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1.0 Executive Summary

s In October 2000, Mr P Blythin, Executive Director of Nursing requested an
extended investigation into the allegations raised by Dr Pal in November 1998
(appendix 1) concemning a lack of supervision for House Officers, medical and
nursing management and nurse staffing levels. This followed an investigation into the
nursing and medical management of named patients, the use of Diamorphine and
resuscitation practices on wards 80 and 87. This extended investigation focuses
mainly on issues that relate to Dr Pal and Ward 87. A Professional Head of Nursing
employed within the Trust has led this investigation.

e The Medical Division admits acutely ill patients to wards on the City General

site mainly via the Medical Assessment Unit (MAU). The Trust is on split sites and
the City General site is split further. Ward 87 is an isolated ward built as a temporary
ward some twenty years ago. It accommodates general medical, respiratory and

dermatology patients.

Main Findings

e The findings of this investigation support the findings in the preliminary
investigation undertaken in 2000 (appendix 2). Patient care was clearly affected by

the failures identified.

* The Directorate attempted to address Dr Pal’s m:;ncems and support her when
she commenced on Ward 87. However up until her resignation at the end of
November 1998, neither the Directorate nor Dr Pal had contacted the Clinical Tutor

for his support and advice.

# The Directorate carried out an investigation into a needlestick injury that occurred
on Ward 87 and this was in parallel with the Health and Safety Executive (HSE)
investigation. There was insufficient evidence to prosecute Dr Pal and the internal
investigation was not concluded prior to Dr Pal leaving the Trust in February 1999,

¢ The Directorate failed to take appropriate action when the allegations were

made in a statement by Dr Pal in November 1998. No one individual took
responsibility for managing her concerns effectively or ensuring that the planned
actions were carried out. A breakdown in communication occurred when members of
the existing management teams left the Division and new members took up post. Asa
result the case was not investigated appropriately at the time.

e Although medical and nursing staff were concerned about a range of issues on
Ward 87, including nurse staffing levels, lack of support, induction, supervision,
environment, communication, tension between a range of senior staff, equipment and
continuity of care, no one voiced their concerns except Dr Pal which either
demonstrated a general acceptance of the issues or staff felt unable to raise concerns.
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