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Governance in the Trust 

Introduction 

1. The Inquiry was tasked by Terms of Reference (ToR) (b):

“To evaluate the corporate and clinical governance procedures and 

arrangements within the Trust in relation to the circumstances which led to the 

Trust conducting a “lookback review” of patients seen by the urology 

consultant Mr Aidan O’Brien (for the period from January 2019 until 

May 2020). This includes the communication and escalation of the reporting 

of issues related to potential concerns about patient care and safety within and 

between the Trust, the Health and Social Care Board, Public Health Agency 

and the Department. It also includes any other areas which directly bear on 

patient care and safety and an assessment of the role of the Board of the 

Trust.” 

2. In addressing ToR(b), the Inquiry considered it important to bear in mind the

operational and financial reality of health and social care in the UK and in

particular in Northern Ireland in recent years, as well as the historical context in

which patients were harmed at the Southern Health and Social Care Trust (the

Trust). Doing so enabled us to try to achieve an appropriate balance in the

analysis of the missed opportunities that represent failures of governance in its

very broadest sense.

3. As stated previously in this Report, the trigger for the Inquiry was a series of

Serious Adverse Incidents (SAIs) leading to the launch of a lookback review of

patients who had been seen by Mr O’Brien, but the focus of the Inquiry has been

on the systems, processes and culture of governance at the Trust and more

broadly in Northern Ireland. The Inquiry looked at the situation leading up to 2020

when the Inquiry was launched, and noted the improvements made in recent

years in order to reach recommendations regarding what still needs to change.
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4. The Inquiry takes the view that in the context of a UK health and social care

system under extreme pressure, the need for safe systems of assurance

regarding the quality and safety of healthcare is of paramount importance. When

there is a daily operational challenge to provide access to services, good

governance systems must be able to automatically highlight and act on signals

that may indicate risks to patient safety.

5. Without systems that measure and assure safe care and highlight possible harm

as a matter of course, there is a danger that patients will suffer harm. The

Francis Report1 and the Berwick Report2 that followed remain seminal

documents in this field.

6. There is increasing recognition that despite multiple high-profile failures in

healthcare, leading to extensive inquiries resulting in numerous

recommendations, serious problems continue to recur in healthcare across the

UK.3 This prompted the UK Parliament’s Health and Social Care Committee to

develop a methodology for evaluating the government’s implementation of

accepted recommendations.4 In each inquiry patients and their families were

harmed, staff became disillusioned, all involved suffered mental anguish, and the

costs of care escalated. We are of the strong view that those lessons already

available from failure to implement the recommendations from these previous

inquiries should form part of the reaction to consideration of this Report. The

frequently reported themes from analysing recommendations from Inquiries were

summarised succinctly by Henrietta Hughes, CEO of Patient Safety Learning as:

1 See: Francis, R. (2013) “Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry”. 
At: https://www.gov.uk/government/publications/report-of-the-mid-staffordshire-nhs-foundation-
trust-public-inquiry  

2 See: INQ-20357 to INQ-20402: Berwick, D. (2013). “A promise to learn – a commitment to act: 
Improving the Safety of Patients in England” 

3 Kirkup, B. (2015). “The Report of the Morecambe Bay Investigation”. At: 
https://assets.publishing.service.gov.uk/media/5a7f3d7240f0b62305b85efb/47487_MBI_Access
ible_v0.1.pdf; 
James, G. (2020). “Report of the Independent Inquiry into the Issues raised by Paterson”. At: 
https://www.gov.uk/government/publications/paterson-inquiry-report; 
Kirkup, B. “Reading the signals: Maternity and neonatal services in East Kent – the Report of 
the Independent Investigation”. At: INQ-31167 to INQ-31358 

4 See: The Health and Social Care Select Committee. (2020). “Process for independent 
evaluation of progress on Government commitments”. At: 
https://committees.parliament.uk/publications/2251/documents/20960/default/  

https://www.gov.uk/government/publications/report-of-the-mid-staffordshire-nhs-foundation-trust-public-inquiry
https://www.gov.uk/government/publications/report-of-the-mid-staffordshire-nhs-foundation-trust-public-inquiry
https://assets.publishing.service.gov.uk/media/5a7f3d7240f0b62305b85efb/47487_MBI_Accessible_v0.1.pdf
https://assets.publishing.service.gov.uk/media/5a7f3d7240f0b62305b85efb/47487_MBI_Accessible_v0.1.pdf
https://www.gov.uk/government/publications/paterson-inquiry-report
https://committees.parliament.uk/publications/2251/documents/20960/default/
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failure to listen to patients or learn from previous investigations; a corrosive blame 

culture; a lack of effective leadership; and an unresponsive regulatory 

framework.5 In their report “Mind the implementation gap” they summarise the 

reasons for this failure to progress necessary changes as: a failure to focus 

sufficiently on resourcing and implementation of recommendations; failure to pull 

recommendations from different reports together in an agreed programme of 

work; and, failing to address the complex systemic causes. They consider that 

the broader theme underlying these is that there is a weakness in system-level 

leadership for patient safety. In their written evidence to the Health and Social 

Care Select Committee they describe this as demonstrating a “failing in our 

leadership for patient safety”.6 

7. It is the view of the Inquiry that any consideration of governance structures and

functions in healthcare is inextricably linked to a need to understand the

prevailing culture in which those structures operate. The Inquiry therefore

considers it important to make some observations on culture and give some

explanation regarding how that is defined.

8. While there is no uniform definition of what is meant by ‘culture’ in healthcare

settings, the concept of a ‘problematic culture’ in the context of failings in safety

in healthcare, is more readily understood. It is generally a term attributed to

attitudes and behaviours that are the norm in organisations or parts of

organisations that result in tolerance of things that should not be tolerated; a lack

of insight into possible frailties in systems of care; a tendency to secrecy;

institutional blindness; and a lack of openness and candour.

5 See: Hughes, H. (2023) “10 Years on from the francis report: Public inquiries, patient safety and 
the implementation gap”. Future Healthcare Journal, Vol.10, No1, pp. 7-9. At: 
https://doi.org/10.7861/fhj.2023-FR103; 
See also: HCI Research Paper: “The Healthcare System: will we ever learn? Review of the 
common themes arising from UK and Ireland healthcare inquiries”. At: https://hci.care/wp-
content/uploads/2021/06/HCI-Research-Paper.pdf  

6 See: Patient Safety Learning. (April 2022). “Mind the implementation gap: The persistence of 
avoidable harm in the NHS”. At: INQ-20468 to INQ-20503 
See: Patient Safety Learning (NHL0100) “Written evidence submitted by Patient Safety 
Learning. At: https://committees.parliament.uk/writtenevidence/128739/pdf/   

https://doi.org/10.7861/fhj.2023-FR103
https://hci.care/wp-content/uploads/2021/06/HCI-Research-Paper.pdf
https://hci.care/wp-content/uploads/2021/06/HCI-Research-Paper.pdf
https://committees.parliament.uk/writtenevidence/128739/pdf/
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9. Cultures that are described in the context of failures in healthcare may also

frequently refer to weak leadership; silos of management and leadership;

tribalism and hierarchy; and, alongside this, a general reluctance to ‘speak up’

when problems are detected.

10. A failure to report problems may be related to fear of retribution. Alternatively,

there may be a general view that speaking up is pointless because things do not

change or because there is a lack of clarity regarding roles and responsibilities.

In a pressurised operational environment, there may simply be too many

conflicting priorities for staff at the front line who just do their best each day to

cope. Additionally, there may be an overwhelming number of directives, priorities

and tasks for managers even at a very senior level.

11. On the other hand, a healthy culture is generally regarded as one where there is

clarity of purpose at all levels, accompanied by clear accountability for standards

and where there is integration of key values into the way people work, learn and

make improvements together. In these cultures, there is connectivity between the

aspirations set out in policy and the endeavours of front-line staff who feel valued

and listened to. This topic is well reviewed in the report to the Thirlwall Inquiry by

Mary Dixon-Woods.7

12. The Inquiry considers that in assessing the impacts of culture on the overall

pattern of care, it is also necessary to look at the structure and function of

governance processes, designed to oversee quality and safety in conjunction

with the operational and financial realities of work pressures in the Trust, and its

operational management structures and functions. The Inquiry therefore sought

to ascertain how far the concept of integrated governance was understood and

embraced at each level of oversight within the Trust, and how the relative

priorities were experienced at the front line.

7 See: Expert Report of Professor Mary Dixon-Woods titled Report to the Thirlwall Inquiry: 
addressing Part C of the Terms of Reference (2024). At: https://thirlwall.public-
inquiry.uk/evidence/inq0102624-expert-report-of-professor-mary-dixon-woods-titled-report-to-
the-thirlwall-inquiry-addressing-part-c-of-the-terms-of-reference-dated-28-06-2024/  

https://thirlwall.public-inquiry.uk/evidence/inq0102624-expert-report-of-professor-mary-dixon-woods-titled-report-to-the-thirlwall-inquiry-addressing-part-c-of-the-terms-of-reference-dated-28-06-2024/
https://thirlwall.public-inquiry.uk/evidence/inq0102624-expert-report-of-professor-mary-dixon-woods-titled-report-to-the-thirlwall-inquiry-addressing-part-c-of-the-terms-of-reference-dated-28-06-2024/
https://thirlwall.public-inquiry.uk/evidence/inq0102624-expert-report-of-professor-mary-dixon-woods-titled-report-to-the-thirlwall-inquiry-addressing-part-c-of-the-terms-of-reference-dated-28-06-2024/


Volume 3 – Chapter 4 – Governance 

6 

13. Any comment regarding governance in any healthcare setting also needs to take

account of the many and diverse directives and mandates in this arena. In

particular, the governance of healthcare in the UK is well recognised to be

exceptionally complicated, with numerous organisations and expert groups

involved in providing standards, guidance, direction and oversight.8 In a sense

this causes ‘diffusion’ of responsibility.9 It is also complex in terms of the variation

in the relative importance attached to each of these influences at each level and

by different professional groups. This carries with it the risk of conflicting priorities

and indeed too many priorities. The description ‘priority thickets’10 covers this

well.

14. This complex system of oversight where there is changing and often

unpredictable emphasis on priorities as healthcare evolves and the expected

standards of care develop, can cause further distraction because it can lead to

multiple requests for information from different sources. This results in a demand

for reports not easily accessed from available information systems. Bearing this

in mind, the Inquiry sought to establish what priorities were given the most

emphasis at different levels in the Trust in practice and what specific time and

attention was formally committed to patient safety and quality of care. The Inquiry

was interested to learn what was formally measured and reported at each level

from front line services to the Board, what information was readily available, to

whom, and how this was used. Also, what informal routes were used as softer

sources of information.

15. The Inquiry also sought clarity in relation to these issues by looking at whether

and how the Urology Department, the Acute Directorate and the Board

8 Vincent, C., et al. (2020) “Redesigning safety regulation in the NHS”. BMJ: British Medical 
Journal. At: https://www.bmj.com/content/368/bmj.m760  

9 See: Francis, R. (2013), (Executive Summary) at Footnote #1;  
Boyne, G. A. (2003). “Sources of Public Service Improvement: A Critical Review and Research 
Agenda”. Journal of Public Administration Research and Theory. At: 
https://www.jstor.org/stable/3525854 

10 Dixon-Woods, M., et al. (2014). “Culture and behaviour in the English National Health Service: 
overview of lessons from a large multimethod study”. BMJ Quality & Safety. At: 
https://qualitysafety.bmj.com/content/23/2/106  

https://www.bmj.com/content/368/bmj.m760
https://www.jstor.org/stable/3525854
https://qualitysafety.bmj.com/content/23/2/106
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recognised and executed their respective responsibilities and how they viewed 

the overall structures and directives that impacted on quality and safety 

standards. 

16. The Inquiry has approached the issue of governance and culture through the lens

of the considerable amount of generally available material relating to good

governance in healthcare,11  the learning from inquiries into serious problems in

quality and safety of care for example,12 as well as more recent scrutiny

examining the ability of systems to act on recommendations.13

17. The Inquiry also considered the approach recommended by Health Improvement

Scotland14 describing an analytic method to allow identification and warnings of

factors likely to indicate significant risks to the oversight and provision of safe

services. This document was also used at the Trust in work done with the External

Reference Group (ERG). This group was established as a short-life group in

November 2022 by the Chief Executive of the Trust to challenge and support the

Senior Management Team (SMT) in maximising the learning from this Inquiry in

11 See for example: HQIP (2021) “Good Governance Handbook”. At: https://www.hqip.org.uk/wp-
content/uploads/2015/01/FINAL-Good-Governance-Handbook-Jan-21-V9.pdf; and  
GGI (2024). “High performing boards: what are they and why are they important”. At: 
https://www.good-governance.org.uk/assets/uploads/publication-documents/GGI-High-
performing-boards-1024.pdf 

12 Kennedy, I., (2001) “Learning from Bristol: The Report of the Public Inquiry into children's heart 
surgery at the Bristol Royal Infirmary 1984-1005”. At: https://bristol-
inquiry.org.uk/final_report/the_report.pdf; 
Francis, R. (2013), at Footnote #1 
House of Commons, (2018). “Gosport War Memorial Hospital, The Report of the Gosport 
Independent Panel”. At: https://www.gosportpanel.independent.gov.uk/; 
The Inquiry into Hyponatraemia-related Deaths: INQ-10001 to INQ-10729; 
Reading the signals: Maternity and neonatal services in East Kent – the Report of the 
Independent Investigation: INQ-31167 to INQ-31358; 
Independent Neurology Inquiry Report: INQ-10730 to INQ-10971; 
James, G. (2020). See Footnote #3b 

13 The Health and Social Care Committee. (2024) . “Expert Panel : Evaluation of the 
Government’s progress on meeting patient safety recommendations”. At: 
https://publications.parliament.uk/pa/cm5804/cmselect/cmhealth/362/report.html;  
Thirlwall Inquiry, (2024). “Review of Implementation of Recommendations from Previous 
Inquiries into Healthcare Issues”. At: https://thirlwall.public-inquiry.uk/2024/05/17/review-of-
previous-recommendations-published/?d102_cookies_enabled=essential    

14 Wilson, S., (2022). “Developing an analytical framework to identify early warnings of serious 
problems with the quality and safety of care”. International Journal of Healthcare Governance. 
At: https://www.emerald.com/ijhg/article-pdf/27/2/208/859026/ijhg-10-2021-0109.pdf  

https://www.hqip.org.uk/wp-content/uploads/2015/01/FINAL-Good-Governance-Handbook-Jan-21-V9.pdf
https://www.hqip.org.uk/wp-content/uploads/2015/01/FINAL-Good-Governance-Handbook-Jan-21-V9.pdf
https://www.good-governance.org.uk/assets/uploads/publication-documents/GGI-High-performing-boards-1024.pdf
https://www.good-governance.org.uk/assets/uploads/publication-documents/GGI-High-performing-boards-1024.pdf
https://bristol-inquiry.org.uk/final_report/the_report.pdf
https://bristol-inquiry.org.uk/final_report/the_report.pdf
https://www.gosportpanel.independent.gov.uk/
https://publications.parliament.uk/pa/cm5804/cmselect/cmhealth/362/report.html
https://thirlwall.public-inquiry.uk/2024/05/17/review-of-previous-recommendations-published/?d102_cookies_enabled=essential
https://thirlwall.public-inquiry.uk/2024/05/17/review-of-previous-recommendations-published/?d102_cookies_enabled=essential
https://www.emerald.com/ijhg/article-pdf/27/2/208/859026/ijhg-10-2021-0109.pdf
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real time. Ms Vivienne Toal, Director of Human Resources and Organisational 

Development (HROD), explained the ERG to the Trust Board: 

“the purpose of the ERG is to fulfil the role of a “Critical Friend” by providing 

independent challenge and support to the Chief Executive and Directors … to 

improve organisational health, maximise safety, quality and the experience for 

patients / service users and staff.”15 

The intention was to take an action learning approach to its work, using 

independent members to question and challenge, thereby promoting active 

reflection in order to draw out learning which would inform approaches going 

forward. Some of the important aspects of this learning are referenced throughout 

this chapter and the ERG’s draft closing report provides both context and detail.16 

18. The Inquiry looked to see what known drivers of high-quality care were present

at the Trust, what weaknesses there were in these areas as well as what the most

relevant warning signs were. We also looked at the missed opportunities where

known problems could have been acted on more quickly, or where unknown

problems could have been detected if systems had been better.

19. Understanding these issues from the lens of front-line services and professional

groups as well as from the perspective of the Board allowed the Inquiry to take a

balanced view when recommending change in key areas.

20. The work in progress and the work still to be done represents a huge leadership

challenge for the Trust and indeed for the Department of Health (the Department)

in Northern Ireland. It is of note that when considering how well recommendations

from inquiries into healthcare failings are enacted generally across the UK, the

prevailing theme is that, despite widespread acceptance of recommendations

from inquiries and despite support at Government level, there has been

15 TRU-303726 Ms Toal describing the purpose of the group to the Trust Board. Further described 
by Dr O’Kane in oral evidence at TRA-11633 to TRA-11651 

16 TRU-320444 to TRU-320463 Draft Closing Report ERG; and paragraph 144 
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disappointing progress. This has been particularly relevant in respect of maternity 

care in England17 and the Thirwell Inquiry reviewed the implementation of 

recommendations from 30 inquiries and reviews. The Department has clearly 

recognised the challenges of implementing multiple recommendations and, as 

described in paragraph 56 below, has taken action to address this. It has also 

taken steps in a number of specific areas attempting to bring about improvement, 

for example in respect of the Serious Incident framework about which more is 

said later in this chapter. 

21. One of the reasons that serious failings continue and recommendations are not

fully implemented, relates to failures in leadership at all levels. Deficits in

leadership are a theme in the inquiry reports dealing with the NHS in England

and Wales, progress in improving leadership as recommended has been poor

and problems in leadership continue in the NHS at many levels. Many of the

deficits highlighted in inquiries relating to other jurisdictions are equally applicable

to the Northern Ireland health service. The Messenger Report18 and the Health

and Social Care Committee Oral Evidence referenced above both recognise the

need for more focus and investment in leadership, particularly clinical leadership

which is thought to be of critical importance. Sir Gordon Messenger in his report

on leadership in the NHS comments that despite some examples of outstanding

leadership, “leadership and management is not adequately embedded or

institutionalised in our health and care communities.”19 He notes that for senior

leaders:

“The sense of constant demands from above, including from politicians, 

creates an institutional instinct, particularly in the healthcare sector, to look 

upwards to furnish the needs of the hierarchy rather than downwards to the 

needs of the service-user.”20 

17 See: Kirkup, B. “Reading the signals: Maternity and neonatal services in East Kent – the Report 
of the Independent Investigation”. At: INQ-31167 to INQ-31358 

18 INQ-20577 to INQ-20605 
19 INQ-20577 
20 INQ-20579 
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He goes on to highlight the unique importance and responsibility of medical 

leadership and its role in shaping team culture and the dangers inherent in relying 

on the old models respecting seniority rather than leadership. The observations 

in his report are relevant to our Inquiry and to many others. 

22. The delivery of high quality and safe care is the overriding responsibility of

healthcare boards, and this responsibility should also be clear at each level of

management oversight and should run through to the professional

responsibilities of all staff. In order to consider how well the Board was able to

discharge this duty, the Inquiry was interested to examine a range of factors

known to impact effective leadership and management in healthcare that

facilitate and underpin good Board decision making.

23. The Inquiry was looking for evidence of whether Trust systems functioned to

support the Board with:

• a stable SMT;

• a clear and visible focus on quality and safety running through all strategic

discussions and documents;

• evidence of, and support for, a commitment to learning and acting after failures

in care using quality improvement methodology in a coordinated and clear

way;

• a consistent visible suite of indicators that provide objective data reflecting the

quality of services used in a pro-active way to allow everyone to understand

what standards of care are being achieved over time;

• a commitment to effective development of all staff and systems to develop an

open learning culture, fostering teamwork and including development

programmes for clinical leadership;

• effective performance management;

• clear governance frameworks;

• good engagement with professional groups including medical staff;

• a strategic plan for services developed in partnership with staff and patients;

• suitable informal mechanisms for listening to staff and patients;
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• clear linkages between the governance and operational committees and

functions in all parts of the Trust;

• clear interaction mechanisms with all regulatory bodies; and

• stable staffing levels and stable operational and financial performance.

24. Many investigations into failures in healthcare have emphasised the importance

of what is known as an ‘open culture’ with staff and, increasingly, patients being

able to draw attention to problems. This is quite a complex issue but Board

leadership, awareness and support for these factors is critical. Equally, these

fundamental drivers of good care need to be present throughout the organisation

in a way that allows continuity from the front line through the various operational

and clinical management structures. Hence the Inquiry sought to determine how

well the Board was facilitated to oversee high quality care, and how this was

facilitated at the front line.

25. Conversely, the Inquiry sought to understand what warning signs were clear over

the period relevant to the Inquiry and what possible causes and remedies might

have been considered at an earlier stage. By this we mean those factors that are

known to be symptoms or triggers for problems with leadership, culture,

governance, financial control, workforce problems, professional engagement and

clinical performance outcomes.21 These can include a deficit in the facilitating

factors and drivers listed above.

26. The Inquiry sought evidence from each level of leadership and management to

understand whether or not warning signals were evident, or could have been

evident, and whether they were adequately recognised. If they were recognised,

then the Inquiry formed a view as to why they were not remedied sooner and how

well they are currently being addressed as a result of the changes that the Trust

has now made. The Inquiry has had regard to the detailed written and oral closing

21 Wilson, S. See Footnote #14: Page 5 (212 ), Figure 1: “Sharing intelligence for health and 
social care group analytical framework” 
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submissions made on behalf of the Trust,22 as well as the evidence from 

witnesses regarding what changes have been made. 

27. We concluded that there were warning signs, in that problems were recognised

by staff at all levels, but the combined impact on quality and safety was only

seldom articulated in any comprehensive way. Dr Maria O’Kane in oral evidence

admitted:

“But also I think what we weren't good at was the system was joining up all the 

dots and recognising that triangulation was a really important aspect of this. 

We needed to put out all the aspects at the same time. But also that we were 

sensitive enough to what the smoke signals were in the system in terms of 

how we thought about the system.”23 

At a later stage in her evidence to the Inquiry she spoke of ongoing work to 

“reduce our tendency towards blind spots”.24 She understood the need for 

continued emphasis in this area. 

28. An important piece of evidence related to Dr Charles McAllister. In 2016, as a

new Associate Medical Director (AMD) for the Acute Directorate, he sent an email

to, amongst others, the then Medical Director, Dr Richard Wright articulating a list

of 21 problems. This email is set out in full below as it highlights what was

happening in the Acute Directorate at the time but also is reflective of the culture

of the Trust more generally:

“Dear All, 

Since being asked to take over responsibility for Surgery as AMD I have been 

trying to get my head around as many of the issues as possible. To date: 

22 SUB-00018 to SUB-00184; TRA-12667 to TRA-12705 
23 TRA-01490, lines 1-7 
24 TRA-11646, lines 11-12 
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1. There is no real functioning structure for dealing with governance.

Mr Reddy is the Gov laed [sic] for surgery so is supposed to attend

weekly meetings with AD and HOS to review IR1s that have come in,

however the AD routinely missed the meeting (Before RC) so no actions

tended to come from them.

2. There were supposed to be monthly meetings with the CLs, AD, HoS and

AMD to discuss issues but attendees poor at keeping the date so

frequently cancelled.

3. FY1 rota issues. Not enough so non-compliant

4. Paeds interface very poor and not resolved.

5. Largely each specialty left to manage themselves, reliance on HoS to

escalate issues.

6. Urology. Issues of competencies, backlog, triaging referral letters, not

writing outcomes in notes, taking notes home and questions being asked

re inappropriate prioritisation onto NHS of patients seen privately.

7. Not enough CAH lists so very inefficient extended days (not enough beds

to service these) and spare theatre capacity in DHH with underutilised

nursing and anaesthetic capacity.

8. Middle grade cover is scant so unable to provide a urology rota at night

thus gen surgery regs cover this. G Surg regs occasionally have to help

with urology elective lists.

9. ENT – not enough theatre time so extended lists – with problems as per

urology. Problem with junior doc rotas.

10. Ortho. Job plans still not agreed.

11. SOW handover – variable – some consultants don’t attend – but is in job

plan as far as I know.

12. NIMDAT [sic] middle grade allocation – never get our full allocation on

either site. Becoming increasingly difficult to find suitable locums to fill

gaps. Likely to hit the point in the next year to 18 months where running

two acute middle grade rotas isn’t feasible. DHH rota particularly shaky.

13. If junior doc numbers particularly low then build up a backlog in dictation

and results – governance risk.

14. I am not aware that sign-off of results is secure. Governance risk.
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15. Colorectal issue – dysfunctional relationship between CAH and DHH.

Possibly agenda to collapse DHH in order to have two Surgical rotas on

the CAH site – one colorectal and one for everything else.

16. Interface between gastroenterology and GI surgeons.

17. Breast service teetering. Radiology support precarious.

18. Significant backlog of IR1s/SAIs. Governance risk.

19. Issues around timely surgical reviews of referrals/daily consultant

reviews/DNAR discussions.

20. M&M meeting dysfunctional.

21. JOB PLANS

That’s what has appeared so far. Basically a very disturbing picture. Significant 

governance risks. 

I’d be interested in your thoughts. 

Charlie”25 

29. Sadly, this email was not treated as a major alarm bell even though it raised

important issues across the Acute Directorate. Each one could have been

considered a warning sign of a risk to quality and safety in the Directorate.

Moreover, it questions the efficacy of governance arrangements described later

in this chapter. It appears that even when articulated in this way, it was overlooked

in terms of significance, and it did not receive much attention from either the

operational managers to whom he reported or from the Medical Director as his

professional lead. The Inquiry is of the view that this email, which was sent by a

newly appointed AMD for Acute Services, illustrates issues relating to the

interface between governance issues in directorates and oversight and support

from the Trust SMT, in particular the Trust Medical Director. The responsibility for

action rested with all of the addressees in the email and yet it seems that no one

took overall ownership for answering it robustly. This may be because the scale

25 WIT-14875 to WIT-14876 
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of problems had to some extent been generally accepted. Dr McAllister rightly 

looked to the Medical Director to assist him professionally as he was concerned 

about clinical risk. 

30. It appears that the issues were not triangulated in a way that drew attention to

the component problems, or they were ‘normalised’, in the sense that it was

accepted as an accurate summary of the situation without mandating urgent

action. Dr Wright, Medical Director responded with:

"That seems a fairly accurate summing up. can't all be fixed in a day. Should 

we have a get together to work up an action plan?”26 

This action plan or indeed detailed discussion never materialised, and 

Dr McAllister left the post six months later. He told the Inquiry that he felt that he 

could not resolve the various problems without help and that it was: “not possible 

for me to address on my own” and that “there wasn’t a lot I could do.”27 The issues 

relating specifically to Mr O’Brien mentioned in this email had already been 

discussed with the Medical Director and were eventually progressed to the 

Maintaining High Professional Standards (MHPS) investigation. The turnover of 

AMDs over the next 18 months did not assist in following the issues to completion 

and this gap was accentuated by vacancies in other key posts due to illness. The 

operation of the Acute Directorate and the issue relating to escalation of issues 

is covered later in this chapter, as is the issue of a functional medical 

management structure. The comment he made that a great deal was left to the 

Head of Service (HOS) is relevant to our assessment of same. 

31. Mr Mark Haynes, who took over from Dr McAllister a year later, in October 2017,

reflected that there was a failure to connect the various issues relating to

Mr O’Brien. With hindsight he realised that the full significance of the various

26 WIT-14854 
27 TRA-02747, lines 8-10 
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matters investigated as part of MHPS and the other issues which he had raised, 

were all warning signs and they not been considered together, stating that: 

“the important link between each individual issue and the risk of wider issues 

within his practice was not made.”28  

The Inquiry considers this as indicative of leadership and governance problems. 

32. This “failure to join the dots” of various matters which were warning signs

indicating risks to quality and safety also featured in the evidence from Dr Wright.

He acknowledged in his evidence that in 2017 the focus of the MHPS

investigations should have been broader:

 “I think if I was doing this again, I would cast the net wider”.29 

The Inquiry has discussed the Trust’s handling of the MHPS investigation into 

Mr O’Brien’s practice elsewhere in this Report.30 

33. The Inquiry considers that a number of people failed to ‘join the dots’. The matters

that were investigated as part of the MHPS process and which presented a clear

risk to quality and safety, were not formally brought to the attention of the Board

or SMT. This was the case even though individuals were aware of some of the

risks to patient safety.

34. Dr Ahmed Khan, who was the Case Manager in the MHPS investigation and then

became Interim Medical Director,  commented regarding issues not being raised

during yearly appraisals.31 Although he did not himself examine Mr O’Brien’s

appraisal records, he would have been aware that effective use of the MHPS

process depends on good medical appraisal and effective governance systems

28 WIT-53915, paragraph 45.3 
29 TRA-03235, lines 25-26 
30 See MHPS chapter 
31 See discussion on appraisal in the Medical Management and Leadership chapter 
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and clearly realised that the system of appraisal should be an opportunity to link 

issues when he stated: 

“I was a little surprised about having all those and not linking the dots there 

and finding out what's going on.”32 

The clinical and administrative issues that came to light in the years preceding 

the MHPS investigation received relatively little or no attention in appraisal 

discussions which did not assist in terms of following issues through over years.33 

35. The Inquiry accepts the view of Mr Haynes and other medical managers that the

handover of issues from one medical manager to another was not done in a

comprehensive way and this may have been a contributing factor to the failure to

link issues together. He told the Inquiry that:

"The absence of an induction process or handover for incoming AMDs was 

also a factor."34  

This is discussed more fully later in the Medical Management and Leadership 

chapter. 

36. Overall, the evidence before the Inquiry demonstrated:

• that there was considerable instability of leadership at Board level at the Trust.

This also extended into directorates;

• while it was not deliberate, there was insufficient focus on quality and safety;

• there was limited learning and action as a result of failures in care;

• there was limited use of data to drive improvement and limited coordination of

quality improvement resource;

32 TRA-03910, lines 14-16 
33 See Medical Management and Leadership chapter 
34 WIT-53952, paragraph 73.6 
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• there was a lack of consistent coordination between parallel lines of

management;

• there was insufficient focus and resource devoted to clinical governance,

workloads were unrealistic;

• staffing issues remained unresolved and financial pressures led to one-off

funding or holding of posts without a formal assessment of the possible impact

on quality of care;

• there was insufficient time and attention paid to clinical leadership

development; and

• there was a continued failure to meet ministerial targets and meet the

expectations of timelines for the investigation of incidents.

37. All of these issues could be regarded as warning signs indicative of problems in

leading and managing healthcare.35 The Inquiry considered and explored how

these things manifested themselves at the Board and Committees of the Board,

the SMT, the Acute Directorate and in the Urology Department. The Inquiry also

considered specifically how well SAIs were managed and how medical

leadership and management functioned including medical appraisal and job

planning. The Inquiry sought, during this process, to understand the level of

improvements already in progress or planned, as well as the emerging areas

which will require further development.

The lead up to the launch of the Inquiry and the immediate actions taken 

38. In 2020 when the health service’s response to the Covid 19 pandemic was still

ongoing, the Trust had been attempting to rationalise its efforts to protect patients

and ensure as much elective work could take place as possible. In June 2020,

the Urology Department was in the process of identifying patients who could be

operated on in an elective setting in view of the exceptionally long waiting lists in

urology. This was an important reaction to the situation and the clinical team in

urology were appropriately and fully involved in the selection of patients.

35 Wilson, S. See Footnote #14: Page 5 (212 ), Figure 1: “Sharing intelligence for health and 
social care group analytical framework” 
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39. During this process Mr Haynes, as AMD, raised some concerns in relation to

waiting list administrative procedures for patients under the care of Mr O’Brien.

He was worried that patients had not been added to the list as they should have

been, thereby delaying care and increasing clinical risk. This started a process

of examination of case notes in a limited lookback review that eventually led to

the identification of clinical concerns relating to Mr O’Brien’s practice.

40. On the 31 July 2020, the Trust’s Medical Director communicated with the

Department using the Early Alert mechanism.36 This Alert advised the

Department that on 07 June 2020 the Trust:

“became aware of potential concerns regarding delays of treatment of surgery 

patients who were under the care of a Trust employed Consultant Urologist.”37 

That consultant urologist was known to be Mr O’Brien, although he was not 

named in the Early Alert. The Department was further advised that arising out of 

these concerns, a ‘lookback exercise’ had been conducted which had examined 

the consultant’s work for the period 01 January 2019 to 31 May 2020. 

41. By the time the Health Minister, then Mr Robin Swann, was notified of the Early

Alert by way of a submission from his officials on 06 August 2020, the Minister

was asked to note the latest Trust advice, which at that time was to the effect that

the number of patients who may have received sub-optimal care comprised a

cohort of approximately 230 patients and that the full scope of the consultant’s

practice was not currently known.38

42. On 24 August 2020 the Trust further updated the Department, and from

03 September 2020, the Trust hosted weekly meetings with representatives of

the Department, the Health and Social Care Board (HSCB) and the Public Health

36 WIT-50727 
37 DOH-19704 
38 DOH-00684 to DOH-00691 
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Agency (PHA). This was to enable the Trust to provide an update regarding its 

ongoing scoping work in relation to Mr O’Brien’s patients and plans regarding 

communications with patients and families. These meetings were to lead to the 

formal establishment of the Urology Assurance Group (UAG). On the 22 October 

2020 the Department notified the Trust that it wished to establish such a group 

and would lead this initiative. Draft ToR for the UAG were circulated39 and 

subsequently finalised.40 The Group is comprised of officials from the 

Department, the HSCB, the PHA and the Trust and sits under the Chairmanship 

of the Department’s Permanent Secretary. It provided external oversight of the 

workstreams undertaken by the Trust to address the concerns identified in its 

Urology Services Department. 

43. On 15 October 2020, due to issues which were emerging in relation to

Mr O’Brien’s prescribing practices, the Trust updated the Early Alert.41 By this

date the Trust had appointed an SAI Review Team under the external and

independent leadership of Dr Dermot Hughes. His review would eventually

become nine SAIs.

44. The updated Alert reported to the Department that, following a meeting of the

Review Team, additional concerns had been brought to the Trust’s attention

regarding prescribing of the medication Bicalutamide. Those concerns were

described as involving the “use of unlicensed and sub-therapeutic dosages” of

the drug which the Trust considered as a “significant and potentially wide patient

safety risk requiring immediate action.”42 The updated Alert pointed to the fact

that urgent regional action was required, that patients/clients would need to be

contacted about possible harm, and that there was potential for regional media

interest.

39 DOH-00722 
40 DOH-00727 
41 See witness statement of Mr May at WIT-43486 
42 WIT-43486 
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45. The Minister received a further submission from his officials on 20 November

2020.43 The submission recommended that due to the seriousness and extent of

the concerns identified with the practice of Mr O’Brien, a public inquiry should be

established under the Inquiries Act 2005. The Minister made a detailed oral

statement to the Assembly on 24 November to indicate that he had accepted that

recommendation and identified Mr O’Brien as the consultant whose practices had

given rise to the immediate concerns.44

46. The Inquiry has set out the above chronology to demonstrate what it sees as the

worrying feature of these concerns. They related not only to the harm and

potential harm identified, including in the serious adverse incidents, the lookback

review and the further investigations that followed, but also to the fact that there

was a gradual and increasing realisation that there had in fact been a lengthy

history of problems that had not been escalated, discussed or acted upon

appropriately.

47. The reasons for this failure to detect the full significance of the issues raised over

many years and the reasons for failure to take effective action on those issues

that were detected, despite completing an MHPS investigation – included a

failure to ‘join the dots’. The failure related to the structure and function of

governance systems, to the culture and leadership of the Trust, as well as to the

operational pressures in Northern Ireland.

48. Following the submission of the Early Alert to the Department there was a rapid

and appropriate galvanisation of efforts to both understand the level of risk and

harm incurred and to ensure that further harm to patients was minimised. This

was achieved through the formation of the UAG and the launch of this Inquiry.

During the months and years that followed, every effort was made by both the

Trust and the Department to ensure that lessons were being learned and

improvement was happening, while the Inquiry process took place. Appropriate

43 DOH-44004 to DOH-44007 
44 WIT-51508 to WIT-51511, witness statement of Mr Wilson attaching Minister’s statement to the 

Assembly dated 24 November 2020 
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structures were set up to oversee the response to the Inquiry45 and the Trust took 

advice from the Regulation and Quality Improvement Authority (RQIA) in relation 

to this. The Trust enlisted the help of the Royal College of Surgeons to provide 

further assurance in relation to care in its urology service. This supplemented the 

findings from the lookback reviews, and the results of those reviews were 

published on the Trust website. Appropriate improvement plans were put in place 

in relation to all findings. As stated previously, the ERG was also established to 

assist learning and improvement and a comprehensive programme of 

improvements was established with regular updates to the Board. 

49. The ERG provided a closing report summarising its activities.46 Its work, and the

Trust response, are discussed at various points in this chapter. The Inquiry has

sought to understand and comment on the ERG’s activities where appropriate

and is of the view that the approach taken was exceptionally thorough and

commendable. The work took place during what has been undoubtedly a very

challenging and worrying time for patients, families and the staff of the Trust.

50. The Inquiry considers that the process of identification of the issues, the Board

awareness of the Early Alert to the Department and the Board’s initial responses,

do in themselves point to areas of weakness in both culture and governance

which have since been acknowledged. These matters will be covered later in this

chapter.

Background to considerations of the current arrangements for governance of 
quality and safety at the Trust 

51. Any consideration of the failings in governance in relation to clinical failings in 

urology at the Trust, of necessity involved looking at how those governance 

systems in urology were related to wider Trust structures and processes. 

Moreover, such consideration evidently involved looking at how the Trust itself 

operates in the wider context of Northern Ireland’s health and social care system.

45 TRU-345697 to TRU-345698, Trust Public Inquiry Structure 
46 TRU-320444 to TRU-320463  
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Accordingly, the Inquiry sought evidence regarding the structures relating to the 

governance of quality and safety in Northern Ireland, as the wider context and 

system priorities would self-evidently have a major impact on the overall 

objectives and strategic discussions at Trust level. 

52. The challenges facing health and social care in Northern Ireland are well known

to be multi-faceted and severe and have suffered during periods of political

instability. They were exacerbated by the Covid pandemic. Oversight and

leadership of health and social care is the responsibility of the Department which

decides health policy, makes legislation and sets overall health strategy.

Currently, the Strategic Planning and Performance Group (SPPG) has

responsibility for oversight of the Health and Social Care Trusts through

commissioning services and monitoring performance as well as for resource

management and quality improvement. The SPPG replaced the HSCB which

was responsible for commissioning services until 2022.

53. In addition, a number of actors have a role to play within the Health Service. The

PHA works closely with the Department and with Trusts as required. The Chief

Medical Officer (CMO) provides key input in relation to medical professionals and

their development as well as leadership and advice relating to quality, safety,

public health and strategic issues. The Chief Nursing Officer (CNO) provides the

senior professional oversight for the nursing and midwifery workforce and a range

of quality issues. The RQIA is an independent body that registers, monitors and

inspects health and social care services to ensure quality and safety.

54. There are many professional groups and regulatory bodies as well as regional

groups that impact on the way services are delivered and the standards that must

be achieved. The system of oversight with respect to quality and safety is both

complex and on occasions unclear, however the Department sought to

emphasise that it is the Trust Board as an Arm’s Length Body (ALB) that is

responsible for the delivery of high quality and safe care:
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“Each HSC Trust also has a statutory obligation to put and keep in place 

arrangements for monitoring and improving the quality of health and social 

care which it provides to individuals and the environment in which it provides 

them”.47 

55. It was clear that there were regular mandates for action regarding specific

matters which came from the HSCB following an SAI or from the CMO or CNO

directly to the Medical Director or Director of Nursing. The Director of Public

Health also raised issues with the Trusts as required. Equally, the RQIA did

focused pieces of work resulting in recommendations for action.

56. More recently, the Department had set up the UAG to support the Trust following

the issues in urology. A number of regional groups had been in place to provide

recommendations and peer supported improvements such as the Northern

Ireland Cancer Network (NICaN) in relation to cancer. The recently formed SPPG

aimed to bring the work of the HSCB back into the Department. This was

described as part of a commitment to simplifying regulation as well as

understanding the need to improve the focus on quality.

57. The Inquiry was interested to learn about the planned improvements to the

structures overseeing health in Northern Ireland; we welcome them. We were

particularly interested to learn that the Department has set up a group to take

forward recommendations from inquiries including those that have been made by

the Independent Neurology Inquiry (INI) and The Inquiry into Hyponatraemia-

related Deaths (IHRD).48 The Inquiry understands that the changes planned will

improve the oversight and emphasis on quality and safety. Mr Peter May, the then

Permanent Secretary for the Department, also described a commitment to

improving the clarity of regulatory oversight generally and provided details of

various working groups relevant to the matters in this Inquiry, such as the MHPS

Framework review and the Duty of Candour working group. These various groups

47 DOH-35627 
48 Independent Neurology Inquiry Recommendations at INQ-10765 to INQ-10773 and The Inquiry 

into Hyponatraemia-related Deaths Recommendations at INQ-10602 to INQ-10615 
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were described and discussed in oral evidence by Mr May49 and their work can 

be seen in the Department’s response to the Independent Neurology Inquiry.50 

That Inquiry raised issues and recommendations which have considerable 

overlap with the issues relevant to the Urology Inquiry. 

58. The Inquiry was appraised of the current management structures in place at the

Trust, the changes to these and to governance structures over the years leading

up to and following the launch of the Inquiry. More is said about these elsewhere

in this chapter.51

59. Notably, the Board has now committed to improving governance as well as

fostering a culture emphasising openness, including the scrutiny of safety and

quality issues. The full implementation to embed the recommendations included

in the review of governance by June Champion commissioned in 2018 is

ongoing, and due to its nature, will remain a work in progress.52 The Inquiry was

pleased to learn that the work had already commenced at the time the Inquiry

was launched and has continued.53

60. The Champion Report made the comment that “many of the building blocks for

good governance are in place”54 but went on to make extensive

recommendations covering many areas that touch on this Inquiry. These include:

the role of the Board and Board Committees; the approach to SAIs; the

investment in governance and informatic infrastructure; the approach to

monitoring standards and guidelines; complaints management; the approach to

risk; measurement of key indices reflecting quality and safety; and medical

leadership.

49 TRA-12253 to TRA-12358 
50 Independent Neurology Inquiry (INI) Report Recommendations Overarching INI Implementation 

Plan at: https://www.health-ni.gov.uk/sites/default/files/publications/health/doh-ini-overarching-
implentation-plan.PDF 

51 See paragraphs 239 to 250 below 
52 WIT-00507 to WIT-00567 
53 TRU-309807 to TRU-309817 
54 WIT-00510 

https://www.health-ni.gov.uk/sites/default/files/publications/health/doh-ini-overarching-implentation-plan.PDF
https://www.health-ni.gov.uk/sites/default/files/publications/health/doh-ini-overarching-implentation-plan.PDF
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61. A significant investment in medical leadership was also agreed after a paper on

this subject was presented initially by Dr Khan and then by Dr O’Kane. She

recognised the key role of medical staff in leading and improving patient safety

and quality of care when she joined the Trust as Medical Director in 2018.55

62. Dr Wright also commented to the Inquiry, in his oral evidence, on the lack of

senior medical leadership support for the Medical Director given the huge span

of responsibility and the relative lack of medical representation on the Board.

“I think there was a lack of medical professional representation at Board level. 

I mean there was me, and that was it. I think to be running an acute hospital 

of that size with one doctor at that sort of level is probably not enough. There 

was very little back-up for the Medical Director in terms of ability to delegate 

issues to other team members because there really weren't any.”56 

63. Later he stated:

“I do think there was a bit of a culture within the Southern Trust, as in the health 

service in Northern Ireland generally of keeping doctors out of positions where 

they could actually take decisions. That's my personal view.  I think that's been 

unhelpful and we need to get a more mature view where they can feel 

engaged. I think that is beginning to happen. I know there have been a lot of 

changes within Southern after I left, as well.”57 

This is an area that will require constant attention and will be considered further 

in this chapter and in the Medical Management and Leadership chapter.58 

55 WIT-79127 to WIT-79169, Dr O’Kane Medical Leadership Review 2020; WIT-31532 to WIT-
31569, Dr Khan Medical Leadership Review  

56 TRA-03264, lines 9-16 
57 TRA-03269, lines 4-12 
58 See paragraph 249 
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64. The Board and SMT has, moreover, approved significant improvements as a

result of the work of the ERG established by Dr O’Kane in response to this

Inquiry.59 She describes this work as falling under four domains:

“culture, governance – and within that I mean clinical and social care 

governance and corporate governance – how we've used data, and then the 

quality and safety within the organisation.”60 

Evidence from Board members towards the end of the Inquiry’s hearings 

indicated that there was a clear recognition of much progress but also awareness 

of the need to further strengthen governance in a number of significant areas. 

The approach to risk and assurance, including understanding the themes and 

improvement actions from SAIs and assurance relating to standards and 

guidelines being examples. Ms Pauline Leeson, Board Non-Executive Director 

(NED), referenced her understanding of the need to improve the focus on 

standards and guidelines following discussions with Dr O’Kane: 

“I would have a concern that standards and guidelines, that part of governance 

is under resourced, that has come to the Board.”61 

The need to move to more thematic learning from SAIs was expressed by 

Ms Eileen Mullan in response to questioning from Dr Swart: 

“Q.  have you got to the stage of presenting thematic learning to the full Board 

in terms of 'this has been the learning this year, these are the things we 

have changed' … 

A. We are not there yet, we are not there yet. The outworkings of the

Champion review, the operation of governance layer that has been put

in place, we are only starting there in terms of that feeding through. My

aspiration is it will do just that, it will do just that.  But I am hoping over

59 See paragraph 17 description of ERG 
60 TRA-11608, lines 2-5 
61 TRA-10314, lines 18-20 
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the course of this incoming year we will see that bed in, the committee 

bedding it in and the teams then certainly being able to feed up what 

needs to be the focus of attention for the committee and the areas of 

concern and risk. I do get a sense, though, listening to our Directors, 

because they are a few months ahead of us in terms of their delivery of 

the operation, that they are being exposed to more than they have ever 

been exposed and they are unpacking things more than they unpacked 

before.  I am getting a sense that there is a real visibility for them across 

a broader piece and they are joining dots.”62 

Later in her statement she spoke of the current work to understand the Trust’s 

Risk Appetite: 

“The Trust has not in my time had a ‘Risk Appetite Statement’.  However, work 

has begun on this, with a dedicated workshop in November 2021 externally 

facilitated ... This has been further developed through a [sic] Trust Board 

workshops on 18th May 2023 and 18th September 2023.”63 

65. The Inquiry saw evidence of a developing understanding that there was work to

do in order to embed the concepts of ‘just culture’ and organisational

development, and to refresh the Trust’s vision and values.64

66. At the end of the Trust’s work with the ERG a handover summary paper was

prepared.65 It indicates significant insight into the various issues that emerged

during the Inquiry, notably confirming the importance of a data strategy on one

hand and an overarching emphasis on culture as the softer enabling strategy.

Self-evidently this will require further support and investment. The task of

embedding cultural change was recognised as a priority and various witnesses

spoke of improvements in areas that indicate progress in this area. Ms Leeson,

told us:

62 TRA-10164, line 26 to TRA-10165, line 19 
63 WIT-100479, paragraph 21.5 
64 TRU-305063: People and Culture Steering Group ToR 
65 TRU-320444 to TRU-320463 
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“I think there's been a considerable cultural shift in the Board.  We're working 

together much more as a collaborative Board.  It doesn't mean that you don't 

ask hard questions, you don't scrutinise. I mean, some of the meetings are 

quite robust in terms of the many challenges and pressures that come up in 

the Trust Board. But I think that the culture has really encouraged I think 

particularly through the current Chair and the Chief Executive, encouraged an 

environment where staff feel much more psychologically safe, where they can 

come to us and tell us if they have concerns, where there are risks and 

together we look at how we can minimise those and put in mitigations.” 66 

Later she said: 

“the current Chair and the Chief Executive are very mindful that our priority is 

patient safety. Alongside that, particularly Dr. O'Kane would emphasise 

psychological safety. So staff are encouraged to come to us with any risks, any 

concerns as quickly as possible. So there has been a big cultural change there 

in terms of the swiftness of issues being raised and the information being given 

to us very quickly and comprehensively.”67 

67. We were told by Ms Mullan in her witness statement that she takes responsibility

for setting the culture:

 “An open and honest culture that is psychologically safe begins in the

boardroom. That culture then needs to penetrate throughout the

organisation, no matter your role or perceived/actual level of authority or

seniority.

 I have, since taking up the role of Chair, prioritised the issues of culture

and how the Board works. I was very mindful that I was taking on a team

66 TRA-10286, lines 10-23 
67 TRA-10306, lines 6-14 



Volume 3 – Chapter 4 – Governance 

30 

of Directors who felt damaged and hurt. There was a need to build trust 

with each other and as a team. This work continues.”68 

68. Ms Toal indicated that the changes in culture were filtering down:

“I think from a Board perspective, I mean there's very much that openness. 

There's the openness to bring problems at a much earlier stage and I think 

that is very much welcomed. I mean inevitably across different services, even 

Acute Services, there is issues and it is very much a full disclosure, there's an 

openness, there's engagement at an early stage to say "this is what we're 

dealing with”. The discussion is had.  There's the challenge there. There's the 

follow-up there. I suppose I'm seeing more of that.”69 

69. It is against this background that the Inquiry considered the failings in governance

starting with the role of the Trust Board but accepting that improvements and

recommendations will of necessity involve the structures and processes in

Northern Ireland as a whole.

The operation of the Trust Board 

70. The Inquiry heard evidence from Non-Executive and Executive Directors and

from members of the Board Committees and was also able to hear evidence from

former and current Chief Executives, Medical Directors and other members of

the SMT. This was particularly relevant to helping the Inquiry understand the

prevailing culture, including the degree of medical engagement and medical

leadership at a senior level.

71. The Trust Board was not made fully aware of the issues which led to this Inquiry

until the Autumn of 2020. There were individual members of the Board who did

know that there were problems as evidenced, for example at a key meeting in

2009 attended by the Medical Director, the Director of Acute Services and the

68 WIT-100557, paragraph 49.1 
69 TRA-03494, lines 20-29 
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Chief Executive Officer (CEO). This meeting is also discussed in more detail in 

the MHPS chapter. 

"The range of issues on the agenda included: 

i Demand and capacity and the need to optimise the use of clinical 

sessions; 

ii Quality and safety – Medical Director to discuss with Mr Fordham 

seeking an urgent professional opinion on: 

A The appropriateness and safety of the current practice of IV 

antibiotics; 

B Triage of referrals and 1 consultant refusing to meet the current 

standard of triaging within 72 hours; 

C Red flag requirements and 1 consultant refusing to adopt the 

regional standard that all potential standards require a red flag and 

are tracked separately; 

D Chronological management of theatre lists for theatre with 1 

consultant keeping patients' details locked in the desk. 

iii Action agreed that if there was no compliance, correspondence would be 

sent regarding the implications of a referral to NCAS if appropriate clinical 

action was not taken.”70 

72. The issues highlighted are discussed later in this chapter and elsewhere in this

Report.71 It is notable that the actions from this meeting were not fully completed

and the scale and significance of the possible issues was not appreciated by

those in medical or operational management until the Inquiry was launched.

Consequently, the Board had presided over a system of governance that failed

to highlight or realise the significance of the signals of harm in the Urology

Department with the implication that other warning signs in other parts of the

Trust might also be missed.

70 WIT-15820, paragraph 28.3a 
71 See MHPS and Clinical Aspects chapters 
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73. The Inquiry has received extensive written and oral evidence in relation to the

structure and function of the Trust Board and Board Committees and the

relationship between these and the directorates operating at the Trust, both in

the time leading up to the Inquiry and following the launch of Inquiry. We have

considered these in so far as they impacted on governance, quality of care,

decision making and assurance, noting in particular some changes made to

improve oversight of safety and quality. The committee structures in the Trust are

described in the organisational charts provided to the Inquiry.72

74. The Trust is a large integrated Trust which, in common with other Trusts in

Northern Ireland, operates as an ALB and is responsible for delivering high

quality health and social care services for a population of 391,796 adults and

children. The geographical catchment of the area stretches over Armagh,

Banbridge, Craigavon, Dungannon, and Newry and Mourne. It is the second

largest Trust in Northern Ireland. The Board is assisted by an SMT who oversee

the directorates. Whereas the responsibility for delivery of care is devolved to

directorates, the SMT supports and oversees this on a day-to-day basis. The

SMT is in a position to make rapid decisions and inform the agendas and

influence the operation of the Board who carry the overall responsibility for setting

strategy and assuring safe high-quality services.

75. Board members and other senior managers gave their views on the governance

arrangements, the operational and financial difficulties and the improvement work

in place following the appointment of new executive directors and the launch of

the Inquiry. It was clear that some of the processes were evolving, with the aim

of improving the oversight of quality and safety and increasing the focus on

learning and improvement. The Inquiry was interested to determine the level of

insight from Board members, the appetite for improvement work and the progress

made to date, as well as how these changes were impacting change at the clinical

end of services.

72 TRU-02001 to TRU-02004; TRU-02065 to TRU-02125 
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76. The Inquiry is of the view that without some of the fundamental pillars and drivers

articulated in paragraphs 22 and 23 of this chapter, the Board would have found

it difficult to discharge its full range of responsibilities, all of which contribute to

the oversight and delivery of high-quality care. Nonetheless, it is the Board’s

responsibility to support and develop these systems.

77. Given the huge difficulties in achieving ministerial targets and the financial

pressures in place, there were inherent major risks that might divert and consume

attention at every level, as described in the Scottish Analytical Framework and

brought out clearly in the Francis Report.73

78. The Inquiry was mindful that repeated failures in healthcare often draw attention

to Board capability. Accordingly, the Inquiry sought to examine the capability of

the Trust Board by:

• determining the stability and composition of the Board;

• the culture of the Board with respect to driving strategy;

• the attention paid to supporting the infrastructure required for development of

the information systems necessary for assurance functions;

• the Board’s attention to organisational development and leadership;

• the awareness of the need for curiosity and self-challenge, the openness of

Board deliberations and papers; and

• the members’ awareness of their statutory duties to assure the quality of care,

including their responsibility for systems of governance and their

understanding of the need for Board development.

79. The Inquiry was also interested to hear evidence in relation to formal engagement

with patients and staff and the importance attached to these. The Inquiry sought

to understand the flows of information, assurance and escalation to Acute

Directorate and from Acute Directorate to the full Board and how the SMT

73 See: Francis, R. (2013), (Executive Summary) at Footnote #1; and 
Wilson, S. See Footnote #14: Page 5 (212 ), Figure 1: “Sharing intelligence for health and 
social care group analytical framework” 
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functioned to support the organisation. We were particularly interested in what 

time was devoted to issues relating to quality of care and to the level of challenge 

in relation to quality and safety issues at the Board. 

80. The Inquiry was interested to ascertain how clearly the Trust Board executed and

articulated some of its basic duties. In assessing the evidence, the Inquiry

considered the following:

• How clearly was the overall aim and purpose of the organisation set out, using

overall objectives with risks to the achievement of those objectives and was

this discussed regularly at Board level and understood throughout the

organisation?

• Were there full discussions as to whether there were sufficient mitigations to

reduce high risks and was there sufficient emphasis on strategic planning to

serve the overall aims and purpose of the Trust?

• Was there an awareness of the need to involve staff and patients in this

planning?

• How clearly did the Board set out, communicate and embed, a clear vision

underpinned by agreed values in a way that was used and owned by all

departments and staff?

81. Boards should set the tone for the culture in the way they operate and by the

things they pay attention to and value. In this way it is possible for the Board and

indeed all staff to make sense of the many conflicting priorities and demands of

healthcare so that everyone has a sense of clear purpose. Bearing this in mind

the Inquiry looked to see:

• How well did the Board succeed in and focus on conveying a clear sense of

purpose to staff?

• How did the Board fulfil its duty to ensure that there is an effective structure to

measure and improve and assure quality of care?
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• Was the Board aware of its responsibility to examine measures in the domain

of quality (generally measures of clinical effectiveness, patient safety and

patient experience)?

• How was it assured of effective systems of clinical governance that can

oversee this and ensure action and track improvements when necessary?

• Did the Board members demonstrate a focus on the need to balance their

decisions to provide access to services, high quality, safe care and effective

use of resources?

82. The leadership challenge of fulfilling these responsibilities effectively, despite

huge operational and financial pressures and very significant workforce issues,

is self-evident and is generally well recognised by health and social care staff, by

managers and leaders in health and social care and by politicians. Witnesses to

the Inquiry all reflected on this in various ways. This was discussed in

Westminster on 16 April 2024 with key contributions from Sir Gordon Messenger,

Professor Rick Withall and others.74 The difficulties in executing the leadership

task of developing a culture focused on patient safety is well described by

Rob Behrens in his report “Broken Trust” where he states:

“But the biggest threat to patient safety is a system at breaking point.”75 

Such is the degree of pressure in the system, this may inadvertently lead to 

insufficient emphasis on organisational development, including leadership 

development, at the very point when this is more important than ever. In the 

struggle to meet the daily operational demands and given the severe financial 

constraints there may be a lack of clarity around a unifying strategy that 

emphasises the primacy of patient safety and motivates and clarifies the plans 

for staff and patients. The Inquiry considered whether this was a factor in the 

74 House of Commons Health and Social Care Committee, (2024). “Oral Evidence: NHS 
Leadership, Performance and Patient Safety”. At: 
https://committees.parliament.uk/oralevidence/14914/pdf/  

75 See Behrens, R., (1993) “Broken trust: making patient safety more than just a promise”. At: 
INQ-20218 to INQ-20258 

https://committees.parliament.uk/oralevidence/14914/pdf/
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Trust in the years leading up to the Inquiry and whether this has been recognised 

and ameliorated now? 

83. The Inquiry is aware that the range of responsibilities for organisations and

systems requires very effective and committed leadership and ongoing attention

to the most important priorities. This can only be achieved through a fully

integrated corporate and clinical governance framework that directs effective

decision making at each level of service oversight. It also requires an

understanding of the risks to service delivery from every aspect, especially the

risks to patient safety. We considered whether the risks to patient safety were

given sufficient priority.

84. In recent years there has been an increasing focus on the importance of patient

safety as a unifying concept in leading and delivering healthcare, with a great

deal of work advocating leadership for safety, open cultures and learning from

error.76 This concept is frequently referred to as a ‘safety culture’. The Inquiry

sought to determine the extent to which the Trust Board recognised its

responsibility to develop expertise in this area, enabling its members to effectively

challenge and support managers and leaders. This, in turn, would help ensure

that decisions grounded in evidence and focused on safety, consistently informed

their daily operations.

85. The Inquiry was interested to know, for example, whether in the words of

Dr O’Kane the Board and all levels of management were regularly considering

“Are we safe this week, will we be safe tomorrow?”77 and whether the Board was

using all available methods of assessing this, rather than relying on more

historical reporting. Was there clarity of accountability in this area from the ‘sharp

end’ clinical staff up to the Board? What measures of assurance permeated all

levels of clinical and operational management?

76 NHS England (2023). “Improving patient safety culture – a practical guide”. At: 
https://www.england.nhs.uk/publication/improving-patient-safety-culture-a-practical-guide/ 

77 WIT-45044 

https://www.england.nhs.uk/publication/improving-patient-safety-culture-a-practical-guide/
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86. Measuring safety, quality and clinical outcome is not always simple and requires

a culture of openness, support from data analysts and ongoing clinical

involvement, so that the right measures are selected and used correctly. It also

requires support and leadership from the Board and SMTs. If the Board and the

entire SMT do not display curiosity with regard to assurance concerning patient

safety and if staff do not feel able or willing to raise concerns and are not given

regular information about the quality of care they are providing, then it will not be

possible to assure safe patient care. In addition, the Inquiry considered that it

was important to examine the approach to dealing with serious risks to patient

safety and the way SAIs are reported and investigated and translated into real

improvements at the Trust.

87. As a failure to engage medical staff is known to be problematic in health care,78

the Inquiry was interested in the organisational development plans related to

medical leadership. We asked questions of Board members and others,

regarding Board awareness and perceptions of issues presenting risks to the

quality and safety of services. The Inquiry also examined Board papers and other

documents to determine whether or not there was clarity about vision, standards

of service and practice, conduct and behaviour, teamwork, problem-sensing,

governance, and leadership.

88. The Trust Board was chaired for many years and for the time relevant to the

Inquiry’s work by Mrs Roberta Brownlee who originally had a professional

background as a qualified nurse.79 Mrs Brownlee led the Trust through the period

of its formation and during the years when issues in urology were developing.

Ms Mullan took over this role in 2020 having previously served on the Trust Board

as an NED.80 The observations and evidence provided by these individuals as

well as by other Non-Executive and Executive Directors, together with the

scrutiny of Board papers has allowed the Inquiry to form a view regarding the

way the Board functioned, the culture of the Board and the challenges faced.

78 See: Spurgeon, P., et al. (2015). “Medical engagement and improving quality of care”. Future 
Hospital Journal. At: https://www.sciencedirect.com/science/article/pii/S2514664524011706 

79 WIT-90846 
80 WIT-100436 

https://www.sciencedirect.com/science/article/pii/S2514664524011706
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89. The Inquiry saw evidence of issues generally with the operation of the Trust

Board. Later in this chapter the role of Mrs Brownlee in terms of the culture of the

Board and the events that unfolded is discussed.81

90. We found clear evidence of instability of directors at Board level despite the long

tenure of Mrs Brownlee. This was referred to by Ms Mullan in her evidence when

she reflected:

“The recruitment of 6/8 Non-Executive Directors within a 12-month period 

meant the organisation lost institutional memory and experience. The 

inexperience of the new members in respect of the complexities of health and 

social care meant, for me at least, that we were not as prepared/equipped as 

we could have been.”82 

91. As well as Board instability there was a churn of staff at executive level.

Mr Shane Devlin, CEO from 2018-2020, in his witness statement spoke of the

need to stabilise the executive team as a priority. He stated that he wanted:

“Firstly to recruit a substantive Senior Management Team and secondly to 

create a strong governance environment.”83 

Certainly, there was a considerable turnover of CEOs and Medical Directors 

involved during the critical years leading up to the Inquiry. The Inquiry is 

concerned that since our public hearings concluded, Dr O’Kane left the Trust and 

so the churn at Senior Management level is continuing. 

92. We were told by Dr John Simpson who was Medical Director from 2011-2015:

81  See paragraphs 180 to 235 below
82 WIT-100558 
83 WIT-00027 
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“What I didn't realise and what I look back on now and see is that from the 

professional point of view, I'm the only doctor at the senior management team 

and I'm the only doctor on the Trust Board. There were times I would have 

thought not so much supported, I would have liked actually more challenge, 

questions.  Sometimes I would give an opinion to Trust Board and I would be 

hoping that someone would push me and ask me questions and get me to 

think, you know.” 84 

Dr Simpson followed on from this comment with a general commentary regarding 

the broad operational role of the Nursing Director indicating that her operational 

involvement did not allow enough time for contributing important professional 

clinical input. The Inquiry considers that senior medical and nursing professional 

input would ideally be coordinated to provide a balanced clinical view. A further 

factor was the fact that there was a relative paucity of clinical representation at 

Board level. We heard evidence that more than one Medical Director was 

concerned about this. Dr Wright said: 

“I think there was a lack of medical professional representation at Board 

level.”85  

93. Although the current Chair viewed the clinical input as sufficient, the Inquiry

disagrees. It is our view that given the complex clinical scope of the Trust with

integrated acute, mental health, community and social care, coupled with the

many serious difficulties with access, as well as the host of quality directives

issued, the Board would benefit from a broader clinical representation. This

should come from qualified clinicians with significant recent clinical experience

across a suitable range of specialties. We consider that the lack of clinical

representation at Board level meant that there was not sufficient understanding

by the Board to offer effective challenge.

84 TRA-09211, lines 21-29 
85 TRA-03264, lines 9-11 



Volume 3 – Chapter 4 – Governance 

40 

94. A key role for medically qualified executive Board members relates to their duty

to safeguard professional standards and, generally, they should have an

important leadership role in championing the focus on quality and safety. Given

the huge scope of this responsibility, the leadership task is considerable, and it

cannot be achieved effectively without an infrastructure of deputies and other

senior staff to support the medical director. This structure was not in place during

the events leading up to the Inquiry but has been improved significantly during

the last five years as described in the Medical Management and Leadership

chapter.

95. The Inquiry heard evidence that pressures led the Board to consider reductions

in key staff carrying out corporate functions, including governance. Dr Simpson

referred to this in relation to a proposed cost reduction which would have had a

serious impact on his ability to discharge his key duties as Responsible Officer.86

In that specific case the cost reduction was not pursued as he was able to firmly

articulate his case:

“The Trust was asked to provide the HSC Board and Department of Health 

with a contingency plan to produce efficiency savings in July/August 2014. My 

response to the chief executive was that my medical Directorate was unable 

to contribute to this because the activity of the Directorate was focused entirely 

on professional governance and patient safety. Indeed, the instruction to 

Trusts from the Chief Executive of the HSC Board was that none of the 

contingency plans should negatively impact patient safety. Despite this, the 

chief executive, as Director for clinical governance, decided that all clinical 

governance activity could be stepped down and so return those in post to front 

line clinical duties. In this was to be included the Band 3 post for patient safety 

audit from my Directorate. I did not agree with this and expressed my 

86 The Responsible Officer role in NI is set out in Medical Profession (Responsible Officers) 
Regulations (Northern Ireland) 2010. The role applies across the UK. The Responsible Officer is 
the senior doctor in a healthcare organisation (Designated Body) responsible for overseeing the 
performance and conduct of other doctors, ensuring they meet professional standards, and 
making revalidation recommendations to the GMC for their license to practice. They manage local 
clinical governance, handle fitness-to-practise concerns, and act as a crucial link between 
individual doctors and the GMC. 
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reservations about these proposals to Trust Board at a special meeting in 

August 2014. However, the minutes go on to state that ‘members approved 

the draft contingency plan for submission’ (penultimate paragraph page 5). On 

reflection, I do not believe this was an accurate record of my position. During 

the meeting, I remember clearly asking for my reservations to be contained in 

any correspondence to the HSC Board and Department. These were, 

essentially, that clinical governance would be even more important if service 

provision was to be reduced or paused in order to achieve financial breakeven. 

Thankfully, implementation of the contingency plan as detailed above was not 

required. Unfortunately, however, the staff referred to in the proposed 

contingency plan had already been made aware of its content and the potential 

disruption of their work.”87 

96. The Inquiry is aware that this kind of issue occurs with great regularity when

financial pressures prevail. We heard evidence that systems of governance were

the first to take the brunt of financial cuts as they were perceived to be less

important than front line services. This was referred to by Dr O’Kane who stated:

“So at a point in time in the past what got measured was how much money 

you spent and how much activity you did. Right.  There was less attention 

given to - and it's difficult to put a figure to it - quality and safety. So the two 

things that were easily measurable were done extremely well in relation to that. 

But then behind that, I believe that that was at a cost in terms of the clinical 

governance construction within the Trust.”88 

This was confirmed by a number of governance staff who stated that vacancies 

in governance posts were not filled due to financial pressure.89 While the Inquiry 

recognises that no Trust will wish to cut front line services, cuts to systems of 

governance and the impact that this has on patient safety was not sufficiently 

recognised. The Inquiry found no evidence that the Trust Board had ensured that 

87 WIT-25701 to WIT-25702, paragraph o) 
88 TRA-11619, lines 9-17 
89 See section on Clinical Governance in the Urology Department and the Acute Directorate 
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a process of assessing the risks to quality whenever posts were held vacant, was 

embedded in decision making. 

97. Equally, medical staff can prove very effective in recommending cost savings

when they are appropriately involved in financial discussions and have control of

budgets.90 Reducing hospital admissions in favour of day cases, reducing

unnecessary follow ups, more efficient operating schedules and using support

staff effectively are just a few examples. In order for such changes and

efficiencies to occur successfully it is important to have staff buy-in. Clinical

involvement in decision-making is therefore to be preferred, and this can be

achieved with strong medical leadership at all levels including the Board. Medical

leadership is particularly important at service level and in directorates. This was

clear in the Trust’s response to the Inquiry when the clinicians in urology

described increased involvement and improvements in many areas, despite the

pressure of the Inquiry itself. This is described elsewhere in this chapter and in

the Clinical Aspects chapter.

98. There was evidence of tensions at SMT level in terms of the interactions

between the Chair and the CEO. Mr Devlin told us that his relationship with

Mrs Brownlee was not strong, he stated:

“One weakness, from a personal reflection, is that during my early tenure the 

relationships between me and the Chair, Mrs Brownlee … were not as strong 

as they could have been. Outside of public Trust Board meetings we had 

clashed a small number of times on the difference between the roles of a Chief 

Executive and a Chair. In my opinion, given the lack of consistency of 

personnel in the Chief Executive post prior to my tenure, the Chair had 

understandably become more involved in the operational delivery of the Trust. 

As the new Chief Executive, I found her approach 'overreaching' and in many 

cases unhelpful. On reflection, I know this imperfect relationship may have had 

90 Vilendrer, S., et al. (2022). “Engaging Frontline Physicians in Value Improvement: A Qualitative 
Evaluation of Physician-Directed Reinvestment”. Journal of Healthcare Leadership 14:31–45. 
At: https://doi.org/10.2147/JHL.S335763 

https://doi.org/10.2147/JHL.S335763
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an impact on the functioning of the Board and I know, through discussion, 

some members of the SMT found the relationship with the Chair difficult at 

times.”91 

99. In oral evidence he said that:

“The role of the Chair, for me, is obviously to have overall responsibility for the 

running of the Board and to be assured of the governance of the organisation. 

The job of the Chief Executive is to ensure the organisation delivers to its 

objectives within that framework.”92 

He gave examples of how they “clashed”, describing problems indicating that 

their mutual understanding of relative roles of the Chair and CEO was 

discordant.93 

100. He felt undermined by her as she would go directly to the SMT without his

knowledge and he had to ask her permission to have an NED work with him.94

She viewed any feedback he gave in a negative way and did not receive it as an

opportunity for learning.95

101. Mr Devlin was clearly aware of the possible negative impact the tension in

relationships between himself and Mrs Brownlee had on the full functioning of the

Board. This was expressed for example in the approach to the findings of the

Governance Review which was resented by Mrs Brownlee who felt she had not

been fully consulted or informed. In her witness statement she said:

“Any CX who wanted to review Governance processes would have prepared 

a paper with Terms of Reference for the Board for information”.96 

91 WIT-00095, Q68 
92 TRA-01794, lines 4-9 
93 See for example TRA-01796 
94 TRA-01794 
95 TRA-01796 
96 WIT-90864, paragraph 3 
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102. Nonetheless, there is evidence that she was aware of the work as she nominated

three NEDs who were interviewed, however it appears the full scope of the review

was not made entirely clear to them. The impact of this was that there was a

delay in commencing work on the recommendations relating to the Board.

103. Mrs Brownlee, in her response to what Mr Devlin had said in his witness

statement, stated that she was shocked, as she was under the impression that

she and Mr Devlin had a good relationship.97

104. It would appear from Board minutes that in formal Board meetings historically,

there was relatively little challenge and interaction between Non-Executive and

Executive members. This was also a finding in June Champion’s Report. The

Inquiry heard how this has now improved. Ms Mullan emphasised the important

unitary nature of the Board with 13 members who should work together and

commented on the improved confidence to challenge in recent years:

“A. The Board is made up of 13 individuals with other Operational Directors 

being a part of that discussion. So there's a long held way of working 

where the people responded to questions and didn't think they had a 

place to ask a question. What I have attempted to do in the time that I 

have been in post as Chair is to create that environment and allow our 

executive directors and Operational Directors to know that they have a 

voice at that table too and to use it. I'm seeing that happening more and 

more over the recent years. So I think it boils down to a way of working 

that has been ingrained for a long period of time and the thought process 

that we are there to respond. Some of the language that was used, that 

is used actually in the terms of reference, you know we talk about 

scrutiny, we talk about challenge, that is interpreted as we sit and wait till 

we are asked a question rather than thinking I have a role to do that too. 

97 WIT-90881 
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Q. So can I take from your answer that it's two-fold really: Promoting and

encouraging confidence and confidence building and also fostering the

correct cultural environment that people feel able to ask and be curious

without thinking that they are either inappropriately asking or asking a

question that they shouldn't?

A. And if I may add a third one: Reminding executive directors that are

executive directors of the Board. So when we make a decision as a

Board, it's making a decision, 13 people are saying this is the path, so

they have to be involved in that discussion.”98

105. Ms Mullan also reflected in her evidence that the instability of the Board over a

number of years may have resulted in Mrs Brownlee assuming more of an

operational role than was desirable as she says:

“she was a constant individual for the Southern Trust. When you look at the 

flux of the senior executive and the Board, Roberta Brownlee was the constant 

person that was there. So either rightly or wrongly the stepping from the Chair 

to the Chief Executive role, you can see how easily that was for 

Roberta Brownlee to do and that she felt, I would suspect she probably felt 

that she needed to step in at that flux period.”99

More is said about the role of Mrs Brownlee elsewhere in this chapter.100 

106. The operational management of the Trust was led by the SMT which met twice

weekly. It was at this level that the operational decision making took place and

many issues of governance were discussed. We were told the meeting:

98 TRA-09963, line 20 to TRA-09964, line 21 
99 TRA-10024, lines 1-9 
100 See paragraphs 98, 101, 103, 142, 143, 164, 166 and 167 
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“has a standing item for clinical governance may take 30-45 minutes’ 

discussion per meeting. Additional discussions regarding specific clinical 

governance issues may range from 1-1.5 hours.”101 

Mr Devlin formed an opinion that full assurance was lacking in 2019, drawing 

attention to the possible lack of data being brought to the senior team: 

“I was concerned that the system was disjointed and that from my experience 

the system was not operating as I had experienced in other HSC 

organisations. I had a number of concerns based on my experiences; 

1. The level of expenditure on the governance functions felt light. I was used

to appropriately funded teams for areas such as SAI management,

complaints, standards and guidelines.

2. There was little evidence of a systematic and dynamic flow of clinical and

social care information to SMT on a regular basis. Clearly if there was an

issue of concern there was evidence of items being raised. However my

concern was that this was based on a ‘push’ system from the

directorates, not from a regular systematic review process.

3. The level of data and statistical evidence being brought to the SMT, in

respect of quality and safety, was lower that [sic] what I was used to in

other organisations.”102

107. Dr O’Kane also acknowledged that the systems in place did not necessarily

highlight important issues as they should have:

“the governance processes that were in place at that time did not capture the 

difficulties adequately to recognise the risks to patient safety.”103 

108. The content of matter presented to the Board is influenced by the SMT and

agreed by the CEO and Chair in partnership. Therefore, both the relationship

101 WIT-00046 
102 WIT-00037 
103 WIT-45179 
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between the CEO and Chair and the dynamic flow of information is crucial to 

effective governance. The insecurity of both elements in the Trust is likely to have 

caused a gap in assurance. 

109. During this period of instability of senior leadership, the Trust was struggling with

an increasing range of operational pressures and a large and growing demand

/capacity gap. This was a warning sign in terms of the likely impact on quality and

safety, not only in its own right, but also because it consumed a great deal of

discussion at the expense of other issues. The Board, having recognised this

problem by the time the Inquiry was launched, had formally devolved the

discussion about performance against ministerial targets to a specific board

committee. This Performance Committee’s role was to oversee this area and

allow for detailed examination of issues.

110. By taking this step the Board was free to cover its huge remaining scope of

responsibilities. Although this was a much needed and sensible measure, there

did not appear to be a formal mechanism, using an agreed series of metrics, for

bringing performance and quality issues together at the full Board to discuss and

determine the balance of risk. The Inquiry considers that there remained a risk

that the full consideration of patient safety issues did not take place.

111. According to Ms Mullan this has changed at the Board in terms of the

conversations and presentations which bring quality elements into discussions

around waiting times. She told us:

“Reflecting back on my tenure from 2016, I do not believe that the patient 

safety risk associated with the demand:capacity mismatch and delays in 

access to services was as explicit in the early part of my tenure as it has been 

in recent years. As the Inquiry is aware, the demand:capacity mismatch has 

been intensifying and, as a Trust the Board, [sic] I believe that we are now 

acutely aware of the likely impact on the patient, whether they be a patient 
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waiting in the Emergency Department or a patient on a waiting list for 

diagnostics.”104 

However, the Inquiry did not see any report to the Board containing a 

representation of key performance and quality data alongside each other, during 

the period of the Inquiry’s work. 

112. Certain key services, such as Cancer Services, could usefully have brought

access and quality issues together to drive improved standards of care, thereby

fulfilling the necessary leadership role in this broad and important area of service.

The Inquiry was disappointed to learn that Cancer Services did not see their role

as leading the way in terms of quality of care as they ought. Part of the reason

for this was that the leadership responsibilities relating to this area were unclear.

This was expressed in oral evidence by Dr Hughes who spoke about the need to

clearly define roles and responsibilities and to look at both positive and negative

aspects of cancer care:

“I think those leading cancer care should be responsible for positive outcomes 

and negative outcomes in cancer care.”105 

Access to timely care is critical for cancer patients but standards of care are 

equally important. 

113. The Inquiry found that the Trust had the required basic structures in place to

facilitate good governance in the form of formal committee structures and

documents and had understood the importance of good governance. We do,

however, endorse the view of the Champion Report highlighting that the way

these structures worked in practice needed improvement.

104 WIT-100501, paragraph 29.5 
105 TRA-01972, lines 2-4 
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114. The Trust had revised the governance structures in 2010,106 recommended

changes to incident reporting in 2016107 and was proposing further revision of

governance processes as the Inquiry began, developing a programme of work

based on the recommendations of the Champion Report.

115. Dr O’Kane highlighted further scrutiny and improvement work following on from

the Duffin Report from the Leadership Centre in October 2017. Dr Duffin was a

physician at Daisy Hill hospital, he and his colleagues raised concerns relating to

the way incidents were managed and the way that medical management worked.

Dr Duffin did not accept the Trust’s initial response to him and so the Trust

commissioned the report from the Leadership Centre.108 This report highlighted

problems with the effective use of the Datix system109 (see SAI section), as well

as poor communication between the layers of medical management and some

confusion in roles and responsibilities in clinical leadership and management

roles. The Trust accepted the report and started a programme to improve learning

from incidents in the form of the Lessons Learned Forum110 and went on to review

and improve medical leadership,111 as described in the action plan presented to

the Governance Committee.112 However the issues continued until the start of

the Inquiry. Many improvements have now been made as described later in this

chapter and are summarised in updates. The Trust provided a summary

document in March 2024 supplied by Dr O’Kane in her oral and written

106 See document at WIT-97035 to WIT-97037, “Review of Clinical And Social Care Governance 
Arrangements” 

107 TRU-252102 to TRU-252120, Trust wide review of incident management processes commencing 
in June 2016. This report highlighted at that time the confusion in roles and responsibilities in 
clinical leadership and management roles which have now been addressed through the Review 
of Medical Leadership which was introduced in 2019 and is now in the final stages of 
implementation. 

108 TRU-160849 to TRU-160861, “Investigation into issues raised by Dr Donal Duffin and other 
medical staff colleagues”. Eamonn Molloy Associate Consultant 17th October 2017, HSC 
Leadership Centre 

109 Datix is a company specialising in patient safety and healthcare risk management software and 
has been a pioneer in the field of patient safety since 1986. It was founded in the UK by a leading 
healthcare lawyer acting for hospitals and so has benefited from the experience of defending over 
20,000 clinical negligence claims arising from patient safety incidents. Today, Datix customers 
include more than 75% of the NHS, as well as many large healthcare systems and hospitals in 
the USA, Canada, Europe, Australia and the Middle East. 

110 See SAI section 
111 See Medical Management and Leadership chapter 
112 WIT-46848 action summary from Dr O’Kane 
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evidence.113 She discussed aspects of this in her oral evidence emphasising the 

improvements made in raising the awareness of safety and quality issues that 

previously were not highlighted beyond directorates, but also acknowledging that 

there was more work in progress.114 This included further input on quality and 

safety relevant to both the weekly governance meeting and the Governance 

Committee. Improvements were also summarised in final submissions to the 

Inquiry.115 The Inquiry is aware of further changes being made designed to 

improve the focus on quality and safety and to ensure that information flows and 

clinical input are maintained. 

116. It is important to state that Mr Devlin as CEO and Dr O’Kane as Medical Director

and then CEO had both recognised the need for improvements in the oversight

of safety and quality. They were aware of the risks to patient safety inherent in

the existing governance processes. Mr Devlin told the Inquiry:

“Having worked in other Trusts I was concerned that the assurance processes 

were not as robust as I had been used to. In particular the importance of a 

completely integrated governance system was not as explicit and in my 

experience felt under resourced. Therefore, I progressed with two reviews.”116 

Dr O’Kane said she: 

“was increasingly aware that some of the key functions that were required to 

assure governance supporting patient safety, were rudimentary.”117 

117. They both supported the review of governance referred to previously as well as

other improvements. Dr O’Kane said:

113 TRU-306245 to TRU-306254, “Report from Clinical and Social Care Governance in relation to: 
Improvements Made, Improvements in Progress, Improvements Still Required to be 
Implemented. March 2024” and TRA-11783 

114 TRA-11783 to TRA-11784 
115 SUB-00133 to SUB-00143; SUB-00155 to SUB-00157; SUB-00159 to SUB-00169 
116 WIT-00036: The two reviews were the Champion Report and a Trust workshop 
117 WIT-45184, paragraph 71.16 
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“When I came to the Trust and started as Responsible Officer effectively from 

1st January 2019, I think one of the things I quickly began to discover was that 

the Governance structure within the Southern Trust was not as robust as it 

needed to be. On the basis of that, I commissioned a review of the Governance 

structures, and that took place in the course of 2019.  That produced 48 

recommendations that The Trust has been working its way through.”118 

Mr Devlin said that he introduced: 

“weekly governance meetings, bringing together all governance teams from 

across all directorates, and creating one weekly governance report to the 

senior team, we are able to assess every week how the system is working. 

This allows us to check, challenge and make changes.”119 

The current Chair of the Trust, Ms Mullan, strongly supported the endeavours to 

improve governance assurance processes. 

118. The evidence received by the Inquiry confirmed the existence of many of the

problems that had been highlighted in the Champion Report. Some of these are

highlighted later in this chapter.120 The Inquiry recognised evidence of

improvements in some key areas during the progress of the Inquiry and will

comment further on these as they arise.

119. The oversight of safety and quality including the management of incidents and

complaints had been largely devolved to directorates after a governance review

in 2010 which was launched to staff with a consultation document entitled “A

System of Trust”,121 although further improvements in incident reporting and the

management of clinical guidelines were referenced over subsequent years. In

practice there was very significant reliance on appropriate escalation of

information for assurance or for further discussion, risk stratification and action.

118 TRA-01419, lines 14-22 
119 WIT-00047 
120 See paragraphs 243, 248, 259, 262, 277 and 478 below 
121 WIT-18704 
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120. The answer to the question “Were governance arrangements fit for purpose?”

elicited a variety of responses indicating a range of views and depth of

understanding in this area. The evidence from Board members was that there

was a reliance on the Governance Committee to fully discuss any significant

issues and risks and to monitor indices for assurance. There was then a

mechanism to allow further escalation to the Board when required and there was

also a short summary report from this committee to the full Board.

121. There is evidence that high-profile serious safety and quality issues were

escalated to the Board and the papers and minutes do confirm appropriate

discussion with agreed actions because of these.122

122. The Inquiry had certainly no sense that the Board wilfully ignored any serious

safety issues. Rather, there were significant issues that never reached the Board.

Moreover, there was a lack of curiosity regarding safety and quality issues. There

was, for example, no evidence of any comprehensive report on safety and quality

of services from each directorate.

123. Such a report would be expected to include measures of clinical outcome and

effectiveness, harm and patient experience. This ought to be provided at each

level of governance, starting with the service, through to the directorate and then

to the Governance Committee and from there to the Trust Board. Had there been

a report, this might have highlighted items of concern and stimulated discussion.

124. The Inquiry believes that governance should be the business of all staff and that

ensuring this is embedded at service level is vital. However, there is then a

challenge to collate information to make sure there is appropriate senior

oversight, provide assurance, share learning and drive improvement.

122 See WIT-00047 to WIT-00068, witness statement of Mr Devlin summarising three issues raised 
with the Board and including extracts from the Board minutes regarding discussions 
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125. Mr Devlin described initiating more sharing of governance problems on a weekly

basis. He set up a forum to drive learning which indicates his concerns in these

areas:

“At the heart of the structure is a new directorate of ‘Learning for Improvement’. 

It will become the central hub for bringing together all information sources that 

support quality and safety improvement. It will become the key conduit, 

through the Medical Director, for Clinical and Social Care Governance through 

to the Governance Committee of the Trust Board.”123 

126. Mr Devlin was concerned that the assurance systems for clinical governance

were under-resourced124 and escalation mechanisms were not as effective as

they should have been, partly as they were dispersed across directorates with a

lack of a corporate governance oversight. This meant that all important issues

did not always reach either the Governance Committee or the full Board. He

recognised the need for more central oversight and that support for governance

needs to be provided in hybrid arrangements.125

127. The impact of under-resourced governance teams in the directorate and in

services is discussed more fully later in this chapter.126 Essentially, the extreme

financial pressures and the need to justify all spending led to vacancies in critical

governance posts. There is no evidence that the Board discussed or had

oversight of these kinds of cost saving measures, changes which risked

impacting on quality. Further, there was no evidence that quality impact

assessments were in regular use, or that the risks to quality were escalated for

further discussion. It seems that they were accepted.

128. Mr Devlin explained his rationale for introducing a Performance Committee in

October 2019:

123 WIT-00033 
124 WIT-00036 
125 WIT-00077: Mr Devlin describes the introduction of more central oversight 
126 See paragraphs 301 to 348 below 
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“I was concerned that the opportunity for detailed conversation and 

interrogation of Trust-wide performance was simply not available, due to time 

constraints, at the full Trust Board meeting. The creation of the performance 

committee has allowed a space for a detailed analysis of key performance 

indicators and to provide a check and challenge function. It also provides a 

‘deep dive’ into a service area at each meeting providing further assurance to 

the committee and then onto the Trust Board.”127 

This committee was helpful in that it allowed more extensive probing in these 

areas but was not set up to provide a broad view of performance that included 

quality of services. 

129. The long waiting lists and difficulties in accessing services were self-evident risks

to patient safety. However, for the most part, any reports or discussions regarding

waiting times did not stray into discussions regarding either a risk assessment of

those waiting, or any assurance or questioning regarding quality of care in these

services. Certainly, there is no evidence of questioning in these areas.

130. The Inquiry saw evidence in terms of the problems in urology that the long waiting

times were known about, the failure to meet access targets for cancer care was

known about and yet the failure to meet the basic standards for cancer standards

set out in the Peer Review standards in urology128 was not brought to any

committee of the Board. Neither was it brought to the Acute Directorate

Governance meeting in a way that drew proper attention to ongoing significant

deficits. Further, there was no internal process that demanded improvement

plans in this area despite the focus on cancer at many levels.

131. Board members, and in particular Ms Mullan, acknowledged that the Board

curiosity with respect to questioning around quality was not as well developed as

it should be.129 She acknowledged that the HSCB and SPPG mandated

127 WIT-00026 to WIT-00027 
128 WIT-83231: Peer Review Report 2015 Self-Assessment 70% Peer Assessment 35% 
129  See questions from Dr Swart at TRA-10169 to TRA-10170 
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assurance on meeting targets and that staff perceived this as very important. As 

however, there was not the same mandate to report on quality metrics, quality 

was subsumed in meeting those targets. Information flows did not, therefore, 

provide the relevant signals to prompt discussion. 

132. Following the start of the Inquiry, improvement plans were put in place to ensure

progress against deficits found by the SAI investigations conducted at the launch

of the Inquiry. These related particularly to the support for Multidisciplinary Teams

(MDTs) in cancer and they also highlighted the need for Cancer Services to take

a stronger leadership role and to work more collaboratively with other

departments delivering cancer care. Reflections relating to the key role of Cancer

Services are included later in this chapter and referred to in the Clinical Aspects

chapter.

133. The Inquiry considers that in future there needs to be some mechanism whereby

continued failure to meet agreed standards in any area is highlighted until such

time as the problems are resolved. This cannot happen reliably without

investment in systems of data management and information flows. It also

requires an integrated and more strategic governance approach to major

services such as Cancer Services.

134. Ms Mullan gave evidence that the Board was very concerned about the long

waiting times but admitted that there was a degree of ‘helplessness’ with respect

to structural long term strategic solutions. Referring to a reliance on one off, time-

limited additional resource to provide temporary increased capacity, she said:

“I would agree with the helplessness, without a doubt, and we will just wait for 

a pot of money and everything will be sorted. I would say in the last year or so 

there has been a real impetus, these challenges will not change unless we do 

something and we can't wait on the white horse coming over with the money 

bags. So, certainly talking to my fellow chairs and hearing from the chief 
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executives, there is a real focus on that right now with the Department through 

the Permanent Secretary Peter May.”130 

The ability of the Board to clearly develop its own strategy for improvement in this 

area was therefore not as advanced as it should have been. 

135. The large numbers of reports recommending change in the provision of health

and social care in Northern Ireland131 have not resulted in clear blueprints for the

future. Further, waiting for implementation of the recommended changes

appeared to have constrained Board thinking, its discussions being largely

reactive.

136. Information on performance against ministerial targets was provided in detail, to

two decimal places of accuracy, and for much of the time this information

presented a picture of declining performance in many areas. The primary causes

of the decline related, as has been repeatedly stated, to the widening demand

capacity gap alongside serious workforce shortages.

137. Clearly this situation should be resolved at a regional level with ongoing long term

strategic plans for services and workforce, but the Board should and could have

been more proactive in highlighting the patient safety risks of poor access to

services and setting its own improvement goals with full involvement of staff. It is

relevant that the demand:capacity gap led to very long waiting times for urology

services and this information did come to the Board on numerous occasions.132

138. Counsel summarised the position about the waiting list situation in the Trust and

in particular with regard to urology to Ms Mullan in questioning:

130  TRA-10175, lines 18-27 
131 DOH-71938 to DOH-71987, Donaldson, L., et al. (2014). “The Right Time, The Right Place”; 

Bengoa Report (2016): “Systems, Not Structures: Changing Health and Social Care”. At: 
https://www.health-ni.gov.uk/sites/default/files/publications/health/expert-panel-full-report.pdf;  
Department of Health, Northern Ireland (2026). “Health and Wellbeing 2026 Delivering 
Together”. At: https://www.health-ni.gov.uk/publications/health-and-wellbeing-2026-delivering-
together; 

132 See WIT-100488 to WIT-100494: Table providing data in witness statement of Ms Mullan 

https://www.health-ni.gov.uk/sites/default/files/publications/health/expert-panel-full-report.pdf
https://www.health-ni.gov.uk/publications/health-and-wellbeing-2026-delivering-together
https://www.health-ni.gov.uk/publications/health-and-wellbeing-2026-delivering-together
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“It’s clear that waiting lists are getting longer, the cancer performance 

objectives around the 62 day wait are being breached across the Board in 

some respects but specifically in urology. There is a mismatch with capacity 

and demand, there is staff shortages that are clear. … it seems to be the case 

that any attention being given to routine waits has all but been abandoned in 

favour of red flag and urgent, would that be a fair reflection on those 

entries?”133 

Ms Mullan confirmed the accuracy of Counsel’s overall summary of the waiting 

lists situation over a snapshot three-year period.134 Even though urology had the 

longest waits, this did not trigger any curiosity on the part of the Board regarding 

the quality of the service provided by that Department. The Inquiry is of the view 

that it ought to have done so. 

139. The flow of information and the ease of obtaining information were identified as

in need of improvement by Mr Devlin135 and by Dr O’Kane who told us:

“at the beginning when I went along in January 2019 to look for the supporting 

evidence around, you know, where is the heat in the system in relation to 

quality and safety incidents?  It was really difficult to pick it up, because the 

information wasn't speaking to itself internally.”136 

140. It was evident that there was also awareness at this level regarding the

importance of understanding how various measures were changing over time,

leading to the introduction of Statistical Process Charts137 being used to present

information. These charts are graphical tools to monitor standards over time.

They can show whether key standards are improving or not, help to identify

changes early and evaluate the impact of any improvements put in place. They

133 TRA-10144, line 20 to TRA-10145, line 1 
134 TRA-10140 to TRA-10145 
135 WIT-00037 
136 TRA-11611, lines 22-27 
137 TRU-21749 to TRU-21809, specifically TRU-21774 
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are regarded as an important tool when an organisation is focused on improving 

quality. Mr Devlin told the Inquiry: 

“at the heart of that report is a range of statistical process control charts. It 

looks at the indicators and how we are safe or how we can become more 

safe.”138  

There was some awareness of the need to look at a range of metrics together to 

provide a balanced view but in many areas data was not regularly presented in 

a way that would shine a light on issues and encourage improvements.139 

141. As stated, the only data that was regularly reported in great detail at frequent

intervals was that relating to ministerial targets. There was a paucity of any

proactive measuring of a suitable range of metrics related to quality and safety.

Such data could be presented to the Board and used to drive a culture based on

learning and improvement. This is an area which did not receive much attention.

Board members spoke of safety metrics but the Inquiry noted that these were not

extensive and other dimensions of quality such as clinical effectiveness and

patient experience were not covered systematically. The Inquiry did not see

evidence that this whole area was explored in any detail during Board meetings

or on development days.

142. There was a variable awareness of the deficit in clinical audit, the monitoring of

adherence to standards and guidelines and the monitoring of responses to SAIs.

Mrs Brownlee told the Inquiry:

“nobody raised any concerns with me that audit wasn't being completed, and 

certainly I wasn't aware. I knew about the M&M meetings, sometimes the 

attendance wasn't as good again due to pressures of work, but I wasn't aware 

that it was because of clinical audit not being done.”140 

138 TRA-01616, line 28 to TRA-01617, line 2 
139 Mr Devlin: TRA-01609 speaking about scorecards to help manage services 
140 TRA-10507, lines 13-18 
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Her view seemed to suggest that it was not her responsibility to ensure that the 

clinical audits were brought to the Board: 

“We had a Board Assurance Manager, Sandra Judt, who was separate to me 

and the Board. She had a huge responsibility in relation to Board assurance, 

standards and guidelines, and was really independent really to the rest of the 

team, and would have been very well informed and kept me informed as well.  

So I would have been very satisfied when Mrs. McAlinden left, I use the 

analogy, that the engine was well-oiled”.141 

143. While Mrs Brownlee felt that there was adequate assurance in this area:

“As Chair I regularly assessed the systems through internal audit, external 

audit, Board Assurance Framework, Performance reports, Board Committee 

minutes, Serious Adverse Incidents, Medical Director and Director of Nursing 

reports to the Board, Patient safety and quality of care reports to the Board, 

Corporate Risk Register, and the Management Statement signed by the 

Accounting Officer – the CX.”142 

Others recognised deficits. Ms Leeson said: 

“I would have a concern that standards and guidelines, that part of governance 

is under resourced”.143 

Moreover, June Champion in her report stated: 

“Senior stakeholders advised that Internal Audit had provided Clinical Audit 

with a ‘Limited’ assurance level."144 

141 TRA-10504, lines 16-24 
142 WIT-90856, Q9 
143 TRA-10314, lines 18-20 
144 WIT-00544, paragraph 4.15 
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Dr O’Kane told us: 

“The concerns were that the Clinical and Social Governance systems, 

specifically management of complaints, SAI, standards and guidelines, clinical 

audit and Datix, mortality reporting and the quality assurance of these systems 

and triangulation of these systems were not well enough developed to provide 

enough governance assurance. This was raised with Mr Devlin, SMT and Trust 

Board and plans and funding strategies were agreed through a programme of 

improvement.”145 

144. The Inquiry was encouraged to note the recognition, resulting both from the

involvement of the ERG and the learning from this Inquiry, that a data strategy

was needed to underpin and continue all the improvement work commenced.

The Draft Close of Group Report146 gives considerable insight into the detail of

self-reflection and appetite for learning lead by Dr O’Kane. The specific

comments relating to the need for a data strategy are:

‘‘The group recommended that the Trust commissions a formal strategic plan 

for Data Analytics and intelligence that includes consideration of five key 

ambitions to: 

1. Support the continuous improvement in clinical and care processes;

2. Create a warning system to identify emerging clinical care or clinical

governance concerns;

3. Empower patients through information sharing to support better self-

care;

4. Deploy machine learning technologies to support business and clinical

activity;

5. Create formal collaborations with strategic partners other sectors,

notably academia”

145 WIT-45185 
146 TRU-320444 
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and later on the same page: 

“the lessons emerging from the ongoing Public Inquiry demonstrated a need 

to develop culture, team-working, leadership and governance all of which 

require data and intelligence to inform action.”147 

145. The Inquiry recognises that in a large complex trust with a very wide range of

hospital and community services, the scope of papers presented, the amount of

time for discussion and span of control will provide challenges. Nonetheless, it is

the Board’s responsibility to set up systems of information and governance that

allow the Board to have oversight and assurance but also, more importantly, that

encourage continuous improvement.

146. Boards should demonstrate curiosity regarding all aspects of care particularly

patient safety. As the matters in this Inquiry illustrate, it cannot be assumed that

‘no news is good news’ and a healthy safety culture should always include the

practice of asking questions to determine how safe care is and how effective it is.

147. This can never be achieved without attention to data and information systems

that allow detection of possible problems in care in a proactive as well as a

reactive way. A healthy safety culture requires a clear vision regarding the priority

for patient safety and, there needs to be a deliberate fostering of a just and

compassionate culture that ensures that staff and patients feel valued and

supported to speak up when things go wrong and understand how this will be

acted upon.

148. Any proactive focus appeared to be lacking. Mrs Trudy Reid, the Acute

Governance Facilitator, told the Inquiry:

147 TRU-320453 
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“There was a verbal commitment to governance but operational challenges 

and available funding limited time to proactively manage and respond to 

governance issues.”148 

149. The Inquiry did not see evidence of Board discussions and debate regarding what

specific strategies should be supported to achieve a ‘just culture’. Although the

Trust had recognised the need to focus on transformation and had agreed critical

areas of focus, including a workstream on culture and people led by the Director

of HROD, there did not appear to be a fully funded implementation plan

accompanied by appropriate training and emphasis aligned to a clear set of aims.

The Inquiry considers that this would be necessary to transform culture. It is

possible that this work has taken place recently.

150. Ms Mullan describes her desire to ‘demystify’ the Board and ensure there is a

much clearer narrative about the joint responsibility of the CEO and Chair for

quality of services:

“So I have spent the last three years building up the environment for the Board. 

That has filtered through to the committees as well in all fairness where I am 

seeing Directors freely come and share their concerns that might not 

necessarily be on the agenda and Directors freely challenging and engage in 

the conversations and the discussions that we are having. I can see very 

clearly the topics that we are covering.  Whilst they are very difficult, everybody 

is approaching them with the same vigour and the need to be open and 

transparent in what we do.”149 

She also spoke about opening up Board meetings to include more participation 

from the public and more input from staff.150 

148 WIT-95252, paragraph 7.1 
149 TRA-10127, lines 13-24 
150 TRA-10128 
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151. The Inquiry also noted that reports into the full Board from committees of the

Board were previously superficial and did not lend themselves to full discussion

even if more time had been allocated. There was little minuted discussion

concerning these reports. An example would be the Duffin Report discussed at

the Trust Governance Committee in December 2017. This meeting was reported

to the Trust Board in March 2018 where no mention of the Duffin Report was

made151 and the minutes of this Board meeting in relation to the Governance

Committee state only:

“Governance Committee 

− Minutes of meeting held on 7th December …
Ms Mullan presented the Minutes for approval and highlighted the key

discussion points.”152

152. There were some specific issues that were reported as confidential briefings to

the Confidential Trust Board, but these briefings did not necessarily have enough

detail to prompt challenge. This was exemplified by the information provided in

relation to urology in October 2010 following the meeting between the Acute

Director, the Medical Director and the CEO in December 2009 as previously

referenced in paragraph 71. The confidential briefings regarding urology provided

to the Confidential Trust Board by Dr Gillian Rankin did not prompt significant

challenge and were somewhat reassuring in tone. Ms Sandra Judt told the

Inquiry:

“the only information that was escalated and shared with Trust Board about 

clinical concerns in Urology was from two briefing papers Dr Rankin provided 

on IV fluids and Antibiotics and Cystectomies in 2010. In my view, the 

relevance and depth of information that was escalated and shared with Trust 

Board members, did not provide them with robust assurance that concerns 

had been addressed nor enable them to make any informed decisions. I did 

151 TRU-119413 
152 TRU-119251 
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not have any concerns specifically and therefore, would not have raised 

them.”153 

153. This is discussed further in this chapter in the section covering governance of the

Acute Directorate.154 It appeared that historically there was also a certain lack of

clarity around expectations and NEDs were unclear as to how to raise urgent

issues to the full Board. For example, we were told by Ms Leeson:

“There does not appear to me, as a NED, to be clear policies and procedures 

for escalating concerns around governance issues to the Board as a matter of 

urgency which is why I emailed the Chair and Chief Executive directly and 

immediately about issues raised about Cardiology and Stroke services in the 

Performance Committee in March and May 2022.”155 

154. Reports to the Board from committees were largely just taken as read although

the Inquiry notes that this has now improved. Ms Leeson described

improvements introduced by Ms Mullan156 who recognised the need for more

assurance and standardisation in these reports which now provide standardised

information and allow for clear description of areas for escalation.157 The Inquiry

is also aware of clear messaging given orally by the Chair after Board meetings

and available on the Trust’s website. These short videos highlight the priority for

both patient safety and support for staff indicating a desire to ensure that the role

of the Board and its priorities are clearer.

155. The Inquiry recommends that comprehensive data and information systems be

developed regionally. Such systems should make use of the increasingly

extensive electronic records that are now in place.158 They would benefit from a

science-based approach, co-designed with experts including clinical staff and

153 WIT-62008, paragraph 43.1 
154 Dr Rankin provided two updates to the confidential section of the Trust Board in 2010 at TRU-

259523 and WIT-12603 
155 WIT-99786, paragraph 19.1 
156 TRA-10218 
157 See New Committee Chair template at WIT-105933 
158 Through the roll out of encompass 



Volume 3 – Chapter 4 – Governance 

65 

patients. This would be a strong enabler for full staff and patient engagement as 

well as Board oversight for the purposes of driving improvement and making 

strategic decisions. The Trust, through the recommendations of the ERG, has 

recognised the need for a data strategy and clearly understands the need for 

developing this in partnership with others. The Inquiry would agree this is 

important but would benefit from a regional approach whilst recognising that this 

would require significant time, expertise and investment with extensive clinical 

engagement. 

156. At service level clinicians and managers need as much help as possible to

understand what work they are doing, to what standard, how that has changed

and how that needs to change. Board members at the Trust were not able to

articulate, for example, how they knew if clinical staff were following agreed

guidelines for care, but were rather focused on work that assessed whether or

not these standards had been disseminated. Dr Simpson stated:

“So there was a process to implement standards and guidelines. I don't think 

we were sophisticated enough to follow up the adherence, that I can 

remember.”159 

157. Support for audit against standards had been generally lacking with some

confusion around the role of quality improvement. There was no agreed suite of

strategies to link these two. Dr O’Kane told us:

“Another example of this appears to have been the limited development and 

ownership of CSCG processes in the Southern Trust prior to the Champion 

Review which then led to a system that was challenged in managing patient 

safety concerns in Urology and which for example had lost its functioning 

Clinical Audit functions and had at times rudimentary approaches to other 

CSCG approaches.”160 

159 TRA-09320, lines 23-26 
160 WIT-45184, paragraph 71.15 
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158. In urology there has been a much-improved focus on clinical audit following the

launch of the Inquiry as described later in this chapter, but it was not evident that

there was a regular practice of systematically bringing national audit results to

the Board, nor was there evidence that metrics from these audits were regularly

used to assess services at Trust committees. If the Trust is participating in such

national audits, it is a simple matter to select key indicators that are known to

reflect the quality of the service and to use these as tools for understanding

pressures and driving improvement. This should be embedded in practices at the

Board.

159. More recently there was evidence of some improved Board awareness of this, in

relation to a matter unrelated to urology. This was described by Ms Leeson who

spoke to consultant staff in relation to their concerns and was made aware of the

importance of national audits.161 This came about via an informal walk around

leading to concerns around cardiology162 and stroke care being presented to the

performance committee.163 There were issues in cardiology relating to allocation

of beds with a negative impact on patients and the national stroke audit has a

standard relating to the percentage of time patients spend on a designated stroke

unit which was not being met. Failing to meet this, risks quality of stroke care.

Following the performance committee meeting this was escalated by email for

action to the SMT and the access to appropriate beds was improved.

160. In one sense this example highlighted how key metrics from national audits could

have been used as effective tools for improvement, had data from them been

regularly presented, so that there could be a comprehensive consideration of

them. The discussion in this case came about by accident due to an NED

walkaround and was escalated for action as an urgent matter rather than through

regular reporting.

161 TRA-10216 
162 WIT-100060 
163 WIT-100075; WIT-100059; WIT-100084 
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161. The Trust had invested in CHKS which uses hospital episode statistics to provide

a range of data, but this was not used as a tool for improvement in any systematic

way. The failure to scrutinise and utilise these sources of information represents

missed opportunities for improvement, but more importantly, it illustrates the need

for Board curiosity and leadership in this area.

162. The chances of disconnect could be reduced by bringing together available

information in a data strategy, as well as an improvement strategy and a safety

strategy. These should include a deliberate focus on the drivers of a safe culture,

ensuring linkage of audit and quality improvement science. Moreover, doing so

would encourage the clinical engagement known to be important in terms of

driving quality.164

163. It is the role of the Board to take a leadership role in these key areas and to

support a clear programme of improvement as it sets the tone for the

organisation. The current Board at the Trust has accepted the need for change

but would be assisted by a strong regional system vision that emphasises safe

care as a unifying goal. The Board itself has recently relaunched its vision and

values and should not lose the opportunity to continually clarify its purpose to

staff, so that there is a clearer link between the role of the Board and the day-to-

day work of front line and support services. The need to make improvements in

this area was emphasised by Ms Mullan in her evidence and in her leadership of

the Board in recent years. In this she clearly worked in partnership with

Dr O’Kane who brought significant energy and clarity of thought to her role as

Medical Director and then CEO.

164. The culture of the Board in terms of openness and curiosity was viewed differently

by different members. Mrs Brownlee spoke of an open and transparent board,

164 See: Spurgeon, P., et al. (2015). “Medical engagement and improving quality of care”. Future 
Hospital Journal. At: https://www.sciencedirect.com/science/article/pii/S2514664524011706;  
West, M., Dawson, J.F., (2012). “Employee engagement and NHS performance”. At: 
https://assets.kingsfund.org.uk/f/256914/x/f7572997c3/employee_engagement_nhs_performan
ce_west_dawson_leadership_review2012_paper.pdf;  
Taiz, J. M., et al. (2012). “A framework for engaging physicians in quality and safety”. BMJ 
quality & safety. At: https://qualitysafety.bmj.com/content/21/9/722   

https://www.sciencedirect.com/science/article/pii/S2514664524011706
https://assets.kingsfund.org.uk/f/256914/x/f7572997c3/employee_engagement_nhs_performance_west_dawson_leadership_review2012_paper.pdf
https://assets.kingsfund.org.uk/f/256914/x/f7572997c3/employee_engagement_nhs_performance_west_dawson_leadership_review2012_paper.pdf
https://qualitysafety.bmj.com/content/21/9/722.short
https://qualitysafety.bmj.com/content/21/9/722
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focused on patient safety and the value of leadership rounds. Yet at the same 

time she did not acknowledge that failures in the flow of information and 

governance systems were in fact a Board responsibility. She described the 

situation as follows: 

“I was a highly professional diligent Chair of SHSCT. I led a visible Board and 

believed deeply in transparency, excellent communication, and a culture of 

openness. I find it deeply troubling that some would attempt to place blame at 

my door for what has happened.”165

165. When asked why she thought the serious matters of the Inquiry had not been

escalated to a Board Committee, she did not have an explanation but was clearly

of the view that she was reliant on others to escalate issues and was unaware of

serious problems in governance. She was unable when questioned to articulate

her vision for the organisation. Having described herself as “a very visionary, very

visible [Chair].”166 When asked about her vision for the Trust by Dr Swart she

said:

“My vision for the Trust was that, under my term, that I would be remembered 

for making change, making an impact, being remembered as a person who 

believed in the importance of high-quality care.”167 

166. The Inquiry found Mrs Brownlee’s response to Dr Swart and to many questions

she was asked by the Inquiry, showed a surprising lack of insight and reflection

into her role in leading the Trust. She gave the impression that being seen to

‘walk the walk’ and to meet with staff in the canteen, being visible was sufficient.

We saw no real evidence of her setting the tone for the Trust in terms of leading

the Board to drive the required cultural transformation which is necessary to

engage staff and patients in delivery of safe effective healthcare. More is said

165 WIT-90909, paragraph 68 
166 TRA-10843, lines 20-21 
167 TRA-10951, lines 13-16 
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about the role played by Mrs Brownlee in the investigations into the practice of 

Mr O’Brien later in this chapter.168 

167. By contrast the Inquiry found that Ms Mullan was more reflective, recognising the

need for greater openness and discussion and, more importantly, more self-

examination within the Board. This was also reflected in the different attitudes to

Board self-assessment and training where Mrs Brownlee stated:

"we completed yearly individual assessments on our own skills and 

weaknesses. Training needs were identified, and training was provided. We 

were forward-thinking Board and had many innovative initiatives in place.”169 

168. Ms Mullan reflected her view that the annual Board assessment was:

“very much a tick-box exercise, not something - and I have not been an 

advocate of it since I first came across it - but it's a mandatory tool that must 

be completed and submitted to the Department.”170 

169. Overall, the view of the Inquiry is that although Board development was certainly

in place and there were many discussions and informal development days, the

Board did not have enough exposure to the concepts of safety culture, ‘just

culture’, learning from inquiries and errors, and improvement methodology until

the Inquiry was launched. Ongoing development of the Board will continue to be

important for the Trust as learning and transformation continue following this

Inquiry.

170. The complexity of healthcare and the need to constantly reinforce and

communicate the primacy of patient safety in order to improve, especially in the

context of current operational pressures, demands ongoing Board development

168 See paragraphs 180 to 235 
169 WIT-90852, paragraph 6 
170 TRA-09971, lines 20-23 
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to ensure an open learning attitude for the Board. Once such an attitude is 

embedded at Board level, this sets the tone for the wider organisation. 

171. The need for continual learning and development was recognised by the current

Chair. In her response to a question about improvements made and progress

thus far, Ms Mullan stated:

“There is a continual journey with this in development.”171 

172. During the Inquiry the ERG was set up by Dr O’Kane and strongly endorsed by

Ms Mullan. The Inquiry recognises that action as a very sensible and much

needed development. Its work has, evidently, set the tone for improvements to

come. The difficulty of continuing with this approach and completing all the

changes that are currently in progress or required, including the work to embed

the concept of ‘just culture’ and learning from other organisations, will most

certainly need extending and embedding if the Trust is to reach its desired goals.

It should logically extend to the full consideration of the best work on patient

safety culture if the trust is to become an open, learning organisation such as that

advised by Don Berwick after the Francis Inquiry.172

173. In some areas there was clear evidence of improved focus on quality and safety

and learning with, for example, more emphasis on oversight of morbidity and

mortality meetings173 and adoption of regional guidance for this area of scrutiny.

In addition, there has been recognition of the need to improve learning from SAIs

as described in the SAI section of this chapter and as evidenced by the weekly

governance meeting.174 Despite the improvements in place and planned, the

Trust has yet to demonstrate the cohesive set of implementation plans to support

the emerging overall vision and strategy in order to ensure a safer, more quality

driven organisation.

171 TRA-10110, lines 21-22 
172 See: Berwick, D. (2013). “A promise to learn – a commitment to act. Improving the Safety of 

Patients in England”. Department of Health and Social Care. At: 
https://www.gov.uk/government/publications/berwick-review-into-patient-safety  

173 WIT-45406 SHSCT Morbidity & Mortality Strategic Oversight Group 
174 TRU-359924 learning points highlighted through the weekly governance meeting 

https://www.gov.uk/government/publications/berwick-review-into-patient-safety
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174. The Trust has committed thought and energy both to leadership rounds to listen

to staff and service user experience input at Board level. This is a generally

accepted ‘must do’ for Boards in the health service and is to be welcomed. Board

members also recognised the need to continually refine this process. There was,

however, scant evidence of regular and routine assessments of patient or staff

experience in terms of real time feedback to inform services, or in terms of high-

level data on this, at Board level.

175. Recent work across the Trust consulting on values and the papers on the work

of the People and Culture Steering Group to the Board,175 are signals that there

is recognition of the fact that improvements are required in these areas and the

recent launch of the refreshed Trust Vision on the Trust website, also includes

strong references to the development of staff. The Inquiry notes the priorities for

delivering this vision in year 2 have a very strong focus on the promotion of a

safety culture, including a planned workstream to implement the regional Being

Human Framework, produced by the RQIA.176 The implementation of these

priorities will be a key part of fulfilling the Trust’s overall vision.

176. The Inquiry notes that the Trust has enhanced patient involvement by recruiting

family members to its improvement group after the SAI that triggered the

Inquiry.177 We are encouraged that the Trust has recognised that there is more

to be done.

177. Following on from what it has learned during the Inquiry, the Board has improved

its oversight and understanding of MHPS investigations and learning from SAIs

and has developed new procedures in these and many related areas in a

comprehensive programme of work. Ms Mullan told the Inquiry:

175 TRU-305077 
176 “Being Human. A Framework for Safety Culture within Health and Social Care in Northern 

Ireland” at: www.rqia.org.uk and: INQ-21174 to INQ-21285 and TRU-434121 
177 See evidence of Patient 5’s daughter referenced in the Patients chapter at paragraph 338 

http://www.rqia.org.uk/
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“a serious SAI that has come to us, they are all serious, but a significant one 

has come to the Board, it will come with an action plan, an update on an action 

plan from the appropriate directors. That will be quizzed then by the board 

members, then with either an update to come back at three or six months, 

depending on the nature of that. In some cases it may be delegated down to 

a committee for closer observation.”178 

This procedure ensures that much more detail is presented to the Governance 

Committee and to the Trust Board and there is a better infrastructure for quality 

reporting and a greater emphasis on safety and learning to improve. 

178. There has also been substantial work carried out in respect of handling concerns

related to medical staff, and developing the elements required to embed the

principles of ‘just culture’ with a recognition of the importance of staff engagement

and organisational development. Dr O’Kane told us:

“I think the weekly governance report helps with that, and there is an 

expectation that we, you know, if anybody is worried about anything that they 

raise it. And, again, it may not be something that we're going to react to 

immediately, but in terms of building up the knowledge level of, you know, or 

taking, you know, a temperature check in relation to the organisation, all of that 

information is really useful. So, you know, we actively encourage people to 

speak up. And, again, you know, back to the piece of cultural work that we 

have started across the organisation in relation to being open, which came out 

of the IHRD Inquiry, and the work that Justice O’Hara did, and the work then 

that we're pursuing in relation to being open and developing an open and just 

culture, all that of is embedded in that as we try to take that forward.”179 

179. Most importantly the Trust has demonstrated a reflective but energetic approach

to embedding change. In terms of organisational development plans, there was

still however, no evidence of a fully funded implementation programme

178 TRA-10052, lines 2-10 
179 TRA-11628, line 17 to TRA-11629, line 4 
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specifically including medical leadership, which in the view of the Inquiry is of 

critical importance to achieving what is required in changing the Trust culture. 

Mrs Brownlee and Mr O’Brien 

180. During the time relevant to the events that led to this Inquiry, the Chair of the

Board was Mrs Brownlee. The Inquiry heard evidence about the relationship

between Mrs Brownlee and Mr O’Brien. We heard that Mrs Brownlee had been

a patient of Mr O’Brien in 1992. She was very appreciative of the attention and

care she received at that time.180 She told the Inquiry that:

“With the care and treatment plan from Mr. O'Brien and the team of other 

people, I had longevity more than I ever expected.”181 

181. In an attempt to give something back, Mrs Brownlee and her husband had

discussions with the urology consultants and Sister O’Hagan. These led to the

foundation of the charity CURE (Craigavon Urology Research and Education).

This charity provided funding for equipment, training and research. Both she and

Mr O’Brien were directors of the charity, as were others.

182. Socially, Mr and Mrs O’Brien attended the fundraising events organised for

CURE and the families attended their respective children’s weddings.

Mrs Brownlee told the Inquiry:

“Mr. O'Brien's name in our home was held in the highest regard by our 

children”182 

and 

180 WIT-90870 
181 TRA-10612, lines 10-12 
182 TRA-10611, lines 25-27 
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“Mr. O'Brien's name in our home was very important. I'm sorry for saying, and 

I've no problem in declaring that, he was a very important person in our home 

and in our life because of the path we had, so we did become friends and in 

that way a friendship.”183 

Even after Mrs Brownlee became Chair of the Trust and stepped away from 

involvement in CURE in 2014, the friendship was maintained. Mr O’Brien agreed 

that the families were friendly. He told the Inquiry: “we’re neighbours, we’re good 

friends.”184 

183. Mrs Brownlee stated that:

“I have been open and honest about my relationship with Mr O’Brien but I 

would never try to use my position to influence others.”185 

“I never formally or informally discussed urology services or Mr O’Brien with 

any member of SMT. 

In all my years as Chair I never met with Mr O’Brien formally and have no 

notes of any meeting. 

I never remember any of the Urology Consultants speaking to me formally re 

Urology services. … No one ever spoke to me formally or informally about 

clinical issues about Mr O’Brien.”186 

184. The Inquiry saw evidence of widespread knowledge within the Trust of this

friendship. This knowledge extended to both medical and professional managers

up to and including Board level directors. Mr Eamon Mackle was aware of their

friendship and involvement in CURE,187 Dr Wright understood that Mr O’Brien

was a personal friend of the Chair,188 Mr Devlin was aware of the fact that

Mrs Brownlee had been a patient and was a friend,189 and Mr Simon Gibson told

183 TRA-10612, lines 2-6 
184 TRA-04704, lines 5-6 
185 WIT-90909, paragraph 68 
186 WIT-90854, paragraph 7 
187 WIT-11748, paragraph 39 
188 WIT-17891, paragraph 64 
189 TRA-01803, lines 9 to 11 
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the Inquiry: “Everybody knew he had a close relationship with 

Roberta Brownlee”.190 

185. This knowledge had what can only be described as a chilling effect on those

charged with managing Mr O’Brien. Ms Martina Corrigan told the Inquiry that:

“outside influence from the Trust Chair (Mrs Brownlee) in dealing with 

Mr O’Brien’s practices and Mr O’Brien using his connections to the Chair to 

his advantage, were other features or causes of what went wrong within 

Urology services.”191 

186. The reluctance to challenge Mr O’Brien because of his friendship with the Chair

of the Trust Board was given further fuel by rumours relating to possible legal

processes. Mr O’Brien was known to have legally qualified family members.

Mr O’Brien’s family were proactive in his support. Mrs O’Brien met with Dr Wright

to complain about the Trust’s treatment of her husband.192 Later, she telephoned

the Chair directly to complain about the length of time the MHPS process was

taking and the affect this was having on Mr O’Brien.193 His son, a barrister,

attended meetings at Trust premises that Mr O’Brien recorded without the

knowledge of the participants. All of this may explain a reticence both to

challenge Mr O’Brien and to bring matters to the Board.

187. In any case, when the MHPS case was brought to the Board initially, there was

no discussion concerning possible risks to safety, partly because the full risks

were not understood and partly because regular information on MHPS cases was

not something the Board was familiar with and did not realise the need to

challenge in this area.

188. A complicating factor was Mrs Brownlee’s behaviour in relation to the

investigations into Mr O’Brien. Mrs Brownlee repeatedly told the Inquiry that she

190 TRA-02907, lines 19-20 
191 WIT-26300 to WIT-26301, paragraph 67.5 
192 AOB-56339 to AOB-56364 
193 TRA-10675 to TRA-10678 
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did not advocate for Mr O’Brien, however the Inquiry saw evidence that this was 

not correct. 

189. Accounts differ as to whether Mrs Brownlee:

“reported to Senior Management that Aidan O’Brien had made a complaint to 

her that [Mr Mackle] had been bullying and harassing him.”194 

Mrs Brownlee said that no such complaint was made to her,195 and Mr O’Brien 

told the Inquiry he would not have made a complaint to Mrs Brownlee as that 

would have been “totally inappropriate.”196 

190. What is clear, however, is that Mr Mackle stepped back from managing

Mr O’Brien. Moreover, Mr O’Brien in a meeting with Mr John Wilkinson, the NED

assigned to the MHPS investigation stated:

“I sought and obtained an assurance from Dr Rankin and from Eamon Mackle 

himself, particularly from Dr Rankin, that I would have no more dealings or 

meetings with him because I was on the point of breakdown as a consequence 

of his treatment over a period of years.”197 

191. The Inquiry was concerned to learn that this relationship was evidently broken in

2017 at the time of the MHPS investigation.198

192. At that time there was no accepted process or culture of bringing MHPS

investigations to Board Committees and even though there was an exclusion in

place which mandates Board approval, there was no full discussion of the

potential significance of the matters under investigation in terms of the risks of

harm to patients. This is surprising as the formal MHPS investigation was

194 WIT-11769, paragraph 92 
195 WIT-90894 
196 TRA-04704, line 7 
197 AOB-56083 
198 See MHPS chapter 



Volume 3 – Chapter 4 – Governance 

77 

triggered by an SAI investigation into failures of triage at that time. The Medical 

Director, then Dr Wright, would have been the key person responsible for raising 

this important issue. The Board was notified of the exclusion after it had taken 

place. 

193. At a confidential Trust Board meeting in January 2017, Mrs Brownlee excused

herself from this item on the agenda indicating that she understood her conflict

of interest, but she did not make a formal declaration of this conflict at this time.

She told us:

“By leaving the meeting I was declaring an interest and all members of the 

Board were aware of why I was leaving for that particular item. This may have 

been left out of the minutes of the meeting, but I have no doubt the Board were 

aware as to why I was leaving for that agenda item.”199 

In oral evidence she accepted that she did not declare an interest but just stepped 

out. A conflict of interest should be formally declared for the record and then no 

ambiguity would arise. 

194. There are differing accounts of possible reticence in reporting the extent of issues

relating to Mr O’Brien to Mrs Brownlee and the Board. Dr Wright informed

Mrs Brownlee that the process was to begin and he needed her to appoint an

NED. He felt that she listened professionally and did not intervene.200 Ms Toal,

Director of HROD, told us that she recalled a conversation with Mrs Brownlee in

her office when Mrs Brownlee expressed unhappiness at Mr O’Brien’s exclusion.

Ms Toal recalled the following:

“She did express to me her unhappiness, I suppose, maybe is a way to 

describe it, in relation to Mr. O'Brien's exclusion. 

I think it was in the context of this, you know, he's a very hard-working, 

excellent clinician, that type of language. Those are my words, I'm not quoting 

199 WIT-90896, paragraph 49 
200 TRA-02611 
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her. But my response, I mean it was a very short exchange, and my response 

to her was, ‘these are serious issues, Roberta, and they need to be looked 

at’.”201 

195. Ms Toal considered that Mrs Brownlee ought not to have discussed the matter

with her, although no pressure was brought to bear.202 Mrs Brownlee denies

expressing her views in this way and has no recollection of speaking to Ms Toal,

she agreed that to do so would have been inappropriate.203

196. The NED assigned to the MHPS process by Mrs Brownlee, Mr Wilkinson, told

the Inquiry:

“RB [Mrs Brownlee] expressed her opinion about the case. She explained that 

she'd known AOB [Mr O'Brien] for a number of years and that he had been her 

consultant; that he was an excellent surgeon and that he has helped many 

people; that he had built up the urology department in SHSCT and had worked 

hard to meet patients’ needs as they awaited surgery or a diagnosis. She 

asked me to make contact with AOB.”204 

197. In oral evidence Mr Wilkinson told us how he perceived that conversation:

“Really, the substance of that was John, this is a really good surgeon he has 

the interests of the patients at heart, I'm not sure why this process is where it 

is at the moment, just look after him … I just took it at face value, I have to say. 

But as things progressed, then I began to question. I use the term, 

“independence of the Chair”.”205 

198. Mrs Brownlee accepted that following on from Mr Wilkinson’s appointment she

visited Mr O’Brien at his home:

201 TRA-03397, lines 20-29 
202 TRA-03397 to TRA-03398 
203 TRA-10662 to TRA-10663 
204 WIT-26092 to WIT-26093, paragraph 6 
205 TRA-04196, lines 17-20 and TRA-04197, lines 2-4 
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“It was Mr. O'Brien lives about a mile, a mile and a half from our home. My 

husband had been informed by two different people that he was very unwell, 

and I went -- it was a Sunday afternoon. I remember going to see him. He was 

in a broken state, he was extremely unwell. So I would have left after lunch 

and I was back again before -- I must have been there in the afternoon but I 

was back again for duties on the farm. But Mr. O'Brien that I visited on that day 

was a very sick, upset, very stressed gentleman actually. I won't ever forget it. 

His wife was there, there was no one else there. I remember him saying 

something to me like in his head there was so much, he felt as if he was having 

an autopsy, he couldn't sleep and he was distraught. 

And I do remember yes, saying to him -- now, Mr. Wilkinson wouldn't have met 

him at that stage. I did say to him that the Non-Executive Director who is 

supporting you will be a John Wilkinson who I held in the highest regard within 

the Trust, he had worked excessively with myself. That's what I remember 

saying to him. There wasn't a lot of detailed discussion during that visit. I went 

from the wellbeing point of view because he was just so unwell, and he was 

very unwell.”206 

199. She agreed that she contacted Mr Wilkinson again after receiving a telephone

call, she believes from Mrs O’Brien. Mr Wilkinson told us:

“She further expressed concern about the handling of the case by Human 

Resources. RB pointed out that the case was having an adverse effect on AOB 

and his wife. She asked me to contact AOB.”207 

Her view is that she was doing no more than passing on information to 

Mr Wilkinson and did not believe that she was advocating or working on behalf 

of Mr O’Brien. Mr O’Brien categorically denied requesting that Mrs Brownlee 

advocate for him. In oral evidence he stated: 

206 TRA-10674, lines 2-27 
207 WIT-26096 
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“I didn't request any such advocacy. I thought that would have been highly 

improper and I never sought it. She would have had, by this stage, an 

awareness of the adverse effect that it was having on us as a family. And if 

she asked him to contact me, that was fine, but whether that amounts to 

advocacy of some kind, I do not know.”208 

While Mrs Brownlee’s actions may have arisen out of concern for a friend, 

however, that friend was an employee whose practice she knew to be under 

investigation. She ought to have recognised at the time that any involvement by 

her could be perceived to have been an attempt to influence the outcome of the 

investigation. 

200. Another person who considered that Mrs Brownlee made inappropriate contact

regarding Mr O’Brien, was the then Director of Acute Services

Mrs Esther Gishkori. She recalls that she received a telephone call in or around

the summer of 2017, at which point the MHPS investigation was ongoing. She

told the Inquiry that she was at a meeting with Dr Tracey Boyce when her PA told

her that there was a call from Mrs Brownlee which she agreed to take. She told

the Inquiry that Mrs Brownlee said to her:

““What's all this going on with Mr. O'Brien”? … “You know, Esther, that man 

saved my life once".” 

She goes on to say: 

“I said, well, he may have saved your life but he has potentially harmed a few 

others so you may let the GMC deal with it. Period. That was it. I just ended 

the call. Very angry, indeed.”209 

208 TRA-04845, lines 18 to 24 
209 TRA-06833, lines 8-17 
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Mrs Brownlee admitted the possibility that while she “definitely didn't make one 

call to talk specifically about Mr O’Brien”,210 she may, in the course of a call about 

other matters, asked her how MHPS was progressing.211 

201. Mrs Gishkori’s version of events was supported by Dr Boyce who was present in

Mrs Gishkori’s office at the time of the call. In her witness statement she said:

"I think it may be evidence of some level of pressure on one of the Acute 

Service Directors who did not fully investigate Mr O'Brien's practice. 

I cannot remember the date of the meeting and I did not make a note of the 

incident at the time. However, I know that it must have been after the concern 

in relation to Mr O'Brien's triage practice was identified, as I understood the 

context of the call without it having to be explained. 

I was in a 1:1 meeting with Mrs Esther Gishkori, Director of Acute Services, in 

her office on the CAH Administration floor, updating her on my pharmacy 

responsibilities. The telephone rang and Mrs Gishkori answered it whilst I was 

in the room. I realised she was speaking to the Chair of the Trust 

(Mrs Roberta Brownlee) and, while I indicated to Mrs Gishkori that I would 

leave the room to give her privacy, she told me to stay. 

I could not hear what Mrs Brownlee was saying however I recall that 

Mrs Gishkori did not say very much in response to Mrs Brownlee during the 

call and that she became very flustered. 

When the call ended Mrs Gishkori told me that the Chair had asked her to 

“leave Mr O'Brien alone” as he was an excellent doctor and a good friend of 

hers who had saved the life of one of her friends. 

I remember saying to Mrs Gishkori that I thought the Chair's behaviour was 

unacceptable and that she should document the call and speak to the Chief 

Executive about it, as her line manager."212 

202. When this was put to Mrs Brownlee in oral evidence she said:

210 TRA-10684, lines 11-12 
211 TRA-10685 
212 WIT-87673, paragraphs 44.1 to 44.6 
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“Well, I certainly never said who had saved the life of one of my friends 

because I don't know who that would be. Secondly, I don't remember ever 

saying to Mrs. Gishkori, or anyone else, to leave Mr. O'Brien alone. I absolutely 

deny that. I never said that and would not have said it. I didn't say it, I couldn't 

have said it because Mrs. Gishkori was one of many involved in the process. 

Nor would I have said it because I was a highly professional person all of my 

life and why would I bring my profession into disrepute and get caught in a 

conversation to say to leave a consultant, who was under an investigation, 

alone. I never said it.”213 

203. Despite Mrs Brownlee’s denial, the Inquiry is satisfied that a call was made by

Mrs Brownlee to Mrs Gishkori. Whether she did so in order to apply pressure to

Mrs Gishkori to ‘leave Mr O’Brien alone’, or simply because she was concerned

for a friend’s well-being we cannot know, however it was inappropriate for her to

advocate for an employee whose practice was under investigation and shows a

considerable lack of judgement on her part.

204. Mrs Brownlee apparently continued to advocate for Mr O’Brien. Dr O’Kane joined

the Trust as Medical Director in 2019, she recalls a conversation that illustrates

this:

"I was also aware that Mr O'Brien had the support of the Chair of the Trust, 

Mrs Roberta Brownlee. At my first meeting with her after taking up post as 

Medical Director on the 11th January 2019, she advised me against pursuing 

him in the way that she believed my predecessors had done and she intimated 

that she believed that he was an excellent surgeon and that he had saved her 

life”.214 

In oral evidence she said: 

213 TRA-10691, lines 8-20 
214 WIT-45034, paragraph 30.4 
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“the first one-to-one I had with Mrs Brownlee she made comment about the 

fact she felt he had been essentially persecuted by my predecessors, he was 

an excellent Surgeon and a good man, and she hoped I wouldn’t treat him in 

the same way.”215 

Mrs Brownlee denied ever saying this: 

“I may have said he was an excellent surgeon. I mean, I can't remember that, 

but I can definitely tell you I would not have been critical of former colleagues 

to a new person coming into post. I mean, telling someone I didn't know not to 

pursue another, I definitely never did that.”216 

Mr Devlin confirmed that Dr O’Kane told him about this conversation.217 

205. The Inquiry is satisfied that Mrs Brownlee did say something to Dr O’Kane about

Mr O’Brien of a nature that gave Dr O’Kane cause to mention it to Mr Devlin.

While it was entirely proper for her to mention that there had been an MHPS

investigation into a consultant’s practice, we consider it inappropriate that she

spoke in a manner that at the very least could be interpreted, as Dr O’Kane did,

as advocating for Mr O’Brien.

206. Following the completion of the MHPS determination in 2018, the Board was not

updated and even in 2020, when there was an update as part of the briefing

required at that time, the full determination, including the finding of failings in

management in the Acute Directorate, was not revealed.

207. It is hard to understand why the Medical Director, then Dr Khan acting in an

interim capacity until Dr O’Kane’s appointment, did not formally raise this

important issue with the Board once the MHPS determination was made,

particularly as it was made by him. The Inquiry notes, however, that the fact that

215 TRA-01461, lines 13-17 
216 TRA-10697, lines 3-8 
217 TRA-01803 to TRA-01805 
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Mr O’Brien raised a grievance which took a long time to resolve, required 

considerable management attention, and went to a second stage, almost 

certainly paralysed the process. This led to a failure to implement Dr Khan’s 

recommendations and a failure to appreciate the full significance of his 

findings.218 

208. Nor was the Board appraised of the outcome of the investigation of the series of

SAIs investigated as a result of the 2016 SAI that eventually triggered the MHPS

investigation. This investigation was eventually completed in 2020. It is hard to

understand why this important determination took so very long and why the

outcome of the series of the five SAIs did not find their way to Board members.

209. On 08 June 2020, Mr O’Brien wrote to Mrs Brownlee regarding a dispute he had

with the Trust about returning to work post-retirement on a part-time basis. He

had been told that due to the fact that his grievance against the Trust had not

been resolved he could not return. He then sought to revoke his notice of

retirement. In an email attaching the letter he asked that Mrs Brownlee bring his

letter to the attention of the NEDs of the Board.219 She did so and replied to

Mr O’Brien saying that she had.

210. Mrs Brownlee was aware of the fact that involvement in the investigations of

Mr O’Brien presented her with a conflict of interest. In her statement to the Inquiry

she said:

“It could have been perceived that I had a conflict of interest because of my 

health history in Urology as a patient and, and my involvement with Mr O’Brien 

in CURE.”220 

211. Mrs Brownlee recused herself from any possible Board discussion of the letter:

218 See MHPS chapter 
219 WIT-90953 to WIT-90954 
220 WIT-90904, paragraph (ii) 
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“You are aware of my possible conflict of interest and the CX and NEDs have 

been made aware of this again today. Therefore I do not wish to get involved 

in the finer operational aspects of this situation. The NEDs (without me 

present) can seek clarity on the process and procedure which I understand 

John Wilkinson has been doing? Roberta”221 

The Board saw that this was a matter for HR (Human Resources) and did not 

discuss it further. 

212. Despite indicating that she had a ‘possible conflict’ Mrs Brownlee acted in a way

incompatible with this. On 18 June she called Mr Wilkinson requesting that he

call Mr O’Brien. In his witness statement referencing a diary entry he had made

regarding the call, Mr Wilkinson said:

“This was a strange call as, after a number of minutes, she came back on this 

request. She explained that this process was exerting undue pressure on AOB 

and his family. I suggested that I would ring VT [Vivienne Toal] and get 

information on the following: 

a. Grievance – What are the developments and the impediments?

b. Is there a policy re retirement and returning for 1 day per week pending an

HR issue?

c. Do NEDs / Trust Board / Chief Executive need an update on progress?”222

He told us in oral evidence: 

“I felt she shouldn’t be making those requests of me, and that in terms of the 

independence of the role, then those were out of order.” and “why did she ring 

up in first place then, other than to make comments?”223 

221 TRU-396521 email to her PA Jennifer Cormac 
222 WIT-26104, paragraph 53 
223 TRA-04244, lines 27-29; TRA-04245, lines 11-13 
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213. Mrs Brownlee told us she had no recollection of this telephone call, but believed

it didn’t happen, she accepted that it would have been inappropriate for her to

have been engaging on behalf of Mr O’Brien in this way.224 Later she said:

“I don't remember that call with Mr. Wilkinson and I definitely can say I never 

discussed anything in relation to his employment issues with Mr. Wilkinson or 

anyone in the Trust.”225 

214. In July or August 2020, Mr Devlin told Mrs Brownlee that an investigation was

ongoing into Mr O’Brien.226 On 03 August 2020, Mrs Brownlee was provided with

a copy of the Early Alert. The email attached read:

“Please find attached an Early Alert regarding Urology for your information. As 

per regional Early Alert processes the Board and Department have been 

provided with the attached information, Dr O'Kane has spoken to the CMO 

office to advise of the content, the CX has also been made aware. 

Please note given the sensitivities and ongoing processes surrounding this 

issue the internal circulation list has been limited and we ask that this is not 

shared wider at this stage.”227 

215. It would appear that other early alerts were shared with the Non-Executive Board

members, although Ms Mullan felt that they were shared on an ad hoc basis.228

This one was not shared. The first time the Board were aware of a problem came

on 27 August at a Board workshop. Mrs Brownlee agreed that the Board ought

to have seen the Early Alert but stated that she did not remember seeing it and

that she did not withhold it for any deliberate reason to protect Mr O’Brien.229

216. The Trust have in 2022 issued a policy on early alerts that states:

224 TRA-10712 
225 TRA-10828, lines 7-10 
226 WIT-90873 
227 WIT-101964 
228 WIT-100465 
229 TRA-10838 to TRA-10839 
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“The report will be issued simultaneously by the Corporate CSCG office to the 

Chief Executive, the Chair, Directors, Non-Executive Directors, the relevant 

Assistant Director, the Communications Manager, CSCG staff including the 

Assistant Director for CSCG and any other relevant officers as deemed 

appropriate by the Corporate CSCG department.”230 

217. On 27 August 2020, a Virtual Directors’ Workshop took place. Notes of that

workshop record that Mrs Brownlee left the meeting when Dr O’Kane brought the

Board’s attention to SAI investigations and clinical concerns involving

Mr O’Brien.231 A meeting of the Board followed that afternoon. The minutes

record that the matter of Mr O'Brien was raised during any other business. It is

not recorded that Mrs Brownlee left the meeting at that point, nor is it recorded

that she declared a conflict. She says that she left, however others recall that she

stayed.232

218. In advance of the Board meeting which took place on 24 September,

Mrs Brownlee asked Ms Leeson to Chair the meeting as she knew there was to

be discussion of a report about the concerns relating to Mr O’Brien. She told the

Inquiry:

“Because of what could have been perceived as a conflict of interest I spoke 

around July / August 2020 in a conversation with Pauline Leeson (NED) to 

explain that I did not wish to attend Board meetings where Mr O'Brien was 

going to be discussed - I asked Pauline Leeson as a NED would she Chair the 

Board meeting when this topic arose”.233 

From other evidence it seems that the conversation actually took place late 

August or early September. She told Ms Leeson that she had been a former 

patient of Mr O’Brien. 

230 WIT-100310, paragraph 2.8 
231 TRU-158997 
232 TRA-01810 
233 WIT-90873 
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219. After receiving the Board paper in relation to Mr O’Brien she discussed same with

Mr Devlin. Then, on 23 September, Mrs Brownlee emailed the NEDs setting out

matters that she said they ought to be asking questions about.234 She told the

Inquiry:

“I was not leading them in any way. I was saying here's, for me reading it, what 

my thoughts are, and I didn't see any harm in that.”235 

220. Mrs Brownlee did not accept that writing to the NEDs in this way was in any way

inappropriate. In the email she did make a point with which the Inquiry agrees

that the matter ought to have been brought to the Board much sooner than it was.

Moreover, the findings of the MHPS investigation were not brought to the Board

when they were made, but rather in the paper for the September Board meeting.

Mrs Brownlee stated that the fact Mr O’Brien had brought a grievance against the

Trust in its handling of MHPS was not a good reason for the delay in bringing it

to the Board. The Inquiry agrees.

221. Although grievances would not normally come before the Board, Mrs Brownlee

was also of the view that as part of the addendum to his grievance raised issues

about the Trust’s handling of patient safety and the treatment of patients, the

Board ought to have been informed of that.236 The Inquiry agrees.

222. The Inquiry also agrees that a grievance lodged in November 2018 ought to have

been dealt with long before it was, in October 2020.237

223. During October there were informal meetings between Mrs Brownlee, the NEDs

and the Chief Executive. These were regular updates particularly on the covid

situation, but the matters concerning Mr O’Brien also came up and Mrs Brownlee

did not always step out but accepts she ought to have done so.

234 WIT 99812 
235 TRA-10868, lines 17-20 
236 TRA-10885 to TRA-10886 
237 AOB-02778 to AOB-02843 
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224. Despite the conflict, Mrs Brownlee decided to attend the Board meeting of

22 October 2020. She said she did so because the then Permanent Secretary of

the Department, Mr Richard Pengelly, told her:

“whilst I had a conflict of interest - it still was extremely important that I fulfilled 

my role and responsibilities as Chair. He reminded me that I should be careful 

that, in my absence from Board meetings, I was kept well-informed and 

maintained control as Chair.”238 

This was completely incorrect. When it was put to Mrs Brownlee that no 

conversation took place with Mr Pengelly until after the Board meeting, she told 

us that without the benefit of any records she had tried to come up with an 

explanation as to why she had attended the October Board meeting and 

misremembered what Mr Pengelly had told her. Following speaking to him on 

26 October she stepped out when the matter was raised at any meeting 

thereafter.239 

225. Mrs Brownlee did however attend the Boad meeting on 22 October. In advance

of doing so she sent an email to the Board members telling them that she would

attend for the item regarding Mr O’Brien. She stated that she attended because

the Minister had made an announcement to the Assembly and she felt the matter

so serious that she needed to be there. Mr Devlin had agreed she could attend

although Dr O’Kane had expressed reservations. 240

226. The minutes of that meeting record that, following updates from the Chief

Executive and the Deputy Medical Director, Dr Gormley, speaking to the update

report, Mrs Brownlee asked a series of questions which she told us:

“But I just wanted someone to tell us how did this happen? How was this 

missed? Have we done everything we are meant to do.”241 

238 WIT-90872 
239 TRA-10901 to TRA-10908 
240 TRU-253704 to TRU-253705 
241 TRA-10927, lines 1-3 
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227. Mr Devlin reflected on what took place at this meeting and in respect of previous

issues regarding urology:

“Specifically with regards to Urology, during my tenure when items were 

brought to Trust Board I did not feel that the conversation was quite as open 

as with other topics. On reflection, I would question the total commitment of 

the Chair of the Trust to be totally open with regards to her willingness to 

criticise Urology and, specifically, Mr O'Brien. At the confidential meeting of the 

Trust Board on 22 October, we tabled the details of the case so far and strongly 

debated the concerns with regards to Mr O'Brien. … I was left with the strong 

impression during the meeting that the Chair was advocating on behalf of Mr 

O'Brien, a feeling which was shared and relayed to me by a number of SMT 

colleagues."242 

When asked whether her interventions could be seen as being defensive of 

Mr O’Brien and as acting as an advocate for him, she told us: 

“I believe I was asking relevant questions and I was an objective Chair and I 

was always a challenging Chair and at the heart of everything I did was looking 

after my patients.”243 

Moreover, she was surprised that none of the Board members, Executive 

Directors or NEDs had not gone to the Permanent Secretary to say that they had 

a problem with her. 

228. The Board did not have the benefit of an identified Senior Independent Director

(SID) to act as an independent voice when Board members have concerns about

the actions of the Chair or to routinely stand in in the case of conflicts of interest.

This role is not in place in Northern Ireland although it is used in England.

242 WIT-00095 
243 TRA-10930, lines 17-21 
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Following the issues at the Trust the Inquiry considers that this is something 

worthy of exploration. 

229. Ms Mullan stated:

“A Senior/Lead Non-Executive Director role should provide a designated point 

of contact for all Board Members and Directors who have concerns about the 

Chair as part of a broader remit to provide a level of oversight of the role of the 

Chair.”244 

In any event, there appeared to be deference to the Chair in circumstances where 

a conflict of interest should have been declared and explored. 

230. NEDs were not fully informed regarding the extent of the relationships between

Mr O’Brien and Mrs Brownlee. They should have been. Ms Mullan told us:

“I was unaware of the extent and depth of the relationship between 

Mrs Brownlee and Mr O'Brien. When I now consider the Confidential Trust 

Board meetings and the meetings between Chair, CEO and NEDs, between 

August 2020 and the end of November 2020, I see an inconsistent approach 

by the former Chair – from making no declaration of interest at one meeting to 

declaring an interest and leaving another meeting to denying an interest yet 

still leaving another meeting. 

As a result of evidence now before the Inquiry, it appears to me that there was 

a clear conflict of interest for the former Chair. 

The Trust Board should have been made aware of the extent and fullness of 

the relationship between her and Mr O'Brien. At the October 2020 meeting, 

when I realised there was more to this issue, a very simple Google search 

revealed to me that the former Chair and Mr. O'Brien had governance roles in 

a charity. At this point, the Chief Executive (Shane Devlin) raised the conflict 

with the former Chair.” 245 

244 WIT-100559 
245 WIT-100547 to WIT-100548 
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231. The Inquiry is of the view that another senior board member should have

presided over the MHPS issue as soon as it was declared and for all other issues

leading up to the Early Alert and the Inquiry. It is surprising that even if

Mrs Brownlee did not formally declare a conflict of interest, another NED did not

step in and suggest it. This may relate to the instability in relation to Board

members in the relevant years.

232. Despite the sensitive nature of the issue, the patient safety risk and actual harm

should have been the primary focus rather than personal sensitivities. In addition,

had this been done from the beginning, it would have sent a clear message to

emphasise the importance of the probity of the Board. The Inquiry notes that as

far back as 2010 an item was brought to the Confidential Trust Board relating to

the inappropriate use of antibiotics in urology. Although consultants were not

named, in view of the small consultant team at that point, Mrs Brownlee could

have reasonably declared a conflict of interest at that time based on her

connection with the CURE charity and her close family friendship following her

experience as a patient of Mr O’Brien.

233. Further, the evidence we have seen relating to what occurred following

Mr O’Brien’s grievances in relation to the MHPS determination and his wish to

retire from the health service in his role as Consultant Urologist and return to the

Trust to provide service post-retirement, paints a picture of uncertainty in terms

of process and the involvement of the Chair.

234. The Inquiry is of the view Mrs Brownlee should have made a clear declaration of

a conflict of interest covering all issues relating to Mr O’Brien so that an

alternative NED could have been appointed to oversee these matters. She was

well aware that she needed to step out of discussions at various points but

seemed to then resume involvement.

235. Overall the way these matters were handled conveyed a degree of secrecy and

behaviours that clearly demonstrated bias by Mrs Brownlee. She refutes any
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suggestion that she was advocating, but the Inquiry and other Board members, 

having reviewed the evidence and the guidance on conflicts of interest, are of the 

view that she should have declared the conflict and that not doing so over many 

years was detrimental to the open and ‘just culture’ required to preserve patient 

safety. 

Changes in Board culture since 2020 

236. Board members describe a change in the culture of the Board following the

appointment of Dr O’Kane, first as Medical Director and then as CEO and

following the appointment of Ms Mullan as Chair.246 Ms Mullan had described an

aspiration for a much more open culture at the Board and referred to Board

discussions in 2021 and again in 2023 on this topic.247 One feature of the change

in culture as described by Ms Leeson has been that there is more Board

participation and challenge from executive members than previously. This shows

a move towards a more cohesive unitary Board. Another important improvement

is that Trust Board papers are now available in full on the Trust’s website.

237. The Inquiry has heard evidence of improvements made in several areas

impacting on oversight of quality. These are wide ranging and cover both general

strategic and cultural transformation aspirations as well as specific areas of

focus. The Trust has identified the need for cultural transformation which was

started by Dr O‘Kane in her exploration of the Merseyside ‘just culture’ approach.

Ms Toal has assumed responsibility for developing this, having undergone

appropriate training.248 A key improvement focus of the Trust was developing an

action plan to address all the recommendations from the nine SAIs chaired by

Dr Hughes, the recommendations from the Royal College of Surgeons and the

RQIA review of the Lookback process. Significant progress has been made

246 See paragraphs 66 and 67: Ms Toal in relation to culture in the organisation; Ms Leeson: TRA-
10203 discussing change in Board following arrival of Dr O’Kane update and Ms Mullan 

247 WIT-101616; WIT-101628 
248 WIT-45168 
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against all these recommendations.249 Furthermore, an extensive range of 

improvements in governance have been described and additional plans for the 

future have also been identified, understanding that this will inevitably be work in 

progress.250 The Trust has undoubtedly benefitted from the approach taken in 

looking for external focus/critical friend provided by the ERG appointed by 

Dr O’Kane. A summary of these was provided by the Trust and was also 

articulated in closing submissions.251 These are discussed in more detail in each 

relevant section of this chapter. 

238. Overall there is evidence specifically that there has been a change of focus at

Board level, an increased input into clinical audit, expanded, strengthened

medical leadership roles, improvements in the governance assurance structures

and functions and SAI processes, as well as a developing understanding of the

need to change culture. A number of important strategies and policies have also

been developed or are in development,252 although fully funded implementation

plans are not yet evident. This has all occurred against a very challenging

operational and financial environment and has to some extent been triggered by

scrutiny of the Inquiry with agreements for funding support for some of the Inquiry

related posts. As a longer-term solution there is an imperative for well led

sustainable funded programs of improvement.

The Senior Management Team at the Trust 

239. The key SMT met twice weekly under the direction of the CEO to consider the 

business of the Trust.253 As previously described in paragraph 70 this team 

provided support and oversight of the directorates who were responsible for 

the management of services as well as a link to the Trust Board. The team

249 Update on the Action Plan in response to the Dr Hughes SAI Recommendations March 2024: 
TRU-306489 to TRU-306514; Royal College of Surgeons Review Action Plan at TRU-304948 to 
TRU-304965; RQIA Lookback Action Plan Summary at TRU-183363 to TRU-183377 

250 SAI process revised Policy at TRU-306311 to TRU-306321; TRU-306245 to TRU-306254 
251 TRU-306245 to TRU-306254 
252 Clinical Audit Strategy at TRU-305401 to TRU-305418; Safety Strategy at TRU-306186 to TRU-

306232 
253 WIT-00022 
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comprised: the Chief Executive; Operational Service Directors (Acute, 

Children’s and Young Persons (CYP), Older Persons and Primary Care 

(OPPC) and Mental Health and Learning Disability (MHLD)); Executive 

Directors (Finance, Medical, Nursing & AHPs and Social Work – also Director 

of CYPs); Directors of Performance and Reform and Human Resources  and 

it was also attended by Head of Communications. 

240. This was the key forum tasked with challenging and confirming decisions on

all aspects of strategic, quality and operational issues for which the

directorates were responsible. These meetings included formal and informal

discussions and were minuted. The SMT could provide rapid operational

oversight integrating governance, strategy, finance and performance

deliberations. It was at this meeting that issues from the directorates could be

shared and discussed, the risk registers from directorates could be considered

and key problems relating to quality and operational performance could be

shared. The flow of information to this meeting was of critical importance.

241. The SMT also discussed reports to the Board and approved certain trust

business cases as well as functioning as a point of liaison with the HSCB and

other external bodies. This leadership meeting would effectively have been

acting as the ‘filter’ to determine when matters should be presented to the

Governance Committee, the Performance Committee, the Trust Board and

others including various subcommittees.

242. The CEO supported by other directors would have the role of setting the tone

for this meeting and agreeing approaches and priorities with the Chair of the

Board and the Chairs of other Board Committees. The relationship between

the CEO and the Chair of the Board was clearly critical in terms of ensuring

appropriately balanced agendas and papers for all the Board and Committee

meetings and would be likely to have an impact on the openness of Board

discussions.
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243. Mr Devlin told the Inquiry that when he joined the Trust in 2018, he noted the

frequent turnover of Chief Executives before his arrival254 as well as of

directors in this team and some weaknesses in the governance functions of

the Trust. He described the need to stabilise this senior team as his first priority,

recognising the importance of stable management and leadership as a driver

of the ability to oversee high quality care. He described the need to undertake

this work before proceeding to the previously referenced review of governance,

which was conducted by June Champion. He described understanding the

specific need to improve learning and sharing of governance information at

corporate level but also recognised the need for more governance support in

the services, so that better information could be provided and he started the

process of change in these areas:

“As a result of the clinical and social care governance review I secured 

investment in increasing both the resource assigned to and organisational 

profile of the Clinical and Social Care Governance (CSCG). In 2019 I 

approved an additional £1/2 million spend on strengthening CSCG within 

the Trust.”255  

The weekly governance meeting was a key meeting that was further developed 

since this time and has improved the sharing of information between the SMT 

and directorates across the Trust.256 

244. Dr O’Kane in her role as Medical Director and later as CEO (from 2022) also

recognised problems in these areas and highlighted the need for information

flows to improve. She said:

“I think it seemed to take a lot of time to get information. … in terms of the 

systems then bringing together, for example, Serious Adverse Incidents, 

complaints, it all seemed to be dealt with in silos down through the different 

254 In the three to four years prior to Mr Devlin arriving, the role was held by Ms McAlinden, 
Ms Clarke, Mr Rice, and Mr McNally. See, e.g., WIT-00027 

255 WIT-00038 
256 See paragraphs 116, 125, 178, 258, 259, 270 
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Directorates but not shared or given oversight by the Medical Director. 

Again, I think historically there had been a view that governance was 

managed by the Operational Directors and the Medical Director was there, 

then, basically to comment or give an opinion on some of the processes, 

without it being a full assurance process. There was very little audit going 

on of actually governance processes. There was very little, I think, 

transparency in relation to how some of those things were done. Again, back 

to my earlier comments in terms of trying to get information, if I asked for 

anything at all that was governance related, … it took an inordinate amount 

of time to get the information. Then sometimes it wasn't of good quality and 

you had to go back and ask for it again. Then you had to try and make sense 

of how it all fitted together, I think what I increasingly realised was then that 

my sense of governance and what that should look like, in terms of being 

systems and processes to ensure Patient Safety, was not that shared with 

the organisation. I think over the years what had happened was, between 

numerous changes in Chief Executive, Medical Director, Acute director, 

Mental Health Director, that, as I say, they had lost their narrative in terms 

of how understanding how a good governance structure within a Trust 

should function to ensure patient safety, but when there had been savings 

to be made, those were the posts that disappeared. They kept the Clinical 

posts but in terms of the governance structure post -- there was no clinical 

audit team. For example, there was no Datix Manager. The SAIs were 

managed in a whole different series of ways. How complaints were dealt 

with were always within the Directorates but never coming to the Medical 

Director's office. There were things like that that you should automatically 

expect to find in an organisation that weren't there.”257 

245. The mention of “silos” by Dr O’Kane is noteworthy, as the evidence provided

to the Inquiry from a broad range of witnesses clearly demonstrated the

existence of silos, most notably in the obtaining of information and the sharing

of relevant information, leading inevitably to long standing and widespread

257 TRA-01493, lines 23-24; TRA-01494, lines 6-22; TRA-01494, line 26 to TRA-01495, line 21 
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failures in governance. The impact of those failings on patient safety and risk 

management is apparent throughout the evidence provided to the Inquiry. 

246. Mrs Gishkori refers to communication silos and that management “above me”

didn’t necessarily follow their roles and responsibilities and that “that was

actually a trend right across.”258

247. In terms of specific impacts on urology, which had a particularly large demand

capacity gap, Dr O’Kane stated that:

“Any Trust service with sub-optimal staffing has the potential to impact on the 

capacity of the service to provide care for patients. In terms of the governance 

processes that surround any given service, these should still exist. However, 

it can be challenging to deliver where there is inadequate staffing. 

As a result, Governance processes in Urology were not as well developed as 

they required to be.”259 

248. At the Trust SMT level there was clearly an awareness that there were problems

relating to the flow of information and that there was a lack of full assurance in

relation to patient safety. This understanding did not seem to have reached Board

level until the time of the Inquiry. However, at this time the Medical Director and

the CEO had demonstrated an appetite to improve governance and

improvements were in progress. This was given further impetus as the Inquiry

started its investigations. Ms Mullan reflected that:

“Whilst it is correct that the Chief Executive (Shane Devlin) had raised 

concerns about under-investment in governance within the Trust and that the 

Champion Review along with Dr O’Kane had started the process to identify 

where governance needed strengthening and change, I believe that I wasn’t 

aware of the scale of governance deficit that has become apparent through 

the Inquiry. 

258 TRA-07008 
259 WIT-45013, paragraphs 19.1 & 19.2 
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This information ought to have been brought to the attention of the Trust 

Board.”260 

The Inquiry considers that prior to the chairmanship of Ms Mullan, the culture of 

the Board may not have encouraged the SMT to escalate issues for Board 

discussion, other than for what were considered to be exceptional circumstances. 

249. During the course of the Inquiry there was also an emerging recognition that to

fully implement improvements in governance, some changes in structures would

be necessary, together with a renewed emphasis on medical leadership.

Successful implementation was also recognised to be dependent on a cultural

change programme, so that all staff could fully understand the importance of

raising and solving issues that present a risk to quality of care. These issues are

discussed further in the sections on governance in the Acute Directorate and in

the chapter on Medical Leadership and Management recognising the key role of

medical staff in driving a safety culture. The importance of cultural change was

highlighted in the work with the ERG, when a group led by Ms Toal as Director of

HROD and supported by reference group members, developed thinking in this

area. In this context as mentioned in paragraph 320, it is of note that focus groups

with staff were responsible for emphasising the need to visibly prioritise quality

and safety at each level in the Trust with the following summary standing clear

as a mandate from staff:

“A transition that would be central to such a change, it was agreed at the 

meeting with staff would be a change of culture from a Performance driven top 

down culture to a Safety and Quality Culture built on commitment by 

leadership of the Trust Board and Senior Management engaging with staff at 

every level of the Trust.”261 

250. The Board and the SMT have demonstrated their understanding of their

responsibility in terms of leading the necessary improvements in governance and

260 WIT-100547 
261 TRU-303682 
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culture in order to provide reliably safe high quality patient care. During the period 

of the Inquiry, they have demonstrated insight and confirmed their appetite for 

learning and improvement. They have recognised both the challenges and 

benefits of the programme of improvement that has started at the Trust, as have 

many of the staff who gave evidence to the Inquiry. More detail on the specific 

issues is given in the remaining sections of this chapter where the governance 

arrangements in the Acute Directorate and urology are considered in more detail 

and where the approach to SAIs at the Trust is outlined and discussed. 

The governance and clinical governance infrastructure in the Trust’s Acute 
Directorate and the Urology Department 

251. The Trust Board holds responsibility for establishing and overseeing governance

frameworks essential to the provision of high-quality care. The Medical Director

serves as the principal advisor on clinical governance, offering guidance,

expertise, and constructive challenge to the SMT, all under the strategic direction

of the CEO.

252. The Medical Director, as the Responsible Officer, is accountable for upholding

professional standards among physicians and surgeons. This responsibility is

further detailed in this Report's observations regarding medical management and

leadership.262 In addition, Medical Directors play a key role in guiding and

fostering the growth of medical leadership within the organisation.

253. The responsibility for developing clinical indicators that provide a measure of

quality was articulated in the job description of the Medical Director263 and

reflected in the job descriptions of AMDs264 now renamed Divisional Medical

Directors.

262 See Medical Management and Leadership chapter 
263 TRU-101577 to TRU-101585 
264 TRU-02262 to TRU-02267 
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254. The Director of Nursing would normally work alongside the Medical Director to

advise on all issues related to quality of care and would have a particular interest

in a range of metrics which are set out to monitor harm. In nursing, measures

associated with failures of care include, for example, pressure ulcers and falls.

255. There has been longstanding recognition that governance in health and social

care must be integrated so that quality, safety, strategy, finance and operational

matters are all considered in a balanced way,265 which means that clinical

governance is the responsibility of the whole Board and must operate in a

connected way from services up to senior levels.

256. In the Trust, the main control of the components of clinical governance was

devolved to directorates. This came about following the 2010 governance

review,266 although some oversight from the corporate team was retained.

Following the appointment of Dr O’Kane as Medical Director and Mr Devlin as

CEO, there was recognition of the need for more corporate oversight and support

for clinical governance as well as more investment in governance in directorates,

as discussed earlier in this chapter. They recognised the need for a further review

which was commissioned, resulting in the Champion Report referred to earlier in

this chapter.267

257. The Inquiry sought evidence relating to the way the traditional components of

governance operated at Trust level through to the Acute Directorate and the

urology service. The specific issues revealed during the Inquiry were explored

through the lens of the urology service and the Acute Directorate responsible for

managing urology. Interactions with and direction from the corporate governance

team, the SMT, the Trust Governance Committee and the Trust Board were also

of relevance.

265 HQIP (March 2021) “Good Governance Handbook”. At: https://www.hqip.org.uk/wp-
content/uploads/2015/01/FINAL-Good-Governance-Handbook-Jan-21-V9.pdf  

266 WIT-18704 to WIT-18764, ’A System of Trust’ consultation 
267 See paragraphs 59 and 113 

https://www.hqip.org.uk/wp-content/uploads/2015/01/FINAL-Good-Governance-Handbook-Jan-21-V9.pdf
https://www.hqip.org.uk/wp-content/uploads/2015/01/FINAL-Good-Governance-Handbook-Jan-21-V9.pdf
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258. The operational managerial structure at the Trust gave delegated authority to the

Acute Director for the operational, financial and clinical performance of this large

directorate which included urology. This directorate had a sequence of meetings

at directorate, division and service level and included mechanisms for escalating

issues as required. The Inquiry heard, however, that some significant issues were

not escalated.

259. Recognising that there were gaps in assurance, the CEO, Mr Devlin, appointed

in 2018, set up a weekly governance meeting to share learning more effectively

across the Trust. This model is still developing with the understanding that it will

improve sharing, learning and improvement actions following significant events.

An example agenda seen by the Inquiry268 indicates the broad suite of

information that is now shared at SMT level on a weekly basis. The

implementation of this meeting is one part of the improvements in the oversight

of quality and safety that were referred to in the Trust’s closing submissions and

about which the Inquiry heard evidence from Mr Devlin and Dr O’Kane. Sharing

information in this way signalled a new approach and was the start of a broader

programme of work that was set up initially to implement the recommendations

made in the Champion Report and was developed further as a response to this

Inquiry.

260. This weekly meeting ensured that there was more emphasis and more formality

in the senior team discussions around governance issues. Previously there had

been many discussions and interactions at SMT level including some specific

meetings, for example in 2009, as referenced in the MHPS chapter, and also

mentioned in this chapter.269 Mr Devlin recognised that a greater sharing of

perspectives and more rigorous reporting was required.

261. Boards, managers, clinical staff and patients, expect clinical care to be provided

according to the best available evidence to achieve the best possible outcomes.

This is also a professional duty for clinical staff. There is an expectation that

268 TRU-392692 to TRU-392693 
269 See paragraphs 117, 173, 243, 259, 271, 289 and 410 
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objective measurement and assessment should be used to provide assurance 

that the care given is effective, safe and patient centred. Therefore, systems of 

measurement and analysis are required so that clinicians, managers, services, 

departments, directorates, Trust Boards and, increasingly, patients and families 

can understand what standards of care are being achieved. 

262. The Trust recognised that one of the important methods for assuring the

effectiveness of care is to ensure that clinicians follow guidelines set out by their

professional bodies and national bodies such as those set out by the National

Institute for Clinical Excellence (NICE), the various Royal Colleges, specialty

bodies, regulatory bodies such as RQIA and many others. There was also

recognition that implementation of such standards and guidelines provides

numerous challenges and that governance systems should oversee and report

on the implementation of these standards. There is a need to accurately record

the dissemination of guidance, appoint CLs to advise on the practicality of

implementation and assure a process of adoption. It is important to establish a

method for gathering evidence so that compliance with standards is in place.

Clinical guidelines featured in reports at Trust level and through the layers of

management to the services. However, the audit required for assurance was not

necessarily in place. The need to audit guidelines was emphasised in the

Champion Report where there was reference to the IHRD Recommendation

number 78 which states that “Implementation of clinical guidelines should be

documented and routinely audited.”270

263. Various witnesses spoke of efforts to improve assurance and about

documentation regarding the dissemination of guidelines over the years but

recognised problems in terms of allocating CLs271 and providing assurance that

the guidelines were being followed through audit.272 Mrs Reid spoke of the need

to refocus audit so that there was resource to focus on standards and

guidelines.273 While the Trust recognised the importance of the need for such

270 WIT-46990 
271 See evidence of Dr Boyce at TRA-05873 
272 See evidence of Mrs Kingsnorth at TRA-06518 
273 TRA-07458 
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assurance, the volume of guidelines and the limited resource, resulted in a 

reliance on services reporting back if they saw a guideline as problematic. 

Although the Urology Department did not report back with any problems with 

guidelines, the Inquiry received evidence that in the Urology Department key 

agreed guidelines were not always followed and the degree of deviation from 

these was not always recognised, or escalated for corrective action when it was. 

264. This is described later in this chapter and in Clinical Aspects chapter, but it has a

wider relevance in terms of possible gaps in assurance in other specialties.

265. Part of the reason that the scale of the problem was not appreciated was a lack

of regular audits in this area. The deficit in clinical audit prior to the launch of the

Inquiry was highlighted by many staff at different levels and is discussed further

in the context of urology at paragraphs 141 to 142 and in the Clinical Aspects

chapter.

266. Historically (as referenced in paragraphs 94 to 96) it appears that audit functions

had not been prioritised during times of financial austerity at a time when

increasing numbers of guidelines would have actually increased the demand for

resources in this area.

267. An enhanced audit function has now been implemented in urology and was

described as “a massive improvement” by Mr Haynes.274 The improved audit in

relation to MDT tracking was described by Cancer Services.275 A heightened

focus on audit was observed at the Governance Committee276 following the

introduction of an audit strategy developed by Dr Khan in 2018277 and further

supported and strengthened by Dr O’Kane during her tenure as CEO.278 Ongoing

improvements in governance referred to throughout this chapter are expected to

foster greater curiosity and more thorough scrutiny regarding standards of care.

274 TRA-11488, line 14 
275 TRA-05727 
276 See evidence of Ms Leeson at TRA-10225 
277 WIT-91288 to WIT-91308 
278 TRU-305373 to TRU-305400 
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However, it still remains necessary to establish a clear connection between audit 

processes and systematically monitored improvement initiatives in order to fully 

realise the benefits of audit activities. 

268. Measuring the clinical outcome of care is another way of assessing effectiveness.

This is an area where patients and the public might expect relevant information

to be available. Developing the right measures of outcome is not a simple matter

because not all outcomes are amenable to formal measurement in a meaningful

way. Often proxy measures for outcomes may be possible. These are measures

of processes that are known to improve outcomes (for example, patients with

stroke have a better outcome if most of their time in hospital is spent in a stroke

unit rather than a general ward and the time a stroke patient waits for a CT brain

scan is very important, as is the time a patient with a fractured femur waits for

surgery). These kinds of measures are often used in national and other audits.

The Trust did support national audits in some specialties but there was no regular

report of clinical outcome measures across specialties.

269. We heard evidence that there were information governance issues preventing

participation in some national audits in urology such as those recommended by

the British Association of Urological Surgeons. We were told that this was a

Northern Ireland wide issue relating to information governance regulations279 and

that resolution would require legislative change. The exact extent of this problem

was unclear.

270. The Inquiry did not see any evidence that there had been a sustained programme

to develop and track clinical outcome metrics at Board or any other level in the

Trust, but noted that the aspiration to set metrics for each specialty was set out

by the CMO in the Northern Ireland Quality Strategy 2020.280

279 See evidence of Mr Haynes at TRA -01399 and Mr May at TRA-12339 
280 See: The Department of Health, Quality Strategy (2020) at: https://www.health-

ni.gov.uk/topics/quality-2020  

https://www.health-ni.gov.uk/topics/quality-2020
https://www.health-ni.gov.uk/topics/quality-2020
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271. The measurement of harm was a matter for significant attention at Trust level,

directorate level and service level. This largely took the form of various reports

covering incidents and complaints and sharing of the outcomes of the

investigations of SAIs. The responsibility for action and delivery for these matters

generally rested with the directorate, although in recent years there has been

much more emphasis on the sharing of SAI investigations across the Trust. This

is addressed in the weekly governance meeting for the SMT.

272. As discussed in the SAI section of this chapter, the Trust has indicated it

understands the need to move to more thematic presentations at the meeting in

order to highlight recurrent themes in harm and facilitate learning and

improvement. This is reflected by evidence provided by Dr O’Kane in the SAI

section of this chapter.281

273. Ensuring safe and effective care involves clear communication with colleagues,

patients, and their families. This includes accurate clinical note taking, proper

recording of information in correspondence with both colleagues and patients,

and documenting details related to treatment plans and follow-up test results. It

also involves managing the governance of information transfer and storage so

that access is limited to those who require it, information is available when

needed, and the risk of breaches of confidential data is minimised.

274. It is important that, where possible, standards are set for these issues and

compliance against them is measured in an accurate and meaningful way and

fed back to individuals and departments so that corrective action can be taken

when required. The Trust struggled to provide automatic regular data relating to

many of these matters so that, omissions in the dictating of clinical letters and the

failure to read and act on the results of investigations for example, were not

automatically detected. The Inquiry notes that since the introduction of the

regional electronic health record system “encompass” in May 2025, oversight is

281 TRA-11796 and paragraph 513 below 
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improving in a number of areas. For example, regarding the sign-off of results. 

More is said about this in the MHPS and Clinical Aspects chapters. 

275. Patients were not routinely provided with all the written information they needed

to be effective partners in their treatment and did not routinely receive copies of

letters about them as referenced and discussed elsewhere. There was no policy

to mandate this at the Trust or in Northern Ireland.

276. Although the Trust had policies relating to the storage and tracking of notes, there

were information governance issues relating to the transport of notes outside the

Trust and the inappropriate storage of notes at Mr O’Brien’s home as discussed

later in this chapter and elsewhere in this Report.282 These issues were not

formally quantified until the lead up to the MHPS investigation, were not

escalated and were not reported as information governance breaches.

277. Mechanisms to assure oversight of the totality of these issues at SMT level and

assurance at Board level are needed. Equally, the implementation and monitoring

functions need to be embedded at service level. This area of information

governance did not feature in regular reports to the Governance Committee and

indeed was not highlighted in the review of governance by June Champion.283

This is an example of an area where senior members of the Trust were unaware

of a problem because it was not reported and not recognised as important

enough to report, yet hundreds of patient records were inappropriately stored at

a private residence and administrative staff, managers and doctors knew there

were problems.

278. The main standards for communication relevant to this Inquiry relate to the

dictation of letters in a timely way, the written communication to patients and

colleagues and the recording of outcomes from clinics used to allocate patients

to waiting lists. Although there are professional standards for doctors in these

areas, clear Trust standards would probably be useful and certainly a clear Trust

282 See MHPS and Clinical Aspects chapters 
283 Champion Report at WIT-00507 to WIT-00565 
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and Northern Ireland policy regarding communications with patients would be 

helpful. 

279. Another area of relevance to the Inquiry relates to the assessment of what is

written in medical notes. For much of the period leading up to the Inquiry notes

were in written form, but gradually more and more electronic noting was used.

The Royal College of Surgeons review referenced earlier in this chapter also

commented on some deficits in the standard of note keeping. The Inquiry has

seen evidence that attempts have been made to find a methodology that would

be suitable for auditing electronic records but progress on this was not presented

as evidence.284 The quality of medical note keeping is a general cause for

concern in many Trusts. Good Medical Practice (GMP) mandates

contemporaneous recording of consultations. The specification of what is actually

recorded, in what detail and with what clarity, will continue to be important as

electronic records evolve. Some of the basic standards of recording will be

assisted by electronic records (such as the date, identity, designation of the

doctor or nurse making the entry). Typed entries also abolish the problem of

difficult handwriting but there will always remain a grey area relating to how well

conversations and decisions are documented.

280. Historically the written note entry was usually supplemented by written letters

routinely provided after each clinical consultation. This letter might include, for

example, more information about the rationale for the decisions made and more

information concerning the treatment plan and prognosis. The practice of writing

directly to the patient introduced on the recommendation of the Academy of

Medical Royal Colleges (AoMRC) in many Trusts in England has altered the form

and content of correspondence. Language must not only be clear to patients but

also provide the correct medical terminology for colleagues involved in the care

of that patient. Clear letters after consultations, procedures and investigations,

fulfil the element of GMP which mandates good communication with colleagues

and patients. It is likely that ways of auditing and if necessary, improving all

284 See Royal College of Surgeons Action Plan at TRU-304948 to TRU-304965 
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aspects of record keeping in the age of electronic patient records will need to 

evolve. It would be helpful for Trusts to have policies regarding the standards for 

doctors that combine the various components of recording and communicating 

decisions and opinions concerning patients. 

281. All staff have a duty to follow Trust policies and procedures, and critical policies

need to be monitored with assurances sought where required. Triage is an

example of a critical process to ensure the most urgent patients are seen most

quickly. The Trust set an overall expectation that triage would be completed as

needed in line with access policies. Departments set criteria to describe who

should do this and within what timescale. The methodology of triage in a

speciality is generally a matter for the medical staff to consider and agree. In

urology this caused some controversy because of the difficulty that Mr O’Brien

had in completing triage.285 In this situation, regular information provided to

individuals and departments would assist in identifying difficulties and taking the

necessary corrective actions. It is critical that there is open communication

regarding problems, where continued significant failure to perform what might be

regarded as a basic duty, such as triage, puts patients at risk. If such problems

cannot be resolved at departmental level, then one would expect formalised

action and an escalation of the issues to a Trust Board Committee. This did not

happen early enough despite a long history of known problems in urology. This

is discussed in the MHPS, Clinical Aspects and Medical Management and

Leadership chapters. Witnesses at all levels acknowledged this failing and were

open to considering how things could be improved.

282. More is said about what improvements have been implemented by the Trust later

in this chapter and in the Clinical Aspects chapter. The Trust has established

policies and procedures relating to various issues raised during this Inquiry.

These include, for example, a policy regarding the transfer of private patients

treated outside the Trust to the health service and a policy on the use of glycine

during prostatectomy. In addition, the Trust wrongly assumed that basic

285 See MHPS and Clinical Aspects chapters and later in this chapter 
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professional responsibilities and standards of practice set out by professional 

bodies and specialist associations would be met. In specific cases mandates for 

action were put into place because of identified problems. An example of this was 

a written reminder to medical staff of the need to consistently review and respond 

to investigations they have requested.286 This is an accepted duty and is in line 

with general guidance in this area.287 Evidence presented to the Inquiry indicated 

that compliance with Trust policies or standard practices was not consistently 

enforced through joint operational and medical leadership. 

283. The Inquiry considers that adhering to some policies and guidelines were

regarded as optional by some in the Trust which may suggest limited staff

engagement with organisational objectives. This highlights the need for

discussions about organisational culture and development.

284. The risk of patient harm in healthcare is very high; it is crucial therefore that

patient safety should be the paramount consideration of services at all levels, for

all staff. It should be emphasised in all discussions and brought into the design

of all systems, so that the risk to patients is reduced as far as possible. The

evidence to the Inquiry suggests that the emphasis on this was not as clear as it

should have been. This deficit was acknowledged by Dr O’Kane who described

this as a guiding principle in the Trusts revision of governance processes and

overall.288

285. The approach to harm or risk of harm is a marker of how seriously this often-

espoused focus on safety is a reality in practice. At Trust level this was

considered at the Governance Committee, which received reports on a number

of high-level safety metrics which tracked harm events or compliance with

measures to reduce harm. This committee also received reports on SAIs as well

as complaints. At this Trust, as in most trusts, there were improvements in

reporting these various indices over a number of years, notably after Dr O’Kane

286 AOB-00283 to AOB-00284; WIT-27897 to WIT-27898 
287 See Clinical Aspects chapter 
288 TRA-11609, lines 16-22; See also Medical Management and Leadership chapter 
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was appointed as Medical Director in 2018 and in response to the work of the 

Inquiry. Some of these were described by Ms Mullan, who also indicated a 

commitment to continual improvement and improvements in the way the 

Governance Committee worked.289 She gave some examples regarding 

oversight of SAIs.290 These improvements were also referenced in the Trusts 

closing submissions. This area is considered further later in this chapter. 

286. One of the areas recognised by the Trust as important in terms of learning from

harm related to the support for Mortality and Morbidity meetings. These evolved

and improved but equally it was recognised that the sensitivity of these to levels

of harm in individual specialties may not suffice. Hence there was need for

improved ways of using data and indicators of clinical outcome and quality.

Dr O’Kane understood that supplying the necessary data to underpin

measurement in these areas is challenging and referred to the need for investing

in data management.291 This was a specific workstream in the considerations of

the ERG.292

287. The safety metrics reported at the Governance Committee were also considered

at directorate level and were relevant for inpatient care. This shows a degree of

connectivity now flowing from service level to the Board.

288. These indices were largely related to nursing care on wards. However, a large

amount of patient care is delivered in outpatients and, for specialties such as

urology, there did not appear to be regular consideration of an agreed range of

measures that would provide a useful overview of the quality and safety of that

service. The discussions at service level were generally limited to considerations

of harm from SAIs or other clinician reported problems or local audits which were

self-directed. The design of suitable measures for each service is not a simple

matter, but the Trust should ensure that the Medical Director has the resources

to lead, facilitate and direct systematic consideration of information to develop

289 TRA-09955 
290 TRA-09975 
291 See paragraph 96 above 
292 TRA-11633 
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suitable metrics with full engagement from services. This was not in place at the 

time of the Inquiry. 

289. Incident reporting is a recognised way of reporting harm or possible harm. The

Datix system is used at this Trust as in many other trusts. The way this operated

in urology, and the Acute Directorate, will be considered later in the chapter.

Incident reporting was considered in varying levels of detail at the Trust

Governance Committee but most of the actions relating to SAIs were devolved

to directorates, where action resulting from these incidents was shared and

discussed. The effectiveness of implementing these actions will be considered

separately under the SAI section of this chapter, but all witnesses acknowledged

that it was not possible to follow up on all the actions recommended after SAI

investigations. This was also acknowledged by Dr O‘Kane who highlighted the

importance of bringing actions into themes to facilitate actions at directorate

level.293 The Inquiry noted, as discussed earlier in this chapter, that discussions

at Trust Board level did not generally provide enough challenge and oversight

until recent times. Improvements in oversight were described at SMT level,

through the weekly governance meeting294 and at the Governance Committee

with improved information flows facilitating more challenge.295 This is discussed

earlier in this chapter.296

290. The management of complaints was primarily delegated to directorates. High-

level data was collected thematically at the directorate level and presented to the

Trust Governance Committee. Further observations regarding this process can

be found below in relation to urology and the Acute Directorate. At the Trust level,

there is evidence of an increased focus on learning from complaints, and an

improved involvement of patients and families in addressing serious complaints.

There was reference to quarterly meetings with the Ombudsman and the Patient

293 TRA-11796 
294 See evidence of Dr O’Kane at TRA-11610 to TRA-11611 
295 See evidence of Ms Mullan at TRA-10225 and TRA-10227 and Ms Leeson at TRA-10286 
296 See paragraphs 125, 257 and 267 
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and Client Council (PCC) as well as the appointment of family liaison officers297 

and Dr O’Kane discussed the revised approach.298 

291. In seeking to improve processes including complaint handling, the Trust has

devised a table which tracks recommendations from Internal Audit reports. This

table is a useful and important way to check that there is appropriate action in

relation to recommendations from each audit – in this case the complaints

procedure that is discussed by the SMT at regular intervals.299 However, given

the importance of engaging patients and families, and considering their evidence

provided by them to the Inquiry,300 the Inquiry is of the view that an even broader

approach should be considered. The Inquiry believes that support at the Trust

Board level for improving responses to concerns, complaints and enquiries

should be fully explored.

292. Patients and families can offer valuable contributions to service improvements

and often appreciate the opportunity to participate in this area. This was clearly

demonstrated by Patient 5’s daughter in her evidence to the Inquiry.301 Early and

meaningful involvement of patients in the complaints process, as well as a move

away from formulaic responses, would likely yield positive results, but this

requires appropriate investment, support and oversight.

293. The Trust Board, the Governance Committee, the SMT and the Acute Directorate

and where necessary, service departments, also considered evidence from

external reports with a view to discussing the implications for the Trust. The range

of material to be considered was very wide. Covering all topics in adequate detail

and ensuring appropriate actions were taken and followed through, was a

challenge recognised by all the witnesses and accepted by the Inquiry. The

Inquiry noted that the Trust used recommendations tables, including the ongoing

297 TRU-306448 
298 TRA-11862 to TRA-11865 
299 See illustrative table at TRU-360982 to TRU-361007 
300 See Patients chapter 
301 See Patients chapter paragraphs 312 to 349 
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report on Internal Audit recommendations, which they updated after action as a 

useful tool for tracking progress.302 

294. There had also been a general recognition of the need to improve the way risk

registers and incident reporting were used as tools for improvement. This is

another area where there was a need to have a corporate steer but continued

ownership at service level. Mr Haynes commented for example that:

“it is my view that the concerns related to the capacity:demand mismatch are 

not reflected adequately on the Risk Register.”303 

In his view this major risk to patients was not articulated in a way that really 

emphasised the extent of the clinical risk associated with long waits for 

investigation and treatment. He had, for example, made efforts to draw attention 

to the scale of the risk in emails, conversations and presentations.304 This email 

trail demonstrates a missed opportunity to at least highlight the risks he outlined 

on the Risk Register. 

295. Dr O’Kane in her evidence, in response to a question from Mr Hanbury, admitted

that there had been no consideration given to harm reviews for patients

languishing on waiting lists:

“Q. In the same sort of line, obviously as surgeons we are very worried about 

patients being on the waiting list for a long time and, obviously, they had 

come to harm and they are not necessarily seen back in clinic to make 

sure they are all right.  And there are initiates for potential harm reviews 

after, say, a certain length of time, say a year or something. Is that 

something that you brought in or you would like to see happen? 

A. I'm not sure whether they have -- I know that I hear mention -- and I

haven't thought about this specifically -- I know that I hear mention of

302 See paragraph 290 above 
303 WIT-53922, paragraph 51.6 
304 WIT-14333 to WIT-14337 
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patients that they are concerned about as being long waiters that they 

have checked up on.”305 

296. She and others clearly recognised the risks to patients relating to long waits, but

the Inquiry could not find any evidence that anyone articulated any plan to

formally assess harm for individual patient cases and bring that into discussions

with commissioners of services. Ms Aldrina Magwood, Director of Performance

and Reform, was asked about the assessment of harm on waiting lists and stated

that the idea of assessing this had been raised by Mr Haynes but that it had not

been followed through:

“Mark Haynes had done a piece about do you contact people who have been 

essentially languishing on the waiting list for a long time, but it was quite 

morally distressing even for clinicians to do so when you had no solution for 

how you were going to be able to see them and when.”306 

297. Dr O’Kane described that recently the Trust had developed a better coordination

of efforts to consider risk. Once a month the SMT meets to consider risk and

assurance issues bringing a number of reports together. She told the Inquiry:

“risk and assurance meeting once a month over the last few months in the 

Senior Leadership Team, and basically that brings together a lot of the quality 

and safety concerns that are then brought into Governance Committee. So 

that again, based on the layers of feed that come up through the weekly 

governance reporting, the governance reports from the individual divisions and 

directorates into that meeting, and then to go to our monthly pull together 

essentially of all of our governance business within one large senior leadership 

team meeting, we then also feed this into the governance meeting of the 

Trust.”307 

305 TRA-01586, lines 12-25 
306 TRA-06067, lines 8-13 
307 TRA-11683, lines 11-22 
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She also described improvements in relation to understanding of risk registers 

partly through the new processes aligned to the monthly meeting.308 

298. The Trust has invested resources in quality improvement and there were

descriptions of some positive investment resulting in service improvements.

There was no evidence however that this resource was targeted to areas with

problems or clinical risk, or that it was linked with audit in any way. Some staff

thought that the resources previously allocated to audit had moved to quality

improvement. In any case, it would be helpful if there was clarity in terms of an

agreed vision for improvement, set out in an overarching strategy that described

how resources could be targeted to improve care and fulfil the Trust vision. The

Inquiry understands that this is now in progress with the appointment of a director

of transformation and improvement who will take forward the key learning from

this Inquiry.309

299. The Urology Department had the benefit of a charity set up by Mrs Brownlee and

Mr O’Brien. This charity CURE provided educational grants and was intended to

stimulate and support research and education. The Inquiry was provided with

evidence that the department benefited from this in terms of funding training for

individual members of staff including nurses310 and registrars who could

complete clinical research projects.311 There was, however, very little evidence

of active consultant led research in the Urology Department, in particular

participation in clinical trials which are particularly important in advancing the

treatment of cancer, was largely absent. This is another area where an overall

Trust strategy would have been of benefit. The Trust has now published a revised

Research and Development Plan available on the Trust website where

Dr O’Kane made the following comment in the introduction to the document:

“In the Southern Trust we recognise that when a health trust is research-active, 

there is improved performance and patient experience and better staff 

308 TRA-11850 
309 TRA-11639 
310 WIT-82482 
311 TRA-12650 
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recruitment and retention, when compared to low levels of research 

engagement.”312 

300. When the Medical Director and the Board were directly and sufficiently informed

of a serious risk to patient safety, this was discussed and actions agreed. This is

described in the MHPS, Clinical Aspects and Medical Management and

Leadership chapters of this Report. Notably the response to this Inquiry was

effectively led by the Medical Director with full involvement of the Trust Board and

included a desire to embed immediate learning. Evidence of this was provided in

oral hearings and closing submissions.

Clinical Governance in the Urology Department and the Acute Directorate 

301. The Acute Directorate was a very large directorate divided into Divisions each of

which included a number of specialties. The Acute Directorate covered

Unscheduled Care across specialties: Acute and Elective Care in Surgery;

Medicine; Obstetrics and Gynaecology; as well as both Functional and Clinical

Support services; Pharmacy and Cancer. Urology was a specialty within the

Surgical and Elective Care division which also included Theatres, Anaesthetics

and Intensive Care. Other directorates reporting to the CEO included Mental

Health and Disability Services, Children’s and Young Peoples Services, Older

People’s Services and Primary Care.313 The Inquiry was provided with Trust

organisational charts.314

302. The Director of Acute Services was responsible for operational management,

finance and governance, supported by Assistant Directors and AMDs (now

referred to as Divisional Medical Directors). Nursing staff also played an

important role in governance oversight supporting the specialty teams as

required.315

312 SHSCT “Trust aims to make research ‘everyone’s business’”, (October 2024) At: 
https://southerntrust.hscni.net/trust-aims-to-make-research-everyones-business/ 

313 WIT-97068 
314 TRU-02065 to TRU-02125 
315 The structure for the Acute Directorate Surgical Division oversight of governance is shown at 

WIT-32266 

https://southerntrust.hscni.net/trust-aims-to-make-research-everyones-business/
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303. The business of the directorate was conducted through a series of formal

operational meetings attended by operational managers, and a range of more

informal meetings with operational or senior clinical staff, where a range of

operational or governance issues could be discussed, as well as by a monthly

Acute Directorate Governance meeting attended by both operational and clinical

staff. These meetings were supplied with a range of reports from the various

groups of services in the directorate. The Director of Acute Services could

escalate matters for discussion at the SMT or the Trust Governance Committee.

The AMD could escalate professional or serious quality issues to the Medical

Director. Professional nursing issues could be escalated directly to the Director

of Nursing.

304. The range of services included in this directorate was broad and complex and

the pressures on all aspects of these services were significant and increased in

severity up to, during and after the Covid 19 pandemic. The Inquiry formed a view

that the scope of this one directorate and the scope of some of the component

divisions was a major challenge and noted that the Trust had recognised this and

had divided the Acute Directorate into sections in relation to overseeing

governance. Dr O’Kane stated:

“At the operational governance level then, as part of the reaction to what went 

on before and a realisation that the Acute Directorate was too big to function 

properly, when I became Chief Executive I split the Directorate into Directorate 

for Surgery and Cancer Services, and a Directorate for Medicine and 

Unscheduled Care.”316 

In the lead up to this Inquiry Dr O’Kane also appointed two Divisional Medical 

Directors to the surgical directorate instead of the single AMD who had been in 

post. This was part of wider improvements in medical management including a 

316 TRA-11610, lines 10-16 
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clearer definition of roles. More is said about this in the Medical Management and 

Leadership chapter. 

305. The monthly Acute Directorate Governance meeting was an opportunity for

clinical and operational managers to jointly consider the most pressing

governance issues and risks to patient safety and quality with the support of

governance staff. The Inquiry noted that all the AMDs and Clinical Directors (CDs)

were invited to attend, but time pressures precluded full attendance for these

doctors. This was accepted due to the time constraints on practising clinicians.

Many shared the view of Mrs Melanie McClements, Acute Director 2019-2022.

She told us: “they are busy people”317 indicating a widespread acceptance that

they didn’t have enough time to complete all the required responsibilities.318

306. There was a regular agenda for this meeting covering serious governance issues,

whether these came from national or regional safety imperatives, as well as SAIs

identified and investigated in the Trust.319 There were also regular reports on

complaints, incidents, clinical guidelines and risks and reports from the various

groups of clinical services in the directorate.

307. Complaint management processes were largely focused on adherence to time

frames rather than the adequacy of the response. There was no mandated

independent clinical oversight of responses that involved clinical care, and long

delays were frequent for complex complaints. There was also no culture of

structured and mandated patient involvement in the complaints process which

might have resulted in a more targeted response. The net result of this was that

meaningful learning from complaints leading to effective change could not

necessarily be progressed.

308. Many complaints regarding surgical services were related to waiting times, which

were commonly addressed in standard responses indicating that cancer patients

317 TRA-06779, line 23 
318 See Medical Management and Leadership chapter 
319 See for example WIT-20991 
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are given priority which meant that other patients had to wait. This approach was 

frequently applied due to the widespread nature of the issue. As a result, some 

patients perceived their concerns as less significant, regardless of their level of 

discomfort.320 The Inquiry observed that, in certain cases, submitting a complaint 

led to earlier appointments or procedures as was revealed in oral evidence from 

Mr David Cardwell, Governance Manager, in answer to a question from the Chair 

of the Inquiry: 

“Q.   If I write in and complain, I have been on this waiting list for months, 

years, whatever, what are you doing about it, I would be given an 

appointment within a short period of time? 

A. Yes.”321

The Inquiry is of the view that not only does this approach by his own admission 

not get to the root of the cause, but this process creates disparities for other 

patients with similar health conditions who have not filed complaints. 

309. Many enquiries related to delays in relation to appointments, procedures and

investigations were directed to the medical secretaries rather than through the

complaints process. These were not formally recorded or overseen in any way.

Ms Sarah Ward, Lead Nurse in Surgery and Elective Care commented that some

of the:

““triggers” we would use to highlight an issue, for example, complaints: this 

wasn’t the case for Urology Outpatients, in fact in my entire tenure as Lead 

Nurse I only recall one complaint. I cannot recall the exact nature of the 

complaint but I can remember it was minor and dealt with very quickly.”322 

320 Discussed in Patients chapter, Patient 84, paragraph 80; example of Trust response at TRU-
139064 

321 TRA-07661, lines 15-18 
322 WIT-88539, paragraph 22.6 
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This raises the question as to how well complaints could be used as tools for 

improvements and suggests that the recording of complaints may be incomplete 

in this area. 

310. The Inquiry had the opportunity to hear from patients and families who had

complained about a range of issues and had experienced long delays in

responses, inadequate responses and described the frustrations resulting from

telephoning multiple times without any resolution of their questions or

problems.323

311. This Inquiry is of the view that the complaints process should be improved as to

include better and broader clinical challenge, better involvement of patients and

families, and greater focus on learning. A similar recommendation to improve

learning was made by the Independent Neurology Inquiry in relation to

complaints.324 Many patients would benefit from access to systems that help

patients navigate and resolve operational problems relating to appointments,

delays and advice.

312. As for other governance issues, a balance between corporate advice and

oversight and an agreed Trust complaints policy and local management of

complaints processes would be sensible.

313. The Acute Governance meetings covered a broad agenda, and a number of

witnesses described difficulties in adequately covering the domains of

governance in the directorate and in the monthly meeting. In general, actions

mandated as a result of SAIs were reported to the meeting but could not

necessarily be tracked through to completion. This is discussed further in the

section on SAIs.

314. The Inquiry noted that risks to the delivery of safe services were identified for

many years due to the rising demand for services in the face of limited capacity,

323 See Patients chapter 
324 INQ-10765; INQ-10768 to INQ-10769 
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resulting in long waiting lists in several specialties. However, as noted by 

Mr Haynes the serious risk of patient harm relating to this was not recorded with 

sufficient emphasis on the risk register, was not escalated often enough and was 

perhaps normalised.325 The waits were exceptionally long in urology compared 

to other services as noted in performance reports326 and highlighted to the Trust 

Board as for example in January 2019. The Board minutes state: 

“the longest wait in terms of inpatient and day case waits within Urology at 257 

weeks. Members recognised challenges within Urology regionally. 

Mrs Magwood assured members controls are in place to review and manage 

lengthening access times.”327 

The Department could have taken the opportunity to highlight the risks to patients 

languishing on waiting lists in a more robust way. The Inquiry was aware of the 

Ombudsman report on waiting list communication which reported that 88% of 

patients on waiting lists feel forgotten.328 That report clearly highlighted the lack 

of structure generally in this area. 

315. Risks to quality relating to a lack of assurance on clinical guidelines was on the

risk register in 2010 and remained a risk at the time of the Inquiry.

Mrs Patricia Kingsnorth was the CSCG Coordinator from 21 January 2019 until

her retirement in June 2021. She stated that:

“The workload in Acute Services and Governance was heavy and staff were 

constantly trying to deal with the day to day pressures within busy hospitals. 

There simply wasn’t enough time to do compliance audits regarding the 

adherence to recommendations arising out of all SAIs and complaints. This 

was a limitation. Audits were limited to compliance directly related to patient 

care, for example, audits of surgical site infections and infection rates for 

325 See paragraph 294 above 
326 TRU-91398 waiting times by specialty August 2018 
327 TRU-123906 
328 See: “‘Forgotten’ An investigation into HEALTHCARE WAITING LIST COMMUNICATIONS by 

the Northern Ireland Public Services Ombudsman June 2023. At: https://www.nipso.org.uk/our-
findings/search-our-findings/communications-patients-healthcare-waiting-lists  

https://www.nipso.org.uk/our-findings/search-our-findings/communications-patients-healthcare-waiting-lists
https://www.nipso.org.uk/our-findings/search-our-findings/communications-patients-healthcare-waiting-lists
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patients on ventilators (VAP). Whilst these are important, there also needs to 

be audits regarding the implementation of and adherence to recommendations 

and guidelines to protect patients and provide good standards of care.”329 

All the operational, governance and clinical staff interviewed recognised the huge 

scope of items to be discussed at the Acute Directorate Governance meeting and 

recognised that this limited effectiveness. 

316. Another challenging area was the management of incidents generally. The Acute

Directorate had a weekly Divisional Screening meeting which was the key

decision-making body for making recommendations regarding the classification

of major and moderate incidents. This incident meeting was attended by the AMD

and Assistant Director for the division and by CDs, senior nurses and governance

staff. This group would decide whether some further investigation was required,

whether investigation of patient care was required or whether a full SAI

investigation was required. Those decisions were recorded on very extensive

excel spreadsheets and followed up using that tool. There was often difficulty in

ensuring adequate medical input at this meeting330 with the result that some

decisions were delayed. 331 Mrs Kingsnorth suggested that the process could be

delayed for up to six months because of lack of medical input.332 She spoke of

the pressure on staff workloads; difficulties in using the Datix system and sharing

information between the operational team and the governance team.333 As part

of ongoing discussions concerning the managements of incidents and SAIs, the

Trust should consider how the weekly incident meeting could be improved as

discussed later in this chapter.334

317. Dr Boyce, who took on the role of governance lead in the Acute Directorate in

2017, as an addition to her role as director of pharmacy reflected that:

329 WIT-92056, paragraph 19.4 
330 WIT-92035 
331 WIT-92030 
332 TRA-06616 
333 WIT-92031, paragraph 3.9; WIT-92032, paragraph 4.2 
334 See paragraph 472 
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“the governance arrangements in the Acute Directorate were not fit for 

purpose.” 

She described the Acute Governance Team as: 

“chronically under resourced for the size of the tasks expected of them.”335 

She attributes this to a lack of time for staff to deal with governance issues and 

comments further on the lack of time available for clinical staff: 

“The clinical staff also did not have protected time for governance activities. 

When they were under severe patient flow/bed pressures, as often 

experienced in the Southern Trust Acute Service, the governance activity had 

to be put on hold.”336 

She was one of many witnesses who felt that governance needed more resource 

if it was to work effectively. There was no sense that managers did not understand 

its importance, just that there were competing pressures. 

318. Mrs Gishkori, who was Director of Acute Services from 2015-2020 said that:

“governance was the bottom of the pile, to tell you the truth, in the Southern 

Trust. You know, the finances just weren’t there. We had to work with whatever 

we had. It was all about putting money into front-facing, which was 

important.”337 

319. Mr Ronan Carroll, who was the Assistant Director of Acute Services with

responsibility for surgical services from 2016 until 2024 also confirmed his

understanding of a need to bolster the support for governance as is described

later in this chapter under the section in urology. He sent a series of emails

335 WIT-96620, paragraph 10 
336 WIT-87671, paragraph 43.2 
337 TRA-06868, lines 24-28 
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drawing attention to this in 2017-18.338 Clearly there was a recognition amongst 

senior staff of the urgency regarding this. 

 

320. Many of the matters brought before the Inquiry were not formally raised in the 

Acute Governance meeting. However, since the launch of the Inquiry there has 

been a considerable impetus to improving governance, particularly in relation to 

audit as referenced elsewhere in this chapter. 

 

321. The approach of the Trust and the Acute Directorate to the Inquiry, as described 

earlier in this chapter, has also been commendable339 with significant efforts to 

reduce harm and potential harm to patients. These include: the lookback 

exercise; investment in an improvement post to embed changes following the 

group of nine SAIs that were an impetus for the Inquiry; the formation of the UAG; 

involvement of RQIA; and the setting up of a formal governance structure for 

responding to the Inquiry. It is the view of the Inquiry that the focus on immediate 

learning was hugely assisted by the formation of the ERG under the leadership 

of Dr O’Kane. She assembled a group of experts to act as a critical friend to the 

Trust, and they were able to provide an external focus to help the Trust senior 

team to understand the evidence presented to the Inquiry. Importantly, the 

reference group was not chaired by members of the Trust but included the CEO, 

Medical Director and Director of HROD as well as other key individuals. Four 

workstreams were set up to lead and develop improvements. These were chaired 

by Trust executives supported by their external critical friends. They were 

intended to develop their own workstreams to assist in rapid learning in the 

following areas: Patient Safety & Quality; Governance; Data and Analytics & 

Intelligence; and Culture and Leadership. In addition, they tracked the Inquiry 

hearings and provided feedback to evoke reflections that would inform learning 

for the Trust for the future. 

 

 
338    WIT-14748 to WIT-14750 
339  See paragraphs 42 to 50 
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322. The real time learning at the time of the draft report340 indicates the approach to,

and appetite for, change and is reflected in the evidence to the Inquiry from

Dr O’Kane who advised:

“I have appointed for the next two years in the first instance a Director of 

Transformation and Improvement, who will take forward the outworkings of 

what we've learned, again under those domains that I mentioned earlier in 

relation to this Public Inquiry, but also to look at what is coming out of the 

Neurology Public Inquiry, potentially Muckamore Abbey, you know, any other 

learning that's there. Plus dealing with some of the issues within the Trust in 

terms of how we address specific areas in terms of concerns in relation to 

improvements, such as overcrowding, and all of the ED issues that you would 

hear about. So that's now in place.”341 

323. The Inquiry also noted that in the face of the Inquiry there was significant direct

engagement with the Urology Department consultants and nursing staff in

discussions with the Director of Acute Services, Mrs McClements. She stated

that:

“Regular team meetings were offered at the pace and level that the team 

requested, monthly in the first instance and then scheduled whenever a 

communication needed to be shared. This offer was one of support with the 

spirit of one team working on resolving the issues together, staying united and 

strong and focused on patient safety. Having the Medical Director, Chief 

Executive and Executive Nurse in attendance was an opportunity to discuss 

any concerns among the team.”342 

This significant joint working between senior operational staff and clinical staff at 

service level, gave support and encouragement to the Urology Department who 

340 Summarised at TRU-320457 to TRU-320461 
341 TRA-11613, lines 17-29 
342 WIT-34249, paragraph 544 
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describe improvements following the launch of the Inquiry. This is reflected in the 

Clinical Aspects chapter. 

324. In considering the governance structures in place, the Inquiry noted that there

was no comprehensive regular suite of data used to provide information that

would flow from the component divisions of the directorate to the directorate

oversight meetings. Data on waiting times and ministerial targets did receive

significant scrutiny, but for each service there was no regular report combining

operational performance, governance indicators including clinical outcomes and

patient experience, to provide an overall picture of the service and assist in

‘joining the dots’. Mr Devlin spoke of the need to use what he described as

‘scorecards’ to give oversight and hopefully embed:

“the idea of having indicators that would highlight where potentially things were 

starting to go slightly in the wrong direction, and that would allow the 

Directorate to manage and looking at those safety indicators.”343 

He recognised the need for development in this area which he described as work 

in progress at the time of his evidence in 2023. 

325. The directorate did have an emphasis on tracking harm through incidents,

complaints and SAIs and there were a limited range of safety related metrics

(pressure ulcers, falls, risk assessment for Venous Thromboembolism (VTE),

Early Warning Scores) that were tracked across the directorate. There was,

however, insufficient consideration of an agreed series of metrics that each

service might use proactively to drive improvement and provide assurance.

326. Several issues brought before the Inquiry could have undergone routine review

using agreed metrics if these had been available, either within the urology service

or escalated to the Acute Directorate as needed. It should have been possible to

provide measurement for improvement and assurance around a range of basic

343 TRA-01609, lines 2-6 
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metrics that cover workload as well as any administrative issues which were 

causing concern, such as the time between a clinic visit and a dictated letter and 

the time to triage of referrals reported for all consultants. This could have been 

discussed openly in departmental meetings with managers and consultants. It 

should also have been possible to report on the interval between an emergency 

presentation requiring a stent or a catheter and the definitive procedure that 

needs to follow this. Focussing whole teams on basic performance issues in this 

way can drive ideas for improvement. The Inquiry understands that some of these 

basic metrics can be extracted from encompass and the Trust considers that this 

will potentially improve oversight at directorate and Board level. 

327. There is no doubt that very significant efforts were made to consider all serious

governance matters as fully as possible at the Acute Governance meeting, but

the Inquiry has formed a view that there was simply too much to cover and

insufficient supporting governance functions for this to be secure. Good quality

data could have made this easier so that the discussions could be prioritised and

focused most effectively on making changes to improve processes and standards

of care.

The Urology Department governance structures and functions 

328. The Urology Department was managed on a day-to-day basis by an HOS with

the assistance of a CL, a CD and with input from nursing as required. There were

separate operational and clinical reporting lines to the senior team of the Acute

Directorate which managed a large section of the Trust as described above. The

HOS was responsible for both urology and ear, nose and throat (ENT) and

reported to an assistant directorate manager who reported to the director of acute

services. The CL reported to a CD who oversaw urology and who in turn reported

to an AMD for the Acute Directorate. Governance activity was supported by

managers and lead nurses and by governance posts in the directorate who were

responsible for pulling information together to give an overview of complaints,

incidents, guidelines, safety indicators and patient feedback.
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329. In urology, individual consultants took on the roles of CL, patient safety lead, or

MDT lead as agreed by the team and consultants also subspecialised to take

lead clinical roles within the specialty.

330. The urology service also had key interactions with Cancer Services who provided

coordination to Urology Multidisciplinary Meetings (MDM) for cancer and

monitored cancer waiting times as described in the Clinical Aspects chapter.

331. Issues in urology that needed to be reported to the Acute Directorate would

generally be reported via either medical or operational lines but not as a

combined overall report for escalation. The actions from SAIs involving urology

were, for example, reported at the Acute Directorate Governance meeting and

then discussed at the urology patient safety meeting where ownership and follow

up of the actions usually rested. There was no consistent process for allocating

ownership of actions or overseeing improvement plans. This is described in more

detail in the section on SAIs, and in the Clinical Aspects and Medical

Management and Leadership chapters.

332. At service level the urologists attended several meetings, all of which were

important in the oversight of quality and safety in differing ways. From the

perspective of managing individual patients, the weekly MDT meeting for

management of patients with cancer was a key meeting and one which is of

relevance for the Inquiry.344 The Department also met to discuss pragmatic

departmental issues relating to the organisation and provision of services and

there was a separate monthly patient safety meeting which was the specific place

for discussions about quality and safety. From the evidence received, each of

these meetings were problematic in different ways. This was so even though all

those who gave evidence described relationships between operational and

medical management as good and thought that informal communication methods

seemed to work well.

344 See Clinical Aspects chapter 
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The Urology Multidisciplinary Team 

333. The Urology MDT was set up in 2010 as a result of the development of significant

work relating to improving standards of cancer care and has developed since that

time. There was an assessment of standards against the National Cancer Peer

Review framework at that time. This was set up as a fair quality assurance

programme for cancer services following standards set out in the National Cancer

Manual as part of the UK Cancer Strategy. It was to be used as a tool for

improvement and as such would require that there should be continual

improvement against any gaps in provision. From the beginning this process

identified some key gaps in provision although reassurances were given that

these were being addressed.

334. These gaps were not regularly re-examined or reported at a senior level so that

the provision of cancer care was never looked at in a way that covered both

ministerial targets and quality of care.

335. The Inquiry considers that this presents a gap in a leadership role which would

be the natural remit of the Cancer Directorate where there should be leadership

to direct and refine strategy for services, performance against targets and

performance against key standards of care. This should include a regular

challenge to ensure that stated compliance against peer review standards was

in fact a reality. The importance of this was emphasised by Dr Hughes when he

stated:

“There should have been internal governance as well as external quality 

assurance through peer review.  Any service can have difficulties, any service 

can have problems, but it should have an active and agile governance 

structure to prevent patient harm, and it clearly wasn't there.”345 

The reality was that: 

345 TRA-01990, lines 8-13 
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“they had made returns on the basis of standards to a peer review which were 

not proven to be factual.”346 

336. Although the Urology Department adopted and embraced the MDT concept and

worked to develop a functioning weekly MDT meeting, there were important

issues regarding the Urology MDT meeting from its very inception.

337. These are described in the Clinical Aspects chapter and related to failure to

ensure quoracy of the meeting from the required specialties, difficulty in

establishing the optimum level of interactions with more specialist units and

difficulties in resourcing sufficient nursing input to ensure full implementation of

the key worker role.

338. The MDT administration was coordinated by Cancer Services who also audited

compliance with cancer treatment including waiting times and time to first

definitive treatment. This tracking would have assumed that the prescription of

Bicalutamide 50mg was first definitive treatment which is relevant to the issues

raised in this Inquiry.

339. Cancer Services were not, however, involved in assuring the quality of urology

cancer services and did not support audit beyond time to first treatment. Although

the MDT lead undertook an annual review of the function of the MDT, there was

little challenge from Cancer Services and no annual process to ensure that gaps

in provision or deficiencies against best practice standards were detected. The

need to oversee all cancer MDTs to ensure continual improvement and proactive

assessment of quality was not appreciated by the cancer leadership team.

340. Specifically, no comprehensive audit of compliance of treatment plans with MDT

recommendations was ever considered by the urology team or by Cancer

Services.

346 TRA-01992, lines 12-14 
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341. Mr O’Brien was the MDT lead clinician at inception and was also the Chair of the

NICaN Clinical Reference Group for Urology. He repeatedly raised quoracy

issues, realising that it was necessary to have an oncologist and a radiologist

present at each meeting to ensure a full discussion of treatment options, but that

these two specialties could often not attend. The Urology MDT meeting was

lengthy with large numbers of cases, and the quality of the meeting would have

been enhanced if these specialties were routinely available as is recommended

practice. The scheduling of the meeting was problematic with limited flexibility

from specialists. The designated radiologist was absent for many meetings and

admitted that he scheduled annual leave in a way that accentuated the deficit as

described in the Clinical Aspects chapter. This was not apparently challenged

although it eventually improved with recruitment of additional staff. Accessing

oncology input was another particular problem. The oncologist input was

provided by the Belfast Trust who had difficulty recruiting oncologists and this

became the source of continuing discussion over many years. Although there

was significant awareness regarding these problems, there was a sense of battle

fatigue and acceptance. The urologists attempted to mitigate the problems in

various ways as described in the Clinical Aspects chapter.

342. From a governance perspective it is important to note that the difficulties were

not escalated up through the directorate to Board level committees through the

medical or the operational line from either urology services or from Cancer

Services. One would have expected such a serious quality deficit to have been

raised to the highest level. Dr Hughes commented that:

“proper escalation should have been to Cancer Services then up to the board 

at the level of Medical Director.”347 

In his evidence on this issue, he also commented on the parallel lines of 

management resulting in unclear responsibility. The structures in the Trust should 

have enabled the Acute Directorate responsible for Cancer Services to escalate 

the issues. Driving improvement in this area was complex as there were 

347 TRA-01972, lines 23-25 



Volume 3 – Chapter 4 – Governance 

133 

significant workforce pressures across both oncology and radiology. However, it 

appears that there was no one in overall managerial charge determined to 

address the issues or alternatively to escalate them fully for help and support at 

Trust level. 

343. There was no practice of bringing performance and quality standards for cancer

together in any kind of integrated report. In the case of urology this would have

been useful to highlight the struggles in the specialty. It is perhaps surprising that

the Board was not more curious to know more about the quality of cancer

services, particularly given the long waits and the priority given to cancer patients

in terms of urgency of care. Information could have been provided in the form of,

for example, an annual or six-monthly integrated report to the Board. This could

have included information on compliance with the original Peer Review

Standards supplemented by patient satisfaction scores and details of, for

example, participation in cancer trials and planned improvements against a

cancer strategy.

344. In addition to formal reports to the Board, issues were sometimes raised via

briefings as was the case in relation to urology issues in 2010 by Dr Rankin.

Although Ms Judt, Board Assurance Manager, was of the view that briefings for

the Trust Board lacked “sufficient detail”348 and that:

“the relevance and depth of information that was escalated and shared with 

the Trust Board members, did not provide them with robust assurance that 

concerns had been addressed nor enable them to make any informed 

decisions.”349 

There is no evidence that any briefings were raised with regard to Peer Review 

Standards compliance or issues relating to the MDT in urology. 

348 WIT-62007, paragraph 41.2 
349 WIT-62008, paragraph 43.1 
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345. Following the launch of the Inquiry and the completion of the investigation of the

SAIs that led to the Inquiry, a comprehensive improvement plan to act on and

embed the recommendations from the investigations has been in place and

actions are tracked regularly against it.350 This has certainly improved the

understanding regarding the need to triangulate information and look at the

quality of care provided. It has also highlighted the need for Cancer Services to

be more strongly integrated with the provision of cancer care in specialties.

346. On the subject of parallel lines of management, sometimes known as silos,

Ms Ward, who held various nursing and managerial roles within the Trust, was

Lead Nurse in Surgery and Elective Care from March 2019 to November 2021,

and HOS for Clinical Assurance for the Urology Inquiry from November 2021.

She stated her belief that the presence of silos:

“has been a contributing factor in the issues that have been identified. The 

ability of teams to function in a vacuum, having numerous specialties within 

one team, with line management not aligned to the specific sub-specialties, 

resulted in elements of oversight being missed. The Thorndale Unit provides 

a good example of this: a Urology Outpatient Service, managed by the Acute 

Surgical Directorate, with both benign and cancer specialists, with 

responsibility to Cancer Patients but no oversight from Cancer Services and 

CNS line managed by a Lead Nurse who sits under Surgical Directorate with 

no experience of working within cancer services.”351 

Dr Hughes also referred to the parallel lines of management in his assessment 

stating that: 

“the structures were very poor.  The structures were very much based on who 

the professional was. So, it was the responsibility of nurses one way, and 

350 The last available report seen by the Inquiry, dated 08 March 2024, is at TRU-306489 to TRU-
306514 

351 WIT-88539, paragraph 22.6 
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responsibility for doctors in another direction, and a tendency to say “That's 

not my responsibility”.”352 

The job descriptions of the various leads in Cancer Services did not clearly 

describe how the various roles should work together in relation to leading the 

cancer agenda. The medical management and leadership roles in particular 

lacked sufficient strategic emphasis. This is described further in the Medical 

Management and Leadership chapter. 

Urology Departmental meetings 

347. There were departmental meetings in urology when operational and strategic

issues could be discussed. In practice these meetings were mainly used to

allocate duties on rotas and discuss pragmatic issues, although there were a few

occasions when more strategic development was properly discussed and

supported by senior managers and the AMD. The Inquiry heard that recently,

departmental meetings have been used to discuss practices in light of the Getting

it Right First Time (GIRFT) report.353 There were times when the department met

to agree new patterns of work. This occurred during the meetings following the

2009 regional plan for urology and also when the team agreed to adopt the

consultant of the week way of working which became known as Urologist of the

Week (UoW). They also were important in the response to the directive from the

Department to agree the approach to changing the irrigation fluid in prostate

surgery. Given suitable levers and sufficient leadership, the urology team could

work together to agree solutions.

348. According to the evidence the Inquiry heard, departmental meetings were

generally poorly attended.354 The fact that clinical staff did not apparently prioritise

this meeting is perhaps unsurprising given that clinical staff were overstretched

352 TRA-01971, lines 16-20 
353 TRU-320188 to TRU-320238; TRU-320308 to TRU-320312; TRA-11503, line 4 to TRA-11505, 

line 24 
354 See evidence of Mr Glackin at WIT-42307, paragraph 31.2 and Clinical Aspects chapter 

paragraphs 376 to 377 
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operationally. When contentious issues were raised, they were not necessarily 

resolved. Clearly there was a difficulty in medical leadership at service level and 

beyond. Key issues were not openly discussed, with the result that, despite their 

obvious commitment to service, the urology team could not pull together as 

effectively as it should have. 

349. The Inquiry is of the view that the culture of medical management and leadership

at departmental level was unduly influenced both by senior clinicians and

deference to their seniority. Contentious issues were in effect left to fester. In this

situation strong medical and operational leadership set up in combined meetings

supported by regular data would have served the Trust and urology patients

better. This problem was compounded by wider issues in medical leadership and

management which are discussed in the Medical Management and Leadership

chapter.

Urology patient safety meeting 

350. There was a regular opportunity to discuss patient safety and clinical governance

issues in urology at a specific meeting which evolved over a number of years.

From a traditional morbidity and mortality meeting where consultants identified

cases to discuss, it became a more comprehensive meeting to cover safety and

quality issues chaired by a consultant Patient Safety Lead. There were a variety

of mechanisms for populating an agenda for items for discussion at the meeting

which would typically include the dissemination of alerts and new clinical

guidance from the Acute Directorate Governance meeting, as well as incidents

within urology and relevant audits. The urology service could escalate issues to

the Acute Directorate although in general it was not entirely clear how such

escalation should occur. If there was escalation it seemed to proceed up either

medical or operational lines but not as a specific report for escalation.

351. The actions from SAIs involving urology were, for example, reported and agreed

at the Acute Directorate Governance meeting and then discussed at the urology

patient safety meeting. However, ownership and follow up of the actions was not
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always clear. The following exchange between Inquiry Counsel and the current 

patient safety lead, Mr John Paul O’Donoghue, makes this clear: 

“Q.  But how does what is discussed at the Patient Safety meeting translate 

into real practical effective action, what is the join between the PSM 

meeting and what's discussed there and what needs to happen? 

A. Well, one, it all goes back to the Clinical Governance team. It is

disseminated to various people, management plus the Urology team.” 355

He was unable to articulate a precise pathway for action, stating: 

“I suppose the patient safety meeting can make recommendations and inform 

the appropriate people, but it can't police it.”356 

There was no consistent process for allocating ownership of actions or 

overseeing improvement plans from this meeting, even when there were 

recurrent incidents of the same type and recurrent incidents should have merited 

an improvement plan. This is discussed further under the section on SAIs and in 

the Clinical Aspects and Medical Management and Leadership chapters. 

352. Recently, recurrent incidents relating to ‘forgotten’ stents which continued up to

and during the period of the Inquiry and were the subject of an Ombudsman

decision,357 were discussed more fully and improvement work was instigated in

earnest. This had been discussed on numerous occasions over the preceding

years but changes in practice and operational systems to prevent the harm that

occurs when stents are left in too long had not put been in place. This is surprising

as this issue is well recognised in urology globally. The issue of stents is

discussed in the Patients chapter and the Clinical Aspects chapter.

355 TRA-08487, lines 11-17 
356 TRA-08490, lines 15-17 
357 Northern Ireland Public Services Ombudsman (2026). “Investigation of a complaint against the 

Southern Health and Social Care Trust”. At: https://www.nipso.org.uk/our-findings/search-our-
findings/failure-remove-stent-caused-permanent-damage-patients-kidney  

https://www.nipso.org.uk/our-findings/search-our-findings/failure-remove-stent-caused-permanent-damage-patients-kidney
https://www.nipso.org.uk/our-findings/search-our-findings/failure-remove-stent-caused-permanent-damage-patients-kidney
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353. The patient safety meeting leadership would have benefitted from guidance to

clarify responsibility for action after SAIs. Robust monitoring of actions following

SAIs is a critical part of incident management and without it there is likely to be a

continued failure to learn and act. More is said about this later in this chapter.

354. In general, there was good use of directive action from directorate management

to the service, but the feedback loops up from the specialty to the directorate

were not clearly prescribed. The Inquiry noted that some specific safety issues

were explored in detail and resulted in clear guidance to change practice. These

included the introduction of bipolar prostate resection with saline as mandated

via a directive from the Medical Director’s office and the mandate to look at and

act on results which resulted from agreed actions following a serious adverse

incident.358 In both cases, however, methods of feedback that would have

indicated poor compliance were not effectively in place.

355. The risks to quality of care in urology were not specifically discussed with a view

to suggestion of proposed mitigations or escalation. This is despite that fact that

the Inquiry is in no doubt that the clinicians and managers in the specialty were

constantly striving to provide a service in the face of a capacity and demand

mismatch.

356. A number of witnesses reported a lack of clarity regarding how the actions taken

as a result of incidents reported through Datix were communicated back to the

team with little feedback in evidence. This echoes the issues reported in the

Duffin Inquiry in 2017 and is discussed further in the section on SAIs in this

chapter.

357. The patient safety meeting in urology was not supported by a regular suite of

data relating to clinical outcomes that could be used to focus discussion, provide

assurance and drive improvement. This deficit was recognised by

Mr Anthony Glackin who stated that:

358 See MHPS, Clinical Aspects and Medical Management and Leadership chapters 
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“So if you don't know what your outcomes are like you don't really know if 

you're doing a good job, and if you don't ask the patients what their experience 

is then you're not going to know whether or not the patients thought you were 

doing a good job.  So you have to collect the data to know that.”359 

He went on to speak of some improvement in this area recently. He specifically 

mentioned audit as an important source of outcome data and highlighted 

improvements in audit support for the patient safety meeting.360 In oral evidence 

he also spoke of important improvements in the availability of basic data for the 

departmental meeting and congratulated the new HOS for providing this as a 

basis for discussion.361 

358. The focus on clinical audit at the Trust generally and specifically in urology had

been poor at the time the Inquiry was launched, and this deficit was recognised

by the urology consultants as well as by members of the SMT as previously

described. Dr O’Kane spoke of supporting a programme of work to improve audit

stating:

“As a result of a Trustwide external review of its Clinical and Social Care 

Governance functions and processes, a programme has commenced to 

develop a standalone clinical audit team to support operational teams with 

clinical assurance functions. 

The Trust has committed to developing an audit programme of urology 

services to be enacted over the next number of months and we will report the 

results of audits carried out to the USI in due course.”362 

359. The Inquiry has seen evidence of significant audits now in progress in urology

and the consultant medical staff report much improvement in the level of audit

359 TRA-08156, lines 12-17 
360 TRA-08158 
361 TRA-08131  
362 WIT-11164 
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support.363 Various perspectives on clinical audit led the Inquiry to form the view 

that clinical audit had not been adequately supported and that quality 

improvement may have been funded out of the resource previously devoted to 

audit but that this was now being addressed. This was a problem not confined to 

urology. Mrs Reid, who was the Governance Coordinator in the Acute Directorate 

from 2016-19 suggested that, whilst there had, previously: 

“been a strong audit commitment within the medical teams as reported by 

various medical and operational staff.”364 

This had eroded over time. When asked by Counsel to the Inquiry about her 

understanding of why support for audit had diminished, Mrs Reid reflected: 

“I think at that time there seemed to be a move from audit to quality 

improvement. I think that was sort of nationally, it wasn't just locally. The 

resource sort of followed the quality improvement lines as opposed to the audit 

at the time. So any resource that would have gone towards the teams in 

relation to developing and recording, doing posters and presentations in 

relation to audit seemed to disappear and be focussed towards more a QI 

approach. And they are not mutually exclusive, one feeds the other and vice 

versa.”365 

She explained that: 

“the resource went to focus on quality improvement training, supporting the 

quality improvement as opposed to supporting the audit element of that.” 366 

360. This was also recognised by Dr Boyce, Director of Pharmacy, who told the

Inquiry:

363 See evidence of Mr O’Donoghue TRA-08492 and Mr Haynes at TRA-11488 
364 WIT-95217, paragraph 3.60 
365 TRA-07457, lines 20-29  
366 TRA-07458, lines 4-7 
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“The other thing that came under governance at that time was audit. Clinical 

audit had completely collapsed within Acute Services in terms of there used to 

be an excellent audit committee led by one of the anaesthetists, Gail Brown, 

which was really good. I think there was some confusion as well because 

quality improvement had come along and there was sort of where does audit 

fit, you know, and it had sort of lost support. Then, because the consultant 

team who were running it weren't getting the buy-in, then it just sort of petered 

out. That's a shame because audit is really useful in governance as your 

assurance piece. So, if you had done a piece of work and you've decided on 

your recommendations, then you should be able to use your audit capacity. So 

maybe your junior medical staff, or like my pharmacists or whatever, you would 

have directed them to audit something for you because they need to, they 

have to do audits as part of their job and their training. So, you use that 

resource if you are doing it properly to then assure yourself that a 

recommendation (1) is fit for purpose but (2) continues to be followed. 

It was very much we weren't doing anything well. It was doing the basics but 

not really doing the stuff that meant long-term things were going to be safer.”367 

361. Mrs Gishkori, Acute Director also recognised the “collapse” of clinical audit. She

suggested audit was happening but was not being fed back up through the

systems:

“Do you know what the thing was, the doctors did do audit in their own small 

way because they have to, but it just didn't ever come up through - like, she 

mentions Gail Brown there, that's right - the governance team as a whole. So, 

there was bits and pieces of it happening because practitioners wanted to 

deliver evidence-based practice but we had no idea of what was going on and 

how much of it. As she says, it had collapsed, and that's very sad because 

audit is one of the best tools you have in governance, for sure.”368 

367 TRA-05860, line 11 to TRA-05861, line 7 
368 TRA-06979, lines 4-13 
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362. There were no national audits supported in urology although other specialties

were able to complete these. The Inquiry heard that national audits did come to

the Trust Board in specific circumstances but did not see evidence of regular

cycles of national audits presented in this way.

363. At service level there is a clear need for governance support if patient safety

meetings are to be run productively with appropriate information feeds. The

already stretched HOS would not have time to prepare relevant information and

support this. All aspects of governance covered in patient safety meetings needs

to be jointly attended by operational managers and clinicians. This could then

provide the right forum for addressing a range of governance issues including

risks to service delivery and quality of care and could also support the

development of metrics to help guide areas for action. Mr Carroll, who was an

Assistant Director in Acute Services from 2016, commented that:

“the governance resource allocated to the ATICS/SEC Division were 

inadequate.”369 

His evidence was that he had: 

“repeatedly asked over a number of years for governance officers to be 

appointed to each Clinical Division … This [sic] dedicated resources would 

have the primary role of ensuring all aspects of governance, e.g., 

recommendations from complaints and SAI’s, were progressed, embedded 

and audited. Within ATICs/SEC this governance role is too important and 

cannot be an “add on” to the HOS. Each HOS is battling deteriorating 

performance targets, endeavouring to rebuild elective series in the wake of the 

devastation brought by the pandemic to elective surgical services, workforce 

gaps (medical and nursing) across all specialties, whilst ensuring their service 

remains in budget or at best to minimise their specialty’s overspend. To date 

these Governance officers have not been appointed.”370 

369 WIT-13172, paragraph 407 
370 WIT-13172, paragraph 408 
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He stated that he: 

“would also go so far as to say that, along with Divisional Governance officers, 

we need governance auditors who would and should bring a high degree of 

independent assurance with respect to key aspects of governance.”371 

364. Mr Carroll considered that:

“the Trust needs to review its governance structures and decide: 

a) Whether Governance needs more resourcing, to which my answer is yes.

b) Whether a centralised corporate controlled model is preferable to a

Directorate/Programme of Care model with feedback back to the centre.

c) From a governance perspective there is also learning to be obtained by

having clarity between medical and non-medical managers in regard to who

is responsible for Clinical Governance and all the elements that make up

this umbrella term.”372

365. There is no doubt that since the launch of the Inquiry the Trust has committed to

significant improvement work, but equally a sustained programme of work will be

required to embed all changes and develop them further.

Governance aspects of urology issues brought to the attention of the Inquiry 

366. Some of the urology issues were escalated in various ways but not effectively

followed through. Some issues were left hidden in plain sight because they were

not the subject of particular attention. There is learning from both types of

problem.

367. The issue of one clinician’s failure to perform triage as required was one of the

matters investigated as part of the MHPS investigation in 2017 as described in

371 WIT-13172, paragraph 409 
372 WIT-13172 to WIT-13173, paragraph 410 
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the MHPS and Clinical Aspects chapters. This issue was one which was 

longstanding, and which was raised repeatedly over more than a decade. In 

governance terms this was not dealt with effectively despite considerable efforts. 

Several operational managers attempted to highlight the problem and come up 

with solutions. As referenced in the MHPS and Clinical Aspects chapters, a 

number of medical managers had a range of conversations which also failed to 

make an impact. 

368. This issue was raised in a meeting with the CEO in 2009 when the then Acute

Director, Dr Rankin, was newly in post. At this meeting a range of issues were in

fact identified with a clear indication that if these were not resolved then further

supportive intervention would be required:

“Action agreed that if there was no compliance, correspondence would be sent 

regarding the implications of a referral to NCAS if appropriate clinical action 

was not taken.”373 

369. One could regard this as simply the result of a single clinician choosing not to

comply with the accepted procedure. Dr Rankin stated:

“There was poor professional practice which had been longstanding. It proved 

to be difficult to get agreement with Mr O’Brien to change his behaviour. When 

change in his behaviour was agreed, the specific behaviour was not always 

sustained and he would revert to previous poor practice. An example of this 

was when Mr O’Brien agreed to triage referrals within the required time 

standards; it became apparent subsequently that this change in behaviour was 

not sustained and required regular checking.”374 

370. She describes how there was a failure to engage fully with the issues coupled

with a resistance to change clinical behaviour. There is clearly an element of

373 WIT-15820, paragraph 28.3a. iii 
374 WIT-15928, paragraph 69.1c 
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individual responsibility on the part of that clinician. Equally however, there was 

a failure to use the available methods of addressing this as Dr Rankin stated: 

“On reflection, this type of behaviour should have been recognised for what it 

was, and identified and discussed by me with SMT colleagues when more 

formal action could have been considered. Formal action could have been 

considered with the Medical Director and the Director of HROD. In conclusion, 

I did not fully utilise the arrangements which were available at the time in order 

to address the continuing clinical behaviour which did not meet the standards 

required.”375 

A number of witnesses recognised with hindsight that more formal escalation of 

issues relating to Mr O’Brien would have been beneficial. Ms Helen Forde, Head 

of Healthcare Records stated: 

“In hindsight I feel I should have been much more formal in my approach to 

this concern, detailing every conversation, asking for follow-up, requesting a 

formal meeting to discuss when things did not change.”376 

Equally the many competing pressures were cited as an explanation for not 

addressing each specific issue with Mr O’Brien. Mr Carroll stated: 

“If the issue isn't sorted there and then, it tends not to be completed, the loop 

tends not to be completed because there's something else very quickly falls in 

behind it. If Mr. O'Brien was the only thing that occupied my life, that would be 

one thing, but it wasn't. There were many other challenges, not least, you 

know, Dr. McAllister's state of the nation was only a small part of the challenges 

which we faced on a daily basis in the health service.”377 

Ms Corrigan, HOS reflected: 

375 WIT-15933, paragraph 72.4 
376 WIT-61199, paragraph 35.1 
377 TRA-04580, lines 13-22 
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“we never raised any Datix about the triage. I genuinely don't know why we 

didn't.  I think it was because it was always addressed at the time and sorted 

out and then it slipped back over the years.  So, that is a regret that we didn't, 

and I really don't know why.”378 

The concessions made by Dr Rankin, Ms Helen Forde and Ms Corrigan are all 

properly made and accepted by the Inquiry. 

371. There were other types of individual behaviour which impacted on the department

including the fact that Mr O’Brien saw fewer patients in clinic at each session and

brought more patients back for follow up than the other consultants. This was

particularly important in a service under pressure. It appears that in the face of

such a busy workload tackling variation in terms of triage, follow up practice and

workloads never rose to the point of being a priority for action. This is further

described in the Clinical Aspects chapter.

372. There was, at service level, no regular table of information provided to the

department at meetings presided over by medical and professional managers.

This should have been done to highlight triage times by consultants, along with

other information relating to waiting times, workloads and other significant issues.

If the operational and medical management lines had worked together on key

problems in an open way, using data and measurement as a tool for

improvement, then it seems unlikely that this problem would have persisted for

so long. Instead, as described in the MHPS and Clinical Aspects chapters,

workarounds were agreed which served to camouflage the full extent of the

problem.

373. It is of interest that in January 2015, Mr Michael Bloomfield, Director of

Performance and Corporate Services, commissioned a Review of Outpatients

Booking, and Ms Maria Wright from HSCB, led a piece of work in the Trust

378 TRA-07394, lines 10-15 



Volume 3 – Chapter 4 – Governance 

147 

undertaking a review and outcome report. This was sent to Ms Magwood, 

Director of Performance and Reform, who shared it with the Service Directors, 

including Mrs Deborah Burns who was the Acute Director at that time, she in turn 

shared it with the Acute Assistant Directors. Ms Anita Carroll in her statement to 

the Inquiry told us that the report made specific reference to triage as follows: 

““for the majority of urology referrals, daily triage is now achieved, but there is 

a long-standing issue with turnaround time from one Consultant and referrals 

not returned from triage continues to be a key issue for Booking staff”.”379 

The Inquiry was surprised that a problem, highlighted by Commissioners of the 

service, was not given significant attention at a more senior level in the Trust and 

was apparently tolerated. The risk to patient safety was not highlighted in this 

Report. 

374. When, prior to the MHPS investigation, an SAI investigation that resulted in a

combined series of five SAIs relating to failure of triage reached its conclusion,

the extent and severity of the problem finally came to light. A key failure in this

case related to the parallel lines of responsibility for medical and professional

managers as well as problems with the management of medical staff. More is

said about this in the Medical Management and Leadership chapter. The

operational staff clearly found it impossible to challenge medical staff and the

medical staff found challenging each other difficult. This again emphasises the

need for joint meetings supported by data which would mitigate against the

persistence of these problems. Ms Heather Trouton, Assistant Director of Acute

Services (2009-2016) gave evidence that:

“Both the Head of Service and I, as non-medics, found it very difficult to 

challenge Mr O’Brien’s clinical practice. We were reliant on his clinical 

colleagues to provide that clinical challenge and this, I believe, did come, but 

only at a later stage when a number of new consultants came into post, who 

379 WIT-21284, paragraph 12.7 
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had experience outside the Trust and outside Northern Ireland, who knew what 

was acceptable practice and what was not, and who were not afraid to speak 

up.”380 

375. Mr Carroll, Assistant Directorate Manager, had an apt reflection:

“In the light of this public inquiry having to take place, it is difficult to state that 

the Trust’s governance arrangements were fully fit for purpose, I accept 

mistakes were made by myself and possibly others. However, I am also 

reminded that all the circumstances that have brought us to this point have 

involved one clinician who had a very long history of ‘doing his own thing’. 

Governance arrangements are only fit for purpose if they monitor and audit the 

right things along with total reliance upon those staff in positions of authority 

ensuring that all the elements of good governance are not only in place but 

employed, utilised, monitored and audited and applied equally across all staff 

as applicable to their role.”381 

376. There were two further specific problems at play. One was the apparent tendency

to avoid conflict with figures of seniority that had the impact of Dr Rankin advising

Mr Mackle, AMD, to step back from dealing with Mr O’Brien. One of the likely

reasons for this is highlighted at paragraphs 189 to 191 of this chapter, and it did

seem to remove a layer of oversight. This was particularly important as the role

of the CD at the Trust was fairly limited and poorly articulated. In the main, the

CDs did not see themselves as closely involved with governance issues unless

they were specifically requested to intervene. Moreover, the CD responsible for

oversight of urology was somewhat distant for many years being based at

another hospital. This is described further in the Medical Management and

Leadership chapter.

380 WIT-12156 to WIT-12157, paragraph 501 
381 WIT-13171, paragraphs 404 and 405 
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377. Another problem is encapsulated by the fact that Mrs Burns, who as Director of

Acute Services had a key governance role, said that only a limited number of

governance issues were escalated:

“I could only address problems I was aware of or had escalated to me either 

via colleagues or reporting mechanisms.”382 

378. This is indicative of wider problems around governance and communication and

supports Dr Khan’s conclusion following the MHPS investigation where he

speaks of: “systemic failures by managers”.383 The duties of the Director of Acute

Services should include ensuring that important issues are detected and

escalated. Not knowing should not be regarded as a valid excuse. This issue is

not confined to the Trust as the issue was also noted by the Independent

Neurology Inquiry where a recommendation emphasises the duty of managers

by stating:

“Healthcare organisations should make it clear that all managers have a 

responsibility to ensure and assure themselves of patient safety. This is a 

proactive process to be undertaken by general managers as well as clinical 

managers.”384 

379. There was another significant problem pertaining to the administrative practices

of Mr O’Brien. This was the frequent known absence of letters following each

clinic visit and associated with this a failure to record the outcome after each clinic

visit.

380. Lack of dictation after each clinic visit presented a gap in effective communication

with colleagues, who need to be able to access relevant patient information in

order to effectively review and treat patients. Managers also need the right

information when they are arranging clinics and procedures. Most importantly,

382 WIT-96917 to WIT-96918, paragraph 49.13 
383 WIT-32055; See also MHPS chapter 
384 INQ-10770, Recommendation 43 
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patients themselves, who need to be partners in their own care, have to be 

informed. This issue came to light at a number of different points when colleagues 

were required to review some of Mr O’Brien’s patients. Medical colleagues 

regarded this as an unusual practice and noted that the lack of clinic letters 

necessitated additional patient reviews, as they could often not determine Mr 

O’Brien’s plans for his patients if relying solely on the contemporaneous 

handwritten note. More is said about this in the MHPS and Clinical Aspects 

chapters. 

381. As described elsewhere, attempts were made to address this, mainly via

operational management and various reports were produced that covered the

area of clinic letters. These reports were not accurate enough to reveal the extent

of the lack of dictation, they were not automatically generated or reported at any

relevant meetings. Mr O’Brien’s secretary, who would have had the best insight

into the scale of the problem, did not highlight or escalate the issue. It seems that

no significant, effective and directive pressure was applied in order to force better

compliance with these basic but very important processes. The other urology

consultants did discuss this issue at departmental meetings but even in this forum

no direct pressure was applied. The role of Mr O’Brien’s secretary, Mrs Noleen

Elliott, is discussed further in the Clinical Aspects chapter.

382. Mr O’Brien was not the only consultant behind on dictation, although the extent

of the backlog of his letters was more significant than for others. His secretary

received assurance from him that all the urgent letters were dictated. She

seemed to accept this without further question. The issue therefore appeared to

go back and forth between managers without resolution. It was not robustly

raised or investigated until the time of the MHPS investigation, including during

the months that led up to it. Although Mr O’Brien made attempts to defend his

dictation practice when it was discussed, and although the recommendations in

GMP from the General Medical Council (GMC) do not specify a standard in this

regard, his practice was clearly far removed from the spirit of all record keeping

and communication. Accordingly, his patients did not have a full and complete

summary of each clinic visit. This would ideally be provided by a combination of
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the handwritten clinical note and the letter dictated both to the General 

Practitioner (GP) and patient. Instead, a significant number of patients had 

multiple visits with no letter dictated and a summary provided many months later. 

Other patients had letters dictated after lengthy delays. This is discussed in more 

detail in the Clinical Aspects chapter. 

383. Alongside the lack of dictation after each outpatient visit, many patients did not

have a clinical outcome recorded after Mr O’Brien saw them in clinic. This

resulted in difficulties for the operational teams who were responsible for planning

clinics and procedures and would need to know what was planned next for each

patient as a result of the clinic visit.

384. These issues should have been formally highlighted through governance

systems once identified, so that clinical letter completion and a recorded clinical

outcome was a standard metric for all the consultants in the suite of data

regarding clinic standards. If the problem continued to present itself, then

intervention to remediate the practice should have been in place using the tools

of normal medical management.

385. It appears that there were conversations designed to urge Mr O’Brien to change

practice and that these had not been effective. The first hint of any consequence

for Mr O’Brien came when in March 2016 he was issued a letter instructing him

to comply with standards in four areas. This is described in the MHPS chapter.

Even at this time, the process was not handled in a way conducive to rapid

improvement. It seems clear, and not only with the benefit of hindsight, that

Mr O’Brien was a doctor in difficulty, and he should have been managed through

a structured improvement plan, properly constructed with appropriate advice and

overseen in an agreed way.

386. If the full extent of this problem had been objectively clarified using standard data

regularly presented to the Department, then it is unlikely it would have persisted

unchecked for so long.
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387. Inappropriate storage of significant numbers of patients’ medical records at

Mr O’Brien’s home was an issue that was known to many and highlighted or

escalated but not effectively followed through. It seems likely that this practice

was one which was not unheard of at the Trust although the scale of any other

practice of this type is unknown. The directorate was aware that the practice

caused risks to security of data and also presented risks to patients coming to

the hospital who needed to be seen without their clinical records.

388. This issue was raised, largely informally, through operational and medical

managers. For a time, incident reports were raised when notes were not present

on site. This process of raising incidents was stopped as it was found to be

ineffective and no one felt able to change practice. In governance terms this

practice was not only a risk to patients but presented an information governance

breach which should have been reported, quantified and escalated to the Trust

Information Governance Lead and Senior Information Risk Owner. The Head of

Information Governance, Mrs Claire Graham, stated in her evidence to the MHPS

investigation that patient records should not be taken home unless business

needs require this and they should be returned to the Trust immediately after any

off-site clinic. She went on to say that: “if it is regularly found that charts are

missing this should flag in the KPIs.”385 This did not happen.

389. Despite the risks to patients and the recognition of this risk, there was a mixed

appetite for formally recording it on the risk register. In fact, this was a risk that

was tolerated. Ms Carroll logged two general risks relating to missing charts on

the FSS (Functional Support Services) Divisional Risk Register.386 On

27 January 2015, Ms Carroll, Assistant Director for FSS, emailed Ms Trouton as

Assistant Director and Ms Corrigan, HOS in urology to ask:

“should they have a risk relating to Mr O’Brien having charts at home logged 

on the risk register.”387 

385 TRU-00760, paragraph 7 
386 WIT-21349, paragraph 57.2 
387 WIT-21272 to WIT-21273, paragraph 8.8; TRU-260312 
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Ms Trouton replied to say she “will consider the Risk register” but: 

“with that you are supposed to address the risk and eliminate it. This is down 

to a personal way of working which seems impossible to stop.”388 

Mr O’Brien told the MHPS investigation that he accepted he had kept notes at 

home but asserted that this did not impact on patient’s clinical management 

plans/care. This not only reveals a lack of respect for Trust guidance but a lack 

of understanding of information governance standards and of the real risks to 

patients. In addition, the comments relating to the risk register from Ms Trouton 

indicate that the cultural norm seemed to allow the personal way of working that 

she refers to and in addition the use of risk registers as tools for improvement 

was not well embedded. 

390. Part of the reason for the presence of notes at home related to the transport

systems in use at the Trust which required Mr O’Brien to take notes to a

peripheral hospital (South West Acute Hospital (SWAH) based in Enniskillen) and

return them to Craigavon Area Hospital (CAH). Since he frequently did not

complete the necessary dictation during his time at the peripheral clinic, he took

the notes home until such time as the letters were done. The Trust should have

transported the notes securely and ensured that adequate dictation facilities were

provided at the peripheral clinic.

391. In addition, the clinical risk to patients related to unavailability of notes should

have been reported through the Datix process and Mr O’Brien should have been

issued with a reasonable management instruction to stop storing notes at home.

Many of the notes were kept at his home, not because they had been seen at a

peripheral clinic but simply because they were his private patients. It was useful

for him to have them there and record consultations in the health service notes

and use them as sources of information. This blurring of health service and

388 WIT-21451 
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private patient status was inappropriate and should have been highlighted and 

stopped through medical management routes. 

392. Attempts by professional managers to change practice had not been effective

and they were to some extent falsely reassured because they were told that

Mr O’Brien always brought individual notes back when requested to do so.

Although there were times when medical managers were asked to speak to

Mr O’Brien in relation to his storage of notes at home, it seems formal action was

avoided by the clinical managers.

393. In 2013, Mrs Burns asked for the clinical managers to address the issue of

unavailable notes with Mr O’Brien and to escalate the issue to the Medical

Director. On 11 November 2013, Ms Carroll informed Mrs Burns about a missing

patient chart which was with Mr O’Brien and not available for clinic. Mrs Burns

followed this up on 12 November 2013 asking if the patient had been seen and

instructed Ms Trouton to escalate the problem to the Medical Director,

Dr Simpson, after ensuring the CD had already raised it with Mr O’Brien.389 There

was evidence of a subsequent email trail on 26 November 2013 involving clinical

managers Mr Michael Young, Mr Robin Brown and Ms Trouton indicating they

had not involved the Medical Director as yet and did not wish to do so at this

time.390 It appears that the clinical managers who would normally make that

referral chose not to do so and the issue was not formally taken to the Medical

Director until the end of 2015. The Inquiry considers that they ought to have done

so sooner. There is however no evidence that Mrs Burns was aware that her

instructions were not followed. This is clearly evidence of a reluctance to

effectively use medical management functions to formally confront a rather

straightforward issue where there was a breach of Trust policy. It ought to have

been possible to issue a reasonable management instruction on behalf of senior

operational and medical management telling Mr O’Brien that he must cease

storing notes at his home and return all notes currently stored there. This is

discussed further in the Medical Management and Leadership chapter. The

389 WIT-96923 
390 WIT-96923; WIT-17687 to WIT-17688 
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separation between medical and operational management clearly did not assist 

in clarifying responsibilities at this time. 

394. Ms Trouton told the Inquiry that, on reflection, she could see that staff were

frustrated with Mr O’Brien but also that Mr O’Brien had been struggling and was

either unable or unwilling to adapt:

“When I read the emails of that time from myself and others, I can see a 

frustration regarding the lack of capacity across the board, a frustration with 

the practice of Mr O’Brien regarding delays in triage, leaving patient notes at 

home, and his often dismissive attitude to core systems and processes (which 

were often regionally directed and locally agreed). I also see a relatively small 

number of clinicians and managers working extremely hard to manage many 

services, elective and unscheduled care flow across 2 acute hospitals, 

underfunding, and staffing constraints.  

I also see a consultant who struggled to adjust to the use of technology and to 

working in a multidisciplinary team who were there to support his practice (to 

allow his expertise to focus on the aspects of care that only he could do, 

leaving other aspects of care that could be done by others to those others). I 

believe that he genuinely struggled to adjust to the volume of patients needing 

to be managed. I think that, while other consultants adjusted their practice to 

meet time slots at clinics etc., Mr O’Brien was just unable or unwilling to 

adjust.”391 

This suggests that it is only with hindsight that there is a realisation that 

Mr O’Brien was a doctor in difficulty. 

395. The issue of notes at home was complicated because of the slightly laborious

tracking systems for notes which resulted in inaccurate determination of the exact

location of the notes. If the notes were tracked to Mr O’Brien, they could be in his

office at CAH where large piles of notes accumulated, or he could in fact have

391 WIT-12156, paragraphs 499 and 500 
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taken them home. In practice if they couldn’t be found, he was asked if they were 

at home and to bring them in. Various staff spoke of the time and effort taken by 

note tracking and looked forward to more electronic records and more electronic 

tracking of notes where physical notes are still in use. Ms Corrigan stated that 

electronic tagging was approved in principle but there was no funding to 

implement it.392 For this issue, as for many other of the ‘administrative’ issues 

that related not only to Mr O’Brien but also to other consultants, a regular 

automatic report would have assisted both professional and medical managers. 

Moreover, the tracking system should and could have included a separate 

category to indicate when notes were removed from the premises. 

396. Many of the administration staff were aware of issues with the administrative

practices of Mr O’Brien and it was interesting and important to hear some of their

comments suggesting that their views were not important.

Mrs Katherine Robinson told us:

“you see them as 100 times more important than we will ever be.” 393 

This reveals much about the hierarchical structure and the operational/clinical 

divide reported by many staff. Clearly in the cultural work underway the 

importance of involving all team members in raising and resolving issues must 

be emphasised. 

397. It was evident that there were known issues relating to the way Mr O’Brien

conducted his private practice although the only person who highlighted this was

Mr Haynes. When he raised the issue, no effective action was taken. This is

discussed further in the MHPS, Clinical Aspects and Medical Management and

Leadership chapters.

398. Mr O’Brien conducted an outpatient private practice at his home and adopted the

practice of bringing these patients to CAH for tests or procedures as health

392 WIT-26290 
393 TRA-05234, lines 28-29 
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service patients. This was well known. On a number of occasions concerns were 

raised via emails from Mr Haynes as it was observed that these patients seemed 

to have an unfair advantage in terms of waiting times.394 These concerns were 

not addressed until the time of the MHPS investigation. The Trust did have a 

policy for the management of private patients, and this included guidance on 

transfer between the private sector and the health service.395 

399. This should have been investigated at the time it was first raised. In addition, the

process of managing the waiting list was unstandardised which left room for

idiosyncratic decisions thereby endangering fairness and probity. The

responsibility for investigating this should have been a joint operational and

medical management one. At the same time there should have been an

assessment of how well the Trust policy on transfer of private patients to the

health service was being complied with and a system for tracking this ought to

have been introduced.

400. It is notable that the Internal Audit department looked at compliance with private

practice procedures in relation to Mr O’Brien in the period following the MHPS

investigation and found poor compliance with the required procedures for transfer

of patients from private care to health service care and poor compliance with

procedures for adding private patients to waiting lists. Internal Audit concluded

that this unfairly advantaged private patients.396 A number of recommendations

were made which the Trust has implemented.397 Although the investigation of the

private patient issue completed during the MHPS investigation was not as robust

as it could have been, it appears that the private patients that were operated on

within rather short waiting frames had not been added to a formal Trust waiting

list in the same way that NHS patients would have been. The Trust Internal Audit

report confirmed this was still happening after the MHPS investigation. If this area

had been fully explored when it was first raised, this problem would have come

to light much earlier.

394 WIT-54106; WIT-54107 
395 TRU-165756 to TRU-165777 
396 WIT-11631 to WIT-11656 
397 WIT-11628 
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401. The Inquiry understands that improved processes are now in place with regard

to monitoring the transfer of patient status from private to the health service.

These include an audit of completed transfer forms and schedulers for operative

procedures who ensure patients are added to operating lists in an agreed

manner.398 The Inquiry noted that there are a series of Internal Audit reports

relating to the management of private and fee paying patients including one in

2020 covering this area for consultants generally.399 This report references

Internal Audits in 2013/14 and updated in 2015. All report limited assurance,

which confirms a wider problem in the Trust, indicating the need for ongoing

scrutiny in this area. This is discussed further in the section on appraisal in the

Medical Management and Leadership chapter.

402. The Inquiry noted that the scope of work discussed in medical appraisal for

Mr O’ Brien did not cover private practice in sufficient detail. No enquiries were

made that might have alerted the appraiser that there were risks in this area.

Enquiries regarding his private practice might also have uncovered the issues

relating to health service notes being used for private patients seen off site. This

is discussed further in the section on appraisal.

403. There also seemed to be a tolerance of idiosyncratic clinical practice that was not

effectively challenged by colleagues over many years. This was sometimes

formally identified and in some cases was effectively addressed at Medical

Director level. For example, the inappropriate prescription of antibiotics was

addressed after it was highlighted to the Medical Director via a managerial audit

of bed usage and by an MLA.400 This practice in relation to antibiotic prescription

was not however escalated through internal governance routes, for example by

regular audits of compliance with antibiotic guidelines, or via colleagues in the

specialty who could have consulted medical managers. It could and should have

been formally escalated through both of these mechanisms.

398 See evidence of Mr Haynes at TRA-11378 to TRA-11379 and Dr O’Kane at TRA-11718 to TRA-
11719 

399 TRU-320597 to TRU-320612 
400 See MHPS and Clinical Aspects chapters 
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404. Similarly, the high rate of cystectomy for benign disease (highlighted via public

health) was appropriately investigated by the Medical Director route. In that case

no inappropriate practice was found. The issue relating to a rather high number

of benign cystectomies would have been more difficult to detect but it highlighted

a lack of an agreed process to mandate a general team discussion in the case of

unusual procedures of this type.

405. The use of glycine as an irrigating fluid during prostatectomy which was

associated with a risk of hyponatraemia and harm, was discontinued for all the

urologists except Mr O’Brien who refused to comply with a new guideline.401 This

new guideline was agreed at regional level following an SAI involving glycine at

another hospital. It was adopted by the Trust after consultation and an

appropriate policy introduced. It seems this idiosyncratic practice was tolerated

without challenge by colleagues and by the medical management line. This

should have been challenged at CD level in the first instance and could have

been detected if there was a practice of auditing new policies.

406. The failure to act on the results of investigations ordered was an issue which

caused much concern and was initially highlighted through an SAI where a

patient came to harm as the result of a swab that was left inside her after an

operation. It was the HSCB who correctly picked this issue out for action after

this event, which involved a patient under the care of Mr O’Brien. Following major

surgery, the patient attended the hospital a number of times feeling very unwell.

A CT scan had been requested to determine the cause of this patient’s

symptoms, but the result of the scan had not been considered by Mr O’Brien. The

Trust SAI report had focused mainly on the issue of how the operation swab count

had been incorrect, but the HSCB rightly highlighted the failure to read the results

of the critical CT scan. It asked the Trust for information and assurance on

practice in this area. As a result, instructions were issued urging consultants to

look at the results of investigations they requested, as described in the Clinical

Aspects chapter. Eventually a system called DARO (Discharge Awaiting Results

401 See Clinical Aspects and Medical Management and Leadership chapters 
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Outpatients) was put in place to assist with this. The system, however, took some 

time to implement. In any case Mr O’Brien raised various objections to the 

instruction and later to DARO, as described in the Clinical Aspects chapter and 

effectively said he would not use it. This should have been followed up and 

addressed by medical managers who should have responded to his concerns by 

meeting with him and discussing matters in the first instance. Failure to look at 

results and in particular thinking that waiting until the next outpatient clinic was 

an appropriate practice, represented a clear risk to patient safety which should 

have mandated action. 

407. Although it is difficult to ensure there is a foolproof way of highlighting results that

have not yet been reviewed, other consultants and their secretaries did manage

to use DARO and went on to comply with the new electronic system of sign off

now in place as described by Mr Haynes in his evidence.402 The failure of

Mr O’Brien and his secretary to comply with the DARO policy was tolerated,

despite the risk to patients, and represents a failure of governance, a lack of an

overwhelming focus on patient safety and reflects weak medical management

and leadership.403

408. In a number of areas that came to the attention of the Inquiry, harm to patients

led to an awareness of a problem with systems of care that were not specific to

Mr O’Brien. However, although this was to some extent recognised, responsibility

for improving the required system historically seemed to be diffused.

409. Another SAI featured a failure of pre-operative assessment.404 This was noted

as part of the investigation of incidents involving a couple of patients, initially

under the care of Mr O’Brien, who came in for surgery and should have had a

specialist opinion or a critical investigation before the operation.405 These

patients came to harm with serious complications that might have been avoided.

The process set up to ensure effective pre-operative assessment was clearly not

402 TRA-00955 
403 See Medical Management and Leadership chapter 
404 TRU-161137 to TRU-161147 
405 Patient 90 and Patient 91 
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secure and was almost certainly impacted by some issues with variable waiting 

list management, but it was not clear how this was being addressed after the SAI. 

410. It was not evident that any major improvements in addressing the issue of a fail-

safe process for pre-operative assessment were made at that time. Clinical

witnesses did tell the Inquiry there was now a process to ensure that relevant

patients have a pre-operative urine test and there is reference to improving pre-

operative assessment procedures generally following the recommendations from

an Internal Audit report in 2019/20.406 This is referenced in a table showing

progress against Internal Audit recommendations.407 While it seems as though

historically, the lack of pre-operative assessment in some cases was tolerated,

action is now being taken to rectify this and is being followed up at the weekly

Governance meeting. This is illustrated by update tables provided to this meeting

in 2021.408

411. There also seemed to be little awareness among the urology clinical team and

surgery department that full implementation of the World Health Organisation

(WHO) surgical checklist409 should in fact be a safety net here. When questioned

by Mr Hanbury, Mr O’Donoghue did not seem to appreciate that the checklist was

the collective responsibility of the entire team.410 The Inquiry found this surprising

in light of the global emphasis given to this checklist since 2009. The utilisation

of a standard procedure, where the failure of pre-operative assessment could

have been formally considered by the surgical team prior to proceeding, indicates

a lack of focus in this key component of safe surgery. The checklist helps foster

a culture change where every member of the team is encouraged to speak up.

Regular information to cover problems with pre-operative assessment and full

efficacy of the WHO checklist did not appear to be considered in urology

meetings despite these SAIs. It should have been and if it had been,

406 TRU-320613 to TRU-320627 
407 TRU-253751 
408 TRU-360974 to TRU-361001; TRU-361290 to TRU-361291 
409 See World Health Organisation (2009). “WHO Guidelines for Safe Surgery 2009: Safe Surgery 

Save Lives”. At: https://www.who.int/publications/i/item/9789241598552  
410 TRA-09923 to TRA-09924 

https://www.who.int/publications/i/item/9789241598552
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improvements would probably have been made regarding the awareness of the 

importance of utilisation of the checklist as a safety net. 

412. Another area where harm was reported and understood related to excessive

delays with stent replacements. This was appropriately investigated, and some

actions were agreed but the problem recurred. There was no attempt to collect

regular data measuring the interval times to stent replacement in order to track

safety for this known cause of harm. No one person or group owned an agreed

urology improvement plan and there was no system to require individuals to

account for any actions they had suggested. A clearer line of sight of the extent

of the problem should have been made available to the clinical team, instead the

problem was tolerated by them. This is discussed further under the SAI section

in this chapter and in the Clinical Aspects and Medical Management and

Leadership chapters.

413. Bicalutamide prescribing became a significant matter of focus early in the

sequence of events leading to this Inquiry as described in the MHPS and Clinical

Aspects chapters.

414. Individuals had raised issues regarding Bicalutamide including at CD level. They

had noted that the drug was being used outside NICaN guidelines. There was no

effective follow-up of this issue at any level and so it appears that it was effectively

ignored until the time of the events leading to the Inquiry.

415. The full extent of the issues relating to Bicalutamide was not exposed until the

SAI investigations leading to the Inquiry commenced, further lookback was

completed and an audit of the use of the drug was conducted in Northern Ireland,

as described in the Clinical Aspects chapter.

416. It is therefore useful to consider, in governance terms, why the scale of

prescribing of Bicalutamide outside of guidance escaped notice and what should

have been in place to safeguard patients.
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417. Although a number of colleagues had queried the use of Bicalutamide in

individual cases, this was not followed up effectively. Part of the reason for this

relates to the fact that the drug is recognised as effective in the treatment of

prostate cancer. The way it was being prescribed and the extent of usage were

not easily visible, as the prescriptions were dispersed amongst GPs. If any

pharmacy audit of primary care hormone prescriptions in prostate cancer had

been done, this would have been detected. This could have been done much

earlier at the point when concerns were raised. If there had been a full audit of

MDM recommendations, then it would have been highlighted at this point.

418. Equally, if there had been more challenge of the individual cases that were

noticed, then a full audit could have been launched in the Urology Department at

that time. As Dr Hughes commented:

“If there's concern about prescribing that may or may not affect patient care, I 

think the simplest answer to that would be to do a proactive audit or 

prospective audit and define the issue.  This should be part of normal business 

within the MDT working.”411 

This is an illustration of how important multiprofessional challenge, oversight and 

checking mechanisms can be, especially when oral medication initially 

prescribed by secondary care and subsequently prescribed in the community by 

primary care is used for any treatment, but particularly for cancer treatment. The 

Inquiry considers that this area of prescribing should receive better scrutiny in 

Northern Ireland. 

419. In effect, all of these things would form part of good governance and should have

been done. There was therefore no full discussion and debate regarding

Mr O’Brien’s practice relating to Bicalutamide. He would have been fully aware

that he was prescribing outside of NICaN guidelines as he chaired NICaN when

411 TRA-01972, line 25 to TRA-01973, line 1 
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the guidelines were produced. It is of note that they were never signed off during 

his time as Chair. 

420. Mr O’Brien had a belief that his practice relating to Bicalutamide was justified for

each individual patient.412 There is no evidence however that patients or GPs

were aware that Bicalutamide was being prescribed outside of its licensed use.

Although drugs are often used outside of license, best practice would require this

to be justified and explained clearly to the patient and recorded in the clinical

notes. In the case of this drug used in this way for prostate cancer, the logical

place to document discussions relating to Bicalutamide would be the MDT

meeting. Pharmacy challenge should also be in place when unlicensed medicine

is used, but this would have required a recognised input from pharmacy as

described above. The use of Bicalutamide is discussed further in the Clinical

Aspects chapter.

421. There was, in general, a failure to bring patients back to the MDT for discussion

when their management had changed after the original plan. Most of the

consultants did say they would do this whenever possible, and it is recognised

accepted practice in cancer care. The SAI investigation found that this did not

happen for many of Mr O’Brien’s patients, and it appears that this was also not

formally noticed or addressed. Dr Hughes and Mr Hugh Gilbert determined that

some patients were prescribed treatment outside of guidelines and also not given

more definitive treatment when this had been recommended. An evolving MDT

process should consider these kinds of issues on a regular basis and put in steps

to address any weaknesses. Cancer Services should have a broad oversight of

the delivery of cancer care in the Trust and could therefore serve to highlight good

practice, challenge weak processes in MDTs, and provide leadership in terms of

continual improvement and strategic development of cancer services. Cancer

Services should provide leadership and challenge in all aspects of the operation

of the MDT, and it is an area where strong medical leadership of the cancer

agenda would be beneficial. The Trust has made improvements in this area as a

412 TRA-12551 to TRA-12552 
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result of the completion of the SAI report from Dr Hughes and, in implementing 

the recommendations, has improved oversight in this area.413 

422. Similarly, there was a failure to identify a CNS (Cancer Nurse Specialist) to act

as a point of contact and liaison (this CNS is also often called a key worker) for

some cancer patients under the care of Mr O’Brien. This was an important and

unexpected finding in the investigation of the nine SAIs leading to this Inquiry and

is discussed in more detail in the Clinical Aspects chapter. There were a number

of factors which allowed this situation to prevail including the method of key

worker allocation, the availability of specialist nursing staff, the overall Trust

supervision of cancer nurses and the timing of Mr O’Brien’s clinics. Although

there is debate and inconsistent evidence as to whether this was an intentional,

regular feature of Mr O’Brien’s practice, it was certainly known that he had lengthy

discussions with patients, did not usually have a nurse in the room with him, did

not identify a nurse to speak to the patient after he had seen them and did not

always give the patients contact details for a nurse.

423. This was another area where there was an acceptance of the fact that Mr O’Brien

had his own way of working. There does not appear to have been any major

formal challenge to this from colleagues or from nurses. Lack of challenge in this

context could signify a failure to understand duties with respect to the primary

obligation to protect patient safety and quality. It highlights a need for this to

change as part of the improvement work following this Inquiry.

424. This is another important area that should have been examined through the

evolving MDT process which should provide an opportunity to assess whether or

not agreed standards for cancer treatment are in place. The mandatory allocation

of a CNS/key worker is a key standard and would normally be audited. In addition,

CNSs working under the leadership of a senior cancer nurse in a suitably

supported nursing structure that has an important voice in cancer services would

have been beneficial. It seems likely that had this been the structure, the

413 See update at TRU-306489 to TRU-306514 
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disconnect between cancer and urology services would not have continued 

unchecked. The Inquiry heard that a Cancer Nurses Forum was to be introduced 

at the Trust. 

425. Another key standard in cancer treatment relates to the need for a summary of

the cancer diagnosis and treatment plan. This should be sent to the GP and also

communicated to the patient after their treatment plan is finalised. This is usually

after the MDT and the subsequent patient consultation. It is generally accepted

that this is a useful process to consolidate and confirm patient understanding. It

was set as a standard in cancer care even before Peer Review Standards were

finalised. Standards of communication with patients in cancer services are set

out in the National Cancer Peer Review Programme Manual for Cancer

Services414 and should be described in the operational policies of MDTs.

426. In most cancer services the CNSs and key workers assist in confirming that the

patient has a full understanding of all the information given. Best practice is for

the patient to receive a copy of the consultation record summarising the

discussion with the patient and this is usually provided by the consultant. The

patient should be offered a letter written in a way they can understand, with the

agreed diagnosis and treatment plan and any other information given at the

consultation. Mr O’Brien did not regularly write to patients in this way, nor did he

send patients a copy of the letter issued to the GP. The MDT agreed treatment

plan was not fully communicated to the patient in writing once it was finalised. It

appears from the evidence, that patients and their families were not necessarily

aware of the MDT process.415

427. Explaining the MDT process verbally and in writing is also an expectation for

cancer services. This again should have been subject to audit in an effective MDT

setting, and Cancer Services should assist specialties in covering all these areas.

414 National Cancer Action Team (2011). “National Cancer Peer Review Programme Manual for 
Cancer Services: Network Service User Partnership Group Measures Version 1.0”. At: 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/fi
le/216117/dh_125890.pdf  

415 See Patients chapter 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/216117/dh_125890.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/216117/dh_125890.pdf
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It was not formally highlighted and therefore the extent of it was not known, but 

there must have been some awareness of this in the Urology Department. A letter 

summarising the diagnosis and the agreed treatment plan could also refer to 

standard treatment protocols and would provide another opportunity to highlight 

compliance against cancer standards or enable challenge where appropriate. 

Cancer Services should be expected to provide guidance and leadership in this 

area. 

428. The Urology Cancer MDT Operational Policy did not mandate a written record of

the consultation at the Trust in 2017,416 although this issue was raised in the Peer

Review overview in 2015 with the comment: “MDT to decide how to resolve

this.”417 It was also noted that there was no MDT leaflet for patients. The MDT

compliance with Peer Review standards at that time was only 35% (although self-

assessment was 70%). In recent years the MDT operational policy has included

reference to the offer of a permanent record of the consultation with the patient

relating to treatment and diagnosis, although there does not appear to be any

audit of compliance with this measure.418 The Inquiry considers that the

information should be provided as standard with the patient being offered the

decision to opt out.

429. An essential feature relating to all of the issues that were not appreciated until

the time of the Inquiry, at least in terms of extent, was a lack of proactive

monitoring against standards. This can of course be laborious and when time and

finances are restricted it may not be seen a priority, but relatively simple data

collection by clerical staff can be utilised very effectively to record measurement

and provide reports in this area. As was emphasised by Dr Hughes, assurance

audits of patient pathways in urology were limited and could not have provided

assurance about the care delivered.419

416 AOB-03859 to AOB-03882 
417 TRU-84687 
418 TRU-400938 to TRU-400964 
419 WIT-84169 
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430. As a general point, regular proactive data collection alongside a resolute focus

on the primacy of patient safety can provide a very effective foundation to

highlight potential problems and avoid harm. If individual professionals are

struggling to comply with protocols and procedures or complete required

processes, then that requires careful understanding and support and if

necessary, firm improvement plans. All doctors and particularly doctors in

leadership roles, have a duty to understand this and take appropriate actions to

protect patients whose needs must override any desire to minimise conflict or

upset professional hierarchies. This is emphasised in GMP.

431. When medical staff are reluctant to confront each other then it is hardly surprising

that clerical staff and operational managers feel they cannot raise issues

involving medical staff. This is a problem which has come to light as a result of

issues in urology at the Trust and yet it is a cultural issue that is often a feature

of healthcare more generally. As Dr Hughes said:

“We have to recognise we wouldn't be in this place if the Health Service wasn't 

so hierarchical. There are known and problematic issues, especially in 

Northern Ireland where 80 percent of the medical graduates come from one 

medical school and everybody knows everybody else, and that adds another 

difficulty. I think what you need to take it back, what is an issue? It is actually 

a patient issue. Park the name, park the person, park whatever. If something 

is affecting patient care or patient outcomes, or potentially, people should be 

in a flat environment where they can have these difficult conversations. 

For a multi-disciplinary team to have that conversation, it needs to be fully 

cognisant of their roles and responsibilities; it needs to know how their 

behaviours affect everybody else, and they need to be reminded of what their 

primary duty is, it is to keep patients safe. If anybody has a concern around 

that matter, that should transcend any other issues. 

That being said, human beings being human beings, you have to deal with the 

human factors around that and we're not good at doing that. I think this is a 

case in point. People had concerns but didn't have a meaningful way of 

escalating them, and didn't really want to deal with them in a confrontational 



Volume 3 – Chapter 4 – Governance 

169 

manner because that will not resolve anything. I think this is a much wider 

conversation we're having than just this issue, because how do you -- you 

know, a stressed environment, an MDT that's not fully functioning, is not 

appropriately resourced and doesn't have oncologists on a regular basis, how 

does that address its own internal problems? It's probably not going to be able 

to do so.”420 

432. The Inquiry agrees that the issues relating to the care of patients in urology at the

Trust has exposed wider issues of governance and culture that indicate the need

for an overarching programme of staff development and cultural change. These

changes must ensure that everyone understands the need to focus on the

primacy of patient safety. The Trust should be commended for taking immediate

action in many areas as referenced elsewhere in this Report.

Incident management and Serious Adverse Incidents at the Trust 
with specific reference to urology 

Background 

433. A critical component of efforts to improve patient safety has been the reporting,

investigation and the learning from incidents reported by staff working in

healthcare organisations.

434. The way an organisation handles incident reporting and the actions taken

because of these incidents are a central marker, both of the way the organisation

commits to prioritising safe care and how it commits to continual learning and

improvement. In the words of Dr Hughes, referring to the responsibilities of all

doctors:

“the first and foremost responsibility is to patient care and patient safety, and 

that the culture that Leadership must bring to it is an open culture, and a culture 

420 TRA-01976, line 24 to TRA-01978, line 1 
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where people can put their hand up and say, I am concerned about things, and 

that there is a process for that to be escalated and to be heard.”421 

435. There has been a shift in attention in this area over successive years, moving

from the initial attempts to implement effective structures for reporting error, to a

much greater emphasis on effective learning and improvement from error and

complaints and more recently, the understanding of the need to adopt a more

restorative approach.

436. This approach is based on the premise that in an atmosphere of psychological

safety, openness and civility there can be more meaningful improvement when

things go wrong. While this cultural focus is important in its own right, it also

reduces the harm to the so called second victims of error which include families,

staff and organisations.422

437. It is well recognised that implementing this cultural change is far more challenging

than, for example, changing systems of reporting.

438. Most trusts use incident reporting systems such as Datix423 in a variety of ways

to set up systems of oversight and to mandate appropriate actions when serious

matters are reported.

439. Almost all trusts have dedicated governance staff involved in this activity and

nearly all trusts have difficulties in ensuring that there are effective mechanisms

for learning and implementing action. Overall, there is often a tendency to collect

a great deal of information about the incident and the likely causes of it and to

make recommendations for change, but then to fail to make any meaningful

changes despite a huge amount of effort in this area. There is usually a formal,

documented system, with the correct hierarchy of meetings and involvement in

421 TRA-01018, lines 17-23 
422 Wailling, J., et al. (2022).“Humanizing harm: Using a restorative approach to heal and learn 

from adverse events”. Health expectations : an international journal of public participation in 
health care and health policy, 25(4), 1192–1199. At: https://doi.org/10.1111/hex.13478 

423 Previously referenced in this chapter 

https://doi.org/10.1111/hex.13478
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place for reporting incidents. However, in practice, the actual management of the 

incident system is ineffective. This is because staff are disengaged and either do 

not report incidents or, if responsible for acting on incidents, they do not feed 

back to other staff or do not in fact change anything. The investigation of incidents 

should concentrate on determining the root causes of the event and is best done 

with the help of a multidisciplinary group trained in specific methodology so that 

a standard approach is used. It requires multiple interviews and meetings and 

requires significant time and commitment. 

440. There are often many competing priorities for managerial and clinical staff who

simply don’t have the time to complete all aspects of incident reporting in an

effective way.

441. Staff at the front line often see no tangible benefit from incident reporting. There

may not be any mandatory ongoing training to fully explain the process, and any

actions taken to prevent the incident happening again may not be clear to staff.

This can be exacerbated when staff feel that in general there is a lack of action

from senior managers when problems are reported. This results in feelings of

futility or helplessness.

442. Most SAIs are classified and investigated according to criteria set out by the

health departments across the UK. There has been more of a focus on this area

in recent years. This is a direct result of difficulties in adhering to timescales,

embedding learning and changing systems to reduce harm. In England the result

has been the implementation of a new framework for managing these events424

and new frameworks for managing incidents are at an advanced stage of

preparation in Northern Ireland.425

424 NHS England (2022). “Patient Safety Incident Response Framework”. At: 
https://www.england.nhs.uk/patient-safety/patient-safety-insight/incident-response-framework/ 

425 Department of Health Northern Ireland. “Framework for Learning and Improvement from Patient 
Safety Incidents Consultation”. At: https://www.health-ni.gov.uk/consultations/framework-
learning-and-improvement-patient-safety-incidents-consultation

https://www.england.nhs.uk/patient-safety/patient-safety-insight/incident-response-framework/
https://www.health-ni.gov.uk/consultations/framework-learning-and-improvement-patient-safety-incidents-consultation
https://www.health-ni.gov.uk/consultations/framework-learning-and-improvement-patient-safety-incidents-consultation
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443. The involvement of patients and their families in the investigation of error,

learning and improvement, has generally increased in recent years but is still not

always as well embedded as it should be. The involvement of staff in the

investigation of and learning from incidents has also been problematic. Staff are

still reluctant to speak up and may be defensive. As a result, the new framework

in England mandates early involvement of both patients and staff in the

investigations initiated when things go wrong.

444. The Inquiry is aware of the Ombudsman report ‘Broken Trust’ in England,

considering the impact on families of avoidable death (previously referenced).

The statement in the “Foreword from the Ombudsman” of this report serves to

emphasise the importance of effective processes for managing SAIs:

“Sadly, but perhaps inevitably, mistakes will happen in a complex health 

system that relies on human judgement. But every time my Office rules that a 

patient died in avoidable circumstances, it means that incident was not 

adequately investigated or acknowledged by the Trust. It also means staff, 

patients and their families had to go through an unacceptably long and painful 

process to make sure action was taken to address shortcomings and justice 

was achieved for the patient.”426 

445. The Inquiry agrees with the authors of this report who state that healthcare

organisations should take:

“Accountability for a robust and compassionate response to harm, which 

supports learning for systems and healing for families”. 

The Inquiry would endorse the specific recommendation in this report which 

focusses on the need to demonstrate and evidence that staff and patients really 

feel that patient safety is the most important priority from government and the 

health service by: 

426 INQ-20218 to INQ-20258, page 7 
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“Evidencing that patient safety is a top Government and NHS priority”.427 

Serious Adverse Incident management at the Trust 

446. The Inquiry was interested to understand how effectively the management of

incident reporting and learning from error was embedded at the Trust.  We looked

at the evidence available from staff describing incident management, the SAIs

that led to this Inquiry, as well as other SAIs. We also considered the evidence

relating to governance structures and functions and the culture prevalent at the

Trust.

447. The Inquiry was interested to understand whether the Trust:

• Used effective incident reporting systems supported by adequate numbers of

governance staff.

• Considered incidents as a whole and in detail as required as standard agenda

items on relevant meetings.

• Ensured that effective learning and feedback to users, which is known to be

critical to support a culture of improvement, was in place.

• Considered how well staff were trained and felt able to engage with the

process of incident reporting and saw it as a valuable tool for change.

• Demonstrated good Board engagement in terms of strategic oversight of this

area including considering thematic reports.

• Demonstrated clarity of vision from the Board in terms of fostering a focus on

quality, safety, learning, openness and improvement including clear

articulation of priorities for change and transformation.

448. The primary area of focus for the Inquiry was that of SAIs. These are incidents

that are classified as having the highest level of harm or risk of harm and are

427 INQ-20218 to INQ-20258, Recommendations 1 and 2 
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considered and investigated according to current frameworks in use in Northern 

Ireland.428 

449. As more incidents are reported over successive years, it is increasingly important

to ensure that the most serious ones receive appropriate attention and

investigation using accepted methods of analysis. Although all incidents should

be considered in the context of making improvements to prevent further harm,

the most serious ones should result in actions or programmes of improvement

that are followed up with some rigour to ensure that harm to other patients is

reduced. Accordingly, the Inquiry looked at this particular aspect of incident

management at the Trust and how it was governed.  We then went on to consider

this through the lens of the specific issues that arose in urology.

Incident management at the Trust and the Acute Directorate 

450. The importance of incident management at the Trust was recognised by a

structured approach to the management of the Datix system. This is a web-based

incident reporting and risk management software system used in many hospitals

in the UK. It has been developed over many years, and is used to report all

incidents. Datix was populated and utilised largely by managers and governance

staff based in each directorate. Policies on Incident Management were in place429

and the Trust complied with the SAI policies as directed in Northern Ireland.430

The Department is currently consulting on a series of changes to the processes

around SAIs. The aim is to simplify processes, improve service user involvement

and augment learning.

451. Responsibility for Incident Management in the Trust was devolved to each

directorate. The monthly Acute Directorate Governance meeting had regular

reports on incidents and specific reports on SAIs. These were also discussed in

specialty patient safety meetings, such as in urology, where relevant. The specific

428 TRU-20247 to TRU-20354 
429 WIT-19185 to WIT-19220: Incident Management Procedure 2014; TRU-306059 to TRU-306076: 

SAI Recommendations Implementation Plan 
430 TRU-20247 to TRU-20354 
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reports relating to SAIs included their declaration, final investigation reports 

based on Root Cause Analysis (RCA)431 and agreed recommendations for 

action. 

452. The volume and range of issues included for discussion at this governance

meeting however, did not allow for any proactive monitoring of standards

achieved, whether these were mandated after SAIs, or whether they were

standards agreed in Clinical Guidelines.432 The evidence heard by the Inquiry

demonstrated a  widespread view that governance in the directorate was in need

of more emphasis and investment and that more support for action tracking after

SAIs was desirable. Achieving this would have required more governance staff.

Mr Carroll commented on this in his witness statement, as discussed earlier in

this chapter, but specifically raised the issue of the failure to act on

recommendations from SAI investigations by emailing examples of this to his

more senior managers and asking for updates on the agreed governance posts

required:

“Please find attached three (there are possibly more) SAIs where there is no 

evidence that the recommendations have been actioned. 

We agreed to have 3 governance managers working to each MUSC (2) and 

SEC/ATICs (1). These staff were Connie, Sharon & Edel all B7 (Paula can 

work across all 3 clinical divisions) 

So can I ask for an update on the above subject.”433 

As discussed earlier in this chapter, those overseeing governance, such as the 

Acute Directors, stated that the competing demands made it difficult to give 

enough attention to all the important aspects of governance including this one. 

431 RCA is a mandatory, structured investigation process used by Health and Social Care bodies to 
understand how and why SAIs occurred, focusing on system improvements rather than 
individual blame. The process aims to prevent similar incidents in the future. 

432 WIT-95199, paragraph 1.23 
433 WIT-14751 
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453. Escalation and reporting of SAIs for discussion to the Board Governance

Committee was in place. This included a description of the event with a summary

of the recommendations and actions agreed. The Governance Committee would

then provide further endorsement of the recommendations for action, but the

level of scrutiny varied. As previously described, there was often only limited

challenge and no mechanism for ensuring that the actions had actually been

completed. In recent years we heard that there had been more scrutiny of these

reports at the Trust Governance Committee with requests for follow up

information to seek assurance on actions.434 The SMT also developed much

clearer oversight over SAIs and the actions required as a result of them. This is

described in paragraph 494 below.

454. While comprehensive themed reports to cover SAIs and provide assurance to

links for improvement work did not find their way to Board Committees, there was

recognition that this needs to happen.435

455. Assuring that any possible SAI is recognised depends on having an effective

incident reporting system. The Inquiry heard that there was a recognition at the

Trust that the Datix system was not always used to best effect436 and that it might

be possible to improve this if suitable resources were invested.

456. One of the problems seemed to be a variable understanding of the circumstances

in which something should be reported as an incident, as well as a failure to

appreciate the value of reporting incidents. Administrative staff and senior

operational staff sometimes felt that there was no point reporting something that

in their view was not amenable to change or was a tolerated behaviour. This

occurred in relation to the issue of Mr O’Brien storing patient records at his own

home. It seems that the incident reporting systems were used to report issues

but were not clearly embedded as a way of mandating actions and solving

problems with escalation as required. There were many occasions for example

434 See paragraph 177 and TRA-10051, line 24 to TRA-10052, line 10 
435 See paragraph 452 and TRA-10164, line 26 to TRA-10165, line 19 
436 Mrs Reid: TRA-07490 to TRA-07492 
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when records for patients under the care of Mr O’Brien were not available 

because they were at his home, this was logged as an incident on only some 

occasions. The practice of logging the unavailability of notes as an incident 

stopped abruptly, as the result of a decision from a senior manager. This was 

described by Ms Forde as Head of Health Records who stated that the Director 

of Acute Services had issued this instruction. She provided the observation that: 

“nothing had changed with our escalation and Datix reporting, would not 

change anything with regard to the charts being taken home.”437 

No clinical managers were involved in this decision. The risks to patients were 

apparently just accepted. 

457. Staff also commented that serious issues, even if reported outside the incident

reporting process, did not result in change or action. Mr Haynes was questioned

by Inquiry Counsel about concerns he had raised to managers regarding

Mr O’Brien:

“Q. You were, in raising concerns, looking to the systems and Management 

to take those concerns seriously and make appropriate challenge and 

escalation if the challenge was rebuffed? 

A. Yeah.  We, as a group, had made an informal challenge of, you know,

this is an issue for us.

Q. Yes.

A. And it was rebuffed.”438

This indicates a lack of oversight and challenge to the incident reporting process 

and to raising concerns in directorates. It is symptomatic of poorly functioning 

medical management. Essentially this is a problem of culture, where there is a 

tolerance of issues even though the concerns could impact on patient safety. Not 

437 WIT-61191, paragraph 23.2 
438 TRA-00905, line 24 to TRA-00906, line 2 
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all medical staff seemed to understand the full importance of reporting harm or 

possible harm with a view to making improvements. This is reflected in 

Mr O’Brien’s comments. He too felt that he had raised issues of concern over 

many years and not had any assistance. He did not however understand the 

appropriate mechanisms of governance for raising his concerns.439 

458. Understanding, management and learning from incidents is generally improved

with clear leadership, constant reinforcement and involvement of staff in a way

that helps them see the value of reporting things that go wrong. Doctors need to

be clear regarding each level of medical management’s responsibility for

governance, including incidents and in particular SAIs. The duties of all staff, but

particularly doctors and nurses, to raise patient safety issues via incident and

other systems is clear but needs to be encouraged.

459. It appeared to the Inquiry that the responsibility for clinical governance within the

medical line was at times dispersed and/or unclear.440 Staff reported that they

often did not receive feedback when they reported an issue via Datix and the

incident could be closed without any report. This was a disincentive to reporting.

Mr Haynes told us:

“Where I raised concerns specifically with regards to Mr O’Brien, I did not 

receive feedback as to how these concerns had been investigated or 

addressed. For example, I completed an IR1 in October 2015 [relating to 

Patient 102] regarding the absence of paper clinical notes and the absence of 

dictated letters following outpatient consultation.  I remain unaware of how this 

concern was investigated, and if any action was undertaken to attempt to 

resolve this issue.  This is the case for all IR1 / SAI processes with no feedback 

provided to the reporter, and no opportunity for the reporter to review or 

comment on subsequent reports or recommendations. I believe this 

439 See paragraph 430 in the Clinical Aspects chapter 
440 See Medical Management and Leadership chapter 
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contributed to the failure of the Trust systems to adequately identify and 

address concerns relating to Mr O’Brien.”441 

460. Complaints from staff about incident reporting are common in healthcare in the

UK and are often accentuated when severe operational pressures take all

available time and attention. The presence of a well-staffed governance function

can ameliorate this by supporting reporting and assisting in pulling together

themes, learning and feedback. The Inquiry considers that the Trust’s

underinvestment in governance is unlikely to have allowed staff time to give

adequate support to incident reporting.

461. The classification of incidents is a crucial part of the process. Classification

meetings to determine the severity of incidents are a critical place to share ideas,

challenge assumptions and improve understanding, particularly in terms of some

of the more nuanced decisions required. Classification needs to be done swiftly.

It requires a balance of clinical input and the benefit of senior governance staff

who can ensure frameworks and timescales are followed and communication

with key parties is kept on track. It is important that decisions at incident

classification meetings are logged to include the rationale behind classification

as well as the actions and timescales agreed.

462. As discussed earlier in this chapter442 the Inquiry was told that there was a weekly

meeting in the Acute Directorate to determine the level of severity of incidents, to

provide challenge in terms of this classification and to declare incidents as

fulfilling the criteria of serious or significant incidents requiring investigation. This

was referred to as the screening meeting. This meeting was appropriately

supported by governance and administrative staff as well as by clinical and

operational staff. Decisions were tracked via an evolving and dynamic excel

spreadsheet.443 Completing this classification process in a timely way and with

full clinical input was clearly a problem due to the time constraints on clinical

441 WIT-53915 to WIT-53916, paragraph 46.2 
442 See paragraphs 259 and 260 
443 WIT-95494 to WIT-95512 
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staff.444 Mrs Reid told us that this resulted in delays in decision making.445 While 

the Inquiry got no sense that the importance of the meeting was underestimated, 

it appears that on occasions there were incidents that were not screened when 

they should have been. This was discussed with Mrs Reid in oral evidence in 

relation to the failure to investigate an incident reported concerning Patient 102 

who had not been referred for consideration of radiotherapy. She postulated that 

this was due to: 

“the volume of Datixes that came through, sometimes with the quality of 

information on them, if they weren't escalated then there was a chance that 

they wouldn't have been screened.”446 

This demonstrates a risk that there has been an under identification of SAIs as is 

illustrated by a further case discussed in oral evidence with Mrs Reid. 447 

463. Mr Cardwell explained that the process of presenting cases for screening had

improved since 2019.448 The use of excel spreadsheets to track this meeting was

a pragmatic approach, however this may have resulted in a lack of clarity for

anyone other than those staff who were able to attend every meeting.  Moreover,

time specific action logs did not appear to be in place.

464. The option of widening the access to this meeting outside the formal medical

managers did not seem to have been considered despite the acknowledgement

of long delays resulting from delayed decisions at this point.449 The Inquiry

considers that if more consultants from more specialties had been involved in this

meeting then there would likely be fewer delays in the formal classification of

incidents, especially SAIs. This would have also improved general awareness

regarding the investigation and learning from patient safety incidents amongst

444 See earlier in this chapter and the Medical Management and Leadership chapter 
445 WIT-95209 
446 TRA-07534, lines 7-10 
447 TRA-07533 to TRA-07536 
448 TRA-07606 
449 TRA-06616 
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the wider body of senior doctors. The Inquiry considers that the Trust should 

consider ways of revising the way this weekly meeting is conducted. 

465. Once an SAI has been declared it is important to:

• identify a lead for the investigation;

• provide suitable governance support to set out the process and to keep track

of timelines, through oversight from an SAI group;

• complete the investigation within a mandated timeframe (this was set at 90

days in Northern Ireland) as part of the framework document; and

• produce a set of recommendations and ensure that these have been accepted

for action by a suitable person or group.

466. Many trusts find the process around incident investigation challenging. The

Inquiry found that despite considerable emphasis in this area, all aspects were

problematic at the Trust. The result of this was that investigations took too long

to complete and learning required to ensure immediate changes were made to

protect patients could not be put in place.

467. Once investigations were completed at directorate level and improvement

actions were agreed there was incomplete sharing of relevant lessons across

specialties. There was very limited tracking of the actions that had been agreed

and were required. This has been described earlier in this chapter.450 The Acute

Directorate Governance team did not have the resource needed to track the

actions required as a result of SAIs.451 The responsibility for taking action rested

with the service involved. There was a sense that at every level the operational

pressures were such that there was insufficient emphasis in this important area.

450 Paragraph 258 
451 WIT-95247, paragraph 4.26 



Volume 3 – Chapter 4 – Governance 

182 

The Urology SAIs 

468. There was a group of nine SAIs which led to the establishment of this Inquiry in

2020. There was a further group of five SAIs that arose following an SAI arising

from the delays in the treatment of Patient 10. Although this was a key part of the

trigger for the MHPS investigation in 2017, those investigations were not reported

until 2020. Both of these groups of SAIs were investigated using an external SAI

Chair. Further relevant SAI investigation reports relating to patients under the

care of urology included: investigations into deaths after elective surgery, where

problems relating to pre-operative assessment were highlighted; issues relating

to urological stents; and an incident relating to a swab retained in the abdomen

after surgery, where there was also a failure to look at the relevant radiological

examination in a timely way.

469. Looking at these SAIs and the response to them formed the basis for the Inquiry’s

view regarding the Trusts approach to this key component of governance, not

only in urology, but also more generally.

470. SAIs were generally identified through the weekly Acute Directorate Incident

meeting referred to above, although some came to light outside of this process,

were recognised retrospectively, or following a complaint.

471. The process of identifying an appropriate lead for the SAI investigation,

supported by an experienced governance facilitator, has been a challenge at the

Trust. The Trust has acknowledged this issue and implemented improvements to

allocate dedicated time for consultant medical staff with relevant training. This

approach is intended to promote consistency and timeliness in investigations,

while also ensuring that critical elements of the process receive adequate

attention. Dr O’Kane described a series of improvements in this area in oral

evidence452 where she stated that specific posts had been created where

corporate SAI chairs had been created. Some of these were retired doctors who

were:

452 TRA-11778 to TRA-11780 
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“employed to undertake this function - and some of them also have other roles. 

And that has been really important again in terms of taking a standardised 

approach to all of this and helping these SAIs through the system”.453 

Mr Glackin had chaired a number of SAI investigations since 2015 and described 

the value of specific training introduced by Dr O’Kane in 2021, including in 

undertaking root cause analysis.454 Prior to that he had been supported by 

governance staff but had not completed specific training himself. 

472. The Inquiry noted very long and unacceptable delays for a significant number of

SAIs. This was recognised by governance and medical staff.455 The Inquiry is of

the view that there were multiple points of delay but that pressures on clinical

time were a significant factor.456 The time taken to record an incident on Datix in

sufficient detail could act as a deterrent to rapid reporting from busy clinical staff,

the weekly incident meeting might not have sufficient clinical representation to

make a firm decision on the need for further investigation, there could then be a

delay in finding a clinician to chair the SAI investigation team and further delays

occurred due to the difficulties in getting clinicians together for meetings, to agree

findings and finalise the report. Most importantly, the immediate learning required

to improve systems and processes could be delayed because of these sequential

delays. The Trust revised incident policy agreed in 2024 was instigated to focus

specifically on ensuring that immediate learning could be facilitated from the very

beginning of the incident process.457 Mr Glackin commented on historical

problems relating to this in his oral evidence:

“So, my own experience is that they do take too long.  And for the reasons I've 

outlined, I think that is not helpful.  Because if there's quick learning needed 

then you're not getting that out there as it should be, you know, across the 

453 TRA-11779, lines 6-10 
454 TRA-08173 to TRA-08175 
455 WIT-53914, paragraph 45.2 
456 WIT-53914 
457 TRU-306322 to TRU-306343 Operational procedure for the Reporting and Management of 

Adverse Incidents 
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organisation. Secondly, when an SAI report comes down through the 

governance structure to the M&M patient safety meeting, for instance, what 

you get is basically a set of recommendations.  It's often very difficult to 

contextualise those recommendations, to put them in a scenario where the 

people in the room understand, you know, this is what has happened and this 

is why we're making these recommendations.”458 

473. The use of an external lead for an SAI process can be very helpful and should

accelerate the process. Having an independent external lead means that there is

protected time to carry out the work needed to investigate an SAI, and it can also

provide a degree of independence and expertise in the area. A fresh set of eyes

is always an advantage. Nonetheless, the Inquiry agrees that training clinicians

within the Trust to deal expeditiously with SAIs is also important, as the focus

needs to be on immediate learning and ownership. The Inquiry notes that in oral

evidence Dr O’Kane comments on the importance of supporting SAI chairs

through the creation of corporate SAI chair roles.459

474. The Acute Directorate SAIs were managed within that directorate without

oversight or support from a central governance and executive team, in particular

there was no oversight from the medical and nursing directors. The Inquiry

considers that this provided a risk in terms of balanced, experienced oversight

and challenge. This risk was raised as part of an analysis in 2018, but no action

was taken at that time.460

475. These are difficult investigations, and they require considerable expertise and

leadership. Otherwise, it is very easy for ToR to be too constrained, timescales

to be missed and investigations to be very delayed or incomplete. This may, and

indeed often does, delay learning and is particularly distressing for the patients,

families and staff.

458 TRA-08176, lines 13-25 
459 TRA-11779 
460 TRU-252192 CSCG template discussed at the Senior Management Team (SMT) meeting 
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476. As a result, executive trust leaders responsible for overseeing quality and safety

may not have full awareness of the organisation’s level of harm, which could

affect their ability to support professional staff and provide assistance, or

challenge during each stage of the SAI investigation.

477. The value of Medical Director scrutiny was described by Dr Hughes when he

spoke of his experience as Medical Director at the Western Trust:

“all SAIs in the Trust would have been reviewed at Director level, and I chaired 

that process, and that was to assure immediate learning to quality assure and 

make sure that the learning was embedded within the system.” 461 

478. At the Southern Trust, completed SAI reports proceeded directly from

directorates to the HSCB and only a selection ever featured in Trust Governance

discussions. This reporting line has been improved in recent years as described

by Dr O’Kane462 and Ms Mullan,463 as part of the general improvements in

governance and the response to the Champion Report.

479. It is essential to involve patients and families at the outset of SAI investigations,

as they are frequently experiencing significant distress and may benefit from

dedicated support and clear, ongoing communication. Additionally, there are

instances where they may be simultaneously involved in a complaints process

for the incident involved. A number of these complaints can be escalated for

review by the Ombudsman. All these processes can be prolonged and distressing

for patients and families.

480. An illustration of the interrelation of processes is a Trust incident in a speciality

other than urology. The Ombudsman reported on a complaint following a death

461 TRA-01012, line 27 to TRA-01013, line 2 
462 TRA-11676 
463 WIT-100545 
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after colonic surgery at the Trust in 2023.464 In this case there were significant 

issues in relation to complaint handling, identification of the SAI, learning from 

the event and the investigation process and the family were not kept properly 

informed. The Ombudsman commented specifically: 

“the Trust stated it did not commission an SEA until it received a complaint, as 

prior to this the Clinical Governance Team was unaware of the patient’s death. 

However, it also stated that an initial screening found the patient’s death did 

not meet the criteria for an SEA. This is clearly contradictory.  I examined the 

Trust’s complaint file which documents that the General Surgery Team 

discussed the patient’s death following the post-mortem and concluded there 

were ‘no learning points.”465 

In this kind of situation, the SAI lead must be able to exercise suitable oversight 

of the critically important family involvement in the SAI, ensuring it remains 

meaningful rather than tokenistic, while also preventing unnecessary delays in 

the investigation. Families can be particularly distressed by dismissal of their 

concerns, as in this case where it proved that there had indeed been failures of 

care. 

481. The Inquiry noted that the original nine SAIs which prompted the Inquiry included

very significant family involvement. This was an extremely difficult process for

families but despite this it was well received by, for example, the family of

Patient 1 as illustrated in paragraph 334 and 335 in the Patients chapter.

Mrs Kingsnorth also described the family engagement for these SIAs as very

meaningful stating:

“this is one of the best SAIs I have ever undertaken.  To have the level of 

communication with the families, I mean, I really -- I had bonded with so many 

of the families during that review, I wanted to see things come to fruition, I 

464 NI Public Services Ombudsman. “Investigation of a complaint against the Southern Health and 
Social Care Trust”, Report Reference: 202001434. At: 
https://www.nipso.org.uk/sites/default/files/2023-11/s44%20202001434.pdf  

465 Page 26, paragraph 83 of above report 

https://www.nipso.org.uk/sites/default/files/2023-11/s44%20202001434.pdf
https://www.nipso.org.uk/sites/default/files/2023-11/s44%20202001434.pdf
https://www.nipso.org.uk/sites/default/files/2023-11/s44%20202001434.pdf
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wanted to be able to work with some of them because some of them wanted 

to be involved in the recommendations as well, which was very admirable of 

them.”466 

Patient 5’s daughter also valued her involvement in the SAI process stating that 

“we could not have felt more supported.”467 She also gave exceptionally relevant 

evidence to the Inquiry about her contribution to learning from the SAIs. Her 

statements to the Inquiry provide a heartfelt and powerful account illustrating the 

importance and value of involving service users in the investigation of, and 

learning from, adverse incidents and the development of services.468 She was 

able to contribute to improvements in the system even when she was clearly 

traumatised by what was for the family a very shocking and emotional time, in 

her words: 

“it was traumatic, it was distressing, it was long term, it was an emotional roller 

coaster, it was devastating, it was shocking. It was all of those emotions.”469 

482. Although the Trust has significantly improved its practice in this area and although

involvement of families and patients is recommended as part of the SAI

investigation framework in Northern Ireland, the way patients and families are

involved can vary as was evident historically at the Trust. Family liaison was not

provided in a systematic way. In the case of Patient 10 for example, there was

no family involvement during the 15-month investigation.470 There was no

apparent family involvement in the combined SAI report that followed on from

this.471 The very delayed report was not concluded until 2020 and the Trust did

not contact families about the report until 2021.472

466 TRA-06553, line 28 to TRA-06554, line 7 
467 Paragraph 334 of the Patients chapter 
468 Paragraph 338 to 345 of the Patients chapter 
469 Paragraph 336 of the Patients chapter 
470 PAT-000042 
471 TRU-161175 to TRU-161200 
472 TRU-167906 email describing family contact 
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483. While it can be difficult to decide exactly when to involve patients and families

when things go wrong, in general, it appears that families were not involved in

the process of incident reporting early enough. The Inquiry noted that there is still

no mandate to inform patients about every breach in safety standards. It seems

that, unless a duty of candour which was recommended by the IHRD in Northern

Ireland is in place, and is properly embedded, this may not happen.473

484. Even where duty of candour is mandated, however, its implementation may be

imperfect and there are lessons to be learned from the experience in England in

this regard. The responses of the UK Department of Health and Social Care’s

call for evidence relating to the implementation of the duty of candour published

in November 2024 will be relevant in terms of identifying problems in the

operation of such a duty. 474

485. The Inquiry understands that a Northern Ireland approach to the duty of candour

is still to be agreed. Once an approach has been agreed there will be a need for

further work to embed what is known as an ‘open’ culture to ensure that patient

and family input is as well supported as possible.

486. The Inquiry understands that the revision of the SAI framework currently

underway in Northern Ireland, has included evidence from the RQIA Review of

the Management of Serious Adverse Events (SAEs), as well as a consideration

of the work across the UK relating to SAIs. The Inquiry is of the view that it would

be useful to consider the specific area of patient and family involvement as well

as the duty of candour in some detail. The evidence from patients and families

recounted in the Patients chapter provides useful context on the importance of

family involvement and also highlights the challenges of doing this well.

473 The IHRDNI recommended in 2018 that a statutory duty of candour should be enacted in 
Northern Ireland applying to every healthcare organisation and those working for them. See: 
https://www.ihrdni.org/Vol3-09-Recommendations.pdf  

474 UK Department of Health and Social Care. “Findings of the call for evidence on the statutory 
duty of candour”. At: https://www.gov.uk/government/publications/findings-of-the-call-for-
evidence-on-the-statutory-duty-of-candour/findings-of-the-call-for-evidence-on-the-statutory-
duty-of-candour  

https://www.ihrdni.org/Vol3-09-Recommendations.pdf
https://www.gov.uk/government/publications/findings-of-the-call-for-evidence-on-the-statutory-duty-of-candour/findings-of-the-call-for-evidence-on-the-statutory-duty-of-candour
https://www.gov.uk/government/publications/findings-of-the-call-for-evidence-on-the-statutory-duty-of-candour/findings-of-the-call-for-evidence-on-the-statutory-duty-of-candour
https://www.gov.uk/government/publications/findings-of-the-call-for-evidence-on-the-statutory-duty-of-candour/findings-of-the-call-for-evidence-on-the-statutory-duty-of-candour
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487. The involvement of staff in the SAI process is also critical, and this has now been

built into the new Patient Safety Incident Response in England.475 The Inquiry

considers that this is a critical part of effective management of incidents and

would also be an essential component of a ‘just culture’ as aspired to at the Trust.

488. SAI investigating teams should not be led by those involved in the care of the

affected patient. That does not however mean they should be excluded from

giving an account of the events in which they were involved. If staff do not

understand the process and perceive a sense of secrecy surrounding an

investigation, they can feel that the process is something done ‘to’ them and

something for which they will be blamed. Such a response has some validity

since some SAIs do involve culpability, but the purpose of the investigations is to

look at all the possible factors that led to the situation encountered and so to learn

and improve. The way the process is handled needs to be as open and fair as

possible otherwise staff become fearful and engagement with staff may be

difficult, resulting in defensive behaviour that limits the effectiveness of the

investigation. The Trust has recognised the importance of cultural change and

psychological safety and has commenced work in this area under the leadership

of Dr O’Kane with the support of the Director of HR who chaired the workstream

on culture set up as part of the ERG programme of work as previously

referenced.476 In oral evidence Dr O’Kane explained why the concept of ‘just

culture’ had found its way into the procedures for incident reporting. When

questioned by Counsel on this matter:

“Q   if there is a belief perhaps that there might be a punishment for the 

perceived wrongdoer. So does the principle or the concept of a just 

learning culture come in there? 

A. Yes. I think I mentioned earlier, you know, the evidence base for this

comes from the Drucker work in relation to just an open culture and,

again, it is nested very firmly in the idea that, particularly in safety

475 NHS England. “Patient Safety Incident Response Framework”. At: 
https://www.england.nhs.uk/patient-safety/patient-safety-insight/incident-response-framework/ 

476 See paragraph 17 above 

https://www.england.nhs.uk/patient-safety/patient-safety-insight/incident-response-framework/
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organisations - and, you know, the NHS is like the airline industry, it is a 

safety organisation that incidents rarely happen because of, you know, a 

bad actor in the middle of it all, it's very often to do with a system not 

functioning in the way that actually yields the best result. So part of the 

approach that we take in relation to this and, you know, what we've tried 

do is inculcate a lot of this through simulation training.”477 

489. The Inquiry heard that at the Trust not all staff were appropriately involved in the

SAI process to give their views. Mr O’Brien, for example, was not even informed

of the SAI investigation in relation to Patient 10 until very late in the process and

there will have been many staff who were unaware of an investigation until the

report was eventually released. Such an approach is very unlikely to foster the

psychologically safe environment needed to promote a culture focused on safety.

As new processes develop, investigation leads need to be trained to understand

the importance of taking a proactive approach to involving and engaging all

relevant staff. This must be done in a considered way that emphasises the need

to learn, act and change systems. Approaching SAIs in this manner is more likely

to build the momentum for meaningful change than one which feels imposed and

punitive. In order to achieve this, clear policies, senior oversight and ongoing

training and discussion are required, particularly when there are sensitive issues

that relate to errors made by individuals. Although investigations are undertaken

to ensure learning for improvement and although many failures in care occur due

to failures in systems and processes, there are times when individual

professional conduct or decision making contributes significantly to the harm

caused.

490. The Inquiry considers that the hierarchical structures and separate lines of

operational and medical management described at the Trust and referenced

earlier in this chapter, also cause difficulties in this area. We suggest that SAI

investigations must include both operational and clinical staff supported by

suitably trained governance staff.

477 TRA-11792, lines 9-25 
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491. The core purpose of identifying an SAI is to ensure there is learning and

improvement. Yet investigations were significantly and unacceptably delayed at

the Trust (by up to five years). This was the case whether the investigation was

carried out by an internal or external investigator. For example, after Patient 10

was identified as not having been triaged, Mr Glackin carried out the investigation

which was not completed for 15 months. The Trust looked to see if other cases

had not been triaged in the same week. This investigation was led by an external

investigator and commenced in 2017. It took almost three years to complete.

These are unacceptable timescales, moreover it was clear that such timeframes

were not unusual. Not only is such delay unfair to patients, families and staff, but

it impaired immediate and urgent learning and risked ongoing serious harm to

patients.

492. At the Trust there seemed to be a misconception that actions needed to wait until

the end of the investigation. This is seen, for example, in the case of Patient 10.

Senior oversight from a medical or nursing director would ensure that the

important mandate to improve patients’ safety was dealt with as paramount. The

availability of appropriately trained and experienced investigators would also

assist both in terms of stressing the patient safety message during the

investigation and assist to alleviate any undue fear of blame. It would likely

ensure sharing expertise across organisations, where that is likely to be of

benefit.

493. Investigation reports following SAIs were endorsed at the Acute Directorate

Governance meeting and shared with the HSCB, who considered the

recommendations and on occasion made further recommendations. We saw an

example of this in the case of Patient 92, a patient of Mr O’Brien who had become

seriously ill because a swab had been left inside during a surgical procedure.

This is a serious and life-threatening event and was properly investigated. It

transpired that a CT scan result had not been looked at when it became available.

The HSCB appropriately focused on the crucial issue of mandating doctors to

look at the results of the investigations they request. This led to considerable
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work over years to develop processes and systems to ensure that scans were 

looked at promptly. More is said about the importance of this in the Clinical 

Aspects chapter. The HSCB did request assurance from the Director of Acute 

Services regarding the implementation of key recommendations such as this one, 

but it is not clear how well this was followed up, and improved systems took a 

very long time to implement. It was also not apparent that the input from the 

HSCB formed part of any report to the Trust Governance Committee yet the 

failure to act on results is a well-recognised problem throughout healthcare and 

the incident could have had useful learning more generally in the Trust. As new 

policies and frameworks are developed each level of oversight, and their 

interrelationships, must be clarified in order to advance oversight of programmes 

of improvement. 

494. SAIs were notified from the Acute Directorate to the Governance Committee but

until recently there does not seem to have been a comprehensive report for

assurance or challenge. As described elsewhere in this chapter the focus on this

area of governance has improved.478 The Trust has significantly improved

oversight from the SMT and Medical Director’s team as well as information flows

into this team clearly recognising the importance of this area of governance. This

is described in oral evidence from Dr O’Kane who outlines the role of the Medical

Director in pulling information relating to significant governance issues together

in a report for the whole SMT.479 The development of this weekly governance

oversight was a significant improvement which started as Dr O’Kane became

Medical Director and was further developed over a period of years.

495. It seemed to the Inquiry that responsibility for acting on recommendations

resulting from SAI investigations was a matter that lacked clarity. The Acute

Directorate considered that recommendations were devolved to the speciality for

action. However, certainly with respect to urology, there did not appear to be a

process for developing and tracking any necessary changes. Medical staff could

not articulate clear lines of responsibility for changes to be made. This is

478 See paragraph 516 below 
479 TRA-11783 
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described in the chapter on Medical Management and Leadership. Equally, the 

Acute Directorate did not seek any assurances in this regard. This was a problem 

for the wider directorate and probably within the Trust more generally. 

496. Governance staff and operational managers were aware of this problem which

was attributed to constraints on time and inadequate governance support. There

have been improvements put in place since the Inquiry began. Increased scrutiny

from the SMT, increased reporting to the Trust Governance Committee and

increased governance resource in the directorate have all been important

improvements, as described elsewhere in this chapter. The Inquiry considers that

further work is required, particularly to link recommendations from SAIs to wider

programmes of improvement work, where there are repeated SAIs relating to

similar events, or where common themes are evident. Significant improvement

will require effective medical leadership supported by both governance staff and

operational managers.

497. The Inquiry saw an example of the need for combining similar events when

considering the problems relating to ‘forgotten’ stents. Stents are often put in

place following renal stones or to relieve ureteric obstruction in cancer patients.

The Inquiry heard directly from patients and a relative who described the pain,

suffering and harm they experienced due to delays in replacing and removing

ureteric stents.480 The recent publication by the Ombudsman in Northern Ireland,

referred to earlier, relating to delayed ureteric stent removal at the Trust also

highlighted this area of medical practice in urology. The Ombudsman made the

point that the patient, despite needing an urgent stent replacement, was not

contacted by the Trust during a long period of delay so that an update to

timescales and plans could be provided.  Neither was the patient given an

opportunity to explain his ongoing symptoms and distress. The Inquiry was

concerned to learn that this remains a persistent issue for the Trust.

480 See evidence of Patient 84, paragraphs 68 to 97 and Patient 16, paragraphs 98 to 159 in the 
Patients chapter 
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498. The Inquiry was aware of other SAIs relating to long and unacceptable delays in

relation to stent management. Evidence from clinicians in relation to this issue is

discussed in the Clinical Aspects chapter.

499. There is no evidence that the Urology Department did not take this issue

seriously, however the revised administrative and operational processes and

ongoing audit required to improve care in this area of practice did not take place

in a coordinated way under clear medical leadership. More is said about this in

the chapter on Medical Management and Leadership. The matter should have

been tracked at service level as well as at the Acute Directorate Governance

meeting and recurrent incidents of a similar type should have been highlighted

and triggered a sustained improvement programme.

500. In any case, assurance on the actions agreed or recommended after the incident

should have been followed through by the medical leaders responsible for

urology. Following the various incidents no regular metrics were put in place to

keep track of the scale or extent of the problem. For example, data showing time

of stent insertion to time of removal or replacement could have been tracked.

Instead, each incident was considered one by one.

501. The Inquiry was also aware of SAIs relating to problems due to the lack of robust

failsafe mechanisms for pre-operative assessment as referred to in paragraph

409. The changes in process required to ensure improvement in this area are

now underway, however, the need to improve systems relating to pre-operative

assessment was not progressed with sufficient speed. As a result of the

investigation into the care of Patient 91, who died of urosepsis and who had not

had a recent urine culture before his operation, the urology team acknowledged

the need for an improved process for ensuring an up-to-date urine culture was

available. The team put in steps to address this, but it was clear that more should

have been done in the field of pre-operative assessment at the time each incident

was raised. As previously discussed in paragraph 410, the area of management

of pre-operative assessment has subsequently been highlighted as in need of

improvement which is being implemented.
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502. On two occasions SAIs relating to urology were grouped together in order to

conduct a more thematic investigation. Both related to the practice of Mr O’Brien.

The Inquiry commends this as a methodology as it should serve to bring learning

points together.

503. The first group of SAIs consisted of five patients where triage was delayed

leading to a delayed diagnosis of urological cancer. This is referred to above. The

use of an external investigator provided a useful perspective in this instance and

identified failures in governance. The failings identified included both system

failures and individual failures surrounding the processes of patient referral by

GPs and the triage of these referrals at the Trust and included failures in

management and governance of these areas. From the point of GP referral, the

clinical urgency category allocated by GPs to 30 patients was incorrect.  As far

as the Inquiry has been able to ascertain, no body has responsibility for

assessing the quality of referrals from GPs. The Department relies on assurances

provided by GPs in declarations that they are compliant with relevant legislation

and consider guidance and alerts issued by the SPPG and Department. The

triage of referrals at the Trust was not done according to any policy and although

time consuming, was not necessarily given enough emphasis in terms of the

hierarchy of tasks expected of a consultant. Although most consultants managed

to complete triage tasks, the consultant involved did not manage to comply with

instructions and left patients untriaged. Governance systems did not adequately

measure the extent of the problem. Despite widespread knowledge regarding this

issue, the medical hierarchy failed to intervene effectively. Appropriate

recommendations were made but the full actions from this SAI were not tracked

to completion.

504. Despite the association of this SAI with a very lengthy MHPS process resulting

in the recommendation to fully review management systems in the Acute

Directorate, this SAI was never escalated to the Board. In addition, the Inquiry

considers that the delay in reporting the findings would have reduced the

opportunity for meaningful learning.
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505. The Inquiry considers that greater central oversight under the auspices of the

Medical Director should be mandated for SAIs generally and certainly in

situations such as this one. The Inquiry supports the focus on governance and

SAIs that is now in place under the direction of the Medical Director as referenced

in paragraph 494 and considers this must be continued.

506. The combined learning regarding processes in the Acute Directorate from the

MHPS investigation and this SAI should properly have been brought to the

attention of the SMT and the Board. Moreover, Cancer Services ought to have

been made aware of all delayed diagnoses of cancer. If these steps had been

taken it is likely that some of the governance deficits relating to medical

management and leadership and the leadership and governance of cancer

services would have been identified more clearly. The SAI report concluded that:

“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.”481 

507. The second occasion when SAIs were combined was in 2020. Nine SAIs relating

to the care of patients with urological cancer were combined for investigation,

leading to the launch of the Inquiry. These SAIs did not come to light through

normal governance processes in incident review meetings. They were ‘found’ as

a result of an exercise looking at whether patients might not have been added to

a waiting list,482 as described by Mr Haynes, who was so concerned that he

emailed the Medical Director, Dr O’Kane. In oral evidence he stated that:

481 TRU-161194 to TRU-161195, paragraph 10 
482 TRA-01371 



Volume 3 – Chapter 4 – Governance 

197 

“The decision to look into things further was really, as in the concern in my e-

mail, if there are patients who haven't been added to the waiting list, and 

specifically with the group of patients that both were, which was patients who 

had had ureteric stents inserted as first step in their management of stones, 

then we needed to identify if there were any others because they needed to 

have their needs addressed, so that was the reason for that work.”483 

The Trust carried out a rapid lookback to identify whether or not other patients 

might have been missed. In doing so it was discovered that some had not been 

given appropriate treatment. The Trust then set up the SAI investigations under 

the leadership of Dr Hughes who was a senior doctor experienced in SAI 

investigations, Cancer Care and Medical Management and Leadership, and 

obtaining the services of Mr Gilbert, an independent urologist. Doing so was a 

positive move and their investigation resulted in an important set of conclusions 

and recommendations. 

508. This series of SAIs was investigated more quickly and crucially with very

significant patient and family involvement. There was marked engagement from

both clinical staff and operational staff at various levels. The Inquiry does,

however, consider that the investigation should have more effectively involved

the single practitioner under scrutiny, Mr O’Brien, who also should have been

supported through the process. There were other staff who also felt they should

have been more thoroughly consulted during the SAI investigation.

Ms Kate O’Neill told the Inquiry:

“I was a bit taken aback that we didn't hear anything of that until the outcome 

of the SAIs were ready to be signed off as such.”484 

The Inquiry considers that full staff engagement is important although it was right 

to keep the investigation itself independent. While the investigation could have 

addressed these issues, the Inquiry considers that it was nonetheless an 

483 TRA-01371, lines 20-29 
484 TRA-12068, lines 20-22 
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investigation that was expeditious and comprehensive and resulted in significant 

learning for the Trust. The key issue of involving staff effectively, compassionately 

and fairly will continue to be a matter for development as new frameworks for 

classifying, investigation and learning from incidents come into use. 

509. Several areas in need of substantial improvement were revealed by this

investigation. These related to the governance of the MDT in urology, the way

urology was supported by Cancer Services and the professional responsibilities

of clinical staff relating to the need to prioritise patient safety.485 The RCA report

also highlighted deficits in patient involvement in that patients were not fully

informed. The report states:

“The Review of nine patients has detailed significant healthcare deficits while 

under the care of one individual in a system. The learning and 

recommendations are focused on improving systems of multidisciplinary care 

and it’s [sic] governance. It is designed to deliver what was asked of the 

Review Team by patients and families – “to ensure that this does not happen 

again or that another patient suffers". 

The Patients in this review received uni-professional care despite a 

multidisciplinary resource being available to all others. Best Practice Guidance 

was not followed and recommendations from MDM were frequently not 

implemented or alternative treatments chosen. There was knowledge of that 

prescribing practice varied from regional and national guidelines in the 

Southern Health and Social care Trust, as well as more widely across the 

Cancer Network. This was challenged locally and regionally, but not effectively, 

to provide safe care for all patients. Inappropriate non referral of patients to 

oncology and palliative care was unknown. 

The primary duty of all doctors, nurses and healthcare professionals is for the 

care and safety of patients. Whatever their role, they must raise and act on 

concerns about patient safety. This did not happen over a period of years 

resulting in MDM recommendations not being actioned, off guidance therapy 

485 RCA Report at TRU-163259 to TRU-163282 
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being given and patients not being appropriately referred to specialists for 

care. Patients were unaware that their care varied form [sic] recommendations 

and guidance. They could not and did not give informed consent to this. 

The systems of governance within the Urology SHSCT Cancer Services were 

ineffective and did not provide assurance regarding the care and experience 

of the nine patients in the review. Assurance audits were limited, did not 

represent whole patient journey and did not focus on areas of known concern. 

Assurances given to Peer review were not based on systematic audit of care 

given by all.”486 

510. The Trust accepted the comments and the recommendations that followed and

supported a Task and Finish Group to oversee a programme of improvement

which continued its work during the Inquiry. The Inquiry received evidence of

progress against this improvement action plan487 and heard from staff in Cancer

Services. Ms Fiona Reddick Head of Cancer Services told the Inquiry:

“we've got additional tracking resource.  … we now have got recurrent funding, 

and the numbers have expanded of trackers, which is good, and tracking is 

more often up-to-date than not, which is positive. …. we did do a lot of work 

across the region and developed a cancer strategy for the first time in many 

years, and the report came out in 2022. That does highlight a lot of the 

inefficiencies and things that we've talked about throughout this process, and 

obviously a lot of the improvements that we need to make across Cancer 

Services in the future”.488 

Mr Haynes said: 

“I think there has been significant progress. It's a safer environment for 

patients. It's also an environment where we as clinicians feel safe. We know 

486 TRU-163275 
487 TRU-306489 to TRU-306514 
488 TRA-05731 
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that there are processes to make sure that everything is happening as it should 

be.”489 

Mrs McClements described regional learning as a result of the nine SAIs and 

cross directorate participation in delivering the recommendations: 

“That Task and Finish group, for example, had every division, every specialist 

practice built in in that, which was really good.”490 

The Inquiry was encouraged to see this as confirmation of improved 

understanding, focus and processes in relation to all of the issues raised by this 

investigation. 

511. While the Inquiry recognises that such action was clearly required in the face of

a public inquiry, it signals some key components of an effective approach to SAIs

which could usefully form the basis for a more meaningful process at the Trust

and beyond.

512. The Inquiry noted the comments from the SAI lead Dr Hughes supported by the

urologist Mr Gilbert in relation to the primary duties of doctors and nurses in

relation to patient safety and would endorse this focus. More is said about this in

the Clinical Aspects chapter.

513. In the case of the nine SAIs report and the actions that flowed from it, the Trust

of necessity focused on its duty of care to urology patients following significant

harm or potential harm. The importance of these incidents was not in dispute, the

harm to patients who were deprived of an acceptable level of care was clearly

articulated and the SMT and Trust Board led and supported a programme of

improvement. These are exactly the conditions required for staff engagement to

flourish in the face of error. In effect the Board, and in particular the Medical

489 TRA-11478, lines 23-27 
490 TRA-06778, lines 26-29 



Volume 3 – Chapter 4 – Governance 

201 

Director, led the organisational response on this issue highlighting the importance 

of patient safety. 

514. The Inquiry considers that incident reporting processes are most effective when,

such as was the case here, they can be put into context for staff so that they are

clear about the purpose of reporting and the likely actions that will result.

515. This is more likely to be possible when there is a clear vision for services with

statements around quality and safety set by the Trust Board. This needs to be

part of the way an organisation works with effective leadership to make ambitions

and relative priorities clear.

516. A critical part of making improvements after SAIs is to share the learning across

an organisation. Many of the lessons can be translatable to different

departments, specialties and staff groups. The Inquiry noted that the Trust had a

“Lessons Learned Forum” to encourage shared learning from SAIs.491 The Trust

Board and committees also considered how to embed key improvements

required as a result of lessons from errors in other healthcare settings. However,

the attendance at the Lessons Learned Forums was not sufficient and did not

include many doctors or directorate nurses for example.492 It is evident that in the

pressurised operational environment where time constraints prevail, other

methods for sharing learning, encouraging reflection and raising awareness of

professional duties to raise patient safety issues should be considered and

indeed mandated especially for medical staff. Mandatory reflection on serious

safety incidents beyond one’s immediate department can, for example, be

included in medical appraisal.

517. The Inquiry understands there is now a much better system for sharing concerns

relating to patient safety at a senior level with a weekly Executive Team

Governance meeting supported by a structured reporting format. The need to

accelerate and embed learning and improving has been supported with changes

491 WIT-00568 
492 TRU-20360 to TRU-20361 is an example of the minutes 
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in, for example, the incident reporting policy,493 which now includes a section on 

immediate learning as well as an emphasis on family involvement supported by 

family liaison officers in each directorate. 

518. The Inquiry considers that a regular thematic presentation to articulate any

recurrent or important themes emerging from SAI investigations at Board level

committees would be beneficial. It would assist in the understanding and

prioritisation of the required programmes of improvement and help to rationalise

the ever-increasing numbers of recommendations and action plans that develop.

This would also demonstrate more visible Board and SMT leadership in this

important area of governance. The Trust has recognised this and Dr O’Kane

expressed this well in oral evidence:

“So one of the frustrations in all of this is that we have hundreds of SAI 

recommendations across the organisation.  So, you know, what they're being 

encouraged to do is to pick the themes out of that to try and get the work done, 

because otherwise I think it feels far too overwhelming for the directorates, 

and they're never going to get to the end of it. So there's work being done in 

relation to all of that.”494 

Ms Mullan acknowledged that with respect to theming of SAIs: “We are not there 

yet.”495 

519. After Dr Hughes reported, the Department set up the UAG which led the

response to identifying and learning from harm identified, as described earlier in

this chapter. This group was in place as the Inquiry was launched and continued

to meet during the Inquiry. The Trust organised a very significant, two-phase

lookback to examine the care of patients treated by Mr O’Brien. The decision was

made that, rather than continuing to treat each harm or possible harm event as

an SAI, the methodology of Structured Clinical Record Reviews (SCRRs) would

493 TRU-306311 to TRU-306333 
494 TRA-11796, lines 13-21 
495 TRA-10165, line 2 
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be used to screen for issues initially.496 This practical response was necessary 

due to the large number of cases that required examination. Selected cases were 

then referred for expert opinion. The methodology and application of this process 

was reviewed by the RQIA497 who also commented on the Trust’s structure for 

responding to the Inquiry as well as on governance arrangements in urology.498 

520. The Trust was responsive to suggestions for improvement, swiftly acted to

improve family and patient involvement in the SCRR process as suggested,

published results on the Trust website and sought to inform patients individually

with the overall aim of limiting any actual or possible harm.499

521. The Inquiry considers that the themes that emerged from the SCCR process align

with the clinical issues evident to the Inquiry from the nine SAIs. This was

supplemented by other information including, in particular, the audit of

Bicalutamide therapy organised by the Trust, referred to in the Clinical Aspects

chapter. The Inquiry did not need to look further into the specifics of each

individual SCRR case, for us to be able to identify the themes. Moreover, it is the

Trust’s responsibility to complete the SCRR process, follow the expert opinion

and minimise further harm to patients. The Trust is also responsible for ensuring

that learning and improvement are continued as any additional themes from the

lookback review emerge, so that they can be incorporated into the programme of

improvement set up as a response to the Inquiry. The Trust accepted that

governance systems, including learning from SAIs, needed improvement and

adopted an open rather than a defensive approach to criticism, recognising that

despite good intentions, there had been blind spots and gaps in assurance

resulting in harm and the risk of harm to patients.

496 WIT-10713 to WIT-10716 
497 TRU-157737 to TRU-157782 
498 TRU-160801  
499 TRU-181971 
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Recommendations 

522. The Trust has recognised the importance of building a culture with increased

emphasis on patient safety and psychological safety for staff. The Trust is to be

commended for its approach to the Inquiry. It has shown an active demonstration

of a willingness to learn from error, well-illustrated by the appointment of the

ERG.500 The management of incidents and SAIs has been improved as a result

of the Inquiry but the Trust recognises that effective incident management is an

important component of an effective safety culture and there is more to do.

523. The Inquiry commends the workshops set up to develop values in consultation

with staff and the desire to signal patient safety as a priority demonstrated by the

current Chair of the Board. The Inquiry would agree that:

“the Trust has actively approached both the issues examined by the Inquiry 

and the Inquiry process itself as opportunities rather than as challenges.”501 

This denotes a move to a more open and self-reflective culture led by the Board. 

This will assist in ensuring an open learning response in the management of 

SAIs. 

524. The Patient Safety Incident Framework (PSIF) 2024502 adopted in England has

abolished the category of SAIs as it currently applies. It is part of the programme

of work endorsed by the NHS England Patient Safety Strategy. This framework

moves the focus for looking at significant incidents away from the investigative

process and towards effective involvement of all parties in understanding the

problems and ensuring that learning is embedded. It would seem logical that

along with learning lessons from the UK regarding the duty of candour, the

emphasis on early, open discussion with staff in the face of incidents that has

500 As referenced earlier in this chapter, the ERG was a group appointed as an expert panel to 
support the Trust in learning during the Inquiry by acting as a critical friend and supporting the 
SMT and the Trust Board to appropriately channel their improvement efforts. 

501 SUB-00022, paragraph 1.8 
502 NHS (2019). “The NHS Patient Safety Strategy: Safer culture, safer systems, safer patients”. 

At: https://apo.org.au/sites/default/files/resource-files/2019-07/apo-nid247101_5.pdf; 
See also: NHS England. “Patient Safety Incident Response Framework” at Footnote #475 

https://apo.org.au/sites/default/files/resource-files/2019-07/apo-nid247101_5.pdf
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been adopted in England a part of the PSIF will be important components or 

future agreed frameworks in Northern Ireland. 

525. In the future this is likely to result in more focus on how learning and action is

completed and less focus on the detail of the investigation itself. In Northern

Ireland the Serious Incident Framework system continues to be in place but the

Department signalled that it would be replaced. The Department recently

released a range of documents for consultation prior to the formal issue of a new

framework and supporting documents. The Inquiry notes and supports the

emphasis on staff and patient involvement as well as a streamlined approach to

investigation and an emphasis on learning.

526. The Trust should, building on the learning from this Inquiry, contribute to this

important work. The Inquiry notes and endorses the desire of the Department

stated in closing submissions to:

“see a fundamental change in how health and social care can deliver learning 

and continuous improvement following patient safety incidents. When things 

go wrong, … Key aims of the new process are to identify and then embed 

learning quickly, while helping families to understand events.”503 

527. In the meantime, the Trust should ensure it continues to improve processes within

the current framework, building on some of the changes that have already been

made and supported by an improved Board led vision emphasising the

importance of patient safety and cultural reform.

528. The Trust should support the Medical Director to lead further improvements

relating to reporting and learning from incidents. This work should be framed in

the context of what has already been learned from this Inquiry and by ongoing

work in Northern Ireland relating to frameworks for reporting and investigating

adverse incidents. We consider there is a need to:

503 SUB-0008, paragraph 34 
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• Confirm clear senior leadership responsibility for overseeing effective systems

for the management of incidents and SAIs at each level in the Trust.

• Ensure that patients and families as well as staff are involved early during the

declaration of SAIs and can contribute to improvements required.

• Determine what level of incident must be discussed with patients and their

family and provide guidance for staff and departments in relation to this

important area.

• Ensure there is an immediate emphasis on any rapid learning to prevent

further harm from a similar event and the Trust should consider how best to do

this with learning from other trusts as required.

• Formally support the need to move away from an atmosphere of secrecy and

blame towards one of learning and action. An agreed programme of training in

this area would help. This should emphasise the role of incident reporting and

learning in a patient safety focused culture.

• Ensure staff receive feedback when they report an incident.

• Continue to develop and train a group of clinicians to lead SAI investigations.

• Routinely consider support from external lead investigators where this would

add value in terms of expertise or timeliness and support regional initiatives to

share expertise in this area.

• Ensure that the timescales taken for investigations are shortened.

• Consider broadening clinical involvement in the weekly meetings discussing

the level of investigation required for moderate or possible SAIs.  The current

process may be too narrow and due to time pressures is prone to delays and

insufficient challenge. Moreover, it misses the opportunity for a more

distributed inclusive approach to assessing harm or possible harm and thus

learn from it.

• Re-emphasis by the Medical and Nursing Directors and the entire SMT, of the

duty of professionals to report safety incidents, as part of the Board focus on

quality and safety and the work to embed ‘just culture’.

• Develop a programme for disseminating learning from SAIs with an emphasis

on those aspects which are transferable between specialties.
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• Develop a systematic approach to ensuring that the actions from SAIs are

owned by appropriate lead clinicians and managers with regular updates and

audits of actions reported to a suitable quality and safety committee reporting

into the Trust Governance Committee. A standardised report format to include

immediate learning could be developed.

• Ensure that the Board receives regular information at Governance Committee

level on new and ongoing SAIs and a thematic analysis is provided regularly

and at least annually to the full Trust Board. This should link to agreed,

pragmatic trust wide improvement programmes and these should be

communicated to staff.
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