
              
 

             
          

  

  

                 
               

               
             

 

 

               
    

  

           
   

    

   
 

  
        

 

 

   

            
            

 

  

          
 

      

WIT-93351
The initial review of paper records identified concerns regarding 11 cases. These patients have been 
advised, clinical management plans are in place, and urgent issues actioned. 

A further 236 oncology patients are being reviewed by an independent Urology consultant to ensure 

that their management plans and treatments are in line with guidance. These patients have 

been/are being contacted directly. 

Have patients come to harm? 

There are nine cases which are now part of a Serious Adverse Incident Review. A review of each of 
the nine patients care has been commissioned and is being led by an Independent Chair supported 

by a Consultant Urologist Expert. Each of these patients has been contacted by the Trust to inform 

them of the review process, arrangements have been made for patients in this group who need 
review appointments. 

How will patients affected by this be notified? 

Patients who have been identified as requiring review were contacted directly by the Trust as soon 

as issues with their care were identified. 

Can the Trust reassure patients that the Urology service is safe, and that patients are receiving 

appropriate care? 

Yes, our Urology team based in Craigavon Area Hospital provide care for thousands of patients each 

year and the current review is focused on a small proportion of these cases. 

Have concerns previously been raised about this consultant 

Part of the review process will look at all aspects of care provided, including a review of complaints 
received. 

How many patients have been identified as potentially being affected? 

To date the Trust review has identified nine patients that elements of their care require a Serious 

Adverse Incident review to take place.  As the Trust review progresses there may be additional cases 

identified. 

Have any of these patients died or been harmed as a result of being this doctor’s patient? 

The Serious Adverse Incident review process will seek to identify issues with the care provided to 
each patient to ascertain if harm occurred and what actions require to be taken to prevent this 
recurring in future. 

Why hasn’t the Trust identified the doctor involved? 

The Trust has provided information regarding the doctor’s identity to relevant professional and 

government agencies.  

Is the doctor still working for the Trust? 

The doctor is no longer working for the Trust or employed in Health and Social Care Services. 
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WIT-93352
How long did this doctor work for the Trust? 

The Doctor was employed by the Southern Health and Social Care Trust for 28 years. 

Will this doctor face disciplinary or legal action as a result of this review? 

The doctor is no longer an employee of the Trust therefore and future action would be the 
responsibility of the General Medical Council. 

Will there be a PSNI investigation into this? 

The remit of the review is to examine care provided by the Consultant using a chronological and 

incremental approach when reviewing the Consultants workload. This review is review in line with 

Department of Health, Public Health Agency and Health and Social Care Board processes. 

Were any concerns raised about this doctor before the dates being looked at in this review i.e. 
before January 2019? 

The General Medical Council are currently investigating professional aspects of the Consultants 
practice, an outcome will be provided by the General Medical Council in due course. 

What action(s) were taken as result of these concerns? 

As above 

Will the Trust now review all patient care provided by this doctor to all patients during his 

employment at The Trust? 

Any potential extension of the Trust review will be based on the outcomes of the current January 

2019 to June 2020 review. A decision on this will be made in agreement with the Health and Social 
Care Board, Public Health Agency and Department of Health and will consider specialist advice from 

The Royal College of Surgeons. 
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WIT-93354
6.0 AOB 

Dashboards- all ready for display and rolled out during teaching sessions. 
To be discussed at sister’s meeting. 
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WIT-93365

RAPID REVIEW GROUP 
TERMS OF REFERENCE 

1.0 Purpose 

Rapid Review group will monitor and assess the review of SAIs, Red Incidents, 
High Risk Complaints, Claims and Inquests to maximize the potential for 
identifying and sharing learning as quickly as possible for sharing across the 
Organisation and where appropriate the Region 

2.0 MEMBERSHIP 

The Review Group Membership shall include the following representatives: 

Members 
Medical Director (Chairperson) 
Director of Nursing (Joint Chair) 
Associate Medical Director, Patient Safety and Governance 
Assistant Director of Nursing Services, Governance / Safe & Effective Care 
Head of AHP Services 
Head of Clinical Quality & Safety 
Corporate Risk Manager 
Governance Manager 
Pharmacy Representative 
Professional Social Work representative 
Administrator in first instance from Risk Management team 

2.2 Quorum 

To be agreed. 

3.0 FREQUENCY 

Meetings should be held weekly. 

4.0 REPORTING ARRANGEMENTS 

The Review Group will report to the Trust’s Clinical and Social Care Governance 
Sub Committee of Governance Committee. 

5.0 DUTIES 

The Review Group will:- 

 Review Red incidents, reported in preceding week and assess progress of 
review and identify if required which of these should be considered for 
reporting as Serious Adverse Incidents 

Terms of Reference Rapid Review Group 
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WIT-93366

 Review progress against query SAIs identified from the previous meetings 
 Review progress on SAI investigations and seek explanations for delay in 

process. 
 Review for final sign off SAI reports submitted by SAI chairs. 
 Review ongoing Early Alert issues to ascertain if further action is required 

and review process to closure. 
 Review progress on high risk complaints and consider findings from 

Coroners reports which highlight learning 
 Consider any claims settled where learning has been identified. 
 Identify learning for sharing corporately and or regionally including 

referring for clinical audit and training plans. 
 Agree one lesson of week/safety message for sharing on the intranet 
 Receive assurances from Directorates on progress on SAI action plans 

and family engagement checklists 
 Provide a summary report to the Trust’s Clinical and Social Care 

Governance Sub Committee of Governance Committee 

6.0. REVIEW 

The terms of reference and membership of the group will be subject to a bi-
annual review. 

Terms of Reference Rapid Review Group 
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WIT-93367
Stinson, Emma M 

From: Keenan Donna 
16 February 2020 22:04 

Personal Information redacted by the USI

Sent: 
To: Kingsnorth, Patricia 
Subject: RE: Agenda RRG 13 February 2020 

This e-mail is covered by the disclaimer found at the end of the message. 

Dear Patricia, 

The Medical Director and associate, all operational directors, risk management, complaints, AD’s for nursing and all 
programmes of care and notes taken by risk management team with action notes. 

Best wishes, 

Donna 

From: Kingsnorth, Patricia 
Sent: 14 February 2020 10:58 

Personal Information redacted by the USI

To: Keenan Donna Personal Information redacted by the USI

Subject: RE: Agenda RRG 13 February 2020 

Dear Donna 
Many thanks for forwarding this. Can you remind me again who actually attends the meetings. It is a really good to 
meet you yesterday. 
Regards 
Patricia 

Patricia Kingsnorth 
Acting Clinical Governance and Social Care Coordinator 
Governance Office 
Ward 2 Ramone 
CAH 

Personal Information redacted by the USI

From: Keenan Donna 
Sent: 13 February 2020 23:01 
To: Kingsnorth, Patricia 
Subject: Agenda RRG 13 February 2020 

Personal Information redacted by the USI

This e-mail is covered by the disclaimer found at the end of the message. 

Dear Patricia, 

1 
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WIT-93368
Please see attached agenda for the Rapid Review Group. The agenda varies slightly as we pay more attention once a 
month to the numbers of open incidents, SAI’s, complaints etc per directorate looking at the length of time open 
etc. I will forward ToR tomorrow. 

Lovely meeting you today. 

Kind regards, 

Donna 

This email is confidential and intended solely for the use of the individual to whom 
it is addressed. Any views or opinions presented are solely those of the author and do 
not necessarily represent the views of the Trust or organisation it was sent from. 
If you are not the intended recipient, be advised that you have received this email in 
error and that any use, dissemination, forwarding, printing, or copying of this email 
is strictly prohibited. 
If you have received this email in error please contact the sender. 
The content of this e-mail and any attachments or replies may be subject to public 
disclosure under the Freedom of Information Act 2000, unless legally exempt. 
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. 

Any 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 028 375 63600 

This email is confidential and intended solely for the use of the individual to whom 
it is addressed. Any views or opinions presented are solely those of the author and do 
not necessarily represent the views of the Trust or organisation it was sent from. 
If you are not the intended recipient, be advised that you have received this email in 
error and that any use, dissemination, forwarding, printing, or copying of this email 
is strictly prohibited. 
If you have received this email in error please contact the sender. 
The content of this e-mail and any attachments or replies may be subject to public 
disclosure under the Freedom of Information Act 2000, unless legally exempt. 
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WIT-93370

13. WHAT HAPPENED? 
5.1 Triage of GP referrals - background 
The general public expect that, when they engage with their GP complaining of symptoms that are 
potentially due to a cancer, they will be referred to the appropriate secondary care services promptly 
and that they will respond, also promptly, to confirm or exclude the diagnosis of cancer. 

The DHSSPSNI Service Framework for cancer prevention, treatment and care (Standard 13) of 2011 
indicates, “All people with signs and symptoms that might suggest cancer should be appropriately 
assessed by their GP and referred promptly on to hospital for further tests if needed”. 

Cancer specialists, working in networks, have formulated lists of symptom and sign triggers which can 
signify the development of a cancer. Using these lists, primary care doctors can refer patients into 
secondary care; triaging a large number of patients by assigning them to different degrees of urgency 
(Routine, Urgent and Red-flag). If these are used as designed, this can provide an efficient referral 
system. 

NICE have been instrumental in ensuring uniformity and the validity of these cancer recognition and 
referral lists of symptoms and signs. They have also formulated guidance regarding how safety nets 
should be setup to ensure patients are not missed. Local programmes, using this type of guidance, 
have been established, under the auspices of NICaN and the HSCB, to set up these triage pathways 
and safety nets. 

5.2 Triage of GP referrals – Northern Ireland 
NI Referral Guidance for Suspected Cancer (2012) 
The Northern Ireland Referral Guidance for Suspected Cancer 2012 is based on the NICE clinical 
guideline, CG 27 - Referral guidelines for suspected cancer, published in June 2005. This has a 
section on Urological Cancer. It was introduced to GPs by HSCB correspondence (30/12/2012), 
revealing the new red-flag process and indicating in appendix A that, “triaging will take place in a 
timely manner, within 72 hours of receipt of referral or the referral should continue with the GP 
Prioritisation”. 

This is still the only set of referral guidance for suspected urological cancer available online on the 
NICaN website (last accessed 18/11/2018). 

However, the 2005 CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: 
recognition and referral published in June 2015. This was endorsed by the Department of Health (NI) 
with HSC (SQSD) (NICE NG12) 29/15 on the 19th August 2015 which instructed the HSCB / PHA to 
send out the guidance to the appropriate Family Practitioners. This particular kind of guidance 
requires the HSCB to circulate regionally endorsed NICE guidelines to Trusts and GPs for 
implementation. Trusts are expected to review guidance against a base line assessment and provide 
HSCB with an assurance that the guidance has been implemented. If a Trust is unable to fully 
implement the guidance within the one-year period without regional co-ordination and/or additional 
resources, they should provide a formal assurance to HSCB, and this is to be managed as part of the 
risk management process. This assurance process does not however apply to primary care and GP’s. 

NICaN Urology Cancer Clinical Guideline (2016) 
The NICaN Urology Cancer Clinical Guideline document, (version 1.3, March 2016), was produced 
regionally to support the diagnosis, treatment and management of urological cancer. 
This version included amendments, to replace the previous red flag guidelines, with those from NICE 
NG12; the document was signed off on behalf of the NICaN by Consultant Urologist, Cons1. 
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WIT-93374

assurance that patients were not being exposed to harm by waiting as a routine or urgent 
appointment i.e. when they should have been red-flagged. 

It is not absolutely clear who wrote this letter as it has no signature, but it appears to have been 
written by, or on behalf of, Cons2. On the 10th January 2017, Cons2 was requested by the Medical 
Director (MD3) to share the report with the 2 key Consultants involved in the SAI. One of these was 
Cons1. Cons2 refused, stating that he was Cons1’s colleague and not his manager. 

This letter was escalated to the Director of Acute Services (DAS3) and the Assistant Director of 
Anaesthetics & Surgery. This was further escalated to the Chief Executive of the SHSCT. 

Cons1 was written to by AMD1 on the 23rd March 2016, acknowledging his hard work as a Consultant 
Urologist but pointing out that there were governance and patient safety concerns with regard to 
untriaged letters dating back over 2 years, and other important issues. Cons1 was asked to respond 
with a commitment and immediate plan to address these issues. 

The Review Panel also determined that there were 7 other patients who were not triaged that week 
along with 

Patient 10

. They subsequently performed a ‘look-back’ exercise (number 1) of these referrals. Of 
the seven referrals, six charts were available and each patient had an appropriate management plan. 
One set of notes were missing and efforts were made to find them. 

Cons1 provided his personal review, dated 25/01/2017, of the Index Case to the Chairman of this 
Review Team. It provides an argued retrospective rationale that a timely triage by himself would not 
have altered the referral grading. However, it does not provide a sound reason for his actual lack of 
triage. His report is consistent in arguing his view that he does not have time to perform both 
Consultant of the Week (CoW) duties and triaging of non-red flag referrals. 

5.5 Look back exercise #2 
Upon realisation that the ‘look-back’ exercise #1 had resulted from non-triage over the week 
beginning the 30/10/2014, further efforts were made to investigate the size of this non-triage issue 
and to find missing referral letters. Cons1 was contacted and the Head of Service for Urology (HoS1) 
obtained permission to look for missing GP referral letters in his filing cabinet. Cons1 stated that there 
were referral letters in a filing cabinet in his office. During interview, he stated that he kept the referrals 
to ensure they would not be missed or overlooked. The Head of Service for Urology retrieved these 
referral letters, which numbered over 700 along with the triage lists from the booking centre. 

These referrals were then reviewed by the Urology Consultant Team revealing 30 patient referrals 
should have been red-flagged and four of these patients, following review, were diagnosed with 
cancer, becoming the subject of this review. 
At a later date, towards the end of 2018, another patient came to the attention of the Review Team. 

This patient could also have been one of those found in Cons1 filing cabinet but appeared at an 
outpatient clinic before the outworking of the look back exercise #2. A Consultant Urologist realised in 
the clinic that this was also a Cons1 non-triaged patient who was incorrectly referred by their GP. 

On 28/07/2016 
Patient 

11 a 
Person

al 
Inform

 

  
 

-year-old male was referred to Urology Outpatients by GP for assessment 
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WIT-93376

Consideration of the causative factors to the patients’ delays reveal, 
 Referral letters did not have the clinical priority accurately assigned by the GP; and 
 Referral letters were not triaged following receipt by the Hospital. 

7.1 Referral letters did not have the clinical priority accurately assigned by the GP. 

Contributory factors 

Task Factors (policy and guidelines) 
The Review Team reviewed the GP referrals regarding the five patients listed above. They concluded, 
as judged from the Northern Ireland Cancer Network (NICaN) Referral Guidance for Suspected 
Cancer (December 2012), that all five patients should have been referred to Urology by the GP’s as 
red flag referrals (suspected cancer) i.e. incorrect triage. 

Task Factors (decision aids) 
The current decision aid for GPs is the NI Referral Guidance for Suspected Cancer 2012 based on 
NICE CG 27 Referral guidelines for suspected cancer published in June 2005. It is clear that 
Secondary care, in the form of Consultant Urologists, should triage these GP referrals; by doing so, 
11% of GP referrals are changed (from Review Team member). It is also clear that Cons1 would have 
been in no doubt as to his responsibilities; he was intimately involved in setting this standard and 
signed off the NICaN clinical guidelines. 

However, it is clear this very important and critical triage safety net work can be considered onerous 
and other electronic methods which GPs can use might be more efficient and help to reduce that load. 

According the HoS1, most patient referrals by GPs to Trusts for outpatient appointments are now 
made through the electronic Clinical Communication Gateway (CCG). However, some paper referrals 
are still received. CCG is a digital referral system for Primary care which can contain referral criteria 
that meet NICE and NICaN guidance. This would enable appropriate clinical triaging of referrals to be 
performed as part of the selection of referral reasons and/or symptom description. 

Using the electronic CCG pathway, some clinical specialties, such as gynaecology, have worked 
closely with the Public Health Authority to develop a better GP referral tool e.g. using ‘banner 
guidance’ (a specialty specific banner, listing symptoms and signs) which complies with NICE/NICaN 
guidance. This ‘banner guidance’ helps by directing clinicians to use the NICE/NICaN referral criteria 
which allow for timely and appropriate triage of patients to clinically appropriate appointment types. It 
is possible when red flag symptoms are chosen that an immediate alert could go to the Red Flag 
booking team, to allow the appointment booking process to begin immediately. However, currently, 
the referral criteria fields are optional i.e. not mandatory, so opening up the possibility that fields are 
not completed, leading to error and delay. 

NICE NG12 
The reference CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: 
recognition and referral but, despite being endorsed by the DHSSPSNI and accepted by the Regional 
Urologists, it has yet to be implemented. Its use as a triage standard should result in fewer red-
flagged cases which should ease some of the pressure on waiting lists. Its adoption would take place 
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WIT-93377

There was a consistent medical staff view from the Review Team, the AMD1, and indeed Cons1, that 
GP’s have a crucial and important responsibility in getting the referral criteria/urgency category 
correct. If the GP does not provide enough, or the correct information, the NI Electronic Care Record 
(NIECR) needs to be checked and that slows the whole triage process down. It was clear that the 
triage system works best when the initial GP referral is usually correct and the Secondary care 
‘safety-net’ is only required in a minority of cases. Systems should be designed that make that 
particular sequence the norm. 

7.2 Referral letters were not triaged following receipt by the hospital. 

Contributory factor 

Task Factors (policy and guidelines) 
The Integrated Elective Access Protocol (IEAP) (DHSSPS, April 2008) defines the roles and 
responsibilities of staff (in both primary and secondary care) when patients enter an elective care 
pathway. It states, 

‘…an Executive Director will take lead responsibility for ensuring all aspects of this 
Protocol are adhered to…. Patients will be treated on the basis of their clinical urgency 
with urgent patients seen and treated first’. 

The Principles for booking Cancer Pathway patients states, 
“clinical teams must ensure triage is undertaken daily, irrespective of leave, in order 
to initiate booking patients”. 

and, 
“Referrals will be received, registered within one working day and forwarded to 
Consultants for prioritisation”. 

However, the IEAP states, 
“…if clinical priority is not received from Consultants within 72 hours, processes 
should be in place to initiate booking of urgent patients according to the GP’s 
classification of urgency”. 

Following on from the IEAP of 2008, national and regional policies and guidelines, already referred to 
above, have been introduced which have outlined the detailed role of the Urology Consultant in 
triaging referrals that have come in from Primary care e.g., 

 Service Framework for cancer prevention, treatment and care (Standard 13) 2011; 
 NI Referral Guidance for Suspected Cancer 2012; and 
 NICaN Urology Cancer Clinical Guideline document, (version 1.3, March 2016). 

These have provided agreed lists of the critical symptomatology of Urological cancers and the roles 
and responsibilities of Primary and Secondary care staff in ensuring patients receive prompt 
recognition and treatment of their cancer. 

Patient 
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WIT-93378

Review of Adult Urology Services in Northern Ireland 
In March 2009, a Review of Adult Urology Services in Northern Ireland - A modernisation and 
investment plan was published. Its External Advisor was Mr Mark Fordham. SHSCT Consultant 
Urologists were represented on the committee. 

Recommendation 4 states, “Trusts must review the process for internal Consultant to Consultant 
referrals to Urology to ensure that there are no undue delays in the system”. Consultants indicated 
that they would routinely upgrade a significant number of routine and urgent referrals (GP) to urgent 
or red flag. It was noted that the development of agreed referral guidelines/criteria for suspected 
Urological cancers was a priority piece of work for the recently formed NICaN Group. That work was 
led by Cons1; see page 6. 

Section 3.31 of the report indicates that, “Consultant Urologists unanimously consider that referral 
triage should be led by Consultants. With over 40% of referrals being cancer related (and with many 
not red flagged or marked urgent) they believe that they are best placed and skilled to undertake the 
triage process. They also believe that despite the volume of referrals, this is not a particularly time 
consuming process.” 

Contributory factor 

Staff factor 
It is obvious from reading the documents referred to above that Cons1 has been aware of 
developments in this field and, indeed has been party to the discussions and signed some of them off. 
Cons1 was chair of NICaN (Urology) and was involved in drafting the NICaN regional Urology 
guidance, and therefore was very familiar with the requirement to triage GP referrals. 

Despite all of this, and even though Cons1 agreed that this triaging role was, “very important”, …. it 
was, “a very serious matter not to be minimised, very serious” he stated he would not triage non-red 
flag referrals. 

When asked, “Does triage still need done?” Cons1 answered, “a procedure is needed to highlight 
when it needs done and who does it”. When further asked, “Who was involved in SHSCT Urology 
service in setting up triage”? Cons1 answered for urological cancer, “I was the Lead”. 

He felt triage of referral letters was too time consuming and the amount of time spent on triage, in his 
opinion, rendered inpatient care unsafe. He highlighted that he had previously escalated his concerns 
about work load to management teams and medical directors. 

In relation to triage, Cons1 stated, ‘I would love if we had a Trust Urology agreement on the type of 
triage to be conducted’. When it was pointed out that, “Consultant colleagues did triage for you. How 
did they do it?” He stated, “It depends on how you do it” ..... “Not all do advanced / enhanced triage, 
they compromise. It is a spectrum”... “They have not done it in the detail I felt it needed for 
routine/urgent non-red flag case”. 

When questioned further, regarding his way of organising his own work load, Cons1 stated, ‘....yes I 
did it my way – I wasn’t cognisant of being unbending, I am very particular’. 

Patient 
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WIT-93379

Cons1 highlighted to the Review Team that he currently takes annual leave each Friday and spends 
the weekend triaging. He stated that it is impossible to be Urologist of the Week and triage referrals 
appropriately. He stated he still can’t do triage and everything else. He stated, 
‘I do triage entirely in my own time to allow me to do it properly’. 

When asked about using the NIECR - Electronic Referral using the Clinical Communication Gateway 
(CCG) method, Cons1 stated found the new CCG triage system, “Very, very good, I wish all 
information was available on ECR. It is less time consuming. ECR makes it easier to check 
information”. 

The Review Team concluded that there was a serious inconsistency between the guideline standard 
that a Consultant should triage GP referrals (which Cons1 helped to construct) along with his stated 
view of the crucial importance of triage and Cons1’s actual practice. 

Cons1’s chosen method of triage was beyond what is required. His triage is the equivalent of a virtual 
clinic where he reviews NIECR and books investigations for patients. While the Review Team 
recognised this was a detailed triage process, they concluded that his prioritisation of work and 
attention to detail meant that some patients got a higher standard of triage/care, while, crucially, 
others were not triaged, leading to a potentially critical delay in assessment and treatment for those 
patients. Cons1 is aware of this. 

The Review Team concluded that Cons1’s prioritisation of work and attention to detail led to some 
patients receiving a high standard of care, while others ran the real risk of having a cancer diagnosis 
delayed till it was dangerously late. 

Contributory factor 

Work load/scheduling 
In 2008, when the IEAP was published, there was a maximum waiting time of 9 weeks for a first 
Outpatient appointment. On 30th September 2016, there were 2012 patients on the routine Urology 
outpatient waiting list, with 597 patients showing as waiting 52 weeks and over. The longest waiting 
time was 554 days (80 weeks). Therefore, if patient referrals are incorrectly referred, or not triaged 
and continue to use the GP’s classification of urgency, there will be a significant wait. Cons1 is aware 
of this reality. 

The Review Team considered the Consultant of the Week (CoW) work load, including ward rounds, 
clinics, emergency theatre sessions as a contributory factor. Cons1 has consistently argued that he 
cannot triage non-red flag referrals and carry out the duties of the CoW. He has not indicated who 
else should carry out the triage duties. However, the Review Team note that the other Consultant 
Urologists were able to manage this work load and triage referral letters in a timely fashion, with other 
members of the consultant team also ordering investigations, providing treatment recommendations 
and adding patients directly to waiting lists, similar to outcomes achieved from Cons1’s ‘advanced 
triage’. 
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WIT-93380

Contributory factor 

Organisational 
The Review Team concluded that the non-triage of Urology referrals by Cons1 has been an ongoing 
problem in the Trust for many years, possibly decades. While there were pockets of non-compliance 
by other Consultants, when escalated, compliance improved. However, the Review Team note that 
Cons1 consistently did not return triage information on referrals thus not allowing the appropriate 
prioritisation of appointments by clinical need. 

Interviews with 2 previous and the current Director of Acute Services, AMD1 and the Head of Surgery 
Service have highlighted that on many occasions, over a prolonged period, attempts had been made 
by the Trust’s officers to address Cons1’s non-compliance with triage. These attempts encompassed 
both direct face to face conversations which were often heated, correspondence and, as in 2010, 
study leave refusal until there was compliance. These interventions all resulted in a familiar pattern of 
response; temporary improvement in compliance with triage, followed by a return to non-compliance. 

In 2014, due to continuing non-compliance, the Trust implemented an ‘Informal’ Default Triage 
Process to manage the referrals which were not being triaged and returned to the Booking Centre. 
The Review Team considered the intention of this process was to prevent any delay in patients being 
added to the waiting list. However, this meant the ‘non-return of triage’ was not individually addressed 
with the non-compliant clinicians. Furthermore, and most importantly, it allowed patients, who should 
have been red-flagged, to remain on a waiting list until review. 

In 2014, the Director of Acute Service 2 (DAS2) discussed non-compliance with Cons1 and agreed 
that Cons1 would no longer triage referral letters. Cons1 was heavily involved with formulating the 
NICaN Urology guidelines at the time and was grateful to the extent that he thanked DAS2.This task 
was delegated to other Urology Consultants for a time. However, Cons1 does not recollect having to 
formally stop triage. At interview, DAS2 was not aware that he had resumed those duties; she 
remembered that their Cancer performance figures improved when Cons1 was not triaging. 

Escalation within Organisation 
At every interview, questions were asked whether Cons1’s consistent and prolonged non-compliance 
with triaging was referred upwards to executive level i.e. the Medical Director and Chief Executive. 

Director DAS1 considered that the problem was being managed at Service level, although as it was 
only one of a series of issues and considered to be a ‘minor’ one, it did not predominate at higher 
level meetings with the Medical Director (MD1); to the extent that he may not have been aware of it. 

Director DAS2 considered that the problem was dealt with by agreeing with Cons1 to stop triaging. 
There were other issues that were flagged up to MD2, but she was not able to remember whether 
MD2 was made aware of the triage problem. 

During DAS3’s current tenure Executive members certainly knew; at CAH Oversight meeting level 
and at the time of the look back exercise #2 which ultimately led onto this SAI and RCA process. The 
Medical Director (MD3) was directly involved in the RCA process and the CEO was aware. At Trust 
Board level, it is thought that a non-Executive member was asked to examine the situation which 
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WIT-93381

would indicate that it had also reached that level. 

Overall, the Review Team in considering whether there was a satisfactory escalation of this ‘non-
triage’ issue have concluded that there was no evidence of consistent and proactive escalation of 
‘non-return of triage’ either to the Medical Director or the Chief Executive until the look back exercise 
#2 basically forced the seriousness of the issue out into the open. Indeed, they do not appear to have 
appreciated the importance of triage, certainly from the patient’s perspective. The Trust’s officers 
made efforts to address Cons1’s non-triage over time but were consistently thwarted by Cons1’s 
refusal to comply. The Trust failed to put systems, processes and fail safes in place to ensure Cons1’s 
consistently triaged patient referrals until 2017. 

Systems and processes have now been put in place so that the Head of Service for Urology reviews 
Cons1’s compliance with triage. HoS1 will check all Urology triage on an adhoc basis but, with Cons1, 
she will check daily when he is the Consultant of the Week. Any non-compliance with returning 
referrals without triage is addressed immediately. However, this process is heavily dependent on 
HoS1 who, when she is on leave, often has to recover non-triaged cases upon her return. 

15. WHAT HAS BEEN CHANGED or WHAT WILL CHANGE? 

1. The clinical urgency category allocated by GPs to 30 patients referred to Urology were 
incorrect. The referrals using NICaN guidance should have been referred as a Red Flag. Four 
(plus 1) of these patients were subsequently shown to have cancer. 

2. The process of triaging Urology cancer referrals from Primary Care to Secondary Care, under 
the direction of the HSCB, appears to be less efficient than it could be, bearing in mind that 
NICE NG12 guidance has not been adopted and electronic referral using CCG is not being 
used as efficiently as it could. 

3. GP’s are not mandated to provide HSCB with an assurance that they comply with the most up 
to date NICE or other guidelines. Therefore, HSCB are unaware of any risks consequent upon 
the non-compliance with NICE and other guidance within GP practices. 

4. GP’s are not mandated to refer patients using CCG clinical criteria banners; this can lead to 
error and delay. 

5. There is no Regional or Trust guidance or policy on what is expected of clinicians when 
triaging referral letters. Triage of patient referrals is obviously viewed as extremely important 
but does not seem to be at an equivalent level of importance when ranked alongside other 
clinical governance issues. Despite being an evident problem for decades and requiring 
considerable time and effort to find a solution, it only really surfaced within the Trust after an 
Index case forced the situation out into the open. 

6. Despite it being absolutely clear to Consultant 1 (based upon his close proximity to the 
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WIT-93382

development and signing off of regional guidance) of the consequences of non-triage, he did 
not routinely triage referral letters. The Review Team consider that Cons1’s refusal to triage to 
a level similar to other clinicians, led to patients not being triaged, and this resulted in delays in 
assessment and treatment. This may have harmed one patient. 

7. Cons1 confirmed that despite the Trust reminding him of the requirement to triage, he did not 
consistently triage referrals. He argued that, due to time pressures, he felt he was unable to 
perform the duties of the Consultant of the Week and his triaging duties. He has highlighted 
those views to Trust operational and management teams over a number of years. 

8. The Trust made efforts to address Cons1’s non-triage over time. However, the Trust failed to 
put systems, processes and fail safes in place to ensure Cons1 consistently triaged patient 
referrals until 2017. However, this safeguarding process is heavily dependent on the Head of 
Service checking triage is completed when Cons1 is Consultant of the Week. 

9. The Informal Default Triage process allows patients who should be red flagged to remain on a 
waiting list of routine or urgent cases. 

From examining the triaging issue over the length of time it has existed, it is obvious that there is an 
unwillingness or inability within the medical hierarchy to tackle its ‘difficult colleague’ problem. The 
reasons behind this probably include not taking ownership of its own problems and poor support from 
senior medical management perhaps resulting in issues not being referred upwards. 

16. RECOMMENDATIONS (please state by whom and timescale) 

Recommendation 1 
HSCB should link with the electronic Clinical Communication Gateway (CCG) implementation group 
to ensure it is updated to include NICE/NICaN clinical referral criteria. These fields should be 
mandatory. 

Recommendation 2 
HSCB should consider GP’s providing them with assurances that the NICE guidance has been 
implemented within GP practices. 

Recommendation 3 
HSCB should review the implementation of NICE NG12 and the processes surrounding occasions 
when there is failure to implement NICE guidance, to the detriment of patients. 

HSCB, Trust and GPs 
Recommendation 4 
GPs should be encouraged to use the electronic CCG referral system which should be adapted to 
allow a triaging service to be performed to NICE NG12 and NICaN standards. This will also mean 
systems should be designed that ensure electronic referral reliably produces correct triaging e.g. use 
of mandatory entry fields. 

TRUST 
Recommendation 5 
Work should begin in communicating with local GPs, perhaps by a senior clinician in Urology, to 
formulate decision aids which simplify the process of Red-flag, Urgent or Routine referral. The triage 
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WIT-93390

In 2007, DAS2 (while in previous post in CAH) found a waiting list which was 10 years long. They 
worked on this with the Consultant, Cons1, and cleaned it up; they found no serious patient related 
issues. 

Interview with Director of Acute Services (DAS1) 
DAS1 indicated that the Urology Services were under various kinds of pressure during her time as 
Director. There was a regional transformation project in place for Regional Urology Services under Mr 
M. Fordham; this generated an element of pressure to modernise and change. Along with this and 
other issues, including the triage problem, Consultant 1 struggled to adapt to these changes and to 
comply with the other issues and triaging. DAS1 paints a picture of many issues with Cons1, triaging 
being only one of many issues but, in her opinion, not the most important issue. 

Nevertheless, in April 2010, Consultant 1 (Cons1) was put under pressure to complete his triage list. 
The surgical Associate Medical Director (AMD1) brought concerns to DAS1. The other Urologists had 
been ‘covering’ triaging for Cons1; the Head of Service Surgery had informed AMD1 of this. They met 
Cons1 the next day. The European Association of Urology meeting was in Spain the following day 
and Cons1 wished to attend. DAS1 and AMD1 informed Cons1 he would not be attending the 
meeting unless he triaged all his referrals immediately. Cons1 duly addressed the triage backlog, 
completing them that evening. From that time on, AMD1 and the Head of Service (HoS1) monitored 
that Cons 1 was triaging the GP referral letters. However, DAS1 commented that the HoS1 had a 
difficult job managing Cons1. 

Following interview with Head of Service (HoS1) 
The Head of Service for Urology (HoS1) indicated that she inherited the problem upon appointment 
although she was aware that it was a long running issue, going back perhaps 25 years. She 
highlighted this was an ongoing issue with Cons1. He was the commonest offender and took longest 
to triage. There were issues with other Consultants who, on occasion, did not triage but Cons1 was 
the only one, when asked to triage, didn’t do it. This came to head in 2010 (referred to above) and 
again in 2014. 

Informal Default Triage (IDT) process 
In May 2014, after escalation to HoS1, an Informal Default Triage (IDT) process was put in place by 
the Trust’s booking centre. This process allowed the booking office to allocate patients, who had not 
been triaged in time, to be allocated to a ‘waiting list’ using the GP triage category. Therefore, this 
IDT process of putting patients on the waiting list without triage meant that they did not get missed. 
However, some patients, who should have been triaged as a red flag, waited on the waiting list with 
their ‘incorrect’ GP triage category. After much discussion, this detailed process was formally 
circulated to all specialties on the 6th November 2015 by the Assistant Director of Support Services 
(ADSS1). 

When questioned about this IDT process, the DAS2 was not aware of it even though it started during 
her time in post i.e. May ‘14. When asked about its potential problem of leaving incorrectly triaged 
(by their GP) patients on a waiting list she stated, “Completely ridiculous, because would allow a 
cancer patient who should have been red flagged by their GP to go unchallenged by a Consultant 
triage process i.e. could have to wait for 11 months”. 
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WIT-93392

Patient 10

The letter pointed out that the IDT process implied that triage non-compliance was to be expected but 
that this process did not have a clear escalation plan to include the individual Consultant and, indeed, 
had not been effective in addressing triage non-compliance. Furthermore, the letter pointed out that, 
from July 2015 till October 2016, there were 318 non-triaged letters which the Trust could not provide 
assurance that patients were not being exposed to harm by waiting as a routine or urgent 
appointment i.e. when they should have been red-flagged. 

It is not absolutely clear who wrote this letter as it has no signature, but it appears to have been 
written by, or on behalf of, Cons2. On the 10th January 2017, Cons2 was requested by the Medical 
Director (MD3) to share the report with the 2 key Consultants involved in the SAI. One of these was 
Cons1. Cons2 refused, stating that he was Cons1’s colleague and not his manager. 

This letter was escalated to the Director of Acute Services (DAS3) and the Assistant Director of 
Anaesthetics & Surgery. This was further escalated to the Chief Executive of the SHSCT. 

Cons1 was written to by AMD1 on the 23rd March 2016, acknowledging his hard work as a Consultant 
Urologist but pointing out that there were governance and patient safety concerns with regard to 
untriaged letters dating back over 2 years, and other important issues. Cons1 was asked to respond 
with a commitment and immediate plan to address these issues. 

The Review Panel also determined that there were 7 other patients who were not triaged that week 
along with . They subsequently performed a ‘look-back’ exercise (number 1) of these referrals. Of 
the seven referrals, six charts were available and each patient had an appropriate management plan. 
One set of notes were missing and efforts were made to find them. 

Cons1 provided his personal review, dated 25/01/2017, of the Index Case to the Chairman of this 
Review Team. It provides an argued retrospective rationale that a timely triage by himself would not 
have altered the referral grading. However, it does not provide a sound reason for his actual lack of 
triage. His report is consistent in arguing his view that he does not have time to perform both 
Consultant of the Week (CoW) duties and triaging of non-red flag referrals. 

5.5 Look back exercise #2 
Upon realisation that the ‘look-back’ exercise #1 had resulted from non-triage over the week 
beginning the 30/10/2014, further efforts were made to investigate the size of this non-triage issue 
and to find missing referral letters. Cons1 was contacted and the Head of Service for Urology (HoS1) 
obtained permission to look for missing GP referral letters in his filing cabinet. Cons1 stated that there 
were referral letters in a filing cabinet in his office. During interview, he stated that he kept the 
referrals to ensure they would not be missed or overlooked. The Head of Service for Urology 
retrieved these referral letters, which numbered over 700 along with the triage lists from the booking 
centre. 

These referrals were then reviewed by the Urology Consultant Team revealing 30 patient referrals 
should have been red-flagged and four of these patients, following review, were diagnosed with 
cancer, becoming the subject of this review. 
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 Referral letters were not triaged following receipt by the Hospital. 

7.1 Referral letters did not have the clinical priority accurately assigned by the GP. 

Contributory factors 

Task Factors (policy and guidelines) 
The Review Team reviewed the GP referrals regarding the five patients listed above. They concluded, 
as judged from the Northern Ireland Cancer Network (NICaN) Referral Guidance for Suspected 
Cancer (December 2012), that all five patients should have been referred to Urology by the GP’s as 
red flag referrals (suspected cancer) i.e. incorrect triage. 

Task Factors (decision aids) 
The current decision aid for GPs is the NI Referral Guidance for Suspected Cancer 2012 based on 
NICE CG 27 Referral guidelines for suspected cancer published in June 2005. It is clear that 
Secondary care, in the form of Consultant Urologists, should triage these GP referrals; by doing so, 
11% of GP referrals are changed (from Review Team member). It is also clear that Cons1 would have 
been in no doubt as to his responsibilities; he was intimately involved in setting this standard and 
signed off the NICaN clinical guidelines. 

However, it is clear this very important and critical triage safety net work can be considered onerous 
and other electronic methods which GPs can use might be more efficient and help to reduce that load. 

According the HoS1, most patient referrals by GPs to Trusts for outpatient appointments are now 
made through the electronic Clinical Communication Gateway (CCG). However, some paper referrals 
are still received. CCG is a digital referral system for Primary care which can contain referral criteria 
that meet NICE and NICaN guidance. This would enable appropriate clinical triaging of referrals to be 
performed as part of the selection of referral reasons and/or symptom description. 

Using the electronic CCG pathway, some clinical specialties, such as gynaecology, have worked 
closely with the Public Health Authority to develop a better GP referral tool e.g. using ‘banner 
guidance’ (a specialty specific banner, listing symptoms and signs) which complies with NICE/NICaN 
guidance. This ‘banner guidance’ helps by directing clinicians to use the NICE/NICaN referral criteria 
which allow for timely and appropriate triage of patients to clinically appropriate appointment types. It 
is possible when red flag symptoms are chosen that an immediate alert could go to the Red Flag 
booking team, to allow the appointment booking process to begin immediately. However, currently, 
the referral criteria fields are optional i.e. not mandatory, so opening up the possibility that fields are 
not completed, leading to error and delay. 

NICE NG12 
The reference CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: 
recognition and referral but, despite being endorsed by the DHSSPSNI and accepted by the Regional 
Urologists, it has yet to be implemented. Its use as a triage standard should result in fewer red-
flagged cases which should ease some of the pressure on waiting lists. Its adoption would take place 
in primary care and should form the basis of the electronic CCG referral tool. 
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There was a consistent medical staff view from the Review Team, the AMD1, and indeed Cons1, that 
GP’s have a crucial and important responsibility in getting the referral criteria/urgency category 
correct. If the GP does not provide enough, or the correct information, the NI Electronic Care Record 
(NIECR) needs to be checked and that slows the whole triage process down. It was clear that the 
triage system works best when the initial GP referral is usually correct and the Secondary care 
‘safety-net’ is only required in a minority of cases. Systems should be designed that make that 
particular sequence the norm. 

7.2 Referral letters were not triaged following receipt by the hospital. 

Contributory factor 

Task Factors (policy and guidelines) 
The Integrated Elective Access Protocol (IEAP) (DHSSPS, April 2008) defines the roles and 
responsibilities of staff (in both primary and secondary care) when patients enter an elective care 
pathway. It states, 

‘…an Executive Director will take lead responsibility for ensuring all aspects of this 
Protocol are adhered to…. Patients will be treated on the basis of their clinical urgency 
with urgent patients seen and treated first’. 

The Principles for booking Cancer Pathway patients states, 
“clinical teams must ensure triage is undertaken daily, irrespective of leave, in order 
to initiate booking patients”. 

and, 
“Referrals will be received, registered within one working day and forwarded to 
Consultants for prioritisation”. 

However, the IEAP states, 
“…if clinical priority is not received from Consultants within 72 hours, processes 
should be in place to initiate booking of urgent patients according to the GP’s 
classification of urgency”. 

Following on from the IEAP of 2008, national and regional policies and guidelines, already referred to 
above, have been introduced which have outlined the detailed role of the Urology Consultant in 
triaging referrals that have come in from Primary care e.g., 

 Service Framework for cancer prevention, treatment and care (Standard 13) 2011; 
 NI Referral Guidance for Suspected Cancer 2012; and 
 NICaN Urology Cancer Clinical Guideline document, (version 1.3, March 2016). 

These have provided agreed lists of the critical symptomatology of Urological cancers and the roles 
and responsibilities of Primary and Secondary care staff in ensuring patients receive prompt 
recognition and treatment of their cancer. 

Review of Adult Urology Services in Northern Ireland 
In March 2009, a Review of Adult Urology Services in Northern Ireland - A modernisation and 
investment plan was published. Its External Advisor was Mr Mark Fordham. SHSCT Consultant 
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WIT-93396

Recommendation 4 states, “Trusts must review the process for internal Consultant to Consultant 
referrals to Urology to ensure that there are no undue delays in the system”. Consultants indicated 
that they would routinely upgrade a significant number of routine and urgent referrals (GP) to urgent 
or red flag. It was noted that the development of agreed referral guidelines/criteria for suspected 
Urological cancers was a priority piece of work for the recently formed NICaN Group. That work was 
led by Cons1; see page 6. 

Section 3.31 of the report indicates that, “Consultant Urologists unanimously consider that referral 
triage should be led by Consultants. With over 40% of referrals being cancer related (and with many 
not red flagged or marked urgent) they believe that they are best placed and skilled to undertake the 
triage process. They also believe that despite the volume of referrals, this is not a particularly time 
consuming process.” 

Contributory factor 

Staff factor 
It is obvious from reading the documents referred to above that Cons1 has been aware of 
developments in this field and, indeed has been party to the discussions and signed some of them off. 
Cons1 was chair of NICaN (Urology) and was involved in drafting the NICaN regional Urology 
guidance, and therefore was very familiar with the requirement to triage GP referrals. 

Despite all of this, and even though Cons1 agreed that this triaging role was, “very important”, …. it 
was, “a very serious matter not to be minimised, very serious” he stated he would not triage non-red 
flag referrals. 

When asked, “Does triage still need done?” Cons1 answered, “a procedure is needed to highlight 
when it needs done and who does it”. When further asked, “Who was involved in SHSCT Urology 
service in setting up triage”? Cons1 answered for urological cancer, “I was the Lead”. 

He felt triage of referral letters was too time consuming and the amount of time spent on triage, in his 
opinion, rendered inpatient care unsafe. He highlighted that he had previously escalated his concerns 
about work load to management teams and medical directors. 

In relation to triage, Cons1 stated, ‘I would love if we had a Trust Urology agreement on the type of 
triage to be conducted’. When it was pointed out that, “Consultant colleagues did triage for you. How 
did they do it?” He stated, “It depends on how you do it” ..... “Not all do advanced / enhanced triage, 
they compromise. It is a spectrum”... “They have not done it in the detail I felt it needed for 
routine/urgent non-red flag case”. 

When questioned further, regarding his way of organising his own work load, Cons1 stated, ‘....yes I 
did it my way – I wasn’t cognisant of being unbending, I am very particular’. 

Cons1 highlighted to the Review Team that he currently takes annual leave each Friday and spends 
the weekend triaging. He stated that it is impossible to be Urologist of the Week and triage referrals 
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WIT-93397

appropriately. He stated he still can’t do triage and everything else. He stated, 
‘I do triage entirely in my own time to allow me to do it properly’. 

When asked about using the NIECR - Electronic Referral using the Clinical Communication Gateway 
(CCG) method, Cons1 stated found the new CCG triage system, “Very, very good, I wish all 
information was available on ECR. It is less time consuming. ECR makes it easier to check 
information”. 

The Review Team concluded that there was a serious inconsistency between the guideline standard 
that a Consultant should triage GP referrals (which Cons1 helped to construct) along with his stated 
view of the crucial importance of triage and Cons1’s actual practice. 

Cons1’s chosen method of triage was beyond what is required. His triage is the equivalent of a virtual 
clinic where he reviews NIECR and books investigations for patients. While the Review Team 
recognised this was a detailed triage process, they concluded that his prioritisation of work and 
attention to detail meant that some patients got a higher standard of triage/care, while, crucially, 
others were not triaged, leading to a potentially critical delay in assessment and treatment for those 
patients. Cons1 is aware of this. 

The Review Team concluded that Cons1’s prioritisation of work and attention to detail led to some 
patients receiving a high standard of care, while others ran the real risk of having a cancer diagnosis 
delayed till it was dangerously late. 

Contributory factor 

Work load/scheduling 
In 2008, when the IEAP was published, there was a maximum waiting time of 9 weeks for a first 
Outpatient appointment. On 30th September 2016, there were 2012 patients on the routine Urology 
outpatient waiting list, with 597 patients showing as waiting 52 weeks and over. The longest waiting 
time was 554 days (80 weeks). Therefore, if patient referrals are incorrectly referred, or not triaged 
and continue to use the GP’s classification of urgency, there will be a significant wait. Cons1 is aware 
of this reality. 

The Review Team considered the Consultant of the Week (CoW) work load, including ward rounds, 
clinics, emergency theatre sessions as a contributory factor. Cons1 has consistently argued that he 
cannot triage non-red flag referrals and carry out the duties of the CoW. He has not indicated who 
else should carry out the triage duties. However, the Review Team note that the other Consultant 
Urologists were able to manage this work load and triage referral letters in a timely fashion, with other 
members of the consultant team also ordering investigations, providing treatment recommendations 
and adding patients directly to waiting lists, similar to outcomes achieved from Cons1’s ‘advanced 
triage’. 
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Contributory factor 

Organisational 
The Review Team concluded that the non-triage of Urology referrals by Cons1 has been an ongoing 
problem in the Trust for many years, possibly decades. While there were pockets of non-compliance 
by other Consultants, when escalated, compliance improved. However, the Review Team note that 
Cons1 consistently did not return triage information on referrals thus not allowing the appropriate 
prioritisation of appointments by clinical need. 

Interviews with 2 previous and the current Director of Acute Services, AMD1 and the Head of Surgery 
Service have highlighted that on many occasions, over a prolonged period, attempts had been made 
by the Trust’s officers to address Cons1’s non-compliance with triage. These attempts encompassed 
both direct face to face conversations which were often heated, correspondence and, as in 2010, 
study leave refusal until there was compliance. These interventions all resulted in a familiar pattern of 
response; temporary improvement in compliance with triage, followed by a return to non-compliance. 

In 2014, due to continuing non-compliance, the Trust implemented an ‘Informal’ Default Triage 
Process to manage the referrals which were not being triaged and returned to the Booking Centre. 
The Review Team considered the intention of this process was to prevent any delay in patients being 
added to the waiting list. However, this meant the ‘non-return of triage’ was not individually addressed 
with the non-compliant clinicians. Furthermore, and most importantly, it allowed patients, who should 
have been red-flagged, to remain on a waiting list until review. 

In 2014, the Director of Acute Service 2 (DAS2) discussed non-compliance with Cons1 and agreed 
that Cons1 would no longer triage referral letters. Cons1 was heavily involved with formulating the 
NICaN Urology guidelines at the time and was grateful to the extent that he thanked DAS2.This task 
was delegated to other Urology Consultants for a time. However, Cons1 does not recollect having to 
formally stop triage. At interview, DAS2 was not aware that he had resumed those duties; she 
remembered that their Cancer performance figures improved when Cons1 was not triaging. 

Escalation within Organisation 
At every interview, questions were asked whether Cons1’s consistent and prolonged non-compliance 
with triaging was referred upwards to executive level i.e. the Medical Director and Chief Executive. 

Director DAS1 considered that the problem was being managed at Service level, although as it was 
only one of a series of issues and considered to be a ‘minor’ one, it did not predominate at higher 
level meetings with the Medical Director (MD1); to the extent that he may not have been aware of it. 

Director DAS2 considered that the problem was dealt with by agreeing with Cons1 to stop triaging. 
There were other issues that were flagged up to MD2, but she was not able to remember whether 
MD2 was made aware of the triage problem. 

During DAS3’s current tenure Executive members certainly knew; at CAH Oversight meeting level 
and at the time of the look back exercise #2 which ultimately led onto this SAI and RCA process. The 
Medical Director (MD3) was directly involved in the RCA process and the CEO was aware. At Trust 
Board level, it is thought that a non-Executive member was asked to examine the situation which 
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would indicate that it had also reached that level. 

Overall, the Review Team in considering whether there was a satisfactory escalation of this ‘non-
triage’ issue have concluded that there was no evidence of consistent and proactive escalation of 
‘non-return of triage’ either to the Medical Director or the Chief Executive until the look back exercise 
#2 basically forced the seriousness of the issue out into the open. Indeed, they do not appear to have 
appreciated the importance of triage, certainly from the patient’s perspective. The Trust’s officers 
made efforts to address Cons1’s non-triage over time but were consistently thwarted by Cons1’s 
refusal to comply. The Trust failed to put systems, processes and fail safes in place to ensure Cons1’s 
consistently triaged patient referrals until 2017. 

Systems and processes have now been put in place so that the Head of Service for Urology reviews 
Cons1’s compliance with triage. HoS1 will check all Urology triage on an adhoc basis but, with Cons1, 
she will check daily when he is the Consultant of the Week. Any non-compliance with returning 
referrals without triage is addressed immediately. However, this process is heavily dependent on 
HoS1 who, when she is on leave, often has to recover non-triaged cases upon her return. 

15. WHAT HAS BEEN CHANGED or WHAT WILL CHANGE? 

1. The clinical urgency category allocated by GPs to 30 patients referred to Urology were 
incorrect. The referrals using NICaN guidance should have been referred as a Red Flag. Four 
(plus 1) of these patients were subsequently shown to have cancer. 

2. The process of triaging Urology cancer referrals from Primary Care to Secondary Care, under 
the direction of the HSCB, appears to be less efficient than it could be, bearing in mind that 
NICE NG12 guidance has not been adopted and electronic referral using CCG is not being 
used as efficiently as it could. 

3. GP’s are not mandated to provide HSCB with an assurance that they comply with the most up 
to date NICE or other guidelines. Therefore, HSCB are unaware of any risks consequent upon 
the non-compliance with NICE and other guidance within GP practices. 

4. GP’s are not mandated to refer patients using CCG clinical criteria banners; this can lead to 
error and delay. 

5. There is no Regional or Trust guidance or policy on what is expected of clinicians when 
triaging referral letters. Triage of patient referrals is obviously viewed as extremely important 
but does not seem to be at an equivalent level of importance when ranked alongside other 
clinical governance issues. Despite being an evident problem for decades and requiring 
considerable time and effort to find a solution, it only really surfaced within the Trust after an 
Index case forced the situation out into the open. 

6. Despite it being absolutely clear to Consultant 1 (based upon his close proximity to the 
development and signing off of regional guidance) of the consequences of non-triage, he did 
not routinely triage referral letters. The Review Team consider that Cons1’s refusal to triage to 
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a level similar to other clinicians, led to patients not being triaged, and this resulted in delays in 
assessment and treatment. This may have harmed one patient. 

7. Cons1 confirmed that despite the Trust reminding him of the requirement to triage, he did not 
consistently triage referrals. He argued that, due to time pressures, he felt he was unable to 
perform the duties of the Consultant of the Week and his triaging duties. He has highlighted 
those views to Trust operational and management teams over a number of years. 

8. The Trust made efforts to address Cons1’s non-triage over time. However, the Trust failed to 
put systems, processes and fail safes in place to ensure Cons1 consistently triaged patient 
referrals until 2017. However, this safeguarding process is heavily dependent on the Head of 
Service checking triage is completed when Cons1 is Consultant of the Week. 

9. The Informal Default Triage process allows patients who should be red flagged to remain on a 
waiting list of routine or urgent cases. 

From examining the triaging issue over the length of time it has existed, it is obvious that there is an 
unwillingness or inability within the medical hierarchy to tackle its ‘difficult colleague’ problem. The 
reasons behind this probably include not taking ownership of its own problems and poor support from 
senior medical management perhaps resulting in issues not being referred upwards. 

16. RECOMMENDATIONS (please state by whom and timescale) 

Recommendation 1 
HSCB should link with the electronic Clinical Communication Gateway (CCG) implementation group 
to ensure it is updated to include NICE/NICaN clinical referral criteria. These fields should be 
mandatory. 

Recommendation 2 
HSCB should consider GP’s providing them with assurances that the NICE guidance has been 
implemented within GP practices. 

Recommendation 3 
HSCB should review the implementation of NICE NG12 and the processes surrounding occasions 
when there is failure to implement NICE guidance, to the detriment of patients. 

HSCB, Trust and GPs 
Recommendation 4 
GPs should be encouraged to use the electronic CCG referral system which should be adapted to 
allow a triaging service to be performed to NICE NG12 and NICaN standards. This will also mean 
systems should be designed that ensure electronic referral reliably produces correct triaging e.g. use 
of mandatory entry fields. 

TRUST 
Recommendation 5 
Work should begin in communicating with local GPs, perhaps by a senior clinician in Urology, to 
formulate decision aids which simplify the process of Red-flag, Urgent or Routine referral. The triage 
system works best when the initial GP referral is usually correct and the secondary care ‘safety-net’ is 
only required in a minority of cases. Systems should be designed that make that particular sequence 
the norm. 
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13. WHAT HAPPENED? 
5.1 Triage of GP referrals - background 
The general public expect that, when they engage with their GP complaining of symptoms that are 
potentially due to a cancer, they will be referred to the appropriate secondary care services promptly 
and that they will respond, also promptly, to confirm or exclude the diagnosis of cancer. 

The DHSSPSNI Service Framework for cancer prevention, treatment and care (Standard 13) of 2011 
indicates, “All people with signs and symptoms that might suggest cancer should be appropriately 
assessed by their GP and referred promptly on to hospital for further tests if needed”. 

Cancer specialists, working in networks, have formulated lists of symptom and sign triggers which 
can signify the development of a cancer. Using these lists, primary care doctors can refer patients 
into secondary care; triaging a large number of patients by assigning them to different degrees of 
urgency (Routine, Urgent and Red-flag). If these are used as designed, this can provide an efficient 
referral system. 

NICE have been instrumental in ensuring uniformity and the validity of these cancer recognition and 
referral lists of symptoms and signs. They have also formulated guidance regarding how safety nets 
should be setup to ensure patients are not missed. Local programmes, using this type of guidance, 
have been established, under the auspices of NICaN and the HSCB, to set up these triage pathways 
and safety nets. 

5.2 Triage of GP referrals – Northern Ireland 
NI Referral Guidance for Suspected Cancer (2012) 
The Northern Ireland Referral Guidance for Suspected Cancer 2012 is based on the NICE clinical 
guideline, CG 27 - Referral guidelines for suspected cancer, published in June 2005. This has a 
section on Urological Cancer. It was introduced to GPs by HSCB correspondence (30/12/2012), 
revealing the new red-flag process and indicating in appendix A that, “triaging will take place in a 
timely manner, within 72 hours of receipt of referral or the referral should continue with the GP 
Prioritisation”. 

This is still the only set of referral guidance for suspected urological cancer available online on the 
NICaN website (last accessed 18/11/2018). 

However, the 2005 CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: 
recognition and referral published in June 2015. This was endorsed by the Department of Health (NI) 
with HSC (SQSD) (NICE NG12) 29/15 on the 19th August 2015 which instructed the HSCB / PHA to 
send out the guidance to the appropriate Family Practitioners. This particular kind of guidance 
requires the HSCB to circulate regionally endorsed NICE guidelines to Trusts and GPs for 
implementation. Trusts are expected to review guidance against a base line assessment and provide 
HSCB with an assurance that the guidance has been implemented. If a Trust is unable to fully 
implement the guidance within the one-year period without regional co-ordination and/or additional 
resources, they should provide a formal assurance to HSCB, and this is to be managed as part of the 
risk management process. This assurance process does not however apply to primary care and 
GP’s. 

NICaN Urology Cancer Clinical Guideline (2016) 
The NICaN Urology Cancer Clinical Guideline document, (version 1.3, March 2016), was produced 
regionally to support the diagnosis, treatment and management of urological cancer. 
This version included amendments, to replace the previous red flag guidelines, with those from NICE 
NG12; the document was signed off on behalf of the NICaN by Consultant Urologist, Cons1. 
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issues. 

Interview with Director of Acute Services (DAS1) 
DAS1 indicated that the Urology Services were under various kinds of pressure during her time as 
Director. There was a regional transformation project in place for Regional Urology Services under Mr 
M. Fordham; this generated an element of pressure to modernise and change. Along with this and 
other issues, including the triage problem, Consultant 1 struggled to adapt to these changes and to 
comply with the other issues and triaging. DAS1 paints a picture of many issues with Cons1, triaging 
being only one of many issues but, in her opinion, not the most important issue. 

Nevertheless, in April 2010, Consultant 1 (Cons1) was put under pressure to complete his triage list. 
The surgical Associate Medical Director (AMD1) brought concerns to DAS1. The other Urologists had 
been ‘covering’ triaging for Cons1; the Head of Service Surgery had informed AMD1 of this. They met 
Cons1 the next day. The European Association of Urology meeting was in Spain the following day 
and Cons1 wished to attend. DAS1 and AMD1 informed Cons1 he would not be attending the 
meeting unless he triaged all his referrals immediately. Cons1 duly addressed the triage backlog, 
completing them that evening. From that time on, AMD1 and the Head of Service (HoS1) monitored 
that Cons 1 was triaging the GP referral letters. However, DAS1 commented that the HoS1 had a 
difficult job managing Cons1. 

Following interview with Head of Service (HoS1) 
The Head of Service for Urology (HoS1) indicated that she inherited the problem upon appointment 
although she was aware that it was a long running issue, going back perhaps 25 years. She 
highlighted this was an ongoing issue with Cons1. He was the commonest offender and took longest 
to triage. There were issues with other Consultants who, on occasion, did not triage but Cons1 was 
the only one, when asked to triage, didn’t do it. This came to head in 2010 (referred to above) and 
again in 2014. 

Informal Default Triage (IDT) process 
In May 2014, after escalation to HoS1, an Informal Default Triage (IDT) process was put in place by 
the Trust’s booking centre. This process allowed the booking office to allocate patients, who had not 
been triaged in time, to be allocated to a ‘waiting list’ using the GP triage category. Therefore, this 
IDT process of putting patients on the waiting list without triage meant that they did not get missed. 
However, some patients, who should have been triaged as a red flag, waited on the waiting list with 
their ‘incorrect’ GP triage category. After much discussion, this detailed process was formally 
circulated to all specialties on the 6th November 2015 by the Assistant Director of Support Services 
(ADSS1). 

When questioned about this IDT process, the DAS2 was not aware of it even though it started during 
her time in post i.e. May ‘14. When asked about its potential problem of leaving incorrectly triaged 
(by their GP) patients on a waiting list she stated, “Completely ridiculous, because would allow a 
cancer patient who should have been red flagged by their GP to go unchallenged by a Consultant 
triage process i.e. could have to wait for 11 months”. 

5.4 Index case 
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that this process did not have a clear escalation plan to include the individual Consultant and, indeed, 
had not been effective in addressing triage non-compliance. Furthermore, the letter pointed out that, 
from July 2015 till October 2016, there were 318 non-triaged letters which the Trust could not provide 
assurance that patients were not being exposed to harm by waiting as a routine or urgent 
appointment i.e. when they should have been red-flagged. 

It is not absolutely clear who wrote this letter as it has no signature, but it appears to have been 
written by, or on behalf of, Cons2. On the 10th January 2017, Cons2 was requested by the Medical 
Director (MD3) to share the report with the 2 key Consultants involved in the SAI. One of these was 
Cons1. Cons2 refused, stating that he was Cons1’s colleague and not his manager. 

This letter was escalated to the Director of Acute Services (DAS3) and the Assistant Director of 
Anaesthetics & Surgery. This was further escalated to the Chief Executive of the SHSCT. 

Cons1 was written to by AMD1 on the 23rd March 2016, acknowledging his hard work as a Consultant 
Urologist but pointing out that there were governance and patient safety concerns with regard to 
untriaged letters dating back over 2 years, and other important issues. Cons1 was asked to respond 
with a commitment and immediate plan to address these issues. 

The Review Panel also determined that there were 7 other patients who were not triaged that week 
along with 

Patient 10

. They subsequently performed a ‘look-back’ exercise (number 1) of these referrals. Of 
the seven referrals, six charts were available and each patient had an appropriate management plan. 
One set of notes were missing and efforts were made to find them. 

Cons1 provided his personal review, dated 25/01/2017, of the Index Case to the Chairman of this 
Review Team. It provides an argued retrospective rationale that a timely triage by himself would not 
have altered the referral grading. However, it does not provide a sound reason for his actual lack of 
triage. His report is consistent in arguing his view that he does not have time to perform both 
Consultant of the Week (CoW) duties and triaging of non-red flag referrals. 

5.5 Look back exercise #2 
Upon realisation that the ‘look-back’ exercise #1 had resulted from non-triage over the week 
beginning the 30/10/2014, further efforts were made to investigate the size of this non-triage issue 
and to find missing referral letters. Cons1 was contacted and the Head of Service for Urology (HoS1) 
obtained permission to look for missing GP referral letters in his filing cabinet. Cons1 stated that there 
were referral letters in a filing cabinet in his office. During interview, he stated that he kept the 
referrals to ensure they would not be missed or overlooked. The Head of Service for Urology 
retrieved these referral letters, which numbered over 700 along with the triage lists from the booking 
centre. 

These referrals were then reviewed by the Urology Consultant Team revealing 30 patient referrals 
should have been red-flagged and four of these patients, following review, were diagnosed with 
cancer, becoming the subject of this review. 

On the 03 June 2016 
Patient 
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 Referral letters were not triaged following receipt by the Hospital. 

7.1 Referral letters did not have the clinical priority accurately assigned by the GP. 

Contributory factors 

Task Factors (policy and guidelines) 
The Review Team reviewed the GP referrals regarding the five patients listed above. They concluded, 
as judged from the Northern Ireland Cancer Network (NICaN) Referral Guidance for Suspected 
Cancer (December 2012), that all five patients should have been referred to Urology by the GP’s as 
red flag referrals (suspected cancer) i.e. incorrect triage. 

Task Factors (decision aids) 
The current decision aid for GPs is the NI Referral Guidance for Suspected Cancer 2012 based on 
NICE CG 27 Referral guidelines for suspected cancer published in June 2005. It is clear that 
Secondary care, in the form of Consultant Urologists, should triage these GP referrals; by doing so, 
11% of GP referrals are changed (from Review Team member). It is also clear that Cons1 would have 
been in no doubt as to his responsibilities; he was intimately involved in setting this standard and 
signed off the NICaN clinical guidelines. 

However, it is clear this very important and critical triage safety net work can be considered onerous 
and other electronic methods which GPs can use might be more efficient and help to reduce that load. 

According to the HoS1, most patient referrals by GPs to Trusts for outpatient appointments are now 
made through the electronic Clinical Communication Gateway (CCG). However, some paper referrals 
are still received. CCG is a digital referral system for Primary care which can contain referral criteria 
that meet NICE and NICaN guidance. This would enable appropriate clinical triaging of referrals to be 
performed as part of the selection of referral reasons and/or symptom description. 

Using the electronic CCG pathway, some clinical specialties, such as gynaecology, have worked 
closely with the Public Health Authority to develop a better GP referral tool e.g. using ‘banner 
guidance’ (a specialty specific banner, listing symptoms and signs) which complies with NICE/NICaN 
guidance. This ‘banner guidance’ helps by directing clinicians to use the NICE/NICaN referral criteria 
which allow for timely and appropriate triage of patients to clinically appropriate appointment types. It 
is possible when red flag symptoms are chosen that an immediate alert could go to the Red Flag 
booking team, to allow the appointment booking process to begin immediately. However, currently, 
the referral criteria fields are optional i.e. not mandatory, so opening up the possibility that fields are 
not completed, leading to error and delay. 

NICE NG12 
The reference CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: 
recognition and referral but, despite being endorsed by the DHSSPSNI and accepted by the Regional 
Urologists, it has yet to be implemented. Its use as a triage standard should result in fewer red-
flagged cases which should ease some of the pressure on waiting lists. Its adoption would take place 
in primary care and should form the basis of the electronic CCG referral tool. 

Patient 
14

8 



Received from SHSCT on 05 May 2023.  Annotated by the Urology Services Inquiry.

 

           
     

           
      

      
         

 
 

      

  

   
     

       
     

     
      

   
 

    
        

  
 

     
  

 
    
      

    
  

 
         

      
      

        
      
      

 
      

         
    

 
     

         
       

WIT-93413

There was a consistent medical staff view from the Review Team, the AMD1, and indeed Cons1, that 
GP’s have a crucial and important responsibility in getting the referral criteria/urgency category 
correct. If the GP does not provide enough, or the correct information, the NI Electronic Care Record 
(NIECR) needs to be checked and that slows the whole triage process down. It was clear that the 
triage system works best when the initial GP referral is usually correct and the Secondary care 
‘safety-net’ is only required in a minority of cases. Systems should be designed that make that 
particular sequence the norm. 

7.2 Referral letters were not triaged following receipt by the hospital. 

Contributory factor 

Task Factors (policy and guidelines) 
The Integrated Elective Access Protocol (IEAP) (DHSSPS, April 2008) defines the roles and 
responsibilities of staff (in both primary and secondary care) when patients enter an elective care 
pathway. It states, 

‘…an Executive Director will take lead responsibility for ensuring all aspects of this 
Protocol are adhered to…. Patients will be treated on the basis of their clinical urgency 
with urgent patients seen and treated first’. 

The Principles for booking Cancer Pathway patients states, 
“clinical teams must ensure triage is undertaken daily, irrespective of leave, in order 
to initiate booking patients”. 

and, 
“Referrals will be received, registered within one working day and forwarded to 
Consultants for prioritisation”. 

However, the IEAP states, 
“…if clinical priority is not received from Consultants within 72 hours, processes 
should be in place to initiate booking of urgent patients according to the GP’s 
classification of urgency”. 

Following on from the IEAP of 2008, national and regional policies and guidelines, already referred to 
above, have been introduced which have outlined the detailed role of the Urology Consultant in 
triaging referrals that have come in from Primary care e.g., 

 Service Framework for cancer prevention, treatment and care (Standard 13) 2011; 
 NI Referral Guidance for Suspected Cancer 2012; and 
 NICaN Urology Cancer Clinical Guideline document, (version 1.3, March 2016). 

These have provided agreed lists of the critical symptomatology of Urological cancers and the roles 
and responsibilities of Primary and Secondary care staff in ensuring patients receive prompt 
recognition and treatment of their cancer. 

Review of Adult Urology Services in Northern Ireland 
In March 2009, a Review of Adult Urology Services in Northern Ireland - A modernisation and 
investment plan was published. Its External Advisor was Mr Mark Fordham. SHSCT Consultant 
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Recommendation 4 states, “Trusts must review the process for internal Consultant to Consultant 
referrals to Urology to ensure that there are no undue delays in the system”. Consultants indicated 
that they would routinely upgrade a significant number of routine and urgent referrals (GP) to urgent 
or red flag. It was noted that the development of agreed referral guidelines/criteria for suspected 
Urological cancers was a priority piece of work for the recently formed NICaN Group. That work was 
led by Cons1; see page 6. 

Section 3.31 of the report indicates that, “Consultant Urologists unanimously consider that referral 
triage should be led by Consultants. With over 40% of referrals being cancer related (and with many 
not red flagged or marked urgent) they believe that they are best placed and skilled to undertake the 
triage process. They also believe that despite the volume of referrals, this is not a particularly time 
consuming process.” 

Contributory factor 

Staff factor 
It is obvious from reading the documents referred to above that Cons1 has been aware of 
developments in this field and, indeed has been party to the discussions and signed some of them off. 
Cons1 was chair of NICaN (Urology) and was involved in drafting the NICaN regional Urology 
guidance, and therefore was very familiar with the requirement to triage GP referrals. 

Despite all of this, and even though Cons1 agreed that this triaging role was, “very important”, …. it 
was, “a very serious matter not to be minimised, very serious” he stated he would not triage non-red 
flag referrals. 

When asked, “Does triage still need done?” Cons1 answered, “a procedure is needed to highlight 
when it needs done and who does it”. When further asked, “Who was involved in SHSCT Urology 
service in setting up triage”? Cons1 answered for urological cancer, “I was the Lead”. 

He felt triage of referral letters was too time consuming and the amount of time spent on triage, in his 
opinion, rendered inpatient care unsafe. He highlighted that he had previously escalated his concerns 
about work load to management teams and medical directors. 

In relation to triage, Cons1 stated, ‘I would love if we had a Trust Urology agreement on the type of 
triage to be conducted’. When it was pointed out that, “Consultant colleagues did triage for you. How 
did they do it?” He stated, “It depends on how you do it” ..... “Not all do advanced / enhanced triage, 
they compromise. It is a spectrum”... “They have not done it in the detail I felt it needed for 
routine/urgent non-red flag case”. 

When questioned further, regarding his way of organising his own work load, Cons1 stated, ‘....yes I 
did it my way – I wasn’t cognisant of being unbending, I am very particular’. 

Cons1 highlighted to the Review Team that he currently takes annual leave each Friday and spends 
the weekend triaging. He stated that it is impossible to be Urologist of the Week and triage referrals 
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appropriately. He stated he still can’t do triage and everything else. He stated, 
‘I do triage entirely in my own time to allow me to do it properly’. 

When asked about using the NIECR - Electronic Referral using the Clinical Communication Gateway 
(CCG) method, Cons1 stated found the new CCG triage system, “Very, very good, I wish all 
information was available on ECR. It is less time consuming. ECR makes it easier to check 
information”. 

The Review Team concluded that there was a serious inconsistency between the guideline standard 
that a Consultant should triage GP referrals (which Cons1 helped to construct) along with his stated 
view of the crucial importance of triage and Cons1’s actual practice. 

Cons1’s chosen method of triage was beyond what is required. His triage is the equivalent of a virtual 
clinic where he reviews NIECR and books investigations for patients. While the Review Team 
recognised this was a detailed triage process, they concluded that his prioritisation of work and 
attention to detail meant that some patients got a higher standard of triage/care, while, crucially, 
others were not triaged, leading to a potentially critical delay in assessment and treatment for those 
patients. Cons1 is aware of this. 

The Review Team concluded that Cons1’s prioritisation of work and attention to detail led to some 
patients receiving a high standard of care, while others ran the real risk of having a cancer diagnosis 
delayed till it was dangerously late. 

Contributory factor 

Work load/scheduling 
In 2008, when the IEAP was published, there was a maximum waiting time of 9 weeks for a first 
Outpatient appointment. On 30th September 2016, there were 2012 patients on the routine Urology 
outpatient waiting list, with 597 patients showing as waiting 52 weeks and over. The longest waiting 
time was 554 days (80 weeks). Therefore, if patient referrals are incorrectly referred, or not triaged 
and continue to use the GP’s classification of urgency, there will be a significant wait. Cons1 is aware 
of this reality. 

The Review Team considered the Consultant of the Week (CoW) work load, including ward rounds, 
clinics, emergency theatre sessions as a contributory factor. Cons1 has consistently argued that he 
cannot triage non-red flag referrals and carry out the duties of the CoW. He has not indicated who 
else should carry out the triage duties. However, the Review Team note that the other Consultant 
Urologists were able to manage this work load and triage referral letters in a timely fashion, with other 
members of the consultant team also ordering investigations, providing treatment recommendations 
and adding patients directly to waiting lists, similar to outcomes achieved from Cons1’s ‘advanced 
triage’. 
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Contributory factor 

Organisational 
The Review Team concluded that the non-triage of Urology referrals by Cons1 has been an ongoing 
problem in the Trust for many years, possibly decades. While there were pockets of non-compliance 
by other Consultants, when escalated, compliance improved. However, the Review Team note that 
Cons1 consistently did not return triage information on referrals thus not allowing the appropriate 
prioritisation of appointments by clinical need. 

Interviews with 2 previous and the current Director of Acute Services, AMD1 and the Head of Surgery 
Service have highlighted that on many occasions, over a prolonged period, attempts had been made 
by the Trust’s officers to address Cons1’s non-compliance with triage. These attempts encompassed 
both direct face to face conversations which were often heated, correspondence and, as in 2010, 
study leave refusal until there was compliance. These interventions all resulted in a familiar pattern of 
response; temporary improvement in compliance with triage, followed by a return to non-compliance. 

In 2014, due to continuing non-compliance, the Trust implemented an ‘Informal’ Default Triage 
Process to manage the referrals which were not being triaged and returned to the Booking Centre. 
The Review Team considered the intention of this process was to prevent any delay in patients being 
added to the waiting list. However, this meant the ‘non-return of triage’ was not individually addressed 
with the non-compliant clinicians. Furthermore, and most importantly, it allowed patients, who should 
have been red-flagged, to remain on a waiting list until review. 

In 2014, the Director of Acute Service 2 (DAS2) discussed non-compliance with Cons1 and agreed 
that Cons1 would no longer triage referral letters. Cons1 was heavily involved with formulating the 
NICaN Urology guidelines at the time and was grateful to the extent that he thanked DAS2.This task 
was delegated to other Urology Consultants for a time. However, Cons1 does not recollect having to 
formally stop triage. At interview, DAS2 was not aware that he had resumed those duties; she 
remembered that their Cancer performance figures improved when Cons1 was not triaging. 

Escalation within Organisation 
At every interview, questions were asked whether Cons1’s consistent and prolonged non-compliance 
with triaging was referred upwards to executive level i.e. the Medical Director and Chief Executive. 

Director DAS1 considered that the problem was being managed at Service level, although as it was 
only one of a series of issues and considered to be a ‘minor’ one, it did not predominate at higher 
level meetings with the Medical Director (MD1); to the extent that he may not have been aware of it. 

Director DAS2 considered that the problem was dealt with by agreeing with Cons1 to stop triaging. 
There were other issues that were flagged up to MD2, but she was not able to remember whether 
MD2 was made aware of the triage problem. 

During DAS3’s current tenure Executive members certainly knew; at CAH Oversight meeting level 
and at the time of the look back exercise #2 which ultimately led onto this SAI and RCA process. The 
Medical Director (MD3) was directly involved in the RCA process and the CEO was aware. At Trust 
Board level, it is thought that a non-Executive member was asked to examine the situation which 
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would indicate that it had also reached that level. 

Overall, the Review Team in considering whether there was a satisfactory escalation of this ‘non-
triage’ issue have concluded that there was no evidence of consistent and proactive escalation of 
‘non-return of triage’ either to the Medical Director or the Chief Executive until the look back exercise 
#2 basically forced the seriousness of the issue out into the open. Indeed, they do not appear to have 
appreciated the importance of triage, certainly from the patient’s perspective. The Trust’s officers 
made efforts to address Cons1’s non-triage over time but were consistently thwarted by Cons1’s 
refusal to comply. The Trust failed to put systems, processes and fail safes in place to ensure Cons1’s 
consistently triaged patient referrals until 2017. 

Systems and processes have now been put in place so that the Head of Service for Urology reviews 
Cons1’s compliance with triage. HoS1 will check all Urology triage on an adhoc basis but, with Cons1, 
she will check daily when he is the Consultant of the Week. Any non-compliance with returning 
referrals without triage is addressed immediately. However, this process is heavily dependent on 
HoS1 who, when she is on leave, often has to recover non-triaged cases upon her return. 

15. WHAT HAS BEEN CHANGED or WHAT WILL CHANGE? 

1. The clinical urgency category allocated by GPs to 30 patients referred to Urology were 
incorrect. The referrals using NICaN guidance should have been referred as a Red Flag. Four 
(plus 1) of these patients were subsequently shown to have cancer. 

2. The process of triaging Urology cancer referrals from Primary Care to Secondary Care, under 
the direction of the HSCB, appears to be less efficient than it could be, bearing in mind that 
NICE NG12 guidance has not been adopted and electronic referral using CCG is not being 
used as efficiently as it could. 

3. GP’s are not mandated to provide HSCB with an assurance that they comply with the most up 
to date NICE or other guidelines. Therefore, HSCB are unaware of any risks consequent upon 
the non-compliance with NICE and other guidance within GP practices. 

4. GP’s are not mandated to refer patients using CCG clinical criteria banners; this can lead to 
error and delay. 

5. There is no Regional or Trust guidance or policy on what is expected of clinicians when 
triaging referral letters. Triage of patient referrals is obviously viewed as extremely important 
but does not seem to be at an equivalent level of importance when ranked alongside other 
clinical governance issues. Despite being an evident problem for decades and requiring 
considerable time and effort to find a solution, it only really surfaced within the Trust after an 
Index case forced the situation out into the open. 

6. Despite it being absolutely clear to Consultant 1 (based upon his close proximity to the 
development and signing off of regional guidance) of the consequences of non-triage, he did 
not routinely triage referral letters. The Review Team consider that Cons1’s refusal to triage to 
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WIT-93418

a level similar to other clinicians, led to patients not being triaged, and this resulted in delays in 
assessment and treatment. This may have harmed one patient. 

7. Cons1 confirmed that despite the Trust reminding him of the requirement to triage, he did not 
consistently triage referrals. He argued that, due to time pressures, he felt he was unable to 
perform the duties of the Consultant of the Week and his triaging duties. He has highlighted 
those views to Trust operational and management teams over a number of years. 

8. The Trust made efforts to address Cons1’s non-triage over time. However, the Trust failed to 
put systems, processes and fail safes in place to ensure Cons1 consistently triaged patient 
referrals until 2017. However, this safeguarding process is heavily dependent on the Head of 
Service checking triage is completed when Cons1 is Consultant of the Week. 

9. The Informal Default Triage process allows patients who should be red flagged to remain on a 
waiting list of routine or urgent cases. 

From examining the triaging issue over the length of time it has existed, it is obvious that there is an 
unwillingness or inability within the medical hierarchy to tackle its ‘difficult colleague’ problem. The 
reasons behind this probably include not taking ownership of its own problems and poor support from 
senior medical management perhaps resulting in issues not being referred upwards. 

16. RECOMMENDATIONS (please state by whom and timescale) 

Recommendation 1 
HSCB should link with the electronic Clinical Communication Gateway (CCG) implementation group 
to ensure it is updated to include NICE/NICaN clinical referral criteria. These fields should be 
mandatory. 

Recommendation 2 
HSCB should consider GP’s providing them with assurances that the NICE guidance has been 
implemented within GP practices. 

Recommendation 3 
HSCB should review the implementation of NICE NG12 and the processes surrounding occasions 
when there is failure to implement NICE guidance, to the detriment of patients. 

HSCB, Trust and GPs 
Recommendation 4 
GPs should be encouraged to use the electronic CCG referral system which should be adapted to 
allow a triaging service to be performed to NICE NG12 and NICaN standards. This will also mean 
systems should be designed that ensure electronic referral reliably produces correct triaging e.g. use 
of mandatory entry fields. 

TRUST 
Recommendation 5 
Work should begin in communicating with local GPs, perhaps by a senior clinician in Urology, to 
formulate decision aids which simplify the process of Red-flag, Urgent or Routine referral. The triage 
system works best when the initial GP referral is usually correct and the secondary care ‘safety-net’ is 
only required in a minority of cases. Systems should be designed that make that particular sequence 
the norm. 
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Interview with Director of Acute Services (DAS2) 
In 2007, DAS2 (while in previous post in CAH) found a waiting list which was 10 years long. They 
worked on this with the Consultant, Cons1, and cleaned it up; they found no serious patient related 
issues. 

Interview with Director of Acute Services (DAS1) 
DAS1 indicated that the Urology Services were under various kinds of pressure during her time as 
Director. There was a regional transformation project in place for Regional Urology Services under Mr 
M. Fordham; this generated an element of pressure to modernise and change. Along with this and 
other issues, including the triage problem, Consultant 1 struggled to adapt to these changes and to 
comply with the other issues and triaging. DAS1 paints a picture of many issues with Cons1, triaging 
being only one of many issues but, in her opinion, not the most important issue. 

Nevertheless, in April 2010, Consultant 1 (Cons1) was put under pressure to complete his triage list. 
The surgical Associate Medical Director (AMD1) brought concerns to DAS1. The other Urologists had 
been ‘covering’ triaging for Cons1; the Head of Service Surgery had informed AMD1 of this. They met 
Cons1 the next day. The European Association of Urology meeting was in Spain the following day 
and Cons1 wished to attend. DAS1 and AMD1 informed Cons1 he would not be attending the 
meeting unless he triaged all his referrals immediately. Cons1 duly addressed the triage backlog, 
completing them that evening. From that time on, AMD1 and the Head of Service (HoS1) monitored 
that Cons 1 was triaging the GP referral letters. However, DAS1 commented that the HoS1 had a 
difficult job managing Cons1. 

Following interview with Head of Service (HoS1) 
The Head of Service for Urology (HoS1) indicated that she inherited the problem upon appointment 
although she was aware that it was a long running issue, going back perhaps 25 years. She 
highlighted this was an ongoing issue with Cons1. He was the commonest offender and took longest 
to triage. There were issues with other Consultants who, on occasion, did not triage but Cons1 was 
the only one, when asked to triage, didn’t do it. This came to head in 2010 (referred to above) and 
again in 2014. 

Informal Default Triage (IDT) process 
In May 2014, after escalation to HoS1, an Informal Default Triage (IDT) process was put in place by 
the Trust’s booking centre. This process allowed the booking office to allocate patients, who had not 
been triaged in time, to be allocated to a ‘waiting list’ using the GP triage category. Therefore, this 
IDT process of putting patients on the waiting list without triage meant that they did not get missed. 
However, some patients, who should have been triaged as a red flag, waited on the waiting list with 
their ‘incorrect’ GP triage category. After much discussion, this detailed process was formally 
circulated to all specialties on the 6th November 2015 by the Assistant Director of Support Services 
(ADSS1). 

When questioned about this IDT process, the DAS2 was not aware of it even though it started during 
her time in post i.e. May ‘14. When asked about its potential problem of leaving incorrectly triaged 
(by their GP) patients on a waiting list she stated, “Completely ridiculous, because would allow a 
cancer patient who should have been red flagged by their GP to go unchallenged by a Consultant 
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The letter pointed out that the IDT process implied that triage non-compliance was to be expected but 
that this process did not have a clear escalation plan to include the individual Consultant and, indeed, 
had not been effective in addressing triage non-compliance. Furthermore, the letter pointed out that, 
from July 2015 till October 2016, there were 318 non-triaged letters which the Trust could not provide 
assurance that patients were not being exposed to harm by waiting as a routine or urgent 
appointment i.e. when they should have been red-flagged. 

It is not absolutely clear who wrote this letter as it has no signature, but it appears to have been 
written by, or on behalf of, Cons2. On the 10th January 2017, Cons2 was requested by the Medical 
Director (MD3) to share the report with the 2 key Consultants involved in the SAI. One of these was 
Cons1. Cons2 refused, stating that he was Cons1’s colleague and not his manager. 

This letter was escalated to the Director of Acute Services (DAS3) and the Assistant Director of 
Anaesthetics & Surgery. This was further escalated to the Chief Executive of the SHSCT. 

Cons1 was written to by AMD1 on the 23rd March 2016, acknowledging his hard work as a Consultant 
Urologist but pointing out that there were governance and patient safety concerns with regard to 
untriaged letters dating back over 2 years, and other important issues. Cons1 was asked to respond 
with a commitment and immediate plan to address these issues. 

The Review Panel also determined that there were 7 other patients who were not triaged that week 
along with 

Patient 10

. They subsequently performed a ‘look-back’ exercise (number 1) of these referrals. Of 
the seven referrals, six charts were available and each patient had an appropriate management plan. 
One set of notes were missing and efforts were made to find them. 

Cons1 provided his personal review, dated 25/01/2017, of the Index Case to the Chairman of this 
Review Team. It provides an argued retrospective rationale that a timely triage by himself would not 
have altered the referral grading. However, it does not provide a sound reason for his actual lack of 
triage. His report is consistent in arguing his view that he does not have time to perform both 
Consultant of the Week (CoW) duties and triaging of non-red flag referrals. 

5.5 Look back exercise #2 
Upon realisation that the ‘look-back’ exercise #1 had resulted from non-triage over the week 
beginning the 30/10/2014, further efforts were made to investigate the size of this non-triage issue 
and to find missing referral letters. Cons1 was contacted and the Head of Service for Urology (HoS1) 
obtained permission to look for missing GP referral letters in his filing cabinet. Cons1 stated that there 
were referral letters in a filing cabinet in his office. During interview, he stated that he kept the 
referrals to ensure they would not be missed or overlooked. The Head of Service for Urology 
retrieved these referral letters, which numbered over 700 along with the triage lists from the booking 
centre. 

These referrals were then reviewed by the Urology Consultant Team revealing 30 patient referrals 
should have been red-flagged and four of these patients, following review, were diagnosed with 
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Patient 13

a potential cancer patient ranked alongside other issues such as probity, patient experience and 
performance, were consistent, 

“Very significant”. Very high up the list in terms of importance”. 
“It is fundamental people are seen in the appropriate time”. 
“Very important” ... “Important for the patient”. 
“Vital” ... “Very significant .. patients are often anxious and depend on the system to work”. 

Cons1 replied, 
“It is a serious issue, very important”..... “Number one ranking in overall scheme of things” 

The Review Team established that there were factors in HSC service delivery to the 5 patients under 
examination that resulted in an unnecessary delay in treatment and care. In 4 patients the delay was 
thought not to be clinically significant but in 1 there probably was a significant delay. 

Consideration of the causative factors to the patients’ delays reveal, 

 Referral letters did not have the clinical priority accurately assigned by the GP; and 
 Referral letters were not triaged following receipt by the Hospital. 

7.1 Referral letters did not have the clinical priority accurately assigned by the GP. 

Contributory factors 

Task Factors (policy and guidelines) 
The Review Team reviewed the GP referrals regarding the five patients listed above. They concluded, 
as judged from the Northern Ireland Cancer Network (NICaN) Referral Guidance for Suspected 
Cancer (December 2012), that all five patients should have been referred to Urology by the GP’s as 
red flag referrals (suspected cancer) i.e. incorrect triage. 

Task Factors (decision aids) 
The current decision aid for GPs is the NI Referral Guidance for Suspected Cancer 2012 based on 
NICE CG 27 Referral guidelines for suspected cancer published in June 2005. It is clear that 
Secondary care, in the form of Consultant Urologists, should triage these GP referrals; by doing so, 
11% of GP referrals are changed (from Review Team member). It is also clear that Cons1 would have 
been in no doubt as to his responsibilities; he was intimately involved in setting this standard and 
signed off the NICaN clinical guidelines. 

However, it is clear this very important and critical triage safety net work can be considered onerous 
and other electronic methods which GPs can use might be more efficient and help to reduce that load. 

According the HoS1, most patient referrals by GPs to Trusts for outpatient appointments are now 
made through the electronic Clinical Communication Gateway (CCG). However, some paper referrals 
are still received. CCG is a digital referral system for Primary care which can contain referral criteria 
that meet NICE and NICaN guidance. This would enable appropriate clinical triaging of referrals to be 
performed as part of the selection of referral reasons and/or symptom description. 

Using the electronic CCG pathway, some clinical specialties, such as gynaecology, have worked 
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closely with the Public Health Authority to develop a better GP referral tool e.g. using ‘banner 
guidance’ (a specialty specific banner, listing symptoms and signs) which complies with NICE/NICaN 
guidance. This ‘banner guidance’ helps by directing clinicians to use the NICE/NICaN referral criteria 
which allow for timely and appropriate triage of patients to clinically appropriate appointment types. It 
is possible when red flag symptoms are chosen that an immediate alert could go to the Red Flag 
booking team, to allow the appointment booking process to begin immediately. However, currently, 
the referral criteria fields are optional i.e. not mandatory, so opening up the possibility that fields are 
not completed, leading to error and delay. 

NICE NG12 
The reference CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: 
recognition and referral but, despite being endorsed by the DHSSPSNI and accepted by the Regional 
Urologists, it has yet to be implemented. Its use as a triage standard should result in fewer red-
flagged cases which should ease some of the pressure on waiting lists. Its adoption would take place 
in primary care and should form the basis of the electronic CCG referral tool. 

There was a consistent medical staff view from the Review Team, the AMD1, and indeed Cons1, that 
GP’s have a crucial and important responsibility in getting the referral criteria/urgency category 
correct. If the GP does not provide enough, or the correct information, the NI Electronic Care Record 
(NIECR) needs to be checked and that slows the whole triage process down. It was clear that the 
triage system works best when the initial GP referral is usually correct and the Secondary care 
‘safety-net’ is only required in a minority of cases. Systems should be designed that make that 
particular sequence the norm. 

7.2 Referral letters were not triaged following receipt by the hospital. 

Contributory factor 

Task Factors (policy and guidelines) 
The Integrated Elective Access Protocol (IEAP) (DHSSPS, April 2008) defines the roles and 
responsibilities of staff (in both primary and secondary care) when patients enter an elective care 
pathway. It states, 

‘…an Executive Director will take lead responsibility for ensuring all aspects of this 
Protocol are adhered to…. Patients will be treated on the basis of their clinical urgency 
with urgent patients seen and treated first’. 

The Principles for booking Cancer Pathway patients states, 
“clinical teams must ensure triage is undertaken daily, irrespective of leave, in order 
to initiate booking patients”. 

and, 
“Referrals will be received, registered within one working day and forwarded to 
Consultants for prioritisation”. 

However, the IEAP states, 
“…if clinical priority is not received from Consultants within 72 hours, processes 
should be in place to initiate booking of urgent patients according to the GP’s 
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Following on from the IEAP of 2008, national and regional policies and guidelines, already referred to 
above, have been introduced which have outlined the detailed role of the Urology Consultant in 
triaging referrals that have come in from Primary care e.g., 

 Service Framework for cancer prevention, treatment and care (Standard 13) 2011; 
 NI Referral Guidance for Suspected Cancer 2012; and 
 NICaN Urology Cancer Clinical Guideline document, (version 1.3, March 2016). 

These have provided agreed lists of the critical symptomatology of Urological cancers and the roles 
and responsibilities of Primary and Secondary care staff in ensuring patients receive prompt 
recognition and treatment of their cancer. 

Review of Adult Urology Services in Northern Ireland 
In March 2009, a Review of Adult Urology Services in Northern Ireland - A modernisation and 
investment plan was published. Its External Advisor was Mr Mark Fordham. SHSCT Consultant 
Urologists were represented on the committee. 

Recommendation 4 states, “Trusts must review the process for internal Consultant to Consultant 
referrals to Urology to ensure that there are no undue delays in the system”. Consultants indicated 
that they would routinely upgrade a significant number of routine and urgent referrals (GP) to urgent 
or red flag. It was noted that the development of agreed referral guidelines/criteria for suspected 
Urological cancers was a priority piece of work for the recently formed NICaN Group. That work was 
led by Cons1; see page 6. 

Section 3.31 of the report indicates that, “Consultant Urologists unanimously consider that referral 
triage should be led by Consultants. With over 40% of referrals being cancer related (and with many 
not red flagged or marked urgent) they believe that they are best placed and skilled to undertake the 
triage process. They also believe that despite the volume of referrals, this is not a particularly time 
consuming process.” 

Contributory factor 

Staff factor 
It is obvious from reading the documents referred to above that Cons1 has been aware of 
developments in this field and, indeed has been party to the discussions and signed some of them off. 
Cons1 was chair of NICaN (Urology) and was involved in drafting the NICaN regional Urology 
guidance, and therefore was very familiar with the requirement to triage GP referrals. 

Despite all of this, and even though Cons1 agreed that this triaging role was, “very important”, …. it 
was, “a very serious matter not to be minimised, very serious” he stated he would not triage non-red 
flag referrals. 

When asked, “Does triage still need done?” Cons1 answered, “a procedure is needed to highlight 
when it needs done and who does it”. When further asked, “Who was involved in SHSCT Urology 
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service in setting up triage”? Cons1 answered for urological cancer, “I was the Lead”. 

He felt triage of referral letters was too time consuming and the amount of time spent on triage, in his 
opinion, rendered inpatient care unsafe. He highlighted that he had previously escalated his concerns 
about work load to management teams and medical directors. 

In relation to triage, Cons1 stated, ‘I would love if we had a Trust Urology agreement on the type of 
triage to be conducted’. When it was pointed out that, “Consultant colleagues did triage for you. How 
did they do it?” He stated, “It depends on how you do it” ..... “Not all do advanced / enhanced triage, 
they compromise. It is a spectrum”... “They have not done it in the detail I felt it needed for 
routine/urgent non-red flag case”. 

When questioned further, regarding his way of organising his own work load, Cons1 stated, ‘....yes I 
did it my way – I wasn’t cognisant of being unbending, I am very particular’. 

Cons1 highlighted to the Review Team that he currently takes annual leave each Friday and spends 
the weekend triaging. He stated that it is impossible to be Urologist of the Week and triage referrals 
appropriately. He stated he still can’t do triage and everything else. He stated, 
‘I do triage entirely in my own time to allow me to do it properly’. 

When asked about using the NIECR - Electronic Referral using the Clinical Communication Gateway 
(CCG) method, Cons1 stated found the new CCG triage system, “Very, very good, I wish all 
information was available on ECR. It is less time consuming. ECR makes it easier to check 
information”. 

The Review Team concluded that there was a serious inconsistency between the guideline standard 
that a Consultant should triage GP referrals (which Cons1 helped to construct) along with his stated 
view of the crucial importance of triage and Cons1’s actual practice. 

Cons1’s chosen method of triage was beyond what is required. His triage is the equivalent of a virtual 
clinic where he reviews NIECR and books investigations for patients. While the Review Team 
recognised this was a detailed triage process, they concluded that his prioritisation of work and 
attention to detail meant that some patients got a higher standard of triage/care, while, crucially, 
others were not triaged, leading to a potentially critical delay in assessment and treatment for those 
patients. Cons1 is aware of this. 

The Review Team concluded that Cons1’s prioritisation of work and attention to detail led to some 
patients receiving a high standard of care, while others ran the real risk of having a cancer diagnosis 
delayed till it was dangerously late. 

Contributory factor 

Work load/scheduling 
In 2008, when the IEAP was published, there was a maximum waiting time of 9 weeks for a first 
Outpatient appointment. On 30th September 2016, there were 2012 patients on the routine Urology 
outpatient waiting list, with 597 patients showing as waiting 52 weeks and over. The longest waiting 
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time was 554 days (80 weeks). Therefore, if patient referrals are incorrectly referred, or not triaged 
and continue to use the GP’s classification of urgency, there will be a significant wait. Cons1 is aware 
of this reality. 

The Review Team considered the Consultant of the Week (CoW) work load, including ward rounds, 
clinics, emergency theatre sessions as a contributory factor. Cons1 has consistently argued that he 
cannot triage non-red flag referrals and carry out the duties of the CoW. He has not indicated who 
else should carry out the triage duties. However, the Review Team note that the other Consultant 
Urologists were able to manage this work load and triage referral letters in a timely fashion, with other 
members of the consultant team also ordering investigations, providing treatment recommendations 
and adding patients directly to waiting lists, similar to outcomes achieved from Cons1’s ‘advanced 
triage’. 

Contributory factor 

Organisational 
The Review Team concluded that the non-triage of Urology referrals by Cons1 has been an ongoing 
problem in the Trust for many years, possibly decades. While there were pockets of non-compliance 
by other Consultants, when escalated, compliance improved. However, the Review Team note that 
Cons1 consistently did not return triage information on referrals thus not allowing the appropriate 
prioritisation of appointments by clinical need. 

Interviews with 2 previous and the current Director of Acute Services, AMD1 and the Head of Surgery 
Service have highlighted that on many occasions, over a prolonged period, attempts had been made 
by the Trust’s officers to address Cons1’s non-compliance with triage. These attempts encompassed 
both direct face to face conversations which were often heated, correspondence and, as in 2010, 
study leave refusal until there was compliance. These interventions all resulted in a familiar pattern of 
response; temporary improvement in compliance with triage, followed by a return to non-compliance. 

In 2014, due to continuing non-compliance, the Trust implemented an ‘Informal’ Default Triage 
Process to manage the referrals which were not being triaged and returned to the Booking Centre. 
The Review Team considered the intention of this process was to prevent any delay in patients being 
added to the waiting list. However, this meant the ‘non-return of triage’ was not individually addressed 
with the non-compliant clinicians. Furthermore, and most importantly, it allowed patients, who should 
have been red-flagged, to remain on a waiting list until review. 

In 2014, the Director of Acute Service 2 (DAS2) discussed non-compliance with Cons1 and agreed 
that Cons1 would no longer triage referral letters. Cons1 was heavily involved with formulating the 
NICaN Urology guidelines at the time and was grateful to the extent that he thanked DAS2.This task 
was delegated to other Urology Consultants for a time. However, Cons1 does not recollect having to 
formally stop triage. At interview, DAS2 was not aware that he had resumed those duties; she 
remembered that their Cancer performance figures improved when Cons1 was not triaging. 

Escalation within Organisation 
At every interview, questions were asked whether Cons1’s consistent and prolonged non-compliance 
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with triaging was referred upwards to executive level i.e. the Medical Director and Chief Executive. 

Director DAS1 considered that the problem was being managed at Service level, although as it was 
only one of a series of issues and considered to be a ‘minor’ one, it did not predominate at higher 
level meetings with the Medical Director (MD1); to the extent that he may not have been aware of it. 

Director DAS2 considered that the problem was dealt with by agreeing with Cons1 to stop triaging. 
There were other issues that were flagged up to MD2, but she was not able to remember whether 
MD2 was made aware of the triage problem. 

During DAS3’s current tenure Executive members certainly knew; at CAH Oversight meeting level 
and at the time of the look back exercise #2 which ultimately led onto this SAI and RCA process. The 
Medical Director (MD3) was directly involved in the RCA process and the CEO was aware. At Trust 
Board level, it is thought that a non-Executive member was asked to examine the situation which 
would indicate that it had also reached that level. 

Overall, the Review Team in considering whether there was a satisfactory escalation of this ‘non-
triage’ issue have concluded that there was no evidence of consistent and proactive escalation of 
‘non-return of triage’ either to the Medical Director or the Chief Executive until the look back exercise 
#2 basically forced the seriousness of the issue out into the open. Indeed, they do not appear to have 
appreciated the importance of triage, certainly from the patient’s perspective. The Trust’s officers 
made efforts to address Cons1’s non-triage over time but were consistently thwarted by Cons1’s 
refusal to comply. The Trust failed to put systems, processes and fail safes in place to ensure Cons1’s 
consistently triaged patient referrals until 2017. 

Systems and processes have now been put in place so that the Head of Service for Urology reviews 
Cons1’s compliance with triage. HoS1 will check all Urology triage on an adhoc basis but, with Cons1, 
she will check daily when he is the Consultant of the Week. Any non-compliance with returning 
referrals without triage is addressed immediately. However, this process is heavily dependent on 
HoS1 who, when she is on leave, often has to recover non-triaged cases upon her return. 

15. WHAT HAS BEEN CHANGED or WHAT WILL CHANGE? 

1. The clinical urgency category allocated by GPs to 30 patients referred to Urology were 
incorrect. The referrals using NICaN guidance should have been referred as a Red Flag. Four 
(plus 1) of these patients were subsequently shown to have cancer. 

2. The process of triaging Urology cancer referrals from Primary Care to Secondary Care, under 
the direction of the HSCB, appears to be less efficient than it could be, bearing in mind that 
NICE NG12 guidance has not been adopted and electronic referral using CCG is not being 
used as efficiently as it could. 

3. GP’s are not mandated to provide HSCB with an assurance that they comply with the most up 
to date NICE or other guidelines. Therefore, HSCB are unaware of any risks consequent upon 
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the non-compliance with NICE and other guidance within GP practices. 

4. GP’s are not mandated to refer patients using CCG clinical criteria banners; this can lead to 
error and delay. 

5. There is no Regional or Trust guidance or policy on what is expected of clinicians when 
triaging referral letters. Triage of patient referrals is obviously viewed as extremely important 
but does not seem to be at an equivalent level of importance when ranked alongside other 
clinical governance issues. Despite being an evident problem for decades and requiring 
considerable time and effort to find a solution, it only really surfaced within the Trust after an 
Index case forced the situation out into the open. 

6. Despite it being absolutely clear to Consultant 1 (based upon his close proximity to the 
development and signing off of regional guidance) of the consequences of non-triage, he did 
not routinely triage referral letters. The Review Team consider that Cons1’s refusal to triage to 
a level similar to other clinicians, led to patients not being triaged, and this resulted in delays in 
assessment and treatment. This may have harmed one patient. 

7. Cons1 confirmed that despite the Trust reminding him of the requirement to triage, he did not 
consistently triage referrals. He argued that, due to time pressures, he felt he was unable to 
perform the duties of the Consultant of the Week and his triaging duties. He has highlighted 
those views to Trust operational and management teams over a number of years. 

8. The Trust made efforts to address Cons1’s non-triage over time. However, the Trust failed to 
put systems, processes and fail safes in place to ensure Cons1 consistently triaged patient 
referrals until 2017. However, this safeguarding process is heavily dependent on the Head of 
Service checking triage is completed when Cons1 is Consultant of the Week. 

9. The Informal Default Triage process allows patients who should be red flagged to remain on a 
waiting list of routine or urgent cases. 

From examining the triaging issue over the length of time it has existed, it is obvious that there is an 
unwillingness or inability within the medical hierarchy to tackle its ‘difficult colleague’ problem. The 
reasons behind this probably include not taking ownership of its own problems and poor support from 
senior medical management perhaps resulting in issues not being referred upwards. 

16. RECOMMENDATIONS (please state by whom and timescale) 

Recommendation 1 
HSCB should link with the electronic Clinical Communication Gateway (CCG) implementation group 
to ensure it is updated to include NICE/NICaN clinical referral criteria. These fields should be 
mandatory. 

Recommendation 2 
HSCB should consider GP’s providing them with assurances that the NICE guidance has been 
implemented within GP practices. 

Recommendation 3 
HSCB should review the implementation of NICE NG12 and the processes surrounding occasions 
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when there is failure to implement NICE guidance, to the detriment of patients. 

HSCB, Trust and GPs 
Recommendation 4 
GPs should be encouraged to use the electronic CCG referral system which should be adapted to 
allow a triaging service to be performed to NICE NG12 and NICaN standards. This will also mean 
systems should be designed that ensure electronic referral reliably produces correct triaging e.g. use 
of mandatory entry fields. 

TRUST 
Recommendation 5 
Work should begin in communicating with local GPs, perhaps by a senior clinician in Urology, to 
formulate decision aids which simplify the process of Red-flag, Urgent or Routine referral. The triage 
system works best when the initial GP referral is usually correct and the secondary care ‘safety-net’ is 
only required in a minority of cases. Systems should be designed that make that particular sequence 
the norm. 

Recommendation 6 
The Trust should re-examine or re-assure itself that it is feasible for the Consultant of the Week 
(CoW) to perform both triage of non-red flag referrals and the duties of the CoW. 

Recommendation 7 
The Trust will develop written policy and guidance for clinicians on the expectations and requirements 
of the triage process. This guidance will outline the systems and processes required to ensure that all 
referrals are triaged in an appropriate and timely manner. 

Recommendation 8 
The current Informal Default Triage (IDT) process should be abandoned. If replaced, this must be with 
an escalation process that performs within the triage guidance and does not allow Red-flag patients to 
wait on a routine waiting list. 

Recommendation 9 
Monthly audit reports by Service and Consultant will be provided to Assistant Directors on compliance 
with triage. These audits should be incorporated into Annual Consultant Appraisal programmes. 
Persistent issues with triage must be escalated as set out in recommendation 10. 

Recommendation 10 
The Trust must set in place a robust system within its medical management hierarchy for highlighting 
and dealing with ‘difficult colleagues’ and ‘difficult issues’, ensuring that patient safety problems 
uncovered anywhere in the organisation can make their way upwards to the Medical Director’s and 
Chief Executive’s tables. This needs to be open and transparent with patient safety issues taking 
precedence over seniority, reputation and influence. 

17. INDICATE ANY PROPOSED TRANSFERRABLE REGIONAL LEARNING POINTS FOR 
CONSIDERATION BY HSCB/PHA: 

18. FURTHER REVIEW REQUIRED? NO 
Please select as appropriate 
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13. WHAT HAPPENED? 

5.1 Triage of GP referrals - background 
The general public expect that, when they engage with their GP complaining of symptoms that are 
potentially due to a cancer, they will be referred to the appropriate secondary care services promptly 
and that they will respond, also promptly, to confirm or exclude the diagnosis of cancer. 

The DHSSPSNI Service Framework for cancer prevention, treatment and care (Standard 13) of 2011 
indicates, “All people with signs and symptoms that might suggest cancer should be appropriately 
assessed by their GP and referred promptly on to hospital for further tests if needed”. 

Cancer specialists, working in networks, have formulated lists of symptom and sign triggers which can 
signify the development of a cancer. Using these lists, primary care doctors can refer patients into 
secondary care; triaging a large number of patients by assigning them to different degrees of urgency 
(Routine, Urgent and Red-flag). If these are used as designed, this can provide an efficient referral 
system. 

NICE have been instrumental in ensuring uniformity and the validity of these cancer recognition and 
referral lists of symptoms and signs. They have also formulated guidance regarding how safety nets 
should be setup to ensure patients are not missed. Local programmes, using this type of guidance, 
have been established, under the auspices of NICaN and the HSCB, to set up these triage pathways 
and safety nets. 

5.2 Triage of GP referrals – Northern Ireland 
NI Referral Guidance for Suspected Cancer (2012) 
The Northern Ireland Referral Guidance for Suspected Cancer 2012 is based on the NICE clinical 
guideline, CG 27 - Referral guidelines for suspected cancer, published in June 2005. This has a 
section on Urological Cancer. It was introduced to GPs by HSCB correspondence (30/12/2012), 
revealing the new red-flag process and indicating in appendix A that, “triaging will take place in a 
timely manner, within 72 hours of receipt of referral or the referral should continue with the GP 
Prioritisation”. 

This is still the only set of referral guidance for suspected urological cancer available online on the 
NICaN website (last accessed 18/11/2018). 

However, the 2005 CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: 
recognition and referral published in June 2015. This was endorsed by the Department of Health (NI) 
with HSC (SQSD) (NICE NG12) 29/15 on the 19 August 2015 which instructed the HSCB / PHA to 
send out the guidance to the appropriate Family Practitioners. This particular kind of guidance 
requires the HSCB to circulate regionally endorsed NICE guidelines to Trusts and GPs for 
implementation. Trusts are expected to review guidance against a base line assessment and provide 
HSCB with an assurance that the guidance has been implemented. If a Trust is unable to fully 
implement the guidance within the one-year period without regional co-ordination and/or additional 
resources, they should provide a formal assurance to HSCB, and this is to be managed as part of the 
risk management process. This assurance process does not however apply to primary care and GP’s. 

NICaN Urology Cancer Clinical Guideline (2016) 
The NICaN Urology Cancer Clinical Guideline document, (version 1.3, March 2016), was produced 
regionally to support the diagnosis, treatment and management of urological cancer. 
This version included amendments, to replace the previous red flag guidelines, with those from NICE 
NG12; the document was signed off on behalf of the NICaN by Consultant Urologist, Cons1. 
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Patient 13

made when interviewees were asked about the importance of triage and where the process of triaging 
a potential cancer patient ranked alongside other issues such as probity, patient experience and 
performance, were consistent, 

“Very significant”. Very high up the list in terms of importance”. 
“It is fundamental people are seen in the appropriate time”. 
“Very important” ... “Important for the patient”. 
“Vital” ... “Very significant .. patients are often anxious and depend on the system to work”. 

Cons1 replied, 
“It is a serious issue, very important”..... “Number one ranking in overall scheme of things” 

The Review Team established that there were factors in HSC service delivery to the 5 patients under 
examination that resulted in an unnecessary delay in treatment and care. In 4 patients the delay was 
thought not to be clinically significant but in 1 there probably was a significant delay. 

Consideration of the causative factors to the patients’ delays reveal, 
 Referral letters did not have the clinical priority accurately assigned by the GP; and 
 Referral letters were not triaged following receipt by the Hospital. 

7.1 Referral letters did not have the clinical priority accurately assigned by the GP. 

Contributory factors 

Task Factors (policy and guidelines) 
The Review Team reviewed the GP referrals regarding the five patients listed above. They concluded, 
as judged from the Northern Ireland Cancer Network (NICaN) Referral Guidance for Suspected 
Cancer (December 2012), that all five patients should have been referred to Urology by the GP’s as 
red flag referrals (suspected cancer) i.e. incorrect triage. 

Task Factors (decision aids) 
The current decision aid for GPs is the NI Referral Guidance for Suspected Cancer 2012 based on 
NICE CG 27 Referral guidelines for suspected cancer published in June 2005. It is clear that 
Secondary care, in the form of Consultant Urologists, should triage these GP referrals; by doing so, 
11% of GP referrals are changed (from Review Team member). It is also clear that Cons1 would have 
been in no doubt as to his responsibilities; he was intimately involved in setting this standard and 
signed off the NICaN clinical guidelines. 

However, it is clear this very important and critical triage safety net work can be considered onerous 
and other electronic methods which GPs can use might be more efficient and help to reduce that load. 

According the HoS1, most patient referrals by GPs to Trusts for outpatient appointments are now 
made through the electronic Clinical Communication Gateway (CCG). However, some paper referrals 
are still received. CCG is a digital referral system for Primary care which can contain referral criteria 
that meet NICE and NICaN guidance. This would enable appropriate clinical triaging of referrals to be 
performed as part of the selection of referral reasons and/or symptom description. 
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Using the electronic CCG pathway, some clinical specialties, such as gynaecology, have worked 
closely with the Public Health Authority to develop a better GP referral tool e.g. using ‘banner 
guidance’ (a specialty specific banner, listing symptoms and signs) which complies with NICE/NICaN 
guidance. This ‘banner guidance’ helps by directing clinicians to use the NICE/NICaN referral criteria 
which allow for timely and appropriate triage of patients to clinically appropriate appointment types. It 
is possible when red flag symptoms are chosen that an immediate alert could go to the Red Flag 
booking team, to allow the appointment booking process to begin immediately. However, currently, 
the referral criteria fields are optional i.e. not mandatory, so opening up the possibility that fields are 
not completed, leading to error and delay. 

NICE NG12 
The reference CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: 
recognition and referral but, despite being endorsed by the DHSSPSNI and accepted by the Regional 
Urologists, it has yet to be implemented. Its use as a triage standard should result in fewer red-
flagged cases which should ease some of the pressure on waiting lists. Its adoption would take place 
in primary care and should form the basis of the electronic CCG referral tool. 

There was a consistent medical staff view from the Review Team, the AMD1, and indeed Cons1, that 
GP’s have a crucial and important responsibility in getting the referral criteria/urgency category 
correct. If the GP does not provide enough, or the correct information, the NI Electronic Care Record 
(NIECR) needs to be checked and that slows the whole triage process down. It was clear that the 
triage system works best when the initial GP referral is usually correct and the Secondary care 
‘safety-net’ is only required in a minority of cases. Systems should be designed that make that 
particular sequence the norm. 

7.2 Referral letters were not triaged following receipt by the hospital. 

Contributory factor 

Task Factors (policy and guidelines) 
The Integrated Elective Access Protocol (IEAP) (DHSSPS, April 2008) defines the roles and 
responsibilities of staff (in both primary and secondary care) when patients enter an elective care 
pathway. It states, 

‘…an Executive Director will take lead responsibility for ensuring all aspects of this 
Protocol are adhered to…. Patients will be treated on the basis of their clinical urgency 
with urgent patients seen and treated first’. 

The Principles for booking Cancer Pathway patients states, 
“clinical teams must ensure triage is undertaken daily, irrespective of leave, in order 
to initiate booking patients”. 

and, 
“Referrals will be received, registered within one working day and forwarded to 
Consultants for prioritisation”. 

However, the IEAP states, 
“…if clinical priority is not received from Consultants within 72 hours, processes 
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should be in place to initiate booking of urgent patients according to the GP’s 
classification of urgency”. 

Following on from the IEAP of 2008, national and regional policies and guidelines, already referred to 
above, have been introduced which have outlined the detailed role of the Urology Consultant in 
triaging referrals that have come in from Primary care e.g., 

 Service Framework for cancer prevention, treatment and care (Standard 13) 2011; 
 NI Referral Guidance for Suspected Cancer 2012; and 
 NICaN Urology Cancer Clinical Guideline document, (version 1.3, March 2016). 

These have provided agreed lists of the critical symptomatology of Urological cancers and the roles 
and responsibilities of Primary and Secondary care staff in ensuring patients receive prompt 
recognition and treatment of their cancer. 

Review of Adult Urology Services in Northern Ireland 
In March 2009, a Review of Adult Urology Services in Northern Ireland - A modernisation and 
investment plan was published. Its External Advisor was Mr Mark Fordham. SHSCT Consultant 
Urologists were represented on the committee. 

Recommendation 4 states, “Trusts must review the process for internal Consultant to Consultant 
referrals to Urology to ensure that there are no undue delays in the system”. Consultants indicated 
that they would routinely upgrade a significant number of routine and urgent referrals (GP) to urgent 
or red flag. It was noted that the development of agreed referral guidelines/criteria for suspected 
Urological cancers was a priority piece of work for the recently formed NICaN Group. That work was 
led by Cons1; see page 6. 

Section 3.31 of the report indicates that, “Consultant Urologists unanimously consider that referral 
triage should be led by Consultants. With over 40% of referrals being cancer related (and with many 
not red flagged or marked urgent) they believe that they are best placed and skilled to undertake the 
triage process. They also believe that despite the volume of referrals, this is not a particularly time 
consuming process.” 

Contributory factor 

Staff factor 
It is obvious from reading the documents referred to above that Cons1 has been aware of 
developments in this field and, indeed has been party to the discussions and signed some of them off. 
Cons1 was chair of NICaN (Urology) and was involved in drafting the NICaN regional Urology 
guidance, and therefore was very familiar with the requirement to triage GP referrals. 

Despite all of this, and even though Cons1 agreed that this triaging role was, “very important”, …. it 
was, “a very serious matter not to be minimised, very serious” he stated he would not triage non-red 
flag referrals. 

When asked, “Does triage still need done?” Cons1 answered, “a procedure is needed to highlight 
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when it needs done and who does it”. When further asked, “Who was involved in SHSCT Urology 
service in setting up triage”? Cons1 answered for urological cancer, “I was the Lead”. 

He felt triage of referral letters was too time consuming and the amount of time spent on triage, in his 
opinion, rendered inpatient care unsafe. He highlighted that he had previously escalated his concerns 
about work load to management teams and medical directors. 

In relation to triage, Cons1 stated, ‘I would love if we had a Trust Urology agreement on the type of 
triage to be conducted’. When it was pointed out that, “Consultant colleagues did triage for you. How 
did they do it?” He stated, “It depends on how you do it” ..... “Not all do advanced / enhanced triage, 
they compromise. It is a spectrum”... “They have not done it in the detail I felt it needed for 
routine/urgent non-red flag case”. 

When questioned further, regarding his way of organising his own work load, Cons1 stated, ‘....yes I 
did it my way – I wasn’t cognisant of being unbending, I am very particular’. 

Cons1 highlighted to the Review Team that he currently takes annual leave each Friday and spends 
the weekend triaging. He stated that it is impossible to be Urologist of the Week and triage referrals 
appropriately. He stated he still can’t do triage and everything else. He stated, 
‘I do triage entirely in my own time to allow me to do it properly’. 

When asked about using the NIECR - Electronic Referral using the Clinical Communication Gateway 
(CCG) method, Cons1 stated found the new CCG triage system, “Very, very good, I wish all 
information was available on ECR. It is less time consuming. ECR makes it easier to check 
information”. 

The Review Team concluded that there was a serious inconsistency between the guideline standard 
that a Consultant should triage GP referrals (which Cons1 helped to construct) along with his stated 
view of the crucial importance of triage and Cons1’s actual practice. 

Cons1’s chosen method of triage was beyond what is required. His triage is the equivalent of a virtual 
clinic where he reviews NIECR and books investigations for patients. While the Review Team 
recognised this was a detailed triage process, they concluded that his prioritisation of work and 
attention to detail meant that some patients got a higher standard of triage/care, while, crucially, 
others were not triaged, leading to a potentially critical delay in assessment and treatment for those 
patients. Cons1 is aware of this. 

The Review Team concluded that Cons1’s prioritisation of work and attention to detail led to some 
patients receiving a high standard of care, while others ran the real risk of having a cancer diagnosis 
delayed till it was dangerously late. 

Contributory factor 

Work load/scheduling 
In 2008, when the IEAP was published, there was a maximum waiting time of 9 weeks for a first 
Outpatient appointment. On 30th September 2016, there were 2012 patients on the routine Urology 
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outpatient waiting list, with 597 patients showing as waiting 52 weeks and over. The longest waiting 
time was 554 days (80 weeks). Therefore, if patient referrals are incorrectly referred, or not triaged 
and continue to use the GP’s classification of urgency, there will be a significant wait. Cons1 is aware 
of this reality. 

The Review Team considered the Consultant of the Week (CoW) work load, including ward rounds, 
clinics, emergency theatre sessions as a contributory factor. Cons1 has consistently argued that he 
cannot triage non-red flag referrals and carry out the duties of the CoW. He has not indicated who 
else should carry out the triage duties. However, the Review Team note that the other Consultant 
Urologists were able to manage this work load and triage referral letters in a timely fashion, with other 
members of the consultant team also ordering investigations, providing treatment recommendations 
and adding patients directly to waiting lists, similar to outcomes achieved from Cons1’s ‘advanced 
triage’. 

Contributory factor 

Organisational 
The Review Team concluded that the non-triage of Urology referrals by Cons1 has been an ongoing 
problem in the Trust for many years, possibly decades. While there were pockets of non-compliance 
by other Consultants, when escalated, compliance improved. However, the Review Team note that 
Cons1 consistently did not return triage information on referrals thus not allowing the appropriate 
prioritisation of appointments by clinical need. 

Interviews with 2 previous and the current Director of Acute Services, AMD1 and the Head of Surgery 
Service have highlighted that on many occasions, over a prolonged period, attempts had been made 
by the Trust’s officers to address Cons1’s non-compliance with triage. These attempts encompassed 
both direct face to face conversations which were often heated, correspondence and, as in 2010, 
study leave refusal until there was compliance. These interventions all resulted in a familiar pattern of 
response; temporary improvement in compliance with triage, followed by a return to non-compliance. 

In 2014, due to continuing non-compliance, the Trust implemented an ‘Informal’ Default Triage 
Process to manage the referrals which were not being triaged and returned to the Booking Centre. 
The Review Team considered the intention of this process was to prevent any delay in patients being 
added to the waiting list. However, this meant the ‘non-return of triage’ was not individually addressed 
with the non-compliant clinicians. Furthermore, and most importantly, it allowed patients, who should 
have been red-flagged, to remain on a waiting list until review. 

In 2014, the Director of Acute Service 2 (DAS2) discussed non-compliance with Cons1 and agreed 
that Cons1 would no longer triage referral letters. Cons1 was heavily involved with formulating the 
NICaN Urology guidelines at the time and was grateful to the extent that he thanked DAS2.This task 
was delegated to other Urology Consultants for a time. However, Cons1 does not recollect having to 
formally stop triage. At interview, DAS2 was not aware that he had resumed those duties; she 
remembered that their Cancer performance figures improved when Cons1 was not triaging. 

Escalation within Organisation 
At every interview, questions were asked whether Cons1’s consistent and prolonged non-compliance 
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with triaging was referred upwards to executive level i.e. the Medical Director and Chief Executive. 

Director DAS1 considered that the problem was being managed at Service level, although as it was 
only one of a series of issues and considered to be a ‘minor’ one, it did not predominate at higher 
level meetings with the Medical Director (MD1); to the extent that he may not have been aware of it. 

Director DAS2 considered that the problem was dealt with by agreeing with Cons1 to stop triaging. 
There were other issues that were flagged up to MD2, but she was not able to remember whether 
MD2 was made aware of the triage problem. 

During DAS3’s current tenure Executive members certainly knew; at CAH Oversight meeting level 
and at the time of the look back exercise #2 which ultimately led onto this SAI and RCA process. The 
Medical Director (MD3) was directly involved in the RCA process and the CEO was aware. At Trust 
Board level, it is thought that a non-Executive member was asked to examine the situation which 
would indicate that it had also reached that level. 

Overall, the Review Team in considering whether there was a satisfactory escalation of this ‘non-
triage’ issue have concluded that there was no evidence of consistent and proactive escalation of 
‘non-return of triage’ either to the Medical Director or the Chief Executive until the look back exercise 
#2 basically forced the seriousness of the issue out into the open. Indeed, they do not appear to have 
appreciated the importance of triage, certainly from the patient’s perspective. The Trust’s officers 
made efforts to address Cons1’s non-triage over time but were consistently thwarted by Cons1’s 
refusal to comply. The Trust failed to put systems, processes and fail safes in place to ensure Cons1’s 
consistently triaged patient referrals until 2017. 

Systems and processes have now been put in place so that the Head of Service for Urology reviews 
Cons1’s compliance with triage. HoS1 will check all Urology triage on an adhoc basis but, with Cons1, 
she will check daily when he is the Consultant of the Week. Any non-compliance with returning 
referrals without triage is addressed immediately. However, this process is heavily dependent on 
HoS1 who, when she is on leave, often has to recover non-triaged cases upon her return. 

15. WHAT HAS BEEN CHANGED or WHAT WILL CHANGE? 

1. The clinical urgency category allocated by GPs to 30 patients referred to Urology were 
incorrect. The referrals using NICaN guidance should have been referred as a Red Flag. Four 
(plus 1) of these patients were subsequently shown to have cancer. 

2. The process of triaging Urology cancer referrals from Primary Care to Secondary Care, under 
the direction of the HSCB, appears to be less efficient than it could be, bearing in mind that 
NICE NG12 guidance has not been adopted and electronic referral using CCG is not being 
used as efficiently as it could. 
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3. GP’s are not mandated to provide HSCB with an assurance that they comply with the most up 
to date NICE or other guidelines. Therefore, HSCB are unaware of any risks consequent upon 
the non-compliance with NICE and other guidance within GP practices. 

4. GP’s are not mandated to refer patients using CCG clinical criteria banners; this can lead to 
error and delay. 

5. There is no Regional or Trust guidance or policy on what is expected of clinicians when 
triaging referral letters. Triage of patient referrals is obviously viewed as extremely important 
but does not seem to be at an equivalent level of importance when ranked alongside other 
clinical governance issues. Despite being an evident problem for decades and requiring 
considerable time and effort to find a solution, it only really surfaced within the Trust after an 
Index case forced the situation out into the open. 

6. Despite it being absolutely clear to Cons 1 (based upon his close proximity to the development 
and signing off of regional guidance) of the consequences of non-triage, he did not routinely 
triage referral letters. The Review Team consider that Cons1’s refusal to triage to a level 
similar to other clinicians, led to patients not being triaged, and this resulted in delays in 
assessment and treatment. This may have harmed one patient. 

7. Cons1 confirmed that despite the Trust reminding him of the requirement to triage, he did not 
consistently triage referrals. He argued that, due to time pressures, he felt he was unable to 
perform the duties of the Consultant of the Week and his triaging duties. He has highlighted 
those views to Trust operational and management teams over a number of years. 

8. The Trust made efforts to address Cons1’s non-triage over time. However, the Trust failed to 
put systems, processes and fail safes in place to ensure Cons1 consistently triaged patient 
referrals until 2017. However, this safeguarding process is heavily dependent on the Head of 
Service checking triage is completed when Cons1 is Consultant of the Week. 

9. The Informal Default Triage process allows patients who should be red flagged to remain on a 
waiting list of routine or urgent cases. 

From examining the triaging issue over the length of time it has existed, it is obvious that there is an 
unwillingness or inability within the medical hierarchy to tackle its ‘difficult colleague’ problem. The 
reasons behind this probably include not taking ownership of its own problems and poor support from 
senior medical management perhaps resulting in issues not being referred upwards. 

16. RECOMMENDATIONS (please state by whom and timescale) 

TRUST 
Recommendation 1 
Work should begin in communicating with local GPs, perhaps by a senior clinician in Urology, to 
formulate decision aids which simplify the process of Red-flag, Urgent or Routine referral. The triage 
system works best when the initial GP referral is usually correct and the secondary care ‘safety-net’ is 
only required in a minority of cases. Systems should be designed that make that particular sequence 
the norm. 
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APPENDIX 6 

Revised November 2016 (Version 1.1) 

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

including 
Service User/Family/Carer Engagement 

Checklist 
Organisation’s Unique Case Identifier: 

Personal Information redacted 
by USI

Date of Incident/Event: January 2016 – September 2016 

HSCB Unique Case Identifier: 

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

Responsible Lead Officer: Dr J R Johnston 

Designation: Consultant Medical Advisor 

Report Author: The Review Team 

Date report signed off: 
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WIT-93458

Causal Factors 

1. Referral letters did not have their clinical priority accurately assigned by the GP. 
Referral letters were not triaged following receipt by the Hospital. 

HSCB 
Recommendation 1 
HSCB should link with the electronic Clinical Communication Gateway (CCG) 
implementation group to ensure it is updated to include NICE/NICaN clinical referral 
criteria. These fields should be mandatory. 

Recommendation 2 
HSCB should consider GP’s providing them with assurances that the NICE guidance 
has been implemented within GP practices. 

Recommendation 3 
HSCB should review the implementation of NICE NG12 and the processes surrounding 
occasions when there is failure to implement NICE guidance, to the detriment of 
patients. 

HSCB, Trust and GPs 
Recommendation 4 
GPs should be encouraged to use the electronic CCG referral system which should be 
adapted to allow a triaging service to be performed to NICE NG12 and NICaN standards. 
This will also mean systems should be designed that ensure electronic referral reliably 
produces correct triaging e.g. use of mandatory entry fields. 

TRUST 
Recommendation 5 
Work should begin in communicating with local GPs, perhaps by a senior clinician in 
Urology, to formulate decision aids which simplify the process of Red-flag, Urgent or Routine 
referral. The triage system works best when the initial GP referral is usually correct and the 
secondary care ‘safety-net’ is only required in a minority of cases. Systems should be 
designed that make that particular sequence the norm. 

Recommendation 6 
The Trust should re-examine or re-assure itself that it is feasible for the Consultant of 
the Week (CoW) to perform both triage of non-red flag referrals and the duties of the 
CoW. 

Recommendation 7 
The Trust will develop written policy and guidance for clinicians on the expectations and 
requirements of the triage process. This guidance will outline the systems and 
processes required to ensure that all referrals are triaged in an appropriate and timely 
manner. 

Recommendation 8 
Page 3 of 25 
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WIT-93470

involved in setting this standard and signed off the NICaN clinical guidelines. 

However, it is clear this very important and critical triage safety net work can be considered 
onerous and other electronic methods which GPs can use might be more efficient and help to 
reduce that load. 

According the HoS1, most patient referrals by GPs to Trusts for outpatient appointments are 
now made through the electronic Clinical Communication Gateway (CCG). However, some 
paper referrals are still received. CCG is a digital referral system for Primary care which can 
contain referral criteria that meet NICE and NICaN guidance. This would enable appropriate 
clinical triaging of referrals to be performed as part of the selection of referral reasons and/or 
symptom description. 

Using the electronic CCG pathway, some clinical specialties, such as gynaecology, have 
worked closely with the Public Health Authority to develop a better GP referral tool e.g. using 
‘banner guidance’ (a specialty specific banner, listing symptoms and signs) which complies 
with NICE/NICaN guidance. This ‘banner guidance’ helps by directing clinicians to use the 
NICE/NICaN referral criteria which allow for timely and appropriate triage of patients to 
clinically appropriate appointment types. It is possible when red flag symptoms are chosen 
that an immediate alert could go to the Red Flag booking team, to allow the appointment 
booking process to begin immediately. However, currently, the referral criteria fields are 
optional i.e. not mandatory, so opening up the possibility that fields are not completed, leading 
to error and delay. 

NICE NG12 
The reference CG27 guidance has been replaced by NICE Guideline NG12 Suspected 
cancer: recognition and referral but, despite being endorsed by the DHSSPSNI and accepted 
by the Regional Urologists, it has yet to be implemented. Its use as a triage standard should 
result in fewer red-flagged cases which should ease some of the pressure on waiting lists. Its 
adoption would take place in primary care and should form the basis of the electronic CCG 
referral tool. 

There was a consistent medical staff view from the Review Team, the AMD1, and indeed 
Cons1, that GP’s have a crucial and important responsibility in getting the referral 
criteria/urgency category correct. If the GP does not provide enough, or the correct 
information, the NI Electronic Care Record (NIECR) needs to be checked and that slows the 
whole triage process down. It was clear that the triage system works best when the initial GP 
referral is usually correct and the Secondary care ‘safety-net’ is only required in a minority of 
cases. Systems should be designed that make that particular sequence the norm. 

7.2 Referral letters were not triaged following receipt by the hospital. 

Contributory factor 

Task Factors (policy and guidelines) 
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The Integrated Elective Access Protocol (IEAP) (DHSSPS, April 2008) defines the roles and 
responsibilities of staff (in both primary and secondary care) when patients enter an elective 
care pathway. It states, 

‘…an Executive Director will take lead responsibility for ensuring all aspects of 
this Protocol are adhered to…. Patients will be treated on the basis of their 
clinical urgency with urgent patients seen and treated first’. 

The Principles for booking Cancer Pathway patients states, 
“clinical teams must ensure triage is undertaken daily, irrespective of leave, in 
order to initiate booking patients”. 

and, 
“Referrals will be received, registered within one working day and forwarded 
to Consultants for prioritisation”. 

However, the IEAP states, 
“…if clinical priority is not received from Consultants within 72 hours, 
processes should be in place to initiate booking of urgent patients 
according to the GP’s classification of urgency”. 

Following on from the IEAP of 2008, national and regional policies and guidelines, already 
referred to above, have been introduced which have outlined the detailed role of the Urology 
Consultant in triaging referrals that have come in from Primary care e.g., 

 Service Framework for cancer prevention, treatment and care (Standard 13) 2011; 
 NI Referral Guidance for Suspected Cancer 2012; and 
 NICaN Urology Cancer Clinical Guideline document, (version 1.3, March 2016). 

These have provided agreed lists of the critical symptomatology of Urological cancers and the 
roles and responsibilities of Primary and Secondary care staff in ensuring patients receive 
prompt recognition and treatment of their cancer. 

Review of Adult Urology Services in Northern Ireland 
In March 2009, a Review of Adult Urology Services in Northern Ireland - A modernisation and 
investment plan was published. Its External Advisor was Mr Mark Fordham. SHSCT 
Consultant Urologists were represented on the committee. 

Recommendation 4 states, “Trusts must review the process for internal Consultant to 
Consultant referrals to Urology to ensure that there are no undue delays in the system”. 
Consultants indicated that they would routinely upgrade a significant number of routine and 
urgent referrals (GP) to urgent or red flag. It was noted that the development of agreed referral 
guidelines/criteria for suspected Urological cancers was a priority piece of work for the 
recently formed NICaN Group. That work was led by Cons1; see page 6. 

Section 3.31 of the report indicates that, “Consultant Urologists unanimously consider that 
referral triage should be led by Consultants. With over 40% of referrals being cancer related 
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(and with many not red flagged or marked urgent) they believe that they are best placed and 
skilled to undertake the triage process. They also believe that despite the volume of referrals, 
this is not a particularly time consuming process.” 

Contributory factor 

Staff factor 
It is obvious from reading the documents referred to above that Cons1 has been aware of 
developments in this field and, indeed has been party to the discussions and signed some of 
them off. Cons1 was chair of NICaN (Urology) and was involved in drafting the NICaN regional 
Urology guidance, and therefore was very familiar with the requirement to triage GP referrals. 

Despite all of this, and even though Cons1 agreed that this triaging role was, “very important”, 
…. it was, “a very serious matter not to be minimised, very serious” he stated he would not 
triage non-red flag referrals. 

When asked, “Does triage still need done?” Cons1 answered, “a procedure is needed to 
highlight when it needs done and who does it”. When further asked, “Who was involved in 
SHSCT Urology service in setting up triage”? Cons1 answered for urological cancer, “I was 
the Lead”. 

He felt triage of referral letters was too time consuming and the amount of time spent on 
triage, in his opinion, rendered inpatient care unsafe. He highlighted that he had previously 
escalated his concerns about work load to management teams and medical directors. 

In relation to triage, Cons1 stated, ‘I would love if we had a Trust Urology agreement on the 
type of triage to be conducted’. When it was pointed out that, “Consultant colleagues did 
triage for you. How did they do it?” He stated, “It depends on how you do it” ..... “Not all do 
advanced / enhanced triage, they compromise. It is a spectrum”... “They have not done it in 
the detail I felt it needed for routine/urgent non-red flag case”. 

When questioned further, regarding his way of organising his own work load, Cons1 stated, 
‘....yes I did it my way – I wasn’t cognisant of being unbending, I am very particular’. 

Cons1 highlighted to the Review Team that he currently takes annual leave each Friday and 
spends the weekend triaging. He stated that it is impossible to be Urologist of the Week and 
triage referrals appropriately. He stated he still can’t do triage and everything else. He stated, 
‘I do triage entirely in my own time to allow me to do it properly’. 

When asked about using the NIECR - Electronic Referral using the Clinical Communication 
Gateway (CCG) method, Cons1 stated found the new CCG triage system, “Very, very good, I 
wish all information was available on ECR. It is less time consuming. ECR makes it easier to 
check information”. 

The Review Team concluded that there was a serious inconsistency between the guideline 
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standard that a Consultant should triage GP referrals (which Cons1 helped to construct) along 
with his stated view of the crucial importance of triage and Cons1’s actual practice. 

Cons1’s chosen method of triage was beyond what is required. His triage is the equivalent of 
a virtual clinic where he reviews NIECR and books investigations for patients. While the 
Review Team recognised this was a detailed triage process, they concluded that his 
prioritisation of work and attention to detail meant that some patients got a higher standard of 
triage/care, while, crucially, others were not triaged, leading to a potentially critical delay in 
assessment and treatment for those patients. Cons1 is aware of this. 

The Review Team concluded that Cons1’s prioritisation of work and attention to detail led to 
some patients receiving a high standard of care, while others ran the real risk of having a 
cancer diagnosis delayed till it was dangerously late. 

Contributory factor 

Work load/scheduling 
In 2008, when the IEAP was published, there was a maximum waiting time of 9 weeks for a 
first Outpatient appointment. On 30th September 2016, there were 2012 patients on the 
routine Urology outpatient waiting list, with 597 patients showing as waiting 52 weeks and 
over. The longest waiting time was 554 days (80 weeks). Therefore, if patient referrals are 
incorrectly referred, or not triaged and continue to use the GP’s classification of urgency, there 
will be a significant wait. Cons1 is aware of this reality. 

The Review Team considered the Consultant of the Week (CoW) work load, including ward 
rounds, clinics, emergency theatre sessions as a contributory factor. Cons1 has consistently 
argued that he cannot triage non-red flag referrals and carry out the duties of the CoW. He 
has not indicated who else should carry out the triage duties. However, the Review Team note 
that the other Consultant Urologists were able to manage this work load and triage referral 
letters in a timely fashion, with other members of the consultant team also ordering 
investigations, providing treatment recommendations and adding patients directly to waiting 
lists, similar to outcomes achieved from Cons1’s ‘advanced triage’. 

Contributory factor 

Organisational 
The Review Team concluded that the non-triage of Urology referrals by Cons1 has been an 
ongoing problem in the Trust for many years, possibly decades. While there were pockets of 
non-compliance by other Consultants, when escalated, compliance improved. However, the 
Review Team note that Cons1 consistently did not return triage information on referrals thus 
not allowing the appropriate prioritisation of appointments by clinical need. 

Interviews with 2 previous and the current Director of Acute Services, AMD1 and the Head of 
Surgery Service have highlighted that on many occasions, over a prolonged period, attempts 
had been made by the Trust’s officers to address Cons1’s non-compliance with triage. These 
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attempts encompassed both direct face to face conversations which were often heated, 
correspondence and, as in 2010, study leave refusal until there was compliance. These 
interventions all resulted in a familiar pattern of response; temporary improvement in 
compliance with triage, followed by a return to non-compliance. 

In 2014, due to continuing non-compliance, the Trust implemented an ‘Informal’ Default Triage 
Process to manage the referrals which were not being triaged and returned to the Booking 
Centre. The Review Team considered the intention of this process was to prevent any delay in 
patients being added to the waiting list. However, this meant the ‘non-return of triage’ was not 
individually addressed with the non-compliant clinicians. Furthermore, and most importantly, it 
allowed patients, who should have been red-flagged, to remain on a waiting list until review. 

In 2014, the Director of Acute Service 2 (DAS2) discussed non-compliance with Cons1 and 
agreed that Cons1 would no longer triage referral letters. Cons1 was heavily involved with 
formulating the NICaN Urology guidelines at the time and was grateful to the extent that he 
thanked DAS2.This task was delegated to other Urology Consultants for a time. However, 
Cons1 does not recollect having to formally stop triage. At interview, DAS2 was not aware that 
he had resumed those duties; she remembered that their Cancer performance figures 
improved when Cons1 was not triaging. 

Escalation within Organisation 
At every interview, questions were asked whether Cons1’s consistent and prolonged non-
compliance with triaging was referred upwards to executive level i.e. the Medical Director and 
Chief Executive. 

Director DAS1 considered that the problem was being managed at Service level, although as 
it was only one of a series of issues and considered to be a ‘minor’ one, it did not predominate 
at higher level meetings with the Medical Director (MD1); to the extent that he may not have 
been aware of it. 

Director DAS2 considered that the problem was dealt with by agreeing with Cons1 to stop 
triaging. There were other issues that were flagged up to MD2, but she was not able to 
remember whether MD2 was made aware of the triage problem. 

During DAS3’s current tenure Executive members certainly knew; at CAH Oversight meeting 
level and at the time of the look back exercise #2 which ultimately led onto this SAI and RCA 
process. The Medical Director (MD3) was directly involved in the RCA process and the CEO 
was aware. At Trust Board level, it is thought that a non-Executive member was asked to 
examine the situation which would indicate that it had also reached that level. 

Overall, the Review Team in considering whether there was a satisfactory escalation of this 
‘non-triage’ issue have concluded that there was no evidence of consistent and proactive 
escalation of ‘non-return of triage’ either to the Medical Director or the Chief Executive until the 
look back exercise #2 basically forced the seriousness of the issue out into the open. Indeed, 
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and this resulted in delays in assessment and treatment. This may have harmed one 
patient. 

7. Cons1 confirmed that despite the Trust reminding him of the requirement to triage, he 
did not consistently triage referrals. He argued that, due to time pressures, he felt he 
was unable to perform the duties of the Consultant of the Week and his triaging duties. 
He has highlighted those views to Trust operational and management teams over a 
number of years. 

8. The Trust made efforts to address Cons1’s non-triage over time. However, the Trust 
failed to put systems, processes and fail safes in place to ensure Cons1 consistently 
triaged patient referrals until 2017. However, this safeguarding process is heavily 
dependent on the Head of Service checking triage is completed when Cons1 is 
Consultant of the Week. 

9. The Informal Default Triage process allows patients who should be red flagged to 
remain on a waiting list of routine or urgent cases. 

10. From examining the triaging issue over the length of time it has existed, it is obvious 
that there is an unwillingness or inability within the medical hierarchy to tackle its 
‘difficult colleague’ problem. The reasons behind this probably include not taking 
ownership of its own problems and poor support from senior medical management 
perhaps resulting in issues not being referred upwards. 
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W125734 – Patient admitted with known ca and neutropenic bursed in amber resus as no side rooms available significant risk and exposure 
W125501 - On the night of the 16/12/2020. 2 nurses were allocated to HDU2. One of the allocated nurses is not trained in the care of a tracheostomy and 
therefore left the trained nurse unable to leave for break due to patient safety and therefore had to work for 12hrs without a break in red PPE. 

Other Incidents 
Night Report 29th – Cardiac Arrest HDU- vasovagal episode 
Night Report 28th29th - CARIDAC ARREST CALL IN BLUESTONE UNIT – STAFF ISSUES ACCESSING UNIT – PT TRANSFERRED TO ED AND RIP –good learning from 
viewpoint of access and amber PPE used for cardiac arrest- being followed up by Resus officer. 

W125985 - I was informed of the arrival of the patient arrived at 4 South ward in CAH at 14:45 from DHH A&E department. I was not informed about this patient 
at all, nor had my consultant from DHH A&E department. The Urology team (Registrar and consultant) did not receive any handover from the night surgical 
oncall team as well about this patient (verbal or written). This is an unsafe transfer and an unsafe handover of the patient. – patient flow issues – ED admission 
rights should resolve 
W125686 - Patient on variable insulin and fluid infusion (GKI) as well as Lantus at bed time. Lantus insulin administered as per prescription and instructions given 
earlier. Blood sugar 1.1mmol at 3am, 4 hours since previous blood glucose check. 
CAHT NIGHT REPORT 19TH-20TH December - Patient admitted and died within 8 hours of admission from PNH- 2SM—this was a patient who developed covid in 
1 S for M+M 
W125626 - nurse handover page and timesheet found in ED waiting room toilet by a member of the public. handed in to front desk.- breach in data protection- 
agency HCA working in ED – Sharon Holmes is checking to see if patient information was breached. 
W125725 - Kardex was then only written up at 4am which was when realized apixaban was missed. 

Complaints 
DHH ED - Personal Information redacted by the USI , patient sent home after x ray, referred again 4 weeks later -diagnosed with terminal lung cancer.—this worries me, we have a 
number of complaints/ SAI relating to delayed in lung cancer diagnosis despite being suspicious on X ray- this will be discussed with the screening team on 
Monday 

Personal Information 
redacted by the USI – ED complaint with family concerned about mental health of patient, sent to acute but also to who acted immediately. 

DHH MMW – Personal Information redacted by 
the USI , bruising, poor hygiene, missed meals and refusal of sleep tablets.- meeting planned with family

Personal Information redacted   

Increase in enquiries for Ramone Wards re lack of communications 
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Irrelevant information redacted by the USI
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Preliminary Hearing 21st December 2020 - The hearing on 1st March 2021 
has been adjourned. Trust to provide the ‘Regional interagency 
absconding protocol’. The Coroner is to obtain an expert report – he is 

INQS104/23 MHD/Acute PHYCHI 27/05/2017 05/07/2018 05/07/2018 approaching a general i.e. not forensic psychiatrist. 
The Trust can reserve their position with regard to obtaining their own expert 
report pending sight of this report. There may be the need to obtain expert 
evidence with regard to the approach of the PSNI 
The Coroner is to share a statement from the Police Ombudsman 

The next preliminary hearing is on 4th March 2021. 

20. Number of Subject Access Requests exceeding timeframe for completion. 
The Medico-Legal Team are unable to comply with the General Data Protection Regulations (GDPR) 2018 in respect of responding to Subject Access Requests 
within the statutory time-frames. This had been due to the sheer volume of requests (which had increased by approx. 1000 per year) and a lack of staffing to 
cope with the demand. The Governance Committee have been advised of the ongoing back-log; it has been brought to the attention of the Trust’s SIRO and 
placed on the HROD Risk Register. An application was made to the Strategic Investment Committee for additional funding for staff. This was considered by 
the Strategic Investment Committee on 27th July 2020, and approval was provided in principle. Finance are now seeking to identify a recurring funding 
stream for these posts. 
14th – 18th December 2020 
There is currently a back-log of 228 requests that are in excess of 90 days across the following areas:-

Directorate Acute Services MH&D C&YP OPPC TOTAL 

Number of Outstanding Requests 168 22 34 4 228 

21st – 25th December 2020 

There is currently a back-log of 256 requests that are in excess of 90 days across the following areas:-

Directorate Acute Services MH&D C&YP OPPC TOTAL 
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Number of Outstanding Requests 191 25 34 6 256 

WIT-93491

The back-log has increased from the previous week, the week-end days are included in counting towards the 90+days and therefore impacts on the work 
carried out during the week.  As outlined previously, the reasons for back-log include (in addition to the staffing and volume issues) - difficulties accessing 
notes and records, and issues relating to redaction and consent to release. 

MEDICATION INCIDENTS 
21. Medication Incidents between 14.12.2020 - 27.12.2020 

Medication Incidents between 14.12.2020 - 27.12.2020 

SAFEGUARDING 

22. Link to SharePoint site regarding RQIA Notifications/Alerts 

http://sharepoint/pr/perfimp/scc/ layouts/15/WopiFrame.aspx?sourcedoc=/pr/perfimp/scc/RQIA%20Notifications%20and%20Alerts/Alert%20Notice%20Board.xlsx 

&action=default 

23. Valley Nursing Home – The potential buyer has withdrawn from the agreement. The Trust has commenced movement of the clients.   
24. 1 Ongoing SAI in MHD 
25. 1 Ongoing complaint within OPPC , adult safeguarding 

INFORMATION GOVERNANCE 

26. Number of Subject Access Requests exceeding timeframe for completion. 
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OPS and AS - Care Home Admission and Initial Review Response Due 18/09/2020 – Email sent to HSCB 27/11/2020 OPPC 

Reducing the Risk of Oxygen Tubing being Attached to Medical Air Response due Thursday 17th December - Response sent 
17/12/2020 

Estates Acute, 
CYPS, MHD 

Fit Testing Settings 
Response due Friday 18 December H&S Finance, 

OPPC, Acute 

WIT-93493

29. Work Ongoing 
 Safe use of Valproate in women of childbearing potential (HSC (SQSD)19/17 and HSS(MD) 8/2018) - valproate register sub group meeting held on 

26/11/2020 and demonstration of potential use of NIECR is being explored with BSO ITS. Cross directorate MDT working group meeting is 
scheduled for 10/12/2020 and outcomes from this register subgroup meeting to be presented and a consensus determined that can be fed back to 
the ECR Project Board meeting that is being held on 10/12/2020 

 Foreign Body Aspiration during intubation, advanced airway management or ventilation – meeting held with Medical Technical Team and Mark 

Bloomer on 27/11/2020 and it was agreed that in regards to recommendations 1,2 and 3 of the alert these would be discussed at the next Trust 
Procurement Board meeting in January 2021. Alert was reviewed at Acute S&G forum meeting on 30/11/2020 and the alert is now to be circulated 

to relevant front line teams so that a risk assessment can be undertaken and any required action taken to mitigate against the risk.  

30. Care of women presenting with post-menopausal bleeding – Follow up email sent to HSCB regarding the query in relation to recommendation 3 – email sent by 

SHSCT to the HSCB on 26/11/2020, acknowledged by HSCB on 02/12/2020 confirming email has been forwarded to regional lead for response 

31. IV Fluid management and prevention of harm from hyponatraemia. Connie to advise Jilly the contact in PHA to speak to raise concerns already raised by SHSCT 
but not addressed in the revised letter. Dr Hugo Van Woerden is retired as of 27/11/2020 so Connie is seeking an alternative point of contact. 

32. S&G Received 
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Pancreatitis 

16/12/2020 NG 104 NICE Clinical 
Guideline Update 

n/a n/a 

Diabetes in Pregnancy Management from 

Preconception to the Postnatal Period 

16/12/2020 NG3 NICE Clinical 
Guideline Update 

n/a n/a 

COVID-19 Therapeutic Alert – Azithromycin in the 

Management of COVID-19 (SARS-CoV-2) Positive 

Patients 

16/12/2020 HSS(MD)86/2 

020 

CMO Letter n/a n/a 

COVID Clarification on IPC Form – Pre-Admission 
Admission Risk Assessment 

14/12/2020 n/a HSCB/PHA Letter n/a n/a 

COVID UK Isolation Period Shortened to 10 Days 14/12/2020 COVID PHA Email n/a n/a 

COVID Christmas Visiting into and out of Care Homes 11/12/2020 SH457 CNO Letter n/a n/a 

WIT-93495

HYPONATRAEMIA 

33. Regional PIVFAIT Audits 

CYP 

 CAH CYP week ending 13/12/2020 -   no cases 

 CAH CYP week ending 20/12/2020 -  no cases 
 CAH CYP week ending 27/12/2020 -  no cases 

 DHH CYP – week ending 13/12/2020  - 1/1  = 100% 

 DHH CYP – week ending 20/12/2020  - 2/2 = 100% 
 DHH CYP – week ending 27/12/2020  - 1/1 = 100% 
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WIT-93496

IVF audit_Acute and 
CYP summary for wee 

W126030 - baby on iv fluids dropped sodium levels to 129 new bag of iv fluids not erected until 5hours after results available  as not prescribed by medical 
staff .I was alerted to this when I came on duty, no contact from parents overnight to advise them of this 

34. Re-instatement of Regional Operational Policy Templates – June 2020.  An extension is being requested re this.  Early Alerts, Adverse Incidents and the 
Being Open have been worked on and will be shared with the Governance teams.  Connie had received the draft version of being open, this will be Memo reinstating 
presented at the Steering Group for validation and circulated to the Directorates for comment. Draft templates to be circulated to Coordinators HSC (SQSD) 24 19 Re 

35. PPE Incidents – There is currently not enough information provided within the Datix incidents to provide sufficient detail in relation to PPE.  

PPE Report.xlsx Search using CCS2 
code.xlsx 

36. Complaints Study – Personal Information 
redacted by the USI
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REPORT SUMMARY SHEET 

Meeting: Senior Management Team 
Date: 18th August 2020 

Title: Clinical and Social Care Governance Report 

Lead Director: Dr Maria O’Kane, Medical Director 

Corporate Safe, high quality care 
Objective: 

Purpose: Information 

Overview: 

Provide SMT with an Oversight of Weekly Activity in relation to Clinical & Social Care 
Governance 

Key Issues / Risks for SMT Consideration: 

Working through SAI - 6 signed off 

Outcome of SMT Discussion: 

1 






	Structure Bookmarks
	The initial review of paper records identified concerns regarding 11 cases. These patients have been advised, clinical management plans are in place, and urgent issues actioned. 
	A further 236 oncology patients are being reviewed by an independent Urology consultant to ensure that their management plans and treatments are in line with guidance. These patients have been/are being contacted directly. 
	Have patients come to harm? 
	There are nine cases which are now part of a Serious Adverse Incident Review. A review of each of the nine patients care has been commissioned and is being led by an Independent Chair supported by a Consultant Urologist Expert. Each of these patients has been contacted by the Trust to inform them of the review process, arrangements have been made for patients in this group who need review appointments. 
	How will patients affected by this be notified? 
	Patients who have been identified as requiring review were contacted directly by the Trust as soon as issues with their care were identified. 
	Can the Trust reassure patients that the Urology service is safe, and that patients are receiving 
	appropriate care? 
	Yes, our Urology team based in Craigavon Area Hospital provide care for thousands of patients each year and the current review is focused on a small proportion of these cases. 
	Have concerns previously been raised about this consultant 
	Part of the review process will look at all aspects of care provided, including a review of complaints received. 
	How many patients have been identified as potentially being affected? 
	To date the Trust review has identified nine patients that elements of their care require a Serious Adverse Incident review to take place.  As the Trust review progresses there may be additional cases identified. 
	Have any of these patients died or been harmed as a result of being this doctor’s patient? 
	The Serious Adverse Incident review process will seek to identify issues with the care provided to each patient to ascertain if harm occurred and what actions require to be taken to prevent this recurring in future. 
	Why hasn’t the Trust identified the doctor involved? 
	The Trust has provided information regarding the doctor’s identity to relevant professional and government agencies.  
	Is the doctor still working for the Trust? 
	The doctor is no longer working for the Trust or employed in Health and Social Care Services. 
	How long did this doctor work for the Trust? 
	The Doctor was employed by the Southern Health and Social Care Trust for 28 years. 
	Will this doctor face disciplinary or legal action as a result of this review? 
	The doctor is no longer an employee of the Trust therefore and future action would be the responsibility of the General Medical Council. 
	Will there be a PSNI investigation into this? 
	The remit of the review is to examine care provided by the Consultant using a chronological and incremental approach when reviewing the Consultants workload. This review is review in line with Department of Health, Public Health Agency and Health and Social Care Board processes. 
	Were any concerns raised about this doctor before the dates being looked at in this review i.e. 
	before January 2019? 
	The General Medical Council are currently investigating professional aspects of the Consultants practice, an outcome will be provided by the General Medical Council in due course. 
	What action(s) were taken as result of these concerns? 
	As above 
	Will the Trust now review all patient care provided by this doctor to all patients during his 
	employment at The Trust? 
	Any potential extension of the Trust review will be based on the outcomes of the current January 2019 to June 2020 review. A decision on this will be made in agreement with the Health and Social Care Board, Public Health Agency and Department of Health and will consider specialist advice from The Royal College of Surgeons. 
	RAPID REVIEW GROUP TERMS OF REFERENCE 
	Rapid Review group will monitor and assess the review of SAIs, Red Incidents, High Risk Complaints, Claims and Inquests to maximize the potential for identifying and sharing learning as quickly as possible for sharing across the Organisation and where appropriate the Region 
	The Review Group Membership shall include the following representatives: 
	Members 
	Medical Director (Chairperson) Director of Nursing (Joint Chair) Associate Medical Director, Patient Safety and Governance Assistant Director of Nursing Services, Governance / Safe & Effective Care Head of AHP Services Head of Clinical Quality & Safety Corporate Risk Manager Governance Manager Pharmacy Representative Professional Social Work representative Administrator in first instance from Risk Management team 
	To be agreed. 
	Meetings should be held weekly. 
	The Review Group will report to the Trust’s Clinical and Social Care Governance Sub Committee of Governance Committee. 
	The Review Group will:- 
	 Review Red incidents, reported in preceding week and assess progress of review and identify if required which of these should be considered for reporting as Serious Adverse Incidents 
	Terms of Reference Rapid Review Group 
	The terms of reference and membership of the group will be subject to a biannual review. 
	Terms of Reference Rapid Review Group 
	Stinson, Emma M 
	From: Keenan Donna 
	Sent: To: Kingsnorth, Patricia Subject: RE: Agenda RRG 13 February 2020 
	This e-mail is covered by the disclaimer found at the end of the message. 
	Dear Patricia, 
	The Medical Director and associate, all operational directors, risk management, complaints, AD’s for nursing and all programmes of care and notes taken by risk management team with action notes. Best wishes, Donna 
	From: Kingsnorth, Patricia Sent: 14 February 2020 10:58 
	Subject: RE: Agenda RRG 13 February 2020 
	Dear Donna Many thanks for forwarding this. Can you remind me again who actually attends the meetings. It is a really good to meet you yesterday. Regards Patricia 
	This e-mail is covered by the disclaimer found at the end of the message. 
	Dear Patricia, 
	1 
	Please see attached agenda for the Rapid Review Group. The agenda varies slightly as we pay more attention once a month to the numbers of open incidents, SAI’s, complaints etc per directorate looking at the length of time open etc. I will forward ToR tomorrow. 
	Lovely meeting you today. 
	Kind regards, 
	Donna 
	This email is confidential and intended solely for the use of the individual to whom it is addressed. Any views or opinions presented are solely those of the author and do not necessarily represent the views of the Trust or organisation it was sent from. If you are not the intended recipient, be advised that you have received this email in error and that any use, dissemination, forwarding, printing, or copying of this email is strictly prohibited. If you have received this email in error please contact the 
	Any 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 028 375 63600 
	This email is confidential and intended solely for the use of the individual to whom it is addressed. Any views or opinions presented are solely those of the author and do not necessarily represent the views of the Trust or organisation it was sent from. If you are not the intended recipient, be advised that you have received this email in error and that any use, dissemination, forwarding, printing, or copying of this email is strictly prohibited. If you have received this email in error please contact the 
	2 
	13. WHAT HAPPENED? 
	5.1 Triage of GP referrals -background The general public expect that, when they engage with their GP complaining of symptoms that are potentially due to a cancer, they will be referred to the appropriate secondary care services promptly and that they will respond, also promptly, to confirm or exclude the diagnosis of cancer. 
	The DHSSPSNI Service Framework for cancer prevention, treatment and care (Standard 13) of 2011 indicates, “All people with signs and symptoms that might suggest cancer should be appropriately assessed by their GP and referred promptly on to hospital for further tests if needed”. 
	Cancer specialists, working in networks, have formulated lists of symptom and sign triggers which can signify the development of a cancer. Using these lists, primary care doctors can refer patients into secondary care; triaging a large number of patients by assigning them to different degrees of urgency (Routine, Urgent and Red-flag). If these are used as designed, this can provide an efficient referral system. 
	NICE have been instrumental in ensuring uniformity and the validity of these cancer recognition and referral lists of symptoms and signs. They have also formulated guidance regarding how safety nets should be setup to ensure patients are not missed. Local programmes, using this type of guidance, have been established, under the auspices of NICaN and the HSCB, to set up these triage pathways and safety nets. 
	5.2 Triage of GP referrals – Northern Ireland NI Referral Guidance for Suspected Cancer (2012) The Northern Ireland Referral Guidance for Suspected Cancer 2012 is based on the NICE clinical guideline, CG 27 -Referral guidelines for suspected cancer, published in June 2005. This has a section on Urological Cancer. It was introduced to GPs by HSCB correspondence (30/12/2012), revealing the new red-flag process and indicating in appendix A that, “triaging will take place in a timely manner, within 72 hours of 
	This is still the only set of referral guidance for suspected urological cancer available online on the NICaN website (last accessed 18/11/2018). 
	However, the 2005 CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: recognition and referral published in June 2015. This was endorsed by the Department of Health (NI) with HSC (SQSD) (NICE NG12) 29/15 on the 19th August 2015 which instructed the HSCB / PHA to send out the guidance to the appropriate Family Practitioners. This particular kind of guidance requires the HSCB to circulate regionally endorsed NICE guidelines to Trusts and GPs for implementation. Trusts are expected to revi
	NICaN Urology Cancer Clinical Guideline (2016) The NICaN Urology Cancer Clinical Guideline document, (version 1.3, March 2016), was produced regionally to support the diagnosis, treatment and management of urological cancer. This version included amendments, to replace the previous red flag guidelines, with those from NICE 
	NG12; the document was signed off on behalf of the NICaN by Consultant Urologist, Cons1. 
	2 
	assurance that patients were not being exposed to harm by waiting as a routine or urgent appointment i.e. when they should have been red-flagged. 
	It is not absolutely clear who wrote this letter as it has no signature, but it appears to have been written by, or on behalf of, Cons2. On the 10January 2017, Cons2 was requested by the Medical Director (MD3) to share the report with the 2 key Consultants involved in the SAI. One of these was Cons1. Cons2 refused, stating that he was Cons1’s colleague and not his manager. 
	This letter was escalated to the Director of Acute Services (DAS3) and the Assistant Director of Anaesthetics & Surgery. This was further escalated to the Chief Executive of the SHSCT. 
	Cons1 was written to by AMD1 on the 23March 2016, acknowledging his hard work as a Consultant Urologist but pointing out that there were governance and patient safety concerns with regard to untriaged letters dating back over 2 years, and other important issues. Cons1 was asked to respond with a commitment and immediate plan to address these issues. 
	The Review Panel also determined that there were 7 other patients who were not triaged that week along with . They subsequently performed a ‘look-back’ exercise (number 1) of these referrals. Of the seven referrals, six charts were available and each patient had an appropriate management plan. One set of notes were missing and efforts were made to find them. 
	Cons1 provided his personal review, dated 25/01/2017, of the Index Case to the Chairman of this Review Team. It provides an argued retrospective rationale that a timely triage by himself would not have altered the referral grading. However, it does not provide a sound reason for his actual lack of triage. His report is consistent in arguing his view that he does not have time to perform both Consultant of the Week (CoW) duties and triaging of non-red flag referrals. 
	Upon realisation that the ‘look-back’ exercise #1 had resulted from non-triage over the week beginning the 30/10/2014, further efforts were made to investigate the size of this non-triage issue and to find missing referral letters. Cons1 was contacted and the Head of Service for Urology (HoS1) obtained permission to look for missing GP referral letters in his filing cabinet. Cons1 stated that there were referral letters in a filing cabinet in his office. During interview, he stated that he kept the referral
	These referrals were then reviewed by the Urology Consultant Team revealing 30 patient referrals should have been red-flagged and four of these patients, following review, were diagnosed with cancer, becoming the subject of this review. 
	At a later date, towards the end of 2018, another patient came to the attention of the Review Team. This patient could also have been one of those found in Cons1 filing cabinet but appeared at an outpatient clinic before the outworking of the look back exercise #2. A Consultant Urologist realised in the clinic that this was also a Cons1 non-triaged patient who was incorrectly referred by their GP. 
	On 28/07/2016 a -year-old male was referred to Urology Outpatients by GP for assessment 
	6 
	Consideration of the causative factors to the patients’ delays reveal, 
	Contributory factors 
	Task Factors (policy and guidelines) 
	The Review Team reviewed the GP referrals regarding the five patients listed above. They concluded, as judged from the Northern Ireland Cancer Network (NICaN) Referral Guidance for Suspected Cancer (December 2012), that all five patients should have been referred to Urology by the GP’s as red flag referrals (suspected cancer) i.e. incorrect triage. 
	Task Factors (decision aids) 
	The current decision aid for GPs is the NI Referral Guidance for Suspected Cancer 2012 based on NICE CG 27 Referral guidelines for suspected cancer published in June 2005. It is clear that Secondary care, in the form of Consultant Urologists, should triage these GP referrals; by doing so, 11% of GP referrals are changed (from Review Team member). It is also clear that Cons1 would have been in no doubt as to his responsibilities; he was intimately involved in setting this standard and signed off the NICaN cl
	However, it is clear this very important and critical triage safety net work can be considered onerous and other electronic methods which GPs can use might be more efficient and help to reduce that load. 
	According the HoS1, most patient referrals by GPs to Trusts for outpatient appointments are now made through the electronic Clinical Communication Gateway (CCG). However, some paper referrals are still received. CCG is a digital referral system for Primary care which can contain referral criteria that meet NICE and NICaN guidance. This would enable appropriate clinical triaging of referrals to be performed as part of the selection of referral reasons and/or symptom description. 
	Using the electronic CCG pathway, some clinical specialties, such as gynaecology, have worked closely with the Public Health Authority to develop a better GP referral tool e.g. using ‘banner guidance’ (a specialty specific banner, listing symptoms and signs) which complies with NICE/NICaN guidance. This ‘banner guidance’ helps by directing clinicians to use the NICE/NICaN referral criteria which allow for timely and appropriate triage of patients to clinically appropriate appointment types. It is possible w
	NICE NG12 
	The reference CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: recognition and referral but, despite being endorsed by the DHSSPSNI and accepted by the Regional Urologists, it has yet to be implemented. Its use as a triage standard should result in fewer redflagged cases which should ease some of the pressure on waiting lists. Its adoption would take place 
	8 
	in primary care and should form the basis of the electronic CCG referral tool. 
	There was a consistent medical staff view from the Review Team, the AMD1, and indeed Cons1, that GP’s have a crucial and important responsibility in getting the referral criteria/urgency category correct. If the GP does not provide enough, or the correct information, the NI Electronic Care Record (NIECR) needs to be checked and that slows the whole triage process down. It was clear that the triage system works best when the initial GP referral is usually correct and the Secondary care ‘safety-net’ is only r
	7.2 Referral letters were not triaged following receipt by the hospital. 
	Task Factors (policy and guidelines) 
	The Integrated Elective Access Protocol (IEAP) (DHSSPS, April 2008) defines the roles and responsibilities of staff (in both primary and secondary care) when patients enter an elective care pathway. It states, 
	‘…an Executive Director will take lead responsibility for ensuring all aspects of this Protocol are adhered to…. Patients will be treated on the basis of their clinical urgency with urgent patients seen and treated first’. 
	The Principles for booking Cancer Pathway patients states, “clinical teams must ensure triage is undertaken daily, irrespective of leave, in order to initiate booking patients”. 
	and, “Referrals will be received, registered within one working day and forwarded to Consultants for prioritisation”. 
	However, the IEAP states, 
	“…if clinical priority is not received from Consultants within 72 hours, processes should be in place to initiate booking of urgent patients according to the GP’s classification of urgency”. 
	Following on from the IEAP of 2008, national and regional policies and guidelines, already referred to above, have been introduced which have outlined the detailed role of the Urology Consultant in triaging referrals that have come in from Primary care e.g., 
	These have provided agreed lists of the critical symptomatology of Urological cancers and the roles and responsibilities of Primary and Secondary care staff in ensuring patients receive prompt recognition and treatment of their cancer. 
	9 
	Review of Adult Urology Services in Northern Ireland 
	In March 2009, a Review of Adult Urology Services in Northern Ireland -A modernisation and investment plan was published. Its External Advisor was Mr Mark Fordham. SHSCT Consultant Urologists were represented on the committee. 
	Recommendation 4 states, “Trusts must review the process for internal Consultant to Consultant referrals to Urology to ensure that there are no undue delays in the system”. Consultants indicated that they would routinely upgrade a significant number of routine and urgent referrals (GP) to urgent or red flag. It was noted that the development of agreed referral guidelines/criteria for suspected Urological cancers was a priority piece of work for the recently formed NICaN Group. That work was led by Cons1; se
	Section 3.31 of the report indicates that, “Consultant Urologists unanimously consider that referral triage should be led by Consultants. With over 40% of referrals being cancer related (and with many not red flagged or marked urgent) they believe that they are best placed and skilled to undertake the triage process. They also believe that despite the volume of referrals, this is not a particularly time consuming process.” 
	Contributory factor 
	Staff factor 
	It is obvious from reading the documents referred to above that Cons1 has been aware of developments in this field and, indeed has been party to the discussions and signed some of them off. Cons1 was chair of NICaN (Urology) and was involved in drafting the NICaN regional Urology guidance, and therefore was very familiar with the requirement to triage GP referrals. 
	Despite all of this, and even though Cons1 agreed that this triaging role was, “very important”, …. it was, “a very serious matter not to be minimised, very serious” he stated he would not triage non-red flag referrals. 
	When asked, “Does triage still need done?” Cons1 answered, “a procedure is needed to highlight when it needs done and who does it”. When further asked, “Who was involved in SHSCT Urology service in setting up triage”? Cons1 answered for urological cancer, “I was the Lead”. 
	He felt triage of referral letters was too time consuming and the amount of time spent on triage, in his opinion, rendered inpatient care unsafe. He highlighted that he had previously escalated his concerns about work load to management teams and medical directors. 
	In relation to triage, Cons1 stated, ‘I would love if we had a Trust Urology agreement on the type of triage to be conducted’. When it was pointed out that, “Consultant colleagues did triage for you. How did they do it?” He stated, “It depends on how you do it” ..... “Not all do advanced / enhanced triage, they compromise. It is a spectrum”... “They have not done it in the detail I felt it needed for routine/urgent non-red flag case”. 
	When questioned further, regarding his way of organising his own work load, Cons1 stated, ‘....yes I did it my way – I wasn’t cognisant of being unbending, I am very particular’. 
	10 
	Cons1 highlighted to the Review Team that he currently takes annual leave each Friday and spends the weekend triaging. He stated that it is impossible to be Urologist of the Week and triage referrals appropriately. He stated he still can’t do triage and everything else. He stated, ‘I do triage entirely in my own time to allow me to do it properly’. 
	When asked about using the NIECR -Electronic Referral using the Clinical Communication Gateway (CCG) method, Cons1 stated found the new CCG triage system, “Very, very good, I wish all information was available on ECR. It is less time consuming. ECR makes it easier to check information”. 
	The Review Team concluded that there was a serious inconsistency between the guideline standard that a Consultant should triage GP referrals (which Cons1 helped to construct) along with his stated view of the crucial importance of triage and Cons1’s actual practice. 
	Cons1’s chosen method of triage was beyond what is required. His triage is the equivalent of a virtual clinic where he reviews NIECR and books investigations for patients. While the Review Team recognised this was a detailed triage process, they concluded that his prioritisation of work and attention to detail meant that some patients got a higher standard of triage/care, while, crucially, others were not triaged, leading to a potentially critical delay in assessment and treatment for those patients. Cons1 
	The Review Team concluded that Cons1’s prioritisation of work and attention to detail led to some patients receiving a high standard of care, while others ran the real risk of having a cancer diagnosis delayed till it was dangerously late. 
	Contributory factor 
	Work load/scheduling 
	In 2008, when the IEAP was published, there was a maximum waiting time of 9 weeks for a first Outpatient appointment. On 30September 2016, there were 2012 patients on the routine Urology outpatient waiting list, with 597 patients showing as waiting 52 weeks and over. The longest waiting time was 554 days (80 weeks). Therefore, if patient referrals are incorrectly referred, or not triaged and continue to use the GP’s classification of urgency, there will be a significant wait. Cons1 is aware of this reality.
	The Review Team considered the Consultant of the Week (CoW) work load, including ward rounds, clinics, emergency theatre sessions as a contributory factor. Cons1 has consistently argued that he cannot triage non-red flag referrals and carry out the duties of the CoW. He has not indicated who else should carry out the triage duties. However, the Review Team note that the other Consultant Urologists were able to manage this work load and triage referral letters in a timely fashion, with other members of the c
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	Contributory factor Organisational 
	The Review Team concluded that the non-triage of Urology referrals by Cons1 has been an ongoing problem in the Trust for many years, possibly decades. While there were pockets of non-compliance by other Consultants, when escalated, compliance improved. However, the Review Team note that Cons1 consistently did not return triage information on referrals thus not allowing the appropriate prioritisation of appointments by clinical need. 
	Interviews with 2 previous and the current Director of Acute Services, AMD1 and the Head of Surgery Service have highlighted that on many occasions, over a prolonged period, attempts had been made by the Trust’s officers to address Cons1’s non-compliance with triage. These attempts encompassed both direct face to face conversations which were often heated, correspondence and, as in 2010, study leave refusal until there was compliance. These interventions all resulted in a familiar pattern of response; tempo
	In 2014, due to continuing non-compliance, the Trust implemented an ‘Informal’ Default Triage Process to manage the referrals which were not being triaged and returned to the Booking Centre. The Review Team considered the intention of this process was to prevent any delay in patients being added to the waiting list. However, this meant the ‘non-return of triage’ was not individually addressed with the non-compliant clinicians. Furthermore, and most importantly, it allowed patients, who should have been red-
	In 2014, the Director of Acute Service 2 (DAS2) discussed non-compliance with Cons1 and agreed that Cons1 would no longer triage referral letters. Cons1 was heavily involved with formulating the NICaN Urology guidelines at the time and was grateful to the extent that he thanked DAS2.This task was delegated to other Urology Consultants for a time. However, Cons1 does not recollect having to formally stop triage. At interview, DAS2 was not aware that he had resumed those duties; she remembered that their Canc
	Escalation within Organisation 
	At every interview, questions were asked whether Cons1’s consistent and prolonged non-compliance with triaging was referred upwards to executive level i.e. the Medical Director and Chief Executive. 
	Director DAS1 considered that the problem was being managed at Service level, although as it was only one of a series of issues and considered to be a ‘minor’ one, it did not predominate at higher level meetings with the Medical Director (MD1); to the extent that he may not have been aware of it. 
	Director DAS2 considered that the problem was dealt with by agreeing with Cons1 to stop triaging. There were other issues that were flagged up to MD2, but she was not able to remember whether MD2 was made aware of the triage problem. 
	During DAS3’s current tenure Executive members certainly knew; at CAH Oversight meeting level and at the time of the look back exercise #2 which ultimately led onto this SAI and RCA process. The Medical Director (MD3) was directly involved in the RCA process and the CEO was aware. At Trust Board level, it is thought that a non-Executive member was asked to examine the situation which 
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	In 2007, DAS2 (while in previous post in CAH) found a waiting list which was 10 years long. They worked on this with the Consultant, Cons1, and cleaned it up; they found no serious patient related issues. 
	Interview with Director of Acute Services (DAS1) DAS1 indicated that the Urology Services were under various kinds of pressure during her time as Director. There was a regional transformation project in place for Regional Urology Services under Mr 
	M. Fordham; this generated an element of pressure to modernise and change. Along with this and other issues, including the triage problem, Consultant 1 struggled to adapt to these changes and to comply with the other issues and triaging. DAS1 paints a picture of many issues with Cons1, triaging being only one of many issues but, in her opinion, not the most important issue. 
	Nevertheless, in April 2010, Consultant 1 (Cons1) was put under pressure to complete his triage list. The surgical Associate Medical Director (AMD1) brought concerns to DAS1. The other Urologists had been ‘covering’ triaging for Cons1; the Head of Service Surgery had informed AMD1 of this. They met Cons1 the next day. The European Association of Urology meeting was in Spain the following day and Cons1 wished to attend. DAS1 and AMD1 informed Cons1 he would not be attending the meeting unless he triaged all 
	Following interview with Head of Service (HoS1) The Head of Service for Urology (HoS1) indicated that she inherited the problem upon appointment although she was aware that it was a long running issue, going back perhaps 25 years. She highlighted this was an ongoing issue with Cons1. He was the commonest offender and took longest to triage. There were issues with other Consultants who, on occasion, did not triage but Cons1 was the only one, when asked to triage, didn’t do it. This came to head in 2010 (refe
	Informal Default Triage (IDT) process In May 2014, after escalation to HoS1, an Informal Default Triage (IDT) process was put in place by the Trust’s booking centre. This process allowed the booking office to allocate patients, who had not been triaged in time, to be allocated to a ‘waiting list’ using the GP triage category. Therefore, this IDT process of putting patients on the waiting list without triage meant that they did not get missed. However, some patients, who should have been triaged as a red fla
	When questioned about this IDT process, the DAS2 was not aware of it even though it started during her time in post i.e. May ‘14. When asked about its potential problem of leaving incorrectly triaged (by their GP) patients on a waiting list she stated, “Completely ridiculous, because would allow a cancer patient who should have been red flagged by their GP to go unchallenged by a Consultant triage process i.e. could have to wait for 11 months”. 
	The letter pointed out that the IDT process implied that triage non-compliance was to be expected but that this process did not have a clear escalation plan to include the individual Consultant and, indeed, had not been effective in addressing triage non-compliance. Furthermore, the letter pointed out that, from July 2015 till October 2016, there were 318 non-triaged letters which the Trust could not provide assurance that patients were not being exposed to harm by waiting as a routine or urgent appointment
	It is not absolutely clear who wrote this letter as it has no signature, but it appears to have been written by, or on behalf of, Cons2. On the 10January 2017, Cons2 was requested by the Medical Director (MD3) to share the report with the 2 key Consultants involved in the SAI. One of these was Cons1. Cons2 refused, stating that he was Cons1’s colleague and not his manager. 
	This letter was escalated to the Director of Acute Services (DAS3) and the Assistant Director of Anaesthetics & Surgery. This was further escalated to the Chief Executive of the SHSCT. 
	Cons1 was written to by AMD1 on the 23March 2016, acknowledging his hard work as a Consultant Urologist but pointing out that there were governance and patient safety concerns with regard to untriaged letters dating back over 2 years, and other important issues. Cons1 was asked to respond with a commitment and immediate plan to address these issues. 
	The Review Panel also determined that there were 7 other patients who were not triaged that week along with . They subsequently performed a ‘look-back’ exercise (number 1) of these referrals. Of the seven referrals, six charts were available and each patient had an appropriate management plan. One set of notes were missing and efforts were made to find them. 
	Cons1 provided his personal review, dated 25/01/2017, of the Index Case to the Chairman of this Review Team. It provides an argued retrospective rationale that a timely triage by himself would not have altered the referral grading. However, it does not provide a sound reason for his actual lack of triage. His report is consistent in arguing his view that he does not have time to perform both Consultant of the Week (CoW) duties and triaging of non-red flag referrals. 
	5.5 Look back exercise #2 
	Upon realisation that the ‘look-back’ exercise #1 had resulted from non-triage over the week beginning the 30/10/2014, further efforts were made to investigate the size of this non-triage issue and to find missing referral letters. Cons1 was contacted and the Head of Service for Urology (HoS1) obtained permission to look for missing GP referral letters in his filing cabinet. Cons1 stated that there were referral letters in a filing cabinet in his office. During interview, he stated that he kept the referral
	These referrals were then reviewed by the Urology Consultant Team revealing 30 patient referrals should have been red-flagged and four of these patients, following review, were diagnosed with cancer, becoming the subject of this review. 
	 Referral letters were not triaged following receipt by the Hospital. 
	Task Factors (policy and guidelines) 
	The Review Team reviewed the GP referrals regarding the five patients listed above. They concluded, as judged from the Northern Ireland Cancer Network (NICaN) Referral Guidance for Suspected Cancer (December 2012), that all five patients should have been referred to Urology by the GP’s as red flag referrals (suspected cancer) i.e. incorrect triage. 
	Task Factors (decision aids) 
	The current decision aid for GPs is the NI Referral Guidance for Suspected Cancer 2012 based on NICE CG 27 Referral guidelines for suspected cancer published in June 2005. It is clear that Secondary care, in the form of Consultant Urologists, should triage these GP referrals; by doing so, 11% of GP referrals are changed (from Review Team member). It is also clear that Cons1 would have been in no doubt as to his responsibilities; he was intimately involved in setting this standard and signed off the NICaN cl
	However, it is clear this very important and critical triage safety net work can be considered onerous and other electronic methods which GPs can use might be more efficient and help to reduce that load. 
	According the HoS1, most patient referrals by GPs to Trusts for outpatient appointments are now made through the electronic Clinical Communication Gateway (CCG). However, some paper referrals are still received. CCG is a digital referral system for Primary care which can contain referral criteria that meet NICE and NICaN guidance. This would enable appropriate clinical triaging of referrals to be performed as part of the selection of referral reasons and/or symptom description. 
	Using the electronic CCG pathway, some clinical specialties, such as gynaecology, have worked closely with the Public Health Authority to develop a better GP referral tool e.g. using ‘banner guidance’ (a specialty specific banner, listing symptoms and signs) which complies with NICE/NICaN guidance. This ‘banner guidance’ helps by directing clinicians to use the NICE/NICaN referral criteria which allow for timely and appropriate triage of patients to clinically appropriate appointment types. It is possible w
	NICE NG12 
	The reference CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: recognition and referral but, despite being endorsed by the DHSSPSNI and accepted by the Regional Urologists, it has yet to be implemented. Its use as a triage standard should result in fewer redflagged cases which should ease some of the pressure on waiting lists. Its adoption would take place in primary care and should form the basis of the electronic CCG referral tool. 
	There was a consistent medical staff view from the Review Team, the AMD1, and indeed Cons1, that GP’s have a crucial and important responsibility in getting the referral criteria/urgency category correct. If the GP does not provide enough, or the correct information, the NI Electronic Care Record (NIECR) needs to be checked and that slows the whole triage process down. It was clear that the triage system works best when the initial GP referral is usually correct and the Secondary care ‘safety-net’ is only r
	7.2 Referral letters were not triaged following receipt by the hospital. Contributory factor 
	Task Factors (policy and guidelines) 
	The Integrated Elective Access Protocol (IEAP) (DHSSPS, April 2008) defines the roles and responsibilities of staff (in both primary and secondary care) when patients enter an elective care pathway. It states, 
	‘…an Executive Director will take lead responsibility for ensuring all aspects of this Protocol are adhered to…. Patients will be treated on the basis of their clinical urgency with urgent patients seen and treated first’. 
	The Principles for booking Cancer Pathway patients states, “clinical teams must ensure triage is undertaken daily, irrespective of leave, in order to initiate booking patients”. 
	and, “Referrals will be received, registered within one working day and forwarded to Consultants for prioritisation”. 
	However, the IEAP states, 
	“…if clinical priority is not received from Consultants within 72 hours, processes should be in place to initiate booking of urgent patients according to the GP’s classification of urgency”. 
	Following on from the IEAP of 2008, national and regional policies and guidelines, already referred to above, have been introduced which have outlined the detailed role of the Urology Consultant in triaging referrals that have come in from Primary care e.g., 
	These have provided agreed lists of the critical symptomatology of Urological cancers and the roles and responsibilities of Primary and Secondary care staff in ensuring patients receive prompt recognition and treatment of their cancer. 
	Review of Adult Urology Services in Northern Ireland 
	In March 2009, a Review of Adult Urology Services in Northern Ireland -A modernisation and investment plan was published. Its External Advisor was Mr Mark Fordham. SHSCT Consultant 
	Urologists were represented on the committee. 
	Recommendation 4 states, “Trusts must review the process for internal Consultant to Consultant referrals to Urology to ensure that there are no undue delays in the system”. Consultants indicated that they would routinely upgrade a significant number of routine and urgent referrals (GP) to urgent or red flag. It was noted that the development of agreed referral guidelines/criteria for suspected Urological cancers was a priority piece of work for the recently formed NICaN Group. That work was led by Cons1; se
	Section 3.31 of the report indicates that, “Consultant Urologists unanimously consider that referral triage should be led by Consultants. With over 40% of referrals being cancer related (and with many not red flagged or marked urgent) they believe that they are best placed and skilled to undertake the triage process. They also believe that despite the volume of referrals, this is not a particularly time consuming process.” 
	Contributory factor 
	Staff factor 
	It is obvious from reading the documents referred to above that Cons1 has been aware of developments in this field and, indeed has been party to the discussions and signed some of them off. Cons1 was chair of NICaN (Urology) and was involved in drafting the NICaN regional Urology guidance, and therefore was very familiar with the requirement to triage GP referrals. 
	Despite all of this, and even though Cons1 agreed that this triaging role was, “very important”, …. it was, “a very serious matter not to be minimised, very serious” he stated he would not triage non-red flag referrals. 
	When asked, “Does triage still need done?” Cons1 answered, “a procedure is needed to highlight when it needs done and who does it”. When further asked, “Who was involved in SHSCT Urology service in setting up triage”? Cons1 answered for urological cancer, “I was the Lead”. 
	He felt triage of referral letters was too time consuming and the amount of time spent on triage, in his opinion, rendered inpatient care unsafe. He highlighted that he had previously escalated his concerns about work load to management teams and medical directors. 
	In relation to triage, Cons1 stated, ‘I would love if we had a Trust Urology agreement on the type of triage to be conducted’. When it was pointed out that, “Consultant colleagues did triage for you. How did they do it?” He stated, “It depends on how you do it” ..... “Not all do advanced / enhanced triage, they compromise. It is a spectrum”... “They have not done it in the detail I felt it needed for routine/urgent non-red flag case”. 
	When questioned further, regarding his way of organising his own work load, Cons1 stated, ‘....yes I did it my way – I wasn’t cognisant of being unbending, I am very particular’. 
	Cons1 highlighted to the Review Team that he currently takes annual leave each Friday and spends the weekend triaging. He stated that it is impossible to be Urologist of the Week and triage referrals 
	appropriately. He stated he still can’t do triage and everything else. He stated, ‘I do triage entirely in my own time to allow me to do it properly’. 
	When asked about using the NIECR -Electronic Referral using the Clinical Communication Gateway (CCG) method, Cons1 stated found the new CCG triage system, “Very, very good, I wish all information was available on ECR. It is less time consuming. ECR makes it easier to check information”. 
	The Review Team concluded that there was a serious inconsistency between the guideline standard that a Consultant should triage GP referrals (which Cons1 helped to construct) along with his stated view of the crucial importance of triage and Cons1’s actual practice. 
	Cons1’s chosen method of triage was beyond what is required. His triage is the equivalent of a virtual clinic where he reviews NIECR and books investigations for patients. While the Review Team recognised this was a detailed triage process, they concluded that his prioritisation of work and attention to detail meant that some patients got a higher standard of triage/care, while, crucially, others were not triaged, leading to a potentially critical delay in assessment and treatment for those patients. Cons1 
	The Review Team concluded that Cons1’s prioritisation of work and attention to detail led to some patients receiving a high standard of care, while others ran the real risk of having a cancer diagnosis delayed till it was dangerously late. 
	Contributory factor 
	Work load/scheduling 
	In 2008, when the IEAP was published, there was a maximum waiting time of 9 weeks for a first Outpatient appointment. On 30September 2016, there were 2012 patients on the routine Urology outpatient waiting list, with 597 patients showing as waiting 52 weeks and over. The longest waiting time was 554 days (80 weeks). Therefore, if patient referrals are incorrectly referred, or not triaged and continue to use the GP’s classification of urgency, there will be a significant wait. Cons1 is aware of this reality.
	The Review Team considered the Consultant of the Week (CoW) work load, including ward rounds, clinics, emergency theatre sessions as a contributory factor. Cons1 has consistently argued that he cannot triage non-red flag referrals and carry out the duties of the CoW. He has not indicated who else should carry out the triage duties. However, the Review Team note that the other Consultant Urologists were able to manage this work load and triage referral letters in a timely fashion, with other members of the c
	Contributory factor Organisational 
	The Review Team concluded that the non-triage of Urology referrals by Cons1 has been an ongoing problem in the Trust for many years, possibly decades. While there were pockets of non-compliance by other Consultants, when escalated, compliance improved. However, the Review Team note that Cons1 consistently did not return triage information on referrals thus not allowing the appropriate prioritisation of appointments by clinical need. 
	Interviews with 2 previous and the current Director of Acute Services, AMD1 and the Head of Surgery Service have highlighted that on many occasions, over a prolonged period, attempts had been made by the Trust’s officers to address Cons1’s non-compliance with triage. These attempts encompassed both direct face to face conversations which were often heated, correspondence and, as in 2010, study leave refusal until there was compliance. These interventions all resulted in a familiar pattern of response; tempo
	In 2014, due to continuing non-compliance, the Trust implemented an ‘Informal’ Default Triage Process to manage the referrals which were not being triaged and returned to the Booking Centre. The Review Team considered the intention of this process was to prevent any delay in patients being added to the waiting list. However, this meant the ‘non-return of triage’ was not individually addressed with the non-compliant clinicians. Furthermore, and most importantly, it allowed patients, who should have been red-
	In 2014, the Director of Acute Service 2 (DAS2) discussed non-compliance with Cons1 and agreed that Cons1 would no longer triage referral letters. Cons1 was heavily involved with formulating the NICaN Urology guidelines at the time and was grateful to the extent that he thanked DAS2.This task was delegated to other Urology Consultants for a time. However, Cons1 does not recollect having to formally stop triage. At interview, DAS2 was not aware that he had resumed those duties; she remembered that their Canc
	Escalation within Organisation 
	At every interview, questions were asked whether Cons1’s consistent and prolonged non-compliance with triaging was referred upwards to executive level i.e. the Medical Director and Chief Executive. 
	Director DAS1 considered that the problem was being managed at Service level, although as it was only one of a series of issues and considered to be a ‘minor’ one, it did not predominate at higher level meetings with the Medical Director (MD1); to the extent that he may not have been aware of it. 
	Director DAS2 considered that the problem was dealt with by agreeing with Cons1 to stop triaging. There were other issues that were flagged up to MD2, but she was not able to remember whether MD2 was made aware of the triage problem. 
	During DAS3’s current tenure Executive members certainly knew; at CAH Oversight meeting level and at the time of the look back exercise #2 which ultimately led onto this SAI and RCA process. The Medical Director (MD3) was directly involved in the RCA process and the CEO was aware. At Trust Board level, it is thought that a non-Executive member was asked to examine the situation which 
	13. WHAT HAPPENED? 
	5.1 Triage of GP referrals -background The general public expect that, when they engage with their GP complaining of symptoms that are potentially due to a cancer, they will be referred to the appropriate secondary care services promptly and that they will respond, also promptly, to confirm or exclude the diagnosis of cancer. 
	The DHSSPSNI Service Framework for cancer prevention, treatment and care (Standard 13) of 2011 indicates, “All people with signs and symptoms that might suggest cancer should be appropriately assessed by their GP and referred promptly on to hospital for further tests if needed”. 
	Cancer specialists, working in networks, have formulated lists of symptom and sign triggers which can signify the development of a cancer. Using these lists, primary care doctors can refer patients into secondary care; triaging a large number of patients by assigning them to different degrees of urgency (Routine, Urgent and Red-flag). If these are used as designed, this can provide an efficient referral system. 
	NICE have been instrumental in ensuring uniformity and the validity of these cancer recognition and referral lists of symptoms and signs. They have also formulated guidance regarding how safety nets should be setup to ensure patients are not missed. Local programmes, using this type of guidance, have been established, under the auspices of NICaN and the HSCB, to set up these triage pathways and safety nets. 
	5.2 Triage of GP referrals – Northern Ireland NI Referral Guidance for Suspected Cancer (2012) The Northern Ireland Referral Guidance for Suspected Cancer 2012 is based on the NICE clinical guideline, CG 27 -Referral guidelines for suspected cancer, published in June 2005. This has a section on Urological Cancer. It was introduced to GPs by HSCB correspondence (30/12/2012), revealing the new red-flag process and indicating in appendix A that, “triaging will take place in a timely manner, within 72 hours of 
	This is still the only set of referral guidance for suspected urological cancer available online on the NICaN website (last accessed 18/11/2018). 
	However, the 2005 CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: recognition and referral published in June 2015. This was endorsed by the Department of Health (NI) with HSC (SQSD) (NICE NG12) 29/15 on the 19th August 2015 which instructed the HSCB / PHA to send out the guidance to the appropriate Family Practitioners. This particular kind of guidance requires the HSCB to circulate regionally endorsed NICE guidelines to Trusts and GPs for implementation. Trusts are expected to revi
	NICaN Urology Cancer Clinical Guideline (2016) The NICaN Urology Cancer Clinical Guideline document, (version 1.3, March 2016), was produced regionally to support the diagnosis, treatment and management of urological cancer. This version included amendments, to replace the previous red flag guidelines, with those from NICE 
	NG12; the document was signed off on behalf of the NICaN by Consultant Urologist, Cons1. 
	issues. 
	Interview with Director of Acute Services (DAS1) DAS1 indicated that the Urology Services were under various kinds of pressure during her time as Director. There was a regional transformation project in place for Regional Urology Services under Mr 
	M. Fordham; this generated an element of pressure to modernise and change. Along with this and other issues, including the triage problem, Consultant 1 struggled to adapt to these changes and to comply with the other issues and triaging. DAS1 paints a picture of many issues with Cons1, triaging being only one of many issues but, in her opinion, not the most important issue. 
	Nevertheless, in April 2010, Consultant 1 (Cons1) was put under pressure to complete his triage list. The surgical Associate Medical Director (AMD1) brought concerns to DAS1. The other Urologists had been ‘covering’ triaging for Cons1; the Head of Service Surgery had informed AMD1 of this. They met Cons1 the next day. The European Association of Urology meeting was in Spain the following day and Cons1 wished to attend. DAS1 and AMD1 informed Cons1 he would not be attending the meeting unless he triaged all 
	Following interview with Head of Service (HoS1) The Head of Service for Urology (HoS1) indicated that she inherited the problem upon appointment although she was aware that it was a long running issue, going back perhaps 25 years. She highlighted this was an ongoing issue with Cons1. He was the commonest offender and took longest to triage. There were issues with other Consultants who, on occasion, did not triage but Cons1 was the only one, when asked to triage, didn’t do it. This came to head in 2010 (refe
	Informal Default Triage (IDT) process In May 2014, after escalation to HoS1, an Informal Default Triage (IDT) process was put in place by the Trust’s booking centre. This process allowed the booking office to allocate patients, who had not been triaged in time, to be allocated to a ‘waiting list’ using the GP triage category. Therefore, this IDT process of putting patients on the waiting list without triage meant that they did not get missed. However, some patients, who should have been triaged as a red fla
	When questioned about this IDT process, the DAS2 was not aware of it even though it started during her time in post i.e. May ‘14. When asked about its potential problem of leaving incorrectly triaged (by their GP) patients on a waiting list she stated, “Completely ridiculous, because would allow a cancer patient who should have been red flagged by their GP to go unchallenged by a Consultant triage process i.e. could have to wait for 11 months”. 
	5.4 Index case 
	that this process did not have a clear escalation plan to include the individual Consultant and, indeed, had not been effective in addressing triage non-compliance. Furthermore, the letter pointed out that, from July 2015 till October 2016, there were 318 non-triaged letters which the Trust could not provide assurance that patients were not being exposed to harm by waiting as a routine or urgent appointment i.e. when they should have been red-flagged. 
	It is not absolutely clear who wrote this letter as it has no signature, but it appears to have been written by, or on behalf of, Cons2. On the 10January 2017, Cons2 was requested by the Medical Director (MD3) to share the report with the 2 key Consultants involved in the SAI. One of these was Cons1. Cons2 refused, stating that he was Cons1’s colleague and not his manager. 
	This letter was escalated to the Director of Acute Services (DAS3) and the Assistant Director of Anaesthetics & Surgery. This was further escalated to the Chief Executive of the SHSCT. 
	Cons1 was written to by AMD1 on the 23March 2016, acknowledging his hard work as a Consultant Urologist but pointing out that there were governance and patient safety concerns with regard to untriaged letters dating back over 2 years, and other important issues. Cons1 was asked to respond with a commitment and immediate plan to address these issues. 
	The Review Panel also determined that there were 7 other patients who were not triaged that week along with . They subsequently performed a ‘look-back’ exercise (number 1) of these referrals. Of the seven referrals, six charts were available and each patient had an appropriate management plan. One set of notes were missing and efforts were made to find them. 
	Cons1 provided his personal review, dated 25/01/2017, of the Index Case to the Chairman of this Review Team. It provides an argued retrospective rationale that a timely triage by himself would not have altered the referral grading. However, it does not provide a sound reason for his actual lack of triage. His report is consistent in arguing his view that he does not have time to perform both Consultant of the Week (CoW) duties and triaging of non-red flag referrals. 
	5.5 Look back exercise #2 
	Upon realisation that the ‘look-back’ exercise #1 had resulted from non-triage over the week beginning the 30/10/2014, further efforts were made to investigate the size of this non-triage issue and to find missing referral letters. Cons1 was contacted and the Head of Service for Urology (HoS1) obtained permission to look for missing GP referral letters in his filing cabinet. Cons1 stated that there were referral letters in a filing cabinet in his office. During interview, he stated that he kept the referral
	These referrals were then reviewed by the Urology Consultant Team revealing 30 patient referrals should have been red-flagged and four of these patients, following review, were diagnosed with cancer, becoming the subject of this review. 
	On the 03 June 2016 a -year-old male referred to Urology Outpatients by GP for assessment 
	 Referral letters were not triaged following receipt by the Hospital. 
	Task Factors (policy and guidelines) 
	The Review Team reviewed the GP referrals regarding the five patients listed above. They concluded, as judged from the Northern Ireland Cancer Network (NICaN) Referral Guidance for Suspected Cancer (December 2012), that all five patients should have been referred to Urology by the GP’s as red flag referrals (suspected cancer) i.e. incorrect triage. 
	Task Factors (decision aids) 
	The current decision aid for GPs is the NI Referral Guidance for Suspected Cancer 2012 based on NICE CG 27 Referral guidelines for suspected cancer published in June 2005. It is clear that Secondary care, in the form of Consultant Urologists, should triage these GP referrals; by doing so, 11% of GP referrals are changed (from Review Team member). It is also clear that Cons1 would have been in no doubt as to his responsibilities; he was intimately involved in setting this standard and signed off the NICaN cl
	However, it is clear this very important and critical triage safety net work can be considered onerous and other electronic methods which GPs can use might be more efficient and help to reduce that load. 
	According to the HoS1, most patient referrals by GPs to Trusts for outpatient appointments are now made through the electronic Clinical Communication Gateway (CCG). However, some paper referrals are still received. CCG is a digital referral system for Primary care which can contain referral criteria that meet NICE and NICaN guidance. This would enable appropriate clinical triaging of referrals to be performed as part of the selection of referral reasons and/or symptom description. 
	Using the electronic CCG pathway, some clinical specialties, such as gynaecology, have worked closely with the Public Health Authority to develop a better GP referral tool e.g. using ‘banner guidance’ (a specialty specific banner, listing symptoms and signs) which complies with NICE/NICaN guidance. This ‘banner guidance’ helps by directing clinicians to use the NICE/NICaN referral criteria which allow for timely and appropriate triage of patients to clinically appropriate appointment types. It is possible w
	NICE NG12 
	The reference CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: recognition and referral but, despite being endorsed by the DHSSPSNI and accepted by the Regional Urologists, it has yet to be implemented. Its use as a triage standard should result in fewer redflagged cases which should ease some of the pressure on waiting lists. Its adoption would take place in primary care and should form the basis of the electronic CCG referral tool. 
	There was a consistent medical staff view from the Review Team, the AMD1, and indeed Cons1, that GP’s have a crucial and important responsibility in getting the referral criteria/urgency category correct. If the GP does not provide enough, or the correct information, the NI Electronic Care Record (NIECR) needs to be checked and that slows the whole triage process down. It was clear that the triage system works best when the initial GP referral is usually correct and the Secondary care ‘safety-net’ is only r
	7.2 Referral letters were not triaged following receipt by the hospital. Contributory factor 
	Task Factors (policy and guidelines) 
	The Integrated Elective Access Protocol (IEAP) (DHSSPS, April 2008) defines the roles and responsibilities of staff (in both primary and secondary care) when patients enter an elective care pathway. It states, 
	‘…an Executive Director will take lead responsibility for ensuring all aspects of this Protocol are adhered to…. Patients will be treated on the basis of their clinical urgency with urgent patients seen and treated first’. 
	The Principles for booking Cancer Pathway patients states, “clinical teams must ensure triage is undertaken daily, irrespective of leave, in order to initiate booking patients”. 
	and, “Referrals will be received, registered within one working day and forwarded to Consultants for prioritisation”. 
	However, the IEAP states, 
	“…if clinical priority is not received from Consultants within 72 hours, processes should be in place to initiate booking of urgent patients according to the GP’s classification of urgency”. 
	Following on from the IEAP of 2008, national and regional policies and guidelines, already referred to above, have been introduced which have outlined the detailed role of the Urology Consultant in triaging referrals that have come in from Primary care e.g., 
	These have provided agreed lists of the critical symptomatology of Urological cancers and the roles and responsibilities of Primary and Secondary care staff in ensuring patients receive prompt recognition and treatment of their cancer. 
	Review of Adult Urology Services in Northern Ireland 
	In March 2009, a Review of Adult Urology Services in Northern Ireland -A modernisation and investment plan was published. Its External Advisor was Mr Mark Fordham. SHSCT Consultant 
	Urologists were represented on the committee. 
	Recommendation 4 states, “Trusts must review the process for internal Consultant to Consultant referrals to Urology to ensure that there are no undue delays in the system”. Consultants indicated that they would routinely upgrade a significant number of routine and urgent referrals (GP) to urgent or red flag. It was noted that the development of agreed referral guidelines/criteria for suspected Urological cancers was a priority piece of work for the recently formed NICaN Group. That work was led by Cons1; se
	Section 3.31 of the report indicates that, “Consultant Urologists unanimously consider that referral triage should be led by Consultants. With over 40% of referrals being cancer related (and with many not red flagged or marked urgent) they believe that they are best placed and skilled to undertake the triage process. They also believe that despite the volume of referrals, this is not a particularly time consuming process.” 
	Contributory factor 
	Staff factor 
	It is obvious from reading the documents referred to above that Cons1 has been aware of developments in this field and, indeed has been party to the discussions and signed some of them off. Cons1 was chair of NICaN (Urology) and was involved in drafting the NICaN regional Urology guidance, and therefore was very familiar with the requirement to triage GP referrals. 
	Despite all of this, and even though Cons1 agreed that this triaging role was, “very important”, …. it was, “a very serious matter not to be minimised, very serious” he stated he would not triage non-red flag referrals. 
	When asked, “Does triage still need done?” Cons1 answered, “a procedure is needed to highlight when it needs done and who does it”. When further asked, “Who was involved in SHSCT Urology service in setting up triage”? Cons1 answered for urological cancer, “I was the Lead”. 
	He felt triage of referral letters was too time consuming and the amount of time spent on triage, in his opinion, rendered inpatient care unsafe. He highlighted that he had previously escalated his concerns about work load to management teams and medical directors. 
	In relation to triage, Cons1 stated, ‘I would love if we had a Trust Urology agreement on the type of triage to be conducted’. When it was pointed out that, “Consultant colleagues did triage for you. How did they do it?” He stated, “It depends on how you do it” ..... “Not all do advanced / enhanced triage, they compromise. It is a spectrum”... “They have not done it in the detail I felt it needed for routine/urgent non-red flag case”. 
	When questioned further, regarding his way of organising his own work load, Cons1 stated, ‘....yes I did it my way – I wasn’t cognisant of being unbending, I am very particular’. 
	Cons1 highlighted to the Review Team that he currently takes annual leave each Friday and spends the weekend triaging. He stated that it is impossible to be Urologist of the Week and triage referrals 
	appropriately. He stated he still can’t do triage and everything else. He stated, ‘I do triage entirely in my own time to allow me to do it properly’. 
	When asked about using the NIECR -Electronic Referral using the Clinical Communication Gateway (CCG) method, Cons1 stated found the new CCG triage system, “Very, very good, I wish all information was available on ECR. It is less time consuming. ECR makes it easier to check information”. 
	The Review Team concluded that there was a serious inconsistency between the guideline standard that a Consultant should triage GP referrals (which Cons1 helped to construct) along with his stated view of the crucial importance of triage and Cons1’s actual practice. 
	Cons1’s chosen method of triage was beyond what is required. His triage is the equivalent of a virtual clinic where he reviews NIECR and books investigations for patients. While the Review Team recognised this was a detailed triage process, they concluded that his prioritisation of work and attention to detail meant that some patients got a higher standard of triage/care, while, crucially, others were not triaged, leading to a potentially critical delay in assessment and treatment for those patients. Cons1 
	The Review Team concluded that Cons1’s prioritisation of work and attention to detail led to some patients receiving a high standard of care, while others ran the real risk of having a cancer diagnosis delayed till it was dangerously late. 
	Contributory factor 
	Work load/scheduling 
	In 2008, when the IEAP was published, there was a maximum waiting time of 9 weeks for a first Outpatient appointment. On 30September 2016, there were 2012 patients on the routine Urology outpatient waiting list, with 597 patients showing as waiting 52 weeks and over. The longest waiting time was 554 days (80 weeks). Therefore, if patient referrals are incorrectly referred, or not triaged and continue to use the GP’s classification of urgency, there will be a significant wait. Cons1 is aware of this reality.
	The Review Team considered the Consultant of the Week (CoW) work load, including ward rounds, clinics, emergency theatre sessions as a contributory factor. Cons1 has consistently argued that he cannot triage non-red flag referrals and carry out the duties of the CoW. He has not indicated who else should carry out the triage duties. However, the Review Team note that the other Consultant Urologists were able to manage this work load and triage referral letters in a timely fashion, with other members of the c
	Contributory factor Organisational 
	The Review Team concluded that the non-triage of Urology referrals by Cons1 has been an ongoing problem in the Trust for many years, possibly decades. While there were pockets of non-compliance by other Consultants, when escalated, compliance improved. However, the Review Team note that Cons1 consistently did not return triage information on referrals thus not allowing the appropriate prioritisation of appointments by clinical need. 
	Interviews with 2 previous and the current Director of Acute Services, AMD1 and the Head of Surgery Service have highlighted that on many occasions, over a prolonged period, attempts had been made by the Trust’s officers to address Cons1’s non-compliance with triage. These attempts encompassed both direct face to face conversations which were often heated, correspondence and, as in 2010, study leave refusal until there was compliance. These interventions all resulted in a familiar pattern of response; tempo
	In 2014, due to continuing non-compliance, the Trust implemented an ‘Informal’ Default Triage Process to manage the referrals which were not being triaged and returned to the Booking Centre. The Review Team considered the intention of this process was to prevent any delay in patients being added to the waiting list. However, this meant the ‘non-return of triage’ was not individually addressed with the non-compliant clinicians. Furthermore, and most importantly, it allowed patients, who should have been red-
	In 2014, the Director of Acute Service 2 (DAS2) discussed non-compliance with Cons1 and agreed that Cons1 would no longer triage referral letters. Cons1 was heavily involved with formulating the NICaN Urology guidelines at the time and was grateful to the extent that he thanked DAS2.This task was delegated to other Urology Consultants for a time. However, Cons1 does not recollect having to formally stop triage. At interview, DAS2 was not aware that he had resumed those duties; she remembered that their Canc
	Escalation within Organisation 
	At every interview, questions were asked whether Cons1’s consistent and prolonged non-compliance with triaging was referred upwards to executive level i.e. the Medical Director and Chief Executive. 
	Director DAS1 considered that the problem was being managed at Service level, although as it was only one of a series of issues and considered to be a ‘minor’ one, it did not predominate at higher level meetings with the Medical Director (MD1); to the extent that he may not have been aware of it. 
	Director DAS2 considered that the problem was dealt with by agreeing with Cons1 to stop triaging. There were other issues that were flagged up to MD2, but she was not able to remember whether MD2 was made aware of the triage problem. 
	During DAS3’s current tenure Executive members certainly knew; at CAH Oversight meeting level and at the time of the look back exercise #2 which ultimately led onto this SAI and RCA process. The Medical Director (MD3) was directly involved in the RCA process and the CEO was aware. At Trust Board level, it is thought that a non-Executive member was asked to examine the situation which 
	Interview with Director of Acute Services (DAS2) In 2007, DAS2 (while in previous post in CAH) found a waiting list which was 10 years long. They worked on this with the Consultant, Cons1, and cleaned it up; they found no serious patient related issues. 
	Interview with Director of Acute Services (DAS1) DAS1 indicated that the Urology Services were under various kinds of pressure during her time as Director. There was a regional transformation project in place for Regional Urology Services under Mr 
	M. Fordham; this generated an element of pressure to modernise and change. Along with this and other issues, including the triage problem, Consultant 1 struggled to adapt to these changes and to comply with the other issues and triaging. DAS1 paints a picture of many issues with Cons1, triaging being only one of many issues but, in her opinion, not the most important issue. 
	Nevertheless, in April 2010, Consultant 1 (Cons1) was put under pressure to complete his triage list. The surgical Associate Medical Director (AMD1) brought concerns to DAS1. The other Urologists had been ‘covering’ triaging for Cons1; the Head of Service Surgery had informed AMD1 of this. They met Cons1 the next day. The European Association of Urology meeting was in Spain the following day and Cons1 wished to attend. DAS1 and AMD1 informed Cons1 he would not be attending the meeting unless he triaged all 
	Following interview with Head of Service (HoS1) The Head of Service for Urology (HoS1) indicated that she inherited the problem upon appointment although she was aware that it was a long running issue, going back perhaps 25 years. She highlighted this was an ongoing issue with Cons1. He was the commonest offender and took longest to triage. There were issues with other Consultants who, on occasion, did not triage but Cons1 was the only one, when asked to triage, didn’t do it. This came to head in 2010 (refe
	Informal Default Triage (IDT) process In May 2014, after escalation to HoS1, an Informal Default Triage (IDT) process was put in place by the Trust’s booking centre. This process allowed the booking office to allocate patients, who had not been triaged in time, to be allocated to a ‘waiting list’ using the GP triage category. Therefore, this IDT process of putting patients on the waiting list without triage meant that they did not get missed. However, some patients, who should have been triaged as a red fla
	When questioned about this IDT process, the DAS2 was not aware of it even though it started during her time in post i.e. May ‘14. When asked about its potential problem of leaving incorrectly triaged (by their GP) patients on a waiting list she stated, “Completely ridiculous, because would allow a cancer patient who should have been red flagged by their GP to go unchallenged by a Consultant 
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	December 2016. 
	The letter pointed out that the IDT process implied that triage non-compliance was to be expected but that this process did not have a clear escalation plan to include the individual Consultant and, indeed, had not been effective in addressing triage non-compliance. Furthermore, the letter pointed out that, from July 2015 till October 2016, there were 318 non-triaged letters which the Trust could not provide assurance that patients were not being exposed to harm by waiting as a routine or urgent appointment
	It is not absolutely clear who wrote this letter as it has no signature, but it appears to have been written by, or on behalf of, Cons2. On the 10January 2017, Cons2 was requested by the Medical Director (MD3) to share the report with the 2 key Consultants involved in the SAI. One of these was Cons1. Cons2 refused, stating that he was Cons1’s colleague and not his manager. 
	This letter was escalated to the Director of Acute Services (DAS3) and the Assistant Director of Anaesthetics & Surgery. This was further escalated to the Chief Executive of the SHSCT. 
	Cons1 was written to by AMD1 on the 23March 2016, acknowledging his hard work as a Consultant Urologist but pointing out that there were governance and patient safety concerns with regard to untriaged letters dating back over 2 years, and other important issues. Cons1 was asked to respond with a commitment and immediate plan to address these issues. 
	The Review Panel also determined that there were 7 other patients who were not triaged that week along with . They subsequently performed a ‘look-back’ exercise (number 1) of these referrals. Of the seven referrals, six charts were available and each patient had an appropriate management plan. One set of notes were missing and efforts were made to find them. 
	Cons1 provided his personal review, dated 25/01/2017, of the Index Case to the Chairman of this Review Team. It provides an argued retrospective rationale that a timely triage by himself would not have altered the referral grading. However, it does not provide a sound reason for his actual lack of triage. His report is consistent in arguing his view that he does not have time to perform both Consultant of the Week (CoW) duties and triaging of non-red flag referrals. 
	5.5 Look back exercise #2 
	Upon realisation that the ‘look-back’ exercise #1 had resulted from non-triage over the week beginning the 30/10/2014, further efforts were made to investigate the size of this non-triage issue and to find missing referral letters. Cons1 was contacted and the Head of Service for Urology (HoS1) obtained permission to look for missing GP referral letters in his filing cabinet. Cons1 stated that there were referral letters in a filing cabinet in his office. During interview, he stated that he kept the referral
	These referrals were then reviewed by the Urology Consultant Team revealing 30 patient referrals should have been red-flagged and four of these patients, following review, were diagnosed with 
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	a potential cancer patient ranked alongside other issues such as probity, patient experience and performance, were consistent, 
	“Very significant”. Very high up the list in terms of importance”. 
	“It is fundamental people are seen in the appropriate time”. 
	“Very important” ... “Important for the patient”. 
	“Vital” ... “Very significant .. patients are often anxious and depend on the system to work”. 
	Cons1 replied, 
	“It is a serious issue, very important”..... “Number one ranking in overall scheme of things” 
	The Review Team established that there were factors in HSC service delivery to the 5 patients under examination that resulted in an unnecessary delay in treatment and care. In 4 patients the delay was thought not to be clinically significant but in 1 there probably was a significant delay. 
	Consideration of the causative factors to the patients’ delays reveal, 
	Task Factors (policy and guidelines) 
	The Review Team reviewed the GP referrals regarding the five patients listed above. They concluded, as judged from the Northern Ireland Cancer Network (NICaN) Referral Guidance for Suspected Cancer (December 2012), that all five patients should have been referred to Urology by the GP’s as red flag referrals (suspected cancer) i.e. incorrect triage. 
	Task Factors (decision aids) 
	The current decision aid for GPs is the NI Referral Guidance for Suspected Cancer 2012 based on NICE CG 27 Referral guidelines for suspected cancer published in June 2005. It is clear that Secondary care, in the form of Consultant Urologists, should triage these GP referrals; by doing so, 11% of GP referrals are changed (from Review Team member). It is also clear that Cons1 would have been in no doubt as to his responsibilities; he was intimately involved in setting this standard and signed off the NICaN cl
	However, it is clear this very important and critical triage safety net work can be considered onerous and other electronic methods which GPs can use might be more efficient and help to reduce that load. 
	According the HoS1, most patient referrals by GPs to Trusts for outpatient appointments are now made through the electronic Clinical Communication Gateway (CCG). However, some paper referrals are still received. CCG is a digital referral system for Primary care which can contain referral criteria that meet NICE and NICaN guidance. This would enable appropriate clinical triaging of referrals to be performed as part of the selection of referral reasons and/or symptom description. 
	Using the electronic CCG pathway, some clinical specialties, such as gynaecology, have worked 
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	closely with the Public Health Authority to develop a better GP referral tool e.g. using ‘banner guidance’ (a specialty specific banner, listing symptoms and signs) which complies with NICE/NICaN guidance. This ‘banner guidance’ helps by directing clinicians to use the NICE/NICaN referral criteria which allow for timely and appropriate triage of patients to clinically appropriate appointment types. It is possible when red flag symptoms are chosen that an immediate alert could go to the Red Flag booking team
	NICE NG12 
	The reference CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: recognition and referral but, despite being endorsed by the DHSSPSNI and accepted by the Regional Urologists, it has yet to be implemented. Its use as a triage standard should result in fewer redflagged cases which should ease some of the pressure on waiting lists. Its adoption would take place in primary care and should form the basis of the electronic CCG referral tool. 
	There was a consistent medical staff view from the Review Team, the AMD1, and indeed Cons1, that GP’s have a crucial and important responsibility in getting the referral criteria/urgency category correct. If the GP does not provide enough, or the correct information, the NI Electronic Care Record (NIECR) needs to be checked and that slows the whole triage process down. It was clear that the triage system works best when the initial GP referral is usually correct and the Secondary care ‘safety-net’ is only r
	Task Factors (policy and guidelines) 
	The Integrated Elective Access Protocol (IEAP) (DHSSPS, April 2008) defines the roles and responsibilities of staff (in both primary and secondary care) when patients enter an elective care pathway. It states, 
	‘…an Executive Director will take lead responsibility for ensuring all aspects of this 
	Protocol are adhered to…. Patients will be treated on the basis of their clinical urgency 
	with urgent patients seen and treated first’. 
	The Principles for booking Cancer Pathway patients states, 
	“clinical teams must ensure triage is undertaken daily, irrespective of leave, in order 
	to initiate booking patients”. and, 
	“Referrals will be received, registered within one working day and forwarded to 
	Consultants for prioritisation”. 
	However, the IEAP states, 
	“…if clinical priority is not received from Consultants within 72 hours, processes 
	should be in place to initiate booking of urgent patients according to the GP’s 
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	classification of urgency”. 
	Following on from the IEAP of 2008, national and regional policies and guidelines, already referred to above, have been introduced which have outlined the detailed role of the Urology Consultant in triaging referrals that have come in from Primary care e.g., 
	These have provided agreed lists of the critical symptomatology of Urological cancers and the roles and responsibilities of Primary and Secondary care staff in ensuring patients receive prompt recognition and treatment of their cancer. 
	Review of Adult Urology Services in Northern Ireland 
	In March 2009, a Review of Adult Urology Services in Northern Ireland -A modernisation and investment plan was published. Its External Advisor was Mr Mark Fordham. SHSCT Consultant Urologists were represented on the committee. 
	Recommendation 4 states, “Trusts must review the process for internal Consultant to Consultant referrals to Urology to ensure that there are no undue delays in the system”. Consultants indicated that they would routinely upgrade a significant number of routine and urgent referrals (GP) to urgent or red flag. It was noted that the development of agreed referral guidelines/criteria for suspected Urological cancers was a priority piece of work for the recently formed NICaN Group. That work was led by Cons1; se
	Section 3.31 of the report indicates that, “Consultant Urologists unanimously consider that referral triage should be led by Consultants. With over 40% of referrals being cancer related (and with many not red flagged or marked urgent) they believe that they are best placed and skilled to undertake the triage process. They also believe that despite the volume of referrals, this is not a particularly time consuming process.” 
	Contributory factor 
	Staff factor 
	It is obvious from reading the documents referred to above that Cons1 has been aware of developments in this field and, indeed has been party to the discussions and signed some of them off. Cons1 was chair of NICaN (Urology) and was involved in drafting the NICaN regional Urology guidance, and therefore was very familiar with the requirement to triage GP referrals. 
	Despite all of this, and even though Cons1 agreed that this triaging role was, “very important”, …. it was, “a very serious matter not to be minimised, very serious” he stated he would not triage non-red flag referrals. 
	When asked, “Does triage still need done?” Cons1 answered, “a procedure is needed to highlight when it needs done and who does it”. When further asked, “Who was involved in SHSCT Urology 
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	service in setting up triage”? Cons1 answered for urological cancer, “I was the Lead”. 
	He felt triage of referral letters was too time consuming and the amount of time spent on triage, in his opinion, rendered inpatient care unsafe. He highlighted that he had previously escalated his concerns about work load to management teams and medical directors. 
	In relation to triage, Cons1 stated, ‘I would love if we had a Trust Urology agreement on the type of triage to be conducted’. When it was pointed out that, “Consultant colleagues did triage for you. How did they do it?” He stated, “It depends on how you do it” ..... “Not all do advanced / enhanced triage, they compromise. It is a spectrum”... “They have not done it in the detail I felt it needed for routine/urgent non-red flag case”. 
	When questioned further, regarding his way of organising his own work load, Cons1 stated, ‘....yes I did it my way – I wasn’t cognisant of being unbending, I am very particular’. 
	Cons1 highlighted to the Review Team that he currently takes annual leave each Friday and spends the weekend triaging. He stated that it is impossible to be Urologist of the Week and triage referrals appropriately. He stated he still can’t do triage and everything else. He stated, ‘I do triage entirely in my own time to allow me to do it properly’. 
	When asked about using the NIECR -Electronic Referral using the Clinical Communication Gateway (CCG) method, Cons1 stated found the new CCG triage system, “Very, very good, I wish all information was available on ECR. It is less time consuming. ECR makes it easier to check information”. 
	The Review Team concluded that there was a serious inconsistency between the guideline standard that a Consultant should triage GP referrals (which Cons1 helped to construct) along with his stated view of the crucial importance of triage and Cons1’s actual practice. 
	Cons1’s chosen method of triage was beyond what is required. His triage is the equivalent of a virtual clinic where he reviews NIECR and books investigations for patients. While the Review Team recognised this was a detailed triage process, they concluded that his prioritisation of work and attention to detail meant that some patients got a higher standard of triage/care, while, crucially, others were triaged, leading to a potentially critical delay in assessment and treatment for those patients. Cons1 is a
	The Review Team concluded that Cons1’s prioritisation of work and attention to detail led to some patients receiving a high standard of care, while others ran the real risk of having a cancer diagnosis delayed till it was dangerously late. 
	Contributory factor 
	Work load/scheduling 
	In 2008, when the IEAP was published, there was a maximum waiting time of 9 weeks for a first Outpatient appointment. On 30September 2016, there were 2012 patients on the routine Urology outpatient waiting list, with 597 patients showing as waiting 52 weeks and over. The longest waiting 
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	time was 554 days (80 weeks). Therefore, if patient referrals are incorrectly referred, or not triaged and continue to use the GP’s classification of urgency, there will be a significant wait. Cons1 is aware of this reality. 
	The Review Team considered the Consultant of the Week (CoW) work load, including ward rounds, clinics, emergency theatre sessions as a contributory factor. Cons1 has consistently argued that he cannot triage non-red flag referrals and carry out the duties of the CoW. He has not indicated who else should carry out the triage duties. However, the Review Team note that the other Consultant Urologists were able to manage this work load and triage referral letters in a timely fashion, with other members of the c
	Contributory factor Organisational 
	The Review Team concluded that the non-triage of Urology referrals by Cons1 has been an ongoing problem in the Trust for many years, possibly decades. While there were pockets of non-compliance by other Consultants, when escalated, compliance improved. However, the Review Team note that Cons1 consistently did not return triage information on referrals thus not allowing the appropriate prioritisation of appointments by clinical need. 
	Interviews with 2 previous and the current Director of Acute Services, AMD1 and the Head of Surgery Service have highlighted that on many occasions, over a prolonged period, attempts had been made by the Trust’s officers to address Cons1’s non-compliance with triage. These attempts encompassed both direct face to face conversations which were often heated, correspondence and, as in 2010, study leave refusal until there was compliance. These interventions all resulted in a familiar pattern of response; tempo
	In 2014, due to continuing non-compliance, the Trust implemented an ‘Informal’ Default Triage Process to manage the referrals which were not being triaged and returned to the Booking Centre. The Review Team considered the intention of this process was to prevent any delay in patients being added to the waiting list. However, this meant the ‘non-return of triage’ was not individually addressed with the non-compliant clinicians. Furthermore, and most importantly, it allowed patients, who should have been red-
	In 2014, the Director of Acute Service 2 (DAS2) discussed non-compliance with Cons1 and agreed that Cons1 would no longer triage referral letters. Cons1 was heavily involved with formulating the NICaN Urology guidelines at the time and was grateful to the extent that he thanked DAS2.This task was delegated to other Urology Consultants for a time. However, Cons1 does not recollect having to formally stop triage. At interview, DAS2 was not aware that he had resumed those duties; she remembered that their Canc
	Escalation within Organisation 
	At every interview, questions were asked whether Cons1’s consistent and prolonged non-compliance 
	12 
	13 
	14 
	15 
	13. WHAT HAPPENED? 
	5.1 Triage of GP referrals -background The general public expect that, when they engage with their GP complaining of symptoms that are potentially due to a cancer, they will be referred to the appropriate secondary care services promptly and that they will respond, also promptly, to confirm or exclude the diagnosis of cancer. 
	The DHSSPSNI Service Framework for cancer prevention, treatment and care (Standard 13) of 2011 indicates, “All people with signs and symptoms that might suggest cancer should be appropriately assessed by their GP and referred promptly on to hospital for further tests if needed”. 
	Cancer specialists, working in networks, have formulated lists of symptom and sign triggers which can signify the development of a cancer. Using these lists, primary care doctors can refer patients into secondary care; triaging a large number of patients by assigning them to different degrees of urgency (Routine, Urgent and Red-flag). If these are used as designed, this can provide an efficient referral system. 
	NICE have been instrumental in ensuring uniformity and the validity of these cancer recognition and referral lists of symptoms and signs. They have also formulated guidance regarding how safety nets should be setup to ensure patients are not missed. Local programmes, using this type of guidance, have been established, under the auspices of NICaN and the HSCB, to set up these triage pathways and safety nets. 
	5.2 Triage of GP referrals – Northern Ireland NI Referral Guidance for Suspected Cancer (2012) The Northern Ireland Referral Guidance for Suspected Cancer 2012 is based on the NICE clinical guideline, CG 27 -Referral guidelines for suspected cancer, published in June 2005. This has a section on Urological Cancer. It was introduced to GPs by HSCB correspondence (30/12/2012), revealing the new red-flag process and indicating in appendix A that, “triaging will take place in a timely manner, within 72 hours of 
	This is still the only set of referral guidance for suspected urological cancer available online on the NICaN website (last accessed 18/11/2018). 
	However, the 2005 CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: recognition and referral published in June 2015. This was endorsed by the Department of Health (NI) with HSC (SQSD) (NICE NG12) 29/15 on the 19 August 2015 which instructed the HSCB / PHA to send out the guidance to the appropriate Family Practitioners. This particular kind of guidance requires the HSCB to circulate regionally endorsed NICE guidelines to Trusts and GPs for implementation. Trusts are expected to review
	NICaN Urology Cancer Clinical Guideline (2016) The NICaN Urology Cancer Clinical Guideline document, (version 1.3, March 2016), was produced regionally to support the diagnosis, treatment and management of urological cancer. This version included amendments, to replace the previous red flag guidelines, with those from NICE 
	NG12; the document was signed off on behalf of the NICaN by Consultant Urologist, Cons1. 
	made when interviewees were asked about the importance of triage and where the process of triaging a potential cancer patient ranked alongside other issues such as probity, patient experience and performance, were consistent, 
	“Very significant”. Very high up the list in terms of importance”. 
	“It is fundamental people are seen in the appropriate time”. 
	“Very important” ... “Important for the patient”. 
	“Vital” ... “Very significant .. patients are often anxious and depend on the system to work”. 
	Cons1 replied, 
	“It is a serious issue, very important”..... “Number one ranking in overall scheme of things” 
	The Review Team established that there were factors in HSC service delivery to the 5 patients under examination that resulted in an unnecessary delay in treatment and care. In 4 patients the delay was thought not to be clinically significant but in 1 there probably was a significant delay. 
	Consideration of the causative factors to the patients’ delays reveal, 
	Task Factors (policy and guidelines) 
	The Review Team reviewed the GP referrals regarding the five patients listed above. They concluded, as judged from the Northern Ireland Cancer Network (NICaN) Referral Guidance for Suspected Cancer (December 2012), that all five patients should have been referred to Urology by the GP’s as red flag referrals (suspected cancer) i.e. incorrect triage. 
	Task Factors (decision aids) 
	The current decision aid for GPs is the NI Referral Guidance for Suspected Cancer 2012 based on NICE CG 27 Referral guidelines for suspected cancer published in June 2005. It is clear that Secondary care, in the form of Consultant Urologists, should triage these GP referrals; by doing so, 11% of GP referrals are changed (from Review Team member). It is also clear that Cons1 would have been in no doubt as to his responsibilities; he was intimately involved in setting this standard and signed off the NICaN cl
	However, it is clear this very important and critical triage safety net work can be considered onerous and other electronic methods which GPs can use might be more efficient and help to reduce that load. 
	According the HoS1, most patient referrals by GPs to Trusts for outpatient appointments are now made through the electronic Clinical Communication Gateway (CCG). However, some paper referrals are still received. CCG is a digital referral system for Primary care which can contain referral criteria that meet NICE and NICaN guidance. This would enable appropriate clinical triaging of referrals to be performed as part of the selection of referral reasons and/or symptom description. 
	Using the electronic CCG pathway, some clinical specialties, such as gynaecology, have worked closely with the Public Health Authority to develop a better GP referral tool e.g. using ‘banner guidance’ (a specialty specific banner, listing symptoms and signs) which complies with NICE/NICaN guidance. This ‘banner guidance’ helps by directing clinicians to use the NICE/NICaN referral criteria which allow for timely and appropriate triage of patients to clinically appropriate appointment types. It is possible w
	NICE NG12 
	The reference CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: recognition and referral but, despite being endorsed by the DHSSPSNI and accepted by the Regional Urologists, it has yet to be implemented. Its use as a triage standard should result in fewer redflagged cases which should ease some of the pressure on waiting lists. Its adoption would take place in primary care and should form the basis of the electronic CCG referral tool. 
	There was a consistent medical staff view from the Review Team, the AMD1, and indeed Cons1, that GP’s have a crucial and important responsibility in getting the referral criteria/urgency category correct. If the GP does not provide enough, or the correct information, the NI Electronic Care Record (NIECR) needs to be checked and that slows the whole triage process down. It was clear that the triage system works best when the initial GP referral is usually correct and the Secondary care ‘safety-net’ is only r
	Task Factors (policy and guidelines) 
	The Integrated Elective Access Protocol (IEAP) (DHSSPS, April 2008) defines the roles and responsibilities of staff (in both primary and secondary care) when patients enter an elective care pathway. It states, 
	‘…an Executive Director will take lead responsibility for ensuring all aspects of this 
	Protocol are adhered to…. Patients will be treated on the basis of their clinical urgency 
	with urgent patients seen and treated first’. 
	The Principles for booking Cancer Pathway patients states, 
	“clinical teams must ensure triage is undertaken daily, irrespective of leave, in order 
	to initiate booking patients”. and, 
	“Referrals will be received, registered within one working day and forwarded to 
	Consultants for prioritisation”. 
	However, the IEAP states, 
	“…if clinical priority is not received from Consultants within 72 hours, processes 
	classification of urgency”. 
	Following on from the IEAP of 2008, national and regional policies and guidelines, already referred to above, have been introduced which have outlined the detailed role of the Urology Consultant in triaging referrals that have come in from Primary care e.g., 
	These have provided agreed lists of the critical symptomatology of Urological cancers and the roles and responsibilities of Primary and Secondary care staff in ensuring patients receive prompt recognition and treatment of their cancer. 
	Review of Adult Urology Services in Northern Ireland 
	In March 2009, a Review of Adult Urology Services in Northern Ireland -A modernisation and investment plan was published. Its External Advisor was Mr Mark Fordham. SHSCT Consultant Urologists were represented on the committee. 
	Recommendation 4 states, “Trusts must review the process for internal Consultant to Consultant referrals to Urology to ensure that there are no undue delays in the system”. Consultants indicated that they would routinely upgrade a significant number of routine and urgent referrals (GP) to urgent or red flag. It was noted that the development of agreed referral guidelines/criteria for suspected Urological cancers was a priority piece of work for the recently formed NICaN Group. That work was led by Cons1; se
	Section 3.31 of the report indicates that, “Consultant Urologists unanimously consider that referral triage should be led by Consultants. With over 40% of referrals being cancer related (and with many not red flagged or marked urgent) they believe that they are best placed and skilled to undertake the triage process. They also believe that despite the volume of referrals, this is not a particularly time consuming process.” 
	Contributory factor 
	Staff factor 
	It is obvious from reading the documents referred to above that Cons1 has been aware of developments in this field and, indeed has been party to the discussions and signed some of them off. Cons1 was chair of NICaN (Urology) and was involved in drafting the NICaN regional Urology guidance, and therefore was very familiar with the requirement to triage GP referrals. 
	Despite all of this, and even though Cons1 agreed that this triaging role was, “very important”, …. it was, “a very serious matter not to be minimised, very serious” he stated he would not triage non-red flag referrals. 
	When asked, “Does triage still need done?” Cons1 answered, “a procedure is needed to highlight 
	when it needs done and who does it”. When further asked, “Who was involved in SHSCT Urology service in setting up triage”? Cons1 answered for urological cancer, “I was the Lead”. 
	He felt triage of referral letters was too time consuming and the amount of time spent on triage, in his opinion, rendered inpatient care unsafe. He highlighted that he had previously escalated his concerns about work load to management teams and medical directors. 
	In relation to triage, Cons1 stated, ‘I would love if we had a Trust Urology agreement on the type of triage to be conducted’. When it was pointed out that, “Consultant colleagues did triage for you. How did they do it?” He stated, “It depends on how you do it” ..... “Not all do advanced / enhanced triage, they compromise. It is a spectrum”... “They have not done it in the detail I felt it needed for routine/urgent non-red flag case”. 
	When questioned further, regarding his way of organising his own work load, Cons1 stated, ‘....yes I did it my way – I wasn’t cognisant of being unbending, I am very particular’. 
	Cons1 highlighted to the Review Team that he currently takes annual leave each Friday and spends the weekend triaging. He stated that it is impossible to be Urologist of the Week and triage referrals appropriately. He stated he still can’t do triage and everything else. He stated, ‘I do triage entirely in my own time to allow me to do it properly’. 
	When asked about using the NIECR -Electronic Referral using the Clinical Communication Gateway (CCG) method, Cons1 stated found the new CCG triage system, “Very, very good, I wish all information was available on ECR. It is less time consuming. ECR makes it easier to check information”. 
	The Review Team concluded that there was a serious inconsistency between the guideline standard that a Consultant should triage GP referrals (which Cons1 helped to construct) along with his stated view of the crucial importance of triage and Cons1’s actual practice. 
	Cons1’s chosen method of triage was beyond what is required. His triage is the equivalent of a virtual clinic where he reviews NIECR and books investigations for patients. While the Review Team recognised this was a detailed triage process, they concluded that his prioritisation of work and attention to detail meant that some patients got a higher standard of triage/care, while, crucially, others were not triaged, leading to a potentially critical delay in assessment and treatment for those patients. Cons1 
	The Review Team concluded that Cons1’s prioritisation of work and attention to detail led to some patients receiving a high standard of care, while others ran the real risk of having a cancer diagnosis delayed till it was dangerously late. 
	Contributory factor 
	Work load/scheduling 
	In 2008, when the IEAP was published, there was a maximum waiting time of 9 weeks for a first Outpatient appointment. On 30September 2016, there were 2012 patients on the routine Urology 
	The Review Team considered the Consultant of the Week (CoW) work load, including ward rounds, clinics, emergency theatre sessions as a contributory factor. Cons1 has consistently argued that he cannot triage non-red flag referrals and carry out the duties of the CoW. He has not indicated who else should carry out the triage duties. However, the Review Team note that the other Consultant Urologists were able to manage this work load and triage referral letters in a timely fashion, with other members of the c
	Contributory factor Organisational 
	The Review Team concluded that the non-triage of Urology referrals by Cons1 has been an ongoing problem in the Trust for many years, possibly decades. While there were pockets of non-compliance by other Consultants, when escalated, compliance improved. However, the Review Team note that Cons1 consistently did not return triage information on referrals thus not allowing the appropriate prioritisation of appointments by clinical need. 
	Interviews with 2 previous and the current Director of Acute Services, AMD1 and the Head of Surgery Service have highlighted that on many occasions, over a prolonged period, attempts had been made by the Trust’s officers to address Cons1’s non-compliance with triage. These attempts encompassed both direct face to face conversations which were often heated, correspondence and, as in 2010, study leave refusal until there was compliance. These interventions all resulted in a familiar pattern of response; tempo
	In 2014, due to continuing non-compliance, the Trust implemented an ‘Informal’ Default Triage Process to manage the referrals which were not being triaged and returned to the Booking Centre. The Review Team considered the intention of this process was to prevent any delay in patients being added to the waiting list. However, this meant the ‘non-return of triage’ was not individually addressed with the non-compliant clinicians. Furthermore, and most importantly, it allowed patients, who should have been red-
	In 2014, the Director of Acute Service 2 (DAS2) discussed non-compliance with Cons1 and agreed that Cons1 would no longer triage referral letters. Cons1 was heavily involved with formulating the NICaN Urology guidelines at the time and was grateful to the extent that he thanked DAS2.This task was delegated to other Urology Consultants for a time. However, Cons1 does not recollect having to formally stop triage. At interview, DAS2 was not aware that he had resumed those duties; she remembered that their Canc
	Escalation within Organisation 
	At every interview, questions were asked whether Cons1’s consistent and prolonged non-compliance 
	From examining the triaging issue over the length of time it has existed, it is obvious that there is an unwillingness or inability within the medical hierarchy to tackle its ‘difficult colleague’ problem. The reasons behind this probably include not taking ownership of its own problems and poor support from senior medical management perhaps resulting in issues not being referred upwards. 
	16. RECOMMENDATIONS (please state by whom and timescale) 
	TRUST Recommendation 1 
	Work should begin in communicating with local GPs, perhaps by a senior clinician in Urology, to formulate decision aids which simplify the process of Red-flag, Urgent or Routine referral. The triage system works best when the initial GP referral is usually correct and the secondary care ‘safety-net’ is only required in a minority of cases. Systems should be designed that make that particular sequence the norm. 
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	Causal Factors 
	1. Referral letters did not have their clinical priority accurately assigned by the GP. Referral letters were not triaged following receipt by the Hospital. 
	HSCB Recommendation 1 HSCB should link with the electronic Clinical Communication Gateway (CCG) implementation group to ensure it is updated to include NICE/NICaN clinical referral criteria. These fields should be mandatory. 
	Recommendation 2 
	HSCB should consider GP’s providing them with assurances that the NICE guidance has been implemented within GP practices. 
	Recommendation 3 
	HSCB should review the implementation of NICE NG12 and the processes surrounding occasions when there is failure to implement NICE guidance, to the detriment of patients. 
	HSCB, Trust and GPs Recommendation 4 GPs should be encouraged to use the electronic CCG referral system which should be adapted to allow a triaging service to be performed to NICE NG12 and NICaN standards. This will also mean systems should be designed that ensure electronic referral reliably produces correct triaging e.g. use of mandatory entry fields. 
	TRUST Recommendation 5 Work should begin in communicating with local GPs, perhaps by a senior clinician in Urology, to formulate decision aids which simplify the process of Red-flag, Urgent or Routine referral. The triage system works best when the initial GP referral is usually correct and the secondary care ‘safety-net’ is only required in a minority of cases. Systems should be designed that make that particular sequence the norm. 
	Recommendation 6 
	The Trust should re-examine or re-assure itself that it is feasible for the Consultant of the Week (CoW) to perform both triage of non-red flag referrals and the duties of the CoW. 
	Recommendation 7 
	The Trust will develop written policy and guidance for clinicians on the expectations and requirements of the triage process. This guidance will outline the systems and processes required to ensure that all referrals are triaged in an appropriate and timely manner. 
	Recommendation 8 
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	involved in setting this standard and signed off the NICaN clinical guidelines. 
	However, it is clear this very important and critical triage safety net work can be considered onerous and other electronic methods which GPs can use might be more efficient and help to reduce that load. 
	According the HoS1, most patient referrals by GPs to Trusts for outpatient appointments are now made through the electronic Clinical Communication Gateway (CCG). However, some paper referrals are still received. CCG is a digital referral system for Primary care which can contain referral criteria that meet NICE and NICaN guidance. This would enable appropriate clinical triaging of referrals to be performed as part of the selection of referral reasons and/or symptom description. 
	Using the electronic CCG pathway, some clinical specialties, such as gynaecology, have worked closely with the Public Health Authority to develop a better GP referral tool e.g. using ‘banner guidance’ (a specialty specific banner, listing symptoms and signs) which complies with NICE/NICaN guidance. This ‘banner guidance’ helps by directing clinicians to use the NICE/NICaN referral criteria which allow for timely and appropriate triage of patients to clinically appropriate appointment types. It is possible w
	NICE NG12 The reference CG27 guidance has been replaced by NICE Guideline NG12 Suspected cancer: recognition and referral but, despite being endorsed by the DHSSPSNI and accepted by the Regional Urologists, it has yet to be implemented. Its use as a triage standard should result in fewer red-flagged cases which should ease some of the pressure on waiting lists. Its adoption would take place in primary care and should form the basis of the electronic CCG referral tool. 
	There was a consistent medical staff view from the Review Team, the AMD1, and indeed Cons1, that GP’s have a crucial and important responsibility in getting the referral criteria/urgency category correct. If the GP does not provide enough, or the correct information, the NI Electronic Care Record (NIECR) needs to be checked and that slows the whole triage process down. It was clear that the triage system works best when the initial GP referral is usually correct and the Secondary care ‘safety-net’ is only r
	Contributory factor 
	Task Factors (policy and guidelines) 
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	The Integrated Elective Access Protocol (IEAP) (DHSSPS, April 2008) defines the roles and responsibilities of staff (in both primary and secondary care) when patients enter an elective care pathway. It states, 
	‘…an Executive Director will take lead responsibility for ensuring all aspects of this Protocol are adhered to…. Patients will be treated on the basis of their clinical urgency with urgent patients seen and treated first’. 
	The Principles for booking Cancer Pathway patients states, “clinical teams must ensure triage is undertaken daily, irrespective of leave, in order to initiate booking patients”. 
	and, “Referrals will be received, registered within one working day and forwarded to Consultants for prioritisation”. 
	However, the IEAP states, 
	“…if clinical priority is not received from Consultants within 72 hours, processes should be in place to initiate booking of urgent patients according to the GP’s classification of urgency”. 
	Following on from the IEAP of 2008, national and regional policies and guidelines, already referred to above, have been introduced which have outlined the detailed role of the Urology Consultant in triaging referrals that have come in from Primary care e.g., 
	These have provided agreed lists of the critical symptomatology of Urological cancers and the roles and responsibilities of Primary and Secondary care staff in ensuring patients receive prompt recognition and treatment of their cancer. 
	Review of Adult Urology Services in Northern Ireland In March 2009, a Review of Adult Urology Services in Northern Ireland -A modernisation and investment plan was published. Its External Advisor was Mr Mark Fordham. SHSCT Consultant Urologists were represented on the committee. 
	Recommendation 4 states, “Trusts must review the process for internal Consultant to Consultant referrals to Urology to ensure that there are no undue delays in the system”. 
	Consultants indicated that they would routinely upgrade a significant number of routine and urgent referrals (GP) to urgent or red flag. It was noted that the development of agreed referral guidelines/criteria for suspected Urological cancers was a priority piece of work for the recently formed NICaN Group. That work was led by Cons1; see page 6. 
	Section 3.31 of the report indicates that, “Consultant Urologists unanimously consider that referral triage should be led by Consultants. With over 40% of referrals being cancer related 
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	(and with many not red flagged or marked urgent) they believe that they are best placed and skilled to undertake the triage process. They also believe that despite the volume of referrals, this is not a particularly time consuming process.” 
	Contributory factor 
	Staff factor 
	It is obvious from reading the documents referred to above that Cons1 has been aware of developments in this field and, indeed has been party to the discussions and signed some of them off. Cons1 was chair of NICaN (Urology) and was involved in drafting the NICaN regional Urology guidance, and therefore was very familiar with the requirement to triage GP referrals. 
	Despite all of this, and even though Cons1 agreed that this triaging role was, “very important”, …. it was, “a very serious matter not to be minimised, very serious” he stated he would not triage non-red flag referrals. 
	When asked, “Does triage still need done?” Cons1 answered, “a procedure is needed to highlight when it needs done and who does it”. When further asked, “Who was involved in SHSCT Urology service in setting up triage”? Cons1 answered for urological cancer, “I was the Lead”. 
	He felt triage of referral letters was too time consuming and the amount of time spent on triage, in his opinion, rendered inpatient care unsafe. He highlighted that he had previously escalated his concerns about work load to management teams and medical directors. 
	In relation to triage, Cons1 stated, ‘I would love if we had a Trust Urology agreement on the type of triage to be conducted’. When it was pointed out that, “Consultant colleagues did triage for you. How did they do it?” He stated, “It depends on how you do it” ..... “Not all do advanced / enhanced triage, they compromise. It is a spectrum”... “They have not done it in the detail I felt it needed for routine/urgent non-red flag case”. 
	When questioned further, regarding his way of organising his own work load, Cons1 stated, ‘....yes I did it my way – I wasn’t cognisant of being unbending, I am very particular’. 
	Cons1 highlighted to the Review Team that he currently takes annual leave each Friday and spends the weekend triaging. He stated that it is impossible to be Urologist of the Week and triage referrals appropriately. He stated he still can’t do triage and everything else. He stated, ‘I do triage entirely in my own time to allow me to do it properly’. 
	When asked about using the NIECR -Electronic Referral using the Clinical Communication Gateway (CCG) method, Cons1 stated found the new CCG triage system, “Very, very good, I wish all information was available on ECR. It is less time consuming. ECR makes it easier to check information”. 
	The Review Team concluded that there was a serious inconsistency between the guideline 
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	standard that a Consultant should triage GP referrals (which Cons1 helped to construct) along with his stated view of the crucial importance of triage and Cons1’s actual practice. 
	Cons1’s chosen method of triage was beyond what is required. His triage is the equivalent of a virtual clinic where he reviews NIECR and books investigations for patients. While the Review Team recognised this was a detailed triage process, they concluded that his prioritisation of work and attention to detail meant that some patients got a higher standard of triage/care, while, crucially, others were not triaged, leading to a potentially critical delay in assessment and treatment for those patients. Cons1 
	The Review Team concluded that Cons1’s prioritisation of work and attention to detail led to some patients receiving a high standard of care, while others ran the real risk of having a cancer diagnosis delayed till it was dangerously late. 
	Contributory factor 
	Work load/scheduling 
	In 2008, when the IEAP was published, there was a maximum waiting time of 9 weeks for a first Outpatient appointment. On 30September 2016, there were 2012 patients on the routine Urology outpatient waiting list, with 597 patients showing as waiting 52 weeks and over. The longest waiting time was 554 days (80 weeks). Therefore, if patient referrals are incorrectly referred, or not triaged and continue to use the GP’s classification of urgency, there will be a significant wait. Cons1 is aware of this reality.
	The Review Team considered the Consultant of the Week (CoW) work load, including ward rounds, clinics, emergency theatre sessions as a contributory factor. Cons1 has consistently argued that he cannot triage non-red flag referrals and carry out the duties of the CoW. He has not indicated who else should carry out the triage duties. However, the Review Team note that the other Consultant Urologists were able to manage this work load and triage referral letters in a timely fashion, with other members of the c
	Contributory factor 
	Organisational The Review Team concluded that the non-triage of Urology referrals by Cons1 has been an ongoing problem in the Trust for many years, possibly decades. While there were pockets of non-compliance by other Consultants, when escalated, compliance improved. However, the Review Team note that Cons1 consistently did not return triage information on referrals thus not allowing the appropriate prioritisation of appointments by clinical need. 
	Interviews with 2 previous and the current Director of Acute Services, AMD1 and the Head of Surgery Service have highlighted that on many occasions, over a prolonged period, attempts had been made by the Trust’s officers to address Cons1’s non-compliance with triage. These 
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	attempts encompassed both direct face to face conversations which were often heated, correspondence and, as in 2010, study leave refusal until there was compliance. These interventions all resulted in a familiar pattern of response; temporary improvement in compliance with triage, followed by a return to non-compliance. 
	In 2014, due to continuing non-compliance, the Trust implemented an ‘Informal’ Default Triage Process to manage the referrals which were not being triaged and returned to the Booking Centre. The Review Team considered the intention of this process was to prevent any delay in patients being added to the waiting list. However, this meant the ‘non-return of triage’ was not individually addressed with the non-compliant clinicians. Furthermore, and most importantly, it allowed patients, who should have been red-
	In 2014, the Director of Acute Service 2 (DAS2) discussed non-compliance with Cons1 and agreed that Cons1 would no longer triage referral letters. Cons1 was heavily involved with formulating the NICaN Urology guidelines at the time and was grateful to the extent that he thanked DAS2.This task was delegated to other Urology Consultants for a time. However, Cons1 does not recollect having to formally stop triage. At interview, DAS2 was not aware that he had resumed those duties; she remembered that their Canc
	Escalation within Organisation 
	At every interview, questions were asked whether Cons1’s consistent and prolonged noncompliance with triaging was referred upwards to executive level i.e. the Medical Director and Chief Executive. 
	Director DAS1 considered that the problem was being managed at Service level, although as it was only one of a series of issues and considered to be a ‘minor’ one, it did not predominate at higher level meetings with the Medical Director (MD1); to the extent that he may not have been aware of it. 
	Director DAS2 considered that the problem was dealt with by agreeing with Cons1 to stop triaging. There were other issues that were flagged up to MD2, but she was not able to remember whether MD2 was made aware of the triage problem. 
	During DAS3’s current tenure Executive members certainly knew; at CAH Oversight meeting level and at the time of the look back exercise #2 which ultimately led onto this SAI and RCA process. The Medical Director (MD3) was directly involved in the RCA process and the CEO was aware. At Trust Board level, it is thought that a non-Executive member was asked to examine the situation which would indicate that it had also reached that level. 
	Overall, the Review Team in considering whether there was a satisfactory escalation of this ‘non-triage’ issue have concluded that there was no evidence of consistent and proactive escalation of ‘non-return of triage’ either to the Medical Director or the Chief Executive until the look back exercise #2 basically forced the seriousness of the issue out into the open. Indeed, 
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	and this resulted in delays in assessment and treatment. This may have harmed one patient. 
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	W125734 – Patient admitted with known ca and neutropenic bursed in amber resus as no side rooms available significant risk and exposure W125501 - On the night of the 16/12/2020. 2 nurses were allocated to HDU2. One of the allocated nurses is not trained in the care of a tracheostomy and therefore left the trained nurse unable to leave for break due to patient safety and therefore had to work for 12hrs without a break in red PPE. 
	Other Incidents 
	Night Report 29th – Cardiac Arrest HDU- vasovagal episode Night Report 28th29th - CARIDAC ARREST CALL IN BLUESTONE UNIT – STAFF ISSUES ACCESSING UNIT – PT TRANSFERRED TO ED AND RIP –good learning from viewpoint of access and amber PPE used for cardiac arrest- being followed up by Resus officer. 
	W125985 - I was informed of the arrival of the patient arrived at 4 South ward in CAH at 14:45 from DHH A&E department. I was not informed about this patient at all, nor had my consultant from DHH A&E department. The Urology team (Registrar and consultant) did not receive any handover from the night surgical oncall team as well about this patient (verbal or written). This is an unsafe transfer and an unsafe handover of the patient. – patient flow issues – ED admission rights should resolve 
	W125686 -Patient on variable insulin and fluid infusion (GKI) as well as Lantus at bed time. Lantus insulin administered as per prescription and instructions given earlier. Blood sugar 1.1mmol at 3am, 4 hours since previous blood glucose check. CAHT NIGHT REPORT 19TH-20TH December - Patient admitted and died within 8 hours of admission from PNH- 2SM—this was a patient who developed covid in 1 S for M+M W125626 - nurse handover page and timesheet found in ED waiting room toilet by a member of the public. han
	W125725 -Kardex was then only written up at 4am which was when realized apixaban was missed. 
	Complaints 
	DHH ED -, patient sent home after x ray, referred again 4 weeks later -diagnosed with terminal lung cancer.—this worries me, we have a 
	number of complaints/ SAI relating to delayed in lung cancer diagnosis despite being suspicious on X ray- this will be discussed with the screening team on Monday 
	– ED complaint with family concerned about mental health of patient, sent to acute but also to who acted immediately. 
	DHH MMW – , bruising, poor hygiene, missed meals and refusal of sleep tablets.-meeting planned with family
	Increase in enquiries for Ramone Wards re lack of communications 
	2 
	Preliminary Hearing 21December 2020 -The hearing on 1March 2021 Trust to provide the ‘Regional interagency absconding protocol’. The Coroner is to obtain an expert report – he is 
	INQS104/23 
	27/05/2017 
	05/07/2018 
	05/07/2018 
	approaching a general i.e. not forensic psychiatrist. The Trust can reserve their position with regard to obtaining their own expert report pending sight of this report. There may be the need to obtain expert evidence with regard to the approach of the PSNI The Coroner is to share a statement from the Police Ombudsman 
	The next preliminary hearing is on 4March 2021. 
	20. Number of Subject Access Requests exceeding timeframe for completion. 
	The Medico-Legal Team are unable to comply with the General Data Protection Regulations (GDPR) 2018 in respect of responding to Subject Access Requests within the statutory time-frames. This had been due to the sheer volume of requests (which had increased by approx. 1000 per year) and a lack of staffing to cope with the demand. The Governance Committee have been advised of the ongoing back-log; it has been brought to the attention of the Trust’s SIRO and placed on the HROD Risk Register. An application was
	21 – 25 December 2020 There is currently a back-log of 256 requests that are in excess of 90 days across the following areas:-
	9 
	The back-log has increased from the previous week, the week-end days are included in counting towards the 90+days and therefore impacts on the work carried out during the week.  As outlined previously, the reasons for back-log include (in addition to the staffing and volume issues) - difficulties accessing notes and records, and issues relating to redaction and consent to release. 
	MEDICATION INCIDENTS 
	21. Medication Incidents between 14.12.2020 - 27.12.2020 
	SAFEGUARDING 
	INFORMATION GOVERNANCE 
	26. Number of Subject Access Requests exceeding timeframe for completion. 
	10 
	29. Work Ongoing 
	12 
	HYPONATRAEMIA 
	33. Regional PIVFAIT Audits 
	CYP 
	14 
	IVF audit_Acute and CYP summary for wee 
	W126030 - baby on iv fluids dropped sodium levels to 129 new bag of iv fluids not erected until 5hours after results available  as not prescribed by medical staff .I was alerted to this when I came on duty, no contact from parents overnight to advise them of this 
	34. Re-instatement of Regional Operational Policy Templates – June 2020.  An extension is being requested re this.  Early Alerts, Adverse Incidents and the Being Open have been worked on and will be shared with the Governance teams.  Connie had received the draft version of being open, this will be 
	Memo reinstating 
	presented at the Steering Group for validation and circulated to the Directorates for comment. Draft templates to be circulated to Coordinators HSC (SQSD) 24 19 Re 
	35. PPE Incidents – There is currently not enough information provided within the Datix incidents to provide sufficient detail in relation to PPE.  
	PPE Report.xlsx Search using CCS2 code.xlsx 
	36. Complaints Study – 
	15 
	REPORT SUMMARY SHEET 
	1 




