
 
 

 
 

Unannounced Inspection Report 
20 to 22 January 2020 

 

 
 
 

North West Independent Hospital 
 

Type of Service: Independent Hospital – Acute Hospital 
Address: Church Hill House, Ballykelly, BT49 9HS 

Tel No: 028 7776 3090 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

www. rq ia .o rg .u k  

A ssu ran ce ,  Cha l le nge  a nd  Im p ro vem en t  i n  He a l t h  an d  So c ia l  Ca re   

http://www.rqia.org.uk/


RQIA ID: 10624   Inspection ID: IN034728  
 

2 

 
 

Lynn Long 
 
 

Assistant Director 
Regulation and Quality Improvement Authority 
 

Dr Gerry Lynch 
 

Senior Medical Advisor 
Regulation and Quality Improvement Authority 
 

Dr Rebecca Cairns Medical Peer Reviewer 
 
 

Jo Browne Senior Inspector, Independent Healthcare Team 
Regulation and Quality Improvement Authority 
 

Jean Gilmour  Inspector, Hospitals Programme Team 
Regulation and Quality Improvement Authority 
 

Stephen O’Connor Inspector, Independent Healthcare Team 
Regulation and Quality Improvement Authority 
 

Rachel Lloyd Inspector, Pharmacy Team 
Regulation and Quality Improvement Authority 
 

Raymond Sayers Inspector, Estates Team 
Regulation and Quality Improvement Authority 
 

Paula Weir Inspection Coordinator 
Regulation and Quality Improvement Authority 
 

Marie-Therese Ross  Nursing Peer Reviewer 
 
 

Alan Craig 
 
 

Lay Assessor 

Dr Ian Gillan Medical Physics Expert 
Regulation Quality Improvement Authority 
 

  

Membership of the Inspection Team 
 



RQIA ID: 10624   Inspection ID: IN034728  
 

3 

 
 

 
 

 
 

 

 
 
North West Independent Hospital (NWIH) provides a wide range of surgical, medical and 
outpatient services for both adults and children.  The hospital is registered for 35 overnight beds 
and 13 day surgery beds. 
 
The hospital has three operating theatres, one of which has a Laminar Clean Air System 
(theatre 3), specifically designed for Orthopaedic and Ophthalmic Surgery and a dedicated 
endoscopy suite; an x-ray department and magnetic resonance imaging (MRI) scanning; a 
central sterile services department (CSSD) and a range of consulting rooms.  The in-patient and 
day surgery accommodation comprises en-suite rooms situated on the ground floor of the 
premises. 

It should be noted that this inspection report should not be regarded as a comprehensive 
review of all strengths and areas for improvement that exist in the service.  The findings 
reported on are those which came to the attention of RQIA during the course of this 
inspection.  The findings contained within this report do not exempt the service from their 
responsibility for maintaining compliance with legislation, standards and best practice. 

1.0 What we look for 
 

2.0 Profile of hospital 
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Organisation/Registered Provider: 
North West Independent Hospital 
 
Responsible Individual: 
Mr Philip Stewart 
 

Registered Manager: 
Ms Finola Carmichael 
 

Person in charge at the time of inspection: 
Ms Finola Carmichael 
 

Date manager registered: 
6 April 2011 
 

Categories of care: 
Independent Hospital (IH) 
Acute Hospital (AH) (with overnight beds)  
Acute Hospital Day Surgery AH(DS)  
Prescribed Technologies, Endoscopy PT(E)  
Prescribed Technologies, Laser PT(L) 
Private Doctor (PD) 

Number of registered places: 
35 in patient 
13 day surgery places 

 
Laser equipment 
 
Manufacturer:    Ceramoptec Biolitec  
Model:      Ceralas E 
Serial Number:    4291G 
Laser Class:     4 
Wavelength:     1470nm 
 
Laser protection advisor (LPA): Mr Philip Loan, Onephoton 
 
Laser protection supervisor (LPS): Mr Zola Mzimba 
 
Medical support services:  Mr Zola Mzimba 
 
Clinical authorised operators:  Two named Consultant Surgeons 
 
Non–clinical authorised operators: Ms Laura Cave 
 
Types of treatment provided:  Endovenous closure using laser therapy 
 

 
 
We undertook an unannounced inspection to NWIH over three days, commencing on Monday 
20 January and concluding on Wednesday 22 January 2020.  Dr Ian Gillan, RQIA’s Medical 
Physics Expert, reviewed the laser safety arrangements for the laser service on day two of the 
inspection; the findings and report from Dr Gillan are appended to this report. 
 
This inspection was underpinned by The Health and Personal Social Services (Quality, 
Improvement and Regulation) (Northern Ireland) Order 2003, The Independent Health Care 
Regulations (Northern Ireland) 2005, The Regulation and Improvement Authority (Independent 

3.0 Service details 

4.0 Inspection summary 
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Health Care) (Fees and Frequency of Inspections) (Amendment) Regulations (Northern Ireland) 
2011 and the Department of Health (DoH) Minimum Care Standards for Independent 
Healthcare Establishments (July 2014). 
 
We employed a multidisciplinary inspection methodology during this inspection.  The multi-
disciplinary inspection team examined a number of aspects of the hospital from front line care 
and practices to management and oversight of governance.  We met with various staff 
members, spoke with several patients, observed care practice and relevant records and 
documentation to support the organisational governance and assurance systems. 
 
Patients and their representatives informed us they were satisfied with their care and spoke 
positively about their experiences and interactions with staff.  We observed staff treating 
patients and/or their representatives with dignity; staff were respectful of patients’ rights to 
privacy and to make informed decisions about their care.   
 
No immediate concerns were identified in relation to delivery of front line patient care.  We 
noted multiple areas of strength, since the previous inspection, particularly improvements in 
relation to operational and medical governance.   
 
We found evidence of good practice in relation to the provision of surgical services; the 
environment; the management of the patients’ care pathway; communication; Regulation 26 
reports; the management of operations; medical governance and the Medical Advisory 
Committee (MAC); and engagement with patients to enhance their experience. 
 
We evidenced that two areas for improvement made against the regulations during the previous 
inspection have not been met; these areas for improvement have been stated for the second 
time.  They relate to the management of venous thromboembolism (VTE) and clinical 
authorised operator training for the laser service.  We identified one new area for improvement 
against the regulations relating to ceasing the practice of granting user rights and implementing 
practising privileges arrangements for this cohort of staff who use the facilities at NWIH.   
 
We identified 12 areas for improvement against the standards relating to the hospital’s audit 
programme; further developing the role of the resident medical officers (RMOs); implementing 
audits of medical records; the procedure for granting practising privileges agreements; 
reviewing the culture of the hospital; ensuring all staff have an annual appraisal; auditing 
nursing tools; servicing of the laser; implementing audits of medicine kardexes; reviewing the 
provision of medical emergency medicines and equipment in the outpatient department; 
confirming that the identified staff member has completed training to be the Authorised Person 
(Decontamination) AP(D); and updating the IPC policy. 
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 Regulations Standards 

Total number of areas for improvement 3* 12   

 
**Three areas for improvement were identified against the regulations, two of which were stated 
for the second time in relation to: 
 

• the management of venous thromboembolism (VTE) (stated for the second time);  

• **ensuring all clinical authorised operators for the laser service have undertaken training in 
accordance with RQIA training guidance (stated for the second time); and 

• ceasing the practice of granting user rights and implementing practising privileges 
arrangements for this cohort of staff who use the facilities at NWIH.   

 
Twelve areas for improvement were identified against the standards, in relation to: 
 

• the development of an audit programme ratified by the Medical Advisory Committee (MAC); 

• the further development of the role of the resident Medical Officers (RMOs); 

• commencing audits of medical records; 

• the arrangements in respect of renewing practising privileges agreements; 

• appointing an independent person or organisation to undertake a cultural assessment of the 
hospital; 

• ensuring that staff appraisals are undertaken; 

• submitting confirmation to RQIA that the identified staff member has completed Authorised 
Person (Decontamination) AP(D) training;  

• undertaking a review of nursing tools to ensure that they are up to date and in keeping with 
the current evidence base and best practice guidelines;  

• ensuring the laser equipment is serviced; 

• commencing audits of medicine kardexes; 

• reviewing the provision of emergency medicines and equipment in respect of the outpatient 
department; and 

• ensuring that the arrangements specified in the hospital’s IPC policy in relation to flagging a 
patient’s infection risk and how this is communicated through the various departments is 
embedded into practice. 

 
Details of the Quality Improvement Plan (QIP) and the inspection findings were discussed with 
Mr Philip Stewart Responsible Individual (RI); Ms Finola Carmichael, Registered Manager (RM); 
a Consultant medical practitioner from the hospital’s Medical Advisory Committee (MAC); the 
Responsible Officer (RO) for NWIH; and members of the senior management team including 
NWIH’s Senior Medical Management Team (SMMT) during the feedback session on 
Wednesday 22 January 2020.  During this meeting, we also discussed the hospitals strengths 
and areas of good practice as previously outlined in section 4.0.     
 
The Quality Improvement Plan should be completed and detail the actions taken to address the 
areas for improvement identified.  The Registered Persons should confirm that these actions 
have been completed and return the completed QIP via the Web Portal for assessment by the 
inspector. 
 

4.1 Inspection outcome  
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Enforcement action did not result from the findings of this inspection. 
 

 
 
Other than those actions detailed in the QIP no further actions were required to be taken.  
 
As part of our inspection process we invited feedback from front-line staff.  During this 
inspection some staff highlighted a number of concerns in relation to the management 
arrangements and culture within the hospital.  The concerns raised by staff were discussed with 
Mr Stewart and Ms Carmichael at the conclusion of the feedback meeting on 22 January 2020. 
 
Following the inspection, we received additional information through our online staff survey 
further highlighting concerns in relation to existing management arrangements and the culture in 
NWIH.  In response to the concerns raised, RQIA invited Mr Philip Stewart, RI and the Chair of 
the MAC to an enhanced feedback meeting undertaken by teleconference on 10 March 2020, 
where the required actions to address our concerns were agreed.  These actions are described 
within section 6.8 of this report.  We advised that progress in relation to the required actions will 
be monitored during the next inspection.   
 

 
 
Prior to the inspection a range of information relevant to the hospital was reviewed.  This 
included the following records:  
 

• notifiable events since the previous care inspection; 

• the registration status of the establishment; 

• written and verbal communication received since the previous care inspection;  

• the previous inspection report; and 

• QIP returned following the previous inspection. 
 

During our inspection, our Lay Assessor spoke with nine patients and four relatives and 
distributed questionnaires to patients.  Returned completed patient questionnaires were 
analysed following the inspection.  We also invited staff to complete an electronic 
questionnaire during the inspection.  As previously discussed, five of the seven completed 
staff questionnaires included concerns in relation to existing management arrangements and 
the culture within the hospital.  Additional information in this regard can be found in section 
6.8 of this report. 
 
Posters informing patients, staff and visitors of our inspection were displayed while our 
inspection was in progress. 
 
During our inspection, we met with the following staff: Mr Stewart, Responsible Individual; Ms 
Carmichael, Registered Manager; medical staff including members of the MAC; heads of 
departments; nursing staff; healthcare assistants; allied health professionals (AHPs); catering 
staff; housekeeping staff; administration staff; and the hospital’s nominated Estates and 
Facilities Manager. 
 
We inspected wards one and two; the theatre department including the laser equipment; the 
outpatients department; and the central sterile services department (CSSD). 

4.2 Enforcement taken following this inspection 

5.0 How we inspect  
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During the inspection we reviewed a sample of records in relation to each of the areas 
inspected. 
  
We provided detailed feedback on our inspection findings as described in section 4.1. 
 

 
 

 
 
The previous inspection of the hospital was an announced follow-up inspection undertaken on 
4 September 2019.  This inspection focussed primarily on the arrangements in respect of 
medical cover and sought to evidence improvements recommended following the previous 
unannounced inspection undertaken on 11 and 12 March 2019.  Following each of these 
inspections a QIP was completed and returned by Ms Carmichael, RM and approved by the 
inspector. 
 

 
 

 
Areas for improvement from the previous inspections 

 

Action required to ensure compliance with The Independent 
Health Care Regulations (Northern Ireland) 2005 and The 
Minimum Care Standards for Independent Healthcare 
Establishments (2014) 

Validation of 
compliance 

Clinical and Organisational Governance 

Area for 
improvement 1 
 
Ref: Regulation 
17 
 
Stated: First time 

The registered persons shall address the 
following matters with respect to the governance 
arrangements within the hospital: 
 

• a rapid review of the hospital’s governance 
structures should be undertaken to 
determine what committees are required in 
order to assure best practice; 

• the role and responsibilities of each 
committee need to be clearly delineated to 
ensure there is no ambiguity with respect to 
who has overall responsibility for clinical 
governance, operational management and 
any other relevant roles within the hospital.  
All roles need to be clearly defined and 
specified; 

Met 

6.0 The inspection 

6.1 Review of areas for improvement from the previous inspections dated 11 to 13 
March 2019 and 4 September 2019  

6.2 Review of areas for improvement from the previous announced inspection 11 to 13 
March 2019 and 4 September 2019 
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• the clinical governance committee should 
either be a sub-group and or closely linked 
to the Medical Advisory Committee (MAC); 

• the risk management committee should be 
closely linked with the clinical governance 
committee; 

• ensure that the identified governance lead is 
supported in their role by the MAC; clinical 
governance committee and key personnel 
with specialist roles within the hospital; and 

• ensure that an overarching cooperate risk 
register is developed with input from the 
clinical governance committee.  The register 
must detail the measures in place to mitigate 
and control identified risks.   

 

Action taken as confirmed during the 
inspection: 
 
This area for improvement has been assessed 
as met, further detail is provided in section 
6.4.1.  

Medical Governance and Medical Advisory Committee 

Area for 
improvement 2 
 
Ref: Regulation 
17  
 
Stated: First time 
 
 

The registered persons shall address the 
following matters with respect to the MAC: 
 

• ensure the committee meets on a quarterly 
basis (as a minimum) and arrangements are 
in place for extraordinary meetings, as 
necessary; 

• ensure the committee reviews information in 
respect of adverse clinical incidents and is 
advising the hospital’s senior management 
team on corrective action when/as 
necessary; 

• ensure the committee is assisting the senior 
management team to assure and evidence 
safe practice; 

• ensure the committee is providing the 
expertise to discuss and if necessary 
challenge practice of individual medical 
practitioners; and minutes of MAC meetings 
must accurately reflect discussions 
progressed, actions agreed and persons 
responsible for taking forward actions within 
agreed timescales. 

 

Met  
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 Action taken as confirmed during the 
inspection: 
 
This area for improvement has been assessed as 
met, further detail is provided in section 6.4.3. 
 

 

Notifiable Events/Incidents 

Area for 
improvement 3 
 
Ref: Regulation 
28 
 
Stated: First time 
 

The registered persons shall address the 
following matters with respect to incident 
management: 
 

• review the current system, which is currently 
dependent on two members of staff, to 
ensure the expertise is shared more widely, 
to build a sustainable approach across the 
hospital; 

• review the current system of incident 
investigation and management to ensure it is 
balanced between reviewing equipment, 
procedures and clinical practice; and 

• disseminate the learning, from incidents, 
across all staff groups. 

 
The registered persons shall address the 
following matters with respect to notifications:  
 

• ensure that RQIA is informed of all incidents, 
in a timely manner, in keeping with RQIA’s 
guidance document Statutory notification of 
incidents and deaths; 

• ensure that the information within the 
notification is sufficient in detail; and amend 
the current system for reporting to RQIA, via 
web portal, from one which is overseen by 
two people, to one that can be operated by 
more than two people. 

 

Met 
 

Action taken as confirmed during the 
inspection: 
 
This area for improvement has been assessed as 
met, further detail is provided in section 6.4.9.  
 

  

https://www.rqia.org.uk/RQIA/files/71/71c280d0-b1d0-4002-ad91-663445d1fb05.pdf
https://www.rqia.org.uk/RQIA/files/71/71c280d0-b1d0-4002-ad91-663445d1fb05.pdf


RQIA ID: 10624   Inspection ID: IN034728  
 

11 

Policy/Guidance and Best Practice 

Area for 
improvement 4 
 
Ref: Regulation 
15 (1)(b) 
 
Stated: First time 

The registered persons shall address the 
following matters with respect to the management 
of venous thromboembolism (VTE): 
 

• review the current VTE management policy 
and ensure that it is in keeping with NICE 
guideline [NG89]; 

• ensure that the MAC contributes to and 
approves the updated VTE policy; 

• ensure that VTE risk assessments are 
undertaken and documented in respect of all 
patients admitted for surgical procedures; 
and develop a rolling audit programme to 
provide assurance that the VTE policy is 
being adhered to. 

Not met  

Action taken as confirmed during the 
inspection:  
 
This area for improvement has not been met and 
is stated for the second time. Further detail is 
provided in section 6.5.7.   
 

Laser Safety 

Area for 
improvement 5 
 
Ref: Regulation 
18 (2) (a)  
 
Stated: First time 
 

The registered persons shall ensure that records 
are retained to evidence that all clinical 
authorised operators using the laser have 
completed training in keeping with RQIA training 
guidance for cosmetic laser services. 
 

Partially met 
 Action taken as confirmed during the 

inspection: 
 
This area for improvement has not been fully met 
and is stated for the second time.  Further detail 
is provided in section 6.5.8.   
 

Regulation 26 Unannounced Quality Monitoring Visits 

Area for 
improvement 6 
 
Ref: Regulation 
26 (4) 
 
Stated: First time 
 

The registered persons shall ensure that 
unannounced quality monitoring visits are 
undertaken in keeping with Regulation 26.  The 
report generated as a result of these visits should 
clearly reflect the outcome of discussions with 
patients and staff.  It should also comment on the 
governance and oversight arrangements 
reviewed in order to provide assurance on the 
quality and standard of services being provided. 
 

Met 
 

  

https://www.nice.org.uk/guidance/ng89
https://www.nice.org.uk/guidance/ng89
https://www.rqia.org.uk/RQIA/files/5c/5c78a196-0129-4394-b38a-1a8f99c1c35b.pdf
https://www.rqia.org.uk/RQIA/files/5c/5c78a196-0129-4394-b38a-1a8f99c1c35b.pdf
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 Action taken as confirmed during the 
inspection: 
 
This area for improvement has been assessed as 
met, further detail is provided in section 6.4.7.     
 

 

Staffing Levels 

Area for 
improvement 7 
 
Ref: Regulation 
26 (4) 
 
Stated: First time 
 
 

The registered persons shall undertake a review 
of current staffing levels to ensure that sufficient 
staff are available to enable: 
 

• staff who have specialist/leadership roles 
have protected time in order to fulfil the roles 
and responsibilities assigned to them; 

• staff to undertake designated training, attend 
departmental meetings and complete an 
annual appraisal; and 

• staff the opportunity to attend safety 
briefings. 

Met 
 

Action taken as confirmed during the 
inspection: 
 
In the main this area for improvement has been 
met.  A new area for improvement against the 
standards has been made in relation to 
appraisals.   
Further detail is provided in section 6.5.1.     
 

Medical Cover 

Area for 
improvement 8 
 
Ref: Regulation 
18 (1) 
 
Stated: First time 
 

The registered persons shall review the 
arrangements in respect of medical cover to 
ensure that: 
 

• there is a member of staff onsite providing 
medical cover at all times; 

• the medical cover rota is displayed in all 
clinical areas; 

• the roles and responsibilities of staff 
providing medical cover are clearly defined; 

• that staff providing medical cover undertake 
a  handover at shift change; and 

• that staff providing medical cover have 
access to advice and support from 
consultants; and that the medical cover rota 
takes into account the needs of the patient 
group accommodated within the hospital, 
with particular attention being paid to 
children and young people. 

 

Met 
 

  



RQIA ID: 10624   Inspection ID: IN034728  
 

13 

 Action taken as confirmed during the 
inspection: 
 
This area for improvement has been assessed as 
met, further detail is provided in section 6.5.2.     
   

 

Audit 

Area for 
improvement 9 
 
Ref: Standard 
17.1  
 
Stated: First time 
 

The registered persons shall address the 
following matters with respect to audits: 
 

• ensure that robust arrangements are 
established to escalate issues identified 
during the audit process through the 
hospitals governance structures; and 

• ensure that the audit of core key quality 
indicators is submitted and reviewed by the 
MAC and other key governance committees 
and evidence of actions taken to address 
shortfalls recorded. 
 

Met 
 

Action taken as confirmed during the 
inspection: 
 
This area for improvement has been assessed as 
met.  A new area for improvement against the 
standards has been made in relation to audit.  
Further detail is provided in section 6.4.11.     
 

Medicines Management 

Area for 
improvement 10 
 
Ref: Standard 
20.2  
 
Stated: First time 
 

The registered persons shall strengthen infection 
prevention and control (IPC) procedures as 
follows: 
 

• ensure that the NWIH develops an anti-
microbial/antibiotic stewardship policy in 
keeping with NICE guideline [NG15]; 

• ensure the MAC liaises with consultant 
surgeons and contributes to the 
development of the policy; 

• ensure the policy clearly specifies the 
prophylaxis medications that can be 
prescribed by surgeons; and 

• ensure that a rolling audit programme is 
developed to provide assurance that the 
policy is being adhered to. 
 

Met 
 

  

https://www.nice.org.uk/guidance/ng15
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 Action taken as confirmed during the 
inspection: 
 
This area for improvement has been assessed as 
met, further detail is provided in section 6.5.10.  
 

 

Area for 
improvement 11 
 
Ref: Standard 
27.4 
 
Stated: First time 
 

The registered persons should ensure that 
controlled drug registers are fully and accurately 
completed and a regular auditing process is in 
place.  Actions taken to address issues identified 
as a result of audits should be recorded and 
learning disseminated to appropriate staff. 
 

Met 
 

Action taken as confirmed during the 
inspection: 
 
This area for improvement has been assessed as 
met, further detail is provided in section 6.5.10.  
 

Infection Prevention and Control (IPC) 

Area for 
improvement 12 
 
Ref: Standard 
13.3, 20.3  
 
Stated: First time 
 

The registered persons shall address the 
following matters with respect to Aseptic Non 
Touch Techniques (ANTT) used during clinical 
practices: 
 

• further develop the training programme and 
ensure it is delivered to appropriate staff; 

• ensure staff who have completed ANTT 
training are competency assessed; and 

• develop a rolling audit programme to provide 
assurance that staff are adhering to best 
practice following training. 

 

Met 
 

Action taken as confirmed during the 
inspection: 
 
This area for improvement has been assessed as 
met, further detail is provided in section 6.5.12.  
 

Area for 
improvement 13 
 
Ref: Standard 
22.1 
 
Stated: First time 
 

The registered persons shall ensure that cleaning 
schedules are completed and audited.  
Arrangements should be established to address 
any shortfalls identified through the audit process. 
 

Met 
 

Action taken as confirmed during the 
inspection: 
 
This area for improvement has been assessed as 
met, further detail is provided in section 6.5.12.  
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Management of Complaints 

Area for 
improvement 14 
 
Ref: Standard 7.1 
 
Stated: First time 

 

The registered persons shall ensure that the 
themes emerging from complaints analysis are 
shared with the MAC and other relevant 
governance committees.  Actions taken to 
address themes should be recorded; learning 
from complaints should be disseminated across 
all staff groups. 
 

 
 
 
 
 
 
 

Met 
 Action taken as confirmed during the 

inspection: 
 
This area for improvement has been met.  
However we reinforced the need to revisit and 
update the complaints audit procedure.  Further 
detail in provided in section 6.4.9.   
 

Endoscopy/Estates 

Area for 
improvement 15 
 
Ref: Standard 
21.2 
 
Stated: First 
time 

 

The registered persons shall fully implement the 
key audit findings issued by DoH Health Estates 
in relation to the premise’s endoscopy 
decontamination equipment, facilities and 
processes. 
 

 
 
 
 
 

Met  
 Action taken as confirmed during the 

inspection:  
In the main this area for improvement has been 
met.  A new area for improvement against the 
standards has been made that the Authorised 
Person (Decontamination) training certificate 
must be submitted to RQIA.  Further detail is 
provided in section 6.5.5.  
  

 

 
 

 
 
6.4.1 Clinical and organisational governance   
 
We examined various aspects of the governance systems in place throughout the hospital.  We 
found that a rapid review of the hospital’s governance structures had been undertaken and new 
governance committees had been developed.   
 

6.3 Inspection findings 

6.4 Is the service well led?  
 
Effective leadership, management and governance which creates a culture focused 
on the needs and experience of service users in order to deliver safe, effective and 
compassionate care. 
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We reviewed a sample of records and minutes of meetings and discussed the hospital’s 
governance arrangements and managerial oversight with a number of staff.  This included 
meeting with the Mr Stewart, Ms Carmichael, the deputy chairperson of the MAC; the RO for 
the hospital; the Clinical Governance and Infection Prevention and Control Lead; the 
Decontamination Services Manager; the Estates and Facilities Manager; the Theatre Manager; 
the Ward Manager; and Deputy Ward Managers. 
 
We reviewed minutes of the various committee meetings which included minutes in respect of 
the MAC; Infection Prevention and Control (IPC) subgroup and the Clinical Audit, Evidence 
Based Care and Effectiveness subgroup.   We confirmed that each committee had set terms of 
reference.  There was evidence that the refreshed committees were meeting regularly and we 
noted a good balance and mix of both medical staff and operational management staff 
attendance with clear evidence of appropriate clinical and organisational leadership.  We 
evidenced effective lines of communication between each committee within the governance 
structure with clearly defined roles and responsibilities for each committee.   
 
We found that the hospital had a defined clinical governance structure in place with regular 
clinical meetings involving all areas of the hospital.  A significant amount of work had been 
completed to address the areas of concern identified during our previous inspections.  We found 
clear evidence of improvement, particularly with respect to both operational and medical 
governance arrangements which have been strengthened throughout the hospital.   
 
The Clinical Governance and Infection Prevention and Control Lead reported that she feels 
better supported and we were able to evidence this through our review of the governance 
arrangements. We found that the Clinical Governance and Infection Prevention and Control 
Lead was in receipt of timely information relevant to her role from the various departments 
within the hospital.    

6.4.2 Management of operations  
 
We reviewed the management of operations and found that there was a clear understanding of 
the organisational structure within the hospital.  Ms Carmichael, Registered Manager, has 
overall responsibility for the day to day operational management of NWIH.  Staff who spoke with 
us were able to describe their roles and responsibilities and were aware of who to speak with if 
they needed to escalate any operational issues.   
 
We confirmed that the hospital has arrangements in place to monitor the competency and 
performance of all staff and report to the relevant professional regulatory bodies in accordance 
with best practice guidance.  We also evidenced that there were systems in place to check the 
registration status of health care professionals with their appropriate professional bodies on an 
annual basis. 
 
We found that a range of policies and procedures were available to guide and inform staff.  We 
confirmed that policies and procedures were indexed, dated and systematically reviewed at 
least every three years.  Staff spoken with were aware of the policies and how to access them. 
 
We reviewed and confirmed that the statement of purpose and patient’s guide are kept under 
review, revised and updated when necessary and these are available on request.  We found 
that services were delivered in accordance with the statement of purpose. 
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We observed that the RQIA certificate of registration was up to date and displayed 
appropriately.  Review of insurance documentation confirmed that current insurance policies 
were in place. 
 
We found that a whistleblowing/raising concerns policy was available which provided guidance 
to help staff make a protected disclosure should they need or wish to.  Staff confirmed that 
they knew who to contact should they have concerns or need to discuss a whistleblowing 
matter. 
 
6.4.3 Medical governance and Medical Advisory Committee (MAC) 
 
We were informed that a new chairperson and deputy chairperson had been appointed to the 
Medical Advisory Committee (MAC).  We confirmed that the MAC had met on six occasions 
since our previous inspection in March 2019.  We reviewed the minutes of these meetings 
which evidenced clear lines of communication to and from the MAC to support clinical decision 
making for frontline staff, including agreed actions and timescales for actions.  Examples 
included discussions in respect of key performance indicators relating to adverse clinical 
incidents, concerns, practicing privileges and patient transfers.  
 
We also noted that additional topics that had the potential to impact on the safe delivery of 
services such as practising privileges were also discussed.  We noted that the MAC was 
supporting the hospital’s management team by providing guidance on evidenced based best 
practice and challenging clinical practice as necessary.   
 
We reviewed records confirming that Morbidity and Mortality (M&M) meetings had recently been 
introduced; we were told these meetings will be undertaken at least three monthly.  We advised 
that M&M meetings can provide a unique opportunity for health professionals to improve the 
quality of care offered through case studies. They can provide clinicians and members of the 
healthcare team with a routine forum for the open examination of the individual events 
surrounding a patient’s illness or death with a view to sharing learning. 
 
In accordance with the General Medical Council (GMC) all doctors must revalidate every five 
years.  The revalidation process requires doctors to collect examples of their work to 
understand what they’re doing well and how they can improve.  A network of experienced 
senior doctors called Responsible Officers (ROs), work with the GMC to make sure doctors 
are reviewing their work.  As part of the revalidation process RO’s make a revalidation 
recommendations to the GMC. 
 
We confirmed that all medical practitioners working within the hospital have a designated RO.  
NWIH is a designated body with the GMC and as such they have an internal RO.  The NWIH 
RO acts as the RO for the private doctors providing services within the hospital.   
 
We discussed with senior management how concerns regarding practice are shared with the 
MAC and wider HSC.  We found that good internal arrangements were in place and the RO for 
the hospital was linked in with the regional RO Network.   We found evidence of the RO 
interacting and engaging with other ROs.  In addition to his responsibility for the private 
doctors we found that the RO makes great effort to be involved and up to date with all issues 
relevant to the wider group of doctors working in NWIH.  We reiterated the importance and 
value of this approach in ensuring good medical governance. 
 
6.4.4 Practising privileges  
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We reviewed the arrangements relating to practising privileges for medical practitioners 
working within the hospital.  We confirmed that a practicing privileges policy and procedure 
was in place which outlines the arrangements for application, granting, maintenance, 
suspension and withdrawal of practising privileges. 
 
We met with the RO who outlined the process for granting practising privileges and 
confirmed there is a system in place to review practising privileges agreements every two 
years.  
 
We confirmed that two private doctors provide services within NWIH.  We reviewed the files of 
the two private doctors and five medical practitioners who were undertaking surgical procedures 
during the course of the inspection.  We evidenced that there was a written agreement between 
each medical practitioner and the hospital setting out the terms and conditions of practising 
privileges; which had been signed by both parties.  We noted that some of the practising 
privileges agreements were overdue for renewal.  We discussed this with senior management 
and the administration person who requests documentation in preparation for practising 
privileges renewal process.  There seemed to be some confusion around who was responsible 
for ensuring documentation and appraisals to support practising privileges agreements were 
kept up to date.  We reinforced that the MAC should be informed when documentation to 
support practising privileges agreements was not received within the specified timeframes so 
that timely decisions could be made to suspend practising privileges if necessary.   
 
We suggested that NWIH requests the full appraisal for each medical practitioner, as this can 
provide invaluable insight into the medical practitioner’s practice, and not the sign off sheet 
alone.  A record should be retained of who reviewed the supporting documentation, their 
designation, any action required and then shared with the MAC for final approval.  The MAC 
should review all evidence presented before making a final determination regarding granting or 
renewing practising privileges and agreeing the medical practitioner’s scope of practice within 
NWIH. 
 
We reinforced the need to ensure that the system for reviewing practising privileges was a live 
system.  This would ensure that good medical governance and oversight arrangements were 
maintained and any concerns would be identified and addressed in a timely manner.  An area 
for improvement against the standards has been made in respect of practising privileges 
agreements.   
 
6.4.5 User rights agreements 
 
During discussions with the senior management team in regard to practising privileges we were 
informed that there was a small number of allied health professionals who use the facilities at 
NWIH on a room hire basis under a ‘user rights’ agreement.  We reinforced that there are only 
two ways in which any health professional can provide services within the hospital; either they 
are a direct employee of the hospital or they have been granted practising privileges.  During 
feedback to the senior management team we were informed that the practice of issuing user 
rights would cease with immediate effect and those allied health professionals who historically 
had user rights, if they wished to continue to provide services in NWIH, would be required to 
submit a practising privileges application for consideration by the MAC.  An area for 
improvement against the regulations has been made in relation to user rights.   
 
6.4.6 Patient Records 
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We reviewed the clinical notes of three patients on the ward.  We could evidence that all those 
involved in the patient’s care made a contemporaneous record of the intervention where they 
had engaged with the patient. We found that notes by allied health professionals were 
comprehensive, clear and legible.  We also noted that some of the nursing tools in use were not 
the most recent versions available.  This is discussed further is section 6.6.1 of this report. 
 
We found that each patient had a daily medical review undertaken and documented in their 
records.  In relation to medical notes we found that these were generally well maintained.  
However, we could not always evidence a medical clerking in of the patient following admission 
and in some occasions medical notes were difficult to read.  Although medical notes were 
signed they did not always included the printed name and GMC number of the medical 
practitioner.  We suggested that the RMO role could be further developed to include the clerking 
in of patients on admission and that they could be utilised to undertake audits of medical notes.   
Areas for improvement against the standards have been made in regards to medical notes and 
nursing tools.     
 
6.4.7 Regulation 26 unannounced quality monitoring visits  
 
Where the entity operating a registered service is a corporate body or partnership or an 
individual owner who is not in day to day management of the service, Regulation 26 
unannounced quality monitoring visits must be undertaken and documented every six months. 
 
We confirmed that Mr Stewart undertakes the unannounced quality monitoring visits.  Mr 
Stewart informed us that he has been visiting monthly since the previous inspection and that he 
is receiving more detailed information in respect of the operation of the hospital on a regular 
basis. 
 
We reviewed the reports detailing the main findings of the unannounced quality monitoring 
visits and found them to be enhanced, of a high standard and fully compliant with the 
requirements of Regulation 26.  We noted that the reports did not include details of 
conversations with patients and visitors.  Mr Stewart readily agreed to include feedback 
provided by patients and visitors in all future Regulation 26 reports going forward.    
 
6.4.8 Risk Register  

We were advised that NWIH had developed a corporate risk register.  We reviewed the 
register and evidenced that it included risks in relation to all areas of the hospital that have the 
potential to impact on the delivery of services.  We confirmed that the risk register included 
actions to mitigate against identified risks and that it is routinely reviewed through the hospitals 
governance structures.     
 
6.4.9 Complaints management 
 
We confirmed that the hospital had a complaints policy and procedure in place and this was 
made available to patients/and or their representatives.  We reviewed all records pertaining to 
complaints received from 1 January 2019 to 3 December 2019.  We found that records were 
kept of all complaints and included details of all communications with complainants; the results 
of any investigation; and the outcome.  We also identified that in some cases the complaint 
remained open for a significant period of time; up to six months in some cases.  Whilst we 
recognise that closing complaints is dependent on timely engagement with the complainant, 
every effort should be made to close a complaint at the earliest opportunity.   Advice and 
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guidance was provided in relation to improving this timescale.  The RO informed us that he 
reviews every complaint and was directly involved in the management of complaints 
 
We reviewed the audits of complaints which were completed quarterly and confirmed that 
complaints were discussed at the MAC and other governance committees.  We identified that 
complaints were being categorised into various groups such as administration, nursing or 
medical.  We advised that in accordance with good medical practice complaints should not be 
categorised in this manner.  We reinforced the need to revisit and update the complaints audit 
procedure.   
 
Patients told us that they were aware of how to raise any concerns they may have.  Staff who 
spoke with us demonstrated a good awareness of the processes for management of 
complaints and staff receive complaints awareness training on an annual basis. 
 
Whilst discussing the management of complaints during feedback to senior management at 
the conclusion of the inspection we advised that the NWIH relies heavily on paper 
documentation.  We were informed of ongoing discussions to introduce a new information 
management system similar to the system already operational in the Human Resources 
department.  Other IT resources including a type of tablet computer for undertaking audits and 
additional desk top computers at nurses’ stations were also being considered.   
 
6.4.10 Notifiable events/incidents   
 
We reviewed the arrangements in respect of the management of notifiable events/incidents and 
found that all notifiable events/incidents were appropriately reported to RQIA. We found that a 
robust incident management policy and procedure was in place to guide and inform staff.    
 
The management of notifiable events/incidents had been reviewed and strengthened since the 
previous inspection.  We found that the system no longer relied on a small number of key 
personnel; the expertise was shared more widely; and a more sustainable approach to the 
management of notifiable events/incidents had been established. 
 
We found that there were systems in place for identifying, recording, reporting, analysing and 
learning from adverse incidents and near misses including medicines and medicinal products.  
We spoke with staff and confirmed that they were aware of what events/incidents needed to be 
reported and how to escalate identified events/incidents within the hospital for the necessary 
action to be taken.   
 
We reviewed events/incident audits and found that any themes or trends were being identified. 
The audit results were shared through the hospital’s governance structures to the relevant 
committees for discussion and to agree action plans.   
 
We were advised that safety alerts and notices received were reviewed to ensure that 
appropriate action was taken to address any issues that would affect NWIH.  We confirmed a 
record was retained of the relevant safety alert and the action taken.  We found that email and 
daily staff briefings were in place to enhance communication and ensure that urgent 
communications were made available to key staff in a timely manner. 
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6.4.11 Quality assurance  
 
We reviewed the arrangements in place to monitor, audit and review the effectiveness and 
quality of care delivered to patients; at appropriate intervals.  Discussion with senior 
management and staff; review how quality assurance is discussed at various committees; and 
review of documentation confirmed to us that good arrangements were in place.   
 
NWIH had developed a core set of key quality indicators which were evidenced by audit and 
reviewed and overseen by the MAC, Clinical Governance and Risk Management Committees to 
allow oversight and assurance of the implementation of good and best practice throughout the 
hospital.  Review of MAC and other committee meetings minutes evidenced that audits of key 
quality indicators were discussed.   
 
We found that a range of audits had been undertaken in line with the hospital’s audit 
programme.  We reviewed the following samples of audits in relation to clinical records; VTE; 
hand hygiene; infection prevention and control; return to theatre; patient transfers to HSC 
hospitals; surgical site infections; environmental cleaning; complaints; and incidents.  We saw 
evidence of action plans being developed in response to the audit findings and of staff being 
challenged in relation to practice issues identified as a result of audits.    
 
We found that audits we reviewed focused heavily on narrative outcomes and therefore were 
not conducive to gathering analytical data that could be used for identifying trends or as 
comparative data.  We advised that consideration should be given to how audit findings are 
presented and analysed for trends/comparative data and how audit findings are shared with 
relevant governance committees and staff.   An area for improvement against the standards has 
been made in regard to audits.   
 
Areas of good practice:  Is the service well led? 
 
We found examples of good practice in relation to organisational and medical governance; 
medical cover and the management of complaints and incidents.    
 
Areas for improvement: Is the service well led?  
 
Five areas for improvement have been made in relation to ceasing the provision of user rights, 
practising privilege agreements;  the development of the RMO role; medical records; and 
audits.      
 

 Regulations Standards 

Areas for improvement 1 4 

 

 
 
  

6.5 Is care safe? 
 
Avoiding and preventing harm to patients and clients from the care, treatment and 
support that is intended to help them. 
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6.5.1 Staffing  
 
We reviewed the staffing arrangements in the hospital and found there was a multi-
professional team which included Consultant Surgeons, Consultant Physicians, Anaesthetists, 
Nurses, Allied Health Professionals (AHPs), and Radiographers.  
 
We reviewed the duty rotas and confirmed that there was adequate staff in place to meet the 
assessed needs of the patients accommodated at the time of the inspection.  We were 
informed and evidenced following review of the staff register that a number of new staff have 
been recently recruited; these include two deputy ward managers; seven staff nurses; one 
health care assistant and an operating department practitioner.   
 
We were informed that staff who have specialist/leadership roles have been granted allocated 
protected time to facilitate them to fulfil their roles and responsibilities.  We saw evidence of 
this working particularly well in theatres where the manager had almost wholly protected time.  
We reviewed the theatre off duty rota and confirmed that a scrub nurse was allocated on the 
rota and the manager was not required to scrub into operating procedures as frequently, being 
freed up to manage the theatre department operationally.  Staff in specialist/leadership roles 
told us they had been granted protected time.    
 
We confirmed that safety briefs now take place at the shift handover and provide relevant 
safety information to staff including issues such as patients with similar names and infection 
control risks.  We found that the frequency of staff meetings had improved.   
 
We reviewed records maintained in relation to staff appraisals and identified that the 
completion rate for staff appraisals rates was low.  A new area for improvement against the 
standards has been made in relation to appraisals.   
 
We met with the Human Resources (HR) officer for the hospital and evidenced that following 
our inspection during March 2019 the hospital introduced various staffing initiatives to support 
and enhance staff morale.  We were informed a staff family fun day was held during the 
summer of 2019 and a comprehensive staff survey was undertaken.  The HR officer informed 
us that the staff fun day and staff survey will continue as annual events.  We were also told that 
the hospital has subscribed to an online app offering staff access to nationwide benefits such as 
discounts and perks from leading brands.  Plans were also in place to introduce a private health 
insurance scheme for employed staff.   
 
We were informed that the hospital has recently installed a new electronic HR management 
system.  This system facilitates staff to complete a satisfaction survey via a mobile application.  
Other staffing initiatives were being explored and we acknowledge the efforts being made by 
NWIH to support staff and enhance staff morale.   
 
Despite these initiatives, a number of staff told us during our inspection and via the online staff 
survey of their dissatisfaction with the current management system, citing lack of support and 
poor leadership.  Staff at ward level also informed us of their frustrations with the current 
arrangements for releasing the duty roster one week in advance, which doesn’t provide them 
with adequate time to arrange child care and make personal plans.  During feedback the Ward 
Manager explained that in the absence of the duty roster being available staff could submit 
requests which would be taken into consideration when preparing the rota.  It was agreed that 
the two Deputy Ward managers could assist in duty roster planning and Ms Carmichael agreed 
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to review the current duty roster planning arrangements with consideration to providing the duty 
roster three weeks in advance.  
 
We held an enhanced feedback teleconference meeting with Mr Stewart and the Chairperson of 
the MAC on 10 March 2020 to discuss the feedback we received from the online staff survey.  
An area of improvement has been made against the standards that an external independent 
organisation or human resource advisor should be appointed to undertake a cultural 
assessment of the hospital. Additional information in this regard can be found in section 6.8 of 
this report.     
 
6.5.2 Medical cover   
 
We reviewed the arrangements in respect of medical cover for the hospital.  We confirmed that 
there is an identified medical practitioner onsite at all times providing medical cover. The day 
time cover is provided by two RMOs from 07:00 hours to 19:00 hours seven days a week and 
the night time cover is provided by a group of medical practitioners.  We observed the medical 
cover rota on display in the theatres and the inpatient and day surgery units. 
 
We were informed that the RMOs are supplied through an agency based in England.  We 
confirmed that a robust induction programme for RMOs specific to clinical practices unique to 
Northern Ireland had been developed and that RMOs were supplied with a job description.  We 
were informed that the NWIH intends to further develop the job description following 
consultation with the RO and MAC to ensure RMOs are being utilised to the best of their 
abilities and to ensure they have relevant training opportunities.  Ms Carmichael, RM, told us 
that the job description was in draft form and was awaiting ratification by the MAC.  We 
reviewed the draft job description and confirmed that it clearly outlined the role and 
responsibilities of the medical practitioners.  
 
We met with the RMO on duty who confirmed they had been given a draft copy of their job 
description and they were aware that the job description would be further developed.  The RMO 
confirmed that they underwent an induction and no concerns were raised with us regarding their 
role.   
 
We were informed that when a paediatric patient is accommodated in the hospital overnight the 
Consultant Paediatric Anaesthetist rostered on duty during the day provides the medical cover 
for the hospital that night, we reviewed the medical cover rota and evidenced this.   
 
We reviewed records of handovers and found evidence of formal medical handovers between 
the RMOs and Medical Practitioners at the commencement of each shift signed by nurses, 
RMOs and Medical Practitioners.  Completed and signed handover records were retained. 
 
We were informed that should the medical practitioner providing night cover need advice or 
support they can contact the patient’s consultant; the RMO spoken with confirmed this. 
 
6.5.3 Recruitment and selection   
 
We reviewed the arrangements in respect of the recruitment of staff and examined the 
recruitment policy and procedure available, which was found to be comprehensive and 
reflected best practice guidance. 
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As previously reported discussion with the HR officer and review of the staff register confirmed 
that a number of staff had been recruited since the previous inspection.  We randomly selected 
three of the newly recruited staff and reviewed their personnel files and found that all the 
relevant information required by the legislation had been sought and retained. 
 
The HR officer for the hospital confirmed that the same recruitment and selection procedures 
are followed for all new staff irrespective of whether they are employed directly by the hospital 
or if they have been granted practising privileges.  The HR officer told us that exit interviews 
have recently been introduced for employed staff who resign their position.    
 
As previously discussed, we reviewed the personnel files off the two private doctors and five 
medical practitioners who were undertaking surgical procedures during the course of the 
inspection and evidenced the following: 
 

• confirmation of identity; 

• current registration with the General Medical Council (GMC); 

• appropriate professional indemnity insurance; 

• appropriate qualifications, skills and experience; 

• ongoing professional development and continuing medical education that meet the 
requirements of the Royal Colleges and GMC; and 

• ongoing annual appraisal by a trained medical appraiser. 
 
6.5.4 Theatre/surgical services  
 
We reviewed the arrangements in respect of the provision of surgical services and we noted 
effective adherence to surgical practices during the inspection.  We confirmed that a surgical 
checklist based on the World Health Organisation (WHO) checklist was completed during 
surgical procedures.  We found that systems were in place to assure effective completion of the 
surgical checklist as part of the hospital’s clinical monitoring procedures.   
 
We confirmed that scheduling of patients for surgical procedures is effectively co-ordinated 
taking into consideration individual patient requirements; the type of procedure being performed; 
availability of equipment; sufficient staffing levels; associated risks and level of sedation 
required.  
 
Staff and patients informed us that pre-operative assessments were completed in advance of a 
patient’s surgery and any queries raised could be discussed with the Consultant Anaesthetist.  
We confirmed that the Consultant Anaesthetist visited the patient prior to surgery to assess their 
general medical fitness, review their medication, discuss the type of anaesthetic to be used and 
options for post-operative pain relief.  We confirmed that the Consultant Anaesthetist was 
present throughout the surgery and remained on site until the patient had recovered from the 
immediate effects of their anaesthetic.  
 
We reviewed the theatre staff allocation rota and confirmed that a member of staff with theatre 
experience, and not the theatre manager, was in charge of the operating theatre at all times.  As 
previously discussed the theatre manager now has protected time allocated which allows him to 
operationally manage the theatres.   
 
We also reviewed the register for all surgical procedures undertaken in the hospital and found 
that it contained all the information required by legislation.  We noted a wide range of 
comprehensive policies and procedures were in place to support staff and to ensure safe and 
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effective care was delivered to patients in accordance with best practice guidelines and 
standards, for example infection prevention and control, wound management and admission 
and discharge criteria.  
 
We had an opportunity to observe a surgical procedure being undertaken and confirmed that 
patients were observed during surgery and in the recovery room on a one to one basis by staff 
trained in anaesthetics and resuscitation.  We observed the discharge criteria being adhered to 
confirm when patients were well enough to be transferred from the theatre recovery room to the 
ward.   
 
6.5.5 Central Sterile Servicing Department (CSSD)/endoscopy arrangements  

We consulted with the CSSD manager and reviewed the DoH Authorising Engineer 
(Decontamination Assurance) AE (DA) key audit findings report dated 12 March 2019. 
 
The CSSD manager told us that the actions within the key audit findings report had been 
addressed and that processes are compliant with good practice.  We reviewed documentation 
as listed below to evidence this: 
 

• the Quality Manual had been reviewed and updated on 21 August 2019, decontamination 
management roles and responsibilities had been clarified.  Following the inspection 
confirmation was submitted to RQIA by email that the nominated member of staff had been 
scheduled to commence Authorised Person (Decontamination) AP (D) training on 27 June 
2020; 

• we were informed that the Authorising Engineer (Decontamination) AE (D) role is advisory, 
and that any issues are resolved quickly; 

• documents confirming that a permit to work system was in place in accordance with Health 
Technical Memorandum (HTM) 01-01 guidance on the management of decontamination 
equipment was implemented; ensuring effective management of the decontamination 
equipment;  

• service contract records confirming decontamination equipment is validated after repair; 

• validation audit reports completed by the AE (D) for endoscope decontamination equipment 
and no adverse comments were noted; 

• we confirmed that weekly efficacy and protein tests are completed for the Endoscope 
Washer Disinfectors (EWD) and no adverse issues have been detected; 

• we confirmed that Walsenburg products are used in the EWDs and manufacturer`s 
recommendations were implemented; and 

• we confirmed that the semi-invasive ultrasound probe was decontaminated using the 
`Tristel ` trio wipes three tier system. 

 
As discussed an area for improvement was made during the previous inspection in relation to 
implementing the key audit findings issued by DoH Health Estates in relation to the premises’ 
endoscopy decontamination equipment, facilities and processes.  We spoke with the CSSD 
Manager, CSSD staff, reviewed documentation and found that considerable work has gone into 
achieving compliance with the key audit findings issued by DoH Health Estates.   
 
We confirmed that an AP (D) has been identified and all relevant documentation and 
procedures have been amended to reflect this.  However, we were informed that the AP (D) had 
yet to complete training.  Following the inspection confirmation that the appropriate training 
course had been booked for the 29 June 2020 was submitted to RQIA.  An area for 
improvement against the standards has been made that a copy of the training certificate 
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confirming that the identified staff member has completed the AP (D) course should be 
submitted to RQIA.     
 

6.5.6 Outpatients Department  

We reviewed the arrangements in respect of the outpatient departments.  We found robust 
management of the outpatients systems in the hospital, in particular the retention of patient 
notes on site at NWIH for those patients seen at outpatient clinics in the hospital.   
 
We were informed that the emergency trolley located in the ward would be used in the event of 
a medical emergency occurring in the outpatient department.  We observed that some areas of 
the flooring between the outpatient unit and the ward area are carpeted; this may pose a 
challenge while attempting to wheel the emergency trolley between the two areas.  We advised 
that this arrangement should be reviewed.  Additional information in this regard can be found in 
section 6.5.11.   
 
6.5.7 Venous Thromboembolism (VTE) Risk Assessment 
 
We reviewed how NWIH managed the risk of VTE and assured adherence to their VTE policy 
and procedures.  We were informed that the VTE management policy was under review and as 
it was still in draft format it had not been shared with staff.  We reviewed the draft VTE policy 
and confirmed that it had not been updated in accordance with NICE guideline [NG89].  We met 
with the deputy ward sister assigned responsibility for updating the policy prior to ratification by 
the MAC and reinforced that the policy must be updated in accordance with the most up to date 
NICE guideline. 
 
We identified a number of key factors that the draft policy did not include, as follows: 
 

• it did not include the arrangements for persons aged 16 years and younger; and 

• it did not clearly identify whose responsibility it is to complete VTE risk assessments.  
 
We reinforced that the hospital must determine who is responsible for completing VTE risk 
assessments as opposed to leaving this decision to individual Consultants to make.  We 
highlighted that the ratification of the updated VTE policy by the MAC should be prioritised. 
We recognised that improvements had been made in respect of the completion of VTE risk 
assessments. We reviewed audit findings which confirmed an improvement from 40% to 66% 
completion rates.  We found evidence that audit findings were being discussed during MAC 
meetings.  
 
The area for improvement against the regulations made during the previous inspection in 
regards to VTE risk assessments had not been fully met and is stated for the second time. 
 
6.5.8 Laser safety  
 
We reviewed the arrangements in respect of the safe use of the laser equipment.  We reviewed 
the laser safety file and found that, in the main, it contained all of the relevant information in 
relation to the laser equipment.  We were informed that a new Laser Protection Advisor (LPA) 
had been recently appointed and that the LPA contract will be reviewed annually.  We found up 
to date Local Rules in place which have been developed by the LPA and these contained the 
relevant information pertaining to the laser equipment being used. 
 

https://www.nice.org.uk/guidance/ng89
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We reviewed the LPA risk assessment of the premises undertaken following the installation of 
the Ceramoptec Biolitec Ceralas E laser machine during May 2019 and confirmed that the LPA 
made no recommendations.   
 
We evidenced that a list of clinical and non-clinical authorised operators was maintained and 
that all authorised operators had signed to state that they have read and understood the Local 
Rules and Medical Treatment Protocols. 
 
We were informed that the same two clinical authorised operators identified during the previous 
inspection continue to use the laser; review of the laser registered confirmed this. 
 
We reviewed the training records in respect of the two identified clinical authorised operators.  
We noted that training certificates to evidence that both clinical authorised operators had 
completed core of knowledge and safe use and application training in respect of the laser 
equipment in use and fire safety awareness training were available.  In addition, a certificate 
was available to confirm that one of the clinical authorised operators had completed 
safeguarding adults of risk of harm training.  A certificate was available to evidence that the 
second clinical authorised operator had completed basic life support.  However, records to 
evidence that both clinical authorised operators had completed infection prevention and control 
training were not available.  We spoke with Ms Laura Cave, non-clinical authorised operator, 
who provided evidence confirming that these training records had been requested.  Ms Cave 
also informed us that both clinical authorised operators have substantive posts in the NHS and 
would have completed this training through their substantive post.  The area for improvement in 
relation to the training of clinical authorised operators had not been fully met and is stated for 
the second time.  
 
We confirmed that when the laser equipment is in use, the safety of all persons in the controlled 
area is the responsibility of the Laser Protection Supervisor (LPS).  We found that arrangements 
are in place for another clinical authorised operator, who is suitably skilled to fulfil the role, to 
deputise for the LPS in their absence. 
 
We were told that the laser surgical procedures are delivered in the endoscopy room within the 
hospital’s theatre suite.  We reviewed the endoscopy room used to deliver laser treatments and 
found it to be safe and controlled to protect other persons while treatment is in progress.  We 
confirmed the controlled area is clearly defined and not used for other purposes, or as access to 
areas, when laser surgical procedures are being carried out.  Staff told us the door to the 
endoscopy room is locked when the laser equipment is in use but can be opened from the 
outside in the event of an emergency.  Staff told us that laser safety warning signs are displayed 
when the laser equipment is in use and removed when not in use, we observed laser safety 
warning signs available. 
 
We noted that the laser equipment is operated using a specific individualised key and we found 
that robust arrangements were in place for the safe custody of the laser key when not in use. 
 
We evidenced that protective eyewear was available as outlined in the Local Rules for clinical 
authorised operators, support staff and the patient.  We noted that the specification of protective 
eyewear outlined in the hospital’s laser policy was not the same as the specifications outlined in 
the Local Rules.  The hospital policy was amended during the inspection in keeping with the 
Local Rules.   
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We reviewed the laser surgical register which is completed every time the equipment is 
operated and evidenced that it included the following information:  
 

• the name of the person treated; 

• the date; 

• the operator; 

• the treatment given; 

• the precise exposure; and 

• any accident or adverse incident. 
 
We reviewed records confirming that the Ceramoptec Biolitec Ceralas E laser machine was 
installed during July 2018.  We reviewed the installation documentation which specified that the 
laser was due to be serviced on or before the 21 June 2019.  We did not find any records to 
confirm the laser had been serviced within this timeframe.  An area for improvement against the 
standards has been made in this regard.   
 
6.5.9 Safeguarding  
 
We reviewed the arrangements in place for safeguarding and found that policies and 
procedures were in place for the safeguarding and protection of adults and children at risk of 
harm.  The policies included the types and indicators of abuse and distinct referral pathways in 
the event of a safeguarding issue arising with an adult or child.  The relevant contact details for 
onward referral to the local Health and Social Care Trust (HSCT) should a safeguarding issue 
arise were included.   
 
We confirmed that copies of the regional policy entitled ‘Co-operating to Safeguard Children 
and Young People in Northern Ireland’ (August 2017) and the regional guidance document 
entitled ‘Adult Safeguarding Prevention and Protection in Partnership’ (July 2015) were both 
available for staff reference. 
 
We discussed safeguarding with staff and found good general awareness of the types and 
indicators of abuse, along with the actions to be taken in the event of a safeguarding issue 
being identified.  Staff were able to identify the nominated safeguarding lead for the hospital. 
A review of records demonstrated that all staff in the hospital had received training in 
safeguarding children and adults as outlined in the Minimum Care Standards for Independent 
Healthcare Establishments July 2014. 
 
6.5.10 Medicines management  
 
We reviewed the arrangements in place for the management of medicines within the hospital 
to ensure that medicines are safely, securely and effectively managed in compliance with 
legislative requirements, professional standards and guidelines and we found them to be 
satisfactory. 
 
We confirmed that policies and procedures for the management of medicines were in place.  
The pharmacist on duty informed us that the standard operating procedures have been 
reviewed since October 2019 and updated versions were awaiting final approval before 
implementation, to include a purchasing for safety policy.  The nursing staff spoken with 
demonstrated knowledge of the medicines management policy and procedures.   
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We confirmed that an antimicrobial stewardship policy had been developed.  We reviewed this 
policy and evidenced that it was in keeping with NICE guidelines.  We confirmed that the MAC 
had input into the development of the policy and had ratified the new policy during December 
2019.   The policy included guidance on the use of antibiotics for prophylaxis and was 
developed in conjunction with consultants within each speciality.  A rolling audit programme was 
implemented in December 2019 to assess adherence to the policy.  Ms Carmichael informed us 
that the findings of the audit will be shared with MAC and other governance committees and will 
be kept under review.   
 
We were told that a pharmacist is available two days per week and that medicines were 
ordered twice weekly by designated staff.  We confirmed that separate requisition/receipt 
records were in use for general medicines and controlled drugs and that systems were in 
place to manage the ordering of prescribed medicines to ensure adequate supplies were 
available.   
 
We reviewed the admission of patients with respect to medicines.  We were told that patients 
were encouraged to bring an up to date copy of their medicine regime and any prescribed 
medicines to the pre-admission assessment (if applicable) and into hospital on admission.  
Alternatively, nursing staff obtained written confirmation from the patient’s General Practitioner 
(GP).  We suggested that a record should be made of the method used to verify a patient’s 
prescribed medication regime to include the date and the name of the person responsible, in 
order to strengthen the current arrangements.  We discussed this with Ms Carmichael, who 
agreed to amend the format of the record to include this information. 
 
We confirmed that a record of all incoming medicines was maintained and that this process 
involves two registered nurses to ensure accuracy.  We reviewed these records and found that 
the dose prescribed was not always clearly recorded and occasionally the strength of the 
medicine was recorded in the allocated space for the dose instead.  We discussed this with Ms 
Carmichael, who agreed to amend the format of the record to ensure both the prescribed dose 
and strength of each medicine are clearly recorded.    
 
We reviewed a random sample of patient medicine Kardexes and found records of medicines 
administered and prescribed were maintained in a satisfactory manner, including completion of 
patients’ weight and allergy status.  In relation to medicines administration, the records indicated 
medicines were being administered as prescribed; and in cases where medicines had been 
omitted, the reason had been documented.  
 
We reviewed the discharge arrangements for medicines.  Staff told us patients were provided 
with information regarding their treatment and any medicines prescribed and that a copy of 
any prescription was shared with the patient’s GP.  We confirmed that medicines dispensed 
directly to patients from the hospital for use at home were appropriately labelled and 
packaged.   
 
We reviewed the arrangements for controlled drugs and found them to be stored and 
administered safely.  We confirmed that systems were in place to check stock balances at each 
change of shift.  We noted that in the ward these checks also included other controlled drugs 
which do not require storage in a controlled drug cabinet, which is good practice.  We noted that 
in theatre and recovery, in addition to the lock, a tamper evident seal was affixed to the 
controlled drug cupboard which was replaced each time the door was opened, as an additional 
security measure.  We reviewed the balances of a number of controlled drugs and found these 
to be correct.  We noted that the standard of maintenance of the controlled drug record books 
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had improved and that any errors had been scored out in an appropriate manner.  We noted 
that a list of specimen signatures of staff responsible for signing the controlled drug record book 
was in place.  We confirmed that controlled drug audits, including records maintained, were 
completed on a monthly basis.   
 
We found that medicines were stored safely and securely and in accordance with the 
manufacturer’s instructions.  We found medicine storage areas were clean, tidy and well 
organised.  We confirmed that systems to alert staff of the expiry dates of medicines with a 
limited shelf life, once opened were in place.  We confirmed that medicine refrigerators on 
wards and the contents of emergency trolleys were checked daily and that the pharmacy 
refrigerator was checked on the days the pharmacist was present.  We reviewed records 
pertaining to the disposal of medicines and found these were satisfactorily maintained. 
 
We were told that there were arrangements in place to audit patients’ medicines and patients’ 
medicine records on a monthly basis, we reviewed these audits and found them to be 
generally satisfactory.  The ward manager told us that audit findings were shared with staff.   
 
We found some systems in place for identifying, recording, reporting, analysing and learning 
from adverse incidents and near misses involving medicines and medicinal products.  Medicine 
kardexes should also be audited on a regular basis, to assess the accuracy of record 
completion and any prescribing and administration issues, which would not be picked up within 
the current audit procedures.  An area for improvement was made.  
 
6.5.11 Resuscitation and management of medical emergencies  
 
We reviewed the arrangements for the management of medical emergencies and resuscitation 
of patients and visitors to the hospital.  We reviewed the policy and procedure for dealing with 
medical emergencies and cardio pulmonary resuscitation (CPR) and found that it was in 
accordance with the Resuscitation Council UK guidelines.  Discussion with staff demonstrated 
that they had a good understanding of the actions to be taken in the event of a medical 
emergency and the location of medical emergency medicines and equipment. 
 
We confirmed that two emergency trolleys are available; one located in the ward and one 
located in the recovery room in theatres.  We examined the emergency trolleys and evidenced 
that emergency medicines and equipment were available.  We reviewed documentation 
confirming that a robust system was in place to ensure that emergency medicines and 
equipment do not exceed their expiry date. 
 
As previously discussed in section 6.5.6 of this report we were informed that the emergency 
trolley located in the ward would be used in the event of a medical emergency occurring in the 
outpatient department and we identified some challenges in relation to transporting the trolley 
from the ward.  An area for improvement was made to ensure that a risk assessment is 
completed to determine the medical emergency arrangements in place in respect of the 
outpatient department with consideration being given to best practice guidance.  The outcome 
of the risk assessment must be ratified by the Medical Advisory Committee (MAC).   
 
We reviewed training records, spoke with staff and confirmed that staff had undertaken basic 
life support training and updates. We evidenced that all permanent nursing staff had received 
intermediate life support training and updates.  We were advised that staff involved in the 
provision of paediatric care had also received paediatric life support training.   
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The arrangements for patients with a “Do Not Resuscitate” (DNR) order were discussed and it 
was confirmed that patients who have a DNR order would not meet the criteria for admission to 
the hospital. 
 
6.5.12 Infection prevention control (IPC) 
 
We reviewed arrangements for IPC procedures throughout the hospital to evidence that the risk 
of infection transmission to patients, visitors and staff was minimised.    
 
We found clear lines of accountability in relation to IPC.  We noted a designated Clinical 
Governance and IPC lead who demonstrated a good understanding of her role and 
responsibilities.  The Clinical Governance and IPC lead told us that she was a member of the 
regional Infection Prevention Society (IPS) group from whom she has good support in keeping 
her knowledge and skills in IPC up to date. 
 
We spoke with staff who demonstrated good knowledge and application of IPC practices.  We 
confirmed that staff had received up to date IPC education and training commensurate with their 
roles and responsibilities.   
 
Discussion with the Clinical Governance and IPC Lead and review of records evidenced that a 
robust education, training and competency assessment programme had been rolled out to 
appropriately trained staff in respect of aseptic non touch technique (ANTT).  We observed staff 
demonstrating good adherence to the principles of ANTT when undertaking clinical practices.  
We saw evidence of a rolling ANTT audit programme discussed at clinical governance meetings 
and with appropriate escalation measures in place to address any issues, where applicable. 
 
We confirmed a range of policies and procedures were in place to guide staff in the correct 
procedures for IPC.  We noted staff adherence to effective hand hygiene policies and 
procedures, and observed that staff performed the correct hand hygiene practice at the point of 
care delivery.  Patients told us that staff were thorough in carrying out hand washing practice 
when delivering care.  
 
We noted that the IPC policy specified the arrangements in respect to recording a patients’ 
infection risk and communicating the risk with other departments.  We were unable to evidence 
infection risks documented in patient’s notes.  We reinforced the need to ensure that the policy 
reflects actual practice.  An area for improvement against the standards was made to ensure 
that the arrangements specified in the hospital’s IPC policy in relation to flagging a patient’s 
infection risk is embedded into practice, including how this is recorded and communicated 
through the various departments.  We highlighted that when the policy is amended or further 
developed in this regard the refreshed policy must be in accordance with The Northern Ireland 
Regional Infection Prevention and Control Manual.  
 
We found evidence of good IPC links on the wards and in theatres with good staff engagement 
with IPC audits.  We reviewed a sample of IPC audits and found evidence of discussion of 
audits findings and the development of action plans, where necessary, at governance 
committee meetings.  We observed that the results of hand hygiene audits were displayed on 
an information board accessible to visitors to NWIH.  We noted that information leaflets in 
respect of common infection control risks were displayed at the entrance to the main hospital in 
the foyer.   

https://www.niinfectioncontrolmanual.net/
https://www.niinfectioncontrolmanual.net/


RQIA ID: 10624   Inspection ID: IN034728  
 

32 

We found patient equipment was clean and in good repair.  We observed the use of cleaning 
assurance labels displayed on items of patient equipment to provide confirmation of when the 
equipment was cleaned and by whom.  We confirmed that an itemised equipment cleaning 
schedule was in place.  Staff told us that single use equipment was used were possible.    
 
We found the hospital environment including wards, theatre department and patients’ rooms 
were clean and maintained to a good standard.  We observed cleaning equipment was clean; 
well maintained and stored appropriately when not in use.  We noted that clutter within patient 
areas was kept to a minimum.   
 
We observed cleaning schedules on display throughout the hospital and we found these to be 
fully completed.  We confirmed that environmental and equipment cleaning schedules had been 
further developed to clearly identify staff roles and responsibilities.  We reviewed audits in 
relation to cleaning and found evidence of actions undertaken to address deficits and sharing of 
information to staff.   
 
Whilst we found that the hospital environment and the patients’ rooms were clean which was 
welcomed from an IPC perspective, we observed a number of under carriages of beds were 
dusty.  This was brought to the attention of the Ward Manager and the under carriages were 
immediately cleaned.  Prior to the conclusion of the inspection the cleaning schedules were 
further developed to include the under carriages of beds.  We suggested that in addition to the 
audit programme; the introduction of spot checks would further enhance the assurance 
mechanisms in relation to environment and equipment cleaning.  The Ward Manager readily 
agreed to introduce spot checks.   
 
 
6.5.13 Environment  
 
We reviewed the hospital environment and we were informed that a programme of 
environmental enhancement work was in progress for a number of areas identified by the 
hospital as requiring refurbishment.   
 
We observed that flooring in the Central Services Supplies Department (CSSD) required 
immediate attention. We were informed that diagnostics and costing to repair the damaged 
flooring had been scheduled for the week following the inspection.  During the feedback to 
senior management on 22 February 2020, Mr Stewart, agreed to prioritise repairs to the 
damaged flooring.  We received confirmation by email on 5 March 2020 that the damaged 
flooring had been repaired.  
 
We reviewed maintenance verification records providing assurance that a planned preventative 
maintenance regime was operated effectively by the estates management team.  We found 
building services maintenance and validation certificates/reports were currently valid with no 
adverse comments/requirements issued. 
 
We reviewed the Authorising Engineer Audit Report dated 6 August 2019 comprising of HHTM  
02-01: Medical Gas Pipeline Systems; HTM 03-01 Specialised Ventilation for Healthcare 
Premises ; HTM 04-01:The control of Legionella, hygiene, ‘safe` hot water, cold water and 
drinking water systems. 
 
We provided the Estates and Facilities Manager with a list of documents to be submitted to 
RQIA in relation to the following identified areas for review:  
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• fire safety - confirmation was received by email on 4 February 2020 that a theatre fire drill 
had been completed on 31 January 2020; 

• electrical safety - confirmation was received by email on 3 February 2020 that the periodic 
inspection report of the electrical installation was compliant with BS7671; 

• health and safety - email confirmation was received that the mobile hoist Lifting Operations 
and Lifting Equipment Regulations (LOLER) thorough examination had been completed on 
24 January 2020 and that the hoist was condemned due to being greater than ten years 
old.  Following the inspection it was confirmed by email that the hoist was removed from 
service and that a replacement hoist would be purchased; and  

• packing room floor repairs - damage/defects to the `Packing Room` floor finish was 
observed during inspection.  Repair completion was verified by the submission of digital 
images via email to RQIA on 5 March 2020. 

 
Areas of good practice: Is care safe? 
 
We found examples of good practice in relation to staff recruitment; induction; training; 
safeguarding; management of medical emergencies; IPC; the environment; and the 
management of medicines. 
 
Areas for improvement: Is care safe?  
 
Nine areas for improvement have been made in relation to the culture of the hospital; 
appraisals; VTE risk assessments; authorised person (decontamination) training; laser clinical 
authorised operator training; servicing of the laser equipment; commencing audits of medicine 
kardexes; the provision of medical emergency medicines and equipment in the outpatient 
department; and embedding the arrangements in respect of flagging patients’ infection risk into 
practice.   
 

 Regulations Standards 

Areas for improvement 2 7 

 

 
 
6.6.1 Care pathway  
 
We reviewed the patient care pathway through the hospital.  We found that patients were 
provided with comprehensive information prior to their surgical procedure which outlined any 
pre-operative and post-operative requirements.  
 
  

6.6 Is care effective?  
 
The right care, at the right time in the right place with the best outcome. 
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We reviewed a sample of patient records and found that care records contained comprehensive 
information relating to pre and post-operative care which clearly outlined the patient pathway 
and included the following: 
 

• patient personal information; 

• pre-operative care plans; 

• pre-operative checks; 

• signed consent forms; 

• surgical safety checklist; 

• procedure notes; 

• medical notes; 

• post-operative checks; and 

• discharge plan. 
 
We reviewed three sets of nursing and allied health professional patient records and found that 
they were completed to a high standard.  We saw evidence of individual care planning and 
found that nursing tools and assessments were well completed.  We observed that some tools 
in relation to clinical indicators such as National Early Warning Scores (NEWS) and Paediatric 
Early Warning Scores (PEWS) were not the most recent versions available.  An area for 
improvement against the standards has been to undertake a review of nursing tools currently 
being used across all departments to ensure that they are up to date and in keeping with the 
current evidence base and best practice guidelines.     
 
As previously stated, we were advised that patients attending for a surgical procedure meet with 
their Consultant prior to going for the procedure to discuss the nature of the procedure, the 
risks, complications and expected outcomes before signing the consent form.  The consent 
forms we reviewed were signed by the Consultant Surgeon and the patient. 
 
Many areas of good practice were identified with respect to the delivery of front line care. We 
observed positive interactions between patients and frontline staff and also observed that staff 
responded promptly to call bells.  We spoke with nine patients and four patient 
representatives/relatives who confirmed their satisfaction with the standard of care received.  
We noted that privacy and dignity of patients was also well maintained.   
 
6.6.2 Management of records 
 
We reviewed the management of records within the hospital.  We found that the NWIH has a 
range of policies and procedures in place for the management of records which includes the 
arrangements for the creation; use; retention; storage; transfer; disposal; of and access to 
records.  We reviewed the policy and procedure for clinical record keeping in relation to patient 
treatment and care and confirmed it complies with (GMC) guidance and Good Medical Practice.  
We confirmed the NWIH is registered with the Information Commissioner’s Office (ICO).   
 
Through discussion with staff it was confirmed that the hospital is aware of and is complying 
with the General Data Protection Regulations.  Staff who spoke with us confirmed they had a 
good knowledge of effective records management.   
 
We found the management of records to be in line with legislation and best practice.  We 
evidenced that patient records were held in secure cabinets and computerised records were 
accessed by only those with password permission.  Records required by legislation were 
retained and made available to us. 
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6.6.3 Discharge planning  
 
We reviewed discharge planning arrangements and found that there was full engagement with 
patients and/or their representatives.  Multi-disciplinary team involvement in discharge planning 
was evident during our discussions with staff.  We found good systems for ensuring that agreed 
discharge arrangements are recorded and co-ordinated and that all required services are 
involved in the patient's ongoing care and treatment. 
 
We were told that a discharge summary and plan is completed prior to the patient leaving the 
hospital.  A letter is provided to the patient's GP, which outlines the care and treatment 
provided. 
 
6.6.4 Nutrition and hydration  
 
We reviewed the arrangements for nutrition and hydration to ensure that patients had access to 
appropriate food and water and that their nutritional needs were being met.  We found that 
nursing staff were responsible for the coordination of mealtimes and recording of dietary and 
fluid intake.  Staff described how information relating to patient diets was shared, including 
specialised diets and food allergies.  Patients spoke very positively about the quality and choice 
of food and fluids available at the hospital, confirming that special diets were being catered for 
and the provision of meals was accommodated to meet their dietary requirements.  
 
We concluded that the meal service was well managed, with an excellent menu choice, patients 
being catered for and assistance provided as required.   
 
6.6.5 Pain management 
 
We reviewed the management of patients’ pain and found that staff responded appropriately to 
the needs of individual patients through various methods including assessment, therapeutic 
interventions and administration of pain relief medication.  We spoke with patients about their 
pain and they confirmed that staff responded in a compassionate and timely manner when they 
experienced pain. 
 
Areas of good practice: Is care effective? 
 
We found examples of good practice in relation to the delivery of care; pain management; 
communication between patients and staff; admission and discharge planning; the completion 
of clinical records; records management; and meals and mealtimes. 
 
Areas for improvement: Is care effective? 
 
One area for improvement against the standards has been made to review the nursing tools 
currently being used across all departments to ensure that they are up to date and in keeping 
with the current evidence base and best practice guidelines.  
 

 Regulations Standards 

Areas for improvement 0 1 
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6.7.1 Person centred care  
 
We spoke with nine patients, looked at care records, observed care practice and met with 
various grades of staff to understand how the hospital ensures that patients receive person 
centred care; we found good systems in place across the hospital. 
 
Patients told us they were very happy with their care and we observed positive interactions 
between staff and patients throughout our inspection.  Staff treated patients with compassion, 
dignity and respect, introducing themselves and explaining procedures to patients in a kind and 
caring manner.  A call bell system was in place for patients to attract the attention of staff, 
patients told us it was easy to use and that staff responded and attended to their needs in a 
timely way. 
 
We observed staff wearing badges with their name and profession/designation clearly visible 
and legible.  Patients reported that staff spoke with them at the beginning of each shift and that 
they knew who to contact should they require any assistance or information. 
 
6.7.2 Breaking bad news 
 
We confirmed the NWIH has a policy and procedure for delivering bad news to patients and/or 
their representatives which is accordance with the breaking bad news regional guidelines. 
 
Staff told us that when bad news is delivered to patients and/or their representatives this is 
undertaken by experienced professionals and in accordance with the hospital’s policy and 
procedure. 
 
We were told that where bad news is shared with others, staff confirmed that consent must be 
obtained from the patient and is documented in the patient’s records.  Staff also told us that 
following a patient receiving bad news, future treatment options are discussed fully with the 
patient and documented within their individual care records. 
With the patient’s consent, information will be shared with the patient’s GP and/or other 
healthcare professionals involved in their ongoing treatment and care. 
 
6.7.3 Patient engagement 
 
We examined the methods used by the hospital to obtain the views of patients and/or their 
representatives through speaking with patients, staff and reviewing relevant documentation.  
We found this to be an integral part of the service delivered in the hospital.  In-patients, day 
patients, parents and children are offered an opportunity to provide feedback on their care 
through completion of a questionnaire.  A child friendly questionnaire is also available which 
uses pictures. 
 
We found that information received from these questionnaires was available to patients.  Data is 
collated and shared with all heads of departments, the various committees within the 
governance structures and at staff meetings.  We found evidence to confirm that these reports 

6.7 Is care compassionate?  
 
Patients and clients are treated with dignity and respect and should be fully involved 
in decisions affecting their treatment, care and support. 
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are analysed to identify trends and patterns and action plans were generated, when necessary.  
We observed patient satisfaction reports on display on patient notice boards. 
 
Areas of good practice: Is care compassionate? 
 
We found examples of good practice in relation to ensuring the core values of privacy and 
dignity were upheld; arrangements for delivering bad news in a compassionate and supportive 
manner; and considering feedback from patients to improve the quality of services provided. 
 
Areas for improvement: Is care compassionate? 
 
No areas for improvement were identified during the inspection in relation to compassionate 
care. 
 

 Regulations Standards 

Areas for improvement 0 0 

 

 
 
During our inspection, our inspection team spoke with nine patients and four patient 
representatives and we distributed questionnaires to patients for completion and return to RQIA.  
We found that patient feedback across multiple areas of the hospital, for all aspects of care was 
very good.  Sixteen patient questionnaires were completed with patients confirming that staff 
were caring and responsive to their needs and treated them with dignity and respect.   
 
Nine staff completed the questionnaire and two staff skipped all questions.  Staff responses 
for safe, effective and compassionate care and if the service is well led are indicated in the 
table below. 
 

 Very Satisfied Satisfied Undecided Unsatisfied 
Very 

Unsatisfied 
No 

Response 

 
Safe 

 
2 3 2   

 
2 

 
Effective 

 
2 4  1  

 
2 

 
Compass

ionate 
 

3 4    

 
2 

 
Well led 

 
1  1 1 4 

 
2 

 
Seven of the submitted staff questionnaires included comments, two of which were positive in 
nature, five of which required further discussion with NWIH.  As a result of the concerns raised 
during and following our inspection of NWIH on 20 to 22 January 2020 a teleconference was 
arranged between RQIA and NWIH on 10 March 2020.  NWIH were represented at the 
teleconference by Mr Stewart, Responsible Individual and the Chairperson of the MAC.   
 

6.8 Patient and staff views 
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As previously stated an area for improvement against the standards was made in section 6.5.1 
that an external independent organisation or human resource advisor should be appointed to 
undertake a cultural assessment of the hospital.  An action plan should be generated to address 
any recommendations contained within the report detailing the main findings of the cultural 
assessment.       
 

 
 

 
 
Areas for improvement have been identified where action is required to ensure compliance with 
The Independent Health Care Regulations (Northern Ireland) 2005 and The Regulation and 
Improvement Authority (Independent Health Care) (Fees and Frequency of Inspections) 
(Amendment) Regulations (Northern Ireland) 2011 and the Department of Health (DoH) 
Minimum Care Standards for Independent Healthcare Establishments (July 2014). 
 

 
 
The QIP should be completed and detail the actions taken to address the areas for 
improvement identified.  The Registered Provider should confirm that these actions have been 
completed and return the completed QIP via Web Portal for assessment by the inspector. 
 

 
Quality Improvement Plan 

 
Action required to ensure compliance with The Independent Health Care Regulations 
(Northern Ireland) 2005 and The Minimum Care Standards for Independent Healthcare 
Establishments (2014) 

Venous Thromboembolism (VTE) risk assessment 

Area for improvement 
1 
 
Ref: Regulation 15 (1) 
(b) 
 
Stated: Second time 
 
To be completed by:  
15 April 2020  
 

The Registered Persons shall address the following matters with 
respect to the management of venous thromboembolism (VTE): 
 

• review the current VTE management policy and ensure that it is 
in keeping with NICE guideline [NG89]; 

• ensure that the MAC contributes to and approves the updated 
VTE policy; 

• ensure that VTE risk assessments are undertaken and 
documented in respect of all patients admitted for surgical 
procedures; and develop a rolling audit programme to provide 
assurance that the VTE policy is being adhered to. 

 
Ref: 6.5.7 

Response by registered person detailing the actions taken:  
The current VTE Policy has been reviewed and is in line with NICE 
Guideline(NG89).It includes arrangements for persons aged 16 
years and under. It clearly identifies whose responsibility it is to 
complete the VTE risk assessments. 

7.0 Quality improvement plan (QIP)  

7.1 Areas for improvement 

7.2 Actions to be taken by the service 

https://www.nice.org.uk/guidance/ng89
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 The updated Policy was shared with the MAC, and they contributed 
and approved the policy 
The VTE risk assessments are undertaken and documented in 
respect of all patients admitted for surgical procedures, and there is 
a rolling audit to ensure that the policy is adhered to 
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Laser safety   

Area for improvement 
2 
 
Ref: Regulation 18 (2) 
(a)  
 
Stated: Second time 
 
To be completed by:  
15 April 2020  
 

The Registered Persons shall ensure that records are retained to 
evidence that all clinical authorised operators using the laser have 
completed training in keeping with RQIA training guidance for 
cosmetic laser services. 
 
Ref:  6.5.8  

Response by registered person detailing the actions taken:  
All clinical operators using the laser have completed training in 
keeping with the RQIA training guidance for comestic laser services 
and records have been updated and retained as evidence that they 
had completed infection prevention & control training.  
 
 
 

Medical Governance   

Area for improvement 
3 
 
Ref: Standard 29.2  
 
Stated: First time 
 
To be completed by:  
15 April 2020  
 

The Registered Persons in conjunction with the MAC and 
Responsible Officer (RO) should further develop the role of the 
Resident Medical Officers (RMOs).  Following which each RMO 
should be provided with an updated copy of their job description.     
 
Ref: 6.4.3 
 

Response by registered person detailing the actions taken:  
The Registered Manager has in conjunction with the MAC & 
Responsible Officer developed an updated job description and 
shared this with each RMO.  
 
 
 

Practising privileges  

Area for improvement 
4 
 
Ref: Standard 11.1  
 
Stated: First time 
 
To be completed by:  
15 April 2020  
 

The Registered Persons shall ensure practising privileges 
agreements are renewed when due and that the MAC are informed if 
medical practitioners do not submit requested information within 
specified timeframes.    
 
Ref: 6.4.4 
 

Response by registered person detailing the actions taken:  
The Registered Manager has ensured that the practising privileges 
agreements are renewed when due and any medical practitioners 
that do not submit the requested information within specified 
tiemframes are discussed at the MAC & shared with Responsible 
Officer.   

User rights agreements   

Area for improvement 
5 
 
Ref: Standard 11.1     
  
Stated: First time 

The Registered Persons shall confirm in writing that the practice of 
granting user rights to Allied Health Professionals (AHPs) providing 
services within the hospital has ceased as described to us during the 
feedback meeting on 22 January 2020.   Services can only be 
provided by AHPs who are directly employed by the hospital or who 
have practising privileges agreements in place.  

https://www.rqia.org.uk/RQIA/files/5c/5c78a196-0129-4394-b38a-1a8f99c1c35b.pdf
https://www.rqia.org.uk/RQIA/files/5c/5c78a196-0129-4394-b38a-1a8f99c1c35b.pdf
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To be completed by:  
22 January 2020   
 

 
Ref: 6.4.5 
 

Response by registered person detailing the actions taken:  
The Registered Manager can confirm with the RQIA that all AHPs 
ceased practice on 22/01/2020. Services can now only be provided 
by AHPs who directly employed by the hospital or who have 
practising privileges granted 
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Patient records 

Area for improvement 
6 
 
Ref: Standard 10.4  
 
Stated: First time 
 
To be completed by:  
15 April 2020  
 

The Registered Persons shall ensure that an audit of medical 
records is undertaken to ascertain if records are in accordance with 
General Medical Council (GMC) Good medical practice guidance. 
An action plan should be generated to address any deficits 
identified.  Findings of the audit should be shared with the MAC. 
  
Ref: 6.4.6  
 

Response by registered person detailing the actions taken:  
Audits of medical records have been completed in accordance with 
the GMC Guidance by the CGO. Areas for improvement have been 
identified. A summary report has been prepared and will be shared 
with the MAC.. 
 
 

Quality assurance  

Area for improvement 
7 
 
Ref: Standard 9.3  
 
Stated: First time 
 
To be completed by:  
15 April 2020  

The Registered Persons shall develop an audit programme ratified 
by the Medical Advisory Committee (MAC).  Consideration must be 
given to how audit findings are analysed for trends/comparative 
data, and how audit findings are shared with relevant governance 
committees and staff.  
 
Ref: 6.4.11 
 

Response by registered person detailing the actions taken:  
As part of the Quality Assurance process, audits are undertaken on 
a monthly basis and a 3 monthly analysis is completed by the CGO 
identifying trends/ comparative data. These are shared with the MAC 
and other relevant committees. 
The CGO has developed an audit programme for the MAC- as we 
are constantly updating a second audit programme is to be ratified 
by the MAC.  
 
 
 

Staffing   

Area for improvement 
8 
 
Ref: Standard 10.6   
 
Stated: First time 
 
To be completed by:  
10 June 2020  

The Registered Persons shall ensure that all staff have an annual 
appraisal by an appropriately trained and qualified appraiser. 
 
Ref: 6.5.1  

Response by registered person detailing the actions taken:  
The Registered Manager has requested via Human Resources to 
access training to ensure that departmental managers are 
appropriately trained and qualified to complete an appraisal. 
This was scheduled, however due to Covid-19, it is to be rearranged. 
 
 
 
 

Central Sterile Servicing Department (CSSD)/endoscopy arrangements 

https://www.gmc-uk.org/-/media/documents/good-medical-practice---english-20200128_pdf-51527435.pdf?la=en&hash=DA1263358CCA88F298785FE2BD7610EB4EE9A530
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Area for improvement 
9 
 
Ref: Standard 20.3 
 
Stated: First time 
 
To be completed by:  
10 August 2020  

The Registered Persons shall ensure that the identified staff member 
has completed the Authorised Person (Decontamination) AP (D) 
course.  A copy of the training certificate should be submitted to 
RQIA.     
 
Ref: 6.5.5 

Response by registered person detailing the actions taken:  
 
 
The identified staff member was scheduled to attend the Authorised 
Person ( Decontamination) AP(D) course in June 2020. However, 
due to Covid-19 this has been rescheduled for September.   
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Laser safety 

Area for improvement 
10 
 
Ref: Standard 48.20 
 
Stated: First time 
 
To be completed by: 
06 August 2020   
 

The Registered Persons shall ensure that the laser is serviced and a 
copy of the service report submitted to RQIA upon return of this 
quality Improvement plan (QIP).    
  
Ref: 6.5.8 

Response by registered person detailing the actions taken:  
The Registered Manager can confirm the laser was serviced on the 
day of the Inspection and a service report was completed and will be 
forwarded with this QIP to RQIA.  

Medicines management 

Area for improvement 
11 
 
Ref: Standard 25.12 
 
Stated: First time 
 
To be completed by: 
15 April 2020 

 

The Registered Persons shall ensure arrangements are established 
and embedded into practice to audit medicine Kardexes.  An action 
plan should be generated to address any deficits identified as a 
result of audits.  Findings of audits should be shared with the 
pharmacist and governance committees.   
 
Ref: 6.5.10 

Response by registered person detailing the actions taken:  
The Registered Manager can confirm that there is an ongoing audit 
of medicine Kardexes and that an action plan is completed and 
findings of audits are shared with the pharmacist, the MAC and any 
other governance committees, if required. A retrospective analysis of 
medicines reconciliation was completed by the Pharmacist in line  
NICE Guidelines ( NG5) and also optimisation Quality Standard 
(QS120). A summary report & action plan has been completed and 
will be shared at the MAC & other committees. 
 
 
 

Resuscitation and management of medical emergencies 

Area for improvement 
12 
 
Ref: Standard 18.3  
 
Stated: First time 
 
To be completed by:  
18 March 2020  
 

The Registered Persons shall ensure that appropriate medical 
emergency medicines and equipment are available in the outpatient 
department.  A risk assessment must be completed to determine the 
arrangements to be put in place, consideration should be given to 
best practice guidance.  The outcome of the risk assessment must 
be ratified by the Medical Advisory Committee (MAC).   
 
Ref: 6.5.11  
 

Response by registered person detailing the actions taken:  
The Registered Persons can confirm that the appropriate medical 
emergency medicines and equipment are available in the outpatient 
department.There has been a risk assessment completed and the 
CGO has liaised with Cardiology Consultants & Consultant 
Anaesthetist ( MAC) to update the policy to reflect practice. 
 
 
 

Environment 
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Area for improvement 
13 
 
Ref: Standard 20.2 
 
Stated: First time 
 
To be completed by:  
15 April 2020  
 

The Registered Persons shall ensure that the arrangements 
specified in the hospital’s IPC policy in relation to flagging a patient’s 
infection risk is embedded into practice, including how this is 
recorded and communicated through the various departments.  
When the IPC policy is amended or further developed in this regard 
the refreshed policy must be in accordance with The Northern 
Ireland Regional Infection Prevention and Control Manual.  
 
Ref: 6.5.13  
 

  

https://www.niinfectioncontrolmanual.net/
https://www.niinfectioncontrolmanual.net/
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Response by registered person detailing the actions taken:  
The CGO & Infection Prevention Control Officer has amended the 
IPC policy to reflect practice and in line with The Northern Ireland 
Regional Infection Prevention & Control Manual. The CGO & IPC 
Officer has included how to identify a patient's infection risk, how it is 
recorded and communicated through to various departments. 
 
 
 

Care pathway   

Area for improvement 
14 
 
Ref: Standard 9.1 
 
Stated: First time 
 
To be completed by:  
15 April 2020  
 
 

The Registered Persons shall undertake a review of nursing tools 
currently being used across all departments to ensure that they are 
up to date and in keeping with the current evidence base and best 
practice guidelines.  Should new nursing tools be introduced, staff 
should be trained in their use and an auditing process implemented 
to provide the necessary assurances.    
 
Ref: 6.6.1  

Response by registered person detailing the actions taken:  
The nursing tools identified were National Early Warning Scores 
( NEWS) & the Paediatric Ealy Warning Scores ( PEWS). These  
have been updated in keeping with the current evidence base and 
best practice.The CGO/IPC Officer has initiated a training 
programme to ensure staff have the appropriate skills. Compliance 
will be audited once all staff are trained. 
 
 
 
 
 

Staffing  

Area for improvement 
15 
 
Ref: Standard 16.2  
 
Stated: First time 
 
To be completed by:  
10 June 2020  

The Registered Persons shall appoint an external independent 
organisation or human resource advisor to undertake a cultural 
assessment of the hospital.  An action plan should be generated to 
address any recommendations contained within the report detailing 
the main findings of the cultural assessment.       
 
Ref: 6.8 

Response by registered person detailing the actions taken:  
The Registered Persons can confirm that an external panel was 
appointed to undertake a cultural assessment of the hospital.This 
has been completed and an action plan was identified and shared 
with the RQIA & staff were informed via email. We are currently 
addressing issues raised. 
 
 
 

 
*Please ensure this document is completed in full and returned via the Web Portal* 
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