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I, Dr Catherine McDonnell will say as follows: - 

1. I am Dr Catherine McDonnell and I held the position of Medical Director of the 

Western Health and Social Care Trust (WHSCT) in Northern Ireland (NI) which 

included Altnagelvin Hospital from 1 March 2020 until I retired from post 23 June 

2022. 1 write this statement in response to a request from the Inquiry dated 6 

December 2023. The statement has been prepared with the assistance of staff 

from Altnagelvin Hospital who had knowledge, experience and access to 

documents pertinent to the information requested. This is my first statement to the 

Inquiry. 

r 

2. Altnagelvin Hospital sits within the Western Health and Social Care Trust. The 

Trust provides a range of hospital based and community care services across a 

geographical area of 4842km to the West of Northern Ireland bordering the 

Republic of Ireland. It covers a mix of urban and rural settings. Altnagelvin 

Hospital is located in Derry/Londonderry and serves as District General Hospital 

to the Northern Sector of the Trust, a population of 183,000 people. It has 452 

beds and provides Medical, Surgical, Paediatric and Women's services. Please 

see attached Altnagelvin Hospital In-Patient Bed Complement by Ward document 

exhibited to this statement as CMcD/1 — INQ000416858. It is the second Regional 
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3. The WHSCT area scored highest in The Northern Ireland Poverty and Income 

Inequality report (dated January 2024) with 22% living in poverty in Altnagelvin 

catchment area as compared to 16%, the NI average. The health inequality is 

reflected in 24 out of 56 health outcomes falling below the NI average. Male life 

expectancy is 6.2 years less than the NI average. The district has the highest 

alcohol related mortality. It also has the highest number of elective inpatient 

admissions. 2% of population are Non—white. There are small Indian, Chinese, 

Filipino, Pakistani and Arab communities. The older population is growing with a 

27% increase predicted in those aged 65-84 years and a 39% increase in the 85+ 

age groups by 2028. In contrast, the under 16 year population is decreasing. 
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6. A Bronze team was established in Altnagelvin Hospital which connected to the 

daily Trust Silver meeting. Bronze teams were also established in South West 

Acute Hospital which serves the Southern sector of the Trust and a Community 

Bronze which included Mental Health, Community and Social services. Bronze 
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7. Safety and Quality of Care and Treatment guided decision making within the Trust. 

Safety was a standing item on the agenda of Trust Silver which allowed problems 

to be raised quickly and solved quickly. A Corporate Safety Huddle was 

established to review and monitor trends in all Covid related incidents and high risk 

incidents. This Huddle met weekly and could escalate safety concerns to Trust 

Page 3 of 51 

I NQ000477593_0003 



Silver or other Governance forums as required. A number of work - streams and 

task and finish groups were set up to focus on specific challenges. This was a 

Trust wide change management programme which required every single member 

of staff to change how they did their work. Infection prevention control became 

everyone's business. 
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diversity in skills and perspectives to contribute to problem solving. 

Staffing Capacity 

9. The biggest challenge forAltnagelvin Hospital through the pandemic in the delivery 

of Covid and Non Covid services was staffing. Workforce numbers were the pivot 

point around which service delivery was determined throughout the pandemic. 

Covid related absences through surge created acute on chronic challenges across 

all workforces. There were particular challenges in maintaining safe nurse-patient 

ratios and maintaining medical rotas. 

• r t r ig dep d te r- • ;o 

staff working on the Altnagelvin site. In Feb 2020 there were 1,749 nurses and 431 

doctors working in Altnagelvin Hospital. Recruitment statistics are collated on a 

Trust wide basis. In March 2020 the Trust was actively recruiting into 1,015 posts 

across all employee groups. 346 posts, approximately one third were nursing. Of 

these 182 were for Band 5 and Band 6 General Nurses. In February 2020 Medical 

staff vacancies numbered 193 of which 50 vacancies were doctors in training. 

These gaps were managed through use of Trust locum contracts and locum 

Page 4 of 51 

I NQ000477593_0004 



agency staff. 40 Medical posts were being actively recruited by the Trust in March 

2020 of which 20 were Consultants. This reflects shortfalls in the healthcare 

workforce across NI. This was compounded locally by the close border proximity 

and the offer of more attractive terms and conditions to health care professionals 

in ROI. The Trust had a very active International recruitment scheme set up for 

both doctor and nurse recruitment. Travel restrictions limited this supply chain 

through the pandemic. A Graduate Entry Medical school opened in 2021 in Ulster 

University locally based with first graduates expected 2025. Nurse training places 

were also been increased across Northern Ireland in 2021 by 300 in response to 

the NI workforce crisis. 

11. Covid had direct impact on staff availability to work. A number of staff with existing 

health conditions or vulnerabilities required risk assessment. Whilst this task was 
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where there would be unlikely direct exposure to Covid positive patient and where 

the environment facilitated social distancing. High risk roles included those where 

there was face to face contact with patients and high risk activities such as Aerosol 

Generating Procedures (AGPs). The Trust Occupational Health team supported 

managers at the onset of the pandemic with completion of risk assessment forms. 

Data collected between 26/03120 to 09/04/20 confirms 854 assessments took 
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staffing levels through surges. Staff contracted Covid requiring them to be absent 

from work. Staff were also required to isolate when identified as close Covid 

contacts. By June 2020 staff absence rates across the Trust had increased by 

60%. This trend was mirrored in following Covid surges. The highest monthly staff 

absence in 2020/2021 was 13.62% as compared to 7,68% in 2019/2020, an 

increase of 77%. The commonest cause of non Covid absence was mental health 

issues, 
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13. Covid 19 diagnostic testing Polyrnerase Chain Reaction (PCR) and Covid 19 

antibody testing Lateral Flow Test (LFT) both contributed to safety for staff and 

patients. The Trust followed guidelines as per Regional guidance. Reliance on 

PCR testing in the earlier part of the pandemic and the constraints within the PCR 

testing system which will be discussed later lead to lost days at work for staff. The 

approval for LFT in December 2020 was welcome because of the benefits of the 
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immediacy of result. Its inclusion in Staff testing guidance was equally welcome. 

It allowed staff who were close household contacts to monitor their Covid status 

and to continue to work if LFT negative. Guidance for Staff Testing within Outbreak 

management guidance still recommended PCR testing which delayed results and 

contributed to lost days. There was an ongoing tension between managing Covid 

safety to protect patients from hospital acquired infection and managing staff 

absence whilst ensuring ongoing provision of safe services. 

14. The creation of temporary staffing registers was welcome with a number of doctors 

and nurses being facilitated to return to clinical practice. Training and support were 

provided through Professional lines to upskill staff to fulfil roles. Returning staff 

included a retired Medical Director, a retired Public Health consultant and 

Consultants from a range of other specialities. 

15. The biggest constraint on the ability of the Trust to increase staffing capacity was 

the limited pool of workforce across the region and in the West. The Trust was an 

active participant in the regional Health and Social Care Workforce Appeal which 

was launched on 27 March 2020. Please see attached HR Submission to Health 

Committee Reference CMcD/4 — document exhibited to this statement as 

INQ000416863. In total 1,700 applications were processed by the Trust yielding 

580 staff. These included 29 retirees, 42 medical students who trained as medical 

technicians and 122 nursing students. 40 Final Year Medical students joined the 

workforce on 14 May 2020 prior to formally starting their Foundation Training year 

in August 2020. The Human Resources team developed slick on-boarding 

processes to fast track staff from receipt of application to commencing work. 

Training and support programmes were developed to support these new workers 

through Nurse training programmes and the Medical Education team. The Doctors 

Hub was a new service set up to manage and support doctors through the 

pandemic. It was based within Medical Education department. It was central to 

organising redeployment, providing a single point of contact for all doctors in 

relation to Covid matters including access to testing. 
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19. Long Covid had an impact on staffing with a number of staff identified as having 

extended absence following Covid. A proportion of staff had a phased return whilst 

others had restrictions placed on their roles. Numbers changed through the 

pandemic. A snapshot from 8th March 2021 — 31st September 2021, reports 84 

staff across the Trust attended Occupational Health reporting symptoms of Long 

Covid, with 35 of these attending for review appointments. 

20. There were no occupationally acquired Covid deaths in Altnagelvin hospital nor 

any Trust facility. 4 staff however were cared for in ICU. The breakdown of staff 

groups was 1 porter, 1 cleaner, I junior doctor and 1 student nurse highlighting 

vulnerability across all staff groups. Regional daily Covid returns included staff 

numbers. The Trust lost one staff member to Covid, Nuala McLaughlin, a 50 year 

old, previously healthy, Social worker who died in South West Acute Hospital in 

December 2020. This was distressing for the whole Trust community. 

Psychological services had a 7 day a week helpline and provided specific 

interventions and support for team bereavement. She is remembered by the Trust 

through an annual Social Work staff award in her name. 

21. Covid vaccination as a condition of employment for healthcare workers was not 

introduced in NI. 

22. The Trust had continuous focus on workforce management and improving 

workforce capacity which was critical to service delivery for patients and their 

families. It focused on both stabilising the workforce through longer term 

recruitment and maximising benefit from temporary staff who made themselves 

available via the Appeal. It made emergency call outs through use of social media 

when the hospital was in crisis with such critical shortfalls of staff safety of patients 

would have been compromised. It made use of Regional financial incentives when 

appropriate. The HR team worked with frontline teams to develop a raft of 

interventions to support teams and to allow nurses to focus on nursing tasks. 

These included protecting Ward mangers and nurses from excessive 
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administrative work by increasing administrative staff. There was development of 

new roles for more generic tasks such as Ward housekeeper and Medical 

technicians. There were both Medical and Nursing workforce stabilisation 

programmes which included more long term strategies. 

23. Altnagelvin is a training hospital for Medical students, Nursing students and Allied 

Health professionals. All professional groups were challenged to ensure students 

had experiences to allow them to progress. This included new challenges of 

ensuring they were all trained in Infection Prevention and Control (IPC), in wearing 

PPE, had access to PPE and were able to access training opportunities with 

patients balancing this need against reducing footfall both through and across 

clinical areas. Many junior doctors whilst providing services are also in training. 

Any cessation or delay in their training would adversely affect the supply chain of 

doctors going forward. This was an area which required focus and attention as the 

pandemic progressed. The Trust educational team worked closely with Northern 

Ireland Medical and Dental Training Association (NIMDTA) throughout to continue 

to meet training requirements within the rapidly changing clinical environment. 

Many innovations emerged with increasing use of Virtual teaching and 

development of Simulation trainings. It should be noted that Altnagelvin Hospital 

contributed to a number of National Covid Research Projects co-ordinated through 

the site based Clinical Translational Research and Innovation Centre (CTRIC). 

Bed capacity 

24. Bed capacity was challenging both in terms of number of physical beds available 

and the availability of staff to operationalise them. Bed capacity is also dependent 

on flow through the system and effective discharge processes. There were 

challenges to patient flow in Altnagelvin Hospital pre pandemic. A project team 

was established in January 2020 pre-pandemic to improve flow including 

streamlining discharge processes and focusing attention on complex discharges. 

Delayed discharges were reduced by 50%. In preparation for the pandemic, and 
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26, During First and Second Surge Altnagelvin ICU functioned as an independent unit 

within the usual Regional arrangement. Patients could be transferred across 

Trusts when necessary. In third surge of December 2020 1 January 2021 a 

regionalised Critical Care Network model was developed. This changed practice 

with a regional ownership of all ICU beds, directing placement of patients and 

movement between Trusts. Altnagelvin ICU received 83 out- of area patients from 

1 March 2020 through 30 June 2022. 65 of transfers in to the unit were due to 

regional bed pressures with 7 patients being transferred out of the unit due to bed 

pressures in the same timeframe. This brought its own difficulties for patients who 

were often far from family. ICU stays through Covid were often extended to 618 

weeks compared to pre pandemic admissions which averaged 2 weeks, Within 

the regional arrangement Altnagelvin was identified as providing 16 beds but in 

practice maximum staffed beds were 14. The constraining factor was nursing staff 

numbers. This was despite proactive recruitment, redeployment from theatres, 

training, support, buddying, and attention to staff morale. The stress of 

redeployment to ICU through Covid has been highlighted in exit interviews as a 

contributor to resignations, early retirements and choices to move into other areas 

of nursing. 

27. Altnagelvin transferred out a small number of patients. The ability of the unit to 

maintain capacity was attributed to patterns of working and the tight collaboration 

between the respiratory team, the general anaesthetic team and the ICU team. 

Within first surge with the down turn of theatres Anaesthetic consultant staff 

worked in respiratory wards skilling teams up on assisted ventilation. This meant 

high levels of support could be offered in the Respiratory and Medical wards 

protecting ICU capacity for those in most need. There were daily discussions 

between the teams of the needs of patients, capacity and forward planning to 

ensure appropriate treatments and interventions were available when required. 

28. Ensuring expansion of ICU beds was much more than physical space, ventilators, 

equipment, Oxygen and nursing staff. The staff required a reliable source of PPE 

with confidence in its effectiveness and their ability to keep themselves safe. 

Page 12 of 51 

I NQ000477593_0012 



• i ♦. ■ ► 1. Y. F F • ( wF Fen 

Page 13 of 51 

I NQ000477593_0013 



therapies shortages but substitutes were available minimising impact on patient 

care. 

30. A BBC request to visit the Altnagelvin site was put forward to the Trust. Following 

consultation with the Department of Health, the visit was agreed and a date 

arranged for October 2020. The purpose of the visit was to highlight the pressures 

caused by the pandemic on all aspects of care, to outline the work and commitment 

of a wide range of Western Trust Staff in the frontline battle against Covid 19 and 

to help with carrying out important public messaging. The risk associated with lack 

of Oxygen, was robustly mitigated against throughout the Covid pandemic by a 

Multi-disciplinary team consisting of Clinicians, Pharmacy and Estate Engineering 

Staff. The introduction of these mitigations combined with the plateauing out and 

eventual reduction in Covid 19 admissions, ensured that the oxygen delivery 

system was not compromised throughout the pandemic. At no stage was oxygen 

supply an issue that affected clinical care. This was achieved by a number of 

actions. Modelling and stress testing of the Medical Gas infrastructure was 

undertaken to understand capability, Clinicians, Pharmacy and Estate Engineering 

Staff collaborated to understand the capacity of the piped medical gas 
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Infrastructure assisting with patient placement. Oxygen monitoring was put in 

place and its status was reported daily to Trust Silver. 
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Orthopaedic Day Case Project. 

32. A Covid safe environment was the foundation for ensuring that services could be 

delivered safely to patients and their families. Please see attached Reference 

Report of Visit to WHSCT Facilities by the Visiting Sub Group of the Nosocomial 

Support Cell April and May 2021 document exhibited to this statement as 

Reference CMcD/5 — INQ000416864. If Covid 19 virus was being actively 

transmitted in the hospital then patients, most of whom would fall into the category 

of Clinically Extremely Vulnerable, would be at high risk of nosocomial (acquired 

in hospital) infection and death. Staff would be at similar risk of contracting Covid 

which would have both risks to their individual well-being and collectively to staff 

absenteeism and service provision. All measures possible were put in place to 

create a Covid safe environment for patients and staff. Early Trust Silver agendas 

include all the work streams that contributed to that safety. Covid and non Covid 

pathways (referred to "Red", "Green" pathways) and areas were created. This 
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measures in December 2021 as local figures indicated another pending surge 

linked to emergence of the Omicron variant. This assessment was based on local 

intelligence regarding high community prevalence rates, rising number of 

outbreaks in Community settings, increasing Staff Covid absence, integration of 

learning from incidents/outbreaks and environmental constraints. These decisions 

were approved by the Corporate Management Team and kept under regular 

review until data indicated a decline in Covid transmission prompting appropriate 

de-escalation. Aftnagelvin Hospital had the lowest number of nosocomial (hospital 

acquired Covid) infections in the region and the lowest number of nosocomial 

deaths There were 51 confirmed Altnagelvin hospital acquired Covid infections 

with 6 associated nosocomial deaths during the period 1 March 2020 through to 

30 June 2022. Regional interrogation of this data and pattern showed there was 

a limited increase in nosocomial infections through surge contrary to what was 

usually expected. This anomaly would suggest that the measures taken to keep 

the hospital as Covid safe as possible were robust even in the most challenging 

times. 

34. The IPC team is a small team which was already experiencing staff shortage as a 

consequence of unfilled sickness vacancy. The Microbiology team was fragile 

consisting of two substantive consultants and were supported by locums who 

provided on call shifts to cover sick leave. An additional locum consultant was 

recruited bringing the team to three through the pandemic. Whilst additional 

funding was made for available for IPC workforce to support response to Covid 

including the extended reach into the Private Nursing Home (PNH) sector it was 

difficult to translate this money into staff. IPC is a specialised area with a small 

pool of skills across the region. Monies were non-recurring so temporary contracts 

only could be offered which were not attractive. Through the Regional recruitment 

programme the team did secure return of a recently retired nurse for 2 days per 

week. 

35. The team had additional challenges as two senior staff were identified as CEV and 

could only work from home. ICT department responded quickly to this facilitating 
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36. Any additional funding was utilised within the existing staffing resource for acting 

up posts to support the independent care homes and provide leadership to new 

staff who had joined the team during the timeframe. Some [PC staff moved to other 

posts and new staff were recruited who required a considerable induction 
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their own safety but also the negative impact of wearing PPE on their relationship 
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assessments. 
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42. New guidance was not accompanied by any resources such as posters, videos. 

This required creative skills of the IPC and communication teams. There was 

challenge to keep staff interested because of such frequent change in guidance 

and general staff weariness. The team had to remain creative including themed 

campaigns such as Twelve days of Christmas. 
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47. The Altnagelvin Estates team recognised risks linked to ventilation in the very early 

stages of the pandemic. This was highlighted for them as they re-purposed theatre 

spaces as part of the first ICU surge plan in March 2020. Positive pressure in 

theatres controls transfer of air contamination into the theatre but could have been 

counterproductive pushing potentially Covid contaminated air out. Ventilation 

adjustments were made to mitigate against this. Focus intensified on quality of 

ventilation as the evidence base grew and scientists debated the possibility of 
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48. Testing of staff and patients was essential to ensuring Covid safe environments 

and Covid free environments critical to care of patients and staff, Guidance around 

testing of staff changed through the pandemic which reflected both growing 

knowledge and improved access to testing. Testing for staff commenced on the 

Aitnagelvin site on 26 March 2020. Staff also had access to the local independent 

testing site which was established on the 16 April 2020 though there were 

problems with transfer of test results to the NIECR system which were never 

resolved 
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50. The Trust focused on asymptomatic staff testing early in the pandemic when the 

IPC and Occupational Health teams identified Covid positive staff clusters. This 

prompted further testing of staff who were close contacts. Additional staff 

members were identified as Covid positive who fell outside the regional definition 
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52. First testing for patients based on travel history was introduced on 14'" January 

with further reinforcement of assessment, management and testing of suspect 

cases on 24th January. First asymptomatic patient testing followed issue of May 

2020 guidance Version 4. This was highly beneficial in supporting effective flow of 

patients and appropriate patient placement. Prior to this Covid precautions were 

taken with all patients until proven otherwise to protect other patients, staff and to 

minimise risk of Covid transmission. 

53. There are a small number of references to shortfalls in testing kits. There were 

larger constraints from staff availability to carry out the laboratory work and 

availability of appropriate equipment. A certain number of tests were carried out 

on the Altnagelvin site and this increased over time. The laboratory staff were 
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emergencies such as emergency surgery, cancer patients, to support discharge 

and patient flow. The lag-time in getting a result varied from 20 minutes with a 

rapid test to up to 72 hours at peak surge. These delays did contribute to late 

diagnosis of COVID 19 increasing risk of nosocomial infection. It also caused 

delays in staff return to work creating additional workforce pressures. 

54. Asymptomatic Staff testing was introduced on 23 September 2020 in the North 

West Cancer Centre (NWCC) in Oncology and Haematology wards. This followed 

events in a neighbouring Trust where Covid transmission in Cancer facilities 

resulted in multiple patient deaths. This highlighted the risk Covid posed for this 

vulnerable group of patients. Previous staff cluster testing in the Trust confirmed 

that Covid symptom definition was unreliable in identifying staff who may be Covid 

positive with many presenting with symptoms outside the definition. Community 

rates were beginning to rise and a decision was taken by the Corporate 

Management Team (GMT) to commence an asymptomatic testing programme in 

the Cancer unit. Staff were tested twice weekly. A pathway had been established 

in first surge to ensure all patients were confirmed Covid negative before entering 

the Cancer unit. The hospital also made a decision to increase the frequency of 

testing for patients in multi bedded bays with poor ventilation, shared toilet facilities 

across the hospital as a result of local learning from incidents/outbreaks and risk 

assessment. 

55. Except for these identified high risk areas frequency of patient and staff testing 

was implemented as per Regional guidance. 

56. The hospital initiated outbreak management processes following the Trust 

Outbreak Control Plan in March 2020. Please see attached Infectious Incident / 

Outbreak Control Plan dated March 2020, document exhibited to this statement as 

CMc❑/12 — INQ000474038. The plan was updated in January 2022. Please see 

attached Infectious Incident f Outbreak Control Plan updated January 2022, 

document exhibited to this statement as CMcD/13 — INQ000474037. Post-
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was unclear as to whether staff had contracted Covid in the community or through 

their work. Outbreaks were particularly common in settings where patient groups 

had difficulty complying with restriction of movement such as confused elderly and 

patients with mental health or learning disabilities. 

57. Balancing the need for staff isolation in outbreak management to ensure Covid 

safety against the need for staff to be available for work to deliver service was 

challenging. This was particularly difficult in December 2021/ January 2022 surge. 

A template was developed to assist managerial staff in considering a balance of 

risk with escalation and decision making processes in place. 

58. PPE was critical to keeping staff, patients and visitors to the hospital site safe. 

PPE was part of early planning for Covid with the Trust drawing up a plan for 

procurement prior to 17 March 2020. At the start of the pandemic, the Director of 

Finance had oversight of PPE management. The role of PPE Lead was then 

delegated to the Head of Pharmacy and Medicines Management who was 

supported by a wider team of staff from Finance, Planning & Performance, 

Pharmacy and Infection Prevention and Control. The Trust created a single point 

of contact system which was critical in creating reliable flow of PPE through the 

hospital and an ease of access that reassured staff. This essential role was 

formalised through the appointment of a permanent PPE Manager in February 

2021. Challenges were greatest in the early months of the pandemic when demand 

outstripped supply. There was a short period when the Trust understood that it 

would be sourcing their own PPE but that quickly shifted to Regional Procurement 

and Logistics Services (PaLS) within BSO. At the outset of the pandemic PPE 

distribution had to scale up exponentially in the Trust, moving away from a small 
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number of "cold" stores which were rarely accessed to multiple distributed stores 

as central stock was pushed out across the Trust. The volume and bulk of goods 

to be stored required the Trust to secure a storage unit at Maydown, an industrial 

estate close to the hospital, and to set up a stock management system to control 

the receipt and issuing of stock. The store was managed by staff from PaLS 

through a service level agreement with the Trust. Drivers were employed by the 

Trust to deliver PPE. A small back-up stock of PPE was kept on site in Altnagelvin 

as contingency. 
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63. BSO delegated their responsibility to the Trust to coordinate, manage and supply 

high demand items including PPE and cleaning products on the 23 March 2020. 

Please see attached (letter from Mrs Cathy Harrison, Chief Pharmaceutical Officer, 

DOH, and dated 2313120 document exhibited to this statement as CMcD/6 — 
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as substandard they were immediately recalled. 
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65. A Regional quality assurance process was set up through the Medicines 

Optimisation Innovation Centre (MOIC). All items to be procured by Trusts or BSO 

PaLS were vetted by MOIC to assure appropriate certification and standard before 

procurement. The Regional Infection Prevention & Control Cell contributed to this 

process. MOIC built up expertise which supported the procurement of quality 

assured products in a volatile, pandemic market. 

66. Face fit testing was necessary to ensure that staff exposed to Covid had access 

to well-fitting FFP3 masks. The Trust had a Face-fit testing service in place prior 

to the pandemic which engaged in pandemic preparation face fit testing for high 

risk groups of staff from 07 February 2020, The capacity of the team was 

enhanced by increasing the number of internally trained staff and sourcing external 

company support. There were multiple different FFP3 mask models and each had 

to be face fit tested as there was variation in fit. Supply issue challenges meant 

that the model delivered to the Trust changed frequently prompting new rounds of 

face fit testing on a new model. Efforts were made to direct supply of a particular 

model to a certain clinical area to minimise the number of face fit tests staff 

members had to undergo. The quality of performance of external companies was 

brought into question. This resulted in a regional review of FFT process, standard 

setting and recommendations. The Trust Occupational Health department sought 

funding and recruited a team including a Face fit Testing Manager who brought 

rigour to the scheduling and worked closely with the PPE Manager. 

67. The Trust had concerns that there would be insufficient FFP3 masks that would fit 

a range of different face sizes, especially smaller faces. Face fit testing slots were 

increased with prioritisation of staff who were working in high risk clinical areas. 

Respiratory hoods were purchased for a small number of surgeons and staff in 

Critical Care who had failed face fit testing. Reusable FFP3 (Pureflo) masks were 

purchased and these were also a resource for staff with face fit testing fails. When 

National PPE guidance supported use of FFP2 masks, these were purchased. 

Since then the region led on work to design a locally manufactured mask (Denroy) 

that fitted a wider proportion of staff in particular smaller faces. It is hoped that local 

manufacturing will minimise supply chain problems and any delays in delivery. 

Page 29 of 51 

I NQ000477593_0029 



68. PPE and Human Factors group was established to specifically address staff 

anxieties about PPE. There was a pervasive anxiety about the availability of PPE. 

One staff nurse on the COVID ward described her anxiety as she saw the stocks 

of FFP3 on her ward decrease through the day and not being sure whether they 

would be restocked on time. The PPE Lead met with her and the process changed 

so that PPE was proactively topped up each day. There was learning about the 

importance of a visible PPE supply on the ward to provide reassurance. Whilst 

there was fear of shortage supply chains were maintained for critical staff to ensure 

safe care of patients. Anxieties however could not be fully allayed because the 

supply chain at times was tenuous. 

Visiting Restrictions 

69. Visiting restrictions were introduced on 26 March 2020 for the first time with full 

hospital lockdown on 31 March 2020. To facilitate operationalisation of both 

restricted visiting and hospital lockdown porters managed entrances. The hospital 

quickly set up a Visiting group chaired by the Director of Nursing. Visiting guidance 

was regularly reviewed and risk assessed to ensure benefit of ensuring a Covid 

safe environment out-weighed the emotional cost to patients and families of being 

unable to visit. Visiting guidance required modifications in particular circumstances 

such as increased restrictions on a ward where an outbreak was declared or 

decreased restrictions for individual patient circumstances such as end of life or 

where age or disability created communication difficulties. 

70. In first surge there was an exceptional circumstance where a request to visit in ICU 

was escalated agreed and facilitated by the team. It required rigorous planning 

between staff and the family member. The family member was met at the hospital 

entrance to ensure adherence to the safe routes through the hospital. They were 

supported with donning and doffing PPE recognising the risks of transmission. 

There was additional nurse staffing arranged to provide emotional support through 
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a very distressing visit. This experience provided learning that was incorporated 

into a risk assessment tool that provided a framework for equitable decision 

making around visiting. It considered levels of community transmission, patient 

circumstances, availability of PPE, capacity within unit, capacity within staff. 

Patients and their families appreciated the efforts that were made to accommodate 

visits and the rigour of the process which was applied uniformly balancing risks. 

This tool was discussed and supported by the Ethics committee. Of note the only 

request for an Emergency Ethics committee meeting related to a visiting request 

highlighting the level of dilemma experienced by frontline staff. 

g s ~# •l i t - # ~~ O ob t l f 

Page 31 of 51 

I NQ000477593_0031 



• 

74. The limits on visiting were harrowing for all. Patients admitted to hospital did not 

know if they would see loved ones again and equally for families, not knowing if 

they would see the patient again. Families were asked to make tremendous 

sacrifices for the benefit of the unknown other. It was difficult for anyone to accept 

the loss of visiting a loved one as essential to keeping all patients in hospital safe. 

Staff did their best to care for dying patients and their families at this time. One 

family took great comfort when they lost both parents to Covid in the first surge to 

learn that their father had been moved from the general ward to the ICU to be 

alongside his wife when she died. He died shortly later. Staff placed small 

wooden hearts in pockets of all patients approaching death as a symbol of 

connection with loved ones who could not be physically present. 

75. Death from hospital acquired Covid infection was particularly difficult. A 

Bereavement Support team was set up, staffed by re deployed nurses to provide 

bereavement follow up calls to relatives of all deceased patients. Bereavement 

support packs containing support literature were distributed through the mortuary 

and posted if requested through the Bereavement support team. The team also 

provided a Bereavement support helpline. Healthcare teams were provided with 

support from Psychological therapies service. 
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76. Limiting visiting was a very difficult decision but was less difficult for those who 

understood that failure to keep hospitals safe from Covid would have resulted in 

multiple deaths of the sick and vulnerable as well as staff. Patients and staff alike 

contracted Covid in hospital and without the restriction there would have been 

more deaths. 

Patient treatment and care 

77. All services continued to be delivered albeit it in an adapted form through the 

pandemic. The hospital was divided into Covid and Non Covid zones to ensure 

that care and treatment was delivered safely. Regional guidance was issued in 

April 2020 providing guidance to specialties on prioritisation. A Hospital Planning 

Group was established and chaired by the Director of Acute Services. This group 

included senior managers and lead professionals and was responsible for 

decisions regarding bed capacity and operational service issues. The group 

reported through to Trust Silver. Please see attached Protecting Critical 

Secondary Care Services in Health and Social Care Trusts within Northern Ireland 

during the Covid-19 pandemic document exhibited to this statement as CMcD/7 —

INQ000416866 

78. The Trust followed regional guidance on down turning of elective Surgery which 

was required to ensure capacity within ICU. Through First surge and the state of 

Emergency elective surgery was delivered through Day case theatres. During 

Second surge the Trust managed to deliver 50% of surgical services as compared 

to previous year despite staff shortages and limited access to Theatre space. By 

third surge a regional prioritisation operational group was set up which risk 

stratified elective surgical procedures. Red flag surgery which was cancer surgery 

was highest priority. Additional time critical conditions were added to the priority 

list such as renal stones which could precipitate life threatening complications. The 

aim of the Regional group was to ensure equity of access to services across the 

region but implementation in the delivery system which existed was difficult. 
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79. Limited access to theatres was frustrating for surgeons and distressing to their 

patients. Other challenges to delivery of surgical services was the disassembling 

of specialist surgical wards into pan surgical wards diluting specialist nurse teams. 

This was most acutely felt by Ear Nose and Throat and Oral Maxillofacial Surgery 

where technical airways skills and competence are important and the nursing team 

was fragmented. These teams were particularly impacted by the Infection 

transmission concerns around Aerosol Generating Procedures which carried high 

risk of Covid. Many elements of their assessment and treatment procedure fell 

into that category. To carry out these procedures safely out-patient clinic 

environments required lag times and between-patient cleans. This required 

additional ancillary support to run a clinic and slowed flow of patients. Surgical 

Laparoscopic procedures were suspended for similar reasons and were restarted 

following guidance from Royal College of Surgeons, Specialties looked to Royal 

Colleges for guidance on all these issues. 
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81 _ The Trust set up Phlebotomy services to support clinical assessment at out — 

patients, for those patients who were suitable for "virtual" clinics, as part of the 

move to minimise footfall on the hospital site and to risk manage Face to Face 
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assessment. This also served to support Primary Care, where 
Treatment 

room 

services no longer carried out bloods for outpatient assessments. Patients 

attended the Phlebotomy centre which was located on Trust facilities at a 

neighbouring site. All patients were required to comply with Covid safety 

measures. 

82. To ensure that all clinicians were kept up to date with Covid care, treatment and 

implications for clinical practice a Clinical Advisory Group was set up. I chaired 

the group which was led by Pharmacists and Clinical leads. The group developed 

a Clinical Guidelines for Treatment of Covid document, to keep clinicians up to 

date with new drug treatments as they became available. The group also 

identified best practice in relation to management of Diabetes in Covid and 

management of Covid in pregnancy. The Guidelines were disseminated to all 

clinicians and were shared on the Trust intranet so easily accessible to treating 

clinicians. Please see attached Clinical Advisory Group Terms of Reference 

document exhibited to this statement as Reference CMcD/8 — INQ000416867. 

83. The Orthopaedic team was innovative in the absence of access to usual theatre 

and outpatient space. The Saturday mega foot and ankle clinics were set up in 

Omagh Hospital and Primary Care Complex, where a multidisciplinary team 

carried out new assessments on 100 patients in a day. Foot surgery shifted from 

in-patient delivered to day-case delivered hence no longer reliant on bed 

availability. The team also worked to increase volumes of total hip replacement 

surgeries undertaken in their operating sessions at Altnagelvin. They co-ordinated 

people and processes so that operations ran smoothly and to time increasing 

output. 

84. There was a significant shift to use of phone and virtual clinics which had an initial 

impact of reducing the growth in Out-patient waiting lists. 200 Virtual clinics were 

set up across the Trust with system integration with existing Trust systems hence 

minimising duplication of work. These clinics however have shortfalls with some 

patients having an ongoing requirement for face to face assessments and reviews. 
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85. Maternity services were adapted to ensure continued delivery of safe treatment 

and care taking cognisance of risk of Covid transmission, Pregnant women were 

identified early as a high risk group. Ante natal outpatient care by its nature, 

requiring physical examination could not be delivered virtually. Clinics continued 

to run face to face but moved out of community settings and onto three central 

hospital settings including Altnagelvin. Flow of women through clinics was slowed 

by need for changes in PPE and cleaning between appointments. Clinic times 

were extended. Women were asked to attend the clinic on their own with partners 

remaining outside. Partners were invited in as supports if there was bad news. 
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87. The Maternal and Foetal assessment Triage service which provides emergency 

assessments for pregnant women continued to operate as normal if the woman 

screened negative for Covid. If the woman screened potentially Covid positive and 

needed obstetric assessment she was directed to the designated Red Covid 

88. All women being admitted to hospital for planned surgery were tested for Covid. 

This was initially PCR changing to LFT per guidance and moving more laterally to 

Lumira (a Covid antigen test). The Midwifery Lead Unit (MLU) space was identified 

as a Red zone where Covid positive women in labour were cared for. The MLU 

activity was relocated to the main Obstetric unit. Use of birthing pools was stopped 
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in the early months of the pandemic. More information became available on the 

safety and access to birthing pools was re-established. 

89. In the very early months of the pandemic all COVID positive obstetric theatre cases 

where taken to main theatre atAltnagelvin. (Very minimal numbers).This increased 

the transfer time to theatre and delayed procedures. This changed within 1-2 

months and surgery was relocated to the Delivery Suite theatre as occurred pre-

pandemic- Theatre time for COVID positive women was extended by donning and 

doffing, entry and exit of theatre area. These delays did increase risk to mothers 

and baby's as time critical hence was factored into clinical decision making. 

Cleaning created a lag time of 20 minutes before the theatre could be used. On 

one occasion this delay prompted transfer of a woman to the general theatre 

facility.. 

90. Postnatal follow up was delivered by a mix of virtual and face to face contact with 

requests that only mother and baby be present during face to face appointments. 

91. The Paediatric ward also created Covid and Non Covid pathways with a separate 

unitlward designated for Covid patients. This did cause some challenges in 

providing adequate staffing for both units. A parent was allowed to accompany a 

child throughout Iockdowns and visiting restrictions. Whilst Paediatrics did not 

experience surge numbers as compared to adults they noted delays in children 

being brought for medical attention with an increase in first presentations of 

diabetes with diabetic ketoacidosis, a diabetic crisis and life threatening. The 

service has also noted a surge in mental illness presentations in children in the 

aftermath of the pandemic. 

92. Ambulance handover times showed little variation through this period in 

Altnagelvin Hospital. The DoH published a Covid 19 Urgent and Emergency Care 

Action Plan "No more Silos" on 16 October 2020. Its purpose was to rapidly 
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93. An Ethics committee was set up in the Trust on 27 March 2020 which I chaired. 

Please see attached Terms of Reference for The Ethics Committee document 
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94. The Trust developed a Hospital Treatment and Escalation Plan (HTEP) which was 

based on the principles of anticipatory care planning. It was completed at point of 

admission where a patient was seriously ill or had expressed preferences 

regarding interventions. It recorded both the patient's preferences and the 

clinicians care goals including ceiling of treatment. This was discussed with 

relatives where they were also informed of the fluid nature of the plan. The plan 

could be changed and would apply to the specific hospital admission only. 

Decision making regarding patient placement was built around a pre-pandemic 
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triage model designed to prioritise patients for specialised respiratory care 

recognising it was a limited service provided by a small team of Consultants. 

Patients with severe respiratory conditions who might require ICU were prioritised. 

Less unwell patients were cared for in Adult Medical and Care of the Elderly wards. 

This model was adapted to accommodate Covid and Non Covid split on the 

respiratory ward ensuring patients with non Covid severe respiratory needs 

continued to have access to Respiratory specialist care. The Respiratory team 

received additional support from the General Anaesthetic team who worked into 

the ward providing early assessment and discussion of deteriorating patients. The 

nursing team was enhanced by redeployment of nurses skilled in respiratory 

support and the use of Non-invasive Positive Pressure Ventilation (NIPPY) and 

Continuous Positive Airway Pressure (CPAP. All Covid teams participated in a 

daily virtual ward round creating a forum for Consultant discussion of all patients. 

Patients with lower need for respiratory support were cared for in Medical and Care 

of Elderly wards. Those who were identified as terminally ill in the community were 

cared for by Care of Elderly where there were most appropriate nursing skills. 

When patients were identified as approaching end of life Palliative care support 

and if appropriate chaplain support were sought. There were guidelines for ED 

staff to help with triage. Patients were transferred across wards during their 

hospital stay if their condition deteriorated or stabilised. 
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committee. 

97. Northern Ireland did not have an Advance Care Planning policy until October 2022. 

'Do not attempt cardiopulmonary resuscitation" (DNACPR) was a topic regularly 

discussed at Ethics group. The Trust policy remained unchanged. Discussion 

was enabled within the Hospital Treatment and Escalation Plan which has been 

referred to. Palliative Care Consultant led trainings on communication, addressed 

the challenges and sensitivities in carrying out these conversations with patients 

• - ill IITI W1 -  n • - - i ü1(s1I[Ii1iTfT i r.r.Tiil9 

applying f. a . . rte. i . P:r • • _~ • x 

• Lr ~- ~i ~_ •o • •' 

• 

o - 4. i., •: • ~. .~ F 

•. as s • • a • •- _ '• • r ~a l 

Page 40 of 51 

I NQ000477593_0040 



age or where English was not the patient's primary language. This was 

accommodated within Trust risk assessments. 

a r 

99. Staff working in hospitals had a unique experience during the pandemic. Whilst 

most of society struggled with restrictions placed on their lives to keep safe, 

hospital staff were required to expose themselves to Covid or possible Covid every 

day in the workplace. Covid was a life threatening virus and, for the first nine 

months of the pandemic, there were no vaccinations and for first twelve months no 

treatment. The media reported high deaths rate in hospital staff groups across 

Europe and there was an expectation at that time there would be similar deaths 

within the Altnagelvin hospital workforce. Despite this within the first year of 

pandemic staff morale was maintained. In a Regional survey of staff well-being in 

autumn 2020 the Trust scored highly on Compassionate Culture and Team work. 

In the National Training Survey of Junior doctors in 202012021, 25% of Trust 

scores across all areas of training and support were in the green flag category. 

This means they fell within in the top 5% in the UK. No concerns were raised by 

doctors through the British Medical Association (BMA) in First Surge in contrast to 

other Trusts. 
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105.As an extension to the Health and Wellbeing Work Programme, messages and 

resources to the wider public were made available through Social Media and the 

Internet, The Trust also launched the 'Let's Talk it Through' Service using the Trust 

Coaching Network. This was a space to talk privately and confidentially to a trained 

Coach about COVID experiences and learning_ Please see attached Safety 

Update to the People Committee dated February 2021 document exhibited to this 

statement as Reference CMcDl11 — INQ000416860. 

: 
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108. The Trust adopted and implemented Regional IPC guidance with the expectation 

that Equality Impact assessments had been carried out at a regional level. All 

working documents in relation to Covid Emergency planning, Reset and Rebuild 
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were equality screened. There were fewer Equality Impact assessments through 

the pandemic. This was most likely the impact of the unstable system where 

priorities changed weekly on the normal programme of service development. 

There were fewer substantial service developments of a nature requiring an 

Equality Impact Assessment. The Trust made no decision to downturn this work 

during the pandemic. 
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111. Trust Silver arrangements were designed to open communication channels up and 

down and across the organisation. Bronze teams were designed to be inclusive 

of Service managers, professional leads who had their own cascade 

arrangements. Alongside this there was an open meeting weekly with senior 

doctors, a critical touchstone to ensure strategic thinking at CMT level was aligned 

with experience at ground level. This was mirrored by a similar meeting for junior 

doctors chaired by the Director of Medical Education. There were weekly meetings 

with Unions and Trade union representation on the Trusts Working Safely 

Together Group and TWIST West, the staff well-being committee. 

■ 

113.Trust business continuity arrangements were aligned with Regional cells ensuring 

communication up and down and across the Regional system. There were daily 

meetings with Regional Silver and Trust staff were part of supporting Regional cells 

including HR, I PC and PPE. The cells were a source of guidance and support. The 

HR cell compiled a list of Frequently Asked Questions with responses helping to 

allay staff fears. There was daily communication with the PPE cell which was 
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essential to allay anxieties around PPE scarcity. The IPC cell was a robust forum 

for sharing challenges and receiving guidance. The Chief Medical Officer (CMO) 

met with Medical Leaders to provide updates. The Chief Executive attended 

weekly meetings with the DoH and regional decision makers who were connecting 

directly into national decision making. 

114.There appeared to be a time lag between urgency on the ground translating into 

urgency and decision making at national level There was a tension between 

ensuring regional/national uniformity which required conformity and responding to 

local realities which required more individual approaches. Doubling times were 

used to indicate pattern of Covid transmission, the higher the doubling time the 

more rapid the spread. There was a lag time between increased doubling time 

and increased hospital admission numbers by about two weeks. Local doubling 

time data allowed the Trust to predict the increase demand on hospital beds and 

the ability of the hospital to respond. Interventions needed to be triggered by 

doubling times to decrease transmission and flatten the curve rather than hospital 

admission numbers. In early October 2020 Derry/Strabane had the highest 

doubling rates in the UK. Hospital admissions were beginning to rise slowly but 

were clearly going to escalate exponentially in the following weeks beyond 

Altnagelvin hospital's capacity to manage. Discussions took place between the 

Trust and the DoH which contributed to an early localised lockdown in 

Derry/Strabane area which had the desired impact, curbing an exponential rise in 

cases. This effectively decreased case numbers and associated deaths. 

115.National guidance varied„ at times formulated around what was feasible at other's 

around what was a desirable gold standard. Early PPE guidance seemed 

formulated around what was feasible as compared to what was gold standard and 

desirable. The introduction of NMABS service was desirable but challenging to 

deliver in the absence of additional workforce. These on-going tensions were the 

out workings of demand and supply mismatches. 
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Interpreting Services. The Trust continues to me mindful of limited or poor 

broadband and telephone connections in rural areas and makes alternative 

arrangements for these patient groups. 
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training and PC Covid safety training. In the absence of chaplains on wards 

additional spiritual support was provided with individualised packs of multi-

denominational prayers. Boxes with these packs remain on the wards post Covid. 

Chaplains were an integral part of the Ethics committee. The chaplaincy team 

returned to face to face service when it was risk assessed as safe both for the 

120. It is easy to become complacent about the level of threat Covid posed to health 

and well-being of everyone at the start of the pandemic in March 

2020. Vaccinations, herd immunity and effective treatments over the last four 

years have moderated the impact of the virus. It is also easy to forget how the 

pandemic disrupted the system, how difficult it has been to reassemble it and the 

impact on patient care today. Waiting lists grow, staff morale is low even as Covid 

activity recedes. 

121.The health and social care system will only have capacity to flex in the future if it 

is adequately staffed. There is urgent need for active recruitment and retention of 
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health care workers, nurses, doctors and other disciplines to deliver service. There 

should also be a focus on health and well-being of all current staff who have lived 

and worked through the pandemic and who will be carrying trauma. Within future 

planning thought should be given to development of a "reserve healthcare 

workforce" who have levels of skill and training that can be mobilised at time of 

emergency much like the military. 

122.Service delivery structures were modified through the pandemic with a shift to 

regional approaches around elective surgery. There would be merit in exploring 

further opportunities to future proof elective services at times of emergency to 

prevent an accrued backlog and delays for patients. 

123. Pandemic planning is critical in "Peace times". Modelling for anticipated PPE 

demand should be taking place to create stocks and supply chains that ensure 

safety of staff and patients in the future. The testing infrastructure needs reviewed 

to build capability, capacity and responsiveness. Constraints in testing and delays 

in accessing results impacted both patient care and staff capacity. Facilitation of 

visiting through a pandemic requires study to inform guidelines for the future. 

124.The pandemic response required us all to do things differently and within that there 

were some remarkable achievements. This provides a great learning opportunity 

to better understand how to promote success within health care. Rapid learning, 

agile decision making, collaborative working, communication networks, 

compassionate culture may all be elements and merit further research. 
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Statement of Truth 

I believe that the facts stated in this witness statement are true. I understand that 

Personal Data 

Dated: /c/ `7 
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