agencies (SA)
- Northern Ireland Blood Transfusion Service
- Patient Client Council
- Northern Ireland Medical and Dental Training Agency
- Northern Ireland Practice and Education Council

The principles for SAlI management set out in this procedure are
relevant to all the above organisations. Each organisation should
therefore ensure that its incident policies are consistent with this
guidance while being relevant to its own local arrangements.

3.2 Incidents reported by Family Practitioner Services
(FPS)

Adverse incidents occurring within services provided by independent
practitioners within: General Medical Services, Pharmacy, Dental or
Optometry, are routinely forwarded to the HSCB Integrated Care
Directorate in line with the HSCB FPS Adverse Incident Protocol. On
receipt of reported adverse incidents the HSCB Integrated Care
Directorate will decide if the incident meets the criteria of a SAIl and if
so will be the organisation responsible to report the SAI.
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3.3 Incidents that occur within the Independent
/ICommunity & Voluntary Sectors (ICVS)

SAls that occur within ICVS, where the service has been
commissioned/funded by a HSC organisation must be reported. For
example: service users placed/funded by HSC Trusts in independent
sector accommodation, including private hospital, nursing or residential
care homes, supported housing, day care facilities or availing of HSC
funded voluntary/community services. These SAls must be reported
and investigated by the HSC organisation who has:

- referred the service user (this includes Extra Contractual
Referrals) to the ICVS;

or, if this cannot be determined;

- the HSC organisation who holds the contract with the
IVCS

HSC organisations that refer service users to ICVS should ensure all
contracts, held with ICVS, include adequate arrangements for the
reporting of adverse incidents in order to ensure SAls are routinely
identified.

All relevant events occurring within ICVS which fall within the relevant
notification arrangements under legislation should continue to be
notified to RQIA.

3.4 Reporting of HSC Interface Incidents

Interface incidents are those incidents which have occurred in one
organisation, but where the incident has been identified in another
organisation. In such instances, it is possible the organisation where
the incident may have occurred is not aware of the incident; however
the reporting and follow up investigation may be their responsibility. It
will not be until such times as the organisation, where the incident has
occurred, is made aware of the incident; that it can be determined if the
incident is a SAIl

In order to ensure these incidents are notified to the correct
organisation in a timely manner, the organisation where the incident
was identified will report to the HSCB using the HSC Interface Incident
Notification Form (see Appendix 3). The HSCB Governance Team will
upon receipt contact the organisation where the incident has occurred
and advise them of the notification in order to ascertain if the incident
will be reported as a SAI.

Some of these incidents will subsequently be reported as SAls and
may require other organisations to jointly input into the investigation. In
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these instances refer to Appendix 12 - Guidance on Joint
Investigations.

3.5 Incidents reported and investigated by
Organisations external to HSC and Special
Agencies

The reporting of SAls to the HSCB will work in conjunction with and in
some circumstances inform the reporting requirements of other
statutory agencies and external bodies. In that regard, all existing local
or national reporting arrangements, where there are statutory or
mandatory reporting obligations, will continue to operate in tandem with
this procedure

3.5.1 Memorandum of Understanding (MOU)

In February 2006, the DHSSPS issued circular HSS (MD)
06/2006 - a Memorandum of Understanding — which was
developed to improve appropriate information sharing and co-
ordination when joint or simultaneous investigations are required
into a serious incident.

Circular HSS (MD) 8/2013 replaces the above circular and
advises of a revised MOU Investigating patient or client safety
incidents which can be found on the Departmental website:

http://www.dhsspsni.gov.uk/ph_mou_investigating_patient_or_client_s
afety_incidents.pdf

The MOU has been agreed between the DHSSPS, on behalf of
the Health and Social Care Service (HSCS), the Police Service
of Northern Ireland (PSNI), the Northern Ireland Courts and
Tribunals Service (Coroners Service for NI) and the Health and
Safety Executive for Northern Ireland (HSENI). It will apply to
people receiving care and treatment from HSC in Northern
Ireland. The principles and practices promoted in the document
apply to other locations, where health and social care is
provided e.g. it could be applied when considering an incident in
a family doctor or dental practice, or for a person receiving
private health or social care provided by the HSCS.

It sets out the general principles for the HSCS, PSNI, Coroners
Service for NI and HSENI to observe when liaising with one
another.

The purpose of the MOU is to promote effective communication
between the organisations. The MOU will take effect in
circumstances of unexpected death or serious untoward harm
requiring investigation by the PSNI, Coroners Service for NI or
HSENI separately or jointly. This may be the case when an

Page 10

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry


http://www.dhsspsni.gov.uk/ph_mou_investigating_patient_or_client_s

WIT-73328

incident has arisen from or involved criminal intent, recklessness
and/or gross negligence, or in the context of health and safety, a
work-related death.

The MOU is intended to help:

Identify which organisations should be involved and the
lead investigating body.

- Prompt early decisions about the actions and
investigations thought to be necessary by all
organisations and a dialogue about the implications of
these.

- Provide an understanding of the roles and responsibilities
of the other organisations involved in the memorandum
before high level decisions are taken.

- Ensure strategic decisions are taken early in the process
and prevent unnecessary duplication of effort and
resources of all the organisations concerned.

HSC Organisations should note that the MOU does not preclude
simultaneous investigations by the HSC and other organisations
e.g. Root Cause Analysis by the HSC when the case is being
investigated by the Coroner’s Service and/or PSNI/HSENI.

In these situations, the Strategic Communication and Decision
Group can be used to clarify any difficulties that may arise;
particularly where an external organisation’s investigation has
the potential to impede a SAIl investigation and subsequently
delay the dissemination of regional learning.

3.6 Reporting of SAls to RQIA

RQIA have a statutory obligation to investigate some incidents that are
also reported under the SAI procedure. In order to avoid duplication of
incident notification and investigation, RQIA will work in conjunction with
the HSCB/PHA with regard to the review of certain categories of SAI. In
this regard the following SAls should be notified to RQIA at the same
time of notification to the HSCB:

- All mental health and learning disability SAls reportable to
RQIA under Article 86.2 of the Mental Health (NI) Order
1986.

- Any SAl that occurs within the regulated sector (whether

statutory or independent) for a service that has been
commissioned/funded by a HSC organisation.
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It is acknowledged these incidents should already have
been reported to RQIA as a ‘notifiable event’ by the
statutory or independent organisation where the incident
has occurred (in line with relevant reporting regulations).
This notification will alert RQIA that the incident is also
being investigated as a SAl by the HSC organisation who
commissioned the service.

- The HSCB/PHA Designated Review Officer (DRO) will
lead and co-ordinate the SAI management, and follow up,
with the reporting organisation; however for these SAls
this will be carried out in conjunction with RQIA

professionals. A separate administrative protocol
between the HSCB and RQIA can be accessed at
Appendix 14.
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4.0 DEFINITION AND CRITERIA

4.1 Definition of an Adverse Incident

‘Any event or circumstances that could have or did lead to harm,
loss or damage to people, property, environment or reputation’.’
arising during the course of the business of a HSC organisation / Special
Agency or commissioned service

The following criteria will determine whether or not an adverse incident
constitutes a SAI.

4.2 SAlI criteria

4.2.1. serious injury to, or the unexpected/unexplained death of:

- a service user (including those events which should
be reviewed through a significant event audit)

- a staff member in the course of their work
- a member of the public whilst visiting a HSC facility;

42.2. any death of a child in receipt of HSC services (up to
eighteenth  birthday). This includes hospital and
community services, a Looked After Child or a child
whose name is on the Child Protection Register;

4.2.3. unexpected serious risk to a service user and/or staff
member and/or member of the public;

4.2.4. unexpected or significant threat to provide service and/or
maintain business continuity;

4.2.5. serious self-harm or serious assault (including attempted
suicide, homicide and sexual assaults) by a service user,
a member of staff or a member of the public within any
healthcare facility providing a commissioned service;

4.2.6. serious self-harm or serious assault (including homicide

and sexual assaults)

- on other service users,

- on staff or

- on members of the public
by a service user in the community who has a mental
illness or disorder (as defined within the Mental Health
(NI) Order 1986) and known to/referred to mental health
and related services (including CAMHS, psychiatry of old

1 Source: DHSSPS How to classify adverse incidents and risk guidance 2006
www.dhsspsni.gov.uk/ph_how to classify adverse incidents and risk - gquidance.pdf
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age or leaving and aftercare services) and/or learning
disability services, in the 12 months prior to the incident;

4.2.7. suspected suicide of a service user who has a mental
illness or disorder (as defined within the Mental Health
(NI) Order 1986) and known to/referred to mental health
and related services (including CAMHS, psychiatry of old
age or leaving and aftercare services) and/or learning
disability services, in the 12 months prior to the incident;

4.2.8. serious incidents of public interest or concern relating to:
- any of the criteria above
- theft, fraud, information breaches or data losses

- a member of HSC staff or independent
practitioner.

ANY ADVERSE INCIDENT WHICH MEETS ONE OR MORE OF THE
ABOVE CRITERIA SHOULD BE REPORTED AS A SAl.

Note: The new HSC Regional Risk Matrix may assist organisations in determining
the level of ‘seriousness’ refer to Appendix 15

5.0 SAIINVESTIGATIONS

SAl investigations should be conducted at a level appropriate and
proportionate to the complexity of the incident under review. In order to
ensure timely learning from all SAls reported, it is important the level of
investigation focuses on the complexity of the incident and not solely on the
significance of the event.

Whilst most SAIs will be subject to a Level 1 investigation, for some more
complex SAls, reporting organisations may instigate a Level 2 or 3
investigation immediately following the incident occurring. The level of
investigation should be noted on the SAI notification form.

The HSC Regional Risk Matrix (refer to Appendix 15) may assist
organisations in determining the level of ‘seriousness’ and subsequently the
level of investigation to be undertaken. SAls which meet the criteria in 4.2
above will be investigated by the reporting organisation using one or more of
the following:

5.1 Level 1 Investigation — Significant Event Audit (SEA)

Most SAI notifications will enter the investigation process at this level
and an SEA will immediately be undertaken to:

- assess why and what has happened
- agree follow up actions
- identify learning.
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The possible outcomes from the investigation may include:
- closed — no new learning
- closed — with learning
- requires Level 2 or 3 investigation.

(refer to Appendix 5 guidance on SEA investigations)

If it is determined this level of investigation is sufficient, an SEA report
will be completed (see Appendix 4) and sent to the HSCB within 4
weeks (6 weeks by exception) of the SAl being reported.

If the SEA determines the SAl is more complex and requires a more
detailed investigation, the investigation will move to either a Level 2 or
3 investigation. In this instance the SEA report will still be forwarded
to the HSCB within 4 weeks (6 weeks by exception) of the SAl being
reported with additional sections being completed to outline
membership and Terms of Reference of the team completing the
Level 2 or 3 investigations.

5.2 Level 2 — Root Cause Analysis (RCA)

As stated above, some SAls will enter at Level 2 investigation
following a SEA.

When a Level 2 or 3 investigation is instigated immediately following
notification of a SAl, the reporting organisation will inform the HSCB
within 4 weeks, of the Terms of Reference (TOR) and Membership of
the Investigation Team for consideration by the HSCB/PHA DRO.
This will be achieved by submitting sections two and three of the
investigation report to the HSCB. (Refer to Appendix 6 — template for
Level 2 & 3 investigation reports).

The investigation must be conducted to a high level of detail (see
Appendix 6 — template for Level 2 & 3 investigation reports). The
investigation should include use of appropriate analytical tools and will
normally be conducted by a multidisciplinary team (not directly
involved in the incident), and chaired by someone independent to the
incident but who can be within the same organisation. (Refer to
Appendix 10 Guidance notes on membership of review teams for
Level 2 investigations).

Level 2 RCA investigations may involve two or more organisations. In
these instances, it is important a lead organisation is identified but
also that all organisations contribute to, and approve the final
investigation report (Refer to Appendix 12 Guidance on joint
investigations).

On completion of Level 2 investigations, the final report must be
submitted to the HSCB:

- within 12 weeks from the date the incident was discovered, or
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- within 12 weeks from the date of the SEA.
5.3 Level 3 — Independent Investigation
Level 3 investigations will be considered for SAls that:
- are particularly complex involving multiple organisations;

- have a degree of technical complexity that requires
independent expert advice;

- are very high profile and attracting a high level of both public
and media attention.

In some instances the whole team may be independent to the
organisation/s where the incident/s has occurred.

The timescales for reporting, Chair and Membership of the
investigation team will be agreed by the HSCB/PHA Designated
Review Officer (DRO) at the outset (see Appendix 11 Guidance notes
for Level 3 investigations).

The format for Level 3 investigation reports will be the same as for
Level 2 investigations (see Appendix 7 — guidance notes on template
for Level 2 and 3 investigations).

For any SAIl which involves an alleged homicide by a service user
who has a mental illness or disorder (as defined within the Mental
Health (NI) Order 1986) and known to/referred to mental health and
related services (including CAMHS, psychiatry of old age or leaving
and aftercare services) and/or learning disability services, in the 12
months prior to the incident, the Protocol for Responding to a SAl in
the Event of a Homicide, issued in 2010 and revised in 2013 should
be followed (see Appendix 13).

5.4 Involvement of Service Users/Relatives/Carers in
Investigations

It is important that teams involved in investigations in any of the above
three levels ensure sensitivity to the needs of the service
user/relatives/carers involved in the incident and agree appropriate
communication arrangements, where appropriate.

The Investigation Team should provide an opportunity for the service
user / relatives / carers to contribute to the investigation, as is felt
necessary. The level of involvement clearly depends on the nature of
the incident and the service users/relatives/carers wishes to be
involved.
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6.0 TIMESCALES

6.1 Notification

Any adverse incident that meets the criteria indicated in section 4.2
should be reported within 72 hours of the incident being discovered
using the SAI Notification Form (see Appendix 1).

6.2 Investigation Reports

LEVEL 1 - SEA

SEA reports must be completed using the SEA template and submitted
to the HSCB within 4 weeks (6 weeks by exception) of the SAl being
notified.

LEVEL 2 - RCA

For those SAls where a full RCA is instigated immediately, sections 2 &
3 of the RCA Report, outlining TOR and membership of the
investigation team, must be submitted no later than within 4 weeks of
the SAl being notified to the HSCB.

RCA investigation reports must be fully completed using the RCA
report template and submitted to the HSCB 12 weeks following the
date the incident was discovered, or from the date of the SEA.

LEVEL 3 — INDEPENDENT INVESTIGATIONS

Timescales for completion of Level 3 investigations will be agreed
between the reporting organisation and the HSCB/PHA DRO as soon
as it is determined that the SAI requires a Level 3 investigation.

6.3 Investigation Report Extensions

LEVEL 1 INVESTIGATIONS - SEA
Extensions will not be granted for this level of investigation.
LEVEL 2 INVESTIGATIONS - RCA

In most circumstances, all timescales for submission of RCA
investigation reports must be adhered to. However, it is
acknowledged, by exception, there may be occasions where an
investigation is particularly complex, perhaps involving two or more
organisations or where other external organisation such as PSNI,
HSCNI etc; are involved in the same investigation. In these instances
the reporting organisation may request one extension to the normal
timescale i.e. 12 weeks from timescale for submission of SEA report.
This request must be approved by the DRO and should be requested
when submitting the SEA report.
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LEVEL 3 INVESTIGATIONS — INDEPENDENT

All timescales must be agreed with the DRO at the outset of the
investigation. One extension may be granted, if agreed by the DRO.

6.4 Responding to additional information requests

Once the investigation report has been received, the DRO, with
appropriate clinical or other support, will review the report to ensure
that both the investigation and action plan are comprehensive.

If the DRO is not satisfied that the report reflects a robust investigation
additional information may be requested. Responses to additional
information requests must be provided in a timely manner:

- Level One investigation within 1 week
- Level Two or Three investigation within 4 weeks.

Progress in relation to timeliness of completed investigation reports will be
monitored and reported to HSCB/PHA Regional SAl Group. Any variance
from timescales and processes will be escalated, if necessary, to the HSCB’s
bi-monthly meetings with Trusts.

7.0 OTHER INVESTIGATIVE PROCESSES

The reporting of SAls to the HSCB will work in conjunction with all other HSC
investigation processes, statutory agencies and external bodies. In that
regard, all existing reporting arrangements, where there are statutory or
mandatory reporting obligations, will continue to operate in tandem with this
procedure.

In that regard, there may be occasions when a reporting organisation will
have reported an incident via another process before or after it has been
reported as a SAl.

7.1 Complaints in the HSC

Complaints in HSC’ Standards and Guidelines for Resolution and
Learning (The Guidance) outlines how HSC organisations should deal
with complaints raised by persons who use/have used, or are waiting
to use HSC services. While it is a separate process to the
management and follow-up of SAls, there will be occasions when an
SAIl has been reported by a HSC organisation, and subsequently a
complaint is received relating to the same incident or issues, or
alternatively, a complaint may generate the reporting of an SAl.

In these instances, the relevant HSC organisation must be clear as to

how the issues of complaint will be investigated. For example, there
may be elements of the complaint that will be solely reliant on the
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outcome of the SAl investigation and there may be aspects of the
complaint which will not be part of the SAIl investigation and can only
be investigated under the Complaints Procedure.

It is therefore important that complaints handling staff and staff who
deal with SAls communicate effectively and regularly when a
complaint is linked to a SAIl investigation. This will ensure that all
aspects of the complaint are responded to effectively, via the most
appropriate means and in a timely manner. Fundamental to this, will
obviously be the need for the organisation investigating the complaint
to communicate effectively with the complainant in respect of how
their complaint will be investigated, and when and how they can
expect to receive a response from the HSC organisation.

7.2 HSCB Social Care Untoward Events Procedure

The above procedure provides guidance on the reporting of incidents
relating to statutory functions under the Children (NI) Order 1995.

If, during the investigation of an incident reported under the HSCB
Untoward Events procedure, it becomes apparent the incident meets
the criteria of a SAI, the incident should immediately be notified to the
HSCB as a SAl. Board officers within the HSCB will close the
Untoward Events incident and the incident will continue to be
managed via the SAl process.

7.3 Child Protection and Adult Protection

Any incident involving the suspicion or allegation that a child or adult
is at risk of abuse, exploitation or neglect should be investigated
under the procedures set down in relation to a child and adult
protection.

If during the investigation of one of these incidents it becomes
apparent that the incident meets the criteria for an SAl, the incident
will immediately be notified to the HSCB as an SAl.

It should be noted that, where possible, safeguarding investigations
will run in parallel as separate investigations to the SAl process with
the relevant findings from these investigations informing the SAl
investigation and vice versa. However, all such investigations should
be conducted in accordance with the processes set out in the
Protocols for Joint Investigation of Cases of Alleged or Suspected
Abuse of Children or Adults.

In these circumstances, the DRO should liaise closely with the HSC
Trusts on the progress of the investigation and the likely timescales
for completion of the SAI Report.

On occasion the incident under investigation may be considered so
serious as to meet the criteria for a Case Management Review (CMR)
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for children, set by the Safeguarding Board for Northern Ireland; a
Serious Case Review (SCR) for adults set by the Northern Ireland
Adult Safeguarding Partnership; or a Domestic Homicide Review.

In these circumstances, the incident will be notified to the HSCB as an
SAl. This naotification will indicate that a CMR, SCR or Domestic
Homicide Review is underway. This information will be recorded on
the Datix system, and the SAI will be closed.

7.4 Transferring SAls to other Investigation Processes

Following notification and initial investigation of a SAl, more
information may emerge that determines the need for a specialist
investigation.

This type of investigation includes:
- Case Management Reviews
- Serious Case Reviews
- Independent / Public Inquiry.

Once a DRO has been informed a SAI has transferred to one of the
above investigation s/he will close the SAIl and inform all relevant
organisations.

7.5 De-escalating a SAI

It is recognised that organisations report SAls based on limited
information and the situation may change when more information has
been gathered; which may result in the incident no longer meeting the
SAl criteria.

Where a reporting organisation has determined the incident reported
no longer meets the criteria of a SAl, a request to de-escalate the SAI
should be submitted immediately to the HSCB by completing section
18 of the SAI notification form (Additional Information following initial
Notification).

The DRO will review the request to de-escalate and will inform the
reporting organisation and RQIA (where relevant) of the decision as
soon as possible and at least within 5 working days from the request
was submitted.

If the DRO agrees, the SAIl will be de-escalated and no further SAIl
investigation will be required. The reporting organisation may
however continue to investigate as an adverse incident or in line with
other HSC investigation processes (as highlighted above). If the
DRO makes a decision that the SAl should not be de-escalated the
investigation report should be submitted in line with previous
timescales.
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It is important to protect the integrity of the SAl investigation process from
situations where there is the probability of disciplinary action, or criminal
charges. The SAl investigation team must be are aware of the clear
distinction between the aims and boundaries of SAl investigations, which are
solely for the identification and reporting learning points, compared with
disciplinary, requlatory or criminal processes.

HSC organisations have a duty to secure the safety and well-being of
patients, the investigation to determine root causes and learning points
should still be progressed in parallel with other investigations, ensuring
remedial actions are put in place as necessary and to reduce the likelihood
of recurrence.
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8.0 LEARNING FROM SAls

The key aim of this procedure is to improve services and reduce the risk of
incident recurrence, both within the reporting organisation and across the
HSC as a whole. The dissemination of learning following a SAl is therefore
core to achieving this and to ensure shared lessons are embedded in practice
and the safety and quality of care provided.

HSCB in conjunction with the PHA will:

- ensure that themes and learning from SAls are identified and
disseminated for implementation in a timely manner; this may be
done via:

= |earning letters
= learning newsletter
= thematic reviews;

- provide an assurance mechanism that learning from SAls has
been disseminated and appropriate action taken by all relevant
organisations;

- review and consider learning from external/independent reports
relating to quality/safety.

It is acknowledged HSC organisations will already have in place mechanisms
for cascading local learning from adverse incidents and SAls internally within
their own organisations, which should run in parallel with the dissemination of
any regional learning issued by HSCB/PHA.

9.0 REGIONAL ADVERSE INCIDENT LEARNING
SYSTEM (RAIL)

Future introduction of any regional learning system, such as the Regional
Adverse Incident Learning System (RAIL), will include establishing links with
the procedure for learning from SAls to contribute to a regional whole system
approach to learning in health and social care.

10.0 TRAINING AND SUPPORT

10.1 Training

Training will be provided to ensure that those involved in SAl
investigations have the correct knowledge and skills to carry out their
role, i.e:

- Chair and/or member of an SAl investigation team

- HSCB/PHA DRO.
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This will be achieved through an educational process in collaboration
with all organisations involved, and will include training on investigation
processes, policy distribution and communication updates.

10.2 Support

The HSCB/PHA will develop a panel of ‘lay people’ with professional
areas of expertise in health and social care, which organisations can
call upon to act as a chair and/or a member of a SAIl investigation
team (particularly when a degree of independence to the team is
required).

The HSCB/PHA will ensure lay people are trained in investigation
techniques for all three levels of investigation (similar to training as
indicated above).

If a DRO wants a particular clinical view on the SAI investigation, the
Governance Team will secure that input, under the direction of the
DRO.

11.0 INFORMATION GOVERNANCE

The SAI process deals with a considerable amount of sensitive personal
information. Appropriate measures must be put in place to ensure the safe
and secure transfer of this information. As a minimum the HSCB would
recommend the following measures be adopted when transferring
patient/client identifiable information via e-mail or by standard hard copy mail:

- E-Mail — All e-mails containing patient identifiable information sent
outside of the HSC e-mail network must be encrypted. E-mails sent
within the secure HSC Network (e-mail addresses ending in
hscni.net, n-i.gov.uk, n-i.nhs.uk or n-i.gov.net) are more secure
however attachments/content that contains patient level information
should still be protected. This can be done by password protecting
Microsoft Word and Excel attachments. Passwords can then be
relayed via the telephone to ensure the correct individual gains
access.

- Standard Mail — It is recommended that any mail which is deemed
valuable, confidential or sensitive in nature (such as patient level
information) should be sent using ‘Special Delivery’ Mail.

Further guidance is available from the HSCB Information Governance Team
on: Tel 028 3741 4646
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12.0 ROLE OF DESIGNATED REVIEW OFFICER (DRO)

A DRO is a senior professional/officer within the HSCB / PHA and has a key
role in the implementation of the SAI process namely:

- liaising with reporting organisations on any immediate action to be
taken following notification of a SAl;

- agreeing the Terms of Reference for Level 2 and 3 investigations;

- reviewing completed SAl investigation reports and liaising with
other professionals (where relevant);

- liaising with reporting organisations where there may be concerns
regarding the robustness of the investigation or where there are any
issues with proposed action plans;

identification of regional learning, where relevant.

An internal HSCB/PHA protocol provides further guidance for DROs regarding
the nomination and role of a DRO.
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SECTION THREE

13.0 PROCESS

13.1 Reporting Serious Adverse Incidents

Any adverse incident that meets the criteria of a SAl as indicated in
section 4.2 should be reported within 72 hours of the incident being
discovered using the SAI Notification Form (Appendix 1) and forwarded
to seriousincidents@hscni.net

HSC Trusts to copy RQIA at seriousincidents@rgia.org.uk in line with
notifications relevant to the functions, powers and duties of RQIA as
detailed in section 3.6 of this procedure.

Any SAl reported by FPS or ICVS must be reported in line with section
3 of this procedure

Reporting managers must comply with the principles of confidentiality
when reporting SAls and must not refer to service users or staff by
name or by any other identifiable information. A unique Incident
Reference/Number should be utilised on all forms/reports and
associated correspondence submitted to the HSCB/PHA and this
should NOT be the patients H &C Number or their initials. (See section
11 — Information Governance)

Note: Appendix 2 provides guidance notes to assist in the completion of the
SAl Notification form

13.2 Reporting Interface Incidents

In line with section 3.4 of this procedure, any organisation alerted to an
incident which it feels has the potential to be a SAI should report the
incident to the HSCB using the Interface Incident Notification form
(Appendix 3) to seriousincidents@hscni.net.

An organisation who has been contacted by the HSCB Governance
Team re: an interface incident being reported; will consider the incident
in line with section 4.2 of the procedure, and if deemed it meets the
criteria of a SAIl, will report to the HSCB in line with 13.1 of this
procedure.

13.3 Acknowledging SAI Notification

On receipt of SAIl notification HSCB Governance Team will record the
SAl on the DATIX risk management system and electronically
acknowledge receipt of SAIl notification to reporting organisation;
advising of the HSCB unique identification number, and requesting the
completion of SEA Report within 4 week (6 weeks by exception) from
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the date the incident is reported. Where relevant, RQIA will be copied
into this receipt (Refer to Appendix 14 — Administrative Protocol
between HSCB and RQIA)

13.4 Designated Review Officer (DRO)

Following receipt of a SAI the Governance Team will circulate the SAl
Notification Form to the relevant Lead Officers within the HSCB/PHA to
assign a DRO.

Once assigned the DRO will consider the SAIl notification and if
necessary, will contact the reporting organisation to confirm all
immediate actions following the incident have been implemented.

13.5 Investigation Reports

Note: Appendices 5 and 7 provide guidance notes to assist in the completion
of Level 1, 2 & 3 investigation reports.

Timescales for submission of investigation reports will be in line with
section 6.0 of this procedure.

On receipt of an investigation report, the Governance Team will forward
to the relevant DRO and where relevant RQIA.

The DRO will consider the adequacy of the investigation report and
liasise with relevant professionals/officers including RQIA (where
relevant) to ensure that the reporting organisation has taken
reasonable action to reduce the risk of recurrence and determine if the
SAIl can be closed.

If the DRO is not satisfied that the report reflects a robust and timely
investigation s/he will continue to liaise with the reporting organisation
and/or other professionals /officers, including RQIA (where relevant)
until a satisfactory response is received.

When the DRO (in conjunction with relevant professionals/officers) is
satisfied (based on the information provided) that the investigation has
been robust and recommendations are appropriate, he/she will
complete an internal DRO Form validating their reason for closure.

13.6 Closure of SAI

On receipt of the internal DRO Form, the Governance Team will submit
an email to the reporting organisation to advise the SAl has been
closed, copied to RQIA (where relevant).

This will indicate that based on the investigation report received and
any other information provided that the DRO is satisfied to close the
SAl. It will acknowledge that any recommendations and further actions
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required will be monitored through the reporting organisation’s internal
governance arrangements in order to reassure the public that lessons
learned, where appropriate have been embedded in practice.

On some occasions and in particular when dealing with particularly
complex SAls, a DRO may close a SAIl but request the reporting
organisation provides an additional assurance mechanism by advising
within a stipulated period of time, that action following a SAI has been
implemented. In these instances, monitoring will be followed up via the
Governance team.

13.7 Regional Learning from SAls

If the DRO identifies any regional learning arising from the SAl
investigation, this will be considered by the HSCB/PHA regional group
and where relevant, will be disseminated as outlined in section 9.0.

13.8 Communication

All communication between HSCB/PHA and reporting organisation
must be conveyed between the HSCB Governance department and
Governance departments in respective reporting organisations. This
will ensure all communication both written and verbal relating to the

SAl, is recorded on the HSCB DATIX risk management system.

14.0 EQUALITY

This procedure has been screened for equality implications as required by
Section 75 and Schedule 9 of the Northern Ireland Act 1998. Equality
Commission guidance states that the purpose of screening is to identify those
policies which are likely to have a significant impact on equality of opportunity
so that greatest resources can be devoted to these.

Using the Equality Commission's screening criteria, no significant equality
implications have been identified. The procedure will therefore not be subject
to equality impact assessment.

Similarly, this procedure has been considered under the terms of the Human

Rights Act 1998 and was deemed compatible with the European Convention
Rights contained in the Act.
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APPENDIX 1
SERIOUS ADVERSE INCIDENT NOTIFICATION FORM
1. ORGANISATION: 2. UNIQUE INCIDENT IDENTIFICATION NO. /
REFERENCE
3. FACILTY /DEPARTMENT: 4. DATE OF INCIDENT: DD/ MMM / YYYY
5. CONTACT PERSON: 6. PROGRAMME OF CARE: (refer to Guidance Notes)
7. DESCRIPTION OF INCIDENT:
DOB: DD/ MMM/ YYYY GENDER: M/ F AGE: years

(complete where relevant)

DATIX COMMON CLASSIFICATION SYSTEM (CCS) CODING

STAGE OF CARE: DETAIL: ADVERSE EVENT:
(refer to Guidance Notes) (refer to Guidance Notes) (refer to Guidance Notes)

8. IMMEDIATE ACTION TAKEN TO PREVENT RECURRANCE:

9. CURRENT CONDITION OF SERVICE USER: (complete where relevant)

10. HAS ANY MEMBER OF STAFF BEEN SUSPENDED FROM DUTIES? (please select) YES NO N/A

11. HAVE ALL RECORDS / MEDICAL DEVICES / EQUIPMENT BEEN SECURED? (please

specify where relevant) YES | NO N/A

12. WHY INCIDENT CONSIDERED SERIOUS: (please select relevant criteria below)

serious injury to, or the unexpected/unexplained death of:

- a service user

- a staff member in the course of their work

- a member of the public whilst visiting a HSC facility.

any death of a child (up to eighteenth birthday) in a hospital setting or who is a Looked After Child or whose
name is on the Child Protection Register

unexpected serious risk to a service user and/or staff member and/or member of the public

unexpected or significant threat to provide service and/or maintain business continuity

serious self-harm or serious assault (including attempted suicide,homicide and sexual assaults) by a service
user, a member of staff or a member of the public within any healthcare facility providing a commissioned
service

serious self-harm or serious assault (including homicide and sexual assaults)

- on other service users,

- on staff or

- on members of the public
by a service user in the community who has a mental iliness or disorder (as defined within the Mental Health
(NI) Order 1986) and known to/referred to mental health and related services (including CAMHS, psychiatry of
old age or leaving and aftercare services) and/or learning disability services, in the 12 months prior to the
incident
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SERIOUS ADVERSE INCIDENT NOTIFICATION FORM

suspected suicide of a service user who has a mental iliness or disorder (as defined within the Mental Health
(NI) Order 1986) and known to/referred to mental health and related services (including CAMHS, psychiatry of
old age or leaving and aftercare services) and/or learning disability services, in the 12 months prior to the
incident

serious incidents of public interest or concern relating to:
- any of the criteria above
- theft, fraud, information breaches or data losses
- a member of HSC staff or independent practitioner

13. IS ANY IMMEDIATE REGIONAL ACTION RECOMMENDED: (please select) YES | NO

if ‘YES’ (full details should be submitted):

14. HAS ANY PROFESSIONAL OR REGULATORY BODY BEEN NOTIFIED? (refer to guidance notes | YES | NO
e.g. GMC, GDC, PSNI, NISCC, LMC, NMC, HCPC efc.) please specify where relevant

if ‘YES’ (full details should be submitted including the date notified):

15. OTHER ORGANISATION/PERSONS INFORMED: (please select) DATE OTHERS: (please
INFORMED: | specify where relevant,

DHSS&PS EARLY ALERT including date notified)

SERVICE USER / FAMILY

HM CORONER

INFORMATION COMMISSIONER OFFICE (ICO)

NORTHERN IRELAND ADVERSE INCIDENT CENTRE (NIAIC)
NORTHERN IRELAND HEALTH AND SAFETY EXECUTIVE (NIHSE)
POLICE SERVICE FOR NORTHERN IRELAND (PSNI)
REGULATION QUALITY IMPROVEMENT AUTHORITY (RQIA)
SAFEGUARDING BOARD FOR NORTHERN IRELAND (SBNI)

NORTHERN IRELAND ADULT SAFEGUARDING PARTNERSHIP (NIASP)

16. LEVEL OF INVESTIGATION REQUIRED: (please select) LEVEL 1 LEVEL 2* | LEVEL 3*

*FOR ALL LEVEL 2 OR LEVEL 3 INVESTIGATIONS PLEASE COMPLETE AND SUBMIT SECTIONS 2 AND 3 OF
THE RCA REPORT TEMPLATE WITHIN 4 WEEKS OF THIS NOTIFICATION REFER APPENDIX 6

17. 1 confirm that the designated Senior Manager and/or Chief Executive has/have been advised of this SAI
and is/are content that it should be reported to the Health and Social Care Board / Public Health Agency
and Regulation and Quality Improvement Authority. (delete as appropriate)

Report submitted by: Designation:

Email: Telephone: Date: DD/MMM/YYYY

18. ADDITIONAL INFORMATION FOLLOWING INITIAL NOTIFICATION: (refer to Guidance Notes)

Additional information submitted by: Designation:

Email: Telephone: Date: DD/MMM/YYYY

Completed proforma should be sent to: seriousincidents@hscni.net
and (where relevant) seriousincidents@rqgia.org.uk
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APPENDIX 2

Guidance Notes
HSC SERIOUS ADVERSE INCIDENT NOTIFICATION FORM

All Health and Social Care Organisations, Family Practitioner Services and Independent Service Providers are required to report serious adverse
incidents to the HSCB within 72 hours of the incident being discovered It is acknowledged that not all the relevant information may be available
within that timescale, however, there is a balance to be struck between minimal completion of the proforma and providing sufficient information to
make an informed decision upon receipt by the HSCB/PHA.

The following guidance designed to help you to complete the Serious Adverse Incident Report Form effectively and to minimise the need
for the HSCB/PHA to seek additional information about the circumstances surrounding the SAl. This guidance should be considered
each time a report is submitted.

1. ORGANISATION: 2. UNIQUE INCIDENT IDENTIFICATION NO. / REF NO.

Insert the details of the reporting organisation (HSC Organisation Insert the unique incident number / reference generated by the reporting

/Trust or Family Practitioner Service) organisation.

3. FACILTY/DEPARTMENT: 4. DATE OF INCIDENT: DD/ MMM/ YYYY

Insert the details of the hospital/facility/specialty/department/ Insert the date incident occurred

directorate/place where the incident occurred

5. CONTACT PERSON: 6. PROGRAMME OF CARE:

Insert the name of lead officer to be contacted should the HSCB or Insert the Programme of Care from the following: Acute Services/

PHA need to seek further information about the incident Maternity and Child Health / Family and Childcare / Elderly Services /
Mental Health / Learning Disability / Physical Disability and Sensory
Impairment / Primary Health and Adult Community (includes GP'’s) /
Corporate Business(Other)

7. DESCRIPTION OF INCIDENT:
Provide a brief factual description of what has happened and a summary of the events leading up to the incident. PLEASE ENSURE
SUFFICIENT INFORMATION IS PROVIDED SO THAT THE HSCB/ PHA ARE ABLE TO COME TO AN OPINION ON THE IMMEDIATE
ACTIONS, IF ANY, THAT THEY MUST TAKE. Where relevant include D.O.B, Gender and Age. All reports should be anonymised — the names
of any practitioners or staff involved must not be included. Staff should only be referred to by job title.

In addition include the following:
Secondary Care — recent service history; contributory factors to the incident; last point of contact (ward / specialty); early analysis of outcome.
Children — when reporting a child death indicate if the Regional Safeguarding Board has been advised.

Mental Health - when reporting a serious injury to, or the unexpected/unexplained death (including suspected suicide, attempted suicide in an in-
patient setting or serious self-harm of a service user who has been known to Mental Health, Learning Disability or Child and Adolescent Mental
Health within the last year) include the following details: the most recent HSC service context; the last point of contact with HSC services or their
discharge into the community arrangements;

whether there was a history of DNAs, where applicable the details of how the death occurred, if known.

Infection Control - when reporting an outbreak which severely impacts on the ability to provide services, include the following: measures to cohort
Service Users; IPC arrangements among all staff and visitors in contact with the infection source; Deep cleaning arrangements and restricted
visiting/admissions.

Information Governance —when reporting include the following details whether theft, loss, inappropriate disclosure, procedural failure etc.; the
number of data subjects (service users/staff )involved, the number of records involved, the media of records (papet/electronic),whether encrypted
or not and the type of record or data involved and sensitivity.

DATIX COMMON CLASSIFICATION SYSTEM (CCS) CODING

STAGE OF CARE: DETAIL: ADVERSE EVENT:
Insert CCS Stage of Care Code description Insert CCS Detail Code description Insert CCS Adverse Event Code description

8. IMMEDIATE ACTION TAKEN TO PREVENT RECURRANCE:

Include a summary of what actions, if any, have been taken to address the immediate repercussions of the incident and the actions taken to
prevent a recurrence.

9. CURRENT CONDITION OF SERVICE USER:

Where relevant please provide details on the current condition of the service user the incident relates to.

10. HAS ANY MEMBER OF STAFF BEEN SUSPENDED FROM DUTIES? (vlease select) YES | NO | NA

11. HAVE ALL RECORDS / MEDICAL DEVICES / EQUIPMENT BEEN SECURED? (pease | vgs | NO | N/A

select and specify where relevant)
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12. WHY INCIDENT CONSIDERED SERIOUS: (please select relevant criteria from below )

serious injury to, or the unexpected/unexplained death of:
- a service user
- a staff member in the course of their work
- a member of the public whilst visiting a HSC facility.

any death of a child (up to eighteenth birthday) in a hospital setting or who is a Looked After Child or whose
name is on the Child Protection Register

unexpected serious risk to a service user and/or staff member and/or member of the public

unexpected or significant threat to provide service and/or maintain business continuity

serious self-harm or serious assault (including attempted suicide, homicide and sexual assaults) by a service
user, a member of staff or a member of the public within any healthcare facility providing a commissioned
service

serious self-harm or serious assault (including homicide and sexual assaults)

- on other service users,

- on staff or

- on members of the public
by a service user in the community who has a mental illness or disorder (as defined within the Mental Health
(NI) Order 1986) and known to/referred to mental health and related services (including CAMHS, psychiatry of
old age or leaving and aftercare services) and/or learning disability services, in the 12 months prior to the
incident

suspected suicide of a service user who has a mental illness or disorder (as defined within the Mental Health
(NI) Order 1986) and known to/referred to mental health and related services (including CAMHS, psychiatry of
old age or leaving and aftercare services) and/or learning disability services, in the 12 months prior to the
incident

serious incidents of public interest or concern relating to:
- any of the criteria above
- theft, fraud, information breaches or data losses
- a member of HSC staff or independent practitioner

13. IS ANY IMMEDIATE REGIONAL ACTION RECOMMENDED? (please select) YES

NO

if “YES’ (full details should be submitted):

14. HAS ANY PROFESSIONAL OR REGULATORY BODY BEEN NOTIFIED? where there appears to | YES

be a breach of professional code of conduct

NO

GENERAL MEDICAL COUNCIL (GMC)

GENERAL DENTAL COUNCIL (GDC)

PHARMACEUTICAL SOCIETY NORTHERN IRELAND (PSNI)
NORTHERN IRELAND SOCIAL CARE COUNCIL (NISCC)

LOCAL MEDICAL COMMITTEE (LMC)

NURSING AND MIDWIFERY COUNCIL (NMC)

HEALTH CARE PROFESSIONAL COUNCIL (HCPC)

REGULATION AND QUALITY IMPROVEMENT AUTHORTIY(RQIA)
SAFEGUARDING BOARD FOR NORTHERN IRELAND (SBNI)
OTHER — PLEASE SPECIFY BELOW

if “YES’ (full details should be submitted including date notified):

15. OTHER ORGANISATION/PERSONS INFORMED: DATE OTHER: (please specify
(please select) INFORMED: where relevant)
Page 32

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry




WIT-73350

DHSS&PS EARLY ALERT

SERVICE USER / FAMILY

HM CORONER

INFORMATION COMMISSIONER OFFICE (ICO)
NORTHERN IRELAND ADVERSE INCIDENT CENTRE (NIAIC) Date informed:
NORTHERN IRELAND HEALTH AND SAFETY EXECUTIVE (NIHSE)
POLICE SERVICE FOR NORTHERN IRELAND (PSNI)

REGULATION QUALITY IMPROVEMENT AUTHORITY (RQIA)
NORTHERN IRELAND ADULT SAFEGUARDING PARTNERSHIP (NIASP)

16. LEVEL OF INVESTIGATION REQUIRED: (please select) LEVEL 1 LEVEL 2* | LEVEL 3*

*FOR ALL LEVEL 2 OR LEVEL 3 INVESTIGATIONS PLEASE COMPLETE AND SUBMIT SECTIONS 2 AND 3 OF
THE RCA REPORT TEMPLATE WITHIN 4 WEEKS OF THIS NOTIFICATION REFER APPENDIX 6

17. | confirm that the designated Senior Manager and/or Chief Executive has/have been advised of this SAI
and is/are content that it should be reported to the Health and Social Care Board / Public Health Agency
and Regulation and Quality Improvement Authority. (delete as appropriate)

Report submitted by: Designation:

Email: Telephone: Date: DD/MMM/YYYY

18. ADDITIONAL INFORMATION FOLLOWING INITIAL NOTIFICATION

Use this section to provide updated information when the situation changes e.g. the situation deteriorates; the level of media interest changes

The HSCB and PHA recognises that organisations report SAls based on limited information, which on further investigation may not meet the
criteria of a SAl. Use this section to rrequest that a SAl be de-escalated and send to seriousincidents@hscni.net with the unique incident
identification number/reference in the subject line. When a request for de-escalation is made the reporting organisation must include information on
why the incident does not warrant further investigation under the SAI process.

The HSCB/PHA wiill review the de-escalation request and inform the reporting organisation of its decision within 5 working days. The HSCB / PHA
may take the decision to close the SAIl without a report rather than de-escalate it. The HSCB / PHA may decide that the SAl should not be de-
escalated and a full investigation report is required.

PLEASE NOTE PROGRESS IN RELATION TO TIMELINESS OF COMPLETED INVESTIGATION REPORTS WILL BE REGULARLY REPORTED
TO THE HSCB/PHA REGIONALGROUP. THEY WILL BE MONITORED ACCORDING TO AGREED TIMESCALES. IT IS IMPORTANT TO KEEP
THE HSCB INFORMED OF PROGRESS TO ENSURE THAT MONITORING INFORMATION IS ACCURATE AND BREECHES ARE NOT
REPORTED WHERE AN EXTENDED TIME SCALE HAS BEEN AGREED.

Additional information submitted by: Designation:

Email: Telephone: Date: DD/MMM/YYYY

Completed proforma should be sent to: seriousincidents@hscni.net
and (where relevant) seriousincidents@rqgia.org.uk
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APPENDIX 3

HSC INTERFACE INCIDENTS NOTIFICATION FORM
1. REPORTING ORGANISATION:

2. DATE OF INCIDENT: DD /MMM / YYYY
3. CONTACT PERSON AND TEL NO:

4. UNIQUE REFERENCE NUMBER:

5. DESCRIPTION OF INCIDENT:

DOB: DD /MMM /YYYY GENDER: M/ F

AGE: years

(complete where relevant)

6. ARE OTHER PROVIDERS INVOLVED? YES NO

(e.g. HSC TRUSTS /FPS/OOH /ISP /VOLUNTARY /

COMMUNITY ORG’S) if ‘YES’ (full details should be submitted in
section 7 below)

7. PROVIDE SUFFICIENT DETAILS TO ALLOW FOLLW UP:

8. IMMEDIATE ACTION TAKEN BY REPORTING ORGANISATION:

9. WHICH ORGANISATION/PROVIDER (FROM THOSE LISTED IN SECTIONS 6 AND 7 ABOVE) SHOULD
TAKE THE LEAD RESPONSIBILITY FOR THE INVESTIGATION AND FOLLOW UP OF THIS INCIDENT?

10. OTHER COMMENTS:

REPORT SUBMITTED BY: DESIGNATION:

Email: Telephone:

Date: DD/MMM/YYYY

Completed proforma should be sent to: seriousincidents@hscni.net
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APPENDIX 4

LEVEL ONE - SIGNIFICANT EVENT AUDIT REPORT

TITLE:

DATE OF SIGNIFICANT EVENT:

DATE OF SIGNIFICANT EVENT MEETING:

SEA FACILITATOR/ LEAD OFFICER:

TEAM MEMBERS PRESENT:

WHAT HAPPENED?

WHY DID IT HAPPEN?

WHAT HAS BEEN LEARNED?

WHAT HAS BEEN CHANGED?

RECOMMENDATIONS FOLLOWING THE LEVEL ONE SEA:

Where a Level two or three investigation is recommended please complete the
sections below

THE INVESTIGATION TEAM :

INVESTIGATION TERMS OF REFERENCE:
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APPENDIX 5
LEVEL ONE — SIGNIFICANT EVENT AUDIT REPORT GUIDANCE
TITLE: Insert unique identifier number Self- explanatory
DATE OF SIGNIFICANT EVENT: Self- explanatory
DATE OF SIGNIFICANT EVENT MEETING: Self- explanatory
SEA FACILITATOR/ LEAD OFFICER: Refer to guidance on Level one investigation team
membership for significant event analysis —Appendix 9
TEAM MEMBERS PRESENT: Self- explanatory

WHAT HAPPENED?

(Describe in detailed chronological order what actually happened. Consider, for instance, how it happened, where it
happened, who was involved and what the impact was on the patient/service user, the team, organisation and/or others).

WHY DID IT HAPPEN?

(Describe the main and underlying reasons contributing to why the event happened. Consider for instance, the
professionalism of the team, the lack of a system or failing in a system, the lack of knowledge or the complexity and
uncertainty associated with the event)

WHAT HAS BEEN LEARNED?

(Based on the reason established as to why the event happened, outline the learning identified. Demonstrate that reflection
and learning have taken place on an individual or team basis and that relevant team members have been involved in the
analysis of the event. Consider, for instance: a lack of education and training; the need to follow systems or procedures;
the vital importance of team working or effective communication)

WHAT HAS BEEN CHANGED?

(Based on the understanding of why the event happened and the identification of learning, outline the action(s) agreed and
implemented, where this is relevant or feasible. Consider, for instance: if a protocol has been amended, updated or
introduced; how was this done and who was involved; how will this change be monitored. It is also good practice to attach
any documentary evidence of change e.g. a new procedure or protocol.

Action plans should be developed and set out how learning will be implemented, with named leads responsible for each
action point (Refer to Appendix 8 Minimum Standards for Action Plans). This section should clearly demonstrate the
arrangements in place to successfully deliver the action plan).

RECOMMENDATIONS FOLLOWING THE LEVEL ONE SEA:

(Following the SEA it may become apparent that a more in depth investigation is required. Use this section to record if a
Level two or three investigation is required).
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APPENDIX 6

Insert organisation Logo

Root Cause Analysis Report
on the investigation of a
Serious Adverse Incident

Organisation’s Unique Case Identifier:
Date of Incident/Event:

HSCB Unique Case Identifier:

Responsible Lead Officer:
Designation:

Report Author:

Date report signed off:
Date submitted to HSCB:
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1.0

EXECUTIVE SUMMARY

2.0

THE INVESTIGATION TEAM

3.0

INVESTIGATION TERMS OF REFERENCE

4.0

INVESTIGATION METHODOLOGY

5.0

DESCRIPTION OF INCIDENT/CASE

6.0

FINDINGS
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7.0 CONCLUSIONS

8.0 LESSONS LEARNED

9.0 RECOMMENDATIONS AND ACTION PLANNING

10.0 DISTRIBUTION LIST
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APPENDIX 7

Health and Social Care
Regional Guidance

for

Level 2 & 3 RCA Incident
Investigation/Review Reports
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INTRODUCTION

This document is a revision of the template developed by the DHSSPS Safety
in Health and Social Care Steering Group in 2007 as part of the action plan
contained within “Safety First: A Framework for Sustainable Improvement in
the HPSS.”

The purpose of this template and guide is to provide practical help and
support to those writing investigation reports and should be used, in as far as
possible, for drafting all HSC Level Two and Level Three incident
investigation/review reports. It is intended as a guide in order to standardise
all such reports across the HSC including both internal and external reports.

The investigation report presents the work of the investigation team and
provides all the necessary information about the incident, the investigation
process and outcome of the investigation. The purpose of the report is to
provide a formal record of the investigation process and a means of sharing
the learning. The report should be clear and logical, and demonstrate that an
open and fair approach has taken place.

This guide should assist in ensuring the completeness and readability of such
reports. The headings and report content should follow, as far as possible,
the order that they appear within the template. Composition of reports to a
standardised format will facilitate the collation and dissemination of any
regional learning.

This template was designed primarily for incident investigation/reviews
however it may also be used to examine complaints and claims.
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Insert organisation Logo

Report on the investigation of
a Serious Adverse Incident

Organisation’s Unique Case Identifier:
Date of Incident/Event:

HSCB Unique Case Identifier:

Responsible Lead Officer:
Designation:

Report Author:

Date report signed off:
Date submitted to HSCB:
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1.0

EXECUTIVE SUMMARY

Summarise the main report: provide a brief overview of the incident and consequences,
background information, level of investigation, concise analysis and main conclusions,
lessons learned, recommendations and arrangements for sharing and learning lessons.

2.0

THE INVESTIGATION TEAM

Refer to GUIDANCE ON INVESTIGATION TEAM MEMBERSHIP

The level of investigation undertaken will determine the degree of leadership, overview and
strategic review required.

List names, designation and investigation team role of the members of the
Investigation team. The Investigation team should be multidisciplinary and should
have an Independent Chair.

The degree of independence of the membership of the team needs careful
consideration and depends on the severity / sensitivity of the incident and the level of
investigation to be undertaken. However, best practice would indicate that
investigation / review teams should incorporate at least one informed professional
from another area of practice, best practice would also indicate that the chair of the
team should be appointed from outside the area of practice.

In the case of more high impact incidents (i.e. categorised as catastrophic or major)
inclusion of lay / patient / service user or carer representation should be considered.

3.0

INVESTIGATION TERMS OF REFERENCE

Describe the plan and scope for conducting the investigation. State the level of investigation,
aims, objectives, outputs and who commissioned the investigation.

The following is a sample list of statements of purpose that should be included in the terms of
reference:

To undertake an investigation/review of the incident to identify specific problems or
issues to be addressed;

To consider any other relevant factors raised by the incident;

To identify and engage appropriately with all relevant services or other agencies
associated with the care of those involved in the incident;

To determine actual or potential involvement of the Police, Health and Safety
Executive, Regulation and Quality Improvement Authority and Coroners Service for
Northern Ireland?

To agree the remit of the investigation/review - the scope and boundaries beyond
which the investigation should not go (e.g. disciplinary process) — state how far back
the investigation will go (what point does the investigation start and stop e.g. episode
of care) and the level of investigation;

To review the outcome of the investigation/review, agreeing recommendations,

2 Memorandum of understanding: Investigating patient or client safety incidents (Unexpected death or
serious untoward harm)-
http.//www.dhsspsni.gov.uk/oh_mou_investigating patient or client safety incidents.pdf

% Protocol for Joint Investigation of Alleged and Suspected Cases of Abuse of Vulnerable Adults 2009
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3.0 INVESTIGATION TERMS OF REFERENCE

actions to be taken and lessons learned for the improvement of future services;

e To ensure sensitivity to the needs of the patient/ service user/ carer/ family member,
where appropriate. The level of involvement clearly depends on the nature of the
incident and the service user’s or family’s wishes to be involved;

e To agree the timescales for completing and submitting the investigation report,
distribution of the report and timescales for reviewing actions on the action plan;

Methodology to be used should be agreed at the outset and kept under regular review
throughout the course of the investigation.

Clear documentation should be made of the time-line for completion of the work.

This list is not exhaustive

4.0 INVESTIGATION METHODOLOGY

This section should provide an outline of the type of investigation and the methods used to
gather information within the investigation process. The NPSA’s “Seven Steps to Patient
Safety®” and “Root Cause Analysis Investigation Guidance® provide useful guides for
deciding on methodology.

¢ Review of patient/ service user records and compile a timeline (if relevant)
o Review of staff/witness statements (if available)

¢ Interviews with relevant staff concerned e.g.
- Organisation-wide
- Directorate Team
- Ward/Team Managers and front line staff
- Other staff involved
- Other professionals (including Primary Care)

o Specific reports requested from and provided by staff

¢ Outline engagement with patients/service users / carers / family members / voluntary
organisations/ private providers

¢ Review of local, regional and national policies and procedures, including professional
codes of conduct in operation at the time of the incident

¢ Review of documentation e.g. consent form(s), risk assessments, care plan(s),
photographs, diagrams or drawings, training records, service/maintenance records,
including specific reports requested from and provided by staff etc.

This list is not exhaustive

4 http.//www.nris.npsa.nhs.uk/resources/collections/seven-steps-to-patient-safety/?entryid45=59787

5 http://www.nrls.npsa.nhs.uk/resources/?entryid45=75355
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5.0 DESCRIPTION OF INCIDENT/CASE

Provide an account of the incident including consequences and detail what makes this
incident a SAIl. The following can provide a useful focus but please note this section is not
solely a chronology of events

e Concise factual description of the serious adverse incident include the incident date

and type, the healthcare specialty involved and the actual effect of the incident on the

service user and/or service and others;

People, equipment and circumstances involved;

Any intervention / immediate action taken to reduce consequences;

Chronology of events leading up to the incident;

Relevant past history — a brief description of the care and/or treatment/service

provided;

Outcome / consequences / action taken;

¢ Relevance of local, regional or national policy / guidance / alerts including professional
codes of conduct in place at the time of the incident

This list is not exhaustive

6.0 FINDINGS

This section should clearly outline how the information has been analysed so that it is clear
how conclusions have been arrived at from the raw data, events and treatment/care/service
provided. This section needs to clearly identify the care and service delivery problems and
analysis to identify the causal factors.

Analysis can include the use of root cause and other analysis techniques such as fault tree
analysis, etc. The section below is a useful guide particularly when root cause techniques are
used. It is based on the NPSA’s “Seven Steps to Patient Safety” and “Root Cause Analysis
Toolkit”.

(i) Care Delivery Problems (CDP) and/or Service Delivery Problems (SDP) Identified

CDP is a problem related to the direct provision of care, usually actions or omissions by staff
(active failures) or absence of guidance to enable action to take place (latent failure) e.g.
failure to monitor, observe or act; incorrect (with hindsight) decision, NOT seeking help when
necessary.

SDP are acts and omissions identified during the analysis of incident not associated with
direct care provision. They are generally associated with decisions, procedures and systems
that are part of the whole process of service delivery e.qg. failure to undertake risk
assessment, equipment failure.

(ii) Contributory Factors
Record the influencing factors that have been identified as root causes or fundamental issues.

¢ Individual Factors (include employment status i.e. substantive, agency, locum
voluntary etc.)

e Team and Social Factors
Communication Factors
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6.0 FINDINGS

Task Factors

Education and Training Factors
Equipment and Resource Factors
Working Condition Factors
Organisational and Management Factors
Patient / Client Factors

This list is not exhaustive

As a framework for organising the contributory factors investigated and recorded the table in
the NPSA’s “Seven Steps to Patient Safety” document (and associated Root Cause Analysis
Toolkit) is useful.
http://www.nrls.npsa.nhs.uk/resources/collections/seven-steps-to-patient-safety/

Where appropriate and where possible careful consideration should be made to facilitate the
involvement of patients/service users / carers / family members within this process.

7.0 CONCLUSIONS

Following analysis identified above, list issues that need to be addressed. Include discussion
of good practice identified as well as actions to be taken. Where appropriate include details
of any on-going engagement / contact with family members or carers.

This section should summarise the key findings and should answer the questions posed in
the terms of reference.

8.0 LESSONS LEARNED

Lessons learned from the incident and the investigation should be identified and addressed
by the recommendations and relate to the findings. Indicate to whom learning should be
communicated and this should be copied to the Committee with responsibility for governance.

9.0 RECOMMENDATIONS AND ACTION PLANNING

List the improvement strategies or recommendations for addressing the issues highlighted
above (conclusions and lessons learned). Recommendations should be grouped into the
following headings and cross-referenced to the relevant conclusions, and should be graded to
take account of the strengths and weaknesses of the proposed improvement
strategies/actions:

e Recommendations for the investigating organisation

e Learning that is relevant to other organisations.

Action plans should be developed and should set out how each recommendation will be
implemented, with named leads responsible for each action point (Refer to Appendix 8
Minimum Standards for Action Plans). This section should clearly demonstrate the
arrangements in place to successfully deliver the action plan.

10.0 DISTRIBUTION LIST

List the individuals, groups or organisations the final report has been shared with. This
should have been agreed within the terms of reference.
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APPENDIX 8

MINIMUM STANDARDS FOR ACTION PLANS

The action plan must define:

Who has agreed the action plan

Who will monitor the implementation of the action plan

How often the action plan will be reviewed

Who will sign off the action plan when all actions have been completed

The action plan MUST contain the following

1. Recommendations based on
the contributing factors

The recommendations from the report - these
should be the analysis and findings of the
investigation

2. Action agreed

This should be the actions the organisation
needs to take to resolve the contributory
factors.

3. Bywho

Who in the organisation will ensure the action
is completed

4. Action start date

Date particular action is to commence

5. Action end date

Target date for completion of action

6. Evidence of completion

Evidence available to demonstrate that action
has been completed. This should include any
intended action plan reviews or audits

7. Sign off

Responsible office and date sign off as
completed
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APPENDIX 9

LEVEL ONE INVESTIGATION - GUIDANCE ON INVESTIGATION TEAM
MEMBERSHIP FOR SIGNIFICANT EVENT ANALYSIS

The level of investigation of an incident should be proportionate to its
significance; this is a judgement to be made by the Investigation Team.

Membership of the team should include all relevant professionals but should
be appropriate and proportionate to the type of incident and professional
groups involved. Ultimately, for a level one investigation, it is for each team to
decide who is invited, there has to be a balance between those who can
contribute to an honest discussion, and creating such a large group that
discussion of sensitive issues is inhibited.

The investigating team should appoint an experienced facilitator or lead
investigating officer from within the team to co-ordinate the review. The role
of the facilitator is as follows:

Co-ordinate the information gathering process

Arrange the review meeting

Explain the aims and process of the review

Chair the review meeting

Co-ordinate the write up of the Significant Event Analysis report
Ensure learning is shared
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APPENDIX 10

LEVEL TWO INVESTIGATION - GUIDANCE ON INVESTIGATION TEAM
MEMBERSHIP

The level of investigation undertaken will determine the degree of leadership,
overview and strategic review required. The level of investigation of an
incident should therefore be proportionate to its significance. This is a
judgement to be made by the Investigation Team.

The core investigation team should comprise a minimum of three people of
appropriate seniority and objectivity. Investigation teams should be
multidisciplinary, (or involve experts/expert opinion/independent advice or
specialist investigators). The team shall have no conflicts of interest in the
incident concerned and should have an Independent Chair. (/In the event of a
suspected homicide HSC Trusts should follow the HSCB Protocol for
responding to SAls in the event of a Homicide - February 2012)

The Chair of the team shall be independent of the service area where the
incident occurred and should have relevant experience of the service area
and/or chairing investigations/reviews. He/she shall not have been involved in
the direct care or treatment of the individual, or be responsible for the service
area under investigation. The Chair may be sourced from the HSCB Lay
People Panel (a panel of ‘lay people’ with clinical or social care professional
areas of expertise in health and social care, who could act as the chair of an
independent review panel, or a member of a Trust RCA review panel).

Where multiple (two or more) HSC providers of care are involved, an
increased level of independence shall be required. In such instances, the
Chair shall be completely independent of the main organisations involved.

Where the service area is specialised, the Chair may have to be appointed
from another HSC Trust or from outside NI.

Membership of the team should include all relevant professionals, but should
be appropriate and proportionate to the type of incident and professional
groups involved.

Membership shall include an experienced representative who shall support
the review team in the application of the root cause analysis methodologies
and techniques, human error and effective solutions based development.

Members of the team shall be separate from those who provide information to
the investigation team.

It may be helpful to appoint an investigation officer from within the
investigation team to co-ordinate the review.
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APPENDIX 11

LEVEL THREE INVESTIGATION - GUIDANCE ON INVESTIGATION TEAM
MEMBERSHIP

The level of investigation shall be proportionate to the significance of the
incident. The same principles shall apply, as for level two investigations. The
degree of independence of the investigation team will be dependent on the
scale, complexity and type of the incident.

Team membership for level 3 investigations will be agreed between the

reporting organisation and the HSCB/PHA DRO prior to the level 3
investigation commencing.
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APPENDIX 12

GUIDANCE ON JOINT INVESTIGATIONS

Where a SAl involves multiple (two or more) HSC providers of care (e.g. a
patient affected by system failures both in an acute hospital and in primary
care), a decision must be taken regarding who will lead the investigation and
reporting. This may not necessarily be the initial reporting organisation.

The general rule is for the provider organisation with greatest contact with the
patient/service user to lead the investigation and action. There may, however,
be good reason to vary this arrangement e.g. where a patient has died on
another organisation’s premises. The decision should be made jointly by the
organisations concerned, if necessary referring to the HSCB Designated
Review Officer for advice. The lead organisation must be agreed by all
organisations involved.

It will be the responsibility of the lead organisation to engage all organisations
in the investigation as appropriate. This involves collaboration in terms of
identifying the appropriate links with the other organisations concerned and in
practice, separate meetings in different organisations may take place, but a
single investigation report and action plan should be produced by the lead
organisation and submitted to the HSCB in the agreed format.

Points to consider:

- If more than one service is being provided , then all services are required
to provide information / involvement reports to the investigation team

- All service areas should be represented in terms of professional makeup
| expertise on the investigation team

- If more than one Trust/Agency is involved in the care of an individual, that
the review is conducted jointly with all Trusts/Agencies involved.

- Relevant service providers, particularly those under contract with HSC to
provide some specific services, should also be enjoined.

- There should be a clearly articulated expectation that the service user
(where possible) and family carers, perspective should be canvassed, as
should the perspective of staff directly providing the service, to be given
consideration by the panel.

- The perspective of the GP and other relevant independent practitioners
providing service to the individual should be sought.

- Service users and carer representatives should be invited / facilitated to
participate in the panel discussions with appropriate safeguards to protect
the confidentiality of anyone directly involved in the case.

This guidance should be read in conjunction with:
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- Guidance on Investigation Team Membership (Refer to Appendix 9 to 11)

- Guidance on completing HSC Investigation Report Level 2 and 3 (Refer
to Appendix 7)
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APPENDIX 13

PROTOCOL FOR RESPONDING TO SERIOUS ADVERSE INCIDENTS IN
THE EVENT OF A HOMICIDE - 2013

1. INTRODUCTION AND PURPOSE

1.1.INTRODUCTION

The Health and Social Care Board (HSCB) Procedure for the Reporting
and Follow up of Serious Adverse Incidents (SAls) was issued in April
2010 and revised October 2013. This procedure provides guidance to
Health and Social Care (HSC) Trusts and HSCB Integrated Care staff in
relation to the reporting and follow up of SAls arising during the course of
business of a HSC organisation, Special Agency or commissioned service.

This paper is a revised protocol, developed from the above procedure, for
the specific SAls which involves an alleged homicide perpetrated by a
service user (who will remain anonymous) with a mental illness or disorder
(as defined within the Mental Health (NI) Order 1986) and known
to/referred to mental health and/or learning disability services, in the 12
months (1 year) prior to the incident.

This paper should be read in conjunction with Promoting Quality Care —
Good Practice Guidance on the Assessment and Management of Risk in
Mental Health and Learning Disability Services (Sept 2009 & May 2010).

1.2. PURPOSE

The purpose of this protocol is to provide HSC Trusts with a standardised
approach in managing and coordinating the response to a SAl involving
homicide.

2. THE PROCESS

2.1. REPORTING SERIOUS ADVERSE INCIDENTS

Refer to the HSCB Procedure for the Reporting and Follow up of Serious
Adverse Incidents revised in 2013.

2.2.MULTI-DISCIPLINARY REVIEW

As indicated in Promoting Quality Care (5.0) an internal multi-disciplinary
review must be held as soon as practicable following an adverse incident.
Where the SAIl has resulted in homicide a more independent response is
required.

An independent review team should be set up within twenty working days,
of the notification of the incident, to the Trust.
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2.3.ESTABLISHING AN INDEPENDENT REVIEW TEAM

2.3.1 CHAIR

The Chair of the Review Team should be independent from the HSC
Trust, not a Trust employee or recently employed by the Trust. They
should be at Assistant Director level or above with relevant
professional expertise.

It is the role of the Chair to ensure engagement with families, that their
views are sought, that support has been offered to them at an early
stage and they have the opportunity to comment on the final draft of
the report.

2.3.2 MEMBERSHIP

A review team should include all relevant professionals. The balance
of the Team should include non-Trust staff and enable the review team
to achieve impartiality, openness, independence, and thoroughness in
the review of the incident. [ref: Case Management Review Chapter 10
Cooperating to Protect Children].

The individuals who become members of the Team must not have had
any line management responsibility for the staff working with the
service user under consideration. The review team must include
members who are independent of HSC Trusts and other agencies
concerned.

Members of the review team should be trained in the Procedure for the
Reporting and Follow up of Serious Adverse Incidents 2013

3. TERMS OF REFERENCE

The terms of reference for the review team should be drafted at the first
meeting of the review team and should be agreed by the HSCB before the
second meeting.

The Terms of Reference should include, as a minimum, the following:

establish the facts of the incident;

analyse the antecedents to the incident;

consider any other relevant factors raised by the incident;
establish whether there are failings in the process and systems;
establish whether there are failings in the performance of
individuals;

= identify lessons to be learned from the incident; and

= identify clearly what those lessons are, how they will be acted
upon, what is expected to change as a result, and specify
timescales and responsibility for implementation.
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4. TIME SCALES

The notification to the Trust of a SAl, resulting in homicide, to the Trust is the
starting point of this process.

The Trust should notify the HSCB within 24hours and the Regulation and
Quality Improvement Authority (RQIA) as appropriate.

An independent review team should be set up within twenty working days of
the notification of the incident to the Trust.

The team should meet to draft the terms of reference within a further five
working days (i.e. twenty five days from notification of the incident to the
Trust).

The HSCB should agree the terms of reference within a further five working
days to enable work to begin at a second meeting.

The review team should complete their work and report to the HSCB within 14
weeks, this may be affected by PSNI investigations.

FLOWCHART OF PROCESS WITH TIMESCALES

NB Days refers to working days from the date of notification of the incident to
the Trust

Independent review

Notification to HSCB team 1% meeting

A 4

Establish independent

A 4

of SAl within 24 hrs of review team within 20 within a further 5 days
notification to the Trust days to draft terms of
reference

|

HSCB agree terms of On-going meetings Report to the HSCB
reference within a held over 8 week within 14 weeks from
further 5 days period notification

Y

A 4

5. THE HEALTH AND SOCIAL CARE BOARD RESPONSIBILITY

On receipt of the completed Trust review report the HSCB will consider the
findings and recommendations of the report and must form a view as to
whether or not an Independent Inquiry is required.

The HSCB must advise the Department of Health, Social Services and Public
Safety (DHSSPS) as to whether or not an Independent Inquiry is required in
this particular SAI.
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APPENDIX 14

REPORTING AND FOLLOW UP OF SAls INVOLVING RQIA MENTAL
HEALTH/LEARNING DISABILITY & INDEPENDENT/REGULATED
SECTOR

ADMINISTRATIVE PROTOCOL

On receipt of a SAIl notification and where a HSC Trust has also copied RQIA
into the same notification, the following steps will be applied:

1. HSCB acknowledgement email to Trust advising on timescale for
investigation report will also be copied to RQIA.

2. On receipt of the investigation report from Trust, the HSCB
Governance Team will forward to the HSCB/PHA Designated Review
Officer (DRO).

3. At the same time, the HSCB Governance Team will also forward the
investigation report to RQIA, together with an email advising of a 3
week timescale from receipt of investigation report, for RQIA to forward
comments for consideration by the DRO.

4. The DRO will continue with his/her review liaising (where s/he feels
relevant) with Trust, RQIA and other HSCB/PHA professionals until
s/he is satisfied SAIl can be closed.

5. If no comments are received from RQIA within the 3 week timescale,
the DRO will assume RQIA have no comments.

6. When the SAl is closed by the DRO, an email advising the Trust that
the SAl is closed will also be copied to RQIA.

All communications to be sent or copied via:

HSCB Governance Team: seriousincidents@hscni.net
and RQIA: seriousincidents@rqia.org.uk
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HSC Regional Impact Table — with effect from April 2013

DOMAIN

IMPACT (CONSEQUENCE) LEVELS [can be used for both actual and potential]

INSIGNIFICANT (1)

MINOR (2)

MODERATE (3)

MAJOR (4)

CATASTROPHIC (5)

PEOPLE

(Impact on the
Health/Safety/Welfare of
any person affected: e.g.
Patient/Service User, Staff,
Visitor, Contractor)

Near miss, no injury or harm.

Short-term injury/minor harm requiring
first aid/medical treatment.

Minimal injury requiring no/ minimal
intervention.

Non-permanent harm lasting less than
one month (1-4 day extended stay).
Emotional distress (recovery expected
within days or weeks).

Increased patient monitoring

Semi-permanent harm/disability
(physical/emotional injuries/trauma)
(Recovery expected within one year).
Increase in length of hospital stay/care
provision by 5-14 days.

Long-term permanent harm/disability
(physical/emotional injuries/trauma).
Increase in length of hospital stay/care
provision by >14 days.

Permanent harm/disability (physical/
emotional trauma) to more than one
person.

Incident leading to death.

Prohibition Notice.

Executive Officer dismissed.

External Investigation or Independent
Review (e.g., Ombudsman).

Major Public Enquiry.

QUALITY & Minor non-compliance with Single failure to meet internal Repeated failure to meet internal e Repeated failure to meet regional/ Gross failure to meet external/national
PROFESSIONAL internal standards, professional standard or follow professional standards or follow national standards. standards.

STANDARDS/ professional standards, policy protocol. protocols. o Repeated failure to meet professional Gross failure to meet professional
GUIDELINES or protocol. Audit/Inspection — recommendations Audit / Inspection — challenging standards or failure to meet statutory standards or statutory functions/
(Meeting quality/ Audit / Inspection — small can be addressed by low level recommendations that can be functions/ responsibilities. responsibilities.

professional standards/ number of recommendations management action. addressed by action plan. e Audit/ Inspection — Critical Report. Audit / Inspection — Severely Critical
statutory functions/ which focus on minor quality Report.

responsibilities and Audit improvements issues.

Inspections)

REPUTATION Local public/political concern. Local public/political concern. Regional public/political concern. e MLA concern (Questions in Full Public Enquiry/Critical PAC
(Adverse publicity, Local press < 1day coverage. Extended local press < 7 day coverage Regional/National press < 3 days Assembly). Hearing.

enquiries from public Informal contact / Potential with minor effect on public confidence. coverage. Significant effect on public ¢ Regional / National Media interest >3 Regional and National adverse media
representatives/media intervention by Enforcing Advisory letter from enforcing confidence. days < 7days. Public confidence in the publicity > 7 days.

Legal/Statutory Authority (e.g. authority/increased inspection by Improvement notice/failure to comply organisation undermined. Criminal prosecution — Corporate
Requirements) HSENI/NIFRS). regulatory authority. notice. Criminal Prosecution. Manslaughter Act.

Executive Officer fined or imprisoned.
Judicial Review/Public Enquiry.

FINANCE, INFORMATION
& ASSETS

(Protect assets of the
organisation and avoid

Commissioning costs (£)
<1m.

Loss of assets due to damage
to premises/property.

Commissioning costs (£) 1m —2m.
Loss of assets due to minor damage to
premises/ property.

Loss — £10K to £100K.

Commissioning costs (£) 2m — 5m.
Loss of assets due to moderate
damage to premises/ property.
Loss — £100K to £250K.

Commissioning costs (£) 5m — 10m.
Loss of assets due to major damage
to premises/property.
Loss — £250K to £2m.

Commissioning costs (£) > 10m.
Loss of assets due to severe
organisation wide damage to
property/premises.

(Service and Business
interruption, problems with
service provision, including
staffing (number and
competence), premises and
equipment)

resulting in insignificant
damage or loss/impact on
service.

No impact on public health
social care.

Insignificant unmet need.
Minimal disruption to routine
activities of staff and
organisation.

denied 8 — 24 hours resulting in minor
damage or loss/ impact on service.
Short term impact on public health
social care.

Minor unmet need.

Minor impact on staff, service delivery
and organisation, rapidly absorbed.

moderate damage or loss/impact on
service.

Moderate impact on public health and
social care.

Moderate unmet need.

Moderate impact on staff, service
delivery and organisation absorbed
with significant level of intervention.
Access to systems denied and incident
expected to last more than 1 day.

8-31 days resulting in major damage
or loss/impact on service.

Major impact on public health and
social care.

Major unmet need.

Major impact on staff, service delivery
and organisation - absorbed with
some formal intervention with other
organisations.

loss) Loss — £1K to £10K. Loss of information. Loss of or unauthorised access to e Loss of or corruption of sensitive / Loss —> £2m.
Minor loss of non-personal Impact to service immediately sensitive / business critical information business critical information. Permanent loss of or corruption of
information. containable, medium financial loss Impact on service contained with e Loss of ability to provide services, sensitive/business critical information.
assistance, high financial loss major financial loss Collapse of service, huge financial
loss
RESOURCES Loss/ interruption < 8 hour Loss/interruption or access to systems Loss/ interruption 1-7 days resulting in e Loss/ interruption Loss/ interruption

>31 days resulting in catastrophic
damage or loss/impact on service.
Catastrophic impact on public health
and social care.

Catastrophic unmet need.
Catastrophic impact on staff, service
delivery and organisation - absorbed
with significant formal intervention with
other organisations.
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IMPACT (CONSEQUENCE) LEVELS [can be used for both actual and potential] VI | -/ O39S /70O
DOMAIN INSIGNIFICANT (1) MINOR (2) MODERATE (3) MAJOR (4) CATASTROPHIC (5)
ENVIRONMENTAL * Nuisance release. e On site release contained by * Moderate on site release contained by | e Major release affecting minimal off-site | ¢ Toxic release affecting off-site with
(Air, Land, Water, Waste organisation. organisation. area requiring external assistance (fire detrimental effect requiring outside
management) e Moderate off site release contained by brigade, radiation, protection service assistance.
organisation. etc.).
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Risk Likelihood Scoring Table

Likelihood Frequency Time framed
Scoring Score (How often might it/does it happen?) Descriptions of
Descriptors Frequency
5 Will undoubtedly happen/recur on a frequent basis Expected to occur at least daily
Almost certain
4 Will probably happen/recur, but it is not a persisting Expected to occur at least weekly
Likely issue/circumstances
3 Might happen or recur occasionally Expected to occur at least monthly
Possible
2 Do not expect it to happen/recur but it may do so Expected to occur at least annually
Unlikely
1 This will probably never happen/recur Not expected to occur for years
Rare
Impact (Consequence) Levels
Likelihood
Scoring Insignificant(1) Minor (2) Moderate (3) Major (4) Catastrophic (5)

Descriptors

Almost Certain (5)

Medium

Likely (4)

Possible (3)

Unlikely (2)

Rare (1)

Medium

Medium

Medium

Medium

Medium
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174) Health and Social m Public Health
JmW/J Care Board 4 Agency

. . . HSC Board and PHA Headquarters
Chief Executives of Arm’s Length Bodies 12-22 Linenhall Street

Belfast
BT2 8BS

Tel: 0300 555 0115

17 November 2016
Dear Colleagues

Revised Procedure for the Reporting and Follow up of Serious Adverse Incidents
(SAI) — November 2016

Over recent months a number of issues have arisen that impact on the current SAI
process. The HSCB and PHA have therefore recently completed a review of the
procedure, and as a result a number of amendments have been made to the procedure.

The main changes to the procedure are as follows:

= Quality Assurance of Level 1 SEA Review Reports (page 14 of attached
procedure refers)

v The revised process requires reporting organisations to quality assure the
robustness of level 1 SEA Reviews prior to submission to the HSCB. The changes
to the process have been discussed with Designated Review Officers (DROs),
Trust professional Directors and Trust Governance Leads.

v' Level 2 and 3 SAIl Reviews will continue to be managed as per the current SAI
process.

v/ Additional guidance on the use of an ‘incident debrief’ for each level of SAI review
has been developed in order to provide organisations with a mechanism to support
staff and to identify any immediate service actions.

v" The role of HSCB/PHA DROs has been updated to reflect the above amendments
(page 24 refers)

= Never Events (page 25 of procedure refers)

v In line with DoH circular HSC(SQSD) 56/16 (Never Events), the current SAl
notification form has been revised to enable reporting organisations to identify
relevant SAls as a Never Event and confirm that Service Users/Family/Carers have
been informed.

v' A new field has also been set up on the HSCB DATIX reporting system which will

allow all Never Events to be recorded in line with the current categories listed in the
NHS England Never Event list.
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e Engagement/Communication with Service Users/Family/Carers following a
Serious Adverse Incident

v Service User/Family/Carer Engagement Checklist (appendices 4 - 7 refers)

The above checklist which forms part of all levels of review reports, has been
updated to reflect where relevant, the service user/family carer has been
advised:

o the SAlis a never event;
o if a case has been referred to the Coroner, where the reporting organisation
had a statutory duty to do so.

v' A guide for Health and Social Care Staff (Addendum 1 of procedure refers)
The above guidance has been revised to reflect:

o the term ‘SAl Review’ (this has also been reflected throughout the revised
procedure);

o a service user/family’s right to contact the Northern Ireland Public Services
Ombudsman (NIPSO) where they are dissatisfied with the HSC
organisation’s attempts to resolve their concerns following a SAl review;

o the engagement leaflet has been updated to reflect the organisation’s
responsibility to advise the service user/family/carer of a Never Event.

= Reporting of Falls (page 20 of procedure refers)

The Report on Falls Resulting in Moderate to Service Harm was issued in March 2016.
As a result, a new process has been developed, with phased implementation, which
enables Trusts to undertake a timely local post falls review, and report the learning from
these incidents to the Regional Falls Group, rather than being reported routinely as
SAls.

In addition to the above, all other changes to the process, previously communicated to
ALBs since October 2013, are incorporated within this review.

Implementation

e Inrelation to level 1 SAls, the learning summary template should be fully implemented
from 1 January 2017.

e All other aspects of the procedure are to be implemented with immediate effect.

| would therefore request you circulate this letter together with the attached procedure to all
relevant staff within your organisation. The procedure can also be accessed via the
following link:

http://www.hscboard.hscni.net/download/PUBLICATIONS/policies-protocols-and-quidelines/Procedure-for-
the-reporting-and-follow-up-of-SAls-2016.pdf.

Templates contained within the procedure will be issued separately, in word format, to your
Governance Lead or relevant point of contact.
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A further review of the procedure may be required following the completion of the two
RQIA/GAIN strategic projects and subsequent publication of those reports. In the

meantime, if you have any queries in relation to the attached, please contact
Personal Information redacted by the USI Personal Information redacted by the USI .
Anne Kane ( ) or Lynne Charlton in the

first instance.

Yours sincerel

Information redacted by the USI

Valerie Watts
Chief Executive

Encs

cC Chief Medical Officer, DoH
Chief Nursing Officer, DoH
Chief Pharmaceutical Officer, DoH
Dr Paddy Woods, DCMO, DoH
Mr Brian Godfrey, Head of Safety Strategy Unit, DoH
Mr Fergal Bradley, Safety, Quality and Standards, DoH
Medical Director, RQIA
Mrs Theresa Nixon, Director of Mental Health and Learning Disability and
Social Work, RQIA
Kathy Fodey, Director of Regulation and Nursing, RQIA
HSC Trust Medical Directors
HSC Trust Directors of Nursing
HSC Trust Governance and Risk Management Leads
HSC Trust Directors of Mental Health and Learning Disability
HSCB SMT
Mrs Anne Kane, Governance Manager, HSCB
Ms Lynne Charlton, Head of Nursing, Quality, Safety & Patient Experience
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FOREWORD

Commissioners and Providers of health and social care want to ensure that when a
serious event or incident occurs, there is a systematic process in place for safeguarding
services users, staff, and members of the public, as well as property, resources and
reputation.

One of the building blocks for doing this is a clear, regionally agreed approach to the
reporting, management, follow-up and learning from serious adverse incidents (SAls).
Working in conjunction with other Health and Social Care (HSC) organisations, this
procedure was developed to provide a system-wide perspective on serious incidents
occurring within the HSC and Special Agencies and also takes account of the
independent sector where it provides services on behalf of the HSC.

The procedure seeks to provide a consistent approach to:
- what constitutes a serious adverse incident;

- clarifying the roles, responsibilities and processes relating to the reporting,
reviewing, dissemination and implementation of learning;

- fulfilling statutory and regulatory requirements;
- tools and resources that support good practice.

Our aim is to work toward clearer, consistent governance arrangements for reporting
and learning from the most serious incidents; supporting preventative measures and
reducing the risk of serious harm to service users.

The implementation of this procedure will support governance at a local level within
individual organisations and will also improve existing regional governance and risk
management arrangements by continuing to facilitate openness, trust, continuous
learning and ultimately service improvement.

This procedure will remain under continuous review.

Valerie Watts
Chief Executive
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SECTION ONE - PROCEDURE
1.0 BACKGROUND

Circular HSS (PPM) 06/04 introduced interim guidance on the reporting and follow-up
on serious adverse incidents (SAls). Its purpose was to provide guidance for HPSS
organisations and special agencies on the reporting and management of SAls and near
misses.

http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/hss(ppm)06-04.pdf

Circular HSS (PPM) 05/05 provided an update on safety issues; to underline the need
for HPSS organisations to report SAls and near misses to the DHSSPS in line with
Circular HSS (PPM) 06/04.

http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/hssppm05-05.pdf

Circular HSS (PPM) 02/2006 drew attention to certain aspects of the reporting of SAls
which needed to be managed more effectively. It notified respective organisations of
changes in the way SAls should be reported in the future and provided a revised report
pro forma. It also clarified the processes DHSSPS had put in place to consider SAls
notified to it, outlining the feedback that would then be made to the wider HPSS.

http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/gpi_adverse incidents circu
lar.pdf

In March 2006, DHSSPS introduced Safety First: A Framework for Sustainable
Improvement in the HPSS. The aim of this document was to draw together key themes
to promote service user safety in the HPSS. Its purpose was to build on existing
systems and good practice so as to bring about a clear and consistent DHSSPS policy
and action plan.

http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/safety first -
a_framework for sustainable improvement on the hpss-2.pdf

The Health and Personal Social Services (Quality Improvement and Regulation)
(Northern Ireland) Order 2003 imposed a ‘statutory duty of quality’ on HPSS Boards and
Trusts. To support this legal responsibility, the Quality Standards for Health and Social
Care were issued by DHSSPS in March 2006.

www.health-ni.gov.uk/publications/quality-standards-health-and-social-care-documents

Circular HSC (SQS) 19/2007 advised of refinements to DHSSPS SAl system and of
changes which would be put in place from April 2007, to promote learning from SAls
and reduce any unnecessary duplication of paperwork for organisations. It also clarified
arrangements for the reporting of breaches of patients waiting in excess of 12 hours in
emergency care departments.

http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/hss sgsd 19-07.pdf

Under the Provisions of Articles 86(2) of the Mental Health (NI) Order 1986, the
Regulation & Quality Improvement Authority (RQIA) has a duty to make inquiry into any
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case where it appears to the Authority that there may be amongst other things, ill
treatment or deficiency in care or treatment. Guidance in relation to reporting
requirements under the above Order previously issued in April 2000 was reviewed,
updated and re-issued in August 2007. (Note: Functions of the previous Mental Health
Commission transferred to RQIA on 1 April 2009).

http://webarchive.proni.gov.uk/20101215075727/http://www.dhsspsni.gov.uk/print/utec _guidance august 2007.pdf

Circular HSC (SQSD) 22/2009 provided specific guidance on initial changes to the
operation of the system of SAI reporting arrangements during 2009/10. The immediate
changes were to lead to a reduction in the number of SAls that were required to be
reported to DHSSPS. It also advised organisations that a further circular would be
issued giving details about the next stage in the phased implementation which would be
put in place to manage the transition from the DHSSPS SAl reporting system, through
its cessation and to the establishment of the RAIL system.

https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2022-09.pdf

Circular HSC (SQSC) 08/2010, issued in April 2010, provided guidance on the transfer
of SAIl reporting arrangements from the Department to the HSC Board, working in
partnership with the Public Health Agency. It also provided guidance on the revised
incident reporting roles and responsibilities of HSC Trusts, Family Practitioner Services,
the Health & Social Care (HSC) Board and Public Health Agency (PHA), the extended
remit of the Regulation & Quality Improvement Authority (RQIA), and the Department.

https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2008-10.pdf

Circular HSC (SQSD) 10/2010 advises on the operation of an Early Alert System, the
arrangements to manage the transfer of Serious Adverse Incident (SAl) reporting
arrangements from the Department to the HSC Board, working in partnership with the
Public Health Agency and the incident reporting roles and responsibilities of Trusts,
family practitioner services, the new regional organisations, the Health & Social Care
(HSC) Board and Public Health Agency (PHA), and the extended remit of the
Regulation & Quality Improvement Authority (RQIA).

https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2010-10.pdf

In May 2010 the Director of Social Care and Children HSCB issued guidance on
‘Untoward Events relating to Children in Need and Looked After Children’ to HSC
Trusts. This guidance clarified the arrangements for the reporting of events, aligned to
delegated statutory functions and Departmental Guidance, which are more
appropriately reported to the HSCB Social Care and Children’s Directorate.

In 2012 the HSCB issued the ‘Protocol for responding to SAls involving an alleged
homicide’. The 2013 revised HSCB ‘Protocol for responding to SAls involving an
alleged homicide’ is contained in Appendix 14.

Circular HSS (MD) 8/2013 replaces HSS (MD) 06/2006 and advises of a revised
Memorandum of Understanding (MOU) when investigating patient or client safety
incidents. This revised MOU is designed to improve appropriate information sharing and
co-ordination when joint or simultaneous investigations/reviews are required when a
serious incident occurs.
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www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss-md-8-2013.pdf

DHSSPS Memo dated 17 July 2013 from Chief Medical Officer introduced the
HSCB/PHA protocol on the dissemination of guidance/information to the HSC and the
assurance arrangements where these are required. The protocol assists the HSCB/PHA
in determining what actions would benefit from a regional approach rather than each
provider taking action individually.

http://intranet.hscb.hscni.net/documents/Governance/Information%20for%20DR0s/002%20%20HSCB-
PHA%20Protocol%20for%20Safety%20Alerts.pdf

Circular HSC (SQSD) 56/16 (21 October 2016) from the Deputy Chief Medical Officer
advises of the intention to introduce a Never Events process and that information
relating to these events will be captured as part of the Serious Adverse Incident
Process. The circular indicates the Never Events process will be based on the adoption
of Never Event List with immediate effect.

https://www.health-ni.gov.uk/sites/default/files/publications/health/HSC-SQSD-56-16.pdf
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2.0 INTRODUCTION

The purpose of this procedure is to provide guidance to Health and Social Care
(HSC) Organisations, and Special Agencies (SA) in relation to the reporting and
follow up of Serious Adverse Incidents (SAls) arising during the course of their
business or commissioned service.

The requirement on HSC organisations to routinely report SAls to the
Department of Health (DoH) {formerly known as the DHSSPS} ceased on 1 May
2010. From this date, the revised arrangements for the reporting and follow up of
SAls, transferred to the Health and Social Care Board (HSCB) working both
jointly with the Public Health Agency (PHA) and collaboratively with the
Regulation and Quality Improvement Authority (RQIA).

This process aims to:

- Provide a mechanism to effectively share learning in a meaningful way; with a
focus on safety and quality; ultimately leading to service improvement for
service users;

- Provide a coherent approach to what constitutes a SAl; to ensure consistency
in reporting across the HSC and Special Agencies;

- Clarify the roles, responsibilities and processes relating to the reporting,
reviewing, dissemination and implementation of learning arising from SAls
which occur during the course of the business of a HSC organisation / Special
Agency or commissioned/funded service;

- Ensure the process works simultaneously with all other statutory and
regulatory organisations that may require to be notified of the incident or be
involved the review;

- Keep the process for the reporting and review of SAls under review to ensure
it is fit for purpose and minimises unnecessary duplication;

- Recognise the responsibilities of individual organisations and support them in
ensuring compliance; by providing a culture of openness and transparency
that encourages the reporting of SAls;

- Ensure trends, best practice and learning is identified, disseminated and
implemented in a timely manner, in order to prevent recurrence;

- Maintain a high quality of information and documentation within a time bound
process.
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3.0 APPLICATION OF PROCEDURE

3.1  Who does this procedure apply to?

This procedure applies to the reporting and follow up of SAls arising
during the course of the business in Department of Health (DoH) Arm’s
Length Bodies (ALBSs) i.e.

e HSC organisations (HSC)
- Health and Social Care Board
- Public Health Agency
- Business Services Organisation
- Belfast Health and Social Care Trust
- Northern Health and Social Care Trust
- Southern Health and Social Care Trust
- South Eastern Health and Social Care Trust
- Western Health and Social Care Trust
- Northern Ireland Ambulance Service
- Regulation and Quality Improvement Authority

e Special Agencies (SA)
- Northern Ireland Blood Transfusion Service
- Patient Client Council
- Northern Ireland Medical and Dental Training Agency
- Northern Ireland Practice and Education Council

The principles for SAl management set out in this procedure are relevant
to all the above organisations. Each organisation should therefore ensure
that its incident policies are consistent with this guidance while being
relevant to its own local arrangements.

3.2 Incidents reported by Family Practitioner Services (FPS)

Adverse incidents occurring within services provided by independent
practitioners within: General Medical Services, Pharmacy, Dental or
Optometry, are routinely forwarded to the HSCB Integrated Care
Directorate in line with the HSCB Adverse Incident Process within the
Directorate of Integrated Care (September 2016). On receipt of reported
adverse incidents the HSCB Integrated Care Directorate will decide if the
incident meets the criteria of a SAl and if so will be the organisation
responsible to report the SAl.
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3.3 Incidents that occur within the Independent /Community
and Voluntary Sectors (ICVS)

SAls that occur within ICVS, where the service has been
commissioned/funded by a HSC organisation must be reported. For
example: service users placed/funded by HSC Trusts in independent
sector accommodation, including private hospital, nursing or residential
care homes, supported housing, day care facilities or availing of HSC
funded voluntary/community services. These SAls must be reported and
reviewed by the HSC organisation who has:

- referred the service user (this includes Extra Contractual Referrals) to
the ICVS;

or, if this cannot be determined;

- the HSC organisation who holds the contract with the IVCS.

HSC organisations that refer service users to ICVS should ensure all
contracts, held with ICVS, include adequate arrangements for the
reporting of adverse incidents in order to ensure SAls are routinely
identified.

All relevant events occurring within ICVS which fall within the relevant
notification arrangements under legislation should continue to be notified
to RQIA.

3.4 Reporting of HSC Interface Incidents

Interface incidents are those incidents which have occurred in one
organisation, but where the incident has been identified in another
organisation. In such instances, it is possible the organisation where the
incident may have occurred is not aware of the incident; however the
reporting and follow up review may be their responsibility. It will not be
until such times as the organisation, where the incident has occurred, is
made aware of the incident; that it can be determined if the incident is a
SAI.

In order to ensure these incidents are notified to the correct organisation in
a timely manner, the organisation where the incident was identified will
report to the HSCB using the HSC Interface Incident Notification Form
(see Appendix 3). The HSCB Governance Team will upon receipt contact
the organisation where the incident has occurred and advise them of the
notification in order to ascertain if the incident will be reported as a SAI.

Some of these incidents will subsequently be reported as SAls and may
require other organisations to jointly input into the review. In these
instances refer to Appendix 13 — Guidance on Joint Reviews.
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3.5 Incidents reported and Investigated/ reviewed by
Organisations external to HSC and Special Agencies

The reporting of SAls to the HSCB will work in conjunction with and in
some circumstances inform the reporting requirements of other statutory
agencies and external bodies. In that regard, all existing local or national
reporting arrangements, where there are statutory or mandatory reporting
obligations, will continue to operate in tandem with this procedure.

3.5.1 Memorandum of Understanding (MOU)

In February 2006, the DoH issued circular HSS (MD) 06/2006 - a
Memorandum of Understanding — which was developed to improve
appropriate information sharing and co-ordination when joint or
simultaneous investigations/reviews are required into a serious
incident.

Circular HSS (MD) 8/2013 replaces the above circular and advises
of a revised MOU Investigating patient or client safety incidents
which can be found on the Departmental website:

www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss-
md-8-2013.pdf

The MOU has been agreed between the DoH, on behalf of the
Health and Social Care Service (HSCS), the Police Service of
Northern Ireland (PSNI), the Northern Ireland Courts and Tribunals
Service (Coroners Service for NI) and the Health and Safety
Executive for Northern Ireland (HSENI). It will apply to people
receiving care and treatment from HSC in Northern Ireland. The
principles and practices promoted in the document apply to other
locations, where health and social care is provided e.g. it could be
applied when considering an incident in a family doctor or dental
practice, or for a person receiving private health or social care
provided by the HSCS.

It sets out the general principles for the HSCS, PSNI, Coroners
Service for NI and HSENI to observe when liaising with one
another.

The purpose of the MOU is to promote effective communication
between the organisations. The MOU will take effect in
circumstances of unexpected death or serious untoward harm
requiring investigation by the PSNI, Coroners Service for NI or
HSENI separately or jointly. This may be the case when an incident
has arisen from or involved criminal intent, recklessness and/or
gross negligence, or in the context of health and safety, a work-
related death.

The MOU is intended to help:
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- ldentify which organisations should be involved and the lead
investigating body.

- Prompt early decisions about the actions and
investigations/reviews thought to be necessary by all
organisations and a dialogue about the implications of these.

- Provide an understanding of the roles and responsibilities of the
other organisations involved in the memorandum before high
level decisions are taken.

- Ensure strategic decisions are taken early in the process and
prevent unnecessary duplication of effort and resources of all
the organisations concerned.

HSC Organisations should note that the MOU does not preclude
simultaneous investigations/reviews by the HSC and other
organisations e.g. Root Cause Analysis by the HSC when the case
is being reviewed by the Coroners Service and/or PSNI/HSENI.

In these situations, the Strategic Communication and Decision
Group can be used to clarify any difficulties that may arise;
particularly where an external organisation’s investigation/review
has the potential to impede a SAIl review and subsequently delay
the dissemination of regional learning.

3.6 Reporting of SAls to RQIA

RQIA have a statutory obligation to investigate some incidents that are
also reported under the SAIl procedure. In order to avoid duplication of
incident notification and review, RQIA will work in conjunction with the
HSCB/PHA with regard to the review of certain categories of SAI. In this
regard the following SAls should be notified to RQIA at the same time of
notification to the HSCB:

- All mental health and learning disability SAls reportable to RQIA under
Article 86.2 of the Mental Health (NI) Order 1986.

- Any SAI that occurs within the regulated sector (whether statutory or
independent) for a service that has been commissioned/funded by a
HSC organisation.

It is acknowledged these incidents should already have been reported
to RQIA as a ‘notifiable event’ by the statutory or independent
organisation where the incident has occurred (in line with relevant
reporting regulations). This notification will alert RQIA that the incident
is also being reviewed as a SAl by the HSC organisation who
commissioned the service.

- The HSCB/PHA Designated Review Officer (DRO) will lead and co-
ordinate the SAl management, and follow up, with the reporting
organisation; however for these SAls this will be carried out in
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conjunction with RQIA professionals. A separate administrative
protocol between the HSCB and RQIA can be accessed at Appendix
15.

3.7 Reporting of SAls to the Safeguarding Board for Northern
Ireland

There is a statutory duty for the HSC to notify the Safeguarding Board for
Northern Ireland of child deaths where:

- achild has died or been significantly harmed (Regulation 17(2)(a)

AND

- abuse/neglect suspected or child or sibling on child protection
register or child or sibling is/has been looked after Regulation (2)(b)
(see Appendix 17)

4.0 DEFINITION AND CRITERIA

4.1 Definition of an Adverse Incident

‘Any event or circumstances that could have or did lead to harm,
loss or damage to people, property, environment or reputation’’
arising during the course of the business of a HSC organisation / Special
Agency or commissioned service.

The following criteria will determine whether or not an adverse incident
constitutes a SAI.

4.2 SAlI criteria

4.2.1 serious injury to, or the unexpected/unexplained death of:

- a service user, (including a Looked After Child or a child
whose name is on the Child Protection Register and those
events which should be reviewed through a significant event
audit)

- a staff member in the course of their work

- a member of the public whilst visiting a HSC facility;

4.2.2 unexpected serious risk to a service user and/or staff member
and/or member of the public;

4.2.3 unexpected or significant threat to provide service and/or maintain
business continuity;

1 . L . .
Source: DoH - How to classify adverse incidents and risk guidance 2006
http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/ph_how to classify adverse incidents and risk - guidance.pdf
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4.2.4 serious self-harm or serious assault (including attempted suicide,
homicide and sexual assaults) by a service user, a member of staff
or a member of the public within any healthcare facility providing a
commissioned service;

4.2.5 serious self-harm or serious assault (including homicide and sexual
assaults)
- on other service users,
- on staff or
- on members of the public

by a service user in the community who has a mental illness or
disorder (as defined within the Mental Health (NI) Order 1986)
and/or known to/referred to mental health and related services
(including CAMHS, psychiatry of old age or leaving and aftercare
services) and/or learning disability services, in the 12 months prior
to the incident;

4.2.6 suspected suicide of a service user who has a mental iliness or
disorder (as defined within the Mental Health (NI) Order 1986)
and/or known to/referred to mental health and related services
(including CAMHS, psychiatry of old age or leaving and aftercare
services) and/or learning disability services, in the 12 months prior
to the incident;

4.2.7 serious incidents of public interest or concern relating to:
- any of the criteria above
- theft, fraud, information breaches or data losses
- a member of HSC staff or independent practitioner.

ANY ADVERSE INCIDENT WHICH MEETS ONE OR MORE OF THE
ABOVE CRITERIA SHOULD BE REPORTED AS A SAl.

Note: The HSC Regional Risk Matrix may assist organisations in determining the
level of ‘seriousness’ refer to Appendix 16.

5.0 SAIlI REVIEWS

SAl reviews should be conducted at a level appropriate and proportionate to the
complexity of the incident under review. In order to ensure timely learning from
all SAls reported, it is important the level of review focuses on the complexity of
the incident and not solely on the significance of the event.

Whilst most SAls will be subject to a Level 1 review, for some more complex
SAls, reporting organisations may instigate a Level 2 or 3 review immediately
following the incident occurring. The level of review should be noted on the SAl
notification form.

The HSC Regional Risk Matrix (refer to Appendix 16) may assist organisations in
determining the level of ‘seriousness’ and subsequently the level of review to be
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undertaken. SAls which meet the criteria in 4.2 above will be reviewed by the
reporting organisation using one or more of the following:

5.1 Level 1 Review — Significant Event Audit (SEA)

Most SAI notifications will enter the review process at this level and a SEA
will immediately be undertaken to:
- assess what has happened;
- assess why did it happened;
o what went wrong and what went well;
- assess what has been changed or agree what will change;
- identify local and regional learning.

(refer to Appendix 5 — Guidance Notes for Level 1 — SEA & Learning
Summary Report; Appendix 9 — Guidance on Incident Debrief); and
Appendix 10 — Level 1 Review - Guidance on review team membership)

The possible outcomes from the review may include:
- closed — no new learning;
- closed — with learning;
- requires Level 2 or 3 review.

A SEA report will be completed which should be retained by the
reporting organisation (see Appendices 4 and 5).

The reporting organisation will then complete a SEA Learning Summary
Report (see Appendices 4 and 5 — Sections 1, 3-6), which should be signed
off by the relevant professional or operational director and submitted to the
HSCB within 8 weeks of the SAIl being notified.

The HSCB will not routinely receive SEA reports unless specifically
requested by the DRO. This process assigns reporting organisations the
responsibility for Quality Assuring Level 1 SEA Reviews. This will entail
engaging directly with relevant staff within their organisation to ensure the
robustness of the report and identification of learning prior to submission to
the HSCB.

If the outcome of the SEA determines the SAl is more complex and requires
a more detailed review, the review will move to either a Level 2 or 3 RCA
review. In this instance the SEA Learning Report Summary will be
forwarded to the HSCB within the timescales outlined above, with additional
sections being completed to outline membership and Terms of Reference of
the team completing the Level 2 or 3 RCA review and proposed timescales.

5.2 Level 2 - Root Cause Analysis (RCA)
As stated above, some SAls will enter at Level 2 review following a SEA.
When a Level 2 or 3 review is instigated immediately following notification of
a SAl, the reporting organisation will inform the HSCB within 4 weeks, of the

Terms of Reference (TOR) and Membership of the Review Team for
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consideration by the HSCB/PHA DRO. This will be achieved by submitting
sections two and three of the review report to the HSCB. (Refer to Appendix
6 — template for Level 2 and 3 review reports).

The review must be conducted to a high level of detail (see Appendix 7 —
template for Level 2 and 3 review reports). The review should include use
of appropriate analytical tools and will normally be conducted by a
multidisciplinary team (not directly involved in the incident), and chaired by
someone independent to the incident but who can be within the same
organisation. (Refer to Appendix 9 — Guidance on Incident Debrief); and
Appendix 11 — Level 2 Review - Guidance on review team membership).

Level 2 RCA reviews may involve two or more organisations. In these
instances, it is important a lead organisation is identified but also that all
organisations contribute to, and approve the final review report (Refer to
Appendix 13 Guidance on joint reviews/investigations).

On completion of Level 2 reviews, the final report must be submitted to the
HSCB within 12 weeks from the date the incident was notified.

5.3 Level 3 — Independent Reviews

Level 3 reviews will be considered for SAls that:
- are particularly complex involving multiple organisations;
- have a degree of technical complexity that requires independent
expert advice;
- are very high profile and attracting a high level of both public and
media attention.

In some instances the whole team may be independent to the
organisation/s where the incident/s has occurred.

The timescales for reporting Chair and Membership of the review team will
be agreed by the HSCB/PHA Designated Review Officer (DRO) at the
outset (see Appendix 9 — Guidance on Incident Debrief); and Appendix 12 —
Level 3 Review - Guidance on Review Team Membership).

The format for Level 3 review reports will be the same as for Level 2
reviews (see Appendix 7 — guidance notes on template for Level 2 and 3
reviews).

For any SAIl which involves an alleged homicide by a service user who has
a mental illness or disorder (as defined within the Mental Health (NI) Order
1986) and/or known to/referred to mental health and related services
(including CAMHS, psychiatry of old age or leaving and aftercare services)
and/or learning disability services, in the 12 months prior to the incident, the
Protocol for Responding to SAls in the Event of a Homicide, issued in 2012
and revised in 2013 should be followed (see Appendix 14).

Page | 16

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73396

5.4 Involvement of Service Users/Family/Carers in Reviews

e Following a SAl it is important, in the spirit of honesty and openness to
ensure a consistent approach is afforded to the level of service user /
family engagement across the region. When engaging with Service
Users/Family/Carers, organisations should refer to addendum 1 — A
Guide for Health and Social Care Staff Engagement/Communication
with Service User/Family/Cares following a SAI.

e In addition a ‘Checklist for Engagement/Communication with the
Service User/Family/Carers following a SAI' must be completed for
each SAl regardless of the review level, and where relevant, if the SAI
was also a Never Event (refer to section 12.2).

e The checklist also includes a section to indicate if the reporting
organisation had a statutory requirement to report the death to the
Coroners office and that this is also communicated to the Family/Carer.

6.0 TIMESCALES
6.1 Notification

Any adverse incident that meets the criteria indicated in section 4.2 should
be reported within 72 hours of the incident being discovered using the SAI
Notification Form (see Appendix 1).

6.2 Review Reports

LEVEL 1 - SEA

SEA reports must be completed using the SEA template which will be
retained by the reporting organisation (see Appendices 4 and 5). A SEA
Learning Summary Report (see Appendices 4 and 5 — Sections 1, 3-6)
must be completed and submitted to the HSCB within 8 weeks of the SAI
being reported for all Level 1 SAls whether learning has been identified or
not.  The Checklist for Engagement/Communication with Service
User/Family/Carer following a SAI' must also accompany the Learning
Summary Report.

If the outcome of the SEA determines the SAIl is more complex and

requires a more detailed review, timescales for completion of the RCA will
be indicated by Trusts via the Learning Summary Report to the HSCB.

LEVEL 2 - RCA
For those SAls where a full RCA is instigated immediately, sections 2 and
3 of the RCA Report, outlining TOR and membership of the review team,

must be submitted no later than within 4 weeks of the SAIl being notified
to the HSCB.
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RCA review reports must be fully completed using the RCA report
template and submitted together with comprehensive action plans for each
recommendation identified to the HSCB 12 weeks following the date the
incident was notified. (see Appendix 6 — Level 2 & 3 RCA Review Reports
and Appendix 8 — Guidance on Minimum Standards for Action Plans).

LEVEL 3 — INDEPENDENT REVIEWS

Timescales for completion of Level 3 reviews and comprehensive action
plans for each recommendation identified will be agreed between the
reporting organisation and the HSCB/PHA DRO as soon as it is
determined that the SAI requires a Level 3 review.

Note: Checklist for Engagement/Communication with Service
User/Family/Carer following a SAl must accompany all SAl
Review/Learning Summary Reports which are included within the
report templates.

6.3 Exceptions to Timescales

In most circumstances, all timescales for submission of reports must be
adhered to. However, it is acknowledged, by exception, there may be
occasions where a review is particularly complex, perhaps involving two or
more organisations or where other external organisations such as PSNI,
HSENI etc.; are involved in the same review. In these instances the
reporting organisation must provide the HSCB with regular updates.

6.4 Responding to additional information requests

Once the review / learning summary report has been received, the DRO,
with appropriate clinical or other support, will review the report to ensure
that the necessary documentation relevant to the level of review is
adequate.

If the DRO is not satisfied with the information provided additional
information may be requested and must be provided in a timely
manner. Requests for additional information should be provided as
follows:

- Level 1 review within 2 week
- Level 2 or 3 review within 6 weeks

7.0 OTHER INVESTIGATIVE/REVIEW PROCESSES

The reporting of SAls to the HSCB will work in conjunction with all other HSC
investigation/review processes, statutory agencies and external bodies. In that
regard, all existing reporting arrangements, where there are statutory or
mandatory reporting obligations, will continue to operate in tandem with this
procedure.
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In that regard, there may be occasions when a reporting organisation will have
reported an incident via another process before or after it has been reported as a
SAl.

7.1 Complaints in the HSC

Complaints in HSC Standards and Guidelines for Resolution and Learning
(The Guidance) outlines how HSC organisations should deal with
complaints raised by persons who use/have used, or are waiting to use
HSC services. While it is a separate process to the management and
follow-up of SAls, there will be occasions when an SAl has been reported
by a HSC organisation, and subsequently a complaint is received relating to
the same incident or issues, or alternatively, a complaint may generate the
reporting of an SAI.

In these instances, the relevant HSC organisation must be clear as to how
the issues of complaint will be investigated. For example, there may be
elements of the complaint that will be solely reliant on the outcome of the
SAl review and there may be aspects of the complaint which will not be part
of the SAIl review and can only be investigated under the Complaints
Procedure.

It is therefore important that complaints handling staff and staff who deal
with SAls communicate effectively and regularly when a complaint is linked
to a SAIl review. This will ensure that all aspects of the complaint are
responded to effectively, via the most appropriate means and in a timely
manner. Fundamental to this, will obviously be the need for the
organisation investigating the complaint to communicate effectively with the
complainant in respect of how their complaint will be investigated, and when
and how they can expect to receive a response from the HSC organisation.

7.2 HSCB Social Care Untoward Events Procedure

The above procedure provides guidance on the reporting of incidents
relating to statutory functions under the Children (NI) Order 1995.

If, during the review of an incident reported under the HSCB Untoward
Events procedure, it becomes apparent the incident meets the criteria of a
SAl, the incident should immediately be notified to the HSCB as a SAl.
Board officers within the HSCB will close the Untoward Events incident and
the incident will continue to be managed via the SAI process.

7.3 Child and Adult Safeguarding

Any incident involving the suspicion or allegation that a child or adult is at
risk of abuse, exploitation or neglect should be investigated under the
procedures set down in relation to a child and adult protection.

If during the review of one of these incidents it becomes apparent that the
incident meets the criteria for an SAl, the incident will immediately be
notified to the HSCB as an SAl.
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It should be noted that, where possible, safeguarding investigations will run
in parallel as separate to the SAIl process with the relevant findings from
these investigations/reviews informing the SAI review (see appendix 17).

On occasion the incident under review may be considered so serious as to
meet the criteria for a Case Management Review (CMR) for children, set by
the Safeguarding Board for Northern Ireland; a Serious Case Review (SCR)
for adults set by the Northern Ireland Adult Safeguarding Partnership; or a
Domestic Homicide Review.

In these circumstances, the incident will be notified to the HSCB as an SAl.
This notification will indicate that a CMR, SCR or Domestic Homicide
Review is underway. This information will be recorded on the Datix system,
and the SAl will be closed.

7.4 Reporting of Falls

Reporting organisations will no longer be required to routinely report falls as
SAls which have resulted in harm in all Trust facilities, (as defined in the
impact levels 3 — 5 of the regional risk matrix - see appendix 16). Instead a
new process has been developed with phased implementation, which
requires HSC Trusts to do a timely post fall review debrief to ensure local
application of learning. See links below to Shared Learning Form and
Minimum Data Set for Post Falls Review:

http://intranet.hscb.hscni.net/documents/Governance/Information%20for%20DR0s/033%2
OFalls Shared%20Learning%20Template %20V2 June%202016.rtf

http://intranet.hscb.hscni.net/documents/Governance/Information%20for%20DR0s/032%2
ORegional%20Falls%20Minimum%20Dataset%202016 V2 June%202016.pdf

Local learning will be shared with the Regional Falls Group where trends
and themes will be identified to ensure regional learning.

Reporting organisations will therefore manage falls resulting in moderate to
severe harm as adverse incidents, unless there are particular issues or the
subsequent internal review identifies contributory issues/concerns in
treatment and/or care or service issues, or any identified learning that
needs to be reviewed through the serious adverse incident process.

7.5 Transferring SAls to other Investigatory Processes

Following notification and initial review of a SAl, more information may
emerge that determines the need for a specialist investigation.

This type of investigation includes:
- Case Management Reviews
- Serious Case Reviews

Once a DRO has been informed a SAIl has transferred to one of the above
investigation s/he will close the SAl.
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7.6 De-escalating a SAI

It is recognised that organisations report SAls based on limited information
and the situation may change when more information has been gathered;
which may result in the incident no longer meeting the SAl criteria.

Where a reporting organisation has determined the incident reported no
longer meets the criteria of a SAI, a request to de-escalate the SAIl should
be submitted immediately to the HSCB by completing section 21 of the SAI
notification form (Additional Information following initial Notification).

The DRO will review the request to de-escalate and will inform the reporting
organisation and RQIA (where relevant) of the decision as soon as possible
and at least within 10 working days from the request was submitted.

If the DRO agrees, the SAIl will be de-escalated and no further SAl review
will be required. The reporting organisation may however continue to
review as an adverse incident or in line with other HSC investigation/review
processes (as highlighted above). If the DRO makes a decision that the
SAI should not be de-escalated the review report should be submitted in
line with previous timescales.

It is important to protect the integrity of the SAIl review process from situations
where there is the probability of disciplinary action, or criminal charges. The SAI
review team must be aware of the clear distinction between the aims and
boundaries of SAl reviews, which are solely for the identification and reporting
learning points, compared with disciplinary, regulatory or criminal processes.

HSC organisations have a duty to secure the safety and well-being of
patients/service users, the review to determine root causes and learning points
should still be progressed in parallel with other reviews/investigations, ensuring
remedial actions are put in place as necessary and to reduce the likelihood of
recurrence.

8.0 LEARNING FROM SAls

The key aim of this procedure is to improve services and reduce the risk of
incident recurrence, both within the reporting organisation and across the HSC
as a whole. The dissemination of learning following a SAl is therefore core to
achieving this and to ensure shared lessons are embedded in practice and the
safety and quality of care provided.

HSCB in conjunction with the PHA will:

- ensure that themes and learning from SAls are identified and disseminated
for implementation in a timely manner; this may be done via:
o learning letters / reminder of best practice letters;
o learning newsletter;
o thematic reviews.
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- provide an assurance mechanism that learning from SAls has been
disseminated and appropriate action taken by all relevant organisations;

- review and consider learning from external/independent reports relating to
quality/safety.

It is acknowledged HSC organisations will already have in place mechanisms for
cascading local learning from adverse incidents and SAls internally within their
own organisations. = The management of dissemination and associated
assurance of any regional learning is the responsibility of the HSCB/PHA.

9.0 TRAINING AND SUPPORT

9.1 Training

Training will be provided to ensure that those involved in SAIl reviews have
the correct knowledge and skills to carry out their role, i.e:

- Chair and/or member of an SAl review team

- HSCB/PHA DRO.

This will be achieved through an educational process in collaboration with
all organisations involved, and will include training on review processes,
policy distribution and communication updates.

9.2 Support

9.2.1 Laypersons

The panel of lay persons, (already involved in the HSC Complaints
Procedure), have availed of relevant SAI training including Root
Cause Analysis. They are now available to be called upon to be a
member of a SAl review team; particularly when a degree of
independence to the team is required.

Profiles and relevant contact details for all available laypersons can
be obtained by contacting seriousincidents@hscni.net

9.2.2 Clinical/Professional Advice

If a DRO requires a particular clinical view on the SAl review, the
HSCB Governance Team will secure that input, under the direction
of the DRO.

10.0 INFORMATION GOVERNANCE

The SAIl process deals with a considerable amount of sensitive personal
information. Appropriate measures must be put in place to ensure the safe and
secure transfer of this information. All reporting organisations should adhere to
their own Information Governance Policies and Procedures. However, as a
minimum the HSCB would recommend the following measures be adopted when
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transferring patient/client identifiable information via e-mail or by standard hard
copy mail:

- E-Mail - At present there is not a requirement to apply encryption to sensitive
information transferred across the HSC network to other HSC organisations
within Northern Ireland. Information transferred between the HSCB, Trusts
and Northern Ireland Department of Health is not sent across the internet. If
you are transferring information to any address that does not end in one of
those listed below, it is essential that electronic measures to secure the data
in transit, are employed, and it is advised that encryption is therefore applied
at all times to transfers of sensitive / personal information.

List of email addresses within the Northern Ireland secure network:
‘.hscni.net’,

‘n-i.nhs.uk’

‘ni.gov.uk’ or

‘.ni.gov.net’

No sensitive or patient/service user data must be emailed to an address
other than those listed above unless they have been protected by encryption
mechanisms that have been approved by the BSO-ITS.

Further advice on employing encryption software can be sought from the BSO
ICT Security Team.

Note: Although there is a degree of protection afforded to email traffic that
contains sensitive information when transmitting within the Northern Ireland
HSC network it is important that the information is sent to the correct
recipient. With the amalgamation of many email systems, the chances of a
name being the same or similar to the intended recipient has increased. It is
therefore recommended that the following simple mechanism is employed
when transmitting information to a new contact or to an officer you haven't
emailed previously.

Step 1 Contact the recipient and ask for their email address.

Step2 Send a test email to the address provided to ensure that you have
inserted the correct email address.

Step 3 Ask the recipient on receiving the test email to reply confirming
receipt.

Step 4 Attach the information to be sent with a subject line ‘Private and
Confidential, Addressee Only’ to the confirmation receipt email and
send.

- Standard Mail — It is recommended that any mail which is deemed valuable,
confidential or sensitive in nature (such as patient/service user level
information) should be sent using ‘Special Delivery’ Mail.

Further guidance is available from the HSCB Information Governance Team on:
Tel 028 95 362912
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11.0 ROLE OF DESIGNATED REVIEW OFFICER (DRO)

A DRO is a senior professional/officer within the HSCB / PHA and has a key role
in the implementation of the SAI process namely:

- liaising with reporting organisations:
o on any immediate action to be taken following notification of a SAI
o where a DRO believes the SAI review is not being undertaken at the
appropriate level

- agreeing the Terms of Reference for Level 2 and 3 RCA reviews;

- reviewing completed SEA Learning Summary Reports for Level 1 SEA
Reviews and full RCA reports for level 2 and 3 RCA Reviews; liaising with
other professionals (where relevant);

- liaising with reporting organisations where there may be concerns regarding
the robustness of the level 2 and 3 RCA reviews and providing assurance that
an associated action plan has been developed and implemented;

- identification of regional learning, where relevant;

- surveillance of SAls to identify patterns/clusters/trends.

Whilst the HSCB will not routinely receive Level 1 SEA reports these can be
requested, on occasion, by a DRO.

An internal HSCB/PHA protocol provides further guidance for DROs regarding
the nomination and role of a DRO.

12.0 PROCESS
12.1 Reporting Serious Adverse Incidents

Any adverse incident that meets the criteria of a SAl as indicated in
section 4.2 should be reported within 72 hours of the incident being
discovered using the SAI Notification Form (Appendix 1) and forwarded to
seriousincidents@hscni.net

HSC Trusts to copy RQIA at seriousincidents@rgia.org.uk in line with
notifications relevant to the functions, powers and duties of RQIA as
detailed in section 3.6 of this procedure.

Any SAl reported by FPS or ICVS must be reported in line with 3.2 and
3.3 of this procedure.

Reporting managers must comply with the principles of confidentiality
when reporting SAls and must not refer to service users or staff by name
or by any other identifiable information. A unique Incident
Reference/Number should be utilised on all forms/reports and associated
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correspondence submitted to the HSCB and this should NOT be the
patients H &C Number or their initials. (See section 10 — Information
Governance)

12.2 Never Events

Never Events are SAls that are wholly preventable, as guidance or safety
recommendations that provide strong systemic protective barriers are
already available at a national level and should have been implemented by
all health care providers.

Each Never Event type has the potential to cause serious patient harm or
death. However, serious harm or death is not required to have happened
as a result of a specific incident occurrence for that incident to be
categorised as a Never Event.

It is important, in the spirit of honesty and openness, that when staff are
engaging with Service Users, Families, Carers as part of the SAIl process,
that in addition to advising an individual of the SAl, they should also be
told if the SAl is a Never Event. However it will be for HSC organisations
to determine when to communicate this information to Service Users,
Families, Carers.

All categories included in the current NHS Never Events list (see
associated DoH link below) should now be identified to the HSCB when
notifying a SAI.

A separate section within the SAI notification form is to be completed to
specify if the SAl is listed on the Never Events list. The SAIl will continue to
be reviewed in line with the current SAI procedure.

https://www.health-ni.gov.uk/topics/safety-and-quality-standards/safety-and-
quality-standards-circulars

12.3 Reporting Interface Incidents

In line with section 3.4 of this procedure, any organisation alerted to an
incident which it feels has the potential to be a SAl should report the
incident to the HSCB using the Interface Incident Notification form
(Appendix 3) to seriousincidents@hscni.net.

An organisation who has been contacted by the HSCB Governance Team
re: an interface incident being reported; will consider the incident in line
with section 4.2 of the procedure, and if deemed it meets the criteria of a
SAl, will report to the HSCB in line with 12.1 of this procedure.

12.4 Acknowledging SAIl Notification

On receipt of the SAI notification the HSCB Governance Team will record
the SAl on the DATIX risk management system and electronically
acknowledge receipt of SAIl notification to reporting organisation; advising
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of the HSCB/PHA DRO, HSCB unique identification number, and
requesting the completion of:

- SEA Learning Summary Report for Level 1 SAls within 8 weeks from
the date the incident is reported;

- RCA Report for Level 2 SAls within 12 weeks from the date the
incident is reported;

-  RCA Report for Level 3 SAls within the timescale as agreed at the
outset by the DRO;

Where relevant, RQIA will be copied into this receipt.
12.5 Designated Review Officer (DRO)

Following receipt of a SAl the Governance Team will circulate the SAIl
Notification Form to the relevant Lead Officers within the HSCB/PHA to
assign a DRO.

Once assigned the DRO will consider the SAIl notification and if
necessary, will contact the reporting organisation to confirm all immediate
actions following the incident have been implemented.

12.6 Review/Learning Summary Reports

Note: Appendices 5 and 7 provide guidance notes to assist in the
completion of Level 1, 2 & 3 review reports.

Timescales for submission of review/learning summary reports and
associated engagement checklists will be in line with section 6.0 of this
procedure.

On receipt of a review/learning summary report, the Governance Team
will forward to the relevant DRO and where relevant RQIA.

The DRO will consider the adequacy of the review/learning summary
report and liaise with relevant professionals/officers including RQIA (where
relevant) to ensure that the reporting organisation has taken reasonable
action to reduce the risk of recurrence and determine if the SAI can be
closed. The DRO will also consider the referral of any learning identified
for regional dissemination. In some instances the DRO may require
further clarification and may also request sight of the full SEA review
report.

If the DRO is not satisfied that a report reflects a robust and timely review
s/he will continue to liaise with the reporting organisation and/or other
professionals /officers, including RQIA (where relevant) until a satisfactory
response is received. When the DRO has received all relevant and
necessary information the timescale for closure of the SAl will be within 12
weeks, unless in exceptional circumstances which will have been agreed
between the Reporting Organisation and the DRO.

Page | 26

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73406

12.7 Closure of SAl

Following agreement to close a SAl, the Governance Team will submit an
email to the reporting organisation to advise the SAIl has been closed,
copied to RQIA (where relevant). The email will also indicate, if further
information is made available to the reporting organisation (for example,
Coroners Reports), which impacts on the outcome of the initial review, that
it should be communicated to the HSCB/PHA DRO via the serious
incidents mailbox.

This will indicate that based on the review / learning summary report
received and any other information provided that the DRO is satisfied to
close the SAI. It will acknowledge that any recommendations and further
actions required will be monitored through the reporting organisation’s
internal governance arrangements in order to reassure the public that
lessons learned, where appropriate have been embedded in practice.

On occasion and in particular when dealing with level 2 and 3 SAls, a
DRO may close a SAIl but request the reporting organisation provides an
additional assurance mechanism by advising within a stipulated period of
time, that action following a SAl has been implemented. In these
instances, monitoring will be followed up via the Governance team.

12.8 Regional Learning from SAls

It is acknowledged HSC organisations will already have in place
mechanisms for cascading local learning from adverse incidents and SAls
internally within their own organisations. However, the management of
regional learning and associated assurance is the responsibility of the
HSCB/PHA.

Therefore, where regional learning is identified following the review of an
SAl, the DRO will refer this for consideration via HSCB/PHA Quality and
Safety Structures and where relevant, will be disseminated as outlined in
section 8.0.

12.9 Communication

All communication between HSCB/PHA and reporting organisation must
be conveyed between the HSCB Governance department and
Governance departments in respective reporting organisations. This will
ensure all communication both written and verbal relating to the SAl, is

recorded on the HSCB DATIX risk management system.
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13 EQUALITY

This procedure has been screened for equality implications as required by
Section 75 and Schedule 9 of the Northern lIreland Act 1998. Equality
Commission guidance states that the purpose of screening is to identify those
policies which are likely to have a significant impact on equality of opportunity so
that greatest resources can be devoted to these.

Using the Equality Commission's screening criteria, no significant equality
implications have been identified. The procedure will therefore not be subject to
equality impact assessment.

Similarly, this procedure has been considered under the terms of the Human

Rights Act 1998 and was deemed compatible with the European Convention
Rights contained in the Act.
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APPENDIX 1
Revised November 2016 (Version 1.1)

SERIOUS ADVERSE INCIDENT NOTIFICATION FORM

1. ORGANISATION: 2. UNIQUE INCIDENT IDENTIFICATION NO. /
REFERENCE

3. HOSPITAL/ FACILTY / COMMUNITY LOCATION |4. DATE OF INCIDENT: DD/MM/YYYY
(where incident occurred)

5. DEPARTMENT / WARD / LOCATION EXACT
(where incident occurred)

6. CONTACT PERSON: 7. PROGRAMME OF CARE: (referto Guidance Notes)

8. DESCRIPTION OF INCIDENT:

DOB: DD/MM/YYYY GENDER: M/ F AGE: years
(complete where relevant)

9. IS THIS INCIDENT A NEVER EVENT? | If “YES’ provide further detail on which never event - refer to DoH link below
https://www.health-ni.gov.uk/topics/safety-and-quality-standards/safety-and-quality-

YES NO standards-circulars
DATIX COMMON CLASSIFICATION SYSTEM (CCS) CODING
STAGE OF CARE: DETAIL: ADVERSE EVENT:
(refer to Guidance Notes) (refer to Guidance Notes) (refer to Guidance Notes)

10. IMMEDIATE ACTION TAKEN TO PREVENT RECURRENCE:

11. CURRENT CONDITION OF SERVICE USER: (complete where relevant)

12. HAS ANY MEMBER OF STAFF BEEN SUSPENDED FROM DUTIES?

(please select) YES | NO N/A

13. HAVE ALL RECORDS / MEDICAL DEVICES / EQUIPMENT BEEN SECURED?

(please specify where relevant) YES NO N/A

14. WHY IS THIS INCIDENT CONSIDERED SERIOUS?: (please select relevant criteria below)

serious injury to, or the unexpected/unexplained death of:

- a service user (including a Looked After Child or a child whose name is on the Child Protection Register

and those events which should be reviewed through a significant event audit)
- a staff member in the course of their work

- amember of the public whilst visiting a HSC facility.

unexpected serious risk to a service user and/or staff member and/or member of the public

unexpected or significant threat to provide service and/or maintain business continuity

serious self-harm or serious assault (including attempted suicide, homicide and sexual assaults) by a service
user, a member of staff or a member of the public within any healthcare facility providing a commissioned
service

serious self-harm or serious assault (including homicide and sexual assaults)

- on other service users,

- on staff or

- on members of the public
by a service user in the community who has a mental iliness or disorder (as defined within the Mental Health
(NI) Order 1986) and/or known to/referred to mental health and related services (including CAMHS, psychiatry
of old age or leaving and aftercare services) and/or learning disability services, in the 12 months prior to the
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SERIOUS ADVERSE INCIDENT NOTIFICATION FORM

incident

suspected suicide of a service user who has a mental illness or disorder (as defined within the Mental Health
(NI) Order 1986) and/or known to/referred to mental health and related services (including CAMHS, psychiatry
of old age or leaving and aftercare services) and/or learning disability services, in the 12 months prior to the
incident

serious incidents of public interest or concern relating to:

- any of the criteria above

- theft, fraud, information breaches or data losses

- a member of HSC staff or independent practitioner

15. IS ANY IMMEDIATE REGIONAL ACTION RECOMMENDED: (please select) YES NO

if “YES’ (full details should be submitted):

16. HAS THE SERVICE USER / FAMILY BEEN ADVISED YES
THE INCIDENT IS BEING REVIEWED AS A SAI? DATE INFORMED: DD/MM/YY
NO specify reason:

17. HAS ANY PROFESSIONAL OR REGULATORY BODY BEEN NOTIFIED? (refer to guidance YES NO
notes e.g. GMC, GDC, PSNI, NISCC, LMC, NMC, HCPC etc.) please specify where relevant
if 'YES’ (full details should be submitted including the date notified):

18. OTHER ORGANISATION/PERSONS INFORMED: (please select) DATE OTHERS: (please
INFORMED: | specify where relevant,
including date notified)

DoH EARLY ALERT

HM CORONER

INFORMATION COMMISSIONER OFFICE (ICO)

NORTHERN IRELAND ADVERSE INCIDENT CENTRE (NIAIC)

HEALTH AND SAFETY EXECUTIVE NORTHERN IRELAND (HSENI)
POLICE SERVICE FOR NORTHERN IRELAND (PSNI)

REGULATION QUALITY IMPROVEMENT AUTHORITY (RQIA)
SAFEGUARDING BOARD FOR NORTHERN IRELAND (SBNI)
NORTHERN IRELAND ADULT SAFEGUARDING PARTNERSHIP (NIASP)
19. LEVEL OF REVIEW REQUIRED: (please select) LEVEL 1 LEVEL 2*

LEVEL 3*

*FOR ALL LEVEL 2 OR LEVEL 3 REVIEWS PLEASE COMPLETE AND SUBMIT SECTIONS 2 AND 3 OF THE

RCA REPORT TEMPLATE WITHIN 4 WEEKS OF THIS NOTIFICATION REFER APPENDIX 6

20. | confirm that the designated Senior Manager and/or Chief Executive has/have been advised of this SAl and is/are
content that it should be reported to the Health and Social Care Board / Public Health Agency and Regulation and

Quality Improvement Authority. (delete as appropriate)

Report submitted by: Designation:
Email: Telephone: Date: DD/MM/YYYY
21. ADDITIONAL INFORMATION FOLLOWING INITIAL NOTIFICATION: (refer to Guidance Notes)
Additional information submitted by: Designation:
Email: Telephone: Date: DD/MM/YYYY

Completed proforma should be sent to: seriousincidents@hscni.net
and (where relevant) seriousincidents@rqgia.org.uk
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APPENDIX 2
Revised November 2016 (Version 1.1)

Guidance Notes
SERIOUS ADVERSE INCIDENT NOTIFICATION FORM

The following guidance designed to help you to complete the Serious Adverse Incident Report Form effectively and to minimise the need
for the HSCB to seek additional information about the circumstances surrounding the SAIl. This guidance should be considered each
time a report is submitted.

1. ORGANISATION: 2. UNIQUE INCIDENT IDENTIFICATION NO. / REFERENCE
Insert the details of the reporting organisation (HSC Organisation Insert the unique incident number / reference generated by the reporting
/Trust or Family Practitioner Service) organisation.

3. HOSPITAL / FACILTY / COMMUNITY LOCATION 4. DATE OF INCIDENT: DD/MM/YYYY

(where incident occurred) Insert the details of the
hospital/facility/specialty/department/ directorate/place where the Insert the date incident occurred
incident occurred

5. DEPARTMENT / WARD / LOCATION EXACT (where
incident occurred)

6. CONTACT PERSON: 7. PROGRAMME OF CARE:
Insert the name of lead officer to be contacted should the HSCB or Insert the Programme of Care from the following: Acute Services/ Maternity
PHA need to seek further information about the incident and Child Health / Family and Childcare / Elderly Services / Mental Health /

Learning Disability / Physical Disability and Sensory Impairment / Primary
Health and Adult Community (includes GP’s) / Corporate Business(Other)

8. DESCRIPTION OF INCIDENT:

Provide a brief factual description of what has happened and a summary of the events leading up to the incident. PLEASE ENSURE
SUFFICIENT INFORMATION IS PROVIDED SO THAT THE HSCB/ PHA ARE ABLE TO COME TO AN OPINION ON THE IMMEDIATE
ACTIONS, IF ANY, THAT THEY MUST TAKE. Where relevant include D.O.B, Gender and Age. All reports should be anonymised — the names
of any practitioners or staff involved must not be included. Staff should only be referred to by job title.

In addition include the following:
Secondary Care — recent service history; contributory factors to the incident; last point of contact (ward / specialty); early analysis of outcome.
Children — when reporting a child death indicate if the Regional Safeguarding Board has been advised.

Mental Health - when reporting a serious injury to, or the unexpected/unexplained death (including suspected suicide, attempted suicide in an in-
patient setting or serious self-harm of a service user who has been known to Mental Health, Learning Disability or Child and Adolescent Mental
Health within the last year) include the following details: the most recent HSC service context; the last point of contact with HSC services or their
discharge into the community arrangements;

whether there was a history of DNAs, where applicable the details of how the death occurred, if known.

Infection Control - when reporting an outbreak which severely impacts on the ability to provide services, include the following: measures to cohort
Service Users; IPC arrangements among all staff and visitors in contact with the infection source; Deep cleaning arrangements and restricted
visiting/admissions.

Information Governance —when reporting include the following details whether theft, loss, inappropriate disclosure, procedural failure etc.; the
number of data subjects (service users/staff )involved, the number of records involved, the media of records (paper/electronic),whether encrypted
or not and the type of record or data involved and sensitivity.

DOB: DD/MM/YYYY GENDER: M/ F AGE: years
(complete where relevant)

9. 1S THIS INCIDENT A NEVER EVENT? Yes/No | If “YES’ provide further detail on which never event - refer to DoH
(please select) link below

https://www.health-ni.gov.uk/topics/safety-and-quality-standards/safety-
and-quality-standards-circulars
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DATIX COMMON CLASSIFICATION SYSTEM (CCS) CODING

STAGE OF CARE: DETAIL: ADVERSE EVENT:
(refer to Guidance Notes) (refer to Guidance Notes) (refer to Guidance Notes)
Insert CCS Stage of Care Code description Insert CCS Detail Code description Insert CCS Adverse Event Code description

10. IMMEDIATE ACTION TAKEN TO PREVENT RECURRENCE:
Include a summary of what actions, if any, have been taken to address the immediate repercussions of the incident and the actions taken to
prevent a recurrence.

11. CURRENT CONDITION OF SERVICE USER: (complete where relevant)

Where relevant please provide details on the current condition of the service user the incident relates to.

12. HAS ANY MEMBER OF STAFF BEEN SUSPENDED FROM DUTIES? (please select) YES | NO N/A

13. HAVE ALL RECORDS / MEDICAL DEVICES / EQUIPMENT BEEN SECURED (please

select and specify where relevant) YES NO N/A

14. WHY INCIDENT CONSIDERED SERIOUS: (please select relevant criteria from below )

serious injury to, or the unexpected/unexplained death of:

- a service user (including a Looked After Child or a child whose name is on the Child Protection

Register and those events which should be reviewed through a significant event audit)
- a staff member in the course of their work

- a member of the public whilst visiting a HSC facility.

unexpected serious risk to a service user and/or staff member and/or member of the public

unexpected or significant threat to provide service and/or maintain business continuity

serious self-harm or serious assault (including attempted suicide, homicide and sexual assaults) by a
service user, a member of staff or a member of the public within any healthcare facility providing a
commissioned service

serious self-harm or serious assault (including homicide and sexual assaults)
- on other service users,
- on staff or

- on members of the public
by a service user in the community who has a mental iliness or disorder (as defined within the Mental Health
(NI) Order 1986) and/or known to/referred to mental health and related services (including CAMHS,
psychiatry of old age or leaving and aftercare services) and/or learning disability services, in the 12 months
prior to the incident

suspected suicide of a service user who has a mental iliness or disorder (as defined within the Mental
Health (NI) Order 1986) and/or known to/referred to mental health and related services (including CAMHS,
psychiatry of old age or leaving and aftercare services) and/or learning disability services, in the 12 months
prior to the incident

serious incidents of public interest or concern relating to:
- any of the criteria above
- theft, fraud, information breaches or data losses
- a member of HSC staff or independent practitioner

15. IS ANY IMMEDIATE REGIONAL ACTION RECOMMENDED: (please select) YES | NO

if “YES’ (full details should be submitted):

16. HAS THE SERVICE USER / FAMILY BEEN ADVISED YES DATE INFORMED: DD/MM/YY
THE INCIDENT IS BEING REVIEWED AS A SAI? Insert the date informed

(please select) NO Specify reason:
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17. HAS ANY PROFESSIONAL OR REGULATORY BODY BEEN NOTIFIED? YES NO
(refer to guidance notes e.g. GMC, GDC, PSNI, NISCC, LMC, NMC, HCPC etc.) please
specify where relevant

if “YES’ (full details should be submitted including the date notified):
GENERAL MEDICAL COUNCIL (GMC)
GENERAL DENTAL COUNCIL (GDC)
PHARMACEUTICAL SOCIETY NORTHERN IRELAND (PSNI)
NORTHERN IRELAND SOCIAL CARE COUNCIL (NISCC)
LOCAL MEDICAL COMMITTEE (LMC)
NURSING AND MIDWIFERY COUNCIL (NMC)
HEALTH CARE PROFESSIONAL COUNCIL (HCPC)
REGULATION AND QUALITY IMPROVEMENT AUTHORTIY(RQIA)
SAFEGUARDING BOARD FOR NORTHERN IRELAND (SBNI)

OTHER — PLEASE SPECIFY BELOW

18. OTHER ORGANISATION/PERSONS INFORMED: (please select) DATE OTHERS: (please

INFORMED: | specify where relevant,
DoH EARLY ALERT including date notified)
HM CORONER

INFORMATION COMMISSIONER OFFICE (ICO)

NORTHERN IRELAND ADVERSE INCIDENT CENTRE (NIAIC)
HEALTH AND SAFETY EXECUTIVE NORTHERN IRELAND (HSENI)
POLICE SERVICE FOR NORTHERN IRELAND (PSNI)
REGULATION QUALITY IMPROVEMENT AUTHORITY (RQIA)
SAFEGUARDING BOARD FOR NORTHERN IRELAND (SBNI)

NORTHERN IRELAND ADULT SAFEGUARDING PARTNERSHIP (NIASP)

19. LEVEL OF REVIEW REQUIRED: (please select) LEVEL 1 LEVEL 2* | LEVEL 3*

*FOR ALL LEVEL 2 OR LEVEL 3 REVIEWS PLEASE COMPLETE AND SUBMIT SECTIONS 2 AND 3 OF THE
RCA REPORT TEMPLATE WITHIN 4 WEEKS OF THIS NOTIFICATION REFER APPENDIX 6

20. | confirm that the designated Senior Manager and/or Chief Executive has/have been advised of this SAl and
is/are content that it should be reported to the Health and Social Care Board / Public Health Agency and Regulation
and Quality Improvement Authority. (delete as appropriate)

Report submitted by: Designation:

Email: Telephone: Date: DD/MM/YYYY

21. ADDITIONAL INFORMATION FOLLOWING INITIAL NOTIFICATION:

Use this section to provide updated information when the situation changes e.g. the situation deteriorates; the level of media interest changes

The HSCB and PHA recognises that organisations report SAls based on limited information, which on further review may not meet the criteria of a
SAl. Use this section to rrequest that a SAl be de-escalated and send to seriousincidents@hscni.net with the unique incident identification
number/reference in the subject line. When a request for de-escalation is made the reporting organisation must include information on why the
incident does not warrant further review under the SAl process.

The HSCB/PHA DRO will review the de-escalation request and inform the reporting organisation of its decision within 5 working days. The HSCB /
PHA may take the decision to close the SAl without a report rather than de-escalate it. The HSCB / PHA may decide that the SAl should not be de-
escalated and a full review report is required.

PLEASE NOTE PROGRESS IN RELATION TO TIMELINESS OF COMPLETED REVIEW REPORTS WILL BE REGULARLY REPORTED TO
THE HSCB/PHA REGIONALGROUP. THEY WILL BE MONITORED ACCORDING TO AGREED TIMESCALES. IT IS IMPORTANT TO KEEP
THE HSCB INFORMED OF PROGRESS TO ENSURE THAT MONITORING INFORMATION IS ACCURATE AND BREECHES ARE NOT
REPORTED WHERE AN EXTENDED TIME SCALE HAS BEEN AGREED.

Additional information submitted by: Designation:

Email: Telephone: Date: DD/MM/YYYY

Completed proforma should be sent to: seriousincidents@hscni.net
and (where relevant) seriousincidents@rgia.org.uk
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APPENDIX 3

Revised November 2016 (Version 1.1)

HSC INTERFACE INCIDENT NOTIFICATION FORM

1. REPORTING ORGANISATION:

2. DATE OF INCIDENT: DD/MM/YYYY

3. CONTACT PERSON AND TEL NO:

4. UNIQUE REFERENCE NUMBER:

5. DESCRIPTION OF INCIDENT:

(e.g. HSC TRUSTS /FPS / OOH /ISP / VOLUNTARY /
COMMUNITY ORG’S)

DOB: DD/ MM/ YYYY GENDER: M / F AGE: years
(complete where relevant)
6. ARE OTHER PROVIDERS INVOLVED? YES NO

if ‘YES’ (full details should be submitted in
section 7 below)

7. PROVIDE DETAIL ON ISSUES/AREAS OF CONCERN:

8. IMMEDIATE ACTION TAKEN BY REPORTING ORGANISATION:

9. WHICH ORGANISATION/PROVIDER (FROM THOSE LISTED IN SECTIONS 6 AND 7 ABOVE) SHOULD
TAKE THE LEAD RESPONSIBILITY FOR THE REVIEW AND FOLLOW UP OF THIS INCIDENT?

10. OTHER COMMENTS:

REPORT SUBMITTED BY:

Email: Telephone:

DESIGNATION:

Date: DD/MM/YYYY

Completed proforma should be sent to: seriousincidents@hscni.net

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



mailto:seriousincidents@hscni.net

WIT-73415

APPENDIX 4

Revised November 2016 (Version 1.1)

LEVEL 1 — SIGNIFICANT EVENT AUDIT INCLUDING LEARNING SUMMARY REPORT
AND SERVICE USER/FAMILY/CARER ENGAGEMENT CHECKLIST

SECTION 1

1. ORGANISATION:

. UNIQUE INCIDENT IDENTIFICATION NO. /

REFERENCE:

3. HSCB UNIQUE IDENTIFICATION NO. /
REFERENCE:

. DATE OF INCIDENT/EVENT: DD/MM/YYYY

5. PLEASE INDICATE IF THIS SAI IS INTERFACE
RELATED WITH OTHER EXTERNAL
ORGANISATIONS: YES / NO

Please select as appropriate

. IF'YES’' TO 5. PLEASE PROVDE DETAILS:

7. DATE OF SEA MEETING / INCIDENT DEBRIEF:

DD/MM/YYYY

8. SUMMARY OF EVENT:
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SECTION 2

9. SEA FACILITATOR / LEAD OFFICER: 10. TEAM MEMBERS PRESENT:

11. SERVICE USER DETAILS:
Complete where applicable

12. WHAT HAPPENED?

13. WHY DID IT HAPPEN?
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SECTION 3 -LEARNING SUMMARY

14.WHAT HAS BEEN LEARNED:

15.WHAT HAS BEEN CHANGED or WHAT WILL CHANGE?

16.RECOMMENDATIONS (please state by whom and timescale)

17.INDICATE ANY PROPOSED TRANSFERRABLE REGIONAL LEARNING POINTS FOR
CONSIDERATION BY HSCB/PHA:

18.FURTHER REVIEW REQUIRED? YES/NO
Please select as appropriate

If ' YES' complete SECTIONS 4, 5 and 6. If ‘NO’ complete SECTION 5 and 6.

SECTION 4 (COMPLETE THIS SECTION ONLY WHERE A FURTHER REVIEW IS REQUIRED)

19.PLEASE INDICATE LEVEL OF REVIEW: 20.PROPOSED TIMESCALE FOR COMPLETION:
LEVEL2 / LEVEL3 DD/MM/YYYY

Please select as appropriate

21.REVIEW TEAM MEMBERSHIP (If known or submit asap):

22. TERMS OF REFERENCE (If known or submit asap):

SECTION 5

APPROVAL BY RELEVANT PROFESSIONAL DIRECTOR AND/OR OPERATIONAL DIRECTOR

23.NAME: 24 DATE APPROVED:

25.DESIGANTION:

SECTION 6

26.DISTRIBUTION LIST:
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Checklist for Engagement / Communication
with Service User'/ Family/ Carer following a Serious Adverse Incident

Reporting Organisation HSCB Ref Number:
SAIl Ref Number:

SECTION 1
INFORMING THE SERVICE USER'/ FAMILY / CARER
1) Please indicate if the SAl relates | Single Service User Multiple Service Users*
to a single service user, or a
number of service users. Comment:
Please select as appropriate ( v ) *If multiple service users are involved please indicate the number involved
2) Was the Service User' / Family / | YES NO

Carer informed the incident was [f YES. insert date informed-
being reviewed as a SAI? ’

If NO, please select only one rationale from below, for NOT INFORMING
the Service User / Family / Carer that the incident was being reviewed as a
SAl

a) No contact or Next of Kin details or Unable to contact

Please select as appropriate (\/)

b) Not applicable as this SAl is not ‘patient/service user’ related

c) Concerns regarding impact the information may have on
health/safety/security and/or wellbeing of the service user

d) Case involved suspected or actual abuse by family

e) Case identified as a result of review exercise

f) Case is environmental or infrastructure related with no harm to
patient/service user

g) Other rationale
If you selected c), d), e), f) or g) above please provide further details:

3) Was this SAl also a Never Event? | YES NO
Please select as appropriate (\/ )
4) If YES, was the Service User' /| YES If YES, insert date informed: DD/MM.YY

Family / Carer informed this was
a Never Event?

NO If NO, provide details:

Please select as appropriate (‘/)

For completion by HSCB/PHA Personnel Only (Please select as appropriate (v)
Content with rationale? | YES | | NO |

SHARING THE REVIEW REPORT WITH THE SERVICE USER' / FAMILY / CARER

(complete this section where the Service User / Family / Carer has been informed the incident was being reviewed as a SAl)
5) Has the Final Review report YES NO

been1shareq with the Service If YES, insert date informed:

User / Family / Carer?

If NO, please select only one rationale from below, for NOT SHARING the

SAIl Review Report with Service User / Family / Carer:

a) Draft review report has been shared and further engagement
planned to share final report

b) Plan to share final review report at a later date and further
engagement planned

Please select as appropriate (\/)
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SHARING THE REVIEW REPORT WITH THE SERVICE USER' / FAMILY / CARER

(complete this section where the Service User / Family / Carer has been informed the incident was being reviewed as a SAl)
¢) Report not shared but contents discussed

(if you select this option please also complete ‘I’ below)

d) No contact or Next of Kin or Unable to contact

e) No response to correspondence

f) Withdrew fully from the SAI process

g) Participated in SAI process but declined review report

(if you select any of the options below please also complete ‘I’ below)

h) concerns regarding impact the information may have on
health/safety/security and/or wellbeing of the service user’
family/ carer

i) case involved suspected or actual abuse by family

j) identified as a result of review exercise

k) other rationale

I) If you have selected c), h), i), j), or k) above please provide further
details:

For completion by HSCB/PHA Personnel Only (Please select as appropriate (v')

Content with rationale? YES NO

SECTION 2

INFORMING THE CORONERS OFFICE (under section 7 of the Coroners Act (Northern
Ireland) 1959) (complete this section for all death related SAls)

1) Was there a Statutory Duty to | YES NO

notify the Coroner on the If YES, insert date informed:
circumstances of the death?

Please select as appropriate (v) If NO, please provide details:

2) If you have selected ‘YES’ to | YES NO

uestion 1, has the review report -
geen shared with the Coroner’? If YES, insert date report shared:

Please select as appropriate (v) If NO, please provide details:

3) ‘If you have selected ‘YES' to | YES NO N/A Not Known

question 1, has the Family / Carer (rves (rce ot informed:

Please select as appropriate (v') If NO, please provide details:

DATE CHECKLIST COMPLETED

' Service User or their nominated representative
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APPENDIX 5
Revised November 2016 (Version 1.1)

GUIDANCE NOTES
LEVEL 1 - SIGNIFICANT EVENT AUDIT INCLUDING SUMMARY REPORT
AND SERVICE USER/FAMILY/CARER ENGAGEMENT CHECKLIST

SECTION 1 (To be submitted to the HSCB)

1. ORGANISATION: Insert unique identifier number 2. UNIQUE INCIDENT IDENTIFICATION NO./
REFERENCE: Self- explanatory

3. HSCB UNIQUE IDENTIFICATION NO. / 4. DATE OF INCIDENT/EVENT: DD/MM/YYYY
REFERENCE: Self- explanatory Self- explanatory

5. PLEASE INDICATE IF THIS SAI IS INTERFACE 6. IF'YES’ TO 5. PLEASE PROVDE DETAILS:
RELATED WITH OTHER EXTERNAL Self- explanatory
ORGANISATIONS: YES / NO

Please select as appropriate

7. DATE OF SEA MEETING / INCIDENT DEBRIEF: DD /MM /YYYY Self- explanatory

8. SUMMARY OF EVENT:

As per notification form. (If the notification form does not fully reflect the incident please provide further detail.)
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SECTION 2

9. SEA FACILITATOR /LEAD OFFICER:

Refer to guidance on Level 1 review team

membership for significant event analysis —
Appendix 10

10. TEAM MEMBERS PRESENT:

NAMES AND DESIGNATIONS

11. SERVICE USER DETAILS:

Complete where applicable

DOB/GENDER / AGE

12.WHAT HAPPENED?

others).

(Describe in detailed chronological order what actually happened. Consider, for instance, how it happened, where it
happened, who was involved and what the impact was on the patient/service user’, the team, organisation and/or

13.WHY DID IT HAPPEN?

uncertainty associated with the event)

(Describe the main and underlying reasons contributing to why the event happened. Consider for instance, the
professionalism of the team, the lack of a system or failing in a system, the lack of knowledge or the complexity and

ensure sensitivity to the needs of the patient/ service user/ carer/ family member is in line with Regional Guidance on Engagement with
Service Users, Families and Carers issued February 2015 (Revised November 2016)
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All sections below be submitted to the HSCB

SECTION 3 - LEARNING SUMMARY

14 WHAT HAS BEEN LEARNED:  (Based on the reason established as to why the event happened, outline the
learning identified. Demonstrate that reflection and learning have taken place on an individual or team basis and that
relevant team members have been involved in the analysis of the event. Consider, for instance: a lack of education and
training; the need to follow systems or procedures; the vital importance of team working or effective communication)

15. WHAT HAS BEEN CHANGED or WHAT WILL CHANGE? Based on the understanding of why the event
happened and the identification of learning, outline the action(s) agreed and implemented, where this is relevant or
feasible. Consider, for instance: if a protocol has been amended, updated or introduced; how was this done and who
was involved; how will this change be monitored. It is also good practice to attach any documentary evidence of
change e.g. a new procedure or protocol.

NOTE: Action plans should also be developed and set out how learning will be implemented, with named leads responsible for each
action point (Refer to Appendix 7 Minimum Standards for Action Plans).

Action plans for this level of review will be retained by the reporting organisation.

16.RECOMMENDATIONS (please state by whom and timescale) It should be noted that it is the responsibility of the
HSCB/PHA to consider and review all recommendations, of suggested /proposed learning relevant to other organisations, arising from
the review of a SAI. In addition, it is the responsibility if the HSCB/PHA to subsequently identify any related learning to be
communicated across the HSC and where relevant with other organisations regionally and/or nationally.

It is the responsibility of the reporting organisation to communicate to service users, families and carer’s that learning identified
relevant to other organisations (arising from the review of a SAl) and submitted to the HSCB/PHA, to consider and review, may not on
every occasion result in regional learning.

17.INDICATE ANY PROPOSED TRANSFERRABLE REGIONAL LEARNING POINTS FOR
CONSIDERATION BY HSCB/PHA:

Self- explanatory

18.FURTHER REVIEW REQUIRED?  YES/NO

Please select as appropriate

If YES’ complete SECTIONS 4, 5 and 6. If ‘'NO’ complete SECTION 5 and 6.

SECTION 4 (COMPLETE THIS SECTION ONLY WHERE A FURTHER REVIEW IS REQUIRED)

19.PLEASE INDICATE LEVEL OF REVIEW: 20.PROPOSED TIMESCALE FOR COMPLETION:
LEVEL2 / LEVEL3 DD/MM/YYYY
Please select as appropriate

21.REVIEW TEAM MEMBERSHIP(If known or submit ASAP):

Refer to section 2 of appendix 7.

22. TERMS OF REFERENCE(If known or submit ASAP):

Refer to section 3 of appendix 7.

SECTION 5 - (COMPLETE THIS SECTION FOR ALL LEVELS OF REVIEW)

APPROVAL BY RELEVANT PROFESSIONAL DIRECTOR AND/OR OPERATIONAL DIRECTOR

23.NAME: Self- explanatory 24 DATE APPROVED: Self- explanatory

25.DESIGANTION: Self- explanatory

SECTION 6

26. DISTRIBUTION LIST:

List of the individuals, groups or organisations the final report has been shared with.
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APPENDIX 5

Checklist for Engagement / Communication
with Service User'/ Family/ Carer following a Serious Adverse Incident

Reporting Organisation
SAl Ref Number:

HSCB Ref Number:

SECTION 1

INFORMING THE SERVICE USER' / FAMILY / CARER

1) Please indicate if the SAl relates
to a single service user, or a
number of service users.

Please select as appropriate (\/)

Single Service User Multiple Service Users*

Comment:

*If multiple service users are involved please indicate the number involved

2) Was the Service User ' / Family /
Carer informed the incident was
being reviewed as a SAI?

Please select as appropriate (\/)

YES NO

If YES, insert date informed:

If NO, please select only one rationale from below, for NOT INFORMING
the Service User / Family / Carer that the incident was being reviewed as a
SAl

a) No contact or Next of Kin details or Unable to contact

b) Not applicable as this SAl is not ‘patient/service user’ related

c) Concerns regarding impact the information may have on
health/safety/security and/or wellbeing of the service user

d) Case involved suspected or actual abuse by family

e) Case identified as a result of review exercise

f) Case is environmental or infrastructure related with no harm to
patient/service user

g) Other rationale

If you selected c), d), e), f) or g) above please provide further details:

3) Was this SAl also a Never Event? | YES NO
Please select as appropriate (\/ )
4) If YES, was the Service User' / | YES If YES, insert date informed: DD/MM.YY
Family / Carer informed this was
a Never Event?
NO If NO, provide details:
Please select as appropriate (\/ )

For completion by HSCB/PHA Personnel Only (Please select as appropriate (v)

Content with rationale?

| YES |

[ No |

SHARING THE REVIEW REPORT WITH THE SERVICE USER' / FAMILY / CARER

(complete this section where the Service User / Family / Carer has been informed the incident was being reviewed as a SAl)

5) Has the Final Review report
been shared with the Service
User' / Family / Carer?

Please select as appropriate (\/)

YES NO

If YES, insert date informed:

If NO, please select only one rationale from below, for NOT SHARING the
SAIl Review Report with Service User / Family / Carer:
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SHARING THE REVIEW REPORT WITH THE SERVICE USER' / FAMILY / CARER

(complete this section where the Service User / Family / Carer has been informed the incident was being reviewed as a SAl)

a) Draft review report has been shared and further engagement
planned to share final report

b) Plan to share final review report at a later date and further
engagement planned

¢) Report not shared but contents discussed

(if you select this option please also complete ‘I’ below)

d) No contact or Next of Kin or Unable to contact

e) No response to correspondence

f) Withdrew fully from the SAI process

g) Participated in SAI process but declined review report

(if you select any of the options below please also complete ‘I’ below)

h) concerns regarding impact the information may have on
health/safety/security and/or wellbeing of the service user’
family/ carer

i) case involved suspected or actual abuse by family

j) identified as a result of review exercise

k) other rationale

I) If you have selected c), h), i), j), or k) above please provide further
details:

For completion by HSCB/PHA Personnel Only (Please select as appropriate (v')
Content with rationale? YES NO

SECTION 2

INFORMING THE CORONERS OFFICE

(under section 7 of the Coroners Act (Northern Ireland) 1959)

(complete this section for all death related SAls)
1) Was there a Statutory Duty to | YES NO

notify the Coroner on the If YES, insert date informed:
circumstances of the death?

Please select as appropriate (v) If NO, please provide details:

2) If you have selected ‘YES’ to | YES NO

uestion 1, has the review report -
geen shared with the Coroner’? I YES, insert date report shared:

Please select as appropriate (V) If NO, please provide details:

3) ‘If you have selected ‘YES' to | YES NO N/A Not Known

question 1, has the Family | Carer |-jryeg (ocerr ot informed:

Please select as appropriate (v') If NO, please provide details:

DATE CHECKLIST COMPLETED

' Service User or their nominated representative

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73425

APPENDIX 6

Revised November 2016 (Version 1.1)
Insert organisation Logo

Root Cause Analysis report on the
review of a Serious Adverse Incident
including
Service User/Family/Carer Engagement
Checklist

Organisation’s Unique Case Identifier:
Date of Incident/Event:

HSCB Unique Case Identifier:

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

Responsible Lead Officer:
Designation:
Report Author:

Date report signed off:
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1.0 EXECUTIVE SUMMARY

2.0 THE REVIEW TEAM

3.0 SAI REVIEW TERMS OF REFERENCE

4.0 REVIEW METHODOLOGY

5.0 DESCRIPTION OF INCIDENT/CASE

6.0 FINDINGS

7.0 CONCLUSIONS

8.0 LESSONS LEARNED

9.0 RECOMMENDATIONS AND ACTION PLANNING

10.0 DISTRIBUTION LIST
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Checklist for Engagement / Communication
with Service User'/ Family/ Carer following a Serious Adverse Incident

Reporting Organisation HSCB Ref Number:
SAIl Ref Number:

SECTION 1
INFORMING THE SERVICE USER'/ FAMILY / CARER
1) Please indicate if the SAI relates | Single Service User Multiple Service Users*
to a single service user, or a
number of service users. Comment:
Please select as appropriate ( 4 ) *If multiple service users are involved please indicate the number involved
2) Was the Service User' / Family / | YES NO

Carer informed the incident was [f YES. insert date informed-
being reviewed as a SAI? ’

If NO, please select only one rationale from below, for NOT INFORMING
the Service User / Family / Carer that the incident was being reviewed as a
SAl

a) No contact or Next of Kin details or Unable to contact

Please select as appropriate (\/)

b) Not applicable as this SAl is not ‘patient/service user’ related

c) Concerns regarding impact the information may have on
health/safety/security and/or wellbeing of the service user

d) Case involved suspected or actual abuse by family

e) Case identified as a result of review exercise

f) Case is environmental or infrastructure related with no harm to
patient/service user

g) Other rationale

If you selected c), d), e), f) or g) above please provide further details:

3) Was this SAl also a Never Event? | YES NO
Please select as appropriate (‘/)
4) If YES, was the Service User' /| YES If YES, insert date informed: DD/MM.YY

Family / Carer informed this was
a Never Event?

NO If NO, provide details:

Please select as appropriate (‘/)

For completion by HSCB/PHA Personnel Only (Please select as appropriate (v)
Content with rationale? | YES | | NO |

SHARING THE REVIEW REPORT WITH THE SERVICE USER' / FAMILY / CARER

(complete this section where the Service User / Family / Carer has been informed the incident was being reviewed as a SAl)
5) Has the Final Review report YES NO

been1shareq with the Service If YES, insert date informed:

User / Family / Carer?

If NO, please select only one rationale from below, for NOT SHARING the

SAl Review Report with Service User / Family / Carer:

a) Draft review report has been shared and further engagement
planned to share final report

b) Plan to share final review report at a later date and further
engagement planned

c) Report not shared but contents discussed

(if you select this option please also complete ‘I’ below)

Please select as appropriate (\/)
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SHARING THE REVIEW REPORT WITH THE SERVICE USER' / FAMILY / CARER

(complete this section where the Service User / Family / Carer has been informed the incident was being reviewed as a SAl)
d) No contact or Next of Kin or Unable to contact

e) No response to correspondence

f)  Withdrew fully from the SAI process

g) Participated in SAI process but declined review report

(if you select any of the options below please also complete ‘I’ below)

h) concerns regarding impact the information may have on
health/safety/security and/or wellbeing of the service user’
family/ carer

i) case involved suspected or actual abuse by family

j) identified as a result of review exercise

k) other rationale

I) If you have selected c), h), i), j), or k) above please provide further
details:

For completion by HSCB/PHA Personnel Only (Please select as appropriate (v')
Content with rationale? YES NO

| SECTION 2
INFORMING THE CORONERS OFFICE

(under section 7 of the Coroners Act (Northern Ireland) 1959)

(complete this section for all death related SAls)
1) Was there a Statutory Duty to | YES NO

notify ~the Coroner on the MryES insert date informed:
circumstances of the death?

Please select as appropriate (v) If NO, please provide details:

2) If you have selected ‘YES' to | YES NO

uestion 1, has the review report -
geen shared with the Coroner’.F?) If YES, insert date report shared:

Please select as appropriate (v) If NO, please provide details:

3) ‘If you have selected ‘YES' to | YES NO N/A Not Known

?,Zﬁit'iﬂ?ol#;iithe Family / Carer I SES, insert date informed:

Please select as appropriate (v) If NO, please provide details:

DATE CHECKLIST COMPLETED

' Service User or their nominated representative
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APPENDIX 7
Revised November 2016 (Version 1.1)

Health and Social Care
Regional Guidance

for

Level 2 and 3 RCA
Incident Review Reports
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INTRODUCTION

This document is a revision of the template developed by the DoH Safety in Health and Social
Care Steering Group in 2007 as part of the action plan contained within “Safety First: A
Framework for Sustainable Improvement in the HPSS.”

The purpose of this template and guide is to provide practical help and support to those writing
review reports and should be used, in as far as possible, for drafting all HSC Level 2 and
Level 3 incident review reports. It is intended as a guide in order to standardise all such
reports across the HSC including both internal and external reports.

The review report presents the work of the review team and provides all the necessary
information about the incident, the review process and outcome of the review. The purpose of
the report is to provide a formal record of the review process and a means of sharing the
learning. The report should be clear and logical, and demonstrate that an open and fair
approach has taken place.

This guide should assist in ensuring the completeness and readability of such reports. The
headings and report content should follow, as far as possible, the order that they appear within
the template. Composition of reports to a standardised format will facilitate the collation and
dissemination of any regional learning.

This template was designed primarily for incident reviews however it may also be used to
examine complaints and claims.
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Insert organisation Logo

Root Cause Analysis report on the
review of a Serious Adverse Incident
including
Service User/Family/Carer Engagement
Checklist

Organisation’s Unique Case Identifier:
Date of Incident/Event:

HSCB Unique Case Identifier:

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

Responsible Lead Officer:
Designation:
Report Author:

Date report signed off:
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1.0 EXECUTIVE SUMMARY

Summarise the main report: provide a brief overview of the incident and consequences,
background information, level of review, concise analysis and main conclusions, lessons learned,
recommendations and arrangements for sharing and learning lessons.

2.0 THE REVIEW TEAM

Refer to Guidance on Review Team Membership

The level of review undertaken will determine the degree of leadership, overview and strategic
review required.

e List names, designation and review team role of the members of the Review Team. The
Review Team should be multidisciplinary and should have an Independent Chair.

e The degree of independence of the membership of the team needs careful consideration
and depends on the severity / sensitivity of the incident and the level of review to be
undertaken. However, best practice would indicate that review teams should incorporate at
least one informed professional from another area of practice, best practice would also
indicate that the chair of the team should be appointed from outside the area of practice.

e Inthe case of more high impact incidents (i.e. categorised as catastrophic or major)
inclusion of lay / patient / service user or carer representation should be considered.

3.0 SAIREVIEW TERMS OF REFERENCE

Describe the plan and scope for conducting the review. State the level of review, aims, objectives,
outputs and who commissioned the review.

The following is a sample list of statements of purpose that may be included in the terms of
reference:

e To undertake a review of the incident to identify specific problems or issues to be
addressed;

e To consider any other relevant factors raised by the incident;

e Toidentify and engage appropriately with all relevant services or other agencies associated
with the care of those involved in the incident;

e To determine actual or potential involvement of the Police, Health and Safety Executive,
Regulation and Quality Improvement Authority and Coroners Service for Northern Ireland? ®

e To agree the remit of the review - the scope and boundaries beyond which the review
should not go (e.g. disciplinary process) — state how far back the review will go (what point
does the review start and stop e.g. episode of care) and the level of review;

e To consider the outcome of the review, agreeing recommendations, actions to be taken and
lessons learned for the improvement of future services;

e To ensure sensitivity to the needs of the patient/ service user/ carer/ family member, where
appropriate. The level of involvement clearly depends on the nature of the incident and the
service user’s or family’s wishes or carer’s wishes to be involved and must be in line with
Regional Guidance on Engagement with Service Users, Families and Carers issued
November 2016;

2 Memorandum of understanding: Investigating patient or client safety incidents (Unexpected death or serious untoward
harm)- http.//www.dhsspsni.gov.uk/ph_mou_investigating patient or client safety incidents.pdf

® Protocol for Joint Investigation of Alleged and Suspected Cases of Abuse of Vulnerable Adults 2009
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3.0 SAIREVIEW TERMS OF REFERENCE

e To agree the timescales for completing and submitting the review report, including the SAI
engagement checklist, distribution of the report and timescales for reviewing actions on the
action plan;

Methodology to be used should be agreed at the outset and kept under regular review throughout
the course of the SAI review.

Clear documentation should be made of the time-line for completion of the work.

This list is not exhaustive

4.0 REVIEW METHODOLOGY

This section should provide an outline of the type of review and the methods used to gather

information within the review process. The NPSA’s “Seven Steps to Patient Safety*” and “Root

Cause Analysis Review Guidance® provide useful guides for deciding on methodology.
o Review of patient/ service user records and compile a timeline (if relevant)
o Review of staff/witness statements (if available)

¢ Interviews with relevant staff concerned e.g.
- Organisation-wide
- Directorate Team
- Ward/Team Managers and front line staff
- Other staff involved
- Other professionals (including Primary Care)

e Specific reports requested from and provided by staff

¢ Outline engagement with patients/service users / carers / family members / voluntary
organisations/ private providers

e Review of local, regional and national policies and procedures, including professional codes
of conduct in operation at the time of the incident

e Review of documentation e.g. consent form(s), risk assessments, care plan(s),
photographs, diagrams or drawings, training records, service/maintenance records,
including specific reports requested from and provided by staff etc.

This list is not exhaustive

5.0 DESCRIPTION OF INCIDENT/CASE

Provide an account of the incident including consequences and detail what makes this incident a
SAl. The following can provide a useful focus but please note this section is not solely a chronology
of events

e Concise factual description of the serious adverse incident include the incident date and

4 http.//www.nrls.npsa.nhs.uk/resources/collections/seven-steps-to-patient-safety/?entryid45=59787

° http.//www.nrls.npsa.nhs.uk/resources/?entryid45=75355
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5.0 DESCRIPTION OF INCIDENT/CASE

type, the healthcare specialty involved and the actual effect of the incident on the service
user and/or service and others;

People, equipment and circumstances involved;

Any intervention / immediate action taken to reduce consequences;

Chronology of events leading up to the incident;

Relevant past history — a brief description of the care and/or treatment/service provided;
Outcome / consequences / action taken;

Relevance of local, regional or national policy / guidance / alerts including professional
codes of conduct in place at the time of the incident

This list is not exhaustive

6.0 FINDINGS

This section should clearly outline how the information has been analysed so that it is clear how
conclusions have been arrived at from the raw data, events and treatment/care/service provided.
This section needs to clearly identify the care and service delivery problems and analysis to identify
the causal factors.

Analysis can include the use of root cause and other analysis techniques such as fault tree
analysis, etc. The section below is a useful guide particularly when root cause techniques are
used. It is based on the NPSA’s “Seven Steps to Patient Safety” and “Root Cause Analysis Toolkit”.

(i) Care Delivery Problems (CDP) and/or Service Delivery Problems (SDP) Identified

CDP is a problem related to the direct provision of care, usually actions or omissions by staff (active
failures) or absence of guidance to enable action to take place (latent failure) e.g. failure to monitor,
observe or act; incorrect (with hindsight) decision, NOT seeking help when necessary.

SDP are acts and omissions identified during the analysis of incident not associated with direct care
provision. They are generally associated with decisions, procedures and systems that are part of
the whole process of service delivery e.qg. failure to undertake risk assessment, equipment failure.

(ii) Contributory Factors

Record the influencing factors that have been identified as root causes or fundamental issues.

Individual Factors (include employment status i.e. substantive, agency, locum voluntary etc.)
Team and Social Factors

Communication Factors

Task Factors

Education and Training Factors

Equipment and Resource Factors

Working Condition Factors

Organisational and Management Factors

Patient / Client Factors

This list is not exhaustive

As a framework for organising the contributory factors reviewed and recorded the table in the
NPSA’s “Seven Steps to Patient Safety” document (and associated Root Cause Analysis Toolkit) is
useful. http.//www.nrls.npsa.nhs.uk/resources/collections/seven-steps-to-patient-safety/

Where appropriate and where possible careful consideration should be made to facilitate the
involvement of patients/service users / carers / family members within this process.
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7.0 CONCLUSIONS

Following analysis identified above, list issues that need to be addressed. Include discussion of
good practice identified as well as actions to be taken. Where appropriate include details of any on-
going engagement / contact with family members or carers.

This section should summarise the key findings and should answer the questions posed in the
terms of reference.

8.0 LESSONS LEARNED

Lessons learned from the incident and the review should be identified and addressed by the
recommendations and relate to the findings. Indicate to whom learning should be communicated
and this should be copied to the Committee with responsibility for governance.

9.0 RECOMMENDATIONS AND ACTION PLANNING

List the improvement strategies or recommendations for addressing the issues highlighted above
(conclusions and lessons learned). Recommendations should be grouped into the following
headings and cross-referenced to the relevant conclusions, and should be graded to take account
of the strengths and weaknesses of the proposed improvement strategies/actions:

e Recommendations for the reviewing organisation

e Suggested /proposed learning that is relevant to other organisations

Action plans should be developed and should set out how each recommendation will be
implemented, with named leads responsible for each action point (Refer to Appendix 8 Guidance
on Minimum Standards for Action Plans). This section should clearly demonstrate the
arrangements in place to successfully deliver the action plan.

It should be noted that it is the responsibility of the HSCB/PHA to consider and review all
recommendations, of suggested /proposed learning relevant to other organisations, arising from the
review of a SAl. In addition, it is the responsibility if the HSCB/PHA to subsequently identify any
related learning to be communicated across the HSC and where relevant with other organisations
regionally and/or nationally.

It is the responsibility of the reporting organisation to communicate to service users/families/carers
that regional learning identified and submitted to the HSCB/PHA for consideration may not on every
occasion result in regional learning.

10.0 DISTRIBUTION LIST

List the individuals, groups or organisations the final report has been shared with. This should have
been agreed within the terms of reference.
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Checklist for Engagement / Communication
with Service User'/ Family/ Carer following a Serious Adverse Incident

Reporting Organisation HSCB Ref Number:
SAl Ref Number:

SECTION 1
INFORMING THE SERVICE USER'/ FAMILY / CARER
1) Please indicate if the SAl relates | Single Service User Multiple Service Users*
to a single service user, or a
number of service users. Comment:
Please select as appropriate (\/ ) *If multiple service users are involved please indicate the number involved
2) Was the Service User' / Family / | YES NO

Carer informed the incident was If YES. insert date informed:
being reviewed as a SAI? '

If NO, please select only one rationale from below, for NOT INFORMING
the Service User / Family / Carer that the incident was being reviewed as a
SAl

a) No contact or Next of Kin details or Unable to contact

Please select as appropriate (\/)

b) Not applicable as this SAl is not ‘patient/service user’ related

c) Concerns regarding impact the information may have on
health/safety/security and/or wellbeing of the service user

d) Case involved suspected or actual abuse by family

e) Case identified as a result of review exercise

f) Case is environmental or infrastructure related with no harm to
patient/service user

g) Other rationale
If you selected c), d), e), f) or g) above please provide further details:

3) Was this SAl also a Never Event? | YES NO
Please select as appropriate (‘/)
4) If YES, was the Service User' /| YES If YES, insert date informed: DD/MM.YY

Family / Carer informed this was
a Never Event?

NO If NO, provide details:
Please select as appropriate ( v )

For completion by HSCB/PHA Personnel Only (Please select as appropriate (v')
Content with rationale? | YES | | NO |

SHARING THE REVIEW REPORT WITH THE SERVICE USER' / FAMILY / CARER

(complete this section where the Service User / Family / Carer has been informed the incident was being reviewed as a SAl)
5) Has the Final Review report YES NO

been1shareq with the Service If YES, insert date informed:

User / Family / Carer?

If NO, please select only one rationale from below, for NOT SHARING the

SAl Review Report with Service User / Family / Carer:

a) Draft review report has been shared and further engagement
planned to share final report

b) Plan to share final review report at a later date and further
engagement planned

Please select as appropriate (‘/)
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SHARING THE REVIEW REPORT WITH THE SERVICE USER'/ FAMILY / CARER

(complete this section where the Service User / Family / Carer has been informed the incident was being reviewed as a SAl)
c) Report not shared but contents discussed

(if you select this option please also complete ‘I’ below)

d) No contact or Next of Kin or Unable to contact

e) No response to correspondence

f) Withdrew fully from the SAI process

g) Participated in SAI process but declined review report

(if you select any of the options below please also complete ‘I’ below)

h) concerns regarding impact the information may have on
health/safety/security and/or wellbeing of the service user’
family/ carer

i) case involved suspected or actual abuse by family

j) identified as a result of review exercise

k) other rationale

[) If you have selected c), h), i), j), or k) above please provide further
details:

For completion by HSCB/PHA Personnel Only (Please select as appropriate (v')
Content with rationale? YES NO

SECTION 2

INFORMING THE CORONERS OFFICE

(under section 7 of the Coroners Act (Northern Ireland) 1959)

(complete this section for all death related SAls)

1) Was there a Statutory Duty to | YES NO

notify the Coroner on the MryES insert date informed:
circumstances of the death?

Please select as appropriate (v) If NO, please provide details:

2) If you have selected ‘YES’ to | YES NO

uestion 1, has the review report -
geen shared with the Coroner’? If YES, insert date report shared:

Please select as appropriate (v) If NO, please provide details:

3) ‘If you have selected ‘YES' to | YES NO N/A Not Known

question 1, has the Family / Carer I eyeg (rcet ate nformed:

Please select as appropriate (v') If NO, please provide details:

DATE CHECKLIST COMPLETED

' Service User or their nominated representative
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APPENDIX 8

GUIDANCE ON MINIMUM STANDARDS FOR ACTION PLANS

The action plan must define:

completed

Who has agreed the action plan

Who will monitor the implementation of the action plan

How often the action plan will be reviewed

Who will sign off the action plan when all actions have been

The action plan MUST contain the following

1. Recommendations based on
the contributing factors

The recommendations from the report -
these should be the analysis and findings
of the review

2. Action agreed

This should be the actions the
organisation needs to take to resolve the
contributory factors.

3. Bywho

Who in the organisation will ensure the
action is completed

4. Action start date

Date particular action is to commence

5. Action end date

Target date for completion of action

6. Evidence of completion

Evidence available to demonstrate that
action has been completed. This should
include any intended action plan reviews
or audits

7. Sign off

Responsible office and date sign off as
completed
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APPENDIX 9

GUIDANCE ON INCIDENT DEBRIEF

e Level 1 - SEA Reviews

For level 1 reviews, the incident debrief can serve the purpose of the SEA
review, (these can also be known as ‘hot debriefs’).

The review should:

e Collect and collate as much factual information on the event as
possible, including all relevant records. Also gather the accounts of
those directly and indirectly involved, including, where relevant,
service user/relatives/carers or other health professionals.

e The incident debrief/significant event meeting should be held with all
staff involved to provide an opportunity to:

o support the staff involved®
o assess what has happened;
o assess why did it happened;
- what went wrong and what went well;
o assess what has been changed or agree what will change;
o identify local and regional learning.

e The meeting/s should be conducted in an open, fair, honest, non-
judgemental and supportive atmosphere and should be undertaken as
soon as practical following the incident.

o Write it up — keep a written report of the analysis undertaken using the
SEA Report template (see Appendix 4)

e Sharing SEA Report — SEA reports should be shared with all relevant
staff, particularly those who have been involved in the incident.

e Level 2 and 3 RCA Reviews

An incident debrief can also be undertaken for level 2 and 3 reviews. This
would be separate from the RCA review and should occur quickly after the
incident to provide support to staff and to identify any immediate service actions.

6 Note: link to ongoing work in relation to Quality 2020 - Task 2 - Supporting Staff involved in SAls and other Incidents
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APPENDIX 10

LEVEL 1 REVIEW - GUIDANCE ON REVIEW TEAM MEMBERSHIP

The level of review of an incident should be proportionate to its significance; this
is a judgement to be made by the Review Team.

Membership of the team should include all relevant professionals but should be
appropriate and proportionate to the type of incident and professional groups
involved. Ultimately, for a Level 1 review, it is for each team to decide who is
invited, there has to be a balance between those who can contribute to an
honest discussion, and creating such a large group that discussion of sensitive
issues is inhibited.

The review team should appoint an experienced facilitator or lead reviewing
officer from within the team to co-ordinate the review. The role of the facilitator

is as follows:
e Co-ordinate the information gathering process
e Arrange the review meeting
e Explain the aims and process of the review
e Chair the review meeting
e Co-ordinate the production of the Significant Event Audit report
e Ensure learning is shared in line with the Learning Summary Report
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APPENDIX 11

LEVEL 2 REVIEW - GUIDANCE ON REVIEW TEAM MEMBERSHIP

The level of review undertaken will determine the degree of leadership, overview
and strategic review required. The level of review of an incident should therefore
be proportionate to its significance. This is a judgement to be made by the
Review Team.

The core review team should comprise a minimum of three people of
appropriate seniority and objectivity. Review teams should be multidisciplinary,
(or involve experts/expert opinion/independent advice or specialist reviewers).
The team shall have no conflicts of interest in the incident concerned and should
have an Independent Chair. (/n the event of a suspected homicide HSC Trusts
should follow the HSCB Protocol for responding to SAls in the event of a
Homicide — revised 2013)

The Chair of the team shall be independent of the service area where the
incident occurred and should have relevant experience of the service area
and/or chairing investigations/reviews. He/she shall not have been involved in
the direct care or treatment of the individual, or be responsible for the service
area under review. The Chair may be sourced from the HSCB Lay People Panel
(a panel of lay people’ with clinical or social care professional areas of expertise
in health and social care, who could act as the chair of an independent review
panel, or a member of a Trust RCA review panel).

Where multiple (two or more) HSC providers of care are involved, an increased
level of independence shall be required. In such instances, the Chair shall be
completely independent of the main organisations involved.

Where the service area is specialised, the Chair may have to be appointed from
another HSC Trust or from outside NI.

Membership of the team should include all relevant professionals, but should be
appropriate and proportionate to the type of incident and professional groups
involved.

Membership shall include an experienced representative who shall support the
review team in the application of the root cause analysis methodologies and
techniques, human error and effective solutions based development.

Members of the team shall be separate from those who provide information to
the review team.

It may be helpful to appoint a review officer from within the review team to co-
ordinate the review.
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APPENDIX 12

LEVEL 3 REVIEW - GUIDANCE ON REVIEW TEAM MEMBERSHIP

The level of review shall be proportionate to the significance of the incident. The
same principles shall apply, as for Level 2 reviews. The degree of
independence of the review team will be dependent on the scale, complexity
and type of the incident.

Team membership for Level 3 reviews will be agreed between the reporting
organisation and the HSCB/PHA DRO prior to the Level 3 review commencing.
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APPENDIX 13

GUIDANCE ON JOINT REVIEWS/INVESTIGATIONS

Where a SAl involves multiple (two or more) HSC providers of care (e.g. a
patient/service user affected by system failures both in an acute hospital and in
primary care), a decision must be taken regarding who will lead the review and
reporting. This may not necessarily be the initial reporting organisation.

The general rule is for the provider organisation with greatest contact with the
patient/service user to lead the review and action. There may, however, be good
reason to vary this arrangement e.g. where a patient/service user has died on
another organisation’s premises. The decision should be made jointly by the
organisations concerned, if necessary referring to the HSCB Designated Review
Officer for advice. The lead organisation must be agreed by all
organisations involved.

It will be the responsibility of the lead organisation to engage all organisations in
the review as appropriate. This involves collaboration in terms of identifying the
appropriate links with the other organisations concerned and in practice,
separate meetings in different organisations may take place, but a single review
report and action plan should be produced by the lead organisation and
submitted to the HSCB in the agreed format.

Points to consider:

- If more than one service is being provided, then all services are required to
provide information / involvement reports to the review team;

- All service areas should be represented in terms of professional makeup /
expertise on the review team;

- If more than one Trust/Agency is involved in the care of an individual, that
the review is conducted jointly with all Trusts/Agencies involved;

- Relevant service providers, particularly those under contract with HSC to
provide some specific services, should also be enjoined;

- There should be a clearly articulated expectation that the service user
(where possible) and family carers, perspective should be canvassed, as
should the perspective of staff directly providing the service, to be given
consideration by the panel;

- The perspective of the GP and other relevant independent practitioners
providing service to the individual should be sought;

- Service users and carer representatives should be invited / facilitated to
participate in the panel discussions with appropriate safeguards to protect
the confidentiality of anyone directly involved in the case.

This guidance should be read in conjunction with:

- Guidance on Incident Debrief (Refer to Appendix 9)

- Guidance on Review Team Membership (Refer to Appendix 11 & 12)

- Guidance on completing HSC Review Report Level 2 and 3 (Refer to
Appendix 7)
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APPENDIX 14

PROTOCOL FOR RESPONDING TO SERIOUS ADVERSE INCIDENTS IN
THE EVENT OF A HOMICIDE - 2013 (updated November 2016 in line with
the HSCB Procedure for the Reporting and Follow up of SAls)

1. INTRODUCTION AND PURPOSE

1.1.INTRODUCTION

The Health and Social Care Board (HSCB) Procedure for the Reporting
and Follow up of Serious Adverse Incidents (SAls) was issued in April
2010 and revised November 2016. This procedure provides guidance to
Health and Social Care (HSC) Trusts and HSCB Integrated Care staff in
relation to the reporting and follow up of SAls arising during the course of
business of a HSC organisation, Special Agency or commissioned
service.

This paper is a revised protocol, developed from the above procedure, for
the specific SAls which involves an alleged homicide perpetrated by a
service user who has a mental illness or disorder (as defined within the
Mental Health (NI) Order 1986) and/or known to/referred to mental health
and related services (including CAMHS, psychiatry of old age or leaving
and aftercare services) and/or learning disability services, in the 12
months prior to the incident.

This paper should be read in conjunction with Promoting Quality Care —

Good Practice Guidance on the Assessment and Management of Risk in
Mental Health and Learning Disability Services (Sept 2009 & May 2010).

1.2. PURPOSE

The purpose of this protocol is to provide HSC Trusts with a standardised
approach in managing and coordinating the response to a SAIl involving
homicide.

2. THE PROCESS

2.1.REPORTING SERIOUS ADVERSE INCIDENTS

Refer to the HSCB Procedure for the Reporting and Follow up of Serious
Adverse Incidents revised in 2016.

2.2.MULTI-DISCIPLINARY REVIEW

As indicated in Promoting Quality Care (5.0) an internal multi-disciplinary
review must be held as soon as practicable following an adverse incident.
Where the SAI has resulted in homicide a more independent response is
required.
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An independent review team should be set up within twenty working
days, of the notification of the incident, to the Trust.

2.3.ESTABLISHING AN INDEPENDENT REVIEW TEAM

2.3.1 CHAIR
The Chair of the Review Team should be independent from the
HSC Trust, not a Trust employee or recently employed by the
Trust. They should be at Assistant Director level or above with
relevant professional expertise.

It is the role of the Chair to ensure engagement with families, that
their views are sought, that support has been offered to them at an
early stage and they have the opportunity to comment on the final
draft of the report.

2.3.2 MEMBERSHIP

A review team should include all relevant professionals. The
balance of the Team should include non-Trust staff and enable the
review team to achieve impartiality, openness, independence, and
thoroughness in the review of the incident. [ref: Case Management
Review Chapter 10 Cooperating to Protect Children].

The individuals who become members of the Team must not have
had any line management responsibility for the staff working with
the service user under consideration. The review team must
include members who are independent of HSC Trusts and other
agencies concerned.

Members of the review team should be trained in the Procedure for
the Reporting and Follow up of Serious Adverse Incidents 2016.

3. TERMS OF REFERENCE

The terms of reference for the review team should be drafted at the first
meeting of the review team and should be agreed by the HSCB before the
second meeting.

The Terms of Reference should include, as a minimum, the following:

establish the facts of the incident;

analyse the antecedents to the incident;

consider any other relevant factors raised by the incident;

establish whether there are failings in the process and systems;
establish whether there are failings in the performance of individuals;
identify lessons to be learned from the incident; and
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= identify clearly what those lessons are, how they will be acted upon, what
is expected to change as a result, and specify timescales and
responsibility for implementation.

4. TIMESCALES
The notification to the Trust of a SAI, resulting in homicide, is the starting
point of this process.

The Trust should notify the HSCB within 24hours and the Regulation and
Quality Improvement Authority (RQIA) as appropriate.

An independent review team should be set up within twenty working days of
the notification of the incident to the Trust.

The team should meet to draft the terms of reference within a further five
working days (i.e. twenty five days from notification of the incident to the
Trust).

The HSCB should agree the terms of reference within a further five working
days to enable work to begin at a second meeting.

The review team should complete their work and report to the HSCB within
14 weeks, this may be affected by PSNI investigations.

FLOWCHART OF PROCESS WITH TIMESCALES

NB Days refers to working days from the date of notification of the incident to
the Trust

Independent review

Notification to HSCB team 1% meeting

Establish independent

A 4
A 4

of SAIl within 24 hrs of review team within 20 within a further 5 days
notification to the Trust days to draft terms of
reference

|

HSCB agree terms of On-going meetings Report to the HSCB
reference within a held over 8 week within 14 weeks from
further 5 days period notification

A 4

A 4

5. THE HEALTH AND SOCIAL CARE BOARD RESPONSIBILITY

On receipt of the completed Trust review report the HSCB will consider the
findings and recommendations of the report and must form a view as to
whether or not an Independent Inquiry is required.

The HSCB must advise the Department of Health, (DoH) as to whether or
not an Independent Inquiry is required in this particular SAl.
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APPENDIX 15

ADMINISTRATIVE PROTOCOL

REPORTING AND FOLLOW UP OF SAls INVOLVING RQIA MENTAL
HEALTH/LEARNING DISABILITY AND INDEPENDENT/REGULATED
SECTOR

On receipt of a SAI notification and where a HSC Trust has also copied RQIA
into the same natification, the following steps will be applied:

1.

HSCB acknowledgement email to Trust advising on timescale for review
report will also be copied to RQIA.

On receipt of the review/learning summary report from Trust, the HSCB
Governance Team will forward to the HSCB/PHA Designated Review Officer
(DRO).

At the same time, the HSCB Governance Team will also forward the review
report/learning summary report’ to RQIA, together with an email advising of
a 3 week timescale from receipt of review report/learning summary report,
for RQIA to forward comments for consideration by the DRO.

. The DRO will continue with his/her review liaising (where s/he feels relevant)

with Trust, RQIA and other HSCB/PHA professionals until s/he is satisfied
SAl can be closed.

If no comments are received from RQIA within the 3 week timescale, the
DRO will assume RQIA have no comments.

When the SAl is closed by the DRO, an email advising the Trust that the SAI
is closed will also be copied to RQIA.

All communications to be sent or copied via:

HSCB Governance Team: seriousincidents@hscni.net
and RQIA: seriousincidents@rqia.org.uk

' For Level 1 SAls the HSCB only routinely receive the Learning
Summary Report. If RQIA also wish to consider the full SEA Report
this should be requested directly by RQIA from the relevant Reporting
Organisation.
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HSC Regional Impact Table — with effect from April 2013 (updated June 2016)

APPENDIX 16

DOMAIN

IMPACT (CONSEQUENCE) LEVELS [can be used for both actual and potential]

INSIGNIFICANT (1) MINOR (2) MODERATE (3) MAJOR (4) CATASTROPHIC (5)
PEOPLE e Near miss, no injury or e Short-term injury/minor harm Semi-permanent harm/disability e Long-term permanent harm/disability Permanent harm/disability (physical/
(Impact on the harm. requiring first aid/medical treatment. (physical/emotional injuries/trauma) (Recovery (physical/emotional injuries/trauma). emotional trauma) to more than one
Health/Safety/Welfare e Any patient safety incident that expected within one year). e Increase in length of hospital stay/care person.

of any person affected:
e.g. Patient/Service
User, Staff, Visitor,

required extra observation or minor
treatment e.g. first aid
Non-permanent harm lasting less

Admission/readmission to hospital or extended
length of hospital stay/care provision (5-14
days).

provision by >14 days.

Incident leading to death.

Contractor) than one month Any patient safety incident that resulted in a
e Admission to hospital for observation moderate increase in treatment e.g. surgery
or extended stay (1-4 days duration) required
e Emotional distress (recovery
expected within days or weeks).

QUALITY & e Minor non-compliance with e Single failure to meet internal Repeated failure to meet internal professional e Repeated failure to meet regional/ Gross failure to meet external/national
PROFESSIONAL internal standards, professional standard or follow standards or follow protocols. national standards. standards.
STANDARDS/ professional standards, protocol. Audit / Inspection — challenging e Repeated failure to meet professional Gross failure to meet professional
GUIDELINES policy or protocol. e Audit/Inspection — recommendations recommendations that can be addressed by standards or failure to meet statutory standards or statutory functions/
(Meeting quality/ ¢ Audit / Inspection — small can be addressed by low level action plan. functions/ responsibilities. responsibilities.
professional standards/ number of management action. o Audit/ Inspection — Critical Report. Audit / Inspection — Severely Critical
statutory functions/ recommendations which Report.
responsibilities and focus on minor quality
Audit Inspections) improvements issues.
REPUTATION o Local public/political o Local public/political concern. Regional public/political concern. e MLA concern (Questions in Assembly). Full Public Enquiry/Critical PAC
(Adverse publicity, concern. e Extended local press < 7 day Regional/National press < 3 days coverage. e Regional / National Media interest >3 Hearing.
enquiries from public e Local press < 1day coverage with minor effect on public Significant effect on public confidence. days < 7days. Public confidence in the Regional and National adverse media
representatives/media coverage. confidence. Improvement notice/failure to comply notice. organisation undermined. publicity > 7 days.
Legal/Statutory « Informal contact / Potential e Advisory letter from enforcing e Criminal Prosecution. Criminal prosecution — Corporate
Requirements) intervention by Enforcing authority/increased inspection by « Prohibition Notice. Manslaughter Act.

Authority (e.g. regulatory authority. o Executive Officer dismissed. Executive Officer fined or imprisoned.

HSENI/NIFRS). e External Investigation or Independent Judicial Review/Public Enquiry.

Review (eg, Ombudsman).
e Major Public Enquiry.

FINANCE, e Commissioning costs (£) e Commissioning costs (£) 1m —2m. Commissioning costs (£) 2m — 5m. e Commissioning costs (£) 5m — 10m. Commissioning costs (£) > 10m.
INFORMATION & <1m. e Loss of assets due to minor damage to Loss of assets due to moderate damage to e Loss of assets due to major damage to Loss of assets due to severe
ASSETS o Loss of assets due to premises/ property. premises/ property. premises/property. organisation wide damage to

(Protect assets of the
organisation and avoid
loss)

damage to
premises/property.

e Loss —£1K to £10K.

e Minor loss of non-personal
information.

Loss — £10K to £100K.

Loss of information.

Impact to service immediately
containable, medium financial loss

Loss — £100K to £250K.

Loss of or unauthorised access to sensitive /
business critical information

Impact on service contained with assistance,
high financial loss

Loss — £250K to £2m.

Loss of or corruption of sensitive /
business critical information.

Loss of ability to provide services, major
financial loss

property/premises.

Loss — > £2m.

Permanent loss of or corruption of
sensitive/business critical information.
Collapse of service, huge financial loss

RESOURCES

(Service and Business
interruption, problems
with service provision,
including staffing
(number and
competence), premises
and equipment)

e Loss/ interruption < 8 hour
resulting in insignificant
damage or loss/impact on
service.

e No impact on public health
social care.

¢ Insignificant unmet need.

e Minimal disruption to
routine activities of staff
and organisation.

Loss/interruption or access to
systems denied 8 — 24 hours
resulting in minor damage or loss/
impact on service.

Short term impact on public health
social care.

Minor unmet need.

Minor impact on staff, service
delivery and organisation, rapidly
absorbed.

Loss/ interruption 1-7 days resulting in
moderate damage or loss/impact on service.
Moderate impact on public health and social
care.

Moderate unmet need.

Moderate impact on staff, service delivery
and organisation absorbed with significant
level of intervention.

Access to systems denied and incident
expected to last more than 1 day.

Loss/ interruption 8-
31 days resulting in major damage or
loss/impact on service.

Major impact on public health and social
care.

Major unmet need.

Major impact on staff, service delivery
and organisation - absorbed with some
formal intervention with other
organisations.

Loss/ interruption >31
days resulting in catastrophic damage
or loss/impact on service.

Catastrophic impact on public health
and social care.

Catastrophic unmet need.
Catastrophic impact on staff, service
delivery and organisation - absorbed
with significant formal intervention with
other organisations.

ENVIRONMENTAL
(Air, Land, Water,
Waste
management)

* Nuisance release.

On site release contained by
organisation.

Moderate on site release contained by
organisation.
Moderate off site release contained by
organisation.

Maijor release affecting minimal off-site
area requiring external assistance (fire
brigade, radiation, protection service
etc).

Toxic release affecting off-site with
detrimental effect requiring outside
assistance.

HSC Regional Risk Matrix — April 2013 (updated June 2016)
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HSC REGIONAL RISK MATRIX — WITH EFFECT FROM APRIL 2013 (updated June 2016)

Risk Likelihood Scoring Table

Descriptors

Almost Certain (5)

Likely (4)

Possible (3)

Unlikely (2)

Rare (1)

Medium Medium

Medium

Likelihood Score Frequency Time framed
Scoring (How often might it/does it happen?) Descriptions of

Descriptors Frequency
Almost certain 5 Will undoubtedly happen/recur on a frequent basis Expected to occur at least daily
Likely 4 Will probably happen/recur, but it is not a persisting Expected to occur at least weekly

issue/circumstances
Possible 3 Might happen or recur occasionally Expected to occur at least monthly
Unlikely 2 Do not expect it to happen/recur but it may do so Expected to occur at least annually
Rare 1 This will probably never happen/recur Not expected to occur for years
Impact (Consequence) Levels
Likelihood
Scoring Insignificant(1) Minor (2) Moderate (3) Major (4) Catastrophic (5)

Medium

Medium

Medium

Medium
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APPENDIX 17

CHILD AND ADULT SAFEGUARDING AND SAI PROCESSES

The Procedure for the Reporting and Follow up of Serious Adverse Incidents (Revised
November 2016) provides guidance to Health and Social Care organisations in relation to
the reporting and follow up of Serious Adverse Incidents arising during the course of their
business or commissioned service.

The guidance notes that the SAIl review should be conducted at a level appropriate and
proportionate to the complexity of the incident under review.

The guidance notes that there are three possible levels of review of an SAl and specifies
the expected timescale for reporting on a review report as follows:

Level 1 Review - Significant Event Audit (SEA). To be completed and a Learning
Summary Report sent to the HSCB within 8 weeks of the SAIl being reported.

If the outcome of the SEA determines the SAIl is more complex and requires a more
detailed review timescales for completion of the RCA will be determined following
submission of the Learning Summary Report to the HSCB.

Level 2 Review — Root Cause Analysis (RCA). The final report to be submitted to the
HSCB within 12 weeks from the date the incident was notified.

Level 3 Review — Independent Review. Timescales for completion to be agreed by the
DRO.

It should be noted that not every referral to child or adult safeguarding processes will
proceed to the completion of an SAl report. Within Children’s Services, the most complex
cases and those that involve death or serious injury to a child, where concerns about how
services worked together exist, will be notified to the HSCB as an SAl and may be
assessed as meeting the criteria for a Case Management Review (CMR) in which case
they will be managed out of the SAI system. The CMR report will highlight the learning
from the case.

However, the timescales for the completion of SAIl reviews at Level 2 and 3 have proved to
be challenging for the cases that do not reach the threshold for a CMR or which result from
allegations of abuse of an adult. These are more likely to be some of the more complex
cases, and generally involve inter- and multi- agency partnership working.

In responding to allegations of the abuse, neglect or exploitation of a child or vulnerable
adult where it is suspected that criminal offence may have been committed, the Health and
Social Care Trusts operate under the principles for joint working with the PSNI and other
agencies as set out in

e Protocol for Joint Investigation of Alleged and Suspected Cases of Abuse of
Vulnerable Adults (2009);
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e Sharing to Safeguard (DoH Revised HSCC 3/96 and currently being revised by
DoH);

e Co-operating to Safeguard Children (DoH 2003); and

e Protocol for joint Investigation by Social Workers and Police Officers of Alleged and
Suspected Cases of Child Abuse — Northern Ireland (2013)

The Memorandum of Understanding: Investigating patient or client safety incidents (2013)
states that in cases where more than one organisation may/should have an involvement in
investigating any particular incident, then:

“The HSC Organisation should continue to ensure patient or client safety, but not
undertake any activity that might compromise any subsequent statutory investigations.”

In addition “Achieving Best Evidence: Guidance on interviewing victims and witnesses, the
use of special measures and the provision of pre-trial therapy” (revised in 2012), sets out
clear protocols for interviewing vulnerable witnesses or victims, whether they are children
or adults. This guidance ensures that interviews with vulnerable withesses and victims are
led by specially trained staff, conducted at the victims pace and take place in an
environment that is conducive to the needs of the victim.

Clearly, there is an inter-dependency between PSNI and HSC investigations/reviews in
complex cases involving multi-agency approaches and protocols. The identification and
analysis of learning from these events is likely to be incomplete until both the PSNI and
HSC have completed their separate and joint investigations/reviews using the protocols
outlined above, and it is unlikely that this can be achieved within the timescales set out for
both Level 1 and Level 2 reviews under the SAI procedure.

In such circumstances, the following process should be used:

e Trust report SAlI to HSCB using the SAI Notification Form;

e The SAl Notification Form or section 22 of the notification form i.e. ‘additional
information following initial notification, should indicate the following:

o The SAlis also a Safeguarding incident

o PSNI are conducting an investigation of the circumstances surrounding the SAl

o SAl evaluation will commence at the conclusion of the initial PSNI investigation;

o Set out the arrangements for keeping the DRO informed of the progress of the
PSNI initial investigation;

o |If satisfied, the DRO will advise the Trust via the SAl Mailbox that he/she is in
agreement with the proposal to delay the SAI review until the conclusion of the initial
PSNI investigation;

e The reporting HSC Trust will inform the DRO as soon as the initial PSNI
investigation has concluded, along with any outcomes and advise the SAl evaluation
has commenced,;

e The SAIl will continue to be monitored by HSCB Governance team in line with
timescales within the Procedure for the Reporting and Follow up of SAls;

e |If the DRO is not in agreement with the proposal to delay the SAIl review, the
reasons for this will be clearly conveyed to the Trust via the SAlI Mailbox. Possible
reasons for this may include, for example, situations where a criminal incident has
occurred on HSC Trust premises but does not involve HSC Trust staff, or an incident
involving a service user in their own home and a member of the public is reported to
the PSNI by HSC Trust staff.
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CHILD AND ADULT SAFEGUARDING AND SAI PROCESSES

SAl notification indicates SAl is also a safeguarding incident

l

Are PSNI investigating the incident?

No

Yes

HSC Trust request to DRO that SAl
review is delayed until the conclusion of

initial PSNI investigation

Does DRO agree that SAl review
is delayed?

No

Yes

DRO conveys decision to HSC

N Follow standard SAI processes

Trust via SAlI Mailbox

DRO conveys decision to HSC
Trust via SAI Mailbox

Reporting HSC Trust informs DRO
of progress of PSNI investigation

Reporting HSC Trust informs DRO
that PSNI initial investigation is
concluded plus any outcomes

and timescales
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ADDENDUM 1

A Guide for
Health and Social Care Staff

November 2016
Version 1.1
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Notes on the Development of this Guidance

This guidance has been compiled by the Health and Social Care Board
(HSCB) and Public Health Agency (PHA) working in collaboration with the
Regulation and Quality Improvement Authority (RQIA), the Patient Client
Council (PCC) and Health and Social Care (HSC) Trusts.

This guidance has been informed by:

¢ National Patient Safety Agency (NPSA) Being Open Framework (2009)

e Health Service Executive (HSE) — Open Disclosure National
Guidelines (2013)

Please note the following points:

e The term ‘service user’ as used throughout this guidance includes
patients and clients availing of Health and Social Care Services from
HSC organisations and Family Practitioner Services (FPS) and/or
services commissioned from the Independent Sector by HSC
organisations.

e The phrase ‘the service user /family’ is used throughout this document
in order to take account of all types of engagement scenarios, and also
includes a carer(s) or the legal guardian of the service user, where
appropriate. However, when the service user has capacity,
communication should always (in the first instance) be with them (see
appendix 1 for further guidance).

A review / re-evaluation of this guidance will be undertaken one year
following implementation.
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1.0 Introduction

When an adverse outcome occurs for a service user it is important that
the service user / family (as appropriate) receive timely information and
are fully aware of the processes followed to review the incident.

The purpose of a Serious Adverse Incident (SAI) review is to understand
what occurred and where possible improve care by learning from
incidents. Being open about what happened and discussing the SAl
promptly, fully and compassionately can help the service user / family
cope better with the after-effects and reduce the likelihood of them
pursuing other routes such as the complaints process or litigation to get
answers to their questions.

It is therefore essential that there is:

o full disclosure of a SAl to the service user / family,

e an acknowledgement of responsibility,

e an understanding of what happened and a discussion of what is being
done to prevent recurrence.

Communicating effectively with the service user / family is a vital part of
the SAI process. If done well, it promotes person-centred care and a fair
and open culture, ultimately leading to continuous improvement in the
delivery of HSC services. It is human to make mistakes, but rather than
blame individuals, the aim is for all of us to identify and address the
factors that contributed to the incident. The service user / family can add
valuable information to help identify the contributing factors, and should
be integral to the review process, unless they wish otherwise.

2.0 Purpose

This is a guide for HSC staff to ensure effective communication with the
service user / family, following a SAl, is undertaken in an open,
transparent, informed, consistent and timely manner.

It is important this guidance is read in conjunction with the regional
Procedure for Reporting and Follow up of SAls (November 2016) and any
subsequent revisions relating to the SAl process that have or may be
issued in the future. This will ensure the engagement process is closely
aligned to the required timescales, documentation, review levels etc. To

view the SAl Procedure please follow the Ilink below
http://www.hscboard.hscni.net/download/PUBLICATIONS/policies-protocols-and-guidelines/Procedure-
for-the-reporting-and-follow-up-of-SAls-2016.pdf.

4|Page
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The HSCB Process works in conjunction with all other review processes,
statutory agencies and external bodies. Consequently, there may be
occasions when a reporting organisation will have reported an incident via
another process before or after it has been reported as a SAI. It is
therefore important that all existing processes continue to operate in
tandem with the SAIl procedure and should not be an obstacle to the
engagement of the service user / family; nor should an interaction through
another process replace engagement through the SAI process.

In that regard, whilst this guidance is specific to ‘being open’ when
engaging with the service user / family following a SAl, it is important HSC
organisations are also mindful of communicating effectively with the
service user / family when investigating adverse incidents. In these
circumstances, organisations should refer to the
NPSABeingOpenFramework
www.nrls.npsa.nhs.uk/beingopen/?entryid45=83726 which will provide
assistance for organisations to determine the level of service user / family
engagement when investigating those adverse incidents that do not meet
SAl criteria.

The Being Open Framework may also assist organisations with other
investigative processes e.g. complaints, litigation, lookback exercises, and
any other relevant human resource and/or risk management related
policies and procedures.

3.0 Principles of Being Open with the Service User / Family
Being open and honest with the service user / family involves:

e Acknowledging, apologising and explaining that the organisation
wishes to review the care and treatment of the service user;

e Explaining that the incident has been categorised as a SAl, and
describing the review process to them, including timescales;

¢ Advising them how they can contribute to the review process, seeking
their views on how they wish to be involved and providing them with a
leaflet explaining the SAIl process (see appendix 2);

e Conducting the correct level of SAl review into the incident and
reassuring the service user / family that lessons learned should help
prevent the incident recurring;

e Providing / facilitating support for those involved, including staff,
acknowledging that there may be physical and psychological
consequences of what happened;
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e Ensuring the service user / family have details for a single point of
contact within the organisation.

It is important to remember that saying sorry is not an admission of
liability and is the right thing to do.

The following principles underpin being open with the service user / family
following a SAl.

3.1 Acknowledgement

All SAls should be acknowledged and reported as soon as they are
identified. In cases where the service user / family inform HSC staff /
family practitioner when something untoward has happened, it must be
taken seriously from the outset. Any concerns should be treated with
compassion and understanding by all professionals.

In certain circumstances e.g. cases of criminality, child protection, or SAls
involving theft, fraud, information breaches or data losses that do not
directly affect service users; it may not be appropriate to communicate
with the service user / family. When a lead professional / review team
make a decision, based on a situation as outlined above, or based on a
professional’s opinion, not to disclose to the service user / family that a
SAl has occurred, the rationale for this decision must be clearly
documented in the SAIl notification form / SAIl review checklist that is
submitted to the HSCB.

It is expected, the service user / family will be informed that a SAI
has occurred, as soon as possible following the incident, for all
levels of SAIl reviews. In very exceptional circumstances, where a
decision is made not to inform the service user / family, this decision
must be reviewed and agreed by the review team, approved by an
appropriate Director or relevant committee / group, and the decision
kept under review as the review progresses. In these instances the
HSCB must also be informed:

e Level 1 reviews - on submission of Review Report and
Checklist Proforma

e Level 2 and 3 reviews - on submission of the Terms of
Reference and Membership of the review team.
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3.2 Truthfulness, timeliness and clarity of communication

Information about a SAI must be given to the service user / family in a
truthful and open manner by an appropriately nominated person (see
4.2.2). The service user / family should be provided with an explanation of
what happened in a way that considers their individual circumstances,
and is delivered openly. Communication should also be timely, ensuring
the service user / family is provided with information about what happened
as soon as practicable without causing added distress. Note, where a
number of service users are involved in one incident, they should all be
informed at the same time where possible.

It is also essential that any information given is based solely on the facts
known at the time. Staff should explain that new information may emerge
as an incident review is undertaken, and that the service user / family will
be kept informed, as the review progresses. The service user / family
should receive clear information with a single point of contact for any
questions or requests they may have. They should not receive conflicting
information from different members of staff, and the use of jargon, should
be avoided.

3.3 Apology / Expression of Regret

When it is clear, that the organisation / family practitioner is responsible
for the harm / distress to the service user, it is imperative that there is an
acknowledgement of the incident and an apology provided as soon as
possible. Delays are likely to increase the service user / family sense of
anxiety, anger or frustration. Relevant to the context of a SAI, the service
user / family should receive a meaningful apology — one that is a sincere
expression of sorrow or regret for the harm / distress that has occurred as
a result of the SAI.

3.4 Recognising the expectations of the Service User / Family

The service user / family may reasonably expect to be fully informed of
the facts, consequences and learning in relation to the SAIl and to be
treated with empathy and respect.

They should also be provided with support in a manner appropriate to
their needs. Specific types of service users / families may require
additional support (see appendix 1).

In circumstances where the service user / family request the presence of
their legal advisor this request should be facilitated. However, HSC staff
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should ensure that the legal advisor is aware that the purpose of the
report / meeting is not to apportion liability or blame but to learn from the
SAIl. Further clarification in relation to this issue should be sought from
Legal Services.

3.5 Professional Support

HSC organisations must create an environment in which all staff, whether
directly employed or independent contractors, are encouraged to report
SAls. Staff should feel supported throughout the incident review process
because they too may have been traumatised by being involved. There
should be a culture of support and openness with a focus on learning
rather than blame.

HSC organisations should encourage staff to seek support where required
form relevant professional bodies such as the General Medical Council
(GMC), Royal Colleges, the Medical Defence Union (MDU), the Medical
Protection Society (MPS), the Nursing and Midwifery Council, the
Northern Ireland Association for Social Work (NIASW) and the Northern
Ireland Social Care Council (NISCC).

3.6 Confidentiality

Details of a SAl should at all times be considered confidential. It is good
practice to inform the service user / family about those involved in the
review and who the review report will be shared with.

3.7 Continuity of Care

In exceptional circumstances, the service user / family may request
transfer of their care to another facility; this should be facilitated if possible
to do so. A member of staff should be identified to act as a contact
person for the service user / family to keep them informed of their on-
going treatment and care.

4.0 Process

Being open with the service user / family is a process rather than a one-
off event. There are 5 stages in the engagement process:

Stage 1 — Recognition

Stage 2 - Communication
Stage 3 — Initial Meeting

Stage 4 — Follow up Discussions
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e Stage 5 — Process Completion

The duration of this process depends on the level of SAl review being
undertaken and the associated timescales as set out in the Procedure for
the Reporting and Follow up of SAls (2013).

4.1 Stage 1 - Recognition

As soon as the SAl is identified, the priority is to prevent further harm /
distress. The service user / family should be notified that the incident is
being reviewed as a SAl.

4.1.1 Preliminary Discussion with the Service User / Family

On many occasions it will be at this stage when the lead
professional / family practitioner responsible for the care of the
service user will have a discussion with the service user / family,
advising of the need to review the care and treatment. This
preliminary discussion (which could be a telephone call) will be in
addition to the formal initial meeting with the service user / family
(see 4.3).

A Level 1 review may not require the same level of engagement
as Levels 2 and 3 therefore the preliminary discussion may be
the only engagement with service user / family prior to
communicating findings of the review, provided they are
content they have been provided with all information.

There may be occasions when the service user / family indicate they
do not wish to engage in the process. In these instances the
rationale for not engaging further must be clearly documented.
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4.2 Stage 2 - Communication

4.2.1 Timing of Initial Communication with the Service User / Family

The initial discussion with the service user / family should occur as
soon as possible after recognition of the SAIl. Factors to consider
when timing this discussion include:

e service user’s health and wellbeing;

e service user / family circumstances, preference (in terms of when
and where the meeting takes place) and availability of key staff
(appendix 1 provides guidance on how to manage different
categories of service user / family circumstances);

4.2.2 Choosing the individual to communicate
The person’ nominated to lead any communications should:

e Be a senior member of staff with a comprehensive understanding
of the facts relevant to the incident;

e Have the necessary experience and expertise in relation to the
type of incident;

e Have excellent interpersonal skills, including being able to
effectively engage in an honest, open and transparent manner,
avoiding excessive use of jargon;

e Be willing and able to offer a meaningful apology / expression of
regret, reassurance and feedback.

If required, the lead person communicating information about the
SAIl should also be able to nominate a colleague who may assist
them with the meeting and should be someone with experience or
training in communicating with the service user / family.

The person/s nominated to engage could also be a member/s of the
review team (if already set up).

" FPS SAls involving FPS this will involve senior professionals/staff from the HSCB
Integrated Care Directorate.
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4.3 Stage 3 - Initial Meeting with the Service User / Family

The initial discussion is the first part of an on-going communication
process. Many of the points raised here should be expanded on in
subsequent meetings with the service user / family.

4.3.1 Preparation Prior to the Initial Meeting

e The service user / family should be given the leaflet - What |
Need to Know About a SAI (see appendix 2);

e Share with the service user / family what is going to be
discussed at the meeting and who will be in attendance.

4.3.2 During the Initial Meeting

The content of the initial meeting with the service user / family
should cover the following:

Welcome and introductions to all present;

An expression of genuine sympathy or a meaningful apology for
the event that has occurred:;

The facts that are known to the multidisciplinary team;

Where a service user has died, advising the family that the
coroner has been informed (where there is a requirement to do
s0) and any other relevant organisation/body;

The service user / family are informed that a SAI review is being
carried out;

Listening to the service user’s / families understanding of what
happened;

Consideration and formal noting of the service user’'s / family’s
views and concerns;

An explanation about what will happen next in terms of the SAl
review, findings, recommendations and learning and timescales;
An offer of practical and emotional support for the service user /
family. This may involve getting help from third parties such as
charities and voluntary organisations, providing details of support
from other organisations, as well as offering more direct
assistance;

Advising who will be involved in the review before it takes place
and who the review report will be shared with;

Advising that all SAI information will be treated as confidential.

If for any reason it becomes clear during the initial discussion that the
service user / family would prefer to speak to a different health / social
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care professional, these wishes should be respected, and the appropriate
actions taken.

It is important during the initial meeting to try to avoid any of the
following:

Speculation;

Attribution of blame;

Denial of responsibility;

Provision of conflicting information from different health and
social care individuals.

It should be recognised that the service user / family may be
anxious, angry and frustrated, even when the meeting is conducted
appropriately. It may therefore be difficult for organisations to
ascertain if the service user / family have understood fully
everything that has been discussed at the meeting. It is essential
however that, at the very least, organisations are assured that the
service user / family leave the meeting fully aware that the incident
is being reviewed as a SAl, and knowing the organisation will
continue to engage with them as the review progresses, so long as
the service user / family wish to engage.

Appendix 3 provides examples of words / language which can be
used during the initial discussion with the service user / family.
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4.4 Stage 4 - Follow-up Discussions

Follow-up discussions are dependent on the needs and wishes of the
service user / family.

The following guidelines will assist in making the communication effective:

The service user / family should be updated if there are any delays and
the reasons for the delays explained;

Advise the service user / family if the incident has been referred to any
other relevant organisation / body;

Consideration is given to the timing of the meetings, based on both the
service users / families health, personal circumstances and preference
on the location of the meeting, e.g. the service users / families home;
Feedback on progress to date, including informing the service user /
family of the Terms of Reference of the review and membership of the
review panel (for level 2 and 3 SAI reviews);

There should be no speculation or attribution of blame. Similarly, the
health or social care professional / senior manager communicating the
SAlI must not criticise or comment on matters outside their own
experience;

A written record of the discussion is kept and shared with the service
user / family;

All queries are responded to appropriately and in a timely way.

4.5 Stage 5 - Process Completion

4.5.1 Communicating findings of review / sharing review report

Feedback should take the form most acceptable to the service user
/ family. Communication should include:

e a repeated apology / expression of regret for the harm / distress
suffered;

e the chronology of clinical and other relevant factors that
contributed to the incident;

e details of the service users / families concerns;

¢ information on learning and outcomes from the review

e Service user / family should be assured that lines of
communication will be kept open should further questions arise at
a later stage and a single point of contact is identified.

It is expected that in most cases there will be a complete discussion of the
findings of the review and that the final review report will be shared with
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the service user / family. In some cases however, information may be
withheld or restricted, for example:

e Where communicating information will adversely affect the health
of the service user / family;

e Where specific legal/coroner requirements preclude disclosure
for specific purposes;

o If the deceased service users health record includes a note at
their request that he/she did not wish access to be given to
his/her family.

Clarification on the above issues should be sought form Legal Services.

There may also be instances where the service user / family does not
agree with the information provided, in these instances Appendix 1
(section 1.8) will provide additional assistance.

In order to respond to the timescales as set out in the Procedure for the
Reporting and Follow up of SAls (November 2016) organisations may not
have completed stage 5 of the engagement process prior to submission of
the review report to HSCB. In these instances, organisations must
indicate on the SAI review checklist, submitted with the final review report
to the HSCB, the scheduled date to meet with the service user / family to
communicate findings of review / share review report.

4.5.2 Communicating Changes to Staff

It is important that outcomes / learning is communicated to all staff
involved and to the wider organisation as appropriate.

4.6 Documentation

Throughout the above stages it is important that discussions with the
service user / family are documented and should be shared with the
individuals involved.

Documenting the process is essential to ensure continuity and
consistency in relation to the information that has been relayed to the
service user / family.

Documentation which has been produced in response to a SAI may have
to be disclosed later in legal proceedings or in response to a freedom of
information application. It is important that care is taken in all
communications and documents stating fact only.
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Appendix 4 provides a checklist which organisations may find useful as an
aide memoire to ensure a professional and standardised approach.

5.0 Supporting Information and Tools
In addition to this guidance, supporting tools have been developed to
assist HSC organisations with implementing the actions of the NPSA’s

Being Open Patient Safety Alert.

Training on being open is freely available through an e-learning tool for all
HSC organisations.

Information on all these supporting tools can be found at:
www.npsa.nhs.uk/beingopen and www.nrls.npsa.nhs.uk/beinqgopen/.

Guidance on sudden death and the role of bereavement co-ordinators in

Trusts can be found at:
http://webarchive.proni.gov.uk/20120830110704/http://www.dhsspsni.gov.uk/sudden-death-
guidance.pdf
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FPS
GMC
HSC
HSCB
HSE
MDU
MPS
NIASW
NISCC
NMC
NPSA
PCC
PHA
RC
RCA
RQIA
SAl
SEA

WIT-73469

List of Acronyms and Abbreviations

Family Practitioner Services

General Medical Council

Health and Social Care

Health and Social Care Board
Health Service Executive

Medical Defence Union

Medical Protection Society

Northern Ireland Association for Social Work
Northern Ireland Social Care Council
Nursing and Midwifery Council
National Patient Safety Agency
Patient Client Council

Public Health Agency

Royal colleges

Root Cause Analysis

Regulation and Quality Improvement Authority

Serious Adverse Incident

Significant Event Audit
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Appendix 1

Particular Service user Circumstances

The approach to how an organisation communicates with a service user /
family may need to be modified according to the service user’s personal
circumstances.

The following gives guidance on how to manage different categories of
service user circumstances.

1.1 When a service user dies

When a SAI has resulted in a service users death, the communication
should be sensitive, empathetic and open. It is important to consider the
emotional state of bereaved relatives or carers and to involve them in
deciding when it is appropriate to discuss what has happened.

1.2 Children

The legal age of maturity for giving consent to treatment is 16 years old.
However, it is still considered good practice to encourage young people of
this age to involve their families in decision making.

The courts have stated that younger children who understand fully what is
involved in the proposed procedure can also give consent. Where a child
is judged to have the cognitive ability and the emotional maturity to
understand the information provided, he/she should be involved directly in
the communication process after a SAI.

The opportunity for parents / guardians to be involved should still be
provided unless the child expresses a wish for them not to be present.
Where children are deemed not to have sufficient maturity or ability to
understand, consideration needs to be given to whether information is
provided to the parents / guardians alone or in the presence of the child.
In these instances the parents’ / guardians’ views on the issue should be
sought.
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1.3 Service users with mental health issues

Communication with service users with mental health issues should follow
normal procedures unless the service user also has cognitive impairment
(see1.4 Service users with cognitive impairments).

The only circumstances in which it is appropriate to withhold SAl
information from a service user with mental health issues is when advised
to do so by a senior clinician who feels it would cause adverse
psychological harm to the service user. However, such circumstances
are rare and a second opinion may be required to justify withholding
information from the service user.

In most circumstances, it is not appropriate to discuss SAl information
with a carer or relative without the permission of the service user, unless
in the public interest and / or for the protection of third parties.

1.4 Service users with cognitive impairment

Some individuals have conditions that limit their ability to understand what
is happening to them.

In these cases communication would be conducted with the carer / family
as appropriate. Where there is no such person, the clinicians may act in
the service users best interest in deciding who the appropriate person is
to discuss the SAI with.

1.5 Service users with learning disabilities

Where a service user / family has difficulties in expressing their opinion
verbally, every effort should be made to ensure they can use or be
facilitated to use a communication method of their choice. An advocate /
supporter, agreed on in consultation with the service user, should also be
identified. Appropriate advocates / supporters may include carer/s, family
or friends of the service user or a representative from the Patient Client
Council (PCC).

18| Page

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73472

1.6 Service users with different language or cultural
considerations

The need for translation and advocacy services and consideration of
special cultural needs must be taken into account when planning to
discuss SAIl information. Avoid using ‘unofficial translators’ and / or the
service users family or friends as they may distort information by editing
what is communicated.

1.7 Service users with different communication needs

Service users who have communication needs such as hearing impaired,
reduced vision may need additional support.

1.8 Service users who do not agree with the information provided

Sometimes, despite the best efforts the service user/family/carer may
remain dissatisfied with the information provided. In these circumstances,
the following strategies may assist:

o Facilitate discussion as soon as possible;

e Write a comprehensive list of the points that the service user / family
disagree with and where appropriate reassure them you will follow up
these issues.

e Ensure the service user / family has access to support services;

e Offer the service user / family another contact person with whom they
may feel more comfortable.

e Use an acceptable service user advocate e.g. PCC or HSC layperson
to help identify the issues between the HSC organisation and the
service user / family and to achieve a mutually agreeable solution;

There may be occasions despite the above efforts the service
user/family/carer remain dissatisfied with the HSC organisation’s attempts
to resolve their concerns. In these exceptional circumstances, the service
user/family/carer through the agreed contact person, should be advised of
their right to approach the Northern Ireland Public Services Ombudsman
(NIPSO). In doing so, the service user/family requires to be advised by
the HSC organisation that the internal procedure has concluded (within
two weeks of this process having been concluded), and that the service
user/family should approach the NIPSO within six months of this
notification.

The contact details for the NIPSO are: Freephone 0800 34 34 34 or
Progressive House, 33 Wellington Place, Belfast, BT1 6HN.
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1.9 Service Users who do not wish to participate in the
engagement process

It should be documented if the service user does not wish to participate in
the engagement process.
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This leaflet is written for people who use Health and Social Care (HSC)
services and their families.

*The phrase service user / family member and carer is used throughout
this document in order to take account of all types of engagement
scenarios. However, when a service user has capacity, communication
should always (in the first instance) be with them.

Introduction

Events which are reported as Serious Adverse Incidents (SAls) help
identify learning even when it is not clear something went wrong with
treatment or care provided.

When things do go wrong in health and social care it is important that we
identify this, explain what has happened to those affected and learn
lessons to ensure the same thing does not happen again. SAls are an
important means to do this. Areas of good practice may also be highlighted
and shared, where appropriate.

What is a Serious Adverse Incident?

A SAl is an incident or event that must be reported to the Health and Social
Care Board (HSCB) by the organisation where the SAl has occurred. It
may be:

. an incident resulting in serious harm;

. an unexpected or unexplained death;

. a suspected suicide of a service user who has a mental illness or
disorder;

« an unexpected serious risk to wellbeing or safety, for example an
outbreak of infection in hospital;

A SAl may affect services users, members of the public or staff.
Never events are serious patient safety incidents that should not occur if
the appropriate preventative measures have been implemented by

healthcare providers. A small number of SAls may be categorised as
never events based on the Department of Health Never Events list.
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SAls, including never events, occurring within the HSC system are
reported to the HSCB. You, as a service user / family member / carer, will
be informed where a SAl and/or never event has occurred relating to
treatment and care provided to you by the HSC.

Can a complaint become a SAI?

Yes, if during the follow up of a complaint the (insert name of
organisation) identifies that a SAI has occurred it will be reported to the
HSCB. You, as a service user / family member and carer will be informed
of this and updated on progress regularly.

How is a SAl reviewed?

Depending on the circumstance of the SAl a review will be undertaken.
This will take between 8 to 12 weeks depending on the complexity of the
case. If more time is required you will be kept informed of the reasons.

The (insert name of organisation) will discuss with you how the SAI will
be reviewed and who will be involved. The (insert name of organisation)
will welcome your involvement if you wish to contribute.

Our goal is to find out what happened, why it happened and what can be
done to prevent it from happening again and to explain this to those
involved.

How is the service user or their family/carer involved
in the review?

An individual will be identified to act as your link person throughout the
review process. This person will ensure as soon as possible that you:

. Are made aware of the incident, the review process through
meetings / telephone calls;

. Have the opportunity to express any concerns;

« Know how you can contribute to the review, for example share
your experiences;

. Are updated and advised if there are any delays so that you are
always aware of the status of the review;

. Are offered the opportunity to meet and discuss the review
findings;

. Are offered a copy of the review report;

23|Page

Received from Sharon Gallagher on 25/10/2022. Annotated by the Urology Services Inquiry



WIT-73477

. Are offered advice in the event that the media make contact.

What happens once the review is complete?

The findings of the review will be shared with you. This will be done in a
way that meets your needs and can include a meeting facilitated by (insert
name of organisation) staff that is acceptable to you.

How will learning be used to improve safety?

By reviewing a SAI we aim to find out what happened, how and why. By
doing this we aim to identify appropriate actions which will prevent similar
circumstances occurring again.

We believe that this process will help to restore the confidence of those
affected by a SAL.

For each completed review:

. Recommendations may be identified and included within an
action plan;

« Any action plan will be reviewed to ensure real improvement and
learning.

We will always preserve your confidentiality while also ensuring that
opportunities to do things better are shared throughout our organisation
and the wider health and social care system. Therefore as part of our
process to improve quality and share learning, we may share the
anonymised content of the SAI report with other HSC organisations’

Do families get a copy of the report?
Yes, a copy of the review report will be shared with service users and/or

families with the service user’s consent.

If the service user has died, families/carers will be provided with a copy of
the report and invited to meet with senior staff.
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Who else gets a copy of the report?

The report is shared with the Health and Social Care Board (HSCB) and
Public Health Agency (PHA). Where appropriate it is also shared with the
Coroner.

The Regulation and Quality Improvement Authority (RQIA) have a statutory
obligation to review some incidents that are also reported under the SAl
procedure. In order to avoid duplication of incident notification and review,
RQIA work in conjunction with the HSCB / PHA with regard to the review of
certain categories of SAl including the following:

. All mental health and learning disability SAls reportable to RQIA under
Article 86.2 of the Mental Health (NI) Order 1986.

. Any SAl that occurs within the regulated sector for example a nursing,
residential or children’s home (whether statutory or independent) for a
service that has been commissioned / funded by a HSC organisation.

In both instances the names and personal details that might identify the
individual are removed from the report. The relevant organisations monitor
the (insert name of organisation) to ensure that the recommendations
have been implemented. The family may wish to have follow up / briefing
after implementation and if they do this can be arranged by their link
person within the (insert name of organisation).

All those who attended the review meeting are given a copy of the
anonymised report. Any learning from the review will be shared as
appropriate with relevant staff/groups within the wider HSC organisations.

Further Information

If you require further information or have comments regarding this process
you should contact the nominated link person - name and contact details
below:

Your INK PErsON IS ...ueii e e
Your link person’s job title iS. ..o
Contact NUMbDET ...

HOUIS OF WOTK . .. e e et e
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Prior to any meetings or telephone call you may wish
to consider the following:

Think about what questions and fears/concerns you have in relation to:
(a) What has happened?
(b) Your condition / family member condition

(c) On-going care

You could also:

. Write down any questions or concerns you have;

. Think about who you would like to have present with you at
the meeting as a support person;

. Think about what things may assist you going forward;

. Think about which healthcare staff you feel should be in

attendance at the meeting.

Patient and Client Council

The Patient Client Council offers independent, confidential advice and
support to people who have a concern about a HSC Service. This may
include help with writing letters, making telephone calls or supporting you
at meetings, or if you are unhappy with recommendations / outcomes of
the reviews.

Contact details:
Free phone number: 0800 917 0222
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Appendix 3

Examples of communication which enhances the effectiveness of being open

Stage of Process

Sample Phrases

Acknowledgement

“We are here to discuss the harm that you have experienced/the
complications with your surgery/treatment”

“I realise that this has caused you great
pain/distress/anxiety/worry”

“I can only imagine how upset you must be”
“| appreciate that you are anxious and upset about what
happened during your surgery — this must have come as a big

shock for you”

“l understand that you are angry/disappointed about what has
happened”

“I think | would feel the same way too”

Sorry

“I am so sorry this has happened to you”

“I am very sorry that the procedure was not as straightforward
as we expected and that you will have to stay in hospital an
extra few days for observation”

“I truly regret that you have suffered xxx which is a recognised
complication associated with the x procedure/treatment.” “I am
so sorry about the anxiety this has caused you”

“A review of your case has indicated that an error occurred — we
are truly sorry about this”

Story

Their Story
“Tell me about your understanding of your condition”
“Can you tell me what has been happening to you”

“What is your understanding of what has been happening to

you
Your understanding of their Story: (Summarising)

“l understand from what you said that” xxx “and you are very
upset and angry about this”
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Is this correct? (i.e. summarise their story and acknowledge any
emotions/concerns demonstrated.)

“Am | right in saying that you................coccin
Your Story

“Is it ok for me to explain to you the facts known to us at this
stage in relation to what has happened and hopefully address

some of the concerns you have mentioned?

“Do you mind if | tell you what we have been able to establish at
this stage?”

“We have been able/unable to determine at this stage
that........... ”

“‘We are not sure at this stage about exactly what happened but
we have established that ......................... We will remain in
contact with you as information unfolds”

“You may at a later stage experience xx if this happens you
should ...................... ?

Inquire “Do you have any questions about what we just discussed?”
“How do you feel about this?”

“Is there anything we talked about that is not clear to you?”

Solutions “What do you think should happen now?”
“Do you mind if | tell you what | think we should do?”

“I have reviewed your case and this is what | think we need to
do next”

“What do you think about that?”

“These are your options now in relation to managing your
condition, do you want to have a think about it and | will come
back and see you later?”

“I have discussed your condition with my colleague Dr x we both
think that you would benefit from xx. What do you think about
that?”

Progress “Our service takes this very seriously and we have already
started a review into the incident to see if we can find out what
caused it to happen”

“‘We will be taking steps to learn from this event so that we can
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try to prevent it happening again in the future”

“I will be with you every step of the way as we get through this
and this is what | think we need to do now”

“‘We will keep you up to date in relation to our progress with the
review and you will receive a report in relation to the findings
and recommendations of the review team”

“‘Would you like us to contact you to set up another meeting to
discuss our progress with the review?”

“I will be seeing you regularly and will see you next
in....days/weeks.

“You will see me at each appointment”

“Please do not hesitate to contact me at any time if you have
any questions or if there are further concerns — you can contact

”

“If you think of any questions write them down and bring them
with you to your next appointment.”

“Here are some information leaflets regarding the support
services we discussed — we can assist you if you wish to access
any of these services”
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Appendix 4

Organisations may find this checklist useful an aide memoire to ensure a professional
and standardised approach

Before, During and After Communication / Engagement
Documentation Checklist

BEFORE Note taking
Service users full name

Healthcare record number

Date of birth

Date of admission

Diagnosis

Key HSC professional(s) involved in service
user’s care

Date of discharge (if applicable)

Date of SAI

Description of SAl

Outcome of SAI

Agreed plan for management of SAl

Agreed professional to act as contact person
with the service user / family
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Service user / family informed incident is
being reviewed as a SAI:

e Date

e By Whom

e By what means (telephone call / letter / in
person)

Date of first meeting with the service user /
family

Location of first meeting (other details such
as room booking, arrangements to ensure
confidentiality if shared ward etc)

Person to be responsible for note taking
identified

Person Nominated to lead communications
identified

Colleague/s to assist nominated lead

Other staff identified to attend the disclosure
meeting

Anticipated service user / family concerns
queries

Meeting agenda agreed and circulated

Additional support required by the service
user / family, if any?

The service user / family has been advised to
bring a support person to the meeting?

The service user consented to the sharing of
information with others such as designated
family members / support person?
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It has been established that the service user /
family requires an interpreter? If yes,
provide details of language and
arrangements that have been or to be made.

Signature:

Date:
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DURING Note taking

There has been an acknowledgment of the
SAl in relation to the service user / family
experience.

An apology / expression of regret provided

The service user / family was provided with
factual information regarding the adverse
event

The service user / family understanding of
the SAIl was established

The service user / family was provided with
the opportunity to:

- Tell their story
- Voice their concerns and
- Ask questions

The next steps in relation to the service
user’s on-going care were agreed and the
service user was involved in the decisions
made.

The service user / family was provided with
information in relation to the supports
available to them.

Reassurance was provided to the service
user / family in relation to the on-going
communication of facts when the information
has been established and available —
continuity provided.

Next meeting date and location agreed

Signature:

Date:
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AFTER

Circulate minutes of the meeting to all relevant parties for timely verification.

Follow through on action points agreed.

Continue with the incident review.

Keep the service user included and informed on any progress made — organise
further meetings.

Draft report to be provided to the service user in advance of the final report (if agreed
within review Terms of Reference that the draft report is to be shared with the
service user prior to submission to HSCB/PHA).

Offer a meeting with the service user to discuss the review report and allow for
amendments if required.

Follow through on any recommendations made by the incident review team.

Closure of the process is mutually agreed.

When closure / reconciliation was not reached the service user was advised of the
alternative courses of action which are open to them i.e the complaints process.

Signature:

Date:
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From the Deputy Chief Medical Officer
Dr Paddy Woods

Reference: HSC (SQSD) 56/16

NEVER EVENTS

For Action:

Chief Executives of HSC Trusts
Chief Executives HSCB and PHA
Chief Executive NIMDTA

For Information:

WIT-7848d"

Department of

Health

An Roinn Slainte

Méannystrie O Poustie

www.health-ni.gov.uk

Date of Issue: 21st October 2016

Related documents
N/A

Superseded documents
N/A

Implementation

Distribution as listed at the end of this PSA. Immediate

DoH Safety and Quality Circulars including
Patient Safety Alerts can be accessed on:
https://www.health-ni.gov.uk/topics/safety-
and-quality-standards/safety-and-quality-
standards-circulars

Dear Colleagues

NEVER EVENTS

SUMMARY

The purpose of this circular is to advise you of the intention to introduce a Never
Events process based on the NHS England list of Never Events and that information
relating to these events will be captured as part of the Serious Adverse Incident

(SAl) process.

ACTION

Chief Executives of HSC Trusts should:

e Disseminate this alert to all relevant Trust staff for information.
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e Ensure that any Never Events are reported to the HSCB/PHA in line with the
SAIl guidance.

Chief Executives, HSCB and PHA should:

e Disseminate this alert to all relevant HSCB/PHA staff, and through the
Directorate of Integrated Care to all GPs, Community Pharmacists, Dentists
and Optometrists

e Consider it through the normal HSCB/PHA processes for assuring
implementation of safety and quality alerts

e Monitor the reporting of Never Events via the SAIl process

¢ Include information on Never Events in the six-monthly SAI Learning Reports
published in the HSCB/PHA internet site (including numbers while adhering to

data protection requirements).

Chief Executive, NIMDTA should:
o Disseminate this alert to doctors and dentists in training in all relevant

specialities.

BACKGROUND

Sir Liam Donaldson in his report “The Right Time, the Right Place” made a number
of recommendations aimed at improving the safety, quality and effectiveness of the
delivery of health and social care services in Northern Ireland. Recommendation 6 of
the Donaldson report states that the system for Serious Adverse Incident and
Adverse Incident reporting should be retained but modified by the creation of a

limited list of Never Events.

In his statement to the Assembly on 27 January 2015, the former Health Minister Jim
Wells, advised Assembly members that “a Never Events list would be developed for
Northern Ireland and, as an interim measure, urgent consideration would be given to

the list of Never Events for England to determine its applicability to Northern Ireland”.
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NHS England define Never Events as serious incidents that are wholly preventable
as guidance or safety recommendations that provide strong systemic protective
barriers are already available at a national level and should have been implemented

by all healthcare providers.

Each Never Event type has the potential to cause serious patient harm or death.
However, serious harm or death is not required to have happened as a result of a

specific incident occurrence for that incident to be categorised as a Never Event.

Social Care Events

As the NHS England Never Events list does not include any events relating to social
care, the HSCB were asked to examine the current SAl data on social care incidents
to identify if there were any areas which would be suitable for inclusion in the HSC
Never Events list. The HSCB worked with Trusts to seek views on potential areas
for inclusion and concluded that the NHS England Never Events list already includes
three areas which also refer to social care settings and no further social care specific
incidents were identified as suitable for inclusion in the proposed list of HSC Never

Events.

It has been decided, therefore, that the Never Events process will be based on the
adoption of NHS England Never Event list. A copy of this and details of guidance
that has already been issued for each of the Never Events is attached for information

(Annexe 1).
Modifications to the SAI process

The HSCB and PHA have been asked to take forward modifications to the SAl
process to include notification of Never Events as part of that process. A revised
version of the SAl Procedure for the Reporting and Follow up of Serious Adverse
incidents will be issued by HSCB shortly. A new field has also been set up on the
DATIX reporting system which will allow all Never Events to be recorded in line with
the current categories listed in the NHS England Never Event list.
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Engagement with Service Users, Families, Carers as part of the SAl process.

It is important, in the spirit of honesty and openness, that when staff are engaging
with Service Users, Families, Carers as part of the SAI process, that in addition to

advising an individual of the SAI, they should also be told if the SAl is a Never Event.

Enquiries:

Any enquiries about the content of this circular should be addressed to:
Safety Policy Branch

Department of Health

Room D2.4
Castle Buildings

Stormont
BELFAST
BT4 3SQ

Personal Information redacted by

Tel . the USI

Personal Information redacted by the USI
ersonal Information redacted by the US|

Dr Paddy Woods
Deputy Chief Medical Officer

Distributed for Information to:

CMO

CNO

CPO

Chief Executive, RQIA

Chief Executive, NIAS

Safety & Quality Alerts Team, HSC Board

Medical Director, PHA

Director of Nursing, PHA

Director of Social Care, HSCB

Director of Integrated Care, HSCB

Director of Performance Management & Service Improvement, HSCB
Prof. Sam Porter, Head of Nursing & Midwifery, QUB
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Prof. Pascal McKeown, Head of Medical School, QUB

Prof. Donald Burden, Head of School of Dentistry, QUB
Professor Carmel Hughes, Head of School of Pharmacy QUB
Dr Owen Barr, Head of School of Nursing, UU

Prof. Paul McCarron, Head of Pharmacy School, UU

Post Graduate Dean, NIMDTA

Staff Tutor of Nursing, Open University

Director, Safety Forum

Clinical Education Centre

NI Royal College of Nursing
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Annexe 1

NEVER EVENT

RELATED INFORMATION

RELATED NHS/NRLS GUIDANCE

RELATED SAFETY, NICE &

(15/16) NIAIC GUIDANCE
1. Wrong site A surgical intervention performed on Safer Practice Notice — Standardising https://www.health-
surgery the wrong patient or wrong site (for Wristbands improves patient safety, 2007, ni.gov.uk/sites/default/files/public

example wrong knee, wrong eye, wrong
limb, wrong tooth or wrong organ); the
incident is detected at any time after the
start of the procedure.

¢ Includes wrong level spinal surgery
and interventions that are
considered surgical but may be
done outside of a surgical
environment e.g. wrong site block
(unless being undertaken as a pain
control procedure), biopsy,
interventional radiology
procedures, cardiology procedures,
drain insertion and line insertion
e.g. PICC/ Hickman lines.

e Excludes interventions where the
wrong site is selected because of
unknown/unexpected abnormalities
in the patient’s anatomy. This
should be documented in the
patient’s notes.

e Excludes incidents where the
wrong site surgery is due to

available at
http://www.nrls.npsa.nhs.uk/resources/?entryid

ations/dhssps/HSC%20%28SQS
D%29%2016-08.pdf

45=59824

Patient Safety Alert — WHO Surgical Safety
Checklist, 2009, available at
http://www.nrls.npsa.nhs.uk/resources/clinical-

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/HSC%20SQSD%2

specialty/surgery/

How to Guide to the five steps to safer
surgery’, 2010, available at
http://www.nrls.npsa.nhs.uk/resources/?Entryld

45=92901

-Standards for providing a 24 hour
interventional radiology service, 2008, The
Royal College of Radiologists. Available at
http://www.rcr.ac.uk/docs/radiology/pdf/Stand

OLearning%20Communication%?2
005-09_0.pdf

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/hss-md-18-
2009.pdf

24hr IR provision.pdf
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https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20SQSD%20Learning%20Communication%2005-09_0.pdf
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20SQSD%20Learning%20Communication%2005-09_0.pdf
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20SQSD%20Learning%20Communication%2005-09_0.pdf
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss-md-18-2009.pdf
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss-md-18-2009.pdf
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss-md-18-2009.pdf
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NEVER EVENT
(15/16)

RELATED INFORMATION

RELATED NHS/NRLS GUIDANCE

RELATED SAFETY, NICE &
NIAIC GUIDANCE

incorrect laboratory reports/ results
or incorrect referral letters

Setting: All patients receiving NHS
funded care.

2. Wrong
implant/prosthesis

Surgical placement of the wrong
implant or prosthesis where the
implant/prosthesis placed in the patient
is other than that specified in the
operating plan either prior to or during
the procedure. The incident is detected
at any time after the implant/prosthesis
is placed in the patient and the patient
requires further surgery to replace the
incorrect implant/prosthesis and/or
suffers complications following the

surgery.

e Excludes where the
implant/prosthesis placed in the
patient is intentionally different from
the operating plan, where this is
based on clinical judgment at the time
of the operation.

e Excludes where the
implant/prosthesis placed in the
patient is intentionally planned and
placed but later found to be
suboptimal.

Safer Practice Notice — Standardising
Wristbands improves patient safety, 2007,
available at
http://www.nrls.npsa.nhs.uk/resources/?entryid

https://www.health-
ni.gov.uk/sites/default/files/public
ations /HSC%20%28SQS
D%29%2016-08.pdf

45=59824

Patient Safety Alert — WHO Surgical Safety
Checklist, 2009, available at
http://www.nrls.npsa.nhs.uk/resources/clinical-

https://www.health-

n__i..uk/sites/defauIt/files/public
ations/dhssps/HSC%20SQSD%2
OLearning%20Communication%?2

specialty/surgery/

Safer Surgery Checklist for Cataract Surgery,
2010, available at
http://www.rcophth.ac.uk/page.asp?section=36

005-09 0.pdf

https://www.health-
ni.gov.uk/sites/default/files/public

5&sectionTitle=Information+

How to Guide to the five steps to safer
surgery’, 2010, available at
http://www.nrls.npsa.nhs.uk/resources/?Entryld

45=92901

ations/dhssps/hss-md-18-
2009.pdf
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https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss-md-18-2009.pdf
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NEVER EVENT
(15/16)

RELATED INFORMATION

RELATED NHS/NRLS GUIDANCE

RELATED SAFETY, NICE &
NIAIC GUIDANCE

Setting: All healthcare premises.

3. Retained
foreign object
post-procedure

Retention of a foreign object in a patient
after a surgical/invasive
procedure.

‘Surgical/invasive procedure’ includes
interventional radiology, cardiology,
interventions related to vaginal birth
and interventions performed outside
of the surgical environment e.g.
central line placement in ward areas

‘Foreign object’ includes any items
that should be subject to a formal
counting /checking process at the
commencement of the procedure and
a counting /checking process before
the procedure is completed (such as
swabs, needles, instruments and
guide wires) except where:

J Items are inserted any time
before the procedure that are not
subject to the formal
counting/checking process, with the
intention of removing them during the
procedure

o Items are inserted during the
procedure that are subject to the

Standards and recommendations for safe
perioperative practice, 2011, available at
http://www.afpp.org.uk/books-
journals/books/book-123

Accountable items, swab, instrument and
needle counts 2012, available at
http://www.afpp.org.uk/careers/Standards-
Guidance

Patient Safety Alert — WHO Surgical Safety
Checklist, 2009, available at
http://www.nrls.npsa.nhs.uk/resources/clinical-
specialty/surgery/?entryid45=59860&p=3

Reducing the risk of retained swabs after
vaginal birth and perineal suturing, 2010
available at
http://www.nrls.npsa.nhs.uk/resources/type/aler
ts/?entryid45=74113

Reducing the risk of retained throat packs after
surgery, 2009, available at
http://www.nrls.npsa.nhs.uk/resources/?Entryld
45=59853

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/HSC%20%28SQS
D%29%2009-10.pdf

https://www.health-

ni.gov.uk/sites/default/files/public
ations/dhssps/HSC%20SQSD %2
OLearning%20Communication%2

006-09.pdf

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/hss-md-18-

2009.pdf

NICE CG190: Intrapartum
care
http://www.nice.org.uk/quida

nce/cg190
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https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20SQSD%20Learning%20Communication%2006-09.pdf
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20SQSD%20Learning%20Communication%2006-09.pdf
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20SQSD%20Learning%20Communication%2006-09.pdf
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss-md-18-2009.pdf
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss-md-18-2009.pdf
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss-md-18-2009.pdf
http://www.nice.org.uk/guidance/cg190
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NEVER EVENT
(15/16)

RELATED INFORMATION

RELATED NHS/NRLS GUIDANCE

RELATED SAFETY, NICE &
NIAIC GUIDANCE

counting/ checking process, but are
intentionally retained after completion
of the procedure, with removal
planned for a later time or date and
clearly recorded in the patients notes

o Items are known to be missing
prior to the completion of the
procedure and may be within the
patient (e.g. screw fragments, drill
bits) but where further action to locate
and/or retrieve would be impossible or
be more damaging than retention

4. Mis — selection
of a strong
potassium
containing solution

Mis - selection refers to:

e When a patient intravenously
receives a strong potassium
solution rather than an intended
different medication

Setting: All patients receiving NHS
funded care.

Patient safety alert — Potassium chloride

concentrate solutions, 2002 (updated 2003),

available at

http://www.nrls.npsa.nhs.uk/resources/?entryid

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/HSC%20%28SQS

D%29%2034-14.pdf

45=59882

NICE CG174: Intravenous Fluid
Therapy in Adults in Hospital
(NOTE NI
Caveats)http://www.nice.org.uk/g
uidance/cq174

NICE Quality Standard 66: IV
Fluid Therapy in Adults
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NEVER EVENT
(15/16)

RELATED INFORMATION

RELATED NHS/NRLS GUIDANCE

RELATED SAFETY, NICE &
NIAIC GUIDANCE

http://www.nice.org.uk/quidance/q
s66

NICE CG130: Hyperglycaemia in
acute coronary syndromes
https://www.nice.org.uk/quidance/

cg130

NICE CG84: Diarrhoea and
vomiting in children
http://www.nice.org.uk/quidance/c

g84

NICE CG99: Constipation in
children and young people

http://www.nice.org.uk/quidance/c
999

NICE CG32: Nutritional support in
adults
http://www.nice.org.uk/guidance/c
g32

5. Wrong route
administration
of medication

The patient receives one of the
following:

* Intravenous chemotherapy
administered via the intrathecal route

* Oral/enteral medication or feed/flush
administered by any parenteral route

HSC2008/001: Updated national guidance on
the safe administration of intrathecal
chemotherapy, 2008, available at

http://webarchive.nationalarchives.gov.uk/2013

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/HSC%20%28SQS
D%29%2061-08.pdf

0107105354/http://www.dh.gov.uk/en/Publicati

onsandstatistics/Lettersandcirculars/Healthserv

icecirculars/DH 086870
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NEVER EVENT
(15/16)

RELATED INFORMATION

RELATED NHS/NRLS GUIDANCE

RELATED SAFETY, NICE &
NIAIC GUIDANCE

* Intravenous administration of a
medicine intended to be administered
via the epidural route

Setting: All patients receiving NHS
funded care.

Rapid Response Report NPSA/2008/RRR004
using vinca alkaloid minibags (adult/adolescent
units), 2008, available at
http://www.nrls.npsa.nhs.uk/resources/?entryid
45=59890

Minimising Risks of Mismatching Spinal,
Epidural and Regional Devices with
Incompatible Connectors, 2011, available at
http://www.nrls.npsa.nhs.uk/resources/?entryid
45=132897

Patient safety alert on non-Luer spinal
(intrathecal) devices for chemotherapy 2014.
available at
http://www.england.nhs.uk/2014/02/20/psa-
spinal-chemo/

Patient Safety Alert NPSA/2007/19 - Promoting
safer measurement and administration of liquid
medicines via oral and other enteral routes,
2007, available at
http://www.nrls.npsa.nhs.uk/resources/?entryid
45=59808

Patient Safety Alert NPSA/2007/21, Safer
practice with epidural injections and infusions,
2007, available at

https://www.health-

ni.gov.uk/sites/default/files/public

ations/dhssps/HSC%20%28SQS

D%29%2085-09.pdf

https://www.health-

ni.gov.uk/sites/default/files/public

ations/dhssps/HSC%20%28SQS

D%29%2085-

09%20Addendum.pdf

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/HSC%20%28SQS
D%29%2006-11.pdf

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/HSC%20%28SQS
D%29%2050-08 0.pdf

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/HSC%20%28SQS
D%29%2028-07.pdf
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https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2028-07.pdf

WIT-73499

NEVER EVENT
(15/16)

RELATED INFORMATION

RELATED NHS/NRLS GUIDANCE

RELATED SAFETY, NICE &
NIAIC GUIDANCE

http://www.nrls.npsa.nhs.uk/resources/?entryid

45=59807

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/HSC%20%28SQS
D%29%2085-09.pdf

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/HSC%20%28SQS
D%29%2085-
09%20Addendum.pdf

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/HSC%20%28SQS
D%29%2006-11.pdf

NICE CG55: Intrapartum Care
https://www.nice.org.uk/guidance/

cgs55

NICE Interventional Procedure
249: Ultrasound-guided
catheterisation of the epidural
space
http://www.nice.org.uk/guidance/i
pg249
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WIT-73500

NEVER EVENT

RELATED INFORMATION

RELATED NHS/NRLS GUIDANCE

RELATED SAFETY, NICE &

(15/16) NIAIC GUIDANCE
6. Overdose of Overdose refers to: Rapid response report — Safer administration of | https://www.health-
Insulin dueto  |e When a patient receives a tenfold or | insulin, 2010, available at ni.gov.uk/sites/default/files/publ

abbreviations
or incorrect
device

greater overdose of insulin because
a prescriber abbreviates the words
‘unit’ or ‘international units’ , despite
the care setting having an electronic
prescribing system in place

When a health care professional
fails to use a specific insulin
administration device i.e. does not
use an insulin syringe or insulin pen
to measure insulin

Setting: All patients receiving NHS

funded care.

http://www.nrls.npsa.nhs.uk/alerts/?entryid45=7

ications/dhssps/HSC%20%28S

4287Diabetes: insulin, use it safely Patient
information booklet 03 January 2011 - NHS
Diabetes and Kidney Care

Available at
http://www.nhsig.nhs.uk/resource-
search/publications/nhs-dakc-insulin-use-it-

safely.aspx

Insulin use safety: Patient Safety Resource
Centre The Health Foundation

Available at
http://patientsafety.health.org.uk/area-of-
care/diabetes/insulin-use-safety

QSD%29%2012-10.pdf

https://www.health-

ni.gov.uk/sites/default/files/publ

ications/dhssps/HSC%20%28S

QSD%29%2003-11.pdf

7. Overdose of
methotrexate for
non-cancer
treatment

Overdose refers to

e When a patient receives
methotrexate ,via any route, for
non-cancer treatment which
results in more than the intended
weekly dose being taken,
despite the care setting having
an electronic prescribing and
administration system , or in
primary care an electronic
prescribing and dispensing
system, in place

Patient safety alert - Improving compliance with
oral methotrexate guidelines, 2006, available at
http://www.nrls.npsa.nhs.uk/resources/?entryid

https://www.health-
ni.gov.uk/sites/default/files/public
ations/dhssps/HSC%20%28SQS

45=59800

D%29%2007-08.pdf
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https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2003-11.pdf
http://www.nrls.npsa.nhs.uk/resources/?entryid45=59800%20
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2007-08.pdf
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2007-08.pdf
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2007-08.pdf
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	Details of care provided given. Patient had long term urethral catheter since may 2017 and had failed two supervised trials of voiding whilst in hospital. Ultrasound examination of urinary tract in may 2018 was satisfactory. Patient expressed the view he didn't want to have any procedures. Doctor disagrees he blamed patient for pulling out his catheter, he appreciated patient was in pain and on several occasions it had to be replaced by medical team, Jan 2019 CT scan done and identified piece of retained ca
	No action plan Urology Clinic Urology Clinic 
	No action plan Urology Clinic Urology Clinic 
	No action plan Colposcopy Clinic Colposcopy Clinic 
	Nurse attitude will be monitored. Emergency Emergency Department DHH Department DHH 
	Appointment staff have been reminded of the X-ray Dept (Radiology) CT Scanner importance of checking examinations requested before booking. 
	Staff have been interviewed and advised on X-ray Dept (Radiology) X-ray Dept (Radiology) the importance of communicating and listening to their patients, as well as being spoken to regarding their conduct and not providing acceptable working practice. 
	10637 10/07/2019 08/08/2019 20 Booking / Admin Craigavon Secretarial Communication/Infor Area mation Hospital 
	10453 10/06/2019 09/08/2019 43 General Medicine Daisy Hill General Medicine Quality of Treatment Hospital & Care 
	10453 10/06/2019 09/08/2019 43 General Medicine Daisy Hill General Medicine Communication/Infor Hospital mation 
	10715 30/07/2019 22/08/2019 17 Midwifery and Daisy Hill Obstetrics Communication/Infor Gynaecology Hospital mation 
	No action plan ENT Clinic ENT Clinic 
	No action plan Emergency Emergency Department CAH Department CAH 
	No action plan Emergency Emergency Department CAH Department CAH 
	No action plan 1 North Cardiology 1 North Cardiology 
	No action plan 1 North Cardiology 1 North Cardiology 
	Nursing staff spoke to regarding how 1 South Medical 1 South Medical comments made. Raised issue regarding the importance of documentation as staff learning reminded of importance of communication. 
	Nursing staff spoke to regarding how 1 South Medical 1 South Medical comments made. Raised issue regarding the importance of documentation as staff learning reminded of importance of communication. 
	Lead nurse highlighted to all ward staff the Female Surgical/Gynae Female importance of ensuring patients are reviewed Surgical/Gynae by the medical team in a timely manner. 
	Lead nurse highlighted to all ward staff the Emergency Emergency importance of ensuring patients are reviewed Department DHH Department DHH by the medical team in a timely manner. 
	Staff member has been spoken to, Early Pregnancy Early Pregnancy Administrator for division reiterated to all staff Problem Clinic Problem Clinic the importance of following protocols and new process has been implemented to ensure there is reliable failsafe mechanism to prevent this from happening to another person. 
	10586 15/07/2019 05/08/2019 
	10586 15/07/2019 05/08/2019 
	10586 15/07/2019 05/08/2019 
	10591 28/06/2019 15/08/2019 
	15 Midwifery and Gynaecology 
	15 Midwifery and Gynaecology 
	33 General Medicine 
	Daisy Hill Hospital 
	Daisy Hill Hospital 
	South Tyrone Hospital 
	Gynaecology 
	Gynaecology 
	General Medicine 
	Communication/Infor mation 
	Clinical Diagnosis 
	Staff Attitude/Behaviour 
	Doctor has advised medical staff that they must take more time when scanning before giving a final diagnosis to any patient. Also has reminded doctors of the importance of improving their documentation skills. 
	Doctor has advised medical staff that they must take more time when scanning before giving a final diagnosis to any patient. Also has reminded doctors of the importance of improving their documentation skills. 
	No action plan 
	Gynae Clinic Gynae Clinic 
	Gynae Clinic Gynae Clinic 
	Minor Injuries Unit Minor Injuries Unit 
	10742 05/08/2019 21/08/2019 12 Family Placement Communit Family Placement Communication/Infor Services y Team A/D mation 
	10504 07/06/2019 07/08/2019 42 Acute Paediatric Services 
	Craigavon Paediatrics Communication/Infor Area mation Hospital 
	10720 01/08/2019 08/08/2019 5 Family Placement St Lukes Family Placement Communication/Infor Services Hospital Team A/D mation 
	10534 17/06/2019 07/08/2019 36 Acute Paediatric Services 
	Craigavon Paediatrics Staff Area Attitude/Behaviour Hospital 
	10334 21/05/2019 01/08/2019 50 Family Intervention Daisy Hill Gateway Team Staff Service Hospital N&M Attitude/Behaviour 
	10355 03/05/2019 14/08/2019 70 Family Intervention Communit Gateway Team A&D Communication/Infor Service y mation 
	10328 14/05/2019 05/08/2019 57 Family Intervention Banbridge FIT Banbridge Communication/Infor Service Polyclinic mation 
	10642 15/07/2019 14/08/2019 22 Financial Services Daisy Hill Financial Services Property/Expenses/Fin Hospital ances 
	10576 26/06/2019 13/08/2019 33 Financial Services Craigavon Financial Services Property/Expenses/Fin Area ances Hospital 
	10772 13/08/2019 20/08/2019 5 Acute Mental Health Daisy Hill Psychiatric Liaison Quality of Treatment Services Hospital & Care 
	10653 19/07/2019 14/08/2019 18 Learning Disability Communit Day Centres Quantity of Treatment Daycare Services y & Care 
	10653 19/07/2019 14/08/2019 18 Learning Disability Communit Day Centres Staff Daycare Services y Attitude/Behaviour 
	10653 19/07/2019 14/08/2019 18 Learning Disability Communit Day Centres Communication/Infor Daycare Services y mation 
	10692 29/07/2019 12/08/2019 10 Dietetics, Diabetes Communit Diabetes Specialist Staff No lessons learned Home of client Home of client and HEF y Dietetics Attitude/Behaviour 
	10692 29/07/2019 12/08/2019 10 Dietetics, Diabetes Communit Diabetes Specialist Communication/Infor No lessons learned Home of client Home of client and HEF y Dietetics mation 
	10692 29/07/2019 12/08/2019 10 Dietetics, Diabetes Communit Diabetes Specialist Quality of Treatment No lessons learned Home of client Home of client and HEF y Dietetics & Care 
	10760 08/08/2019 12/08/2019 2 Health Improvement Craigavon Health Promotion Policy/Commercial No lessons learned Car Park/Grounds Car Park 
	Area Decisions 
	Hospital 
	10723 01/08/2019 29/08/2019 19 Domicillary Care Communit y 
	10723 01/08/2019 29/08/2019 19 Domicillary Care Communit y 
	Domiciliary Care OOH C/B 
	Domiciliary Care OOH C/B 
	Staff Attitude/Behaviour 
	Quality of Treatment & Care 
	10723 01/08/2019 29/08/2019 19 Domicillary Care Communit y 
	10622 08/07/2019 08/08/2019 22 GP OOH/MIU Communit y 
	Domiciliary Care OOH C/B 
	GP Out of Hours 
	10649 25/07/2019 06/09/2019 30 General Craigavon Urology Communication/Informa Feels that service received was Process for trial removal of Additional information added to Robust information between and Urology Clinic Urology Clinic Surgery Area Surgery tion unacceptable. Has been left to catheter was explained as referrals for catheter removal district and acute hospital 
	Hospital organise services for her rationale for district nurse not asking the district nursing team husband. Feels no one will take proceeding with this removal when unable to facilitate this responsibility for this care. due to patient's other medical request to advise the urology 
	conditions. Apology for team. breakdown in communication between district and hospital. 
	10649 25/07/2019 06/09/2019 30 General Craigavon Urology Professional Feels that service received was Process for trial removal of Additional information added to Robust information between and Urology Clinic Urology Clinic Surgery Area Surgery Assessment of Need unacceptable. Has been left to catheter was explained as referrals for catheter removal district and acute hospital 
	Hospital organise services for her rationale for district nurse not asking the district nursing team husband. Feels no one will take proceeding with this removal when unable to facilitate this responsibility for this care. due to patient's other medical request to advise the urology 
	conditions. Apology for team. breakdown in communication between district and hospital. 
	10750 05/08/2019 06/09/2019 23 Emergency Daisy Hill Accident Staff Attitude/Behaviour No action plan Emergency Department DHH Emergency Department DHH Department Hospital and Services Emergency 
	10648 02/08/2019 06/09/2019 24 General Craigavon General Professional no action plan Emergency Department CAH Emergency Department CAH Medicine Area Medicine Assessment of Need Hospital 
	10777 16/08/2019 06/09/2019 14 Estate Craigavon Estate Other no action plan Renal Clinic Operational Area Operational Services Hospital Services (C&B) (C&B) 
	10798 19/08/2019 06/09/2019 13 Outpatients Craigavon ENT Surery Communication/Informa no action plan ENT Clinic ENT Clinic Area tion Hospital 
	10798 19/08/2019 06/09/2019 13 Outpatients Craigavon ENT Surery Quality of Treatment & no action plan ENT Clinic ENT Clinic Area Care Hospital 
	10798 19/08/2019 06/09/2019 13 Outpatients Craigavon ENT Surery Communication/Informa no action plan Booking Centre Booking Centre Area tion Hospital 
	10793 15/08/2019 06/09/2019 
	10793 15/08/2019 06/09/2019 
	10730 02/08/2019 06/09/2019 
	10789 04/09/2019 09/09/2019 
	10783 14/08/2019 09/09/2019 
	10859 19/08/2019 09/09/2019 
	15 Emergency Department Services 
	15 Emergency Department Services 
	15 Emergency Department Services 
	24 Primary Mental Health Care Services 
	3 General Medicine 
	17 Family Intervention Service 
	14 Learning Disability Community Services 
	Craigavon Accident Area and Hospital Emergency 
	Craigavon Accident Area and Hospital Emergency 
	Daisy Hill Primary 
	Hospital Mental Health Care Team N&M Locality 
	Craigavon General Area Medicine Hospital 
	South Gateway Tyrone Team A&D Hospital 
	Community Learning Disability Team Craigavon and Banbridge 
	Waiting Times, A&E Departments 
	Clinical Diagnosis 
	Staff Attitude/Behaviour 
	Staff Attitude/Behaviour 
	Communication/Informa N/A tion 
	Professional n/a Assessment of Need 
	no action plan 
	no action plan 
	no action plan 
	no action plan 
	None 
	n/a 
	Emergency Department CAH 
	Emergency Department CAH 
	Mental Health Department 
	Air (Respiratory) Lab 
	E Floor 
	Home of client 
	Emergency Department CAH 
	Emergency Department CAH 
	Mental Health Department 
	E Floor 
	10773 13/08/2019 09/09/2019 
	10773 13/08/2019 09/09/2019 
	10791 16/08/2019 09/09/2019 
	10841 02/09/2019 09/09/2019 
	18 Support and Community Support and Recovery Recovery Services Team A&D Locality 
	5 GP OOH/MIU Community GP Out of Hours 
	Quality of Treatment & Care 
	Quality of Treatment & No lessons learned Care 
	Home of client 
	Home of client 
	Gillis Memory Centre 
	SAUCS (GPOOH) Craigavon 
	Home of client 
	Gillis Memory Centre 
	SAUCS (GPOOH) Craigavon 
	10841 02/09/2019 09/09/2019 5 GP OOH/MIU Community GP Out of Hours 
	10841 02/09/2019 09/09/2019 5 GP OOH/MIU Community GP Out of Hours 
	Waiting Times, Community Services 
	Professional Assessment of Need 
	no action plan Day Hospital Orthopaedic Clinic 
	N/A None E Floor E Floor 
	no action plan Rheumatology Clinic Rheumatology Clinic 
	no action plan Emergency Department CAH Emergency Department CAH 
	no action plan Emergency Department CAH Emergency Department CAH 
	no action plan Antenatal Clinic Antenatal Clinic 
	no action plan Female Surgical/Gynae Female Surgical/Gynae no action plan Dermatology Clinic Dermatology Clinic 
	no action plan Dermatology Clinic Dermatology Clinic 
	10445 29/05/2019 13/09/2019 75 Cardiac Services 
	10832 22/08/2019 13/09/2019 15 Acute Paediatric Services 
	10814 21/08/2019 13/09/2019 16 Estate Operational Services (C&B) 
	10799 19/08/2019 17/09/2019 20 General Craigavon General Communication/Informa No action plan 1 South Medical 1 South Medical Medicine Area Medicine tion Hospital 
	10799 19/08/2019 17/09/2019 20 General Craigavon General Discharge/Transfer No action plan 1 South Medical 1 South Medical Medicine Area Medicine Arrangements Hospital 
	10917 16/09/2019 17/09/2019 1 General Banbridge Opthalmolog Waiting List, no action plan Opthamology Clinic Opthamology Clinic 
	Surgery Polyclinic y Delay/Cancellation Outpatient Appointments 
	10675 25/07/2019 18/09/2019 
	10811 20/08/2019 18/09/2019 
	10300 16/04/2019 18/09/2019 
	10854 03/09/2019 19/09/2019 
	10686 24/07/2019 19/09/2019 
	10724 30/07/2019 19/09/2019 
	10830 29/08/2019 19/09/2019 
	20 Midwifery and Gynaecology 
	105 Financial Services 
	12 General Surgery 
	40 General Medicine 
	36 Outpatients 
	15 Community Dental Services 
	Craigavon Area Hospital 
	Daisy Hill Hospital 
	Daisy Hill Hospital 
	Craigavon Area Hospital 
	Craigavon Area Hospital 
	Daisy Hill Hospital 
	Obstetrics 
	Financial Services 
	Orthopaedic Surgery 
	General Medicine 
	Outpatients 
	Dental Services C&B 
	Quality of Treatment & Care 
	Property/Expenses/Fin nces 
	Communication/Inform tion 
	Quality of Treatment & Care 
	Clinical Diagnosis 
	Communication/Inform N/A tion 
	no action plan 
	No action plan 
	no action plan 
	No action plan 
	None 
	2 West Maternity Post Natal 
	Finance Dept 
	Fracture Clinic 
	General Outpatients Reception/Waiting Area 
	Fracture Clinic 
	Dental Clinic 
	2 West Maternity Post Natal 
	Emergency Department DHH 
	Fracture Clinic 
	General Outpatients Reception/Waiting Area 
	Fracture Clinic 
	Dental Clinic 
	10820 23/08/2019 20/09/2019 19 Integrated Community Portadown Property/Expenses/Fin Care Team nces 
	10820 23/08/2019 20/09/2019 19 Integrated Community Portadown Policy/Commercial Care Team Decisions 
	10689 07/08/2019 23/09/2019 32 General Daisy Hill General Discharge/Transfer Surgery Hospital Surgery Arrangements 
	10689 07/08/2019 23/09/2019 32 General Daisy Hill General Records/Record Surgery Hospital Surgery Keeping 
	10658 16/07/2019 23/09/2019 48 Midwifery and Craigavon Obstetrics Staff Attitude/Behaviour Gynaecology Area Hospital 
	10541 27/06/2019 23/09/2019 60 Anaesthetics, Theatres and IC Services 
	South Tyrone Hospital 
	Pre-Operative Assessment 
	10829 28/08/2019 23/09/2019 18 Public Health Nursing Service 
	10933 17/09/2019 23/09/2019 4 Financial Services 
	Daisy Hill Health 
	Hospital Visiting Team Newry 1 
	Craigavon Financial Property/Expenses/Fina Area Services nces Hospital 
	10612 05/07/2019 24/09/2019 
	10523 17/06/2019 25/09/2019 
	10523 17/06/2019 25/09/2019 
	10712 07/08/2019 25/09/2019 
	55 COMMEM 
	70 Cardiac Services 
	70 Cardiac Services 
	34 General Medicine 
	Craigavon Area Hospital 
	Craigavon Area Hospital 
	Craigavon Area Hospital 
	Cardiology 
	Cardiology 
	General Medicine 
	Staff Attitude/Behaviou 
	Professional Assessment of Need 
	Staff Attitude/Behaviou 
	10627 22/07/2019 25/09/2019 
	10627 22/07/2019 25/09/2019 
	10857 16/09/2019 25/09/2019 
	10848 02/09/2019 25/09/2019 
	46 Emergency Department Services 
	46 Emergency Department Services 
	46 Emergency Department Services 
	7 Early Years and Parenting 
	17 Family Intervention Service 
	Craigavon Accident Area and Hospital Emergency 
	Craigavon Accident Area and Hospital Emergency 
	Community FIT Craigavon 
	Daisy Hill FIT Newry Hospital 
	Professional Assessment of Need 
	Records/Record Keeping 
	Communication/Inform tion 
	Staff Attitude/Behaviou 
	no action plan Emergency Department CAH Emergency Department CAH 
	no action plan Emergency Department CAH Emergency Department CAH 
	no action plan 4 North 4 North 
	N/A None Brownlow HSSC, Legahorry Brownlow HSSC, Legahorry Centre Centre 
	N/A None Dromalane House, Newry Dromalane House, Newry 
	10727 30/08/2019 27/09/2019 20 Domicillary Care 
	10727 30/08/2019 27/09/2019 20 Domicillary Care 
	Community Domicillary Care N/M 
	Community Domicillary Care N/M 
	Quality of Treatment & Care 
	Review of reception area currently no action plan Emergency Department CAH Emergency Department CAH under way 
	no action plan Emergency Department CAH Emergency Department CAH 
	no action plan Emergency Department CAH 
	N/A None Silverwood Ward Home of client 
	N/A None Silverwood Ward Silverwood Ward 
	N/A None Silverwood Ward Silverwood Ward 
	N/A None Silverwood Ward Silverwood Ward 
	N/A None Silverwood Ward Silverwood Ward 
	N/A None Silverwood Ward Silverwood Ward 
	ID First Closed received 
	10398 16/05/2019 01/10/2019 
	10398 16/05/2019 01/10/2019 
	10862 03/09/2019 01/10/2019 
	10862 03/09/2019 01/10/2019 
	Response Service time Area 95 Midwifery and Gynaecol ogy 
	95 Midwifery and Gynaecol ogy 
	20 Midwifery and Gynaecol ogy 
	20 Midwifery and Gynaecol ogy 
	Site 
	Daisy Hill Hospital 
	Daisy Hill Hospital 
	Daisy Hill Hospital 
	Daisy Hill Hospital 
	Speciality 
	Obstetrics 
	Obstetrics 
	Obstetrics 
	Obstetrics 
	Subjects Description Outcome Action taken (Investigation) Lessons learned Loc (Exact) (Subjects) 
	Staff Attitude/Behavio ur Quality of Treatment & Care 
	Privacy/Dignity 
	Communication Information 
	10862 03/09/2019 01/10/2019 20 Midwifery Daisy Hill Obstetrics Staff and Hospital Attitude/Behavio Gynaecol ur ogy 
	10863 05/09/2019 01/10/2019 18 Support Communit Psychiatric Professional and y Outpatient Assessment of Recovery Clinic Need Services 
	10863 05/09/2019 01/10/2019 18 Support Communit Psychiatric Staff and y Outpatient Attitude/Behavio Recovery Clinic ur Services 
	10657 04/09/2019 01/10/2019 19 Acute Craigavon Psychiatric Delay/Cancellati Mental Area Inpatient on for Inpatients Health Hospital Services - Services BRONTE 
	10904 09/09/2019 03/10/2019 18 General Daisy Hill Stroke Quality of Medicine Hospital Treatment & Care 
	10930 16/09/2019 03/10/2019 13 Cardiac Craigavon Dermatology Waiting List, Services Area Delay/Cancellati 
	Hospital on Planned Admission to Hospital 
	10817 05/09/2019 03/10/2019 20 Emergenc Craigavon Accident and Quality of y Area Emergency Treatment & Departme Hospital Care nt Services 
	10894 11/09/2019 03/10/2019 16 Residenti Communit Short Term Professional al Care y Residential Assessment of Homes Need 
	10899 09/09/2019 03/10/2019 18 Adult Communit Adult Communication/ Safeguard y Safeguarding Information ing Team 
	10818 29/08/2019 04/10/2019 26 Family South Gateway Communication/ Interventio Tyrone Team A&D Information n Service Hospital 
	10890 10/09/2019 04/10/2019 18 Reableme nt Team 
	Communit y 
	Communit y 
	Reablement Team 
	Reablement Team 
	10890 10/09/2019 04/10/2019 18 Reableme Communit Reablement Communication/ nt Team y Team Information 
	10886 10/09/2019 07/10/2019 19 Acute Mental Health Services 
	10886 10/09/2019 07/10/2019 19 Acute Mental Health Services 
	Independ Contracted Discharge/Trans ent/Volunt Out Services fer ary Sector Arrangements Locations 
	None Brownlow HSSC, Legahorry Centre 
	None Ardmaine Nursing Home 
	None Ardmaine Nursing Home 
	None Lurgan HSSC 
	None Social Work Study Centre 
	During times of annual leave it is expected 2 North Medical 
	hat urgent queries / cases are flagged up to senior staff.  Staff reminded of this. 
	10948 17/09/2019 11/10/2019 18 Acute Craigavon Psychiatric Property/Expen n/a n/a Willows Ward Mental Area Inpatient ses/Finances Health Hospital Services - Services WILLOWS 
	11032 04/10/2019 10/10/2019 4 Locality Craigavon Security (C/B) Access to Support Area Premises Services Hospital (C&B) 
	10884 09/09/2019 10/10/2019 23 UROLOG Craigavon Area Hospital 
	10884 09/09/2019 10/10/2019 23 UROLOG Craigavon Area Hospital 
	10481 04/06/2019 10/10/2019 90 Acute Paediatric Services 
	11019 08/10/2019 11/10/2019 3 Booking / Admin 
	Craigavon Area Hospital 
	Urology and ENT 
	Urology and ENT 
	Quality of Treatment & Care 
	Discharge/Trans fer Arrangements 
	Quality of The service will develop and implement use of conversion charts in all drug preparation rooms The Trust has identified learning in relation Neonatal Unit/SCBU 
	Treatment & o prevent this type of error from reoccurring.  to the incident involving this client.  Despite 
	Care the process of two nurses checking drug calculations, a medication error still occurred due to human error.  Drug calculations for this group can be complicated due to the small dose and variability of calculations. 
	Acute Booking Communication/ No Action Required Booking Centre Centre Information 
	10944 18/09/2019 14/10/2019 18 Emergenc y Departme nt Services 
	10944 18/09/2019 14/10/2019 18 Emergenc y Departme nt Services 
	10778 13/08/2019 14/10/2019 43 Anaestheti cs, Theatres and IC Services 
	10778 13/08/2019 14/10/2019 43 Anaestheti cs, Theatres and IC Services 
	10680 23/07/2019 14/10/2019 58 General Surgery 
	10680 23/07/2019 14/10/2019 58 General Surgery 
	10680 23/07/2019 14/10/2019 58 General Surgery 
	10680 23/07/2019 14/10/2019 58 General Surgery 
	Daisy Hill Accident and Staff No Action required Emergency Hospital Emergency Attitude/Behavio Department DHH ur 
	Daisy Hill Accident and Professional No Action required Emergency Hospital Emergency Assessment of Department DHH Need 
	Craigavon Radiology -Staff No Action Required X-ray Dept Area Nursing Attitude/Behavio (Radiology) Hospital ur 
	Craigavon Radiology -Communication/ No Action Required X-ray Dept Area Nursing Information (Radiology) Hospital 
	Craigavon General Professional no Action Required General Surgery Area Surgery Assessment of Clinic Hospital Need 
	Craigavon General Quality of no Action Required General Surgery Area Surgery Treatment & Clinic Hospital Care 
	Craigavon General Waiting List, no Action Required General Surgery Area Surgery Delay/Cancellati Clinic Hospital on Planned 
	Admission to Hospital 
	Craigavon General Clinical no Action Required General Surgery Area Surgery Diagnosis Clinic Hospital 
	10903 26/09/2019 14/10/2019 12 Communit y Services for Adults with Physical Disability 
	10866 05/09/2019 15/10/2019 28 Emergenc y Departme nt Services 
	10866 05/09/2019 15/10/2019 28 Emergenc y Departme nt Services 
	10858 03/09/2019 15/10/2019 30 General Craigavon Urology Waiting List, No Action Required Urology Clinic Surgery Area Surgery Delay/Cancellati 
	Hospital on Planned Admission to Hospital 
	10823 23/08/2019 15/10/2019 36 General Craigavon General Staff Agency to address incident with Agency 3 South Surgery Area Surgery Attitude/Behavio Nurse and Trust will not accept this nurse Hospital ur for future shifts. 
	10823 23/08/2019 15/10/2019 36 General Craigavon General Privacy/Dignity Agency to address incident with Agency 3 South Surgery Area Surgery Nurse and Trust will not accept this nurse Hospital for future shifts. 
	Emergency Department DHH 
	Pain Management Clinic 
	Lisanally House, Armagh 
	CYP A&E 
	Moylinn House, Craigavon 
	Lisanally House, Armagh 
	Emergency Department CAH 
	Emergency Department DHH 
	Emergency Department DHH 
	10995 04/10/2019 28/10/2019 16 GP Communit GP Out of Quality of No lessons learned.  SAUCS (GPOOH) OOH/MIU y Hours Treatment & Craigavon Care 
	10995 04/10/2019 28/10/2019 16 GP Communit GP Out of Professional No lessons learned.  SAUCS (GPOOH) OOH/MIU y Hours Assessment of Craigavon Need 
	10834 23/09/2019 29/10/2019 26 Diagnostic Lurgan Imaging - All Professional Incident reported to RQIA and a training X-ray Dept Services Hospital other Assessment of programme put in place to prevent (Radiology) Need reoccurrence. 
	11028 09/10/2019 29/10/2019 14 Diagnostic Services 
	11033 09/10/2019 29/10/2019 14 Diagnostic Craigavon Imaging - MRI Waiting List, No action plan MRI Unit Services Area Delay/Cancellati Hospital on Outpatient Appointments 
	10849 26/09/2019 29/10/2019 23 Acute Mental Health Services 
	10849 26/09/2019 29/10/2019 23 Acute Mental Health Services 
	Craigavon Area Hospital 
	Psychiatric Inpatient Services - WILLOWS 
	10849 26/09/2019 29/10/2019 23 Acute Mental Health Services 
	10849 26/09/2019 29/10/2019 23 Acute Mental Health Services 
	10571 10/10/2019 29/10/2019 13 Support and Recovery Services 
	11053 16/10/2019 30/10/2019 10 Looked After Children Services 
	Craigavon Area Hospital 
	Communit y 
	Communit y 
	Psychiatric Inpatient Services - WILLOWS 
	Psychiatric Inpatient Services - WILLOWS 
	Support and Recovery Team N&M Locality 
	Looked After Childrens Team A/D 
	Willows Ward 
	Willows Ward 
	ID 
	11077 
	10476 
	10476 
	10962 
	10972 
	10972 
	10972 
	11060 
	10877 
	10877 
	First Closed received 
	17/10/2019 04/11/2019 
	16/10/2019 05/11/2019 
	16/10/2019 05/11/2019 
	07/10/2019 05/11/2019 
	24/09/2019 06/11/2019 
	24/09/2019 06/11/2019 
	24/09/2019 06/11/2019 
	17/10/2019 06/11/2019 
	26/09/2019 07/11/2019 
	26/09/2019 07/11/2019 
	Respons Service Area e time 
	12 Memory Services 
	14 Learning Disability Community Services 
	14 Learning Disability Community Services 
	21 General Medicine 
	31 General Medicine 
	31 General Medicine 
	31 General Medicine 
	14 Emergency Department Services 
	30 Learning Disability Community Services 
	30 Learning Disability Community Services 
	Site 
	St Lukes Hospital 
	Community 
	Community 
	Craigavon Area Hospital 
	Daisy Hill Hospital 
	Daisy Hill Hospital 
	Daisy Hill Hospital 
	Craigavon Area Hospital 
	Community 
	Community 
	Speciality 
	Dementia Assessment Unit 
	Learning Disability Team Newry and Mourne 
	Learning Disability Team Newry and Mourne 
	General Medicine 
	General Medicine 
	General Medicine 
	General Medicine 
	Accident and Emergency 
	Learning Disability Team Newry and Mourne 
	Learning Disability Team Newry and Mourne 
	Subjects (Subjects) Description Outcome 
	Other 
	Professional Assessment of Need 
	Policy/Commercial Decisions 
	Discharge/Transfer Arrangements 
	Professional Assessment of Need 
	Quality of Treatment & Care 
	Staff Attitude/Behaviour 
	Staff Attitude/Behaviour 
	Policy/Commercial Decisions 
	Professional Assessment of Need 
	Action taken (Investigation) 
	N/A 
	n/a 
	n/a 
	No action plan 
	No action plan 
	No action plan 
	No action plan 
	Staff reminded to treat all patients with respect. 
	Trust Senior Management discussing regionally how direct payments can be used 
	Trust Senior Management discussing regionally how direct payments can be used 
	Lessons learned 
	None 
	n/a 
	n/a 
	No action plan 
	No action plan 
	No action plan 
	No action plan 
	Demonstrate respect towards all patients 
	Trust Senior Management discussing regionally how direct payments can be used 
	Trust Senior Management discussing regionally how direct payments can be used 
	Loc (Exact) 
	Gillis Memory Centre 
	Home of client 
	Home of client 
	2 South Medical 
	Emergenc y Departme nt DHH 
	Emergenc y Departme nt DHH 
	Emergenc y Departme nt DHH 
	Emergenc y Departme nt CAH 
	Home of client 
	Home of client 
	11129 30/10/2019 07/11/2019 
	11129 30/10/2019 07/11/2019 
	11173 07/11/2019 07/11/2019 11102 28/10/2019 07/11/2019 
	11124 30/10/2019 08/11/2019 
	10755 06/08/2019 11/11/2019 
	10755 06/08/2019 11/11/2019 
	6 General Surgery 
	6 General Surgery 
	0 General Surgery 
	8 Emergency Department Services 
	7 Community Services for Adults with Physical Disability 
	68 General Surgery 
	68 General Surgery 
	Craigavon Area Hospital 
	Craigavon Area Hospital 
	Daisy Hill Hospital 
	Community 
	Daisy Hill Hospital 
	Daisy Hill Hospital 
	General Surgery 
	General Surgery 
	Accident and Emergency 
	Physical Disability Team C&B 
	General Surgery 
	General Surgery 
	General Surgery Clinic 
	4 North 
	None Emergenc y Departme nt DHH 
	n/a Ward 2, Assessme nt and Rehabilitat ion 
	No action plan Female Surgical/G ynae 
	No action plan Emergenc y Departme nt DHH 
	10982 27/09/2019 12/11/2019 32 Acute Directorate AHP's 
	Hospital Delay/Cancellation Planned Admission to Hospital i 
	11056 25/10/2019 13/11/2019 13 CAMHS St Lukes Hospital Autism Diagnostic Professional Team Assessment of Need 
	11049 29/10/2019 13/11/2019 11 Family Intervention Craigavon Area FIT Armagh Urban Communication/Infor Service Hospital mation 
	11010 07/11/2019 13/11/2019 4 AHP's CYP Services Lurgan Hospital Occuptional Therapy Professional CYP Assessment of Need 
	10794 19/08/2019 13/11/2019 61 Acute Paediatric Daisy Hill Hospital Paediatrics Staff Services Attitude/Behaviour 
	10889 10/09/2019 13/11/2019 46 Family Intervention Lurgan Hospital FIT Craigavon Communication/Infor Service mation 
	11026 09/10/2019 14/11/2019 26 Integrated Care Community South Down Quantity of Treatment Team & Care 
	i 
	l i 
	No action plan Orthoptic Clinic 
	None Mullinure Hospital 
	None Lisanally House, Armagh 
	None Lurgan HSSC 
	Trust to consider the size of a group of medical staff during ward rounds and consider smaller groups if that is the parents choice. 
	Paediatric Ward 
	None Lurgan HSSC 
	No lessons learned. Home of client 
	10940 18/09/2019 14/11/2019 41 Support and Community Mental Health Professional Recovery Services Supported Living Assessment of Need 
	10940 18/09/2019 14/11/2019 41 Support and Community Mental Health Policy/Commercial Recovery Services Supported Living Decisions 
	11008 07/10/2019 14/11/2019 28 Primary Mental Community Primary Mental Quantity of Treatment Health Care Services Health Care Team & Care C&B Locality 
	11055 15/10/2019 15/11/2019 23 Early Years and Lurgan Hospital FIT Lurgan Staff Parenting Attitude/Behaviour 
	11037 11/10/2019 18/11/2019 26 Learning Disability Community LD -Adult Transition Professional Specialist Services Team Assessment of Need 
	11014 08/10/2019 18/11/2019 29 Midwifery and Craigavon Area Obstetrics Communication/Infor Gynaecology Hospital mation 
	10855 04/11/2019 18/11/2019 10 General Surgery Craigavon Area Orthopaedic Surgery Communication/Infor Hospital mation 
	10996 01/10/2019 18/11/2019 34 Midwifery and Craigavon Area Obstetrics Staff Gynaecology Hospital Attitude/Behaviour 
	10996 01/10/2019 18/11/2019 34 Midwifery and Craigavon Area Obstetrics Quality of Treatment Gynaecology Hospital & Care 
	11082 24/10/2019 18/11/2019 17 Emergency Craigavon Area Accident and Communication/Infor Department Services Hospital Emergency mation 
	11082 24/10/2019 18/11/2019 17 Emergency Craigavon Area Accident and Waiting Times, A&E Department Services Hospital Emergency Departments 
	11088 28/10/2019 20/11/2019 17 General Surgery Craigavon Area General Surgery Communication/Infor Hospital mation 
	Listen to labouring mother when she is Antenatal experiencing continual labour pains and carry Clinic out VE on a more regular basis 
	None Emergenc y Departme nt CAH 
	None Emergenc y Departme nt CAH 
	None AMU 
	Home of client 
	Better communication required between General Junior Doctors and Consultants and Surgery recording on Patient Administration System. Clinic 
	None 4 South 
	Home of client 
	Home of client 
	10746 05/08/2019 26/11/2019 80 General Surgery Craigavon Area General Surgery Communication/Infor Hospital mation 
	11132 04/11/2019 26/11/2019 16 Emergency Craigavon Area Accident and Waiting Times, A&E Department Services Hospital Emergency Departments 
	11154 08/11/2019 26/11/2019 12 Pharmacy Craigavon Area Hospital 
	Pharmacy Dispensary Waiting List, Delay/Cancellation Outpatient Appointments 
	11050 16/10/2019 27/11/2019 30 AHP's CYP Services Craigavon Area Occuptional Therapy Aids/Adaptions/Appli Hospital CYP nces 
	10977 27/09/2019 28/11/2019 44 Family Intervention Armagh Community FIT Armagh Rural Communication/Infor Service Hospital mation 
	11147 06/11/2019 28/11/2019 16 TRAUMA Craigavon Area Trauma and Communication/Infor Hospital Orthopaedics mation 
	11147 06/11/2019 28/11/2019 16 TRAUMA Craigavon Area Trauma and Quality of Treatment Hospital Orthopaedics & Care 
	No action plan No Action Plan Emergenc y Departme nt CAH 
	No Action Plan None Emergenc y Departme nt CAH 
	No Action Plan None Pharmacy Dispensar y 
	N/A None Portadow n HSSC 
	N/A None Lisanally House, Armagh 
	No Action Plan None Fracture Clinic 
	No Action Plan None Fracture Clinic 
	10985 27/09/2019 29/11/2019 
	10985 27/09/2019 29/11/2019 
	11161 08/11/2019 29/11/2019 
	45 General Surgery 
	45 General Surgery 
	15 Emergency Department Services 
	Craigavon Area Hospital 
	Craigavon Area Hospital 
	Craigavon Area Hospital 
	Breast Surgery 
	Breast Surgery 
	Accident and Emergency 
	Waiting List, no action plan Delay/Cancellation Planned Admission to Hospital 
	Clinical Diagnosis No Action Plan 
	None The Oaks 
	no action plan Breast Clinic 
	no action plan General Surgery Clinic 
	None Emergenc y Departme nt CAH 
	11058 19/11/2019 02/12/2019 9 Integrated Craigavon Portadown Staff Care Area Attitude/Behaviour Team Hospital 
	11058 19/11/2019 02/12/2019 9 Integrated Craigavon Portadown Communication/Info Care Area rmation Team Hospital 
	11207 20/11/2019 03/12/2019 9 Midwifery Craigavon Obstetrics Confidentiality and Area Gynaecolo Hospital gy 
	11143 06/11/2019 03/12/2019 19 Midwifery Craigavon Obstetrics Quality of Treatment and Area & Care Gynaecolo Hospital gy 
	No lessons learned. Emergency Department CAH 
	N/A X-ray Dept (Radiology) 
	N/A Emergency Department DHH 
	N/A Booking Centre 
	Better communication Emergency Department DHH 
	Privacy of patient Home of Client 
	N/A Minor Injuries Unit 
	1 Better communication required -listen to labouring mother. Staff to be mindful of appropriate communication to mum. 2 Communication to mother following shoulder dystocia and explanation to mum to ensure she knows why examinations on her baby are being carried out 3 Thorough checks of instruments to be carried out at all times. 
	Delivery Suite, CAH 
	11059 04/11/2019 09/12/2019 25 TRAUMA Craigavon Trauma Waiting List, Area and Delay/Cancellation Hospital Orthopaed Outpatient 
	ics Appointments 
	taff have been informed to give a clearer explanation of what scan patients will be attending for Better communication to patients required CT Scanner 
	N/A 
	N/A 
	N/A 
	Better communicataion to patient 
	Better communicataion to patient 
	Doctor apologised that manipulation of wrist did not happen at ED attendance therefore rendering too late for his to be done at the fracture clinic appointment 26 days later, leading to surgery being possibly needed. 
	General Medicine Clinic 
	GUM Clinic 
	GUM Clinic 
	Emergency Department DHH 
	Emergency Department DHH 
	Emergency Department DHH 
	Better communication of staff member to Booking Centre patient. 
	N/A Non Trust premises 
	11158 07/11/2019 10/12/2019 23 Physiother Communit Outpatient Staff apy y s A&D Attitude/Behaviour 
	11158 07/11/2019 10/12/2019 23 Physiother Communit Outpatient Waiting Times, apy y s A&D Community Services 
	11158 07/11/2019 10/12/2019 23 Physiother Communit Outpatient Communication/Info apy y s A&D rmation 
	11273 06/12/2019 18/12/2019 8 Integrated Communit Banbridge Policy/Commercial Care y Decisions Team 
	11089 25/10/2019 19/12/2019 39 General Surgery 
	11089 25/10/2019 19/12/2019 39 General Surgery 
	11225 22/11/2019 19/12/2019 19 Early Years and Parenting 
	Craigavon Orthopaed Communication/Info Area ic Surgery rmation Hospital 
	Craigavon Orthopaed Waiting Times, Area ic Surgery Outpatient Hospital Departments 
	Banbridge FIT Communication/Info Polyclinic Banbridge rmation 
	11234 22/11/2019 20/12/2019 20 General Craigavon ENT Waiting Times, Surgery Area Surery Outpatient Hospital Departments 
	10938 24/09/2019 20/12/2019 63 General Daisy Hill General Staff Surgery Hospital Surgery Attitude/Behaviour 
	(2) Nature of meeting being arranged to be disclosed to attendees in advance of the meeting. 
	Home of client 
	No action plan Fracture Clinic 
	No action plan Fracture Clinic 
	None Banbridge HSSC 
	No action plan ENT Clinic 
	No action plan Female Surgical/Gynae 
	ID Type Of First Closed Reopened Date Response Directorate Service Site Speciality Subjects Description Outcome Outcome Action taken (Investigation) Lessons learned Loc (Exact) Loc (Exact) Current SAI Dece Use of Complaint received Reopened time Area (Subjects) code Stage ased Laypers Complaint ? on Yes Closed (Pers or No ons) 
	11456 Formal 30/01/2020 01/04/2020 43 Mental Primary Community Primary Staff n/a Portadown Portadown Closed 0 N N HSC Health and Mental Mental Attitude/Be HSSC HSSC Complaint Disability Health Care Health Care haviour Services Team C&B Locality 
	11552 Formal 19/02/2020 01/04/2020 29 Mental Primary Community Primary Communica n/a Trasna Trasna Closed 0 N N HSC Health and Mental Mental tion/Informa House, Centre, Complaint Disability Health Care Health Care tion Lurgan lurgan Services Team C&B Locality 
	11460 Formal 31/01/2020 01/04/2020 42 Mental Support Community Autistic SD HSC Health and and Services Complaint Disability Recovery (Adult) Services 
	11574 Formal 12/03/2020 01/04/2020 13 Acute Emergency Daisy Hill Accident Communica Complication will be highlighted at the monthly disciplinary meeting for ED Emergency Emergency Closed N HSC Services Department Hospital and tion/Informa staff. Department Department Complaint Services Emergency tion DHH DHH 
	NN 
	11639 Formal 09/03/2020 03/04/2020 18 Mental Learning Community Learning Communica n/a Home of Home of Closed 0 N N HSC Health and Disability Disability tion/Informa client client Complaint Disability Community Team tion 
	Services Armagh & Dungannon 
	11159 Formal 24/10/2019 03/04/2020 112 Mental Learning Community Day Quality of n/a Ombudsma 0 N N HSC Health and Disability Centres Treatment n Complaint Disability Daycare & Care 
	Services 
	11401 Formal 21/01/2020 06/04/2020 NA NA 53 Older Occupation Community Community Professiona No lessons learned. Community Community Closed 0 N No HSC People and al Therapy Equipment l Stores Stores Complaint Primary Stores Assessmen 
	Care t of Need 
	11441 Formal 31/01/2020 06/04/2020 NA NA 45 Older Integrated Community Armagh Quality of No lessons learned. Closed 0 Y No HSC People and Care Team Treatment Complaint Primary & Care 
	Care 
	11737 Formal 06/04/2020 07/04/2020 1 Acute Diagnostic Craigavon Mammogra HSC Services Services Area phy Complaint Hospital 
	11664 Formal 06/04/2020 07/04/2020 1 Acute General Craigavon Orthopaedi HSC Services Surgery Area c Surgery Complaint Hospital 
	Waiting n/a Home of Home of Closed 0 N N 
	List, client client 
	Delay/Canc 
	ellation 
	Outpatient 
	Appointmen 
	ts 
	Waiting Breast Breast Local N 
	List, Screening Screening resolution 
	Delay/Canc Unit Unit 
	ellation 
	Outpatient 
	Appointmen 
	ts NN 
	Waiting Orthopaedi Orthopaedi Closed N 
	List, c Clinic c Clinic 
	Delay/Canc 
	ellation 
	Planned 
	Admission 
	to Hospital NN 
	11632 Formal 06/03/2020 07/04/2020 21 Children CAMHS South CAMHS Staff None E Floor E Floor Closed 0 N N HSC and Young Tyrone A&D Attitude/Be Complaint Peoples Hospital Locality haviour 
	Services Team 
	11654 Formal 09/03/2020 07/04/2020 16/04/2020 23/04/2020 20 Children Looked Community Looked Communica None Bocombra Bocombra Closed 0 N N HSC and Young After After tion/Informa Lodge Childrens Complaint Peoples Children Childrens tion Centre 
	Services Services Team C/B 
	11838 Formal 08/04/2020 14/05/2020 23 Children Community Craigavon Community Professiona HSC and Young Paediatric Area Paediatrics l Complaint Peoples Service Hospital C&B Assessmen 
	Services t of Need 
	11647 Formal 09/03/2020 15/05/2020 NA NA 45 Older Domicillary Community Domicillary Environmen HSC People and Care Care C/B tal Complaint Primary 
	Care 
	11443 Formal 28/01/2020 18/05/2020 75 Acute General Daisy Hill General Quality of HSC Services Medicine Hospital Medicine Treatment Complaint & Care 
	11650 Formal 10/03/2020 18/05/2020 45 Acute General Daisy Hill General Quality of HSC Services Medicine Hospital Medicine Treatment Complaint & Care 
	11341 Formal 30/12/2019 19/05/2020 06/08/2020 96 Acute General Daisy Hill General Quality of HSC Services Medicine Hospital Medicine Treatment Complaint & Care 
	11858 Formal 13/05/2020 20/05/2020 5 Acute Outpatients Craigavon Outpatients Environmen HSC Services Area tal Complaint Hospital 
	11601 Formal 27/02/2020 20/05/2020 01/07/2020 09/07/2020 55 Children CAMHS Community CAMHS Clinical HSC and Young A&D Diagnosis Complaint Peoples Locality 
	Services Team 
	11694 Formal 23/03/2020 21/05/2020 40 Mental Primary Community Well Mind Waiting HSC Health and Mental Hubs List, Complaint Disability Health Care Delay/Canc 
	Services ellation Community Based Appointmen ts 
	11481 Formal 04/02/2020 22/05/2020 74 Children Family Community Newry Communica HSC and Young Intervention Gateway tion/Informa Complaint Peoples Service tion 
	Services 
	11877 Formal 19/05/2020 22/05/2020 3 Children 16 + Community 16+ C/B Communica HSC and Young Leaving and tion/Informa Complaint Peoples After Care tion 
	Services Services 
	11691 Formal 20/03/2020 26/05/2020 43 Mental Acute Daisy Hill Psychology Confidential HSC Health and Mental Hospital Department ity Complaint Disability Health 
	Services 
	11653 Formal 10/03/2020 26/05/2020 29/06/2020 50 Acute TRAUMA Craigavon Trauma and Records/Re HSC Services Area Orthopaedi cord Complaint Hospital cs Keeping 
	11149 Formal 15/11/2019 26/05/2020 129 Children Family Craigavon Gateway Communica HSC and Young Intervention Area Team C&B tion/Informa Complaint Peoples Service Hospital tion 
	Services 
	11852 Formal 11/05/2020 27/05/2020 NA NA 11 Older Integrated Community Armagh Discharge/T HSC People and Care Team ransfer Complaint Primary Arrangeme 
	Care nts 
	o raise via staff training. 
	3. Staff will be reminded in training about the importance of assessing where the service user is within the continuum of recovery to inform engagement. None Lisanally Lisanally Closed 0 N N 
	House, House, Armagh Armagh 
	Emergency Emergency Closed 0 N N Department Department DHH DHH 
	Orthopaedi Orthopaedi Closed N c Clinic c Clinic 
	NY 
	None Brownlow Brownlow Closed 0 N N HSSC, HSSC, Legahorry Legahorry Centre Centre 
	No lessons learned. Home of Home of Closed 0 N No client client 
	Use of Laypers on Yes or No 
	12118 Formal 16/07/2020 29/07/2020 9 Children HSC and Young Complaint Peoples Services 
	12000 Formal 01/07/2020 30/07/2020 20 Children HSC and Young Complaint Peoples Services 
	12064 Formal 07/07/2020 29/07/2020 15 Children HSC and Young Complaint Peoples Services 
	12092 Formal 10/07/2020 29/07/2020 12 Children HSC and Young Complaint Peoples Services 
	12116 Formal 20/07/2020 29/07/2020 7 Children HSC and Young Complaint Peoples Services 
	11976 Formal 17/06/2020 08/07/2020 15 Children HSC and Young Complaint Peoples Services 
	11878 Formal 19/05/2020 07/07/2020 05/08/2020 34 Children HSC and Young Complaint Peoples Services 
	12049 Formal 06/07/2020 15/07/2020 05/08/2020 6 Children HSC and Young Complaint Peoples Services 
	11904 Formal 01/07/2020 22/07/2020 27/07/2020 14 Children HSC and Young Complaint Peoples Services 
	11684 Formal 19/03/2020 15/07/2020 79 Older HSC People and Complaint Primary Care 
	11964 Formal 15/06/2020 15/07/2020 27/07/2020 21 Older HSC People and Complaint Primary Care 
	11408 Formal 07/02/2020 15/07/2020 24/07/2020 107 Older Domicillary Community Domicillary Quantity of HSC People and Care Care C/B Treatment Complaint Primary Care Care 
	11633 Formal 06/03/2020 15/07/2020 87 Mental Learning Community Learning HSC Health and Disability Disability Complaint Disability Community Team Services Craigavon and Banbridge 
	Communic tion/Informa ion 
	12016 Formal 26/06/2020 02/07/2020 4 Mental Acute Craigavon Psychiatric Quantity of HSC Health and Mental Area Inpatient Treatment Complaint Disability Health Hospital Services -Care Services BRONTE 
	11942 Formal 08/06/2020 14/07/2020 05/08/2020 25 Mental Memory St Lukes Dementia Discharge/ HSC Health and Services Hospital Assessment ransfer Complaint Disability Unit Arrangeme ts 
	11487 Formal 07/02/2020 28/07/2020 09/07/2020 116 Mental Learning Community Learning Quality of HSC Health and Disability Disability Treatment Complaint Disability Community Team Care Services Armagh & Dungannon 
	12057 Formal 07/07/2020 21/07/2020 9 Mental Learning Community Learning Communic HSC Health and Disability Disability tion/Informa Complaint Disability Community Team ion Services Armagh & Dungannon 
	12496 Formal HSC Complaint 22/10/2020 08/12/2020 no 33 Acute Services Emergen cy Departm ent Services 
	12496 Formal HSC Complaint 22/10/2020 08/12/2020 no 33 Acute Services Emergen cy Departm ent Services 
	12571 Formal HSC Complaint 29/10/2020 08/12/2020 no 28 Acute Services Emergen cy Departm ent Services 
	Non-Non-Closed 0 nn Respiratory Respiratory ED ED CAH CAH 
	Non-Non-closed 0 nn Respiratory Respiratory ED ED CAH CAH 
	Emergency Emergency Closed 0 nn Department Department CAH CAH 
	Emergency Emergency Closed 0 Department Department DHH DHH 
	nn 
	Emergency Emergency closed 0 Department Department DHH DHH 
	nn 
	Emergency Emergency closed 0 Department Department DHH DHH 
	nn 
	Paediatric Ward 
	Paediatric Ward 
	Lisanally House, Armagh 
	Lisanally House, Armagh 
	Paediatric Ward 
	Paediatric Ward 
	Clogher Valley Health & Day Centre 
	Paediatric Ward 
	Lisanally House, Armagh 
	Lisanally House, Armagh 
	Paediatric Ward 
	Paediatric Ward 
	Clogher Valley Health & Day Centre 
	Closed 
	Closed 
	Closed 
	Closed 
	Closed 
	Closed 
	0 NN 
	0 NN 
	0 NN 
	0 NN 
	0 NN 
	0 NN 
	0 NN 
	12677 Formal HSC Complaint 18/11/2020 17/12/2020 N/A 21 Children and Family Communi FIT Communication/Information Young Peoples Interventi ty Armagh Services on Rural 
	Service 
	12677 Formal HSC Complaint 18/11/2020 17/12/2020 N/A 21 Children and Family Communi FIT Staff Attitude/Behaviour Young Peoples Interventi ty Armagh Services on Rural 
	Service 
	12542 Formal HSC Complaint 19/11/2020 17/12/2020 N/A 20 Children and Acute Craigavo Paediatric Communication/Information Young Peoples Paediatri n Area s Services c Hospital 
	Services 
	12542 Formal HSC Complaint 19/11/2020 17/12/2020 N/A 20 Children and Acute Craigavo Paediatric Staff Attitude/Behaviour Young Peoples Paediatri n Area s Services c Hospital 
	Services 
	12683 Formal HSC Complaint 02/12/2020 17/12/2020 N/A 11 Children and Looked Banbridg Looked Communication/Information Young Peoples After e After Services Children Polyclinic Childrens 
	Services Team C/B 
	12683 Formal HSC Complaint 02/12/2020 17/12/2020 N/A 11 Children and Looked Banbridg Looked Staff Attitude/Behaviour Young Peoples After e After Services Children Polyclinic Childrens 
	Services Team C/B 
	12430 Formal HSC Complaint 29/09/2020 17/12/2020 no 57 Acute Services Midwifery Daisy Hill Obstetrics Staff Attitude/Behaviour and Hospital Gynaecol ogy 
	llocated to a new Social Worker 
	llocated to a new Social Worker 
	NA 
	NA 
	NA 
	NA 
	Staff member to reflect on his attitude 
	None 
	None 
	None 
	None 
	None 
	None 
	Doctor has reflected on his attitude and also the importance of introducing himself at the start of the consultation. 
	Lisanally House, Armagh 
	Lisanally House, Armagh 
	Paediatric Ward 
	Paediatric Ward 
	Banbridge HSSC 
	Banbridge HSSC 
	Maternity Ward 
	Lisanally Closed House, Armagh 
	Lisanally Closed House, Armagh 
	Paediatric Closed Ward 
	Paediatric Closed Ward 
	Banbridge Closed HSSC 
	Banbridge Closed HSSC 
	0 N 
	0 N 
	0 N 
	0 N 
	0 N 
	0 N 
	N 
	N 
	N 
	N 
	N 
	N 
	Maternity Ward Closed 
	n 
	NA None Brownlow HSSC, Legahorry Centre 
	NA None 
	Works have commenced on the mortuary building to make it more fitting as a place of rest. 
	Works have commenced on the mortuary building to make it more fitting as a place of rest. 
	none 
	A booklet to be implemented by Bereavement Midwives for bereaved parents to read advising of journey baby will take 
	none as family are not allowed in due to covid restrictions however appreciates that giving distressing news to a patient without a family member present is not ideal but currently it is out of the Trust control. 
	Brownlow HSSC, Legahorry Centre 
	Maternity Admissions/As sessment Unit 
	Maternity Admissions/As sessment Unit 
	none required none required Emergency Department DHH 
	Brownlow HSSC, Legahorry Centre 
	Brownlow HSSC, Legahorry Centre 
	Closed 0 NN 
	Closed 0 NN 
	Maternity Closed 0 yn Admissions/As sessment Unit 
	Maternity closed 0 yn Admissions/As sessment Unit 
	3 North 3 North Closed 0 nn Medicine Medicine 
	Emergency closed Department DHH 
	nn 
	12606 Formal HSC Complaint 06/11/2020 18/12/2020 no 30 Acute Services Diagnosti c Services 
	12606 Formal HSC Complaint 06/11/2020 18/12/2020 no 30 Acute Services Diagnosti c Services 
	12766 Formal HSC Complaint 11/12/2020 21/12/2020 no 6 Acute Services Midwifery and Gynaecol ogy 
	12709 Formal HSC Complaint 07/12/2020 21/12/2020 no 10 Acute Services Emergen cy Departm ent Services 
	Craigavo n Area Hospital 
	12796 Formal HSC Complaint 18/12/2020 21/12/2020 N/A 1 Older People and Podiatry Lurgan Podiatry Policy/Commercial Decisions Primary Care Hospital C/B 
	12796 Formal HSC Complaint 18/12/2020 21/12/2020 N/A 1 Older People and Podiatry Lurgan Podiatry Professional Assessment of Need Primary Care Hospital C/B 
	Craigavo Obstetrics Staff Attitude/Behaviour n Area Hospital 
	Daisy Hill Hospital 
	12709 Formal HSC Complaint 07/12/2020 21/12/2020 no 10 Acute Services Emergen Daisy Hill Accident Communication/Information cy Hospital and Departm Emergenc ent y Services 
	no actions Doctor understands that his Emergency Emergency closed 0 cy Hospital and 
	communication should have been Department Department Departm Emergenc 
	clearer. DHH DHH ent y Services Doctor also appreciates he should have asked for a chaperone in the room when taking history and will do this in future 
	nn 
	12468 Formal HSC Complaint 06/10/2020 22/12/2020 N/A 55 Children and Family Communi FIT Communication/Information 
	NA None Banbridge Banbridge Closed 0 NN Young Peoples Interventi ty Banbridge 
	HSSC HSSC Services on Service 
	12468 Formal HSC Complaint 06/10/2020 22/12/2020 N/A 55 Children and Family Communi FIT Staff Attitude/Behaviour 
	NA None Banbridge Banbridge Closed 0 NN Young Peoples Interventi ty Banbridge 
	HSSC HSSC Services on Service 
	12760 Formal HSC Complaint 08/12/2020 22/12/2020 N/A 10 Children and Early Communi FIT Communication/Information 
	N/A None Lurgan HSSC Lurgan HSSC Closed 0 NN Young Peoples Years ty Lurgan Services and Parenting 
	12760 Formal HSC Complaint 08/12/2020 22/12/2020 N/A 10 Children and Early Communi FIT Quality of Treatment & Care 
	NA None Lurgan HSSC Lurgan HSSC Closed 0 NN Young Peoples Years ty Lurgan Services and 
	Parenting 
	12569 Formal HSC Complaint 05/11/2020 22/12/2020 no 33 Acute Services General Craigavo General Waiting List, Delay/Cancellation Planned 
	no actions required no lessons to be learned Urology Clinic Urology Clinic Closed 0 Surgery n Area Surgery Admission to Hospital Hospital 
	nn 
	12761 Formal HSC Complaint 10/12/2020 23/12/2020 N/A 9 Children and Communi Communi Communit Waiting List, Delay/Cancellation 
	NA None Lurgan HSSC Pinewood Closed 0 NN Young Peoples ty ty y Community Based Appointments 
	Villas, Services Paediatri Paediatric 
	Longstone Site c Service s C&B 
	12346 Formal HSC Complaint 09/09/2020 23/12/2020 no 75 Acute Services General Craigavo Urology Hotel/Support/Security Services Surgery n Area Surgery (Excludes Contracted Services) Hospital 
	12280 Formal HSC Complaint 24/08/2020 23/12/2020 no 86 Acute Services Midwifery Craigavo Obstetrics Staff Attitude/Behaviour and n Area Gynaecol Hospital ogy 
	12708 Formal HSC Complaint 26/11/2020 23/12/2020 N/A 19 Mental Health and Support Daisy Hill Support Staff Attitude/Behaviour Disability and Hospital and Recovery Recovery Services Team N&M Locality 
	12708 Formal HSC Complaint 26/11/2020 23/12/2020 N/A 19 Mental Health and Support Daisy Hill Support Staff Attitude/Behaviour Disability and Hospital and Recovery Recovery Services Team N&M Locality 
	12708 Formal HSC Complaint 26/11/2020 23/12/2020 N/A 19 Mental Health and Support Daisy Hill Support Quality of Treatment & Care Disability and Hospital and Recovery Recovery Services Team N&M Locality 
	12708 Formal HSC Complaint 26/11/2020 23/12/2020 N/A 19 Mental Health and Support Daisy Hill Support Communication/Information Disability and Hospital and Recovery Recovery Services Team N&M Locality 
	Urology Clinic 
	Maternity Admissions/As sessment Unit 
	Mental Health Department 
	Mental Health Department 
	Mental Health Department 
	Mental Health Department 
	Ramone Building 
	Maternity Admissions/As sessment Unit 
	Mental Health Department 
	Mental Health Department 
	Mental Health Department 
	Mental Health Department 
	closed 
	Closed 
	Local resolution 
	Local resolution 
	Local resolution 
	Local resolution 
	0 
	n 
	0 
	n 
	0 
	n 0 N/A 
	0 N/A 
	0 N/A 
	0 N/A 
	n 
	n N/A 
	N/A 
	N/A 
	N/A 
	12708 Formal HSC Complaint 26/11/2020 23/12/2020 N/A 19 Mental Health and Disability 
	12225 Formal HSC Complaint 13/11/2020 24/12/2020 N/A 29 Children and Young Peoples Services 
	12225 Formal HSC Complaint 13/11/2020 24/12/2020 N/A 29 Children and Young Peoples Services 
	12309 Formal HSC Complaint 02/09/2020 09/12/2020 ######## 70 Finance Procurement & Estates 
	Department Department resolution Recovery Team N&M Locality 
	Further review of care Mental Health Mental Health Local 0 N/A N/A and 
	Early Years and Parenting 
	Early Years and Parenting 
	Financial Services 
	Communi ty 
	Communi ty 
	Craigavo n Area Hospital 
	None Dromalane Dromalane Closed 0 NN 
	Childrens 
	Mill, Newry House, Newry 
	Service 
	Court Communication/Information 
	None Dromalane Dromalane Closed 0 NN 
	Childrens 
	Mill, Newry House, Newry 
	Service 
	Financial Property/Expenses/Finances 
	None 1 South 1 South Closed 
	Services 
	Medical Medical 
	NN 
	12956 Formal HSC 28/01/2021 04/02/2021 n/a 5 Acute General Craigavon Urology Profession Complaint Services Surgery Area Surgery Assessme Hospital of Need 
	12956 Formal HSC 28/01/2021 04/02/2021 n/a 5 Acute General Craigavon Urology Quality of Complaint Services Surgery Area Surgery Treatment Hospital Care 12560 Formal HSC 27/10/2020 11/02/2021 n/a 74 Acute General Craigavon General Quality of Complaint Services Medicine Area Medicine Treatment Hospital Care 
	12560 Formal HSC 27/10/2020 11/02/2021 n/a 74 Acute General Craigavon General Quality of Complaint Services Medicine Area Medicine Treatment Hospital Care 
	12737 Formal HSC 07/12/2020 11/02/2021 n/a 45 Acute Emergency Craigavon Accident Property/E Complaint Services Department Area and penses/Fi Services Hospital Emergency nces 
	12952 Formal HSC 27/01/2021 05/02/2021 n/a 7 Acute Outpatients Craigavon Outpatients Clinical Complaint Services Area Diagnosis Hospital 
	12105 Formal HSC 10/07/2020 17/02/2021 n/a 153 Acute General Daisy Hill General Quality of Complaint Services Medicine Hospital Medicine Treatment Care 
	12105 Formal HSC 10/07/2020 17/02/2021 n/a 153 Acute General Daisy Hill General Quality of Complaint Services Medicine Hospital Medicine Treatment Care 
	12105 Formal HSC 10/07/2020 17/02/2021 n/a 153 Acute General Daisy Hill General Quality of Complaint Services Medicine Hospital Medicine Treatment Care 
	NA None Portadown Portadown Closed 0 HSSC HSSC 
	NN 
	Closed. Redirected to Acute. No lessons learned. Home of Home of Closed 0 NN client client 
	Midwife has reflected on her practice. Learning has been shared in relation to policies and procedures in relation to urine output following catheter removal and better explanations given to patients 
	Midwife has reflected on her practice. Learning has been shared in relation to policies and procedures in relation to urine output following catheter removal and better explanations given to patients 
	Midwife has reflected on her practice. Learning has been shared in relation to policies and procedures in relation to urine output following catheter removal and better explanations given to patients 
	nn 
	Midwife has reflected on her practice. 2 West 2 West closed 0 Learning has been shared in relation to policies and procedures in relation Maternity Maternity to urine output following catheter removal and better explanations given to Post Natal Post Natal patients 
	nn 
	Midwife has reflected on her practice. 2 West 2 West closed 0 Learning has been shared in relation to policies and procedures in relation Maternity Maternity to urine output following catheter removal and better explanations given to Post Natal Post Natal patients 
	nn 
	Feeback given to all SW in relation to informing the family clearly regarding Social Workers to communicate better and be open and transparent in Emergency Emergency closed 0 safeguarding referrals and the process relation to safeguarding referrals and the process and reason with family Department Department 
	members. CAH CAH 
	nn 
	staff have been reminded of the need to contact patients back if they agree staff have been reminded of the need to contact patients back if they agree Gastroenter Gastroenter Closed to do so. to do so. ology Clinic ology Clinic 
	nn 
	12659 Formal HSC 07/12/2020 10/02/2021 n/a 44 Acute General Craigavon General Communica Complaint Services Medicine Area Medicine tion/Informa Hospital tion 
	12659 Formal HSC 07/12/2020 10/02/2021 n/a 44 Acute General Craigavon General Communica Complaint Services Medicine Area Medicine tion/Informa Hospital tion 
	12659 Formal HSC 07/12/2020 10/02/2021 n/a 44 Acute General Craigavon General Staff Complaint Services Medicine Area Medicine Attitude/Be Hospital aviour 
	12973 Formal HSC 03/02/2021 04/02/2021 NA 1 Older Care Home Independen CB -Care Quantity of Complaint People and Support t/Voluntary Home Treatment Primary Team Sector Support Care Care Locations Team 
	12973 Formal HSC 03/02/2021 04/02/2021 NA 1 Older Care Home Independen CB -Care Quality of Complaint People and Support t/Voluntary Home Treatment Primary Team Sector Support Care Care Locations Team 
	12973 Formal HSC 03/02/2021 04/02/2021 NA 1 Older Care Home Independen CB -Care Property/Ex Complaint People and Support t/Voluntary Home penses/Fin Primary Team Sector Support nces Care Locations Team 
	none required none required 2 North 2 North Closed 0 Medical Medical 
	ny 
	none required none required 2 North 2 North closed 0 Medical Medical 
	ny 
	none required none required 2 North 2 North closed 0 Medical Medical 
	ny Closed. Redirected to nursing home. No lessons learned. Closed 0 YN Closed. Redirected to nursing home. No lessons learned. Closed 0 YN Closed. Redirected to nursing home. No lessons learned. Closed 0 YN 
	12270 Formal HSC 09/09/2020 03/02/2021 NA 102 Older Complaint People and Primary Care 
	12933 Formal HSC 22/01/2021 16/02/2021 n/a 17 Acute Midwifery Craigavon Gynaecolog Staff 
	Complaint Services and Area y Attitude/Be Gynaecolog Hospital aviour y 
	12933 Formal HSC 22/01/2021 16/02/2021 n/a 17 Acute Midwifery Craigavon Gynaecolog Quality of 
	Complaint Services and Area y Treatment Gynaecolog Hospital Care y 
	12506 Formal HSC 20/10/2020 25/02/2021 n/a 89 Acute General Craigavon General Quality of Complaint Services Medicine Area Medicine Treatment Hospital Care 
	12506 Formal HSC 20/10/2020 25/02/2021 n/a 89 Acute General Craigavon General Quality of Complaint Services Medicine Area Medicine Treatment Hospital Care 
	12767 Formal HSC 11/12/2020 10/02/2021 n/a 40 Acute Emergency Craigavon Accident Quality of Complaint Services Department Area and Treatment Services Hospital Emergency Care 
	12767 Formal HSC 11/12/2020 10/02/2021 n/a 40 Acute Emergency Craigavon Accident Hotel/Supp Complaint Services Department Area and ort/Security Services Hospital Emergency Services (Excludes Contracted Services) 
	Patient South Care of the Communica Services Tyrone Elderly tion/Informa (non acute Hospital Services -tion hospitals) Stroke 
	Rehabilitatio 
	n 
	one 1 East 1 East Closed 0 Maternity/G Maternity/G ynae ynae 
	nn 
	one 1 East 1 East closed 0 Maternity/G Maternity/G ynae ynae 
	nn 
	eedback given to staff in relation to documentation in nursing notes of all AMU AMU Closed 0 levant sores and cuts. 
	nn 
	eedback given to staff in relation to documentation in nursing notes of all 2 South 2 South closed 0 levant sores and cuts. Medical Medical 
	nn 
	earning in relation to more provision for pillows. Emergency Emergency Closed 0 ommunication skills to be better and was discussed at safety brief. Department Department taff reminded to introduce themselves. CAH CAH 
	nn 
	earning in relation to more provision for pillows. emergency Emergency Closed 0 ommunication skills to be better and was discussed at safety brief. Department Department taff reminded to introduce themselves. CAH CAH 
	nn 
	12767 Formal HSC 11/12/2020 10/02/2021 n/a 40 Acute Emergency Craigavon Accident Staff Complaint Services Department Area and Attitude/Be Services Hospital Emergency aviour 
	12767 Formal HSC 11/12/2020 10/02/2021 n/a 40 Acute Emergency Craigavon Accident Communic Complaint Services Department Area and tion/Inform Services Hospital Emergency tion 
	12918 Formal HSC 20/01/2021 05/02/2021 n/a 12 Acute Scheduling Craigavon Outpatients Waiting Complaint Services Team Area Times, Hospital Outpatient Departmen s 
	12972 Formal HSC 02/02/2021 26/02/2021 n/a 18 Acute Emergency Daisy Hill Accident Profession Complaint Services Department Hospital and Assessme Services Emergency of Need 
	12972 Formal HSC 02/02/2021 26/02/2021 n/a 18 Acute Emergency Daisy Hill Accident Quality of Complaint Services Department Hospital and Treatment Services Emergency Care 
	12968 Formal HSC 01/02/2021 02/02/2021 n/a 1 Acute General Craigavon General Waiting Complaint Services Medicine Area Medicine Times, Hospital Outpatient Departmen s 
	12857 Formal HSC 05/01/2021 10/02/2021 N/A 26 Children AHP's CYP Lurgan Speech and Profession Complaint and Young Services Hospital Language Assessme Peoples CYP of Need Services 
	12857 Formal HSC 05/01/2021 10/02/2021 N/A 26 Children AHP's CYP Lurgan Speech and Communic Complaint and Young Services Hospital Language tion/Inform Peoples CYP tion Services 
	12962 Formal HSC 01/02/2021 26/02/2021 n/a 19 Acute General Daisy Hill General Property/E Complaint Services Medicine Hospital Medicine penses/Fin nces 
	12482 Formal HSC 07/10/2020 10/02/2021 n/a 87 Acute General Daisy Hill General Staff Complaint Services Medicine Hospital Medicine Attitude/Be aviour 
	12482 Formal HSC 07/10/2020 10/02/2021 n/a 87 Acute General Daisy Hill General Quality of Complaint Services Medicine Hospital Medicine Treatment Care 
	arning in relation to more provision for pillows. Emergency Emergency Closed 0 
	mmunication skills to be better and was discussed at safety brief. Department Department aff reminded to introduce themselves. CAH CAH 
	nn 
	arning in relation to more provision for pillows. Emergency Emergency Closed 0 
	mmunication skills to be better and was discussed at safety brief. Department Department aff reminded to introduce themselves. CAH CAH 
	nn 
	ne required outpatients Urology Closed 0 Clinic 
	nn 
	is case will be presented at the M&M meeting so senior staff can identify Emergency Emergency Closed 0 at happened Department Department DHH DHH 
	nn 
	is case will be presented at the M&M meeting so senior staff can identify Emergency Emergency Closed 0 at happened Department Department DHH DHH 
	nn 
	ne Neurology Neurology Closed 0 Clinic Clinic 
	nn 
	ne Lurgan Lurgan Closed 0 HSSC HSSC 
	NN 
	ne Lurgan Lurgan Closed 0 HSSC HSSC 
	NN 
	ne required Female Female Closed 0 Medical Medical 
	yn 
	aff have been feedback in relation to clearly outlining procedures and Gastroenter Gastroenter Closed 0 
	at they entail. ology Clinic ology Clinic aff have been reminded to assure patients and alleviate concerns with 
	pathy. 
	nn 
	aff have been feedback in relation to clearly outlining procedures and Gastroenter Gastroenter Closed 0 
	at they entail. ology Clinic ology Clinic aff have been reminded to assure patients and alleviate concerns with 
	pathy. 
	nn 
	ID Type Of First Closed Reopened Response Directorat Service Site Speciality Subjects Description Outcome Outcome Action Lessons Loc Loc Current No. of layperson Deceased Complain received time e Area (Subjects code taken learned (Exact) (Exact) Stage Linked 
	t ) (Investiga Incidents 
	12803 Formal 05/01/2021 20/05/2021 N/A 93 Acute Emergenc Craigavon Accident Quality of That Emergenc Emergenc Closed 0 HSC Services y Area and Treatment 
	parents y y Complaint Departme Hospital Emergenc & Care 
	are to be Departme Departme nt y 
	briefed in nt CAH nt CAH Services relation to updates regarding follow up care and treatment of youth patients when they are not allowed to accompan y them. 
	NN 
	12877 Formal HSC Complaint 
	Craigavon Area Hospital 
	Profession Closed -none none Urology Urology Closed 0 al other required required Clinic Clinic Assessme reasons nt of Need 
	NN 
	12995 Formal 09/02/2021 11/05/2021 N/A 61 Acute Midwifery Daisy Hill Obstetrics Quality of Resolved none Midwife Maternity Delivery Closed HSC Services and Hospital Treatment 
	taken has Ward Suite, Complaint Gynaecolo & Care 
	reflected DHH gy 
	on patients experienc e and has learned from it. She will endeavour to do better for her patients. 
	NN 
	13235 Formal 13/04/2021 18/05/2021 N/A 24 Children Family South FIT Communi HSC and Young Interventio Tyrone Dunganno ation/Infor Complaint Peoples n Service Hospital n mation Services 
	General Medicine 
	18/05/2021 
	19/04/2021 
	13251 Formal HSC Complaint 
	incident Medical Medical Arrangem 
	13263 Formal 20/04/2021 06/05/2021 N/A 11 Acute Outpatient Craigavon Outpatient Profession HSC Services s Area s al Complaint Hospital Assessme nt of Need 
	13275 Formal 22/04/2021 24/05/2021 N/A 21 Mental HSC Health and Complaint Disability 
	13310 Formal 29/04/2021 24/05/2021 N/A 16 Children HSC and Young Complaint Peoples Services 
	Learning Communit Disability y Communit y Services 
	Communit Communit Dental y Dental y Services Services C&B 
	Waiting List, Delay/Can cellation Communit y Based Appointme nts 
	ID Type Of First received Closed Reopened Response Directorate Service Site Speciality Subjects Description Outcome Outcome Action taken (Investigation) Lessons learned Loc (Exact) Loc (Exact) Current No. of LAYPERO DECEASED Complaint time Area (Subjects) code Stage Linked SN Incidents 
	The process of Emergency Emergency Closed 0 highlighting x-ray which Department Department have been reported DHH DHH officially and show an abnormality is being 
	NY
	reviewed and more The process of Emergency Emergency Closed 0 highlighting x-ray which Department Department have been reported DHH DHH officially and show an abnormality is being reviewed and more specifically chest x-
	NY 
	The process of Emergency Emergency Closed 0 highlighting x-ray which Department Department have been reported DHH DHH officially and show an abnormality is being reviewed and more specifically chest x-rays. This review is NY 
	Staff are taking 1 South 1 South Closed 0 increased training in Medical Medical skin care, pressure damage and assessment. 
	NY 
	Staff are taking 1 South 1 South Closed 0 increased training in Medical Medical skin care, pressure damage and assessment. 
	NY 
	Staff are taking Emergency Emergency Closed 0 increased training in Department Department skin care, pressure CAH CAH damage and assessment. 
	NY 
	None Brownlow Brownlow Closed 0 HSSC, HSSC, Legahorry Legahorry Centre Centre 
	NN 
	None Brownlow Brownlow Closed 0 HSSC, HSSC, Legahorry Legahorry Centre Centre 
	NN 
	Staff are taking Emergency Emergency Closed 0 increased training in Department Department skin care, pressure CAH CAH damage and assessment. 
	NY 
	Importance of good Ashleigh Ashleigh Closed 0 
	records management. House, House, Longstone Longstone Site Site 
	NN 
	Doctor has reflected Maternity Maternity Closed 0 and has taken learning Ward Ward regarding awaiting the anaesthetic to work before starting stitching. NN 
	Complaint People and Primary Area Failure Treatment other Cardiology Cardiology Primary Care Hospital Care reasons Care Services 
	13289 Formal HSC 27/04/2021 07/07/2021 N/A 49 Older Specialist Craigavon Heart Quality of Closed -No lessons learned. 1 North 1 North Closed 0 
	13411 Formal HSC 21/05/2021 14/07/2021 N/A 36 Acute Emergency Craigavon Accident Quality of Closed -none required Emergency Emergency Closed 0 Complaint Services Department Area and Treatment other Department Department Services Hospital Emergency Care reasons CAH CAH 
	13396 Formal HSC 17/05/2021 01/07/2021 N/A 32 Acute Emergency Craigavon Accident Staff Nursing staff have been Emergency Emergency Closed 0 Complaint Services Department Area and Attitude/Be 
	spoken to by Lead Department Department Services Hospital Emergency aviour Nurse regarding CAH CAH conduct and professionalism and courtesy when dealing with patients. NN 
	NN 
	HSSC HSSC Peoples CYP tion Services 
	NN 
	HSSC HSSC Peoples CYP of Need Services 
	NN 
	Department Department Services Hospital Emergency aviour CAH CAH 
	NN 
	Mitchel Mitchel Peoples CYP Community 
	Place, Place, Services Services HSSC HSSC 
	NN 
	Mitchel Mitchel Peoples CYP of Need 
	Place, Place, Services HSSC HSSC 
	NN 
	Dept Dept resolution t & Estates nces (re-opened) 
	NN 
	HSSC HSSC Peoples CYP of Need Services 
	NN 
	Department Department Services Hospital Emergency are 
	CAH CAH 
	NN 
	Department Department Services Hospital Emergency Decisions 
	CAH CAH 
	NN 
	adhering to General client client Disability Adults with Team A&D 
	Data Protection Physical 
	Regulations Disability 
	NN 
	Department Department Services Hospital Emergency Department 
	CAH CAH s 
	NN 
	and will try to be clearer Hospital Care 
	in his communication 
	NN 
	Nursing 
	NY 
	Emergency Emergency Closed 0 Department Department CAH CAH 
	NN 
	13410 Formal HSC 20/05/2021 23/07/2021 N/A 44 Mental Support and Daisy Hill Support and Staff None Mental Home of Closed 0 Complaint Health and Recovery Hospital Recovery Attitude/Beh 
	Health client Disability Services Team N&M aviour 
	Department Locality 
	NN 
	13515 Formal HSC 23/06/2021 07/07/2021 N/A 10 Children CWD Community Children Communica None Carrickore, Carrickore, Closed 0 Complaint and Young Services With tion/Informa 
	Newry Newry 
	Peoples Disability tion 
	Services Team N&M 
	NN 
	13696 Formal HSC 22/07/2021 28/07/2021 N/A 4 Children Family Community FIT Communica Resolved None Portadown Portadown Closed 0 Complaint and Young Intervention Portadown tion/Informa 
	13704 Formal HSC 26/07/2021 27/07/2021 N/A 1 Older Patient Lurgan Care of the Professiona Compaint No lessons learned. Ward 1, Home of Closed 0 Complaint People and Services Hospital Elderly Assessmen withdrawn Assessment client Primary (non acute Services -of Need 
	13600 Formal HSC 25/06/2021 15/07/2021 N/A 13 Children Community Lurgan Community Communica Resolved None Lurgan Lurgan Closed 0 Complaint and Young Paediatric Hospital Paediatrics tion/Informa 
	with Estates to revamp Department Department Services Hospital Emergency the infrastructure of CAH CAH ED. 
	13611 Formal HSC 28/06/2021 27/07/2021 N/A 20 Acute Emergency Craigavon Accident Environmen Resolved Plans are being revised Emergency Emergency Closed 0 Complaint Services Department Area and tal 
	the infrastructure of CAH CAH s ED. New seating is being sourced for ED 
	with Estates to revamp Department Department Services Hospital Emergency Department 
	13611 Formal HSC 28/06/2021 27/07/2021 N/A 20 Acute Emergency Craigavon Accident Waiting Resolved Plans are being revised Emergency Emergency Closed 0 Complaint Services Department Area and Times, A&E 
	13704 Formal HSC 26/07/2021 27/07/2021 N/A 1 Older Patient Lurgan Care of the Waiting Compaint No lessons learned. Ward 1, Home of Closed 0 Complaint People and Services Hospital Elderly Times, withdrawn Assessment client Primary (non acute Services -Community 
	13515 Formal HSC 23/06/2021 07/07/2021 N/A 10 Children CWD Community Children Professiona Resolved Carrickore, Carrickore, Closed 0 Complaint and Young Services With Assessmen 
	Newry Newry Peoples Disability of Need Services Team N&M 
	NN 
	and Care hospitals) Stroke Services 
	Rehabilitatio Rehabilitatio 
	n n 
	NN 
	NN 
	l 
	NN 
	N ti ibi 
	HSSC HSSC Peoples Service C&B of Need Services 
	NN 
	HSSC HSSC Peoples Service C&B tion Services 
	NN 
	and Care hospitals) Stroke 
	Rehabilitatio Rehabilitatio 
	n n 
	NN 
	Complaint Services and Area mercial other Ward Admissions/ Gynaecolog Hospital Decisions reasons Assessment y Unit 
	NN 
	HSSC, HSSC, Peoples Children Childrens tion 
	Legahorry Legahorry Services Services Team C/B Centre Centre 
	NN 
	HSSC, HSSC, Peoples Children Childrens aviour 
	Legahorry Legahorry Services Services Team C/B 
	Centre Centre 
	NN 
	Complaint Services and Area mercial other Suite, CAH Suite, CAH Gynaecolog Hospital Decisions reasons y 
	NN 
	Complaint Services and Area mercial other Suite, CAH Suite, CAH Gynaecolog Hospital Decisions reasons y 
	NN 
	HSSC HSSC Peoples CYP of Need Services 
	NN 
	HSSC HSSC Peoples CYP tion Services 
	NN 
	HSSC HSSC Peoples Service tion Services 
	NN 
	Attendees: Mrs Liz Fitzpatrick, Mr Michael Cruikshanks, Miss Claire Dougherty, Miss Frances Bradley, Mrs Michele Clawson, Mr Seamus 
	McErlean, Ms Una McRory, Ms Corrina Grimes, Dr Paul Darragh, Rosie Byrne, Raymond Curran, Mrs Claire Logan 
	Apologies: Mrs Denise Boulter, Ms Margaret McMullan, Ms Michelle Laverty, Dr Richard Orr, Mr Gerry Cleary, Mrs Mary McElroy, Mr Richard Dixon. 
	Date 19 November 2014 
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	2 
	Attendees: Mrs Liz Fitzpatrick, Mr Michael Cruikshanks, Miss Claire Dougherty, Miss Frances Bradley, Mrs Michele Clawson, Mr Seamus 
	McErlean, Ms Una McRory, Dr Paul Darragh, Mr Richard Dixon, Grace O’Neill, Mrs Mary McElroy. 
	Apologies: Mrs Denise Boulter, Ms Corrina Grimes. Date 25 February 2015 
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	Attendees: Mrs Liz Fitzpatrick, Mr Michael Cruikshanks, Miss Claire Dougherty, Miss Frances Bradley, Mrs Michele Clawson, Ms Alice McKeown Mr Seamus McErlean, Ms Clare McGartland, Dr Paul Darragh, Grace O’Neill, Mrs Mary McElroy, Claire Logan, Gerry Cleary. 
	Apologies: Mrs Denise Boulter, Margaret McMullan, Ms Una McRory, Mr Richard Dixon. Date: 29 April 2015 
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	Regional Complaints Sub-Group – Action Log – Open Actions at 24 June 2015 
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	Regional Complaints Sub-Group – Action Log – Open Actions at 24 June 2015 
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	Attendees: Mrs Liz Fitzpatrick, Miss Frances Bradley, Mrs Michele Clawson, Mr Seamus McErlean, Dr Paul Darragh, Claire Logan, Grace O’Neill, Mrs Mary McElroy, Mr Gerry Cleary, Mr Tom Coyle. Apologies: Mrs M McMullan. Date 24 June 2015 
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	Regional Complaints Sub-Group – Action Log – Open Actions at 24 June 2015 
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	Regional Complaints Sub-Group – Action Log – Open Actions at 24 June 2015 
	10 
	Regional Complaints Sub-Group – Action Log – Open Actions at 24 June 2015 
	11 
	Attendees: Mrs Liz Fitzpatrick, Mr Michael Cruikshanks, Miss Claire Dougherty, Miss Frances Bradley, Mrs Michele Clawson, Mr Seamus 
	McErlean, Ms Una McRory, Ms Corrina Grimes, Dr Paul Darragh, Rosie Byrne, Raymond Curran, Mrs Claire Logan 
	Apologies: Mrs Denise Boulter, Ms Margaret McMullan, Ms Michelle Laverty, Dr Richard Orr, Mr Gerry Cleary, Mrs Mary McElroy, Mr Richard Dixon. 
	Date 19 November 2014 
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	Apologies: Mrs Denise Boulter, Ms Corrina Grimes. Date 25 February 2015 
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	Attendees: Mrs Liz Fitzpatrick, Mr Michael Cruikshanks, Miss Claire Dougherty, Miss Frances Bradley, Mrs Michele Clawson, Ms Alice McKeown Mr Seamus McErlean, Ms Clare McGartland, Dr Paul Darragh, Grace O’Neill, Mrs Mary McElroy, Claire Logan, Gerry Cleary. 
	Apologies: Mrs Denise Boulter, Margaret McMullan, Ms Una McRory, Mr Richard Dixon. Date: 29 April 2015 
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	Regional Complaints Sub-Group – Action Log – Open Actions at 26 August 2015 
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	Attendees: Mrs Liz Fitzpatrick, Miss Frances Bradley, Mrs Michele Clawson, Mr Seamus McErlean, Dr Paul Darragh, Claire Logan, Grace O’Neill, Mrs Mary McElroy, Mr Gerry Cleary, Mr Tom Coyle. Apologies: Mrs M McMullan. Date 24 June 2015 
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	Regional Complaints Sub-Group – Action Log – Open Actions at 26 August 2015 
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	Regional Complaints Sub-Group – Action Log – Open Actions at 26 August 2015 
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	Regional Complaints Sub-Group – Action Log – Open Actions at 26 August 2015 
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	Regional Complaints Sub-Group – Action Log – Open Actions at 26 August 2015 
	Apologies: Mrs Margaret McMullan, Mr Tom Coyle, Ms Corrina Grimes, Mr Raymond Curren. 
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	Regional Complaints Sub-Group – Action Log – Open Actions at 26 August 2015 
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	Regional Complaints Sub-Group – Action Log – Open Actions at 26 August 2015 
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	Regional Complaints Sub-Group – Action Log – Open Actions at 26 August 2015 
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	Regional Complaints Sub-Group – Action Log – 21 October 2020 
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	Type ID First Closed Respons Director Site Division Loc Subjects Description Outcome Action Current received e time ate (Exact) (Subjects) taken Stage 
	FORMAL 5394 03/11/2015 03/02/2016 63 ACUTE Daisy Hill Hospital 
	Internal Audit wishes to thank management and staff at the Health and Social Care Board for their assistance and co-operation during the course of the audit engagement. 
	Exit Meeting Held On: 25 June 2019 First Draft Issued On: 11 July 2019 Second Draft Issued On: 22 July 2019 Third draft report 2 August 2019 
	Management Actions Due By: 9 August 2019 
	Management Actions Received: 21 August 2019 Final Report Issued On: 22 August 2019 
	Valerie Watts Chief Executive Paul Cummings Director of Finance Patricia Crossan Interim Head of Corporate Services 
	HSCB Complaints Management 2019/20 
	In accordance with the 2019/20 annual internal audit plan, BSO Internal Audit carried out an audit of Complaints Management in the HSCB during June 2019. The last Internal Audit of this topic was performed during 2016/17 when satisfactory assurance was provided. 
	The HSCB has a number of roles in complaints management including: 
	This audit considered controls and processes in place in respect of all 3 of these areas. 
	In 2018/19 there were 25 complaints received by the HSCB and at 5July 2019 there were 10 open complaints. These were open between 6 and 140 days with the average the number of days open across the 10 being 45.8 days. 3 of these complaints had been closed but had been subsequently reopened. 
	There were also 115 FPS complaints made in 2018/19 in which the HSCB acted as an honest broker and at 5July 2019 there were 20 open complaints. These were open between 9 and 445 days and the average number of days open was 133 days. Some of these were delayed were due to the need to obtain independent medical advice. 
	There has been a reduction in the resources available for complaints management in the HSCB over recent years. There was 1 band 7 and 4 band 5 staff members in place in 2009/10 to support the Complaints Manager; there is currently 1 band 7 and 2 band 5 staff available (with one of these 2 band 5’s currently on maternity leave). 
	The scope of this audit was to consider the adequacy and effectiveness of the HSCB complaints management processes, including their regional oversight and honest broker roles.  
	The audit was based on the risk that: 
	Note: We report by exception only, and where no issues and recommendations are made, the result of our work indicates that the key objectives and risks are being managed and that procedures are being adequately adhered to. 
	There are significant weaknesses within the governance, risk management and control framework which, if not addressed, could lead to the system objectives not being achieved. 
	HSCB Complaints Management 2019/20 
	Internal Audit can provide limited assurance in relation to Complaints Management. Limited assurance is provided on the basis that the HSCB is not efficiently and effectively performing their oversight role in respect of the complaints across HSC Trusts. 
	There are a number of significant findings in this audit, impacting on the assurance provided: 
	1. A Regional Complaints Sub Group, comprising of staff from the Complaints Department and the relevant HSCB/PHA healthcare professionals, are required to meet on a regular basis to formally consider the complaints arising in Trusts including concerns, trends and areas for potential learning. This Group will then escalate areas of particular interest to the Quality, Safety and Experience (QSE) Group who will then task specific staff members to be responsible for the dissemination of regional learning. Inter
	2. The following was noted in respect of complaints reporting to SMT and Governance Committee: 
	Management also perceive that complaints arising in primary care are being underreported to HSCB. 
	6. There were 25 complaints received by the HSCB during 2018/19. 6 closed complaints were reviewed and the following was specifically noted: 
	HSCB Complaints Management 2019/20 
	not state what grade of staff member this should be at. The Chief Executive was not being informed of the final letters that were issued to the Complainants and were not copied into final letters issued. 
	The other finding is as follows: 
	7. Complaints procedures need to be reviewed and updated to reflect current process and DoH guidance. 
	HSCB Complaints Management 2019/20 
	Finding 
	The Complaints Department, in conjunction with relevant Healthcare Professionals (each responsible for a designated professional area e.g. mental health, ED etc.) within the HSCB and PHA are responsible for reviewing the complaints that have arisen in the Trusts. Their role is to ensure that the complaint has been appropriately handled by the Trust; that areas of concern are taken forward and that trend analysis and potential learning is identified. There is a Regional Complaints Sub Group, comprising of th
	Internal Audit was made aware that there have been significant delays in the dissemination of regional learning identified through the Learning Matters newsletter.  The following was noted: 
	The above instances highlight the need for enhanced visibility and accountability of the timeliness of learning to be communicated through learning matters newsletters and for strengthening the communication and oversight arrangements between the HSCB Complaints Department and the QSE. 
	The following was also specifically noted in relation to the Regional Complaints Sub-Group: 
	Frequency of meetings 
	The Terms of Reference require that the Group meets on a quarterly basis. Internal Audit noted however that 3 (50%) out of the 6 scheduled meetings from this date were cancelled due to insufficient numbers attending. 
	HSCB Complaints Management 2019/20 
	Attendance at Regional Complaints Sub Group meetings 
	14 members are required to attend this Sub-Group. 8 (57%) out of the required 14 staff did not attend 2 meetings held during 2018/19 and 7 (50%) did not attend 1 of the meetings held during 2018/19. 
	Input from Trusts / Primarily Care 
	There is no representation from Trusts on the Regional Complaints Sub Group and there is no regular formal forum for the HSCB Complaints Department and the Healthcare professionals to meet together with complaints staff in Trusts to discuss areas of common interest and learning. Management indicate that they will attend HSC Trust complaints meetings when invited and will require Trusts to attend their HSCB meetings; however this is on ad hoc and infrequent basis. There is also a need to develop formality ar
	Responsiveness of HSCB/PHA Healthcare professional to queries raised by the Complaints 
	There have been instances where staff in the HSCB Complaints Department have raised specific queries with HSCB/PHA Healthcare professionals in respect of specific complaints; however responses to the queries raised have not been provided. 1 example is: 
	 A separate query was also raised in respect of maternity and gynaecology in March 2019 and again no response has been forthcoming. 
	Terms of Reference (ToR) – Regional Complaints Sub Group 
	There is no defined quorum for the meeting stated in the TOR. Furthermore, the membership and job titles referred to in the ToR do not reflect the current membership and their job titles. 
	Implication 
	Regional learning is not being disseminated on a timely basis, reducing the impact of the learning and potentially risking patient safety. The Regional Complaints Sub-Group is not operating effectively. 
	HSCB Complaints Management 2019/20 
	HSCB Complaints Management 2019/20 
	Finding 
	HSC Trusts are required to submit monitoring returns on closed complaints to the HSCB Complaints Department on a monthly basis. These returns should document the complaint, the outcome from the complaint and any learning that has been taken forward. 
	Quality of returns 
	Internal Audit reviewed the information submitted by the Trusts for February 2019 and noted that the information included was not of sufficient quality or of sufficient completeness in respect of 87 (27%) of 317 closed complaints.  
	Management in the HSCB has brought this to the attention to the Trusts, but with little improvement.  
	Timeliness of submitting returns 
	Trust monthly monitoring returns are required to be submitted to the HSCB Complaints Department by the 7working day after each month end. 45 (63%) out of 72 monthly returns submitted in 2018/19 were submitted late. 
	HSCB Complaints Management 2019/20 
	Internal Audit analysed the 45 late monitoring returns to determine the length of delay before HSCB Complaints receipt. While there was no pattern across individual Trusts regarding the length of delays, the following was specifically noted: 
	Implication 
	HSCB cannot effectively perform its role in respect of complaints if it is not receiving appropriate, timely information. 
	HSCB Complaints Management 2019/20 
	Finding 
	Timeliness of reporting to SMT and Governance Committee 
	A report on complaints is required to be submitted to SMT and Governance Committee on a quarterly basis.  Internal Audit noted delays in this process: 
	Reporting on open complaints 
	Complaints report do not record the number of open complaints at any given point in time and how long they been opened and reasons for why cases have remain open for a longer period of time. 
	Implication 
	Complaints are not being considered by SMT and Governance Committee on a timely basis. 
	HSCB Complaints Management 2019/20 
	Finding 
	The HSCB Complaints Department aims to organise an annual complaints learning event to be attended by relevant HSC Trusts and healthcare bodies. This event could not be staged in 2018 due to staffing issues and during 2019 it was conducted as a joint venture with the Serious Adverse Incidents (SAI) Department. SAIs rather than complaints was the focus of this event however. 
	Management indicated that the evaluation recognised this and the planning for the next year’s event will commence at an earlier stage and will include more input in respect of complaints. This will allow for more joined up learning between the complaints and SAI processes. 
	Implication 
	Learning may not be taken forward if annual complaints learning events are not regularly held. 
	HSCB Complaints Management 2019/20 
	Finding 
	There were 115 FPS complaints made in 2018/19 in which the HSCB acted as an honest broker. Internal Audit reviewed 6 cases when the HSCB acted as honest broker: 
	Management also perceive that complaints arising in primary care are being underreported to HSCB. One recent example brought to the attention of Internal Audit is that the HSCB Complaints Department was asked to provide the Complaints Ombudsman with details on a complaint in respect of treatment and care at a Health Centre. The HSCB were not involved in complaint as honest broker; and on review there had been no record of the complaint and response being forward to the HSCB Complaints Department as required
	Implication 
	Risk that HSCB does not have visibility of complaints arising in the primary care. The HSCB is not always fully adhering to their process for acting as an Honest Broker. Risk that staff are not always responding to complainants in an appropriate manner. 
	HSCB Complaints Management 2019/20 
	Finding 
	There were 25 complaint received by the HSCB during 2018/19. 6 closed complaints were reviewed and the following was specifically noted: 
	Implication 
	Non-compliance with complaints procedure. Complaints are not responded to on a timely basis and not always in an appropriately professional manner. 
	HSCB Complaints Management 2019/20 
	Finding 
	HSCB complaints procedures was last updated in October 2017 and is not now fully reflective of the DoH guidance on complaints issued in April 2019. The procedures, for example, need to be updated to reflect the senior staff member that that Chief Executive has delegated responsibility for the responding to complaints. 
	Implication 
	Complaints are not being processed in line with DoH guidance. 
	HSCB Complaints Management 2019/20 
	Overall there is a satisfactory system of governance, risk management and control.  While there may be some residual risk identified, this should not significantly impact on the achievement of system objectives. 
	There are significant weaknesses within the governance, risk management and control framework which, if not addressed, could lead to the system objectives not being achieved. 
	The system of governance, risk management and control has failed or there is a real and substantial risk that the system will fail to meet its objectives. 
	Priority 1 Failure to implement the recommendation is likely to result in a major failure of a key organisational objective, significant damage to the reputation of the organisation or the misuse of public funds. 
	Priority 2 Failure to implement the recommendation could result in the failure of an important organisational objective or could have some impact on a key organisational objective. 
	Priority 3 Failure to implement the recommendation could lead to an increased risk exposure. 
	HSCB Complaints Management 2019/20 
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	HEALTH AND SOCIAL CARE BOARD YEAR END - FOLLOW UP ON OUSTANDING INTERNAL AUDIT 
	RECOMMENDATIONS – 2021/22 
	Report Issued 23 March 2022 
	HSCB Year End Follow Up Review of Outstanding Internal Audit Recommendations 2021/22 
	Each organisation is responsible for the implementation of Internal Audit recommendations and this is not the responsibility of BSO Internal Audit. Under Standard 2500 Monitoring Progress of the Public Sector Internal Audit Standards, Internal Audit must establish a follow-up process to monitor and ensure that management actions have been effectively implemented or that senior management has accepted the risk of not taking action. 
	Twice a year (at mid-year and year end), BSO Internal Audit follow up on the implementation of accepted outstanding Priority 1 and Priority 2 Internal Audit recommendations, where the implementation date has now passed. 
	Internal Audit does not follow up on Priority 3 recommendations, which are defined as “Failure to implement the recommendation could lead to an increased risk exposure”. Although findings related to Priority 3 
	recommendations do not impact on the assurance we provide, there is a risk that if, as the definition states, the recommendations are not implemented this could lead to increased risk exposure. We therefore recommend that each organisation should keep track of the implementation of these recommendations. 
	During March 2022, BSO Internal Audit reviewed the implementation of accepted outstanding Priority One and Two Internal Audit recommendations, where the implementation date has now passed.  116 (89%) of the 130 outstanding recommendations examined were fully implemented and a further 14 (11%) were partially implemented.  
	18 of the 130 recommendations relate to ICT / eHealth which now fall under the responsibility of Digital Health and Care Northern Ireland (DHCNI) in the Department of Health (rather than the HSCB/SPPG) – 8 of these 18 IT 
	recommendations have not yet been fully implemented. Excluding these 18 IT recommendations, 106 (95%) of 112 recommendations under the direct responsibility of the HSCB are fully implemented and 6 (5%) are partially implemented. 
	There are 16 recommendations made in recently finalised Internal Audit Reports, where implementation dates have not yet fallen due. Responsibility for implementation of these recommendations will be for SPPG to implement and BSO Internal Audit will confirm the status of the implementation of these in future follow ups. 
	Sharon Gallagher – Chief Executive (Interim) (final report only) Tracey McCaig – Director of Finance 
	Andrea Henderson - Assistant Director of Finance 
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	Paper No: SMT / / 
	FOR NOTING 
	QUARTERLY COMPLAINTS REPORT JANUARY – MARCH 2015 
	Introduction 
	SMT previously agreed to receive a quarterly complaints report detailing the information received by the Board in its monitoring role of HSC complaints. The report is also shared with the Governance Committee. 
	Summary 
	Finance 
	There are no implications in this regard. 
	Equality, Good Relations and Human Rights 
	There are no implications in this regard. 
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	Recommendation SMT are asked to: 
	Michael Bloomfield 
	August 2015 
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	QUARTERLY COMPLAINTS REORT JANUARY-MARCH 2015 
	Background
	The Senior Management Team (SMT) at its meeting on 12 November 2013 agreed arrangements for enhancing the level of information received by SMT and the Governance Committee in relation to complaints, in the light of recommendations contained within the Francis Report. 
	Purpose of Paper 
	This report provides detail of complaints activity across HSC for the period January – March 2015 and provides examples of complaints and responses, trends and themes which have been considered at the Regional Complaints Sub-Group (RCSG) meetings within the reporting period. 
	The report was considered by the Quality Safety and Experience (QSE) Group at its meeting on 5 August 2015. 
	Process 
	Palliative Care, Allied Health Professional issues, Mis-identification, 
	3 
	In addition, professional staff also feed relevant information from complaints into existing groups of which they are members: for example, Falls Group, Maternity Group, Patient Experience Working Group and Transforming Your Palliative and End of Life Care Programme. 
	Complaints Activity – January – March 2015 
	 HSC Trust Complaints 
	Since 2009 the number of complaints issues received has increased from just under 5000 in 2009/10 to 7015 in 2014/15. However, these statistics must be viewed in the context of the high number of patient/client interactions with the HSC each year and the continued promotion of complaints within the HSC as a whole. 
	are: 
	The Board’s Deputy Complaints Manager is arranging to meet with the Trusts Regional Complaints Forum (comprising complaints managers from each of the Trusts) to discuss recording and better understand the variations in the number of complaints received under some programmes of care. 
	4 
	 Family Practitioner Service (FPS) Complaints 
	Dental Practitioners. 
	In January -March 2015 the Board received 49 local resolution returns from GP Practices.  No complaints returns were received from Dental Practitioners, Pharmacies or Opticians during this period. The complaints received related to issues concerning treatment and care 
	(12) and staff attitude/behaviour and communication (37). 
	‘Honest Broker’ Complaints 
	EGP507:1415: This complaint featured at the Annual Complaints Learning Event (June 2015) with the complainants having discussed their experiences via pre-recorded video, which was then played on the day of the event. The General Medical Practitioner being complained about also spoke on the day, with the prior knowledge and agreement of the complainants. 
	Background 
	The complaint concerned the death of the complainants’ daughter, who died of pneumonia. The patient (who was asthmatic) had been feeling unwell with a hoarse voice, bad cough and was also suffering nausea, 
	5 
	she had a chest infection she was seen at her GP Practice and 36hrs later she contacted the OOH service and was advised to attend 
	Practice for the Board to act as an ‘honest broker’ and the Practice was 
	chest was tender to touch but had sounded clear and the distinctive 
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	severe infection. 
	stated on three or four occasions. 
	Learning points 
	Although the value of face to face discussion was well recognised by both parties, the complainants and the Practice agreed that the meeting between both had occurred too soon after the patient’s death and at a time when both – albeit from different circumstances and perspectives were still coming to terms with this: -the complainants still in shock and grieving at their loss and the Practice questioning themselves as to whether something had been missed. 
	this. 
	The Board currently has two complaints being considered by the Commissioner for Complaints (Ombudsman), in which it acted in this role and in which independent medical opinions were also sought. 
	HSC Board Complaints 
	Within this period 17 complaints were received concerning the Board. 14 complaints related to the decision to ‘pause’ elective treatment in the 
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	occurred due to financial constraints within Health and Social Care in these circumstances confirmed that the Board has authorised 
	OOHs Complaints 
	GP Out of Hours Service. Five of these related to treatment and care, two related to communication and one related to staff attitude and behaviour. 
	Themes and Trends (HSC Trusts) 
	Pain Relief and Nutrition 
	Patient Experience 
	During this period there continued to be a significant number of complaints attributed to patient experience. Some examples are: 
	3958 – An 81 year old patient was admitted with a suspected relapse of a severe UTI. The family's complaint concerned the manner in which her blood samples were taken and the fact that there were several failed attempts by junior staff when the patient was in a vulnerable, weakened state, yet was coaxed to endure pain, lengthy discomfort and great distress over several days and 
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	weeks. 
	was to check on her, which did not occur. The child's condition 
	The Trust is in the process of introducing an Early Warning Score specifically relating to Paediatrics, which is a nursing observation tool that will enhance the ability of the nursing team to recognise patient deterioration and escalate concerns appropriately. Assurances were also given that the Trust is intent on learning from this complaint as it aims to provide the highest standard of treatment and care at all times. A sincere apology was given for any distress caused and contact details were provided s
	9 
	Additional RCSG Action 
	3946 – A patient was admitted to hospital with abdominal pain and had their appendix removed. However, it was later discovered that the pain was as a result of kidney stones. A stent was inserted and discharge was effected. The complainant was concerned at the length of time taken to get a further review and was unhappy with the lack of co-ordination and communication around the patient’s care and treatment. The Complainant felt the patient's health had been put in danger because of the lack of joined up sy
	: The complainant was advised of treatment and care provided to the patient by both the urology and surgical consultants, and explained that, following discharge from hospital, the patient had been referred to the Stone Treatment Centre for further treatment. An apology was given for the delay in obtaining an outpatient appointment. 
	Additional information was requested in respect of this complaint and is currently being considered by one of the professionals on the Group, who will indicate if any further action is necessary/required. 
	Maternity and Gynaecology 
	Complaints relating to maternity and gynaecology continue to be shared with relevant professionals. Some examples are as follows: 
	8935 – A delay in treatment caused a patient to sustain a third degree tear. The patient was then allowed to develop urinary problem after delivery and had unsafe levels of urine in bladder and continues to have on-going problems with their bladder. The procedures regarding urinary retention had not been followed. 
	: The Trust clarified that following use of forceps, pushing occurred very quickly and the doctor did not have time to perform the episiotomy and this delay had resulted in the tear. Several reviews were carried out to address the urinary problem and advice was given. It was explained that delay in replacing catheter would not have 
	10 
	led to damage to their bladder and outlined that the patient had been having problems passing urine during labour. The Trust advised that a review of any gaps in current policy for bladder care in respect of the post natal ward and gynaecology was undertaken. 
	9482 – A patient was upset that she received a letter to visit a health visitor about her baby; after she had a miscarriage. 
	been introduced for staff to follow in such cases to ensure that this does 
	Long Term Recurrent Themes 
	Two themes that consistently continue to be reported are Staff Attitude/Behaviour and Communication; and issues relating to Privacy and Dignity. Examples of such complaints are outlined below: 
	Staff Attitude and Communication 
	themselves and for this failure in communication. In terms of the wound, 
	11 
	commenced in a timely manner. The Trust apologised that the patient felt isolated in a side room and acknowledged that if the family were delayed in getting into ward, a degree of flexibility should have been applied. 
	3873 – A mother was unhappy with the treatment/care/attitude provided to her daughter by a nurse during her daughter’s admission to the paediatric ward. 
	children's ward. The Trust’s Head of Service and ward sister met with 
	fell. 
	9410 -Client's underwear was not pulled up on his return home from a day centre. 
	Complaints of this nature continue to be shared with relevant professionals to inform other areas of work. 
	12 
	SMT are asked to note this report and its contents. Further information is available on any of the example complaints detailed, should this be required. 
	Liz Fitzpatrick (Mrs) 
	Complaints/Litigation Manager HSC Board 
	August 2015 
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	HSC Board Headquarters 12-22 Linenhall Street BELFAST BT42 1QB 
	Tel : Fax: 
	Web Site : 
	BY EMAIL 
	CXs HSC Trusts, BSO, NIBTS 
	22 April 2010 
	Dear Colleagues 
	HSCB Procedure for the reporting and follow up of Serious Adverse Incidents (SAIs) 
	You will be aware that the requirement on HSC organisations to routinely report SAIs to the Department will cease from 1 May 2010. From this date, the arrangements for the reporting and follow up of SAIs, pending the full implementation of the Regional Adverse Incident Learning (RAIL) system, will transfer to the HSCB. 
	The attached procedure reflects the responsibilities of all relevant organisations in respect to the reporting of SAIs and introduces a robust and streamlined system in relation to how they managed, working in close partnership with professionals from PHA and RQIA. 
	You will note that certain incidents relating to The Children (NI) Order 1995 have now been removed from the SAI process. The reporting of these incidents will now be made directly to the Social Care and Children Directorate, HSCB. Guidance in respect of these arrangements will be issued by the directorate prior to 1 May 2010. 
	I would like to take this opportunity to thank colleagues from the Department, PHA and RQIA, together with you and your staff for their involvement in the development of the procedure.  This has included attendance at the workshop in February and the responses received from the consultation process; all of which has helped shape the procedure into one that is both coherent and comprehensive. 
	It is our intention to review the procedure during the course of the next year and would value your input at that time. This review will also take account of the DHSSPS Health 
	If you have any queries in relation to the attached procedure, please contact: 
	Please note, a copy of the procedure can be accessed via the web link below: 
	Procedure for the reporting and followup of SAI - April 2010.pdf 
	Yours sincerely 
	John ComptonChief Executive 
	cc: HSCB Directors PHA Cx & Directors RQIA Cx PCC Cx Director Safety, Quality and Standards DHSSPS Medical Director, RQIA HSC Trust Governance and Risk Management Leads HSCB / PHA Regional SAI Review Group Deputy Head, Safety, Quality & Standards Directorate, DHSSPS Head of Programme MH & LD, RQIA 
	Health & Social Care Board 12-22 Linenhall Street BELFAST BT2 8BS 
	Chief Executives, HSC Trusts Tel : Chief Executive, Public Health Agency 
	Web Site : 
	Chief Executive, Business Services Organisation Chief Executive, Northern Ireland Blood Transfusion Service Chief Executive, Patient Client Council Chief Executive, Northern Ireland Medical and Dental Training Agency Chief Executive, Northern Ireland Practice and Education Council 
	20 September 2013 
	Dear Colleague 
	REVISED PROCEDURE FOR THE REPORTING AND FOLLOW UP OF SERIOUS ADVERSE INCIDENTS – OCTOBER 2013 
	On 1 May 2010 the responsibility for the management and follow up of Serious Adverse Incidents (SAIs) transferred from Department of Health, Social Services and Public Safety (DHSSPS) to the Health and Social Care Board (HSCB) working jointly with Public Health Agency (PHA) and collaboratively with Regulation Quality Improvement Authority (RQIA). In response, the HSCB issued the Procedure for the Reporting and Follow up of SAIs (the Procedure) to all HSC organisations and Special Agencies, which set out the
	During 2012/13 the HSCB, working with the PHA, undertook a review of the procedure issued in 2010. This involved meetings with colleagues from across the HSC to identify ways in which the current procedure could be improved. 
	As a result of these discussions, a revised draft procedure was issued for consultation during August. Further amendments were made to reflect comments received during this exercise, and a copy of the final revised Procedure can be accessed via the web link below: 
	I would particularly draw your attention to a number of changes to the Procedure as a result of the review: 
	 SAI criteria – an additional criterion has been included at paragraph 4.2.2 “any death of a child in receipt of HSC Services (up to eighteenth birthday). This includes hospital and community services, a Looked After Child or a child whose name is on the Child Protection Register”. 
	In addition, the timescale for reporting serious self-harm, serious assault (including suspected suicides, homicides and sexual assaults) SAIs, by a service user known to/referred to mental health services, has been revised from 24 months to 12 months prior to the incident. 
	Implementation 
	In order to ensure a smooth transition from the current arrangements to the revised Procedure, implementation will be phased as follows: 
	Conclusion 
	I would like to thank all of the staff from across the HSC who have contributed and provided input to the review of the SAI procedure. believe that the revised procedure will strengthen governance arrangements at a local level within individual organisations and also enhance the arrangements regionally, to ensure learning from incidents is identified and disseminated in a timely manner to improve the safety and quality of services. 
	Yours sincerely 
	JOHN COMPTON CHIEF EXECUTIVE 
	Encs 
	cc Chief Medical Officer, DHSSPS 
	Chief Nursing Officer, DHSSPS 
	Acting Chief Pharmaceutical Officer, DHSSPS 
	Acting Director Safety, Quality and Standards DHSSPS 
	Deputy Head, Safety, Quality and Standards, DHSSPS 
	Dr Paddy Woods, DCMO, DHSSPS 
	RQIA Chief Executive -Glenn Houston 
	Medical Director, RQIA -Dr David Stewart 
	Director of Mental Health and Learning Disability and Social Work, 
	RQIA -Theresa Nixon 
	Director of Regulation and Nursing, RQIA -Kathy Fodey 
	Head of Programme MH & LD, RQIA -Patrick Convery 
	HSC Trust Medical Directors 
	HSC Trust Directors of Nursing 
	HSC Trust Governance and Risk Management Leads 
	HSC Trust Directors of Mental Health and Learning Disability 
	HSCB SMT 
	Procedure for the Reporting and Follow up of Serious Adverse Incidents 
	October 2013 
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	FOREWORD 
	Commissioners and Providers of health and social care want to ensure that when a serious event or incident occurs, there is a systematic process in place for safeguarding services users, staff, and members of the public, as well as property, resources and reputation. 
	One of the building blocks for doing this is a clear, regionally agreed approach to the reporting, management, follow-up and learning from serious adverse incidents (SAI). Working in conjunction with other Health and Social Care (HSC) organisations, this procedure has been developed to provide a system-wide perspective on serious incidents occurring within the HSC and Special Agencies and also takes account of the independent sector where it provides services on behalf of the HSC. 
	The procedure seeks to provide a consistent approach to: 
	-what constitutes a serious adverse incident; 
	-clarifying the roles, responsibilities and processes relating to the 
	reporting, investigation, dissemination and implementation of learning 
	-fulfilling statutory and regulatory requirements 
	-tools and resources that support good practice. 
	Our aim is to work toward clearer, consistent governance arrangements for reporting and learning from the most serious incidents; supporting preventative measures and reducing the risk of serious harm to service users. 
	The implementation of this procedure will not only support governance at a local level within individual organisations but will also improve existing regional governance and risk management arrangements by facilitating openness, trust, continuous learning and ultimately service improvement. 
	John Compton 
	Chief Executive 
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	SECTION ONE 
	1.0 BACKGROUND 
	Circular HSS (PPM) 06/04 introduced interim guidance on the reporting and follow-up on serious adverse incidents (SAIs). Its purpose was to provide guidance for HPSS organisations and special agencies on the reporting and management of SAIs and near misses. 
	www.dhsspsni.gov.uk/hss(ppm)06-04.pdf 
	Circular HSS (PPM) 05/05 provided an update on safety issues; to underline the need for HPSS organisations to report SAIs and near misses to DHSSPS in line with Circular HSS (PPM) 06/04 
	www.dhsspsni.gov.uk/hssppm05-05.pdf 
	Circular HSS (PPM) 02/2006 drew attention to certain aspects of the reporting of SAIs which needed to be managed more effectively. It notified respective organisations of changes in the way SAIs should be reported in the future and provided a revised report pro forma. It also clarified the processes DHSSPS had put in place to consider SAIs notified to it, outlining the feedback that would then be made to the wider HPSS. 
	www.dhsspsni.gov.uk/qpi_adverse_incidents_circular.pdf 
	In March 2006, DHSSPS introduced Safety First: A Framework for Sustainable Improvement in the HPSS. The aim of this document was to draw together key themes to promote service user safety in the HPSS. Its purpose was to build on existing systems and good practice so as to bring about a clear and consistent DHSSPS policy and action plan. 
	http://www.dhsspsni.gov.uk/safety_first_
	The Health and Personal Social Services (Quality Improvement and Regulation) (Northern Ireland) Order 2003 imposed a ‘statutory duty of quality’ on HPSS Boards and Trusts. To support this legal responsibility, the Quality Standards for Health and Social Care were issued by DHSSPS in March 2006. 
	www.dhsspsni.gov.uk/qpi_quality_standards_for_health___social_care.pdf 
	Circular HSC (SQS) 19/2007 advised of refinements to DHSSPS SAI system and of changes which would be put in place from April 2007, to promote learning from SAIs and reduce any unnecessary duplication of paperwork for organisations. It also clarified arrangements for the reporting of breaches of patients waiting in excess of 12 hours in emergency care departments. 
	http://www.dhsspsni.gov.uk/hss__sqsd__19-07.pdf 
	Under the Provisions of Articles 86(2) of the Mental Health (NI) Order 1986, the Regulation & Quality Improvement Authority (RQIA) has a duty to make inquiry into any case where it appears to the Authority that there may be amongst other things, ill treatment or deficiency in care or treatment. Guidance in relation to reporting requirements under the above Order 
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	previously issued in April 2000 was reviewed, updated and re-issued in August 2007. (Note: Functions of the previous Mental Health Commission transferred to RQIA on 1 April 2009) 
	www.dhsspsni.gov.uk/utec_guidance_august_2007.pdf 
	Circular HSC (SQSD) 22/2009 provided specific guidance on initial changes to the operation of the system of SAI reporting arrangements during 2009/10. The immediate changes were to lead to a reduction in the number of SAIs that were required to be reported to DHSSPS. It also advised organisations that a further circular would be issued giving details about the next stage in the phased implementation which would be put in place to manage the transition from the DHSSPS SAI reporting system, through its cessat
	www.dhsspsni.gov.uk/hsc-sqsd-22-09.pdf 
	Circular HSC (SQSC) 08/2010, issued in April 2010, provided guidance on the transfer of SAI reporting arrangements from the Department to the HSC Board, working in partnership with the Public Health Agency. It also provided guidance on the revised incident reporting roles and responsibilities of HSC Trusts, Family Practitioner Services, the Health & Social Care (HSC) Board and Public Health Agency (PHA), the extended remit of the Regulation & Quality Improvement Authority (RQIA), and the Department, 
	http://www.dhsspsni.gov.uk/index/phealth/sqs/sqsd-guidance.htm 
	Circular HSC (SQSD) 10/2010 advises on the operation of an Early Alert System, the arrangements to manage the transfer of Serious Adverse Incident (SAI) reporting arrangements from the Department to the HSC Board, working in partnership with the Public Health Agency and the incident reporting roles and responsibilities of Trusts, family practitioner services, the new regional organisations, the Health & Social Care (HSC) Board and Public Health Agency (PHA), and the extended remit of the Regulation & Qualit
	http://www.dhsspsni.gov.uk/hsc__sqsd__10-10.pdf 
	In May 2010 responsibility for management of SAI reporting transferred from the DHSSPS (Department) to HSCB working in partnership with the Public Health Agency (PHA). Following consultation with key stakeholders, the HSCB issued the procedure for the ‘Reporting and Follow up of Serious Adverse Incidents’ to HSC Trusts, Family Practitioner Services (FPS) and Independent Service Providers. 
	http://www.hscboard.hscni.net/publications/Policies/101%20Serious%20Adver 
	In May 2010 the Director of Social Care and Children HSCB issued guidance on ‘Untoward Events relating to Children in Need and Looked After Children’ to HSC Trusts. This guidance clarified the arrangements for the reporting of events, aligned to delegated statutory functions and Departmental Guidance, 
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	which are more appropriately reported to the HSCB Social Care and Children’s Directorate. 
	In 2005 the Regional Adult Protection Forum produced standardised, regional policies and procedures in the ‘Safeguarding Vulnerable Adults’ document, a framework based on best practice. This document represented a major new phase in improving adult protection arrangements across the region. 
	www.hscboard.hscni.net/publications/LegacyBoards/001%20Regional%20Ad 
	In February 2011 the HSCB issued the ‘Protocol for responding to SAIs involving an alleged homicide’ perpetrated by a service user known to/referred to mental health and/or learning disability services, in the two years prior to the incident. The 2013 revised HSCB ‘Protocol for responding to SAIs involving an alleged homicide’ is contained in Appendix 13. 
	Circular HSS (MD) 8/2013 replaces HSS (MD) 06/2006 and advises of a revised Memorandum of Understanding (MOU) when investigating patient or client safety incidents. This revised MOU is designed to improve appropriate information sharing and co-ordination when joint or simultaneous investigations are required when a serious incident occurs. 
	http://www.dhsspsni.gov.uk/ph_mou_investigating_patient_or_client_safety_in 
	DHSSPS Memo dated 17 July 2013 from Chief Medical Officer introduced the HSCB/PHA protocol on the dissemination of guidance/information to the HSC and the assurance arrangements where these are required. The protocol assists the HSCB/PHA in determining what actions would benefit from a regional approach rather than each provider taking action individually. 
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	2.0 INTRODUCTION 
	The purpose of this procedure is to provide guidance to Health and Social Care (HSC) Organisations, and Special Agencies (SA) in relation to the reporting and follow up of Serious Adverse Incidents (SAIs) arising during the course of their business or commissioned service. 
	The requirement on HSC organisations to routinely report SAIs to the Department of Health, Social Services and Public Safety (DHSSPS) ceased on 1 May 2010. From this date, the revised arrangements for the reporting and follow up of SAIs, transferred to the Health and Social Care Board (HSCB) working both jointly with the Public Health Agency (PHA) and collaboratively with the Regulation and Quality Improvement Authority (RQIA). 
	This process aims to: 
	-Provide a mechanism to effectively share learning in a meaningful way; with a focus on safety and quality; ultimately leading to service improvement for service users. 
	-Provide a coherent approach to what constitutes a SAI; to ensure consistency in reporting across the HSC and Special Agencies. 
	-Clarify the roles, responsibilities and processes relating to the reporting, investigation, dissemination and implementation of learning arising from SAIs which occur during the course of the business of a HSC organisation / Special Agency or commissioned/funded service; 
	-Ensure the process works simultaneously with all other statutory and regulatory organisations that may require to be notified of the incident or be involved the investigation. 
	-Keep the process for the reporting and review of SAIs under review to ensure it is fit for purpose and minimises unnecessary duplication; 
	-Recognise the responsibilities of individual organisations and support them in ensuring compliance; by providing a culture of openness and transparency that encourages the reporting of SAIs 
	-Ensure trends, best practice and learning is identified, disseminated and implemented in a timely manner, in order to prevent recurrence; 
	-Maintain a high quality of information and documentation within a time bound process. 
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	SECTION TWO 
	3.0 APPLICATION OF PROCEDURE 
	3.1 Who does this procedure apply to? 
	This procedure applies to the reporting and follow up of SAIs arising during the course of the business in DHSSPS Arm’s Length Bodies (ALBs) i.e. 
	 HSC organisations (HSC) 
	-Health and Social Care Board -Public Health Agency -Business Services Organisation -Belfast Health and Social Care Trust -Northern Health and Social Care Trust -Southern Health and Social Care Trust -South Eastern Health and Social Care Trust -Western Health and Social Care Trust -Northern Ireland Ambulance Service -Regulation & Quality Improvement Authority 
	 Special Agencies (SA) 
	-Northern Ireland Blood Transfusion Service -Patient Client Council -Northern Ireland Medical and Dental Training Agency -Northern Ireland Practice and Education Council 
	The principles for SAI management set out in this procedure are relevant to all the above organisations. Each organisation should therefore ensure that its incident policies are consistent with this guidance while being relevant to its own local arrangements. 
	3.2 Incidents reported by Family Practitioner Services (FPS) 
	Adverse incidents occurring within services provided by independent practitioners within: General Medical Services, Pharmacy, Dental or Optometry, are routinely forwarded to the HSCB Integrated Care Directorate in line with the HSCB FPS Adverse Incident Protocol. On receipt of reported adverse incidents the HSCB Integrated Care Directorate will decide if the incident meets the criteria of a SAI and if so will be the organisation responsible to report the SAI. 
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	3.3 Incidents that occur within the Independent/Community & Voluntary Sectors (ICVS) 
	SAIs that occur within ICVS, where the service has been commissioned/funded by a HSC organisation must be reported. For example: service users placed/funded by HSC Trusts in independent sector accommodation, including private hospital, nursing or residential care homes, supported housing, day care facilities or availing of HSC funded voluntary/community services. These SAIs must be reported and investigated by the HSC organisation who has: 
	-referred the service user (this includes Extra Contractual Referrals) to the ICVS; 
	or, if this cannot be determined; 
	-the HSC organisation who holds the contract with the IVCS 
	HSC organisations that refer service users to ICVS should ensure all contracts, held with ICVS, include adequate arrangements for the reporting of adverse incidents in order to ensure SAIs are routinely identified. 
	All relevant events occurring within ICVS which fall within the relevant notification arrangements under legislation should continue to be notified to RQIA. 
	3.4 Reporting of HSC Interface Incidents 
	Interface incidents are those incidents which have occurred in one organisation, but where the incident has been identified in another organisation. In such instances, it is possible the organisation where the incident may have occurred is not aware of the incident; however the reporting and follow up investigation may be their responsibility. It will not be until such times as the organisation, where the incident has occurred, is made aware of the incident; that it can be determined if the incident is a SA
	In order to ensure these incidents are notified to the correct organisation in a timely manner, the organisation where the incident was identified will report to the HSCB using the HSC Interface Incident Notification Form (see Appendix 3). The HSCB Governance Team will upon receipt contact the organisation where the incident has occurred and advise them of the notification in order to ascertain if the incident will be reported as a SAI. 
	Some of these incidents will subsequently be reported as SAIs and may require other organisations to jointly input into the investigation. In 
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	these instances refer to Appendix 12 – Guidance on Joint Investigations. 
	3.5 Incidents reported and investigated byOrganisations external to HSC and Special Agencies 
	The reporting of SAIs to the HSCB will work in conjunction with and in some circumstances inform the reporting requirements of other statutory agencies and external bodies. In that regard, all existing local or national reporting arrangements, where there are statutory or mandatory reporting obligations, will continue to operate in tandem with this procedure 
	3.5.1 Memorandum of Understanding (MOU) 
	In February 2006, the DHSSPS issued circular HSS (MD) 06/2006 − a Memorandum of Understanding − which was developed to improve appropriate information sharing and coordination when joint or simultaneous investigations are required into a serious incident. 
	Circular HSS (MD) 8/2013 replaces the above circular and advises of a revised MOU Investigating patient or client safety incidents which can be found on the Departmental website: 
	afety_incidents.pdf 
	The MOU has been agreed between the DHSSPS, on behalf of the Health and Social Care Service (HSCS), the Police Service of Northern Ireland (PSNI), the Northern Ireland Courts and Tribunals Service (Coroners Service for NI) and the Health and Safety Executive for Northern Ireland (HSENI). It will apply to people receiving care and treatment from HSC in Northern Ireland. The principles and practices promoted in the document apply to other locations, where health and social care is provided e.g. it could be ap
	It sets out the general principles for the HSCS, PSNI, Coroners Service for NI and HSENI to observe when liaising with one another. 
	The purpose of the MOU is to promote effective communication between the organisations. The MOU will take effect in circumstances of unexpected death or serious untoward harm requiring investigation by the PSNI, Coroners Service for NI or HSENI separately or jointly. This may be the case when an 
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	incident has arisen from or involved criminal intent, recklessness and/or gross negligence, or in the context of health and safety, a work-related death. 
	The MOU is intended to help: 
	-Identify which organisations should be involved and the lead investigating body. 
	-Prompt early decisions about the actions and investigations thought to be necessary by all organisations and a dialogue about the implications of these. 
	-Provide an understanding of the roles and responsibilities of the other organisations involved in the memorandum before high level decisions are taken. 
	-Ensure strategic decisions are taken early in the process and prevent unnecessary duplication of effort and resources of all the organisations concerned. 
	HSC Organisations should note that the MOU does not preclude simultaneous investigations by the HSC and other organisations 
	e.g. Root Cause Analysis by the HSC when the case is being investigated by the Coroner’s Service and/or PSNI/HSENI. 
	In these situations, the Strategic Communication and Decision Group can be used to clarify any difficulties that may arise; particularly where an external organisation’s investigation has the potential to impede a SAI investigation and subsequently delay the dissemination of regional learning. 
	3.6 Reporting of SAIs to RQIA 
	RQIA have a statutory obligation to investigate some incidents that are also reported under the SAI procedure. In order to avoid duplication of incident notification and investigation, RQIA will work in conjunction with the HSCB/PHA with regard to the review of certain categories of SAI. In this regard the following SAIs should be notified to RQIA at the same time of notification to the HSCB: 
	-All mental health and learning disability SAIs reportable to RQIA under Article 86.2 of the Mental Health (NI) Order 1986. 
	-Any SAI that occurs within the regulated sector (whether statutory or independent) for a service that has been commissioned/funded by a HSC organisation. 
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	It is acknowledged these incidents should already have been reported to RQIA as a ‘notifiable event’ by the statutory or independent organisation where the incident has occurred (in line with relevant reporting regulations). This notification will alert RQIA that the incident is also being investigated as a SAI by the HSC organisation who commissioned the service. 
	-The HSCB/PHA Designated Review Officer (DRO) will lead and co-ordinate the SAI management, and follow up, with the reporting organisation; however for these SAIs this will be carried out in conjunction with RQIA professionals. A separate administrative protocol between the HSCB and RQIA can be accessed at Appendix 14. 
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	4.0 DEFINITION AND CRITERIA 
	4.1 Definition of an Adverse Incident 
	‘Any event or circumstances that could have or did lead to harm, loss or damage to people, property, environment or reputation’.
	arising during the course of the business of a HSC organisation / Special Agency or commissioned service 
	The following criteria will determine whether or not an adverse incident constitutes a SAI. 
	4.2 SAI criteria 
	4.2.1. serious injury to, or the unexpected/unexplained death of: -a service user (including those events which should 
	be reviewed through a significant event audit) -a staff member in the course of their work -a member of the public whilst visiting a HSC facility; 
	4.2.2. any death of a child in receipt of HSC services (up to eighteenth birthday). This includes hospital and community services, a Looked After Child or a child whose name is on the Child Protection Register; 
	4.2.3. unexpected serious risk to a service user and/or staff member and/or member of the public; 
	4.2.4. unexpected or significant threat to provide service and/or maintain business continuity; 
	4.2.5. serious self-harm or serious assault (including attempted suicide, homicide and sexual assaults) by a service user, a member of staff or a member of the public within any healthcare facility providing a commissioned service; 
	4.2.6. serious self-harm or serious assault (including homicide 
	and sexual assaults) -on other service users, -on staff or -on members of the public 
	by a service user in the community who has a mental illness or disorder (as defined within the Mental Health (NI) Order 1986) and known to/referred to mental health and related services (including CAMHS, psychiatry of old 
	Source: DHSSPS How to classify adverse incidents and risk guidance 2006 
	www.dhsspsni.gov.uk/ph_how_to_classify_adverse_incidents_and_risk_-_guidance.pdf 
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	ABOVE CRITERIA SHOULD BE REPORTED AS A SAI. 
	Note: The new HSC Regional Risk Matrix may assist organisations in determining the level of ‘seriousness’ refer to Appendix 15 
	5.0 SAI INVESTIGATIONS 
	SAI investigations should be conducted at a level appropriate and proportionate to the complexity of the incident under review. In order to ensure timely learning from all SAIs reported, it is important the level of investigation focuses on the complexity of the incident and not solely on the significance of the event. 
	Whilst most SAIs will be subject to a Level 1 investigation, for some more complex SAIs, reporting organisations may instigate a Level 2 or 3 investigation immediately following the incident occurring. The level of investigation should be noted on the SAI notification form. 
	The HSC Regional Risk Matrix (refer to Appendix 15) may assist organisations in determining the level of ‘seriousness’ and subsequently the level of investigation to be undertaken. SAIs which meet the criteria in 4.2 above will be investigated by the reporting organisation using one or more of the following: 
	5.1 Level 1 Investigation – Significant Event Audit (SEA) 
	Most SAI notifications will enter the investigation process at this level 
	and an SEA will immediately be undertaken to: 
	-assess why and what has happened 
	-agree follow up actions 
	-identify learning. 
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	The possible outcomes from the investigation may include: 
	-closed – no new learning 
	-closed – with learning 
	-requires Level 2 or 3 investigation. 
	(refer to Appendix 5 guidance on SEA investigations) 
	If it is determined this level of investigation is sufficient, an SEA report will be completed (see Appendix 4) and sent to the HSCB within 4 weeks (6 weeks by exception) of the SAI being reported. 
	If the SEA determines the SAI is more complex and requires a more detailed investigation, the investigation will move to either a Level 2 or 3 investigation. In this instance the SEA report will still be forwarded to the HSCB within 4 weeks (6 weeks by exception) of the SAI being reported with additional sections being completed to outline membership and Terms of Reference of the team completing the Level 2 or 3 investigations. 
	5.2 Level 2 – Root Cause Analysis (RCA) 
	As stated above, some SAIs will enter at Level 2 investigation following a SEA. 
	When a Level 2 or 3 investigation is instigated immediately following notification of a SAI, the reporting organisation will inform the HSCB within 4 weeks, of the Terms of Reference (TOR) and Membership of the Investigation Team for consideration by the HSCB/PHA DRO. This will be achieved by submitting sections two and three of the investigation report to the HSCB. (Refer to Appendix 6 – template for Level 2 & 3 investigation reports). 
	The investigation must be conducted to a high level of detail (see Appendix 6 – template for Level 2 & 3 investigation reports). The investigation should include use of appropriate analytical tools and will normally be conducted by a multidisciplinary team (not directly involved in the incident), and chaired by someone independent to the incident but who can be within the same organisation. (Refer to Appendix 10 Guidance notes on membership of review teams for Level 2 investigations). 
	Level 2 RCA investigations may involve two or more organisations.  In these instances, it is important a lead organisation is identified but also that all organisations contribute to, and approve the final investigation report (Refer to Appendix 12 Guidance on joint investigations). 
	On completion of Level 2 investigations, the final report must be 
	submitted to the HSCB: 
	-within 12 weeks from the date the incident was discovered, or 
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	-within 12 weeks from the date of the SEA. 
	5.3 Level 3 – Independent Investigation 
	Level 3 investigations will be considered for SAIs that: 
	-are particularly complex involving multiple organisations; 
	-have a degree of technical complexity that requires independent expert advice; 
	-are very high profile and attracting a high level of both public and media attention. 
	In some instances the whole team may be independent to the organisation/s where the incident/s has occurred. 
	The timescales for reporting, Chair and Membership of the investigation team will be agreed by the HSCB/PHA Designated Review Officer (DRO) at the outset (see Appendix 11 Guidance notes for Level 3 investigations). 
	The format for Level 3 investigation reports will be the same as for Level 2 investigations (see Appendix 7 – guidance notes on template for Level 2 and 3 investigations). 
	For any SAI which involves an alleged homicide by a service user who has a mental illness or disorder (as defined within the Mental Health (NI) Order 1986) and known to/referred to mental health and related services (including CAMHS, psychiatry of old age or leaving and aftercare services) and/or learning disability services, in the 12 months prior to the incident, the Protocol for Responding to a SAI in the Event of a Homicide, issued in 2010 and revised in 2013 should be followed (see Appendix 13). 
	5.4 Involvement of Service Users/Relatives/Carers in Investigations 
	It is important that teams involved in investigations in any of the above three levels ensure sensitivity to the needs of the service user/relatives/carers involved in the incident and agree appropriate communication arrangements, where appropriate. 
	The Investigation Team should provide an opportunity for the service user / relatives / carers to contribute to the investigation, as is felt necessary. The level of involvement clearly depends on the nature of the incident and the service users/relatives/carers wishes to be involved. 
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	6.0 TIMESCALES 
	6.1 Notification 
	Any adverse incident that meets the criteria indicated in section 4.2 should be reported within 72 hours of the incident being discovered using the SAI Notification Form (see Appendix 1). 
	6.2 Investigation Reports 
	LEVEL 1 – SEA 
	SEA reports must be completed using the SEA template and submitted to the HSCB within 4 weeks (6 weeks by exception) of the SAI being notified. 
	LEVEL 2 – RCA 
	For those SAIs where a full RCA is instigated immediately, sections 2 & 3 of the RCA Report, outlining TOR and membership of the investigation team, must be submitted no later than within 4 weeks of the SAI being notified to the HSCB. 
	RCA investigation reports must be fully completed using the RCA report template and submitted to the HSCB 12 weeks following the date the incident was discovered, or from the date of the SEA. 
	LEVEL 3 – INDEPENDENT INVESTIGATIONS 
	Timescales for completion of Level 3 investigations will be agreed between the reporting organisation and the HSCB/PHA DRO as soon as it is determined that the SAI requires a Level 3 investigation. 
	6.3 Investigation Report Extensions 
	LEVEL 1 INVESTIGATIONS – SEA 
	Extensions will not be granted for this level of investigation. 
	LEVEL 2 INVESTIGATIONS -RCA 
	In most circumstances, all timescales for submission of RCA investigation reports must be adhered to. However, it is acknowledged, by exception, there may be occasions where an investigation is particularly complex, perhaps involving two or more organisations or where other external organisation such as PSNI, HSCNI etc; are involved in the same investigation. In these instances the reporting organisation may request one extension to the normal timescale i.e. 12 weeks from timescale for submission of SEA rep
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	LEVEL 3 INVESTIGATIONS – INDEPENDENT 
	All timescales must be agreed with the DRO at the outset of the investigation. One extension may be granted, if agreed by the DRO. 
	6.4 Responding to additional information requests 
	Once the investigation report has been received, the DRO, with appropriate clinical or other support, will review the report to ensure that both the investigation and action plan are comprehensive. 
	If the DRO is not satisfied that the report reflects a robust investigation additional information may be requested. Responses to additional information requests must be provided in a timely manner: 
	-Level One investigation within 1 week -Level Two or Three investigation within 4 weeks. 
	Progress in relation to timeliness of completed investigation reports will be monitored and reported to HSCB/PHA Regional SAI Group. Any variance from timescales and processes will be escalated, if necessary, to the HSCB’s bi-monthly meetings with Trusts. 
	7.0 OTHER INVESTIGATIVE PROCESSES 
	The reporting of SAIs to the HSCB will work in conjunction with all other HSC investigation processes, statutory agencies and external bodies. In that regard, all existing reporting arrangements, where there are statutory or mandatory reporting obligations, will continue to operate in tandem with this procedure. 
	In that regard, there may be occasions when a reporting organisation will have reported an incident via another process before or after it has been reported as a SAI. 
	7.1 Complaints in the HSC 
	Complaints in HSC’ Standards and Guidelines for Resolution and Learning (The Guidance) outlines how HSC organisations should deal with complaints raised by persons who use/have used, or are waiting to use HSC services. While it is a separate process to the management and follow-up of SAIs, there will be occasions when an SAI has been reported by a HSC organisation, and subsequently a complaint is received relating to the same incident or issues, or alternatively, a complaint may generate the reporting of an
	In these instances, the relevant HSC organisation must be clear as to how the issues of complaint will be investigated. For example, there may be elements of the complaint that will be solely reliant on the 
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	outcome of the SAI investigation and there may be aspects of the complaint which will not be part of the SAI investigation and can only be investigated under the Complaints Procedure. 
	It is therefore important that complaints handling staff and staff who deal with SAIs communicate effectively and regularly when a complaint is linked to a SAI investigation. This will ensure that all aspects of the complaint are responded to effectively, via the most appropriate means and in a timely manner. Fundamental to this, will obviously be the need for the organisation investigating the complaint to communicate effectively with the complainant in respect of how their complaint will be investigated, 
	7.2 HSCB Social Care Untoward Events Procedure 
	The above procedure provides guidance on the reporting of incidents relating to statutory functions under the Children (NI) Order 1995. 
	If, during the investigation of an incident reported under the HSCB Untoward Events procedure, it becomes apparent the incident meets the criteria of a SAI, the incident should immediately be notified to the HSCB as a SAI. Board officers within the HSCB will close the Untoward Events incident and the incident will continue to be managed via the SAI process. 
	7.3 Child Protection and Adult Protection 
	Any incident involving the suspicion or allegation that a child or adult is at risk of abuse, exploitation or neglect should be investigated under the procedures set down in relation to a child and adult protection. 
	If during the investigation of one of these incidents it becomes apparent that the incident meets the criteria for an SAI, the incident will immediately be notified to the HSCB as an SAI. 
	It should be noted that, where possible, safeguarding investigations will run in parallel as separate investigations to the SAI process with the relevant findings from these investigations informing the SAI investigation and vice versa. However, all such investigations should be conducted in accordance with the processes set out in the Protocols for Joint Investigation of Cases of Alleged or Suspected Abuse of Children or Adults. 
	In these circumstances, the DRO should liaise closely with the HSC Trusts on the progress of the investigation and the likely timescales for completion of the SAI Report. 
	On occasion the incident under investigation may be considered so serious as to meet the criteria for a Case Management Review (CMR) 
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	for children, set by the Safeguarding Board for Northern Ireland; a Serious Case Review (SCR) for adults set by the Northern Ireland Adult Safeguarding Partnership; or a Domestic Homicide Review. 
	In these circumstances, the incident will be notified to the HSCB as an SAI. This notification will indicate that a CMR, SCR or Domestic Homicide Review is underway. This information will be recorded on the Datix system, and the SAI will be closed. 
	7.4 Transferring SAIs to other Investigation Processes 
	Following notification and initial investigation of a SAI, more information may emerge that determines the need for a specialist investigation. 
	This type of investigation includes: 
	-Case Management Reviews 
	-Serious Case Reviews 
	-Independent / Public Inquiry. 
	Once a DRO has been informed a SAI has transferred to one of the above investigation s/he will close the SAI and inform all relevant organisations. 
	7.5 De-escalating a SAI 
	It is recognised that organisations report SAIs based on limited information and the situation may change when more information has been gathered; which may result in the incident no longer meeting the SAI criteria. 
	Where a reporting organisation has determined the incident reported no longer meets the criteria of a SAI, a request to de-escalate the SAI should be submitted immediately to the HSCB by completing section 18 of the SAI notification form (Additional Information following initial Notification). 
	The DRO will review the request to de-escalate and will inform the reporting organisation and RQIA (where relevant) of the decision as soon as possible and at least within 5 working days from the request was submitted. 
	If the DRO agrees, the SAI will be de-escalated and no further SAI investigation will be required. The reporting organisation may however continue to investigate as an adverse incident or in line with other HSC investigation processes (as highlighted above). If the DRO makes a decision that the SAI should not be de-escalated the investigation report should be submitted in line with previous timescales. 
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	It is important to protect the integrity of the SAI investigation process from situations where there is the probability of disciplinary action, or criminal charges. The SAI investigation team must be are aware of the clear distinction between the aims and boundaries of SAI investigations, which are solely for the identification and reporting learning points, compared with disciplinary, regulatory or criminal processes. 
	HSC organisations have a duty to secure the safety and well-being of patients, the investigation to determine root causes and learning points should still be progressed in parallel with other investigations, ensuring remedial actions are put in place as necessary and to reduce the likelihood of recurrence. 
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	8.0 LEARNING FROM SAIs 
	The key aim of this procedure is to improve services and reduce the risk of incident recurrence, both within the reporting organisation and across the HSC as a whole. The dissemination of learning following a SAI is therefore core to achieving this and to ensure shared lessons are embedded in practice and the safety and quality of care provided. 
	HSCB in conjunction with the PHA will: 
	-ensure that themes and learning from SAIs are identified and disseminated for implementation in a timely manner; this may be done via: 
	-provide an assurance mechanism that learning from SAIs has been disseminated and appropriate action taken by all relevant organisations; 
	-review and consider learning from external/independent reports relating to quality/safety. 
	It is acknowledged HSC organisations will already have in place mechanisms for cascading local learning from adverse incidents and SAIs internally within their own organisations, which should run in parallel with the dissemination of any regional learning issued by HSCB/PHA. 
	9.0 REGIONAL ADVERSE INCIDENT LEARNING SYSTEM (RAIL) 
	Future introduction of any regional learning system, such as the Regional Adverse Incident Learning System (RAIL), will include establishing links with the procedure for learning from SAIs to contribute to a regional whole system approach to learning in health and social care. 
	10.0 TRAINING AND SUPPORT 
	10.1 Training 
	Training will be provided to ensure that those involved in SAI investigations have the correct knowledge and skills to carry out their role, i.e: 
	-Chair and/or member of an SAI investigation team -HSCB/PHA DRO. 
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	This will be achieved through an educational process in collaboration with all organisations involved, and will include training on investigation processes, policy distribution and communication updates. 
	10.2 Support 
	The HSCB/PHA will develop a panel of ‘lay people’ with professional areas of expertise in health and social care, which organisations can call upon to act as a chair and/or a member of a SAI investigation team (particularly when a degree of independence to the team is required). 
	The HSCB/PHA will ensure lay people are trained in investigation techniques for all three levels of investigation (similar to training as indicated above). 
	If a DRO wants a particular clinical view on the SAI investigation, the Governance Team will secure that input, under the direction of the DRO. 
	11.0 INFORMATION GOVERNANCE 
	The SAI process deals with a considerable amount of sensitive personal information. Appropriate measures must be put in place to ensure the safe and secure transfer of this information. As a minimum the HSCB would recommend the following measures be adopted when transferring patient/client identifiable information via e-mail or by standard hard copy mail: 
	-E-Mail – All e-mails containing patient identifiable information sent outside of the HSC e-mail network must be encrypted. E-mails sent within the secure HSC Network (e-mail addresses ending in , n-i.gov.uk, or n-i.gov.net) are more secure however attachments/content that contains patient level information should still be protected. This can be done by password protecting Microsoft Word and Excel attachments. Passwords can then be relayed via the telephone to ensure the correct individual gains access. 
	-Standard Mail – It is recommended that any mail which is deemed valuable, confidential or sensitive in nature (such as patient level information) should be sent using ‘Special Delivery’ Mail. 
	Further guidance is available from the HSCB Information Governance Team on: Tel 028 3741 4646 
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	12.0 ROLE OF DESIGNATED REVIEW OFFICER (DRO) 
	A DRO is a senior professional/officer within the HSCB / PHA and has a key role in the implementation of the SAI process namely: 
	-liaising with reporting organisations on any immediate action to be taken following notification of a SAI; 
	-agreeing the Terms of Reference for Level 2 and 3 investigations; 
	-reviewing completed SAI investigation reports and liaising with other professionals (where relevant); 
	-liaising with reporting organisations where there may be concerns regarding the robustness of the investigation or where there are any issues with proposed action plans; 
	-identification of regional learning, where relevant. 
	An internal HSCB/PHA protocol provides further guidance for DROs regarding the nomination and role of a DRO. 
	Page 24 
	SECTION THREE 
	13.0 PROCESS 
	13.1 Reporting Serious Adverse Incidents 
	Any adverse incident that meets the criteria of a SAI as indicated in section 4.2 should be reported within 72 hours of the incident being discovered using the SAI Notification Form (Appendix 1) and forwarded to 
	HSC Trusts to copy RQIA at in line with notifications relevant to the functions, powers and duties of RQIA as detailed in section 3.6 of this procedure. 
	Any SAI reported by FPS or ICVS must be reported in line with section 3 of this procedure 
	Reporting managers must comply with the principles of confidentiality when reporting SAIs and must not refer to service users or staff by name or by any other identifiable information. A unique Incident Reference/Number should be utilised on all forms/reports and associated correspondence submitted to the HSCB/PHA and this should NOT be the patients H &C Number or their initials. (See section 11 – Information Governance) 
	Note: Appendix 2 provides guidance notes to assist in the completion of the SAI Notification form 
	13.2 Reporting Interface Incidents 
	In line with section 3.4 of this procedure, any organisation alerted to an incident which it feels has the potential to be a SAI should report the incident to the HSCB using the Interface Incident Notification form (Appendix 3) to . 
	An organisation who has been contacted by the HSCB Governance Team re: an interface incident being reported; will consider the incident in line with section 4.2 of the procedure, and if deemed it meets the criteria of a SAI, will report to the HSCB in line with 13.1 of this procedure. 
	13.3 Acknowledging SAI Notification 
	On receipt of SAI notification HSCB Governance Team will record the SAI on the DATIX risk management system and electronically acknowledge receipt of SAI notification to reporting organisation; advising of the HSCB unique identification number, and requesting the completion of SEA Report within 4 week (6 weeks by exception) from 
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	the date the incident is reported. Where relevant, RQIA will be copied into this receipt (Refer to Appendix 14 – Administrative Protocol between HSCB and RQIA) 
	13.4 Designated Review Officer (DRO) 
	Following receipt of a SAI the Governance Team will circulate the SAI Notification Form to the relevant Lead Officers within the HSCB/PHA to assign a DRO. 
	Once assigned the DRO will consider the SAI notification and if necessary, will contact the reporting organisation to confirm all immediate actions following the incident have been implemented. 
	13.5 Investigation Reports 
	Note: Appendices 5 and 7 provide guidance notes to assist in the completion of Level 1, 2 & 3 investigation reports. 
	Timescales for submission of investigation reports will be in line with section 6.0 of this procedure. 
	On receipt of an investigation report, the Governance Team will forward to the relevant DRO and where relevant RQIA. 
	The DRO will consider the adequacy of the investigation report and liaise with relevant professionals/officers including RQIA (where relevant) to ensure that the reporting organisation has taken reasonable action to reduce the risk of recurrence and determine if the SAI can be closed. 
	If the DRO is not satisfied that the report reflects a robust and timely investigation s/he will continue to liaise with the reporting organisation and/or other professionals /officers, including RQIA (where relevant) until a satisfactory response is received. 
	When the DRO (in conjunction with relevant professionals/officers) is satisfied (based on the information provided) that the investigation has been robust and recommendations are appropriate, he/she will complete an internal DRO Form validating their reason for closure. 
	13.6 Closure of SAI 
	On receipt of the internal DRO Form, the Governance Team will submit an email to the reporting organisation to advise the SAI has been closed, copied to RQIA (where relevant). 
	This will indicate that based on the investigation report received and any other information provided that the DRO is satisfied to close the SAI. It will acknowledge that any recommendations and further actions 
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	required will be monitored through the reporting organisation’s internal governance arrangements in order to reassure the public that lessons learned, where appropriate have been embedded in practice. 
	On some occasions and in particular when dealing with particularly complex SAIs, a DRO may close a SAI but request the reporting organisation provides an additional assurance mechanism by advising within a stipulated period of time, that action following a SAI has been implemented. In these instances, monitoring will be followed up via the Governance team. 
	13.7 Regional Learning from SAIs 
	If the DRO identifies any regional learning arising from the SAI investigation, this will be considered by the HSCB/PHA regional group and where relevant, will be disseminated as outlined in section 9.0. 
	13.8 Communication 
	All communication between HSCB/PHA and reporting organisation must be conveyed between the HSCB Governance department and Governance departments in respective reporting organisations. This will ensure all communication both written and verbal relating to the 
	SAI, is recorded on the HSCB DATIX risk management system. 
	14.0 EQUALITY 
	This procedure has been screened for equality implications as required by Section 75 and Schedule 9 of the Northern Ireland Act 1998. Equality Commission guidance states that the purpose of screening is to identify those policies which are likely to have a significant impact on equality of opportunity so that greatest resources can be devoted to these. 
	Using the Equality Commission's screening criteria, no significant equality implications have been identified. The procedure will therefore not be subject to equality impact assessment. 
	Similarly, this procedure has been considered under the terms of the Human Rights Act 1998 and was deemed compatible with the European Convention Rights contained in the Act. 
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	SECTION FOUR APPENDICES 
	APPENDICES 
	Page 28 
	APPENDIX 1 
	Page 29 
	Completed proforma should be sent to: and (where relevant) 
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	APPENDIX 2 
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	Completed proforma should be sent to: and (where relevant) 
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	APPENDIX 3 
	Completed proforma should be sent to: 
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	APPENDIX 4 
	LEVEL ONE – SIGNIFICANT EVENT AUDIT REPORT 
	WHAT HAPPENED? 
	WHY DID IT HAPPEN? 
	WHAT HAS BEEN LEARNED? 
	WHAT HAS BEEN CHANGED? 
	RECOMMENDATIONS FOLLOWING THE LEVEL ONE SEA: 
	Where a Level two or three investigation is recommended please complete the sections below 
	THE INVESTIGATION TEAM : 
	INVESTIGATION TERMS OF REFERENCE: 
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	APPENDIX 5 
	LEVEL ONE – SIGNIFICANT EVENT AUDIT REPORT GUIDANCE 
	WHAT HAPPENED? 
	(Describe in detailed chronological order what actually happened. Consider, for instance, how it happened, where it happened, who was involved and what the impact was on the patient/service user, the team, organisation and/or others). 
	WHY DID IT HAPPEN? 
	(Describe the main and underlying reasons contributing to why the event happened.  Consider for instance, the professionalism of the team, the lack of a system or failing in a system, the lack of knowledge or the complexity and uncertainty associated with the event) 
	WHAT HAS BEEN LEARNED? 
	(Based on the reason established as to why the event happened, outline the learning identified. Demonstrate that reflection and learning have taken place on an individual or team basis and that relevant team members have been involved in the analysis of the event. Consider, for instance: a lack of education and training; the need to follow systems or procedures; the vital importance of team working or effective communication) 
	WHAT HAS BEEN CHANGED? 
	(Based on the understanding of why the event happened and the identification of learning, outline the action(s) agreed and implemented, where this is relevant or feasible.  Consider, for instance: if a protocol has been amended, updated or introduced; how was this done and who was involved; how will this change be monitored. It is also good practice to attach any documentary evidence of change e.g. a new procedure or protocol. 
	Action plans should be developed and set out how learning will be implemented, with named leads responsible for each action point (Refer to Appendix 8 Minimum Standards for Action Plans).  This section should clearly demonstrate the arrangements in place to successfully deliver the action plan). 
	RECOMMENDATIONS FOLLOWING THE LEVEL ONE SEA: 
	(Following the SEA it may become apparent that a more in depth investigation is required. Use this section to record if a Level two or three investigation is required). 
	Page 36 
	APPENDIX 6 
	Insert organisation Logo 
	Root Cause Analysis Report on the investigation of aSerious Adverse Incident 
	Organisation’s Unique Case Identifier: 
	Date of Incident/Event: 
	HSCB Unique Case Identifier: 
	Responsible Lead Officer: Designation: Report Author: Date report signed off: Date submitted to HSCB: 
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	1.0 EXECUTIVE SUMMARY 
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	7.0 CONCLUSIONS 
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	APPENDIX 7 
	Health and Social Care Regional Guidance for Level 2 & 3 RCA Incident Investigation/Review Reports 
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	INTRODUCTION 
	This document is a revision of the template developed by the DHSSPS Safety in Health and Social Care Steering Group in 2007 as part of the action plan contained within “Safety First: A Framework for Sustainable Improvement in the HPSS.” 
	The purpose of this template and guide is to provide practical help and support to those writing investigation reports and should be used, in as far as possible, for drafting all HSC Level Two and Level Three incident investigation/review reports. It is intended as a guide in order to standardise all such reports across the HSC including both internal and external reports.  
	The investigation report presents the work of the investigation team and provides all the necessary information about the incident, the investigation process and outcome of the investigation. The purpose of the report is to provide a formal record of the investigation process and a means of sharing the learning. The report should be clear and logical, and demonstrate that an open and fair approach has taken place. 
	This guide should assist in ensuring the completeness and readability of such reports. The headings and report content should follow, as far as possible, the order that they appear within the template. Composition of reports to a standardised format will facilitate the collation and dissemination of any regional learning. 
	This template was designed primarily for incident investigation/reviews however it may also be used to examine complaints and claims. 
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	Insert organisation Logo 
	Report on the investigation of a Serious Adverse Incident 
	Organisation’s Unique Case Identifier: 
	Date of Incident/Event: 
	HSCB Unique Case Identifier: 
	Responsible Lead Officer: Designation: Report Author: Date report signed off: Date submitted to HSCB: 
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	Memorandum of understanding: Investigating patient or client safety incidents (Unexpected death or serious untoward harm)- 
	http://www.dhsspsni.gov.uk/ph_mou_investigating_patient_or_client_safety_incidents.pdf 
	Protocol for Joint Investigation of Alleged and Suspected Cases of Abuse of Vulnerable Adults 2009 
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	4 
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	APPENDIX 8 
	MINIMUM STANDARDS FOR ACTION PLANS 
	The action plan must define: 
	The action plan MUST contain the following 
	Page 48 
	APPENDIX 9 
	LEVEL ONE INVESTIGATION -GUIDANCE ON INVESTIGATION TEAM MEMBERSHIP FOR SIGNIFICANT EVENT ANALYSIS 
	The level of investigation of an incident should be proportionate to its significance; this is a judgement to be made by the Investigation Team. 
	Membership of the team should include all relevant professionals but should be appropriate and proportionate to the type of incident and professional groups involved. Ultimately, for a level one investigation, it is for each team to decide who is invited, there has to be a balance between those who can contribute to an honest discussion, and creating such a large group that discussion of sensitive issues is inhibited. 
	The investigating team should appoint an experienced facilitator or lead investigating officer from within the team to co-ordinate the review. The role of the facilitator is as follows: 
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	APPENDIX 10 
	LEVEL TWO INVESTIGATION -GUIDANCE ON INVESTIGATION TEAM MEMBERSHIP 
	The level of investigation undertaken will determine the degree of leadership, overview and strategic review required. The level of investigation of an incident should therefore be proportionate to its significance. This is a judgement to be made by the Investigation Team. 
	The core investigation team should comprise a minimum of three people of appropriate seniority and objectivity. Investigation teams should be multidisciplinary, (or involve experts/expert opinion/independent advice or specialist investigators). The team shall have no conflicts of interest in the incident concerned and should have an Independent Chair. (In the event of a suspected homicide HSC Trusts should follow the HSCB Protocol for responding to SAIs in the event of a Homicide -February 2012) 
	The Chair of the team shall be independent of the service area where the incident occurred and should have relevant experience of the service area and/or chairing investigations/reviews. He/she shall not have been involved in the direct care or treatment of the individual, or be responsible for the service area under investigation. The Chair may be sourced from the HSCB Lay People Panel (a panel of ‘lay people’ with clinical or social care professional areas of expertise in health and social care, who could
	Where multiple (two or more) HSC providers of care are involved, an increased level of independence shall be required. In such instances, the Chair shall be completely independent of the main organisations involved. 
	Where the service area is specialised, the Chair may have to be appointed from another HSC Trust or from outside NI. 
	Membership of the team should include all relevant professionals, but should be appropriate and proportionate to the type of incident and professional groups involved. 
	Membership shall include an experienced representative who shall support the review team in the application of the root cause analysis methodologies and techniques, human error and effective solutions based development. 
	Members of the team shall be separate from those who provide information to the investigation team. 
	It may be helpful to appoint an investigation officer from within the investigation team to co-ordinate the review. 
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	APPENDIX 11 
	LEVEL THREE INVESTIGATION -GUIDANCE ON INVESTIGATION TEAM MEMBERSHIP 
	The level of investigation shall be proportionate to the significance of the incident. The same principles shall apply, as for level two investigations. The degree of independence of the investigation team will be dependent on the scale, complexity and type of the incident. 
	Team membership for level 3 investigations will be agreed between the reporting organisation and the HSCB/PHA DRO prior to the level 3 investigation commencing. 
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	APPENDIX 12 
	Where a SAI involves multiple (two or more) HSC providers of care (e.g. a patient affected by system failures both in an acute hospital and in primary care), a decision must be taken regarding who will lead the investigation and reporting. This may not necessarily be the initial reporting organisation. 
	The general rule is for the provider organisation with greatest contact with the patient/service user to lead the investigation and action. There may, however, be good reason to vary this arrangement e.g. where a patient has died on another organisation’s premises. The decision should be made jointly by the organisations concerned, if necessary referring to the HSCB Designated Review Officer for advice. The lead organisation must be agreed by all organisations involved. 
	It will be the responsibility of the lead organisation to engage all organisations in the investigation as appropriate. This involves collaboration in terms of identifying the appropriate links with the other organisations concerned and in practice, separate meetings in different organisations may take place, but a single investigation report and action plan should be produced by the lead organisation and submitted to the HSCB in the agreed format. 
	Points to consider: -If more than one service is being provided , then all services are required to provide information / involvement reports to the investigation team 
	-All service areas should be represented in terms of professional makeup / expertise on the investigation team 
	-If more than one Trust/Agency is involved in the care of an individual, that the review is conducted jointly with all Trusts/Agencies involved. 
	-Relevant service providers, particularly those under contract with HSC to provide some specific services, should also be enjoined. 
	-There should be a clearly articulated expectation that the service user (where possible) and family carers, perspective should be canvassed, as should the perspective of staff directly providing the service, to be given consideration by the panel. 
	-The perspective of the GP and other relevant independent practitioners providing service to the individual should be sought. 
	-Service users and carer representatives should be invited / facilitated to participate in the panel discussions with appropriate safeguards to protect the confidentiality of anyone directly involved in the case. 
	This guidance should be read in conjunction with: 
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	-Guidance on Investigation Team Membership (Refer to Appendix 9 to 11) -Guidance on completing HSC Investigation Report Level  2 and 3 (Refer to Appendix 7) 
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	APPENDIX 13 
	PROTOCOL FOR RESPONDING TO SERIOUS ADVERSE INCIDENTS IN THE EVENT OF A HOMICIDE -2013 
	1. INTRODUCTION AND PURPOSE 
	1.1.INTRODUCTION 
	The Health and Social Care Board (HSCB) Procedure for the Reporting and Follow up of Serious Adverse Incidents (SAIs) was issued in April 2010 and revised October 2013. This procedure provides guidance to Health and Social Care (HSC) Trusts and HSCB Integrated Care staff in relation to the reporting and follow up of SAIs arising during the course of business of a HSC organisation, Special Agency or commissioned service. 
	This paper is a revised protocol, developed from the above procedure, for the specific SAIs which involves an alleged homicide perpetrated by a service user (who will remain anonymous) with a mental illness or disorder (as defined within the Mental Health (NI) Order 1986) and known to/referred to mental health and/or learning disability services, in the 12 months (1 year) prior to the incident. 
	This paper should be read in conjunction with Promoting Quality Care – Good Practice Guidance on the Assessment and Management of Risk in Mental Health and Learning Disability Services (Sept 2009 & May 2010). 
	1.2.PURPOSE 
	The purpose of this protocol is to provide HSC Trusts with a standardised approach in managing and coordinating the response to a SAI involving homicide. 
	2. THE PROCESS 
	2.1.REPORTING SERIOUS ADVERSE INCIDENTS 
	Refer to the HSCB Procedure for the Reporting and Follow up of Serious Adverse Incidents revised in 2013. 
	2.2.MULTI-DISCIPLINARY REVIEW 
	As indicated in Promoting Quality Care (5.0) an internal multi-disciplinary review must be held as soon as practicable following an adverse incident. Where the SAI has resulted in homicide a more independent response is required. 
	An independent review team should be set up within twenty working days, of the notification of the incident, to the Trust. 
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	2.3.ESTABLISHING AN INDEPENDENT REVIEW TEAM 
	2.3.1CHAIR 
	The Chair of the Review Team should be independent from the HSC Trust, not a Trust employee or recently employed by the Trust. They should be at Assistant Director level or above with relevant professional expertise. 
	It is the role of the Chair to ensure engagement with families, that their views are sought, that support has been offered to them at an early stage and they have the opportunity to comment on the final draft of the report. 
	2.3.2MEMBERSHIP 
	A review team should include all relevant professionals. The balance of the Team should include non-Trust staff and enable the review team to achieve impartiality, openness, independence, and thoroughness in the review of the incident. [ref: Case Management Review Chapter 10 Cooperating to Protect Children]. 
	The individuals who become members of the Team must not have had any line management responsibility for the staff working with the service user under consideration. The review team must include members who are independent of HSC Trusts and other agencies concerned. 
	Members of the review team should be trained in the Procedure for the Reporting and Follow up of Serious Adverse Incidents 2013 
	3. TERMS OF REFERENCE 
	The terms of reference for the review team should be drafted at the first meeting of the review team and should be agreed by the HSCB before the second meeting. 
	The Terms of Reference should include, as a minimum, the following: 
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	4. TIME SCALES 
	The notification to the Trust of a SAI, resulting in homicide, to the Trust is the starting point of this process. 
	The Trust should notify the HSCB within 24hours and the Regulation and Quality Improvement Authority (RQIA) as appropriate. 
	An independent review team should be set up within twenty working days of the notification of the incident to the Trust. 
	The team should meet to draft the terms of reference within a further five working days (i.e. twenty five days from notification of the incident to the Trust). 
	The HSCB should agree the terms of reference within a further five working days to enable work to begin at a second meeting. 
	The review team should complete their work and report to the HSCB within 14 weeks, this may be affected by PSNI investigations. 
	FLOWCHART OF PROCESS WITH TIMESCALES 
	NB Days refers to working days from the date of notification of the incident to the Trust 
	5. THE HEALTH AND SOCIAL CARE BOARD RESPONSIBILITY 
	On receipt of the completed Trust review report the HSCB will consider the findings and recommendations of the report and must form a view as to whether or not an Independent Inquiry is required. 
	The HSCB must advise the Department of Health, Social Services and Public Safety (DHSSPS) as to whether or not an Independent Inquiry is required in this particular SAI. 
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	APPENDIX 14 
	On receipt of a SAI notification and where a HSC Trust has also copied RQIA into the same notification, the following steps will be applied: 
	All communications to be sent or copied via: 
	HSCB Governance Team:  and RQIA: 
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	HSC Regional Impact Table – with effect from April 2013 
	HSC Board and PHA Headquarters Chief Executives of Arm’s Length Bodies 
	Belfast 
	BT2 8BS 
	Tel: 0300 555 0115 
	17 November 2016 
	Dear Colleagues 
	Revised Procedure for the Reporting and Follow up of Serious Adverse Incidents (SAI) – November 2016 
	Over recent months a number of issues have arisen that impact on the current SAI process. The HSCB and PHA have therefore recently completed a review of the procedure, and as a result a number of amendments have been made to the procedure. 
	The main changes to the procedure are as follows: 
	Quality Assurance of Level 1 SEA Review Reports (page 14 of attached procedure refers) 
	Never Events (page 25 of procedure refers) 
	 Engagement/Communication with Service Users/Family/Carers following a Serious Adverse Incident 
	Service User/Family/Carer Engagement Checklist (appendices 4 -7 refers) 
	The above checklist which forms part of all levels of review reports, has been updated to reflect where relevant, the service user/family carer has been advised: 
	A guide for Health and Social Care Staff (Addendum 1 of procedure refers) 
	The above guidance has been revised to reflect: 
	Reporting of Falls (page 20 of procedure refers) 
	The Report on Falls Resulting in Moderate to Service Harm was issued in March 2016. As a result, a new process has been developed, with phased implementation, which enables Trusts to undertake a timely local post falls review, and report the learning from these incidents to the Regional Falls Group, rather than being reported routinely as SAIs. 
	In addition to the above, all other changes to the process, previously communicated to ALBs since October 2013, are incorporated within this review. 
	Implementation 
	I would therefore request you circulate this letter together with the attached procedure to all relevant staff within your organisation. The procedure can also be accessed via the following link: 
	. 
	Templates contained within the procedure will be issued separately, in word format, to your Governance Lead or relevant point of contact. 
	RQIA/GAIN strategic projects and subsequent publication of those reports. In the meantime, if you attached, please contact Anne Kane ) or Lynne Charlton in the first instance. 
	Valerie Watts Chief Executive 
	Encs 
	cc Chief Medical Officer, DoH 
	Chief Nursing Officer, DoH 
	Chief Pharmaceutical Officer, DoH 
	Dr Paddy Woods, DCMO, DoH 
	Mr Brian Godfrey, Head of Safety Strategy Unit, DoH 
	Mr Fergal Bradley, Safety, Quality and Standards, DoH 
	Medical Director, RQIA 
	Mrs Theresa Nixon, Director of Mental Health and Learning Disability and 
	Social Work, RQIA 
	Kathy Fodey, Director of Regulation and Nursing, RQIA 
	HSC Trust Medical Directors 
	HSC Trust Directors of Nursing 
	HSC Trust Governance and Risk Management Leads 
	HSC Trust Directors of Mental Health and Learning Disability 
	HSCB SMT 
	Mrs Anne Kane, Governance Manager, HSCB 
	Ms Lynne Charlton, Head of Nursing, Quality, Safety & Patient Experience 
	Procedure for the Reporting and Follow up of  Serious Adverse Incidents 
	November 2016 Version 1.1 
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	FOREWORD 
	Commissioners and Providers of health and social care want to ensure that when a serious event or incident occurs, there is a systematic process in place for safeguarding services users, staff, and members of the public, as well as property, resources and reputation. 
	One of the building blocks for doing this is a clear, regionally agreed approach to the reporting, management, follow-up and learning from serious adverse incidents (SAIs). Working in conjunction with other Health and Social Care (HSC) organisations, this procedure was developed to provide a system-wide perspective on serious incidents occurring within the HSC and Special Agencies and also takes account of the independent sector where it provides services on behalf of the HSC. 
	The procedure seeks to provide a consistent approach to: 
	-what constitutes a serious adverse incident; 
	-clarifying the roles, responsibilities and processes relating to the reporting, 
	reviewing, dissemination and implementation of learning; 
	-fulfilling statutory and regulatory requirements; 
	-tools and resources that support good practice. 
	Our aim is to work toward clearer, consistent governance arrangements for reporting and learning from the most serious incidents; supporting preventative measures and reducing the risk of serious harm to service users. 
	The implementation of this procedure will support governance at a local level within individual organisations and will also improve existing regional governance and risk management arrangements by continuing to facilitate openness, trust, continuous learning and ultimately service improvement. 
	This procedure will remain under continuous review. 
	Valerie Watts 
	Chief Executive 
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	SECTION ONE -PROCEDURE 
	1.0 BACKGROUND 
	Circular HSS (PPM) 06/04 introduced interim guidance on the reporting and follow-up on serious adverse incidents (SAIs). Its purpose was to provide guidance for HPSS organisations and special agencies on the reporting and management of SAIs and near misses. 
	http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/hss(ppm)06-04.pdf 
	Circular HSS (PPM) 05/05 provided an update on safety issues; to underline the need for HPSS organisations to report SAIs and near misses to the DHSSPS in line with Circular HSS (PPM) 06/04. 
	http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/hssppm05-05.pdf 
	Circular HSS (PPM) 02/2006 drew attention to certain aspects of the reporting of SAIs which needed to be managed more effectively. It notified respective organisations of changes in the way SAIs should be reported in the future and provided a revised report pro forma. It also clarified the processes DHSSPS had put in place to consider SAIs notified to it, outlining the feedback that would then be made to the wider HPSS. 
	http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/qpi_adverse_incidents_circu 
	In March 2006, DHSSPS introduced Safety First: A Framework for Sustainable Improvement in the HPSS. The aim of this document was to draw together key themes to promote service user safety in the HPSS. Its purpose was to build on existing systems and good practice so as to bring about a clear and consistent DHSSPS policy and action plan. 
	http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/safety_first_
	The Health and Personal Social Services (Quality Improvement and Regulation) (Northern Ireland) Order 2003 imposed a ‘statutory duty of quality’ on HPSS Boards and Trusts. To support this legal responsibility, the Quality Standards for Health and Social Care were issued by DHSSPS in March 2006. 
	www.health-ni.gov.uk/publications/quality-standards-health-and-social-care-documents 
	Circular HSC (SQS) 19/2007 advised of refinements to DHSSPS SAI system and of changes which would be put in place from April 2007, to promote learning from SAIs and reduce any unnecessary duplication of paperwork for organisations. It also clarified arrangements for the reporting of breaches of patients waiting in excess of 12 hours in emergency care departments. 
	http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/hss__sqsd__19-07.pdf 
	Under the Provisions of Articles 86(2) of the Mental Health (NI) Order 1986, the Regulation & Quality Improvement Authority (RQIA) has a duty to make inquiry into any 
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	http://webarchive.proni.gov.uk/20101215075727/http://www.dhsspsni.gov.uk/print/utec_guidance_august_2007.pdf 
	Circular HSC (SQSD) 22/2009 provided specific guidance on initial changes to the operation of the system of SAI reporting arrangements during 2009/10. The immediate changes were to lead to a reduction in the number of SAIs that were required to be reported to DHSSPS. It also advised organisations that a further circular would be issued giving details about the next stage in the phased implementation which would be put in place to manage the transition from the DHSSPS SAI reporting system, through its cessat
	https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2022-09.pdf 
	Circular HSC (SQSC) 08/2010, issued in April 2010, provided guidance on the transfer of SAI reporting arrangements from the Department to the HSC Board, working in partnership with the Public Health Agency. It also provided guidance on the revised incident reporting roles and responsibilities of HSC Trusts, Family Practitioner Services, the Health & Social Care (HSC) Board and Public Health Agency (PHA), the extended remit of the Regulation & Quality Improvement Authority (RQIA), and the Department. 
	https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2008-10.pdf 
	Circular HSC (SQSD) 10/2010 advises on the operation of an Early Alert System, the arrangements to manage the transfer of Serious Adverse Incident (SAI) reporting arrangements from the Department to the HSC Board, working in partnership with the Public Health Agency and the incident reporting roles and responsibilities of Trusts, family practitioner services, the new regional organisations, the Health & Social Care (HSC) Board and Public Health Agency (PHA), and the extended remit of the Regulation & Qualit
	https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2010-10.pdf 
	In May 2010 the Director of Social Care and Children HSCB issued guidance on ‘Untoward Events relating to Children in Need and Looked After Children’ to HSC Trusts. This guidance clarified the arrangements for the reporting of events, aligned to delegated statutory functions and Departmental Guidance, which are more appropriately reported to the HSCB Social Care and Children’s Directorate. 
	In 2012 the HSCB issued the ‘Protocol for responding to SAIs involving an alleged homicide’. The 2013 revised HSCB ‘Protocol for responding to SAIs involving an alleged homicide’ is contained in Appendix 14. 
	Circular HSS (MD) 8/2013 replaces HSS (MD) 06/2006 and advises of a revised Memorandum of Understanding (MOU) when investigating patient or client safety incidents. This revised MOU is designed to improve appropriate information sharing and co-ordination when joint or simultaneous investigations/reviews are required when a serious incident occurs. 
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	www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss-md-8-2013.pdf 
	DHSSPS Memo dated 17 July 2013 from Chief Medical Officer introduced the HSCB/PHA protocol on the dissemination of guidance/information to the HSC and the assurance arrangements where these are required. The protocol assists the HSCB/PHA in determining what actions would benefit from a regional approach rather than each provider taking action individually. 
	http://intranet.hscb.hscni.net/documents/Governance/Information%20for%20DROs/002%20%20HSCB
	Circular HSC (SQSD) 56/16 (21 October 2016) from the Deputy Chief Medical Officer advises of the intention to introduce a Never Events process and that information relating to these events will be captured as part of the Serious Adverse Incident Process. The circular indicates the Never Events process will be based on the adoption of Never Event List with immediate effect. 
	https://www.health-ni.gov.uk/sites/default/files/publications/health/HSC-SQSD-56-16.pdf 
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	2.0 INTRODUCTION 
	The purpose of this procedure is to provide guidance to Health and Social Care (HSC) Organisations, and Special Agencies (SA) in relation to the reporting and follow up of Serious Adverse Incidents (SAIs) arising during the course of their business or  commissioned service. 
	The requirement on HSC organisations to routinely report SAIs to the Department of Health (DoH) {formerly known as the DHSSPS} ceased on 1 May 2010.  From this date, the revised arrangements for the reporting and follow up of SAIs, transferred to the Health and Social Care Board (HSCB) working both jointly with the Public Health Agency (PHA) and collaboratively with the Regulation and Quality Improvement Authority (RQIA). 
	This process aims to: 
	-Provide a mechanism to effectively share learning in a meaningful way; with a focus on safety and quality; ultimately leading to service improvement for service users; 
	-Provide a coherent approach to what constitutes a SAI; to ensure consistency in reporting across the HSC and Special Agencies; 
	-Clarify the roles, responsibilities and processes relating to the reporting, reviewing, dissemination and implementation of learning arising from SAIs which occur during the course of the business of a HSC organisation / Special Agency or commissioned/funded service; 
	-Ensure the process works simultaneously with all other statutory and regulatory organisations that may require to be notified of the incident or be involved the review; 
	-Keep the process for the reporting and review of SAIs under review to ensure it is fit for purpose and minimises unnecessary duplication; 
	-Recognise the responsibilities of individual organisations and support them in ensuring compliance; by providing a culture of openness and transparency that encourages the reporting of SAIs; 
	-Ensure trends, best practice and learning is identified, disseminated and implemented in a timely manner, in order to prevent recurrence; 
	-Maintain a high quality of information and documentation within a time bound process. 
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	3.0 APPLICATION OF PROCEDURE 
	3.1 Who does this procedure apply to? 
	This procedure applies to the reporting and follow up of SAIs arising during the course of the business in Department of Health (DoH) Arm’s Length Bodies (ALBs) i.e. 
	 HSC organisations (HSC) 
	-Health and Social Care Board -Public Health Agency -Business Services Organisation -Belfast Health and Social Care Trust -Northern Health and Social Care Trust -Southern Health and Social Care Trust -South Eastern Health and Social Care Trust -Western Health and Social Care Trust -Northern Ireland Ambulance Service -Regulation and Quality Improvement Authority 
	 Special Agencies (SA) 
	-Northern Ireland Blood Transfusion Service -Patient Client Council -Northern Ireland Medical and Dental Training Agency -Northern Ireland Practice and Education Council 
	The principles for SAI management set out in this procedure are relevant to all the above organisations. Each organisation should therefore ensure that its incident policies are consistent with this guidance while being relevant to its own local arrangements. 
	3.2 Incidents reported by Family Practitioner Services (FPS) 
	Adverse incidents occurring within services provided by independent practitioners within: General Medical Services, Pharmacy, Dental or Optometry, are routinely forwarded to the HSCB Integrated Care Directorate in line with the HSCB Adverse Incident Process within the Directorate of Integrated Care (September 2016). On receipt of reported adverse incidents the HSCB Integrated Care Directorate will decide if the incident meets the criteria of a SAI and if so will be the organisation responsible to report the
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	3.3 Incidents that occur within the Independent /Communityand Voluntary Sectors (ICVS) 
	SAIs that occur within ICVS, where the service has been commissioned/funded by a HSC organisation must be reported. For example: service users placed/funded by HSC Trusts in independent sector accommodation, including private hospital, nursing or residential care homes, supported housing, day care facilities or availing of HSC funded voluntary/community services. These SAIs must be reported and reviewed by the HSC organisation who has: 
	-referred the service user (this includes Extra Contractual Referrals) to the ICVS; 
	or, if this cannot be determined; 
	-the HSC organisation who holds the contract with the IVCS. 
	HSC organisations that refer service users to ICVS should ensure all contracts, held with ICVS, include adequate arrangements for the reporting of adverse incidents in order to ensure SAIs are routinely identified. 
	All relevant events occurring within ICVS which fall within the relevant notification arrangements under legislation should continue to be notified to RQIA. 
	3.4 Reporting of HSC Interface Incidents 
	Interface incidents are those incidents which have occurred in one organisation, but where the incident has been identified in another organisation. In such instances, it is possible the organisation where the incident may have occurred is not aware of the incident; however the reporting and follow up review may be their responsibility. It will not be until such times as the organisation, where the incident has occurred, is made aware of the incident; that it can be determined if the incident is a SAI. 
	In order to ensure these incidents are notified to the correct organisation in a timely manner, the organisation where the incident was identified will report to the HSCB using the HSC Interface Incident Notification Form (see Appendix 3). The HSCB Governance Team will upon receipt contact the organisation where the incident has occurred and advise them of the notification in order to ascertain if the incident will be reported as a SAI. 
	Some of these incidents will subsequently be reported as SAIs and may require other organisations to jointly input into the review. In these instances refer to Appendix 13 – Guidance on Joint Reviews. 
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	3.5 Incidents reported and Investigated/ reviewed by Organisations external to HSC and Special Agencies 
	The reporting of SAIs to the HSCB will work in conjunction with and in some circumstances inform the reporting requirements of other statutory agencies and external bodies. In that regard, all existing local or national reporting arrangements, where there are statutory or mandatory reporting obligations, will continue to operate in tandem with this procedure. 
	3.5.1 Memorandum of Understanding (MOU) 
	In February 2006, the DoH issued circular HSS (MD) 06/2006 − a Memorandum of Understanding − which was developed to improve appropriate information sharing and co-ordination when joint or simultaneous investigations/reviews are required into a serious incident. 
	Circular HSS (MD) 8/2013 replaces the above circular and advises of a revised MOU Investigating patient or client safety incidents which can be found on the Departmental website: 
	www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss
	md-8-2013.pdf 
	The MOU has been agreed between the DoH, on behalf of the Health and Social Care Service (HSCS), the Police Service of Northern Ireland (PSNI), the Northern Ireland Courts and Tribunals Service (Coroners Service for NI) and the Health and Safety Executive for Northern Ireland (HSENI). It will apply to people receiving care and treatment from HSC in Northern Ireland. The principles and practices promoted in the document apply to other locations, where health and social care is provided e.g. it could be appli
	It sets out the general principles for the HSCS, PSNI, Coroners Service for NI and HSENI to observe when liaising with one another. 
	The purpose of the MOU is to promote effective communication between the organisations. The MOU will take effect in circumstances of unexpected death or serious untoward harm requiring investigation by the PSNI, Coroners Service for NI or HSENI separately or jointly. This may be the case when an incident has arisen from or involved criminal intent, recklessness and/or gross negligence, or in the context of health and safety, a work-related death. 
	The MOU is intended to help: 
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	-Identify which organisations should be involved and the lead investigating body. 
	-Prompt early decisions about the actions and investigations/reviews thought to be necessary by all organisations and a dialogue about the implications of these. 
	-Provide an understanding of the roles and responsibilities of the other organisations involved in the memorandum before high level decisions are taken. 
	-Ensure strategic decisions are taken early in the process and prevent unnecessary duplication of effort and resources of all the organisations concerned. 
	HSC Organisations should note that the MOU does not preclude simultaneous investigations/reviews by the HSC and other organisations e.g. Root Cause Analysis by the HSC when the case is being reviewed by the Coroners Service and/or PSNI/HSENI. 
	In these situations, the Strategic Communication and Decision Group can be used to clarify any difficulties that may arise; particularly where an external organisation’s investigation/review has the potential to impede a SAI review and subsequently delay the dissemination of regional learning. 
	3.6 Reporting of SAIs to RQIA 
	RQIA have a statutory obligation to investigate some incidents that are also reported under the SAI procedure. In order to avoid duplication of incident notification and review, RQIA will work in conjunction with the HSCB/PHA with regard to the review of certain categories of SAI. In this regard the following SAIs should be notified to RQIA at the same time of notification to the HSCB: 
	-All mental health and learning disability SAIs reportable to RQIA under Article 86.2 of the Mental Health (NI) Order 1986. 
	-Any SAI that occurs within the regulated sector (whether statutory or independent) for a service that has been commissioned/funded by a HSC organisation. 
	It is acknowledged these incidents should already have been reported to RQIA as a ‘notifiable event’ by the statutory or independent organisation where the incident has occurred (in line with relevant reporting regulations). This notification will alert RQIA that the incident is also being reviewed as a SAI by the HSC organisation who commissioned the service. 
	-The HSCB/PHA Designated Review Officer (DRO) will lead and coordinate the SAI management, and follow up, with the reporting organisation; however for these SAIs this will be carried out in 
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	3.7 Reporting of SAIs to the Safeguarding Board for Northern Ireland 
	There is a statutory duty for the HSC to notify the Safeguarding Board for Northern Ireland of child deaths where: 
	-a child has died or been significantly harmed (Regulation 17(2)(a) 
	AND 
	-abuse/neglect suspected or child or sibling on child protection register or child or sibling is/has been looked after Regulation (2)(b) (see Appendix 17) 
	4.0 DEFINITION AND CRITERIA 
	4.1 Definition of an Adverse Incident 
	‘Any event or circumstances that could have or did lead to harm, loss or damage to people, property, environment or reputation’
	arising during the course of the business of a HSC organisation / Special Agency or commissioned service. 
	The following criteria will determine whether or not an adverse incident constitutes a SAI. 
	4.2 SAI criteria 
	4.2.1 serious injury to, or the unexpected/unexplained death of: 
	-a service user, (including a Looked After Child or a child whose name is on the Child Protection Register and those events which should be reviewed through a significant event audit) 
	-a staff member in the course of their work -a member of the public whilst visiting a HSC facility; 
	4.2.2 unexpected serious risk to a service user and/or staff member and/or member of the public; 
	4.2.3 unexpected or significant threat to provide service and/or maintain business continuity; 
	Source: DoH -How to classify adverse incidents and risk guidance 2006 
	http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/ph_how_to_classify_adverse__incidents_and_risk_-_guidance.pdf 
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	4.2.4 serious self-harm or serious assault (including attempted suicide, homicide and sexual assaults) by a service user, a member of staff or a member of the public within any healthcare facility providing a commissioned service; 
	4.2.5 serious self-harm or serious assault (including homicide and sexual 
	assaults) -on other service users, -on staff or -on members of the public 
	by a service user in the community who has a mental illness or disorder (as defined within the Mental Health (NI) Order 1986) and/or known to/referred to mental health and related services 
	(including CAMHS, psychiatry of old age or leaving and aftercare services) and/or learning disability services, in the 12 months prior to the incident; 
	4.2.6 suspected suicide of a service user who has a mental illness or disorder (as defined within the Mental Health (NI) Order 1986) and/or known to/referred to mental health and related services 
	(including CAMHS, psychiatry of old age or leaving and aftercare services) and/or learning disability services, in the 12 months prior to the incident; 
	4.2.7 serious incidents of public interest or concern relating to: -any of the criteria above -theft, fraud, information breaches or data losses -a member of HSC staff or independent practitioner. 
	ANY ADVERSE INCIDENT WHICH MEETS ONE OR MORE OF THE ABOVE CRITERIA SHOULD BE REPORTED AS A SAI. 
	Note: The HSC Regional Risk Matrix may assist organisations in determining the level of ‘seriousness’ refer to Appendix 16. 
	5.0 SAI REVIEWS 
	SAI reviews should be conducted at a level appropriate and proportionate to the complexity of the incident under review. In order to ensure timely learning from all SAIs reported, it is important the level of review focuses on the complexity of the incident and not solely on the significance of the event. 
	Whilst most SAIs will be subject to a Level 1 review, for some more complex SAIs, reporting organisations may instigate a Level 2 or 3 review immediately following the incident occurring. The level of review should be noted on the SAI notification form. 
	The HSC Regional Risk Matrix (refer to Appendix 16) may assist organisations in determining the level of ‘seriousness’ and subsequently the level of review to be 
	Page | 14 
	undertaken. SAIs which meet the criteria in 4.2 above will be reviewed by the reporting organisation using one or more of the following: 
	5.1 Level 1 Review – Significant Event Audit (SEA) 
	Most SAI notifications will enter the review process at this level and a SEA 
	will immediately be undertaken to: -assess what has happened; -assess why did it happened; 
	o what went wrong and what went well; -assess what has been changed or agree what will change; -identify local and regional learning. 
	(refer to Appendix 5 – Guidance Notes for Level 1 – SEA & Learning Summary Report; Appendix 9 – Guidance on Incident Debrief); and Appendix 10 – Level 1 Review -Guidance on review team membership) 
	The possible outcomes from the review may include: -closed – no new learning; -closed – with learning; -requires Level 2 or 3 review. 
	A SEA report will be completed which should be retained by the reporting organisation (see Appendices 4 and 5). 
	The reporting organisation will then complete a SEA Learning Summary Report (see Appendices 4 and 5 – Sections 1, 3-6), which should be signed off by the relevant professional or operational director and submitted to the HSCB within 8 weeks of the SAI being notified. 
	The HSCB will not routinely receive SEA reports unless specifically requested by the DRO. This process assigns reporting organisations the responsibility for Quality Assuring Level 1 SEA Reviews. This will entail engaging directly with relevant staff within their organisation to ensure the robustness of the report and identification of learning prior to submission to the HSCB. 
	If the outcome of the SEA determines the SAI is more complex and requires a more detailed review, the review will move to either a Level 2 or 3 RCA review. In this instance the SEA Learning Report Summary will be forwarded to the HSCB within the timescales outlined above, with additional sections being completed to outline membership and Terms of Reference of the team completing the Level 2 or 3 RCA review and proposed timescales. 
	5.2 Level 2 – Root Cause Analysis (RCA) 
	As stated above, some SAIs will enter at Level 2 review following a SEA. 
	When a Level 2 or 3 review is instigated immediately following notification of a SAI, the reporting organisation will inform the HSCB within 4 weeks, of the Terms of Reference (TOR) and Membership of the Review Team for Page | 15 
	consideration by the HSCB/PHA DRO. This will be achieved by submitting sections two and three of the review report to the HSCB. (Refer to Appendix 6 – template for Level 2 and 3 review reports). 
	The review must be conducted to a high level of detail (see Appendix 7 – template for Level 2 and 3 review reports). The review should include use of appropriate analytical tools and will normally be conducted by a multidisciplinary team (not directly involved in the incident), and chaired by someone independent to the incident but who can be within the same organisation. (Refer to Appendix 9 – Guidance on Incident Debrief); and Appendix 11 – Level 2 Review -Guidance on review team membership). 
	Level 2 RCA reviews may involve two or more organisations. In these instances, it is important a lead organisation is identified but also that all organisations contribute to, and approve the final review report (Refer to Appendix 13 Guidance on joint reviews/investigations). 
	On completion of Level 2 reviews, the final report must be submitted to the HSCB within 12 weeks from the date the incident was notified. 
	5.3 Level 3 – Independent Reviews 
	Level 3 reviews will be considered for SAIs that: -are particularly complex involving multiple organisations; -have a degree of technical complexity that requires independent 
	expert advice; -are very high profile and attracting a high level of both public and media attention. 
	In some instances the whole team may be independent to the organisation/s where the incident/s has occurred. 
	The timescales for reporting Chair and Membership of the review team will be agreed by the HSCB/PHA Designated Review Officer (DRO) at the outset (see Appendix 9 – Guidance on Incident Debrief); and Appendix 12 – Level 3 Review -Guidance on Review Team Membership). 
	The format for Level 3 review reports will be the same as for Level 2 reviews (see Appendix 7 – guidance notes on template for Level 2 and 3 reviews). 
	For any SAI which involves an alleged homicide by a service user who has a mental illness or disorder (as defined within the Mental Health (NI) Order 1986) and/or known to/referred to mental health and related services (including CAMHS, psychiatry of old age or leaving and aftercare services) and/or learning disability services, in the 12 months prior to the incident, the Protocol for Responding to SAIs in the Event of a Homicide, issued in 2012 and revised in 2013 should be followed (see Appendix 14). 
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	5.4 Involvement of Service Users/Family/Carers in Reviews 
	6.0 TIMESCALES 
	6.1 Notification 
	Any adverse incident that meets the criteria indicated in section 4.2 should be reported within 72 hours of the incident being discovered using the SAI Notification Form (see Appendix 1). 
	6.2 Review Reports 
	LEVEL 1 – SEA 
	SEA reports must be completed using the SEA template which will be retained by the reporting organisation (see Appendices 4 and 5). A SEA Learning Summary Report (see Appendices 4 and 5 – Sections 1, 3-6) must be completed and submitted to the HSCB within 8 weeks of the SAI being reported for all Level 1 SAIs whether learning has been identified or not. The Checklist for Engagement/Communication with Service User/Family/Carer following a SAI’ must also accompany the Learning Summary Report. 
	If the outcome of the SEA determines the SAI is more complex and requires a more detailed review, timescales for completion of the RCA will be indicated by Trusts via the Learning Summary Report to the HSCB. 
	LEVEL 2 – RCA 
	For those SAIs where a full RCA is instigated immediately, sections 2 and 3 of the RCA Report, outlining TOR and membership of the review team, must be submitted no later than within 4 weeks of the SAI being notified to the HSCB. 
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	RCA review reports must be fully completed using the RCA report template and submitted together with comprehensive action plans for each recommendation identified to the HSCB 12 weeks following the date the incident was notified.  (see Appendix 6 – Level 2 & 3 RCA Review Reports and Appendix 8 – Guidance on Minimum Standards for Action Plans). 
	LEVEL 3 – INDEPENDENT REVIEWS 
	Timescales for completion of Level 3 reviews and comprehensive action plans for each recommendation identified will be agreed between the reporting organisation and the HSCB/PHA DRO as soon as it is determined that the SAI requires a Level 3 review. 
	Note: Checklist for Engagement/Communication with Service User/Family/Carer following a SAI must accompany all SAI Review/Learning Summary Reports which are included within the report templates. 
	6.3 Exceptions to Timescales 
	In most circumstances, all timescales for submission of reports must be adhered to. However, it is acknowledged, by exception, there may be occasions where a review is particularly complex, perhaps involving two or more organisations or where other external organisations such as PSNI, HSENI etc.; are involved in the same review. In these instances the reporting organisation must provide the HSCB with regular updates. 
	6.4 Responding to additional information requests 
	Once the review / learning summary report has been received, the DRO, with appropriate clinical or other support, will review the report to ensure that the necessary documentation relevant to the level of review is adequate. 
	If the DRO is not satisfied with the information provided additional information may be requested and must be provided in a timely manner. Requests for additional information should be provided as follows: 
	-Level 1 review within 2 week -Level 2 or 3 review within 6 weeks 
	7.0 OTHER INVESTIGATIVE/REVIEW PROCESSES 
	The reporting of SAIs to the HSCB will work in conjunction with all other HSC investigation/review processes, statutory agencies and external bodies. In that regard, all existing reporting arrangements, where there are statutory or mandatory reporting obligations, will continue to operate in tandem with this procedure. 
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	In that regard, there may be occasions when a reporting organisation will have reported an incident via another process before or after it has been reported as a SAI. 
	7.1 Complaints in the HSC 
	Complaints in HSC Standards and Guidelines for Resolution and Learning (The Guidance) outlines how HSC organisations should deal with complaints raised by persons who use/have used, or are waiting to use HSC services. While it is a separate process to the management and follow-up of SAIs, there will be occasions when an SAI has been reported by a HSC organisation, and subsequently a complaint is received relating to the same incident or issues, or alternatively, a complaint may generate the reporting of an 
	In these instances, the relevant HSC organisation must be clear as to how the issues of complaint will be investigated. For example, there may be elements of the complaint that will be solely reliant on the outcome of the SAI review and there may be aspects of the complaint which will not be part of the SAI review and can only be investigated under the Complaints Procedure. 
	It is therefore important that complaints handling staff and staff who deal with SAIs communicate effectively and regularly when a complaint is linked to a SAI review. This will ensure that all aspects of the complaint are responded to effectively, via the most appropriate means and in a timely manner. Fundamental to this, will obviously be the need for the organisation investigating the complaint to communicate effectively with the complainant in respect of how their complaint will be investigated, and whe
	7.2 HSCB Social Care Untoward Events Procedure 
	The above procedure provides guidance on the reporting of incidents relating to statutory functions under the Children (NI) Order 1995. 
	If, during the review of an incident reported under the HSCB Untoward Events procedure, it becomes apparent the incident meets the criteria of a SAI, the incident should immediately be notified to the HSCB as a SAI. Board officers within the HSCB will close the Untoward Events incident and the incident will continue to be managed via the SAI process. 
	7.3 Child and Adult Safeguarding 
	Any incident involving the suspicion or allegation that a child or adult is at risk of abuse, exploitation or neglect should be investigated under the procedures set down in relation to a child and adult protection. 
	If during the review of one of these incidents it becomes apparent that the incident meets the criteria for an SAI, the incident will immediately be notified to the HSCB as an SAI. 
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	It should be noted that, where possible, safeguarding investigations will run in parallel as separate to the SAI process with the relevant findings from these investigations/reviews informing the SAI review (see appendix 17). 
	On occasion the incident under review may be considered so serious as to meet the criteria for a Case Management Review (CMR) for children, set by the Safeguarding Board for Northern Ireland; a Serious Case Review (SCR) for adults set by the Northern Ireland Adult Safeguarding Partnership; or a Domestic Homicide Review. 
	In these circumstances, the incident will be notified to the HSCB as an SAI. This notification will indicate that a CMR, SCR or Domestic Homicide Review is underway. This information will be recorded on the Datix system, and the SAI will be closed. 
	7.4 Reporting of Falls 
	Reporting organisations will no longer be required to routinely report falls as SAIs which have resulted in harm in all Trust facilities, (as defined in the impact levels 3 – 5 of the regional risk matrix -see appendix 16). Instead a new process has been developed with phased implementation, which requires HSC Trusts to do a timely post fall review debrief to ensure local application of learning. See links below to Shared Learning Form and Minimum Data Set for Post Falls Review: 
	http://intranet.hscb.hscni.net/documents/Governance/Information%20for%20DROs/033%2 
	http://intranet.hscb.hscni.net/documents/Governance/Information%20for%20DROs/032%2 
	Local learning will be shared with the Regional Falls Group where trends and themes will be identified to ensure regional learning. 
	Reporting organisations will therefore manage falls resulting in moderate to severe harm as adverse incidents, unless there are particular issues or the subsequent internal review identifies contributory issues/concerns in treatment and/or care or service issues, or any identified learning that needs to be reviewed through the serious adverse incident process. 
	7.5 Transferring SAIs to other Investigatory Processes 
	Following notification and initial review of a SAI, more information may emerge that determines the need for a specialist investigation. 
	This type of investigation includes: -Case Management Reviews -Serious Case Reviews 
	Once a DRO has been informed a SAI has transferred to one of the above investigation s/he will close the SAI. 
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	7.6 De-escalating a SAI 
	It is recognised that organisations report SAIs based on limited information and the situation may change when more information has been gathered; which may result in the incident no longer meeting the SAI criteria. 
	Where a reporting organisation has determined the incident reported no longer meets the criteria of a SAI, a request to de-escalate the SAI should be submitted immediately to the HSCB by completing section 21 of the SAI notification form (Additional Information following initial Notification). 
	The DRO will review the request to de-escalate and will inform the reporting organisation and RQIA (where relevant) of the decision as soon as possible and at least within 10 working days from the request was submitted. 
	If the DRO agrees, the SAI will be de-escalated and no further SAI review will be required. The reporting organisation may however continue to review as an adverse incident or in line with other HSC investigation/review processes (as highlighted above). If the DRO makes a decision that the SAI should not be de-escalated the review report should be submitted in line with previous timescales. 
	It is important to protect the integrity of the SAI review process from situations where there is the probability of disciplinary action, or criminal charges. The SAI review team must be aware of the clear distinction between the aims and boundaries of SAI reviews, which are solely for the identification and reporting learning points, compared with disciplinary, regulatory or criminal processes. 
	HSC organisations have a duty to secure the safety and well-being of patients/service users, the review to determine root causes and learning points should still be progressed in parallel with other reviews/investigations, ensuring remedial actions are put in place as necessary and to reduce the likelihood of recurrence. 
	8.0 LEARNING FROM SAIs 
	The key aim of this procedure is to improve services and reduce the risk of incident recurrence, both within the reporting organisation and across the HSC as a whole. The dissemination of learning following a SAI is therefore core to achieving this and to ensure shared lessons are embedded in practice and the safety and quality of care provided. 
	HSCB in conjunction with the PHA will: 
	-ensure that themes and learning from SAIs are identified and disseminated for implementation in a timely manner; this may be done via: 
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	-provide an assurance mechanism that learning from SAIs has been disseminated and appropriate action taken by all relevant organisations; 
	-review and consider learning from external/independent reports relating to quality/safety. 
	It is acknowledged HSC organisations will already have in place mechanisms for cascading local learning from adverse incidents and SAIs internally within their own organisations. The management of dissemination and associated assurance of any regional learning is the responsibility of the HSCB/PHA. 
	9.0 TRAINING AND SUPPORT 
	9.1 Training 
	Training will be provided to ensure that those involved in SAI reviews have the correct knowledge and skills to carry out their role, i.e: -Chair and/or member of an SAI review team -HSCB/PHA DRO. 
	This will be achieved through an educational process in collaboration with all organisations involved, and will include training on review processes, policy distribution and communication updates. 
	9.2 Support 
	9.2.1 Laypersons 
	The panel of lay persons, (already involved in the HSC Complaints Procedure), have availed of relevant SAI training including Root Cause Analysis. They are now available to be called upon to be a member of a SAI review team; particularly when a degree of independence to the team is required. 
	Profiles and relevant contact details for all available laypersons can be obtained by contacting 
	9.2.2 Clinical/Professional Advice 
	If a DRO requires a particular clinical view on the SAI review, the HSCB Governance Team will secure that input, under the direction of the DRO. 
	10.0 INFORMATION GOVERNANCE 
	The SAI process deals with a considerable amount of sensitive personal information. Appropriate measures must be put in place to ensure the safe and secure transfer of this information. All reporting organisations should adhere to their own Information Governance Policies and Procedures. However, as a minimum the HSCB would recommend the following measures be adopted when 
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	-E-Mail -At present there is not a requirement to apply encryption to sensitive information transferred across the HSC network to other HSC organisations within Northern Ireland. Information transferred between the HSCB, Trusts and Northern Ireland Department of Health is not sent across the internet. If you are transferring information to any address that does not end in one of those listed below, it is essential that electronic measures to secure the data in transit, are employed, and it is advised that e
	List of email addresses within the Northern Ireland secure network: ‘.’, ‘’ ‘ni.gov.uk’ or ‘.ni.gov.net’ 
	No sensitive or patient/service user data must be emailed to an address other than those listed above unless they have been protected by encryption mechanisms that have been approved by the BSO-ITS. 
	Further advice on employing encryption software can be sought from the BSO ICT Security Team. 
	Note: Although there is a degree of protection afforded to email traffic that contains sensitive information when transmitting within the Northern Ireland HSC network it is important that the information is sent to the correct recipient. With the amalgamation of many email systems, the chances of a name being the same or similar to the intended recipient has increased. It is therefore recommended that the following simple mechanism is employed when transmitting information to a new contact or to an officer 
	Step 1 Contact the recipient and ask for their email address. Step 2 Send a test email to the address provided to ensure that you have inserted the correct email address. Step 3 Ask the recipient on receiving the test email to reply confirming receipt. 
	Step 4 Attach the information to be sent with a subject line ‘Private and Confidential, Addressee Only’ to the confirmation receipt email and send. 
	-Standard Mail – It is recommended that any mail which is deemed valuable, confidential or sensitive in nature (such as patient/service user level information) should be sent using ‘Special Delivery’ Mail. 
	Further guidance is available from the HSCB Information Governance Team on: Tel 028 95 362912 
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	11.0 ROLE OF DESIGNATED REVIEW OFFICER (DRO) 
	A DRO is a senior professional/officer within the HSCB / PHA and has a key role in the implementation of the SAI process namely: 
	-liaising with reporting organisations: o on any immediate action to be taken following notification of a SAI 
	o where a DRO believes the SAI review is not being undertaken at the appropriate level 
	-agreeing the Terms of Reference for Level 2 and 3 RCA reviews; 
	-reviewing completed SEA Learning Summary Reports for Level 1 SEA Reviews and full RCA reports for level 2 and 3 RCA Reviews; liaising with other professionals (where relevant); 
	liaising with reporting organisations where there may be concerns regarding the robustness of the level 2 and 3 RCA reviews and providing assurance that an associated action plan has been developed and implemented; 
	-identification of regional learning, where relevant; 
	-surveillance of SAIs to identify patterns/clusters/trends. 
	Whilst the HSCB will not routinely receive Level 1 SEA reports these can be requested, on occasion, by a DRO. 
	An internal HSCB/PHA protocol provides further guidance for DROs regarding the nomination and role of a DRO. 
	12.0 PROCESS 
	12.1 Reporting Serious Adverse Incidents 
	Any adverse incident that meets the criteria of a SAI as indicated in section 4.2 should be reported within 72 hours of the incident being discovered using the SAI Notification Form (Appendix 1) and forwarded to 
	seriousincidents@hscni.net 
	HSC Trusts to copy RQIA at in line with notifications relevant to the functions, powers and duties of RQIA as detailed in section 3.6 of this procedure. 
	Any SAI reported by FPS or ICVS must be reported in line with 3.2 and 
	3.3 of this procedure. 
	Reporting managers must comply with the principles of confidentiality when reporting SAIs and must not refer to service users or staff by name or by any other identifiable information. A unique Incident Reference/Number should be utilised on all forms/reports and associated 
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	12.2 Never Events 
	Never Events are SAIs that are wholly preventable, as guidance or safety recommendations that provide strong systemic protective barriers are already available at a national level and should have been implemented by all health care providers.  
	Each Never Event type has the potential to cause serious patient harm or death. However, serious harm or death is not required to have happened as a result of a specific incident occurrence for that incident to be categorised as a Never Event. 
	It is important, in the spirit of honesty and openness, that when staff are engaging with Service Users, Families, Carers as part of the SAI process, that in addition to advising an individual of the SAI, they should also be told if the SAI is a Never Event. However it will be for HSC organisations to determine when to communicate this information to Service Users, Families, Carers. 
	All categories included in the current NHS Never Events list (see associated DoH link below) should now be identified to the HSCB when notifying a SAI. 
	A separate section within the SAI notification form is to be completed to specify if the SAI is listed on the Never Events list. The SAI will continue to be reviewed in line with the current SAI procedure. 
	https://www.health-ni.gov.uk/topics/safety-and-quality-standards/safety-and
	12.3 Reporting Interface Incidents 
	In line with section 3.4 of this procedure, any organisation alerted to an incident which it feels has the potential to be a SAI should report the incident to the HSCB using the Interface Incident Notification form (Appendix 3) to . 
	An organisation who has been contacted by the HSCB Governance Team re: an interface incident being reported; will consider the incident in line with section 4.2 of the procedure, and if deemed it meets the criteria of a SAI, will report to the HSCB in line with 12.1 of this procedure. 
	12.4 Acknowledging SAI Notification 
	On receipt of the SAI notification the HSCB Governance Team will record the SAI on the DATIX risk management system and electronically acknowledge receipt of SAI notification to reporting organisation; advising 
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	-SEA Learning Summary Report for Level 1 SAIs within 8 weeks from the date the incident is reported; 
	-RCA Report for Level 2 SAIs within 12 weeks from the date the incident is reported; 
	-RCA Report for Level 3 SAIs within the timescale as agreed at the outset by the DRO; 
	Where relevant, RQIA will be copied into this receipt. 
	12.5 Designated Review Officer (DRO) 
	Following receipt of a SAI the Governance Team will circulate the SAI Notification Form to the relevant Lead Officers within the HSCB/PHA to assign a DRO. 
	Once assigned the DRO will consider the SAI notification and if necessary, will contact the reporting organisation to confirm all immediate actions following the incident have been implemented. 
	12.6 Review/Learning Summary Reports 
	Note: Appendices 5 and 7 provide guidance notes to assist in the completion of Level 1, 2 & 3 review reports. 
	Timescales for submission of review/learning summary reports and associated engagement checklists will be in line with section 6.0 of this procedure. 
	On receipt of a review/learning summary report, the Governance Team will forward to the relevant DRO and where relevant RQIA. 
	The DRO will consider the adequacy of the review/learning summary report and liaise with relevant professionals/officers including RQIA (where relevant) to ensure that the reporting organisation has taken reasonable action to reduce the risk of recurrence and determine if the SAI can be closed. The DRO will also consider the referral of any learning identified for regional dissemination. In some instances the DRO may require further clarification and may also request sight of the full SEA review report. 
	If the DRO is not satisfied that a report reflects a robust and timely review s/he will continue to liaise with the reporting organisation and/or other professionals /officers, including RQIA (where relevant) until a satisfactory response is received. When the DRO has received all relevant and necessary information the timescale for closure of the SAI will be within 12 weeks, unless in exceptional circumstances which will have been agreed between the Reporting Organisation and the DRO. 
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	12.7 Closure of SAI 
	Following agreement to close a SAI, the Governance Team will submit an email to the reporting organisation to advise the SAI has been closed, copied to RQIA (where relevant). The email will also indicate, if further information is made available to the reporting organisation (for example, Coroners Reports), which impacts on the outcome of the initial review, that it should be communicated to the HSCB/PHA DRO via the serious incidents mailbox. 
	This will indicate that based on the review / learning summary report received and any other information provided that the DRO is satisfied to close the SAI. It will acknowledge that any recommendations and further actions required will be monitored through the reporting organisation’s internal governance arrangements in order to reassure the public that lessons learned, where appropriate have been embedded in practice. 
	On occasion and in particular when dealing with level 2 and 3 SAIs, a DRO may close a SAI but request the reporting organisation provides an additional assurance mechanism by advising within a stipulated period of time, that action following a SAI has been implemented. In these instances, monitoring will be followed up via the Governance team. 
	12.8 Regional Learning from SAIs 
	It is acknowledged HSC organisations will already have in place mechanisms for cascading local learning from adverse incidents and SAIs internally within their own organisations. However, the management of regional learning and associated assurance is the responsibility of the HSCB/PHA. 
	Therefore, where regional learning is identified following the review of an SAI, the DRO will refer this for consideration via HSCB/PHA Quality and Safety Structures and where relevant, will be disseminated as outlined in section 8.0. 
	12.9 Communication 
	All communication between HSCB/PHA and reporting organisation must be conveyed between the HSCB Governance department and Governance departments in respective reporting organisations. This will ensure all communication both written and verbal relating to the SAI, is 
	recorded on the HSCB DATIX risk management system. 
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	13 EQUALITY 
	This procedure has been screened for equality implications as required by Section 75 and Schedule 9 of the Northern Ireland Act 1998. Equality Commission guidance states that the purpose of screening is to identify those policies which are likely to have a significant impact on equality of opportunity so that greatest resources can be devoted to these. 
	Using the Equality Commission's screening criteria, no significant equality implications have been identified. The procedure will therefore not be subject to equality impact assessment. 
	Similarly, this procedure has been considered under the terms of the Human Rights Act 1998 and was deemed compatible with the European Convention Rights contained in the Act. 
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	SECTION TWO APPENDICES 
	APPENDICES 
	APPENDIX 1 
	Revised November 2016 (Version 1.1) 
	Completed proforma should be sent to: and (where relevant) 
	APPENDIX 2 
	Revised November 2016 (Version 1.1) 
	Guidance Notes 
	SERIOUS ADVERSE INCIDENT NOTIFICATION FORM 
	The following guidance designed to help you to complete the Serious Adverse Incident Report Form effectively and to minimise the need for the HSCB to seek additional information about the circumstances surrounding the SAI. This guidance should be considered each time a report is submitted. 
	2. UNIQUE INCIDENT IDENTIFICATION NO. / REFERENCE 
	1. ORGANISATION: 
	Insert the unique incident number / reference generated by the reporting /Trust or Family Practitioner Service) 
	organisation. 
	3. HOSPITAL / FACILTY / COMMUNITY LOCATION 
	(where incident occurred) Insert the details of the hospital/facility/specialty/department/ directorate/place where the 
	Insert the date incident occurred incident occurred 
	7. PROGRAMME OF CARE: 
	Insert the name of lead officer to be contacted should the HSCB or 
	Insert the Programme of Care from the following: Acute Services/ Maternity PHA need to seek further information about the incident 
	and Child Health / Family and Childcare / Elderly Services / Mental Health / Learning Disability / Physical Disability and Sensory Impairment / Primary Health and Adult Community (includes GP’s) / Corporate Business(Other) 
	8. DESCRIPTION OF INCIDENT: 
	Provide a brief factual description of what has happened and a summary of the events leading up to the incident. Where relevant include D.O.B, Gender and Age. – the names of any practitioners or staff involved must not be included. Staff should only be referred to by job title. 
	In addition include the following: 
	Secondary Care – recent service history; contributory factors to the incident; last point of contact (ward / specialty); early analysis of outcome. 
	Children – when reporting a child death indicate if the Regional Safeguarding Board has been advised. 
	Mental Health -when reporting a serious injury to, or the unexpected/unexplained death (including suspected suicide, attempted suicide in an inpatient setting or serious self-harm of a service user who has been known to Mental Health, Learning Disability or Child and Adolescent Mental Health within the last year) include the following details: the most recent HSC service context; the last point of contact with HSC services or their discharge into the community arrangements; whether there was a history of DN
	Infection Control -when reporting an outbreak which severely impacts on the ability to provide services, include the following: measures to cohort Service Users; IPC arrangements among all staff and visitors in contact with the infection source; Deep cleaning arrangements and restricted visiting/admissions. 
	Information Governance –when reporting include the following details whether theft, loss, inappropriate disclosure, procedural failure etc.; the number of data subjects (service users/staff )involved, the number of records involved, the media of records (paper/electronic),whether encrypted or not and the type of record or data involved and sensitivity. 
	DOB:  DD / MM / YYYY  GENDER: M / F   AGE:   years 
	(complete where relevant) 
	9. IS THIS INCIDENT A NEVER EVENT?  Yes/No 
	If  ‘YES’ provide further detail on which never event -refer to DoH 
	(please select) 
	link below 
	https://www.health-ni.gov.uk/topics/safety-and-quality-standards/safety
	Completed proforma should be sent to: and (where relevant) 
	APPENDIX 3 
	Revised November 2016 (Version 1.1) 
	Completed proforma should be sent to: 
	APPENDIX 4 
	Revised November 2016 (Version 1.1) 
	LEVEL 1 – SIGNIFICANT EVENT AUDIT INCLUDING LEARNING SUMMARY REPORT AND SERVICE USER/FAMILY/CARER ENGAGEMENT CHECKLIST 
	Checklist for Engagement / Communication with Service User/ Family/ Carer following a Serious Adverse Incident 
	Service User or their nominated representative 
	APPENDIX 5 
	Revised November 2016 (Version 1.1) 
	GUIDANCE NOTES LEVEL 1 – SIGNIFICANT EVENT AUDIT INCLUDING SUMMARY REPORT AND SERVICE USER/FAMILY/CARER ENGAGEMENT CHECKLIST 
	1 
	ensure sensitivity to the needs of the patient/ service user/ carer/ family member is in line with Regional Guidance on Engagement with Service Users, Families and Carers issued February 2015 (Revised November 2016) 
	APPENDIX 5 
	To be submitted to the HSCB 
	Checklist for Engagement / Communication with Service User/ Family/ Carer following a Serious Adverse Incident 
	Service User or their nominated representative 
	APPENDIX 6 
	Revised November 2016 (Version 1.1) 
	Insert organisation Logo 
	Root Cause Analysis report on thereview of a Serious Adverse Incident including Service User/Family/Carer Engagement Checklist 
	Organisation’s Unique Case Identifier: 
	Date of Incident/Event: 
	HSCB Unique Case Identifier: 
	Service User Details: (complete where relevant) 
	D.O.B: Gender: (M/F)   Age:   (yrs) 
	Responsible Lead Officer: Designation: Report Author: Date report signed off: 
	Checklist for Engagement / Communication with Service User/ Family/ Carer following a Serious Adverse Incident 
	Service User or their nominated representative 
	APPENDIX 7 
	Revised November 2016 (Version 1.1) 
	Health and Social Care Regional Guidance 
	for 
	Level 2 and 3 RCA Incident Review Reports 
	INTRODUCTION 
	This document is a revision of the template developed by the DoH Safety in Health and Social Care Steering Group in 2007 as part of the action plan contained within “Safety First: A Framework for Sustainable Improvement in the HPSS.” 
	The purpose of this template and guide is to provide practical help and support to those writing review reports and should be used, in as far as possible, for drafting all HSC Level 2 and Level 3 incident review reports. It is intended as a guide in order to standardise all such reports across the HSC including both internal and external reports. 
	The review report presents the work of the review team and provides all the necessary information about the incident, the review process and outcome of the review. The purpose of the report is to provide a formal record of the review process and a means of sharing the learning. The report should be clear and logical, and demonstrate that an open and fair approach has taken place. 
	This guide should assist in ensuring the completeness and readability of such reports. The headings and report content should follow, as far as possible, the order that they appear within the template. Composition of reports to a standardised format will facilitate the collation and dissemination of any regional learning. 
	This template was designed primarily for incident reviews however it may also be used to examine complaints and claims. 
	Insert organisation Logo 
	Root Cause Analysis report on thereview of a Serious Adverse Incident including Service User/Family/Carer Engagement Checklist 
	Organisation’s Unique Case Identifier: 
	Date of Incident/Event: 
	HSCB Unique Case Identifier: 
	Service User Details: (complete where relevant) 
	D.O.B: Gender: (M/F)   Age:   (yrs) 
	Responsible Lead Officer: 
	Designation: 
	Report Author: 
	Date report signed off: 
	Memorandum of understanding: Investigating patient or client safety incidents (Unexpected death or serious untoward harm)- 
	Protocol for Joint Investigation of Alleged and Suspected Cases of Abuse of Vulnerable Adults 2009 
	4 
	Checklist for Engagement / Communication with Service User/ Family/ Carer following a Serious Adverse Incident 
	Service User or their nominated representative 
	APPENDIX 8 
	The action plan must define: 
	The action plan MUST contain the following 
	APPENDIX 9 
	 Level 1 -SEA Reviews 
	For level 1 reviews, the incident debrief can serve the purpose of the SEA review, (these can also be known as ‘hot debriefs’). 
	The review should: 
	Note: link to ongoing work in relation to Quality 2020 -Task 2 -Supporting Staff involved in SAIs and other Incidents 
	 Level 2 and 3 RCA Reviews 
	An incident debrief can also be undertaken for level 2 and 3 reviews. This would be separate from the RCA review and should occur quickly after the incident to provide support to staff and to identify any immediate service actions. 
	APPENDIX 10 
	The level of review of an incident should be proportionate to its significance; this is a judgement to be made by the Review Team. 
	Membership of the team should include all relevant professionals but should be appropriate and proportionate to the type of incident and professional groups involved. Ultimately, for a Level 1 review, it is for each team to decide who is invited, there has to be a balance between those who can contribute to an honest discussion, and creating such a large group that discussion of sensitive issues is inhibited. 
	The review team should appoint an experienced facilitator or lead reviewing officer from within the team to co-ordinate the review. The role of the facilitator is as follows: 
	APPENDIX 11 
	The level of review undertaken will determine the degree of leadership, overview and strategic review required. The level of review of an incident should therefore be proportionate to its significance. This is a judgement to be made by the Review Team. 
	The core review team should comprise a minimum of three people of appropriate seniority and objectivity. Review teams should be multidisciplinary, (or involve experts/expert opinion/independent advice or specialist reviewers). The team shall have no conflicts of interest in the incident concerned and should have an Independent Chair. (In the event of a suspected homicide HSC Trusts should follow the HSCB Protocol for responding to SAIs in the event of a Homicide – revised 2013) 
	The Chair of the team shall be independent of the service area where the incident occurred and should have relevant experience of the service area and/or chairing investigations/reviews. He/she shall not have been involved in the direct care or treatment of the individual, or be responsible for the service area under review. The Chair may be sourced from the HSCB Lay People Panel 
	(a panel of ‘lay people’ with clinical or social care professional areas of expertise in health and social care, who could act as the chair of an independent review panel, or a member of a Trust RCA review panel). 
	Where multiple (two or more) HSC providers of care are involved, an increased level of independence shall be required. In such instances, the Chair shall be completely independent of the main organisations involved. 
	Where the service area is specialised, the Chair may have to be appointed from another HSC Trust or from outside NI. 
	Membership of the team should include all relevant professionals, but should be appropriate and proportionate to the type of incident and professional groups involved. 
	Membership shall include an experienced representative who shall support the review team in the application of the root cause analysis methodologies and techniques, human error and effective solutions based development. 
	Members of the team shall be separate from those who provide information to the review team. 
	It may be helpful to appoint a review officer from within the review team to coordinate the review. 
	APPENDIX 12 
	The level of review shall be proportionate to the significance of the incident. The same principles shall apply, as for Level 2 reviews. The degree of independence of the review team will be dependent on the scale, complexity and type of the incident. 
	Team membership for Level 3 reviews will be agreed between the reporting organisation and the HSCB/PHA DRO prior to the Level 3 review commencing. 
	APPENDIX 13 
	Where a SAI involves multiple (two or more) HSC providers of care (e.g. a patient/service user affected by system failures both in an acute hospital and in primary care), a decision must be taken regarding who will lead the review and reporting. This may not necessarily be the initial reporting organisation. 
	The general rule is for the provider organisation with greatest contact with the patient/service user to lead the review and action. There may, however, be good reason to vary this arrangement e.g. where a patient/service user has died on another organisation’s premises. The decision should be made jointly by the organisations concerned, if necessary referring to the HSCB Designated Review Officer for advice. The lead organisation must be agreed by all organisations involved. 
	It will be the responsibility of the lead organisation to engage all organisations in the review as appropriate. This involves collaboration in terms of identifying the appropriate links with the other organisations concerned and in practice, separate meetings in different organisations may take place, but a single review report and action plan should be produced by the lead organisation and submitted to the HSCB in the agreed format. 
	Points to consider: -If more than one service is being provided, then all services are required to provide information / involvement reports to the review team; 
	-All service areas should be represented in terms of professional makeup / expertise on the review team; 
	-If more than one Trust/Agency is involved in the care of an individual, that the review is conducted jointly with all Trusts/Agencies involved; 
	-Relevant service providers, particularly those under contract with HSC to provide some specific services, should also be enjoined; 
	-There should be a clearly articulated expectation that the service user (where possible) and family carers, perspective should be canvassed, as should the perspective of staff directly providing the service, to be given consideration by the panel; 
	-The perspective of the GP and other relevant independent practitioners providing service to the individual should be sought; 
	-Service users and carer representatives should be invited / facilitated to participate in the panel discussions with appropriate safeguards to protect the confidentiality of anyone directly involved in the case. 
	This guidance should be read in conjunction with: -Guidance on Incident Debrief (Refer to Appendix 9) -Guidance on Review Team Membership (Refer to Appendix 11 & 12) -Guidance on completing HSC Review Report Level  2 and 3 (Refer to 
	Appendix 7) 
	APPENDIX 14 
	1. INTRODUCTION AND PURPOSE 
	1.1.INTRODUCTION 
	The Health and Social Care Board (HSCB) Procedure for the Reporting and Follow up of Serious Adverse Incidents (SAIs) was issued in April 2010 and revised November 2016. This procedure provides guidance to Health and Social Care (HSC) Trusts and HSCB Integrated Care staff in relation to the reporting and follow up of SAIs arising during the course of business of a HSC organisation, Special Agency or commissioned service. 
	This paper is a revised protocol, developed from the above procedure, for the specific SAIs which involves an alleged homicide perpetrated by a service user who has a mental illness or disorder (as defined within the Mental Health (NI) Order 1986) and/or known to/referred to mental health and related services (including CAMHS, psychiatry of old age or leaving and aftercare services) and/or learning disability services, in the 12 months prior to the incident. 
	This paper should be read in conjunction with Promoting Quality Care – Good Practice Guidance on the Assessment and Management of Risk in Mental Health and Learning Disability Services (Sept 2009 & May 2010). 
	1.2.PURPOSE 
	The purpose of this protocol is to provide HSC Trusts with a standardised approach in managing and coordinating the response to a SAI involving homicide. 
	2. THE PROCESS 
	2.1.REPORTING SERIOUS ADVERSE INCIDENTS 
	Refer to the HSCB Procedure for the Reporting and Follow up of Serious Adverse Incidents revised in 2016. 
	2.2.MULTI-DISCIPLINARY REVIEW 
	As indicated in Promoting Quality Care (5.0) an internal multi-disciplinary review must be held as soon as practicable following an adverse incident. Where the SAI has resulted in homicide a more independent response is required. 
	An independent review team should be set up within twenty working days, of the notification of the incident, to the Trust. 
	2.3.ESTABLISHING AN INDEPENDENT REVIEW TEAM 
	2.3.1 CHAIR 
	The Chair of the Review Team should be independent from the HSC Trust, not a Trust employee or recently employed by the Trust. They should be at Assistant Director level or above with relevant professional expertise. 
	It is the role of the Chair to ensure engagement with families, that their views are sought, that support has been offered to them at an early stage and they have the opportunity to comment on the final draft of the report. 
	2.3.2 MEMBERSHIP 
	A review team should include all relevant professionals. The balance of the Team should include non-Trust staff and enable the review team to achieve impartiality, openness, independence, and thoroughness in the review of the incident. [ref: Case Management Review Chapter 10 Cooperating to Protect Children]. 
	The individuals who become members of the Team must not have had any line management responsibility for the staff working with the service user under consideration. The review team must include members who are independent of HSC Trusts and other agencies concerned. 
	Members of the review team should be trained in the Procedure for the Reporting and Follow up of Serious Adverse Incidents 2016. 
	3. TERMS OF REFERENCE 
	The terms of reference for the review team should be drafted at the first meeting of the review team and should be agreed by the HSCB before the second meeting. 
	The Terms of Reference should include, as a minimum, the following: 
	4. TIMESCALES 
	The notification to the Trust of a SAI, resulting in homicide, is the starting point of this process. 
	The Trust should notify the HSCB within 24hours and the Regulation and Quality Improvement Authority (RQIA) as appropriate. 
	An independent review team should be set up within twenty working days of the notification of the incident to the Trust. 
	The team should meet to draft the terms of reference within a further five working days (i.e. twenty five days from notification of the incident to the Trust). 
	The HSCB should agree the terms of reference within a further five working days to enable work to begin at a second meeting. 
	The review team should complete their work and report to the HSCB within 14 weeks, this may be affected by PSNI investigations. 
	FLOWCHART OF PROCESS WITH TIMESCALES 
	NB Days refers to working days from the date of notification of the incident to the Trust 
	5. THE HEALTH AND SOCIAL CARE BOARD RESPONSIBILITY 
	On receipt of the completed Trust review report the HSCB will consider the findings and recommendations of the report and must form a view as to whether or not an Independent Inquiry is required. 
	The HSCB must advise the Department of Health, (DoH) as to whether or not an Independent Inquiry is required in this particular SAI. 
	APPENDIX 15 
	On receipt of a SAI notification and where a HSC Trust has also copied RQIA into the same notification, the following steps will be applied: 
	All communications to be sent or copied via: 
	HSCB Governance Team:  and RQIA: 
	For Level 1 SAIs the HSCB only routinely receive the Learning Summary Report. If RQIA also wish to consider the full SEA Reportthis should be requested directly by RQIA from the relevant ReportingOrganisation. 
	APPENDIX 16 
	HSC Regional Impact Table – with effect from April 2013 (updated June 2016) 
	HSC Regional Risk Matrix – April 2013 (updated June 2016) 
	HSC REGIONAL RISK MATRIX – WITH EFFECT FROM APRIL 2013 (updated June 2016) 
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	CHILD AND ADULT SAFEGUARDING AND SAI PROCESSES 
	The Procedure for the Reporting and Follow up of Serious Adverse Incidents (Revised November 2016) provides guidance to Health and Social Care organisations in relation to the reporting and follow up of Serious Adverse Incidents arising during the course of their business or commissioned service. 
	The guidance notes that the SAI review should be conducted at a level appropriate and proportionate to the complexity of the incident under review. 
	The guidance notes that there are three possible levels of review of an SAI and specifies the expected timescale for reporting on a review report as follows: 
	Level 1 Review – Significant Event Audit (SEA). To be completed and a Learning Summary Report sent to the HSCB within 8 weeks of the SAI being reported. 
	If the outcome of the SEA determines the SAI is more complex and requires a more detailed review timescales for completion of the RCA will be determined following submission of the Learning Summary Report to the HSCB. 
	Level 2 Review – Root Cause Analysis (RCA). The final report to be submitted to the HSCB within 12 weeks from the date the incident was notified. 
	Level 3 Review – Independent Review. Timescales for completion to be agreed by the DRO. 
	It should be noted that not every referral to child or adult safeguarding processes will proceed to the completion of an SAI report. Within Children’s Services, the most complex cases and those that involve death or serious injury to a child, where concerns about how services worked together exist, will be notified to the HSCB as an SAI and may be assessed as meeting the criteria for a Case Management Review (CMR) in which case they will be managed out of the SAI system. The CMR report will highlight the le
	However, the timescales for the completion of SAI reviews at Level 2 and 3 have proved to be challenging for the cases that do not reach the threshold for a CMR or which result from allegations of abuse of an adult. These are more likely to be some of the more complex cases, and generally involve inter-and multi-agency partnership working. 
	In responding to allegations of the abuse, neglect or exploitation of a child or vulnerable adult where it is suspected that criminal offence may have been committed, the Health and Social Care Trusts operate under the principles for joint working with the PSNI and other agencies as set out in 
	The Memorandum of Understanding: Investigating patient or client safety incidents (2013) states that in cases where more than one organisation may/should have an involvement in investigating any particular incident, then: 
	“The HSC Organisation should continue to ensure patient or client safety, but not undertake any activity that might compromise any subsequent statutory investigations.” 
	In addition “Achieving Best Evidence: Guidance on interviewing victims and witnesses, the use of special measures and the provision of pre-trial therapy” (revised in 2012), sets out clear protocols for interviewing vulnerable witnesses or victims, whether they are children or adults. This guidance ensures that interviews with vulnerable witnesses and victims are led by specially trained staff, conducted at the victims pace and take place in an environment that is conducive to the needs of the victim. 
	Clearly, there is an inter-dependency between PSNI and HSC investigations/reviews in complex cases involving multi-agency approaches and protocols. The identification and analysis of learning from these events is likely to be incomplete until both the PSNI and HSC have completed their separate and joint investigations/reviews using the protocols outlined above, and it is unlikely that this can be achieved within the timescales set out for both Level 1 and Level 2 reviews under the SAI procedure. 
	In such circumstances, the following process should be used: 
	CHILD AND ADULT SAFEGUARDING AND SAI PROCESSES 
	SAI notification indicates SAI is also a safeguarding incident 
	Are PSNI investigating the incident? 
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	due to infection. 
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	Notes on the Development of this Guidance 
	This guidance has been compiled by the Health and Social Care Board (HSCB) and Public Health Agency (PHA) working in collaboration with the Regulation and Quality Improvement Authority (RQIA), the Patient Client Council (PCC) and Health and Social Care (HSC) Trusts. 
	This guidance has been informed by: 
	Please note the following points: 
	A review / re-evaluation of this guidance will be undertaken one year following implementation. 
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	1.0 Introduction 
	When an adverse outcome occurs for a service user it is important that the service user / family (as appropriate) receive timely information and are fully aware of the processes followed to review the incident. 
	The purpose of a Serious Adverse Incident (SAI) review is to understand what occurred and where possible improve care by learning from incidents. Being open about what happened and discussing the SAI promptly, fully and compassionately can help the service user / family cope better with the after-effects and reduce the likelihood of them pursuing other routes such as the complaints process or litigation to get answers to their questions. 
	It is therefore essential that there is: 
	Communicating effectively with the service user / family is a vital part of the SAI process. If done well, it promotes person-centred care and a fair and open culture, ultimately leading to continuous improvement in the delivery of HSC services. It is human to make mistakes, but rather than blame individuals, the aim is for all of us to identify and address the factors that contributed to the incident. The service user / family can add valuable information to help identify the contributing factors, and shou
	2.0 Purpose 
	This is a guide for HSC staff to ensure effective communication with the service user / family, following a SAI, is undertaken in an open, transparent, informed, consistent and timely manner. 
	It is important this guidance is read in conjunction with the regional Procedure for Reporting and Follow up of SAIs (November 2016) and any subsequent revisions relating to the SAI process that have or may be issued in the future. This will ensure the engagement process is closely aligned to the required timescales, documentation, review levels etc. To view the SAI Procedure please follow the link below 
	. 
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	The HSCB Process works in conjunction with all other review processes, statutory agencies and external bodies. Consequently, there may be occasions when a reporting organisation will have reported an incident via another process before or after it has been reported as a SAI. It is therefore important that all existing processes continue to operate in tandem with the SAI procedure and should not be an obstacle to the engagement of the service user / family; nor should an interaction through another process r
	In that regard, whilst this guidance is specific to ‘being open’ when engaging with the service user / family following a SAI, it is important HSC organisations are also mindful of communicating effectively with the service user / family when investigating adverse incidents. In these circumstances, organisations should refer to the NPSABeingOpenFramework which will provide assistance for organisations to determine the level of service user / family engagement when investigating those adverse incidents that 
	The Being Open Framework may also assist organisations with other investigative processes e.g. complaints, litigation, lookback exercises, and any other relevant human resource and/or risk management related policies and procedures. 
	3.0 Principles of Being Open with the Service User / Family 
	Being open and honest with the service user / family involves: 
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	 Ensuring the service user / family have details for a single point of contact within the organisation. 
	It is important to remember that saying sorry is not an admission of liability and is the right thing to do. 
	The following principles underpin being open with the service user / family following a SAI. 
	3.1 Acknowledgement 
	All SAIs should be acknowledged and reported as soon as they are identified. In cases where the service user / family inform HSC staff / family practitioner when something untoward has happened, it must be taken seriously from the outset. Any concerns should be treated with compassion and understanding by all professionals. 
	In certain circumstances e.g. cases of criminality, child protection, or SAIs involving theft, fraud, information breaches or data losses that do not directly affect service users; it may not be appropriate to communicate with the service user / family. When a lead professional / review team make a decision, based on a situation as outlined above, or based on a professional’s opinion, not to disclose to the service user / family that a SAI has occurred, the rationale for this decision must be clearly docume
	It is expected, the service user / family will be informed that a SAI has occurred, as soon as possible following the incident, for all levels of SAI reviews. In very exceptional circumstances, where a decision is made not to inform the service user / family, this decision must be reviewed and agreed by the review team, approved by an appropriate Director or relevant committee / group, and the decision kept under review as the review progresses. In these instances the HSCB must also be informed: 
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	3.2 Truthfulness, timeliness and clarity of communication 
	Information about a SAI must be given to the service user / family in a truthful and open manner by an appropriately nominated person (see 4.2.2). The service user / family should be provided with an explanation of what happened in a way that considers their individual circumstances, and is delivered openly. Communication should also be timely, ensuring the service user / family is provided with information about what happened as soon as practicable without causing added distress. Note, where a number of se
	It is also essential that any information given is based solely on the facts known at the time. Staff should explain that new information may emerge as an incident review is undertaken, and that the service user / family will be kept informed, as the review progresses. The service user / family should receive clear information with a single point of contact for any questions or requests they may have. They should not receive conflicting information from different members of staff, and the use of jargon, sho
	3.3 Apology / Expression of Regret 
	When it is clear, that the organisation / family practitioner is responsible for the harm / distress to the service user, it is imperative that there is an acknowledgement of the incident and an apology provided as soon as possible. Delays are likely to increase the service user / family sense of anxiety, anger or frustration. Relevant to the context of a SAI, the service user / family should receive a meaningful apology – one that is a sincere expression of sorrow or regret for the harm / distress that has
	3.4 Recognising the expectations of the Service User / Family 
	The service user / family may reasonably expect to be fully informed of the facts, consequences and learning in relation to the SAI and to be treated with empathy and respect. 
	They should also be provided with support in a manner appropriate to their needs. Specific types of service users / families may require additional support (see appendix 1). 
	In circumstances where the service user / family request the presence of their legal advisor this request should be facilitated. However, HSC staff 
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	should ensure that the legal advisor is aware that the purpose of the report / meeting is not to apportion liability or blame but to learn from the SAI. Further clarification in relation to this issue should be sought from Legal Services. 
	3.5 Professional Support 
	HSC organisations must create an environment in which all staff, whether directly employed or independent contractors, are encouraged to report SAIs. Staff should feel supported throughout the incident review process because they too may have been traumatised by being involved. There should be a culture of support and openness with a focus on learning rather than blame. 
	HSC organisations should encourage staff to seek support where required form relevant professional bodies such as the General Medical Council (GMC), Royal Colleges, the Medical Defence Union (MDU), the Medical Protection Society (MPS), the Nursing and Midwifery Council, the Northern Ireland Association for Social Work (NIASW) and the Northern Ireland Social Care Council (NISCC). 
	3.6 Confidentiality 
	Details of a SAI should at all times be considered confidential. It is good practice to inform the service user / family about those involved in the review and who the review report will be shared with. 
	3.7 Continuity of Care 
	In exceptional circumstances, the service user / family may request transfer of their care to another facility; this should be facilitated if possible to do so. A member of staff should be identified to act as a contact person for the service user / family to keep them informed of their ongoing treatment and care. 
	4.0 Process 
	Being open with the service user / family is a process rather than a one-off event. There are 5 stages in the engagement process: 
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	 Stage 5 – Process Completion 
	The duration of this process depends on the level of SAI review being undertaken and the associated timescales as set out in the Procedure for the Reporting and Follow up of SAIs (2013). 
	4.1 Stage 1 -Recognition 
	As soon as the SAI is identified, the priority is to prevent further harm / distress. The service user / family should be notified that the incident is being reviewed as a SAI. 
	4.1.1 Preliminary Discussion with the Service User / Family 
	On many occasions it will be at this stage when the lead professional / family practitioner responsible for the care of the service user will have a discussion with the service user / family, advising of the need to review the care and treatment. This preliminary discussion (which could be a telephone call) will be in addition to the formal initial meeting with the service user / family (see 4.3). 
	A Level 1 review may not require the same level of engagement as Levels 2 and 3 therefore the preliminary discussion may be the only engagement with service user / family prior to communicating findings of the review, provided they are content they have been provided with all information. 
	There may be occasions when the service user / family indicate they do not wish to engage in the process. In these instances the rationale for not engaging further must be clearly documented. 
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	4.2 Stage 2 – Communication 
	4.2.1 Timing of Initial Communication with the Service User / Family 
	The initial discussion with the service user / family should occur as soon as possible after recognition of the SAI. Factors to consider when timing this discussion include: 
	(appendix 1 provides guidance on how to manage different categories of service user / family circumstances); 
	4.2.2 Choosing the individual to communicate 
	The personnominated to lead any communications should: 
	If required, the lead person communicating information about the SAI should also be able to nominate a colleague who may assist them with the meeting and should be someone with experience or training in communicating with the service user / family. 
	The person/s nominated to engage could also be a member/s of the review team (if already set up). 
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	4.3 Stage 3 -Initial Meeting with the Service User / Family 
	The initial discussion is the first part of an on-going communication process. Many of the points raised here should be expanded on in subsequent meetings with the service user / family. 
	4.3.1 Preparation Prior to the Initial Meeting 
	4.3.2 During the Initial Meeting 
	The content of the initial meeting with the service user / family should cover the following: 
	If for any reason it becomes clear during the initial discussion that the 11 | P a g e 
	care professional, these wishes should be respected, and the appropriate actions taken. 
	It is important during the initial meeting to try to avoid any of the following: 
	It should be recognised that the service user / family may be anxious, angry and frustrated, even when the meeting is conducted appropriately. It may therefore be difficult for organisations to ascertain if the service user / family have understood fully everything that has been discussed at the meeting. It is essential however that, at the very least, organisations are assured that the service user / family leave the meeting fully aware that the incident is being reviewed as a SAI, and knowing the organisa
	Appendix 3 provides examples of words / language which can be used during the initial discussion with the service user / family. 
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	4.4 Stage 4 – Follow-up Discussions 
	Follow-up discussions are dependent on the needs and wishes of the service user / family. 
	The following guidelines will assist in making the communication effective: 
	4.5 Stage 5 – Process Completion 
	4.5.1 Communicating findings of review / sharing review report 
	Feedback should take the form most acceptable to the service user / family. Communication should include: 
	It is expected that in most cases there will be a complete discussion of the 13 | P a g e 
	the service user / family. In some cases however, information may be withheld or restricted, for example: 
	Clarification on the above issues should be sought form Legal Services. 
	There may also be instances where the service user / family does not agree with the information provided, in these instances Appendix 1 (section 1.8) will provide additional assistance. 
	In order to respond to the timescales as set out in the Procedure for the Reporting and Follow up of SAIs (November 2016) organisations may not have completed stage 5 of the engagement process prior to submission of the review report to HSCB. In these instances, organisations must indicate on the SAI review checklist, submitted with the final review report to the HSCB, the scheduled date to meet with the service user / family to communicate findings of review / share review report. 
	4.5.2 Communicating Changes to Staff 
	It is important that outcomes / learning is communicated to all staff involved and to the wider organisation as appropriate. 
	4.6 Documentation 
	Throughout the above stages it is important that discussions with the service user / family are documented and should be shared with the individuals involved. 
	Documenting the process is essential to ensure continuity and consistency in relation to the information that has been relayed to the service user / family. 
	Documentation which has been produced in response to a SAI may have to be disclosed later in legal proceedings or in response to a freedom of information application. It is important that care is taken in all communications and documents stating fact only. 
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	Appendix 4 provides a checklist which organisations may find useful as an aide memoire to ensure a professional and standardised approach. 
	5.0 Supporting Information and Tools 
	In addition to this guidance, supporting tools have been developed to assist HSC organisations with implementing the actions of the NPSA’s Being Open Patient Safety Alert. 
	Training on being open is freely available through an e-learning tool for all HSC organisations. 
	Information on all these supporting tools can be found at: and . 
	Guidance on sudden death and the role of bereavement co-ordinators in Trusts can be found at: 
	http://webarchive.proni.gov.uk/20120830110704/http://www.dhsspsni.gov.uk/sudden-death
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	List of Acronyms and Abbreviations 
	FPS -Family Practitioner Services GMC -General Medical Council HSC -Health and Social Care HSCB -Health and Social Care Board HSE -Health Service Executive MDU -Medical Defence Union MPS -Medical Protection Society NIASW -Northern Ireland Association for Social Work NISCC -Northern Ireland Social Care Council NMC -Nursing and Midwifery Council NPSA -National Patient Safety Agency PCC -Patient Client Council PHA -Public Health Agency RC -Royal colleges RCA -Root Cause Analysis RQIA -Regulation and Quality Im
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	The approach to how an organisation communicates with a service user / family may need to be modified according to the service user’s personal circumstances. 
	The following gives guidance on how to manage different categories of service user circumstances. 
	1.1 When a service user dies 
	When a SAI has resulted in a service users death, the communication should be sensitive, empathetic and open. It is important to consider the emotional state of bereaved relatives or carers and to involve them in deciding when it is appropriate to discuss what has happened. 
	1.2 Children 
	The legal age of maturity for giving consent to treatment is 16 years old. However, it is still considered good practice to encourage young people of this age to involve their families in decision making. 
	The courts have stated that younger children who understand fully what is involved in the proposed procedure can also give consent. Where a child is judged to have the cognitive ability and the emotional maturity to understand the information provided, he/she should be involved directly in the communication process after a SAI. 
	The opportunity for parents / guardians to be involved should still be provided unless the child expresses a wish for them not to be present. Where children are deemed not to have sufficient maturity or ability to understand, consideration needs to be given to whether information is provided to the parents / guardians alone or in the presence of the child. In these instances the parents’ / guardians’ views on the issue should be sought. 
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	1.3 Service users with mental health issues 
	Communication with service users with mental health issues should follow normal procedures unless the service user also has cognitive impairment (see1.4 Service users with cognitive impairments). 
	The only circumstances in which it is appropriate to withhold SAI information from a service user with mental health issues is when advised to do so by a senior clinician who feels it would cause adverse psychological harm to the service user. However, such circumstances are rare and a second opinion may be required to justify withholding information from the service user. 
	In most circumstances, it is not appropriate to discuss SAI information with a carer or relative without the permission of the service user, unless in the public interest and / or for the protection of third parties. 
	1.4 Service users with cognitive impairment 
	Some individuals have conditions that limit their ability to understand what is happening to them. 
	In these cases communication would be conducted with the carer / family as appropriate. Where there is no such person, the clinicians may act in the service users best interest in deciding who the appropriate person is to discuss the SAI with. 
	1.5 Service users with learning disabilities 
	Where a service user / family has difficulties in expressing their opinion verbally, every effort should be made to ensure they can use or be facilitated to use a communication method of their choice. An advocate / supporter, agreed on in consultation with the service user, should also be identified. Appropriate advocates / supporters may include carer/s, family or friends of the service user or a representative from the Patient Client Council (PCC). 
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	1.6 Service users with different language or cultural considerations 
	The need for translation and advocacy services and consideration of special cultural needs must be taken into account when planning to discuss SAI information. Avoid using ‘unofficial translators’ and / or the service users family or friends as they may distort information by editing what is communicated. 
	1.7 Service users with different communication needs 
	Service users who have communication needs such as hearing impaired, reduced vision may need additional support. 
	1.8 Service users who do not agree with the information provided 
	Sometimes, despite the best efforts the service user/family/carer may remain dissatisfied with the information provided. In these circumstances, the following strategies may assist: 
	There may be occasions despite the above efforts the service user/family/carer remain dissatisfied with the HSC organisation’s attempts to resolve their concerns. In these exceptional circumstances, the service user/family/carer through the agreed contact person, should be advised of their right to approach the Northern Ireland Public Services Ombudsman (NIPSO). In doing so, the service user/family requires to be advised by the HSC organisation that the internal procedure has concluded (within two weeks of 
	The contact details for the NIPSO are: Freephone 0800 34 34 34 or Progressive House, 33 Wellington Place, Belfast, BT1 6HN. 
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	1.9 Service Users who do not wish to participate in the engagement process 
	It should be documented if the service user does not wish to participate in the engagement process. 
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	Information for Service Users, Family Members and Carers 
	Insert Name of Organisation 
	This leaflet is written for people who use Health and Social Care (HSC) 
	services and their families. *The phrase service user / family member and carer is used throughout this document in order to take account of all types of engagement scenarios. However, when a service user has capacity, communication should always (in the first instance) be with them. 
	Introduction 
	Events which are reported as Serious Adverse Incidents (SAIs) help identify learning even when it is not clear something went wrong with treatment or care provided. 
	When things do go wrong in health and social care it is important that we identify this, explain what has happened to those affected and learn lessons to ensure the same thing does not happen again. SAIs are an important means to do this. Areas of good practice may also be highlighted and shared, where appropriate. 
	What is a Serious Adverse Incident? 
	A SAI is an incident or event that must be reported to the Health and Social Care Board (HSCB) by the organisation where the SAI has occurred. It may be: 
	A SAI may affect services users, members of the public or staff. 
	Never events are serious patient safety incidents that should not occur if the appropriate preventative measures have been implemented by healthcare providers. A small number of SAIs may be categorised as never events based on the Department of Health Never Events list. 
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	SAIs, including never events, occurring within the HSC system are reported to the HSCB. You, as a service user / family member / carer, will be informed where a SAI and/or never event has occurred relating to treatment and care provided to you by the HSC. 
	Can a complaint become a SAI? 
	Yes, if during the follow up of a complaint the (insert name of organisation) identifies that a SAI has occurred it will be reported to the HSCB. You, as a service user / family member and carer will be informed of this and updated on progress regularly. 
	How is a SAI reviewed? 
	Depending on the circumstance of the SAI a review will be undertaken. This will take between 8 to 12 weeks depending on the complexity of the case. If more time is required you will be kept informed of the reasons. 
	The (insert name of organisation) will discuss with you how the SAI will be reviewed and who will be involved. The (insert name of organisation) will welcome your involvement if you wish to contribute. 
	Our goal is to find out what happened, why it happened and what can be done to prevent it from happening again and to explain this to those involved. 
	An individual will be identified to act as your link person throughout the review process. This person will ensure as soon as possible that you: 
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	 Are offered advice in the event that the media make contact. 
	What happens once the review is complete? 
	The findings of the review will be shared with you. This will be done in a way that meets your needs and can include a meeting facilitated by (insert name of organisation) staff that is acceptable to you. 
	How will learning be used to improve safety? 
	By reviewing a SAI we aim to find out what happened, how and why. By doing this we aim to identify appropriate actions which will prevent similar circumstances occurring again. 
	We believe that this process will help to restore the confidence of those affected by a SAI. 
	For each completed review: 
	We will always preserve your confidentiality while also ensuring that opportunities to do things better are shared throughout our organisation and the wider health and social care system. Therefore as part of our process to improve quality and share learning, we may share the anonymised content of the SAI report with other HSC organisations’ 
	Do families get a copy of the report? 
	Yes, a copy of the review report will be shared with service users and/or families with the service user’s consent. 
	If the service user has died, families/carers will be provided with a copy of the report and invited to meet with senior staff. 
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	Who else gets a copy of the report? 
	The report is shared with the Health and Social Care Board (HSCB) and Public Health Agency (PHA). Where appropriate it is also shared with the Coroner. 
	The Regulation and Quality Improvement Authority (RQIA) have a statutory obligation to review some incidents that are also reported under the SAI procedure. In order to avoid duplication of incident notification and review, RQIA work in conjunction with the HSCB / PHA with regard to the review of certain categories of SAI including the following: 
	In both instances the names and personal details that might identify the individual are removed from the report. The relevant organisations monitor the (insert name of organisation) to ensure that the recommendations have been implemented. The family may wish to have follow up / briefing after implementation and if they do this can be arranged by their link person within the (insert name of organisation). 
	All those who attended the review meeting are given a copy of the anonymised report. Any learning from the review will be shared as appropriate with relevant staff/groups within the wider HSC organisations. 
	Further Information 
	If you require further information or have comments regarding this process you should contact the nominated link person -name and contact details below: 
	Your link person is ……………………………………………………...………. Your link person’s job title is………………………………………………..….. Contact number …………………………………………………………………. Hours of work………………………………………………………………..…… 
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	Prior to any meetings or telephone call you may wish to consider the following: 
	Think about what questions and fears/concerns you have in relation to: 
	You could also: 
	Patient and Client Council 
	The Patient Client Council offers independent, confidential advice and support to people who have a concern about a HSC Service. This may include help with writing letters, making telephone calls or supporting you at meetings, or if you are unhappy with recommendations / outcomes of the reviews. 
	Contact details: Free phone number: 0800 917 0222 
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	Appendix 3 
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	try to prevent it happening again in the future” 
	“I will be with you every step of the way as we get through this and this is what I think we need to do now” 
	“We will keep you up to date in relation to our progress with the review and you will receive a report in relation to the findings and recommendations of the review team” 
	“Would you like us to contact you to set up another meeting to discuss our progress with the review?” 
	“I will be seeing you regularly and will see you next in….days/weeks. 
	“You will see me at each appointment” 
	“Please do not hesitate to contact me at any time if you have any questions or if there are further concerns – you can contact me by………………” 
	“If you think of any questions write them down and bring them with you to your next appointment.” 
	“Here are some information leaflets regarding the support services we discussed – we can assist you if you wish to access any of these services” 
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	Appendix 4 
	Organisations may find this checklist useful an aide memoire to ensure a professional and standardised approach 
	BEFORE Note taking 
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	It has been established that the service user / family requires an interpreter?  If yes, provide details of language and arrangements that have been or to be made. 
	Signature: ____________________________________ Date: _____________________________________ 
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	DURING Note taking 
	Signature: ____________________________________ Date: _____________________________________ 
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	AFTER 
	Signature: ____________________________________ Date: _____________________________________ 
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	From the Deputy Chief Medical Officer Dr Paddy Woods 
	Reference: HSC (SQSD) 56/16 NEVER EVENTS 
	For Action: 
	Chief Executives of HSC Trusts Chief Executives HSCB and PHA Chief Executive NIMDTA 
	For Information: 
	Distribution as listed at the end of this PSA. 
	Dear Colleagues 
	NEVER EVENTS 
	SUMMARY 
	Related documents 
	N/A 
	Superseded documents 
	N/A 
	Implementation 
	Immediate 
	DoH Safety and Quality Circulars including Patient Safety Alerts can be accessed on: 
	https://www.health-ni.gov.uk/topics/safety
	The purpose of this circular is to advise you of the intention to introduce a Never Events process based on the NHS England list of Never Events and that information relating to these events will be captured as part of the Serious Adverse Incident (SAI) process. 
	ACTION 
	Chief Executives of HSC Trusts should: 
	Chief Executives, HSCB and PHA should: 
	Chief Executive, NIMDTA should: 
	• Disseminate this alert to doctors and dentists in training in all relevant specialities. 
	BACKGROUND 
	Sir Liam Donaldson in his report “The Right Time, the Right Place” made a number of recommendations aimed at improving the safety, quality and effectiveness of the delivery of health and social care services in Northern Ireland. Recommendation 6 of the Donaldson report states that the system for Serious Adverse Incident and Adverse Incident reporting should be retained but modified by the creation of a limited list of Never Events. 
	In his statement to the Assembly on 27 January 2015, the former Health Minister Jim Wells, advised Assembly members that “a Never Events list would be developed for Northern Ireland and, as an interim measure, urgent consideration would be given to the list of Never Events for England to determine its applicability to Northern Ireland”. 
	NHS England define Never Events as serious incidents that are wholly preventable as guidance or safety recommendations that provide strong systemic protective barriers are already available at a national level and should have been implemented by all healthcare providers. 
	Each Never Event type has the potential to cause serious patient harm or death. However, serious harm or death is not required to have happened as a result of a specific incident occurrence for that incident to be categorised as a Never Event. 
	Social Care Events 
	As the NHS England Never Events list does not include any events relating to social care, the HSCB were asked to examine the current SAI data on social care incidents to identify if there were any areas which would be suitable for inclusion in the HSC Never Events list. The HSCB worked with Trusts to seek views on potential areas for inclusion and concluded that the NHS England Never Events list already includes three areas which also refer to social care settings and no further social care specific inciden
	It has been decided, therefore, that the Never Events process will be based on the adoption of NHS England Never Event list. A copy of this and details of guidance that has already been issued for each of the Never Events is attached for information (Annexe 1). 
	Modifications to the SAI process 
	The HSCB and PHA have been asked to take forward modifications to the SAI process to include notification of Never Events as part of that process. A revised version of the SAI Procedure for the Reporting and Follow up of Serious Adverse incidents will be issued by HSCB shortly. A new field has also been set up on the DATIX reporting system which will allow all Never Events to be recorded in line with the current categories listed in the NHS England Never Event list. 
	Engagement with Service Users, Families, Carers as part of the SAI process. 
	It is important, in the spirit of honesty and openness, that when staff are engaging with Service Users, Families, Carers as part of the SAI process, that in addition to advising an individual of the SAI, they should also be told if the SAI is a Never Event. 
	Enquiries: 
	Any enquiries about the content of this circular should be addressed to: Safety Policy Branch Department of Health Room D2.4 Castle Buildings Stormont BELFAST BT4 3SQ 
	Dr Paddy Woods 
	Deputy Chief Medical Officer 
	Distributed for Information to: 
	CMO CNO CPO Chief Executive, RQIA Chief Executive, NIAS Safety & Quality Alerts Team, HSC Board Medical Director, PHA Director of Nursing, PHA Director of Social Care, HSCB Director of Integrated Care, HSCB Director of Performance Management & Service Improvement, HSCB Prof. Sam Porter, Head of Nursing & Midwifery, QUB 
	NEVER EVENT LIST FOR THE HSC IN NORTHERN IRELAND (Issued October 2016) Annexe 1 
	FPS SAIs involving FPS this will involve senior professionals/staff from the HSCB Integrated Care Directorate. 




