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Dr. Stephen C. Jordan. Statement to the Bristol Royal Infirmary Inquiry regarding the
Bristol Congenital Heart Register and database.

This Statement has been produced in response to a request for a formal Statement on this

particular issue and includes replies to queries raised in Annex A to a letter from Mr. P.F.O.
Whitehusrst dated 14th May 1999.

(i) South West Congenital Heart Register.

Before dealing with the specific queries, I think I need to describe something of the history of
the Register, since the nature of the queries suggests that those posing them have a rather too
great expectation of the extent of the system and of the impact that any data obtained from the
Register will have on the evidence given to the Inquiry:

There had been a congenital heart register in Bristol before 1966 when I arrived back as a

- senior registrar, but it had been lost and the only information available for patients investigated
up until then was in a book in which patients who had had cardiac catheters who were listed
under their respective diagnosis (eg ventricular septal defect) and a book containing the notes
of discussions about patients seen in the congenital heart register meetings. Both these books
were still in existence at the time of my retirement and were kept in the cardiac catheter
laboratory at the Children’s hospital.

I was anxious to keep records of all children seen with any kind of heart condition, including
then acquired heart disease such as rheumatic fever, although these were becoming few, and
also adults with congenital heart disecase. In the order in which the developments occurred,
the main ones were:

I. Each patient’s basic data was entered on a pro forma. These are still all in existence.
Initially it ran to about 8 pages and included about 65 items, each with a code, apart from
date of birth and hospital number

II. This data was transferred to 80-column (Holerith) cards, by punching and verifying

initially by staff at the University Department of Public Health and then on machines kept
at the BRI and subsequently at the Children’s Hospital and used primarily by medical
records.

I1I. This data could then be sorted using a mechanical sorter. The BRI did not possess one and
I used one in Canynge Hall, in the University Department of Public Health. This allowed
for example, all patients with a certain diagnosis or who had had a particular operation to
be identified.

IV.In about 1973 I obtained limited access via the Department of Public Health to the
University Computer, to allow more detailed sorting of patients, for example, patients with
a given diagnosis who had had one of two operations. It also allowed a limited amount of
additional verification, for example by checking that the dates of any operation were not
before the date of birth.

V. In about 1975 the BRI obtained its own computer. This was capable of intaking
information from a card reader and I used this for a few years, although the basic
programs were being constantly changed, which meant that (with those used by the
University) I had to learn new programming languages (Algol, Fortran, Cobol, Pascal and
Basic, as I recall).
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VI. In about 1978 the BRI Department of Cardiology was provided with its own computer
(Dec PDP11). The Physics department, which was to have installed and programmed this
was unable to provide any help due to staffing cuts. I attempted to master the operating
system, which was a new one which medical physics was anxious to try out, but the
documentation for this proved too extensive (it ran to 15 large volumes) and I did not
succeed in getting the information in a form in which I could use it. I do not think the data
is still around in this form.

VII.About the same time the Department obtained the use of a “Superbrain” microcomputer,
running under CPM operating system. I wrote (with some help) a database program in
Microsoft Basic and the data was re-entered manually using the original pro forma. By this
time I think we had about 2,500 patients “computerised” but this was before the days of
the “hard disk” and the amount of data was still limited. The information was thus on a
number of floppy disks which had to be inserted senally, but I do not think any of it is still
in existence.

VIII.In about 1980 the Southwest Children’s Heart Circle purchased for me a DEC
“Rainbow” microcomputer. It proved impossible to transfer the data electronically from
the Superbrain and it was re-entered manually. Again, there were nitially no hard disks
and the 5 2 inch floppies were not compatible with any other system. Eventually a hard
disc did become available (it cost £4000 for 10 megabytes), so that for the first time the
data could all be contained within the computer, without the need to change disks
repeatedly. A further 1500 patients were entered on this computer.

IX. However the hard disk proved to be unreliable resulting in the information being lost, in
parts, so that there was clearly a need for a better system.

X. The Heart Circle again purchased a standard PC (Vanilla) with a larger hard disk. We
(myself and a parent of one of my patients) were able to transfer a lot of the data
electronically, but this also allowed for the storage of much more information, in particular
patients’ names and addresses. | therefore purchased a commercial database, Borland
Paradox 3.5 and paid my son, who was between school and university, to write some
applications software using the Borland APL (applications programming language)
software, so that the system was more “user friendly”

X1. I then obtained a small research grant from the Regional Health Authority to pay a

- part-time secretary (Mrs. Pat Nerris) to input the data.

XII.This continued unchanged until about the beginning of 1995 when it was thought that a
new system, which the Paediatric Cardiology Group had been working on for about
years, would be used. (In fact, it was not used until 1999.) Meanwhile the patient numbers
had reached 9999, which was the highest number which I had allowed for in the initial
programming. although it would have been quire simple to alter the table to allow larger
numbers to be used, non-one seems to have done this.

The system, which then remained essentially unchanged until after the time of my retirement
and therefore covering the whole of the period being looked at by the Inquiry) was therefore
as follows:

1. Any patient seen by one of the paediatric cardiologists and identified as having any organic
heart condition had there basic details (registration number, address, date of birth, sex etc)
entered on one of the proformas by Mrs. Nellis.

2. Initially we did not code patients from South Wales at all, as we were mainly concerned
with recording information about the South West Region.
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. Also, we did not record those patients sent by paediatricians in the Region to other

centres. I did approach them and in general they were willing to supply this, but my
recollection is that there was reluctance on the apart of the centres to whom they were
referred.

Mrs. Nellis also entered some of the clinical details, such as birth weight, diagnosis,
cardiologists code etc) if these were clearly identifiable from the hospital notes (BRI and
Children’s Hospital Patients) or copy letter from the peripheral clinic.

Patients who were seen, but not considered to have organic heart disease (essentially those
with functional murmurs, which probably slightly outnumbered those with organic disease)
were not entered.

The cardiologists concerned entered the clinical data, such as the diagnosis, any
complications etc.

Mrs. Nellis typed into the computer, using a screen form or table produced from APL, the
data from the pro forma.

A number of the items were entered as codes. For example, there was a list of about codes
from 00 to 99 for the diagnosis. This was used to try and standardise the was that the
diagnosis was entered. (Computers are not very good at knowing that atrio-ventricular
septal defect, AVSD, endocardial cushion defect, A-V canal defect, are all different terms
for the same thing.)

A hard copy of the data for an individual patient was then printed out. Initially the
cardiologists were supposed to check this for accuracy, but it proved to be one more chore
with rather limited usefulness. This was then included in the Hospital notes.

With any new event, such as a cardiac catheter, operation, complication or death, recoding
took pace, initially on the pro forma and then on the computer.

I was personally registered under the Data Protection Act, as well as the hospital
generally, as I did some of the work on the programming and data at home.

There were no passwords or security checks, but to use the system required a certain
amount of training and basic computer skills.

The actual computer system was kept in my office in the cardiology department at the
Children’s Hospital, which was locked when no responsible person was around.

The system, as with any computer database, allowed the following uses:

(WY

o

. A check to see whether an individual patient was in the register

A print out, or simply viewing on the screen, of the available information stored on this
patient

Identification and listing of all patients with a particular diagnosis

Identification by a number of parameters, such as those with other conditions (Down
syndrome), occurrence of a particular complication or having had a particular operation by
one or other of the surgeons, or an operation at another hospital.

Identification of groups of patients by multiple parameters, for example all patients with
Down syndrome, AVSD, first operation under a year of age, and by a particular surgeon.

In general, while the system probably sounds to be amateurish and was by no means perfect, it
was better than most units had in place. Clearly it would have been better if we had had more
clerical and computer staff, but we had no finances to pay for this.

As is well known, any computer system will only “give up” the information put into it
originally. For example. [ know that the Inquiry would like to know every patient who was

3
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being seen in Bristol, or by the cardiologists in a peripheral clinic, between 1984 and 1995.
The best I could do is to eliminate patients who had died prior to the first date and not been
born by the last, but this would still include a number of patients who, prior to 1984 had ether
been discharged or lost to follow-up and were not therefore patients during this period.

Even with the system as it was, I could have made much more use of it if I had had more time.

We were also hampered by the difficulty in obtaining even the most basic information from
other sources, such as crude birth rates for the Region, or the number of children overall with
Down syndrome born in the region.

Answers to specific queries:
With specific reference to the period 1984-95, please describe:
(1) The primary purpose for which the data was collected.

1. In an attempt to obtain epidemiological information, such as the crude incidence of certain
conditions, their relation to maternal age at birth, birth order and possibly district of birth.
Also whether there were any changes with time.

2. To have a “fall-back” system, in case notes went missing or were not available, giving the
basic details on each patient

3. To allow audit (as it is now designated) of the results of overall management

(2) Additional purposes for which the data was collected.

To assist others who wished to carry out particular research projects.

(3) The processes used to collect the data.

These have been detailed above.

(4) The basis on which data was collected. Please comment upon factors such as the
understanding or agreement between parties as to the nature of the obligation to submit
data, and the use that would be made of the data.

1. Since I was the only person who was collecting data initially, (later also Dr. Joffe and Dr,.
Martin) there were no other persons submitting data.

2. Patients or their parents were not consulted, but parents could have a copy of the
information if they asked for 1it.

3. I cannot recall any parent specifically objecting to their child’s information being stored in
this way.
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Any information in terms of Audit which was sent elsewhere was in a form which did not
allow identification of individual patients.

(5) The scope and coverage of data collection.

1.

(S

96 items were recorded for each patient, but sometimes some data, such as birth weight,
birth order, maternal age, were missing.

A list of these items has already been supplied

We attempted to record all patients with any form of heart disease and also adults with
congenital heart disease.

Some data was lost, due to corruption of the DEC hard disk but it is unlikely that 1t
included any patients being actively treated during the period under study, since if it was
found that the computer did not contain information on such patients it was re-entered.

(6) The content of the data collected, in terms of data items and their definitions. Please
identify any changes in data items or definitions over the period.

A list of the items recorded has already been supplied.

We added a few items from about 1989, such as

1.
2.

3.

4,

the dates of cardiac catheters,

certain diagnostic parameters relating to situs, atrioventricular and ventriculo-arterial
connections

new codes for some of the more recently introduced operations, such as the arterial
switch, heart transplantation, unifocalisation for complex pulmonary atresia

a code for the cardiologist in principle charge

(7) The data validation (if any) carried out, and by whom.

fo—

. The cardiologist checked the basic data entered on the pro forma

The input system on the current computer, using the Paradox database, allowed
information to be input into a temporary table before being added to, or substituted into
the main table. The intention was that I should check it for accuracy, but I found that I did
not have time to do this routinely.

Although we initially intended to check all print-outs before these were put into the notes,
this did not always occur.

This information was checked when the patient was next seen, both with regard to
whether it had been put into the notes and also whether it was accurate.

In the case of audit procedures, the information was always checked from the patient
notes.
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(8) The completeness and quality of data returned. This should include an overall
statement on completeness and quality together with a statement for each year and
whether this affects trends.

1. I have already given the exceptions, such as patients who had their main treatment
elsewhere
2. It was unusual in my experience to find that a patient had not been coded.
. The hospital notes were stamped with the congenital heart register number, so that it was
easy to see whether any given patient had not been coded.
4. 1 do not think there were any particular years up until my retirement when there was any
change in the completeness of the data entry.

(S

(9) Any arrangements for routine data analysis.

This was not the purpose, although we did look at ways of changing the system to allow such
things as length of time on the waiting list and length of hospital stay, but this would have
been difficult and was anyway supposed to be collected and analysed by HAAS

(10) Any arrangements for publication and dissemination of the data and data analysis.

Only if we wrote a report about a particular condition or treatment, for example patients who
had had Mustard and Senning operations and neonates who had balloon dilatation for critical
aortic stenosis.

(11) Illustrative examples of practical applications and uses made of the data.

1. I produced a sub-table of all patients with Down syndrome. Some data obtained from this
has already been supplied to the Inquiry in diagrammatic form. It illustrates in particular
the change in referral patterns during the period under investigation.

2. T also made a preliminary analysis of all patients with ventricular septal defect (the single
largest diagnostic group). The main finding was that a much larger percentage than had
previously been reported closed spontaneously, if they were not operated on in infancy.

(12) The estimated costs to BRI/UBHT of data collection and analysis.

1. From about 1989 when UBHT took it over from the Region, Mrs. Nellis’s salary at 3
sessions a week, I guess about £3500 pa.

2. Otherwise, the part of my time, which is difficult to estimate

3. Stationery costs, probably only about £30 pa.

6
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(13) Your views on the strengths, weaknesses and limitations of the South West
Congenital Heart Register and the Cardiological Card Index System, and any ways in
which these data collection systems could have been improved.

1. The main strength was that it was one of very few in the country which spanned a period
of nearly 30 years

2. Tt was relatively easy to get basic information, such as lists of patients with a given
diagnosis

3. It would have been improved with more technical help, in particular with computer
programming and data input

4. Tt would have been more useful if I had had more time, or if we had generally had more
medical staff, as I believe that there is in the database unique information about a relatively
circumscribed population over a considerable period.

(ii) Cardiologists' Card Index System

1. This was, I believe, in existence prior to my coming to Bristol in 1966. It certainly
contained patients seen before this time.

2. Patients’ cards were kept in alphabetical order

3. Those who had died were kept separately

4. The information was entered by the cardiological secretaries

5. The information recorded was limited to name, date of birth, surgeon, operations, date of
death.

6. I believe that Dr. Joffe also included his patients who were seen but simply had functional

systolic murmurs, ie no organic heart disease.
7. Patients from South Wales were included, as far as I can remember.
8. It is still, as I understand, kept by the cardiological secretaries at the Children’s Hospital.

I declare that this Statement is true to the best of my knowledge and recollection

S. dan

7th June 1999
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Introduction

Before proceeding to the main part of my statement I would like to make a few general
observations regarding the information available to me and the constraints imposed in
producing this Statement:

I. Iretired from my NHS post in Bristol over 6 years ago, in May 1993. Since then I have
had no direct connection with cardiology and cardiac surgery in Bristol.

II. In addition, since I had no reason at the time I retired to expect to be questioned formally
on matters prior to my retirement, I destroyed any personal papers relating to my work,
and do not therefore have the benefit of these to help with my memory of events.

II1. As I am no longer employed by the United Bristol Healthcare (NHS) Trust, there have
been concerns about allowing me access to documents held by the Trust, for reasons of
patient confidentiality. They have now agreed that I can see notes (if available) on any
patients on whom the Inquiry will specifically question me.

IV. The Trust has received requests for a considerable number of sets of notes where solicitors
acting for the parents of children treated in Bristol have indicated that they may wish to
take legal action in the Courts. I have been asked by the Trust to look at these notes,
firstly to satisfy the legal requirement that the consultant concerned checks that they do
not contain anything which might cause unnecessary distress to patients or parents, or
contain information relating to other patients, and secondly to allow me to draw up a draft
Statement. The Trust have indicated that they consider any correspondence I have seen or
generated in relation to these claims to be privileged and that I should not refer to such
documentation in my Statement.

V. However I would like to make it clear that it is still my intention to try and assist the

Inquiry in every way and specifically by trying to answer questions put to me honestly and
fully.
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Issue B. The BRI and its Paediatric Cardiac Surgery Unit

The structure, management, organisation and staffing of the paediatric cardiac surgical
services unit: and its place within the hospital as a whole.

B1 The structure of paediatric cardiac surgical services at the respective sites at the BRI and
BRHSC, including:

a. the services offered;

During the period under investigation, Bristol was able to offer a comprehensive service for
the detection, diagnosis and treatment of children with cardiac problems. The only conditions
at any stage in this period (1984-1995) for which treatment was not offered in Bristol were:

Cardiac and cardiopulmonary transplantation

Operations for hypoplastic left heart syndrome (up until 1993, at any rate)

Autograft replacement of the aortic valve with the patient’s pulmonary valve

Rastelli operation (right ventricular to pulmonary artery conduit) for some of the period,
up to about 1989.

5. Fontan operation and cavopulmonary anastomosis during the first 1-2 years of this period,
that is up until about 1985

il

Additional to the technical services we also provided (partly from voluntary sources) financial,
psychological and social help to parents and other members of the family.

b. Funding of services, and the incentives created thereby

The funding by 1993 (the year of my retirement) came from supraregional funding for open
heart surgery under one year, together with the money obtained for other operations under
local purchasing agreements. Prior to 1991 the supraregional funding was also in place but the
remainder was “top sliced” and came from the Regional Health authority. The main
constraints were the overall lack of open-heart facilities in the BRI (the only unit in the
Southwest) and the financial implications of moving paediatric cardiac surgery to the
Children’s Hospital. Manpower restrictions may also have played a part.

c. organisational set-up: lines of authority, chains of command, communication and
accountability, both professionally and managerially,

This is difficult to answer succinctly. In practice the service was consultant run and there was
little perceived need for outside management involvement except in terms of nursing staff,
technical staff and support services. The advisory machinery and management were kept

4
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separate following the abolition of the “cogwheel” system. Locally the divisions of paediatrics
(later called children’s services), medicine, surgery, anaesthetics and pathology reported to the
Medical Committee via its Steering and later the Executive Committees. The medical
committee advised the Bristol and Weston Health Authority and then (from 1991) the Trust
Board of UBHT. At regional level there was a cardiology committee which was a
subcommittee of the medical advisory committee which in turn advised the Regional Health
Authority about such matters as the provision of cardiological and cardiac surgical services in
the Region in general. The Bristol and Weston Health Authority dealt both with the Regional
Health Authority and the DHSS (later the DOH). The United Bristol Healthcare (NHS) Trust
was not directly responsible to the Regional Health Authority and only subject to the DOH in
terms of overall policy and major building projects.

As far as management structure was concerned, this began with the Chief Executive of the
Health Authority (and later the UBHT) and descended through a series of sectional managers,
unit managers and sub-unit managers.

d. the extent to which medical and nursing staff were involved in management and
managerial issues;

This really follows from (c). However the fact that there was no Division, or later Directorate
of Cardiac Services meant that the lines of communication to the Health Authority and later
the Trust Board were tenuous. Dr. Jordan (Chairman of Division of Medicine and later
Chairman of Division of Children’s Services) Dr. Joffe (Director of Children’s Services), Dr.
Monk (Chairman of Division of Anaesthesia or Director of Anaesthesia, I am not sure which)
and Mr. Wisheart (Chairman of Medical Committee and Medical Director) all played a part in
the general administrative and management machinery. I personally considered my general
involvement in the medical advisory structure important as it enabled me to keep aware of a
number of issues relating to cardiology and cardiac surgery, as discussed at the Steering
Committee and later the Medical Executive Committee.

Initially the Division of Medicine was concerned with cardiac investigation, including cardiac
catheterisation. When the catheter laboratory was opened at the Children’s Hospital the
Division of Medicine ceased to be involved in paediatric cardiology. It did however continue
to be involved in adult and adolescent congenital heart disease. The BRI administration and
management were similarly involved.

The Division of Children’s Services was involved in inpatient care (including ultrasound
investigation) of paediatric cardiological patients throughout, cardiac catheterisation from
1987 (including interventional work) and closed cardiac surgery throughout. Children’s
Hospital administrative and managerial staff were similarly concerned.

The Division of Surgery and later Directorate of Surgery were concerned with the provision
of all open heart surgery during my time.

The Division of Anaesthesia was responsible for anaesthetic services at both BRI and BRHSC.

The Division of Radiology was responsible for the cardiac catheter laboratories at BRI and
BCH. The returns on workload etc. went through this Division.

5
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e. facilities available at each site, including their use by other services, eg adult cardiac
surgery,

Until 1987 cardiac catheterisation was shared with adult cardiology. From 1987 there was a
dedicated cardiac catheter laboratory at the Children’s Hospital.

Open heart surgery was shared with adult cardiac surgery at the BRI throughout and until
after my retirement.

Children’s non-bypass cardiac surgery was at the BRHSC throughout

[. staffing: numbers, natures of posts held, criteria for appointment and employing body,
training and experience, job plans or descriptions and their review, and patterns of
deployment (such as the use of shared appointments and the rotation of skilled staff;

To comment solely on the cardiological staffing, Dr. Joffe and I were in post from the start of
the period under review. I retired on 8th May 1993, but continued until October 1993 to do
some peripheral clinics which Dr. Joffe and Dr. Martin could not cover. Dr. Martin was
appointed in 1989 but required further training in paediatrics and did not start work until
1990. Dr. Hayes was appointed following my retirement and took up the post in October
1993. Dr. Joffe, Dr. Martin and Dr. Hayes were all appointed as consultant paediatric
cardiologists. My official title was consultant cardiologist. All my principal contracts in Bristol
were with the UBH and its successors, rather than with the Regional Health Authority, but I
did have honorary contracts with the South West Regional Health Authority, The Wessex
Regional Health Authority and the Welsh office.

My job description when I was appointed in 1969 bore little resemblance to my actual duties
later in the appointment. I do not think this was unusual as most consultants found their work
changing over the 30 years or so they could expect to be in post. I did complete a job
description in about 1991 for the UBHT. I do not have a copy.

As far as my own training and experience is concerned, I refer to the CV which is appended.

g. regulatory and disciplinary structures;

As indicated above, I had contracts with the UBHT, regional health authorities and the Welsh
Office. In general the Hospital Medical Committee was responsible for the conduct of
consultants. In addition, I believe that the Regional Medical Officer was concerned in any
possible disciplinary consideration.

At national level, the Royal College of Physicians through the Joint Committee on Higher
Medical Training (JCHMT) exercised considerable control over staffing and working
conditions: failure to have adequately trained consultant staff and facilities would result in loss
of recognition of junior posts for training. Additionally, the RCP did from time to time issue
circulars on matters relating to training and facilities, mainly through its cardiology committee.

6
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I was for several years a member of the Cardiology Committee and a visitor for the JCHMT,
which I found useful in terms of comparing facilities in Bristol with those in other centres.

h. counselling and support for staff;

This was never formally defined. However we encouraged the cardiac counsellors (Helen
Vegoda and Helen Stratton) to discuss problems with members of staff, particularly nursing
staff, I would expect junior medical staff in the first instance to discuss any worries with their
consultant or if they felt unable to do so to discuss with the Chairman of their Division or
Directorate. As I have indicated, there were no dedicated paediatric cardiological junior staff
but I did on occasions counsel junior paediatric staff.

As the Chairman both of Divisions of Medicine and of Children’s Services I did on a number
of occasions “counsel” junior staff who had problems with their work, including in relations
with their consultants. In the latter case I took up the concerns with the consultants
concerned. My experience therefore leads me to believe that junior staff were prepared to
bring their concerns to the attention of more senior medical staff.

i. relationship with the University of Bristol and other academic centres;

I and all other consultants had honorary status as lecturers in the University and undertook
lectures, tutorials and clinical teaching. My view was that the relationship between hospital
and university was good, with each supporting the other and neither being too concerned
about the extent to which clinical duties conflicted with teaching and research or vice versa.
However it was known that there were those in the University who were concerned about
what they saw as the disproportionate growth of the Faculty of Medicine, and there was some
rivalry between the University Department of Medicine at the BRI and the Department of
Cardiology as being the two largest groups within medicine as a whole. (In part, this stemmed
from the fact that the number of available medical beds at the BRI was extremely small for a
major teaching centres with a large proportion of tertiary referrals.)

The Cardiologists in about 1980-81 had tried to make an appointment of a British Heart
Foundation Professor of Cardiology but this met with considerable opposition largely because
it was felt that any provision in terms of beds etc. for this post would be at the expense of
other sub specialities in medicine.

A professor of Paediatric Cardiac Surgery was agreed in about 1989, but the candidates did
not consider that the clinical facilities were inviting enough, particularly the relatively small
numbers of patients being operated upon and lack of open heart surgery at the Children’s
Hospital.

Professor Angelini was appointed in late 1992 as Professor of Cardiac Surgery. I had no
formal meetings with him but one or two in the corridor.
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j. key managers and clinicians: identities, powers and functions, collaboration between
disciplines,

This has to some extent been covered under (c) and (d) above. Unit managers and hospital
managers as far as [ was concerned were in many ways supportive but at times obstructive in
terms of expenditure (for example for keeping ITU beds in use). Dr. Roylance was the only
manager who I regarded as in a position to influence major decisions.

However at the Children’s Hospital, because of its smaller size, it was generally easier to
discuss problems, for example of funding, with the management. In particular, lan Barrington,
manager for the Children’s Hospital, was more accessible and played a larger role in divisional
affairs and meetings.

k. nature and scope of "outreach" clinics and other services offered by the paediatric
cardiac team to local hospitals.

The arrangements described here were basically unchanged during the period from 1984 to my
retirement and I believe have not changed much since then.

If St. Michael’s (maternity) Hospital is considered essentially part of the Bristol Royal
Hospital for Sick Children (BRHSC), Southmead and Frenchay Hospital were the two other
hospitals in Bristol. We did not carry out outpatient clinics there as it would have meant
duplicating facilities within 3-4 miles of BRHSC. However the cardiologists visited patients on
request, particularly those in SCBU at Southmead. Occasionally it was necessary to admit a
baby from a peripheral hospital to Southmead if there was no prospect of a bed at BRHSC.

All other hospitals in SW Region with the exception of Yeovil were visited on a regular basis
by one of the cardiologists doing a cardiological clinic, usually with one or more of the
paediatricians and typically occupying all day once a month. Plymouth was otherwise the only
exception as I visited only once or twice a year and the other clinics there were done by
consultants from Southampton.

The clinics in SW Region were: Cheltenham, Gloucester (Dr. Martin, morning and afternoon
respectively), Taunton (Dr. Jordan all day), Exeter (Dr. Martin, all day), Torbay (Dr. Joffe),
Plymouth (Dr. Jordan, afternoon) Truro (Dr. Jordan, all day) and Barnstaple (Dr. Martin,
afternoon or all day).

In Wessex clinics were held in Bath (all day, once a month, Dr. Joffe) and Swindon (Dr.
Jordan, afternoon clinic).

In South Wales there were clinics visited by a Bristol consultant in Newport (Dr. Jordan,
afternoon), East Glamorgan (Dr. Jordan, all day), Swansea (Dr. Joffe, all day), Bridgend (Dr.
Martin), Carmarthen (afternoon, Dr. Jordan) and Haverford West (Dr. Jordan, morning or all

day).

( Tt is worth pointing out two geographical considerations. Firstly any patient sent from North
Wales to Cardiff would, if travelling by road, use the M6, M5 and M4 and in so doing would
pass very close to Liverpool, Birmingham and Bristol, all of whom had established paediatric
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cardiological units. The second is that Withybush Hospital at Haverford West, the hospital
furthest to the west in South Wales from Bristol, is only 145 miles from Bristol whereas
Penzance is 190 and Trelisk Hospital in Truro is 175 miles by road.)

As far as the clinics which I personally carried out (and I believe the same applied to those
held by my two colleagues) they were busy clinics, often extending until 7 pm or later in the
evening and even so the numbers of patients seen often meant that the time available for each
was less than ideal. (Unless continued efforts were made, the booking clerks tended to book at
the same rate as general paediatric clinics with about 12-15 patients per hour.) One of my
main principles was that we should not allow waiting lists for clinics to develop even if it
meant doing extra clinics when the load demanded it. In consequence, we were generally able
to see any patient referred (mostly from the local paediatricians) within a month.

In most clinics the paediatricians joined us which although considered to be somewhat
wasteful in terms of staffing was an ideal arrangement as it allowed both the cardiologists to
learn from the specialised knowledge of the paediatricians and the paediatricians to keep
abreast of the way which we were managing patients.

Mr. Wisheart attended a few of the clinics but it was more difficult for him to fit this in with
his operating schedule and gradually he came less, and usually only for part of a clinic. (This
applied, I believe as far as I was concerned, only to Taunton and Exeter.)

In addition to seeing patients, it was the usual practice to carry out echocardiograms where
indicated, either using the hospital’s own equipment (not always ideal for children and infants)
or a portable machine which could be dismantled and loaded into the back of a car. If the local
facilities were inadequate it might be necessary to arrange for the patient to come to Bristol
for more detailed study.

Additionally, the consultant cardiologist on call was available for discussion with
paediatricians from the centres which we visited. In some mstances we had to go out to
peripheral hospitals to see babies urgently, particularly when it was impo ssible to find an ITU
bed at the Children’s hospital urgently. This usually meant also taking a portable Ultrasound
machine. I do not think I ever went as far as Truro, but visited most of the other hospitals for

this purpose.

Great efforts were made by the cardiologists and the cardiac surgeons to maintain lines of
communication with paediatricians. I personally dictated all my own discharge summaries and
copies of letters were also sent. Both of these contained full details of treatment, outcomes
and future plans. I think in most instances the surgeons also did their own summaries.
Secretaries in both hospitals were trained to check that the local paediatricians were included
in any correspondence.

The paediatric cardiologists and to a lesser extent the surgeons were frequently asked to join
in postgraduate meetings in peripheral hospitals and present papers or clinical cases at
meetings. All the cardiologists were members of the South West Paediatric Club, where there
were opportunities at their regular meetings to discuss matters of mutual interest. The
cardiologists were also members of the British Paediatric Association. (The Royal College of
Paediatrics and Child Health was not formed until after my retirement.)
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The support of the Bristol and South West Children’s Heart Circle was extended to all the
Regional centres we visited (and to some in South Wales), in most cases with the setting up of
local groups with their own committees. The paediatric cardiologists regularly visited these
meetings which were frequently also attended by the local paediatricians and their support
staff, such as social workers.

B2. The implications and effect of designation. and de-designation, as a supra-regional
centre upon the financing, organisation, management and delivery of paediatric cardiac
services at Bristol.

As far as the original designation is concerned, it did provide additional money for cardiac
surgery generally. However, the same waiting lists applied for patients whose surgery was
paid for by local funding as those funded under the supraregional scheme, and indeed the
whole of the adult cardiac surgical programme. I was not aware that it did anything locally to
ease the considerable waiting list problems. (Throughout this period the urgent waiting list for
adult cardiac surgery was about a year and the general waiting list for paediatric cardiac
surgery not much different. When I was seeing and investigating adult patients, prior to 1991,
I sent virtually all of them to other centres, usually in London, occasionally to Oxford.) It also
provided a stimulus for Bristol to move towards earlier diagnosis and surgery, in which it was
lagging behind other centres world-wide and in the UK. I was not in post at the time of
de-designation.

B3. The effect of the creation of the UBHT in April 1991 on the financing, organisation,
management and delivery of paediatric cardiac services at the BRI

It is difficult to be sure in practice. Certainly it meant that there was no prospect that the
Regional Health Authority (soon itself to be abolished) would provide funds for either capital
work or running costs. It was clear that there was a much more money-oriented view of
possible future developments.

B4. The implications of, and incentives created by, the means by which paediatric cardiac
surgical services or staff members were financed or paid.

All consultant staff were encouraged to attend meeting explaining the financial basis for the
Trust’s policies. In that, as an acute and largely emergency service patients came to us
irrespective of formal contracts, there was not a lot we could do. The best offer we ever got
was that if we were able to save money on our service and if the money was not required
elsewhere, we might be allowed to use half of it to improve the service.
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B5. The nature, scope and use of mechanisms and procedures (whether formal or informal)
for establishing, monitoring and maintaining

(a) safe treatment and care,

(b) high-quality treatment and care:

(c) professional competence and

(d) managing costs;

and/or for monitoring clinical outcomes and adverse events.

As far as the cardiological aspects were concerned the internal mechanisms for (a), (b) and (c)
rested mainly on the fact that the cardiologists generally saw the results of investigations and
surgery of their colleagues’ patients as well as there own.

1.

Once the catheter laboratory at the Children’s Hospital was working we held regular
meetings at 08.00 on Mondays (Bank Holidays excepted) and 13.00 on Wednesdays,
when the cardiologists (plus any junior staff), cardiac radiologist(s) and the two
cardiac surgeons attended. It was very unusual to have to cancel these meetings, but at
some meetings only one surgeon was present or on occasions neither, in which case
decisions about surgery were usually deferred until the next time they did attend. The
cardiologists presented the history, clinical condition, echocardiograms and results of
the cardiac catheter and usually the radiologist took us through the angiograms. There
was then discussion on management, most of which were fairly clear cut. The
conclusions were briefly dictated by either the cardiologist or the surgeon concerned
and copies of this note went into the case notes, the cardiac catheter files and to the
surgeon’s secretary for listing, where appropriate.

Nominally once a month, on a Wednesday afternoon starting about 16.00 we held
clinicopathological conferences with Dr. Berry, together with other members of his
Department, Dr. Russell, Dr. Porter and Dr. Ashworth. These were to consider
patients who had died during the last month. There were some clashes with outpatient
clinics and operating lists, so that not all the team were always able to attend.
Obviously if there had been no deaths there was no meeting and it became customary
to hold them rather less frequently and deal with two or more patients at the same
time. These meetings were not in my day minuted or reports sent to anyone.

. About 1989 we started to have regular audit meetings. These replaced the Wednesday

13.00 meeting, initially about once a month, although the frequency did depend to
some extent on one or other of us having time to do the necessary work beforehand.
Most of these meetings dealt with a specific topic, but I believe that the Surgeons did
also present general results on occasions. I recall dealing with the subject of complete
AVSD, pulmonary atresia with intact septum, pulmonary atresia with VSD and
coarctation in association with other anomalies and also balloon dilatation for
pulmonary stenosis and severe aortic stenosis in the neonate. We looked to see what
lessons could be learnt. For example my review of AVSDs indicated that of 16 patients
in whom a primary correction was carried out, 4 died but the results in the other 12
were satisfactory. More detailed review suggested that late referral and operation over
the age of 9 months might be factors contributing to mortality. We then formulated
plans as to how these results could be improved, ensuring early referral of all babies
with Down syndrome by paediatricians and investigation well before the 6-month
stage, and suggested when it would be reasonable to hold another review to see
whether these changes had affected outcomes. (Called at a later stage “closing the
loop™.) Initially these meetings were not formally minuted but when the carrying out of

11




WIT 0099 0019

The Bristol 1 Infirm iry Statement by Dr. S.C. Jordan Issue B

audit became compulsory in (I believe) 1991-2, and there was at least a promise of
financial and secretarial help, the results were formally recorded and reports sent to the
District Audit Committee, who in turn informed the Regional Audit Committee,
although I am uncertain to what extent our actual reports reached Region. We did not
during my time have any secretarial help although Medical Records were very good at
providing us with notes of patients we requested. The congenital Heart Register
database was very useful in identifying patients who had a particular condition or who
had had a particular operation, but because of the way it had been originally set up (by
myself, it has to be said) it was not too easy to manipulate data using the programs we
had and most of the detailed analysis had to be carried out by getting the actual patient
notes.

4. We also throughout this period held regular but infrequent informal meetings. These
were normally held at the house of one or other of us (surgeons, cardiologists,
anaesthetists and radiologists) starting about 20.00 and going on as long as necessary.
Usually the anaesthetic representation was by one or more of Dr. Masey, Dr. Thornton
and Dr. Burton, rather than all the anaesthetists involved, which at one time I believe
numbered 11 in all. These in general were used to discuss matters concerned with the
general running of the service, for example what steps should be taken to increase the
number of staff, and whether we should change our policy concerning management of
particular conditions. I think at least three of these meetings around 1989 concerned
the management of the neonate with transposition of the great arteries, and in
particular when we should be changing from management based on a Senning
operation towards the end of the first year of life to the arterial switch operation in the
neonatal period. These meetings also required a lot or preliminary work. I recall
making an extensive search of the literature for information about risk factors for the
arterial switch operation. These meetings were not minuted and sometimes there was
not agreement at the time, but a decision to review the position at a future date.

In terms of external review, this was mainly in terms of suitability for training, supervised by
the Joint Committee on Higher Medical Training (JCHMT). Since we did not have any
training posts for paediatric cardiology specifically, the only such visit was in relation to the
application (again) for such a post, in about 1991-2. There were also visits in relation to
training for adult cardiology with which I was involved, but these did not concentrate to any
degree on paediatric cardiology. There were similar visits in terms of cardiac surgery, but I
was not concerned with these as far as I can recall, although if I knew the visitors personally,
which was frequently the case, I would try to see them at some point.

Otherwise there were no formal arrangements for external review of cardiological services,
but we did have informal visits from a number of other centres for one reason or another. In
particular, we had assistance in getting started on new procedures such as transcatheter
occlusion of the ductus arteriosus and laser or high frequency current perforation of the atretic
pulmonary valve.

However, I was frequently asked to visit other centres for the Joint Committee on Higher
Medical Training (to review training posts), for Appointment Advisory Committees for
consultant appointments and on a few occasions as stage 3 of the Official Complaints
procedure. This provided a good opportunity for me to compare the staffing, workload and
facilities in Bristol with other units. Apart from this we were generally left on our own
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although I personally would have valued a regular inspection from another centre to comment
upon our procedures. (I believe that this is now carried out in some specialities, but was not at
the time when I was working.)

In terms of problems of clinical competence if I or my colleagues did have concerns about any
of the surgeons’ abilities we had the following alternatives:

1.  We (myself and my cardiological colleagues) had the ability to decide who we sent any
particular patient to for any particular operation and had previously referred a number
elsewhere. (Search of the Congenital Heart Register database shows 260 patients between
1966 and 1994 who had their surgery carried out by someone other than the Bristol
Surgeons.) This was clearly open to some constraints. From 1991 onwards any referral of
a child over a year would have required money to be passed to the receiving authority and
if we sent significant numbers of under-ones, then we would lose the money from the
supraregional scheme and their places in the operating schedule would be taken by other
patients for whom we were not funded by local agreement. Additionally, if the numbers
referred became a significant part of our workload there were wide implications such as
the loss altogether of supraregional funding together with loss of approval for training
posts, which would have made the whole system no longer viable. Finally, it is highly
unlikely that any one other unit could have taken on the whole or a major part of Bristol’s
workload without time to make and fund a considerable increase their facilities.

2. Otherwise the accepted practice, if it was thought that a member of staff was seriously
under performing, would be to seek the advice of the Chairman of the Medical Committee.
The procedure for this, under the heading “Prevention of Harm to Patients” was
formalised, I believe in about 1989 or 1990.

3. Clinicians from outside the UBHT but within the Regions (whose contracts were all held
at Region) would seek the advice of the Regional Medical Officer if they had concerns
about a regional service or if their concerns expressed locally had not been dealt with to
their satisfaction. In practice, I think that the regional paediatricians would have contacted
me or Dr. Joffe or Dr. Martin and expressed their concerns. This did not happen.

[ have referred above to the types of audit of performance we carried out. I have to say that
audit of this kind was very time-consuming. It was also beset by the problems that the
surgeons had their own mechanism within the division (later the directorate) of surgery and
were also often not able to get to the audit meetings which we arranged. The Congenital
Heart Register database did however prove to be very useful to myself and my cardiological
colleagues for identifying patients who had been treated for specific conditions and had
specific interventions and indicating which had died or had complications. It should be stressed
that the information available to the cardiologists was purely from patients in our own centre
and that there was no comparable database available giving information about other centres.
(A statement concerning the Congenital Heart Register has already been submitted to the

Inquiry.)
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B6. Protocols and guidelines to assist clinical decision-making and practice.

Although I had drawn up a number of protocols for adult cardiology, in particular for the
management of acute myocardial infarction, I did not feel that they were likely to be helpful in
paediatric cardiology, due to the diverse nature of the conditions and the fact that the persons
making the bed-side decisions (unlike the situation with the management of acute myocardial
infarction in adults) were consultants who would have also drawn up any protocol.

B7. Documentation and the maintenance of high-quality clinical records.

As well as the clinical notes, we maintained copies of the main documents relating to patients
undergoing cardiac catheterisation (discharge summaries, catheter reports, operation notes) in
the cardiac department. I also kept computerised records in the Congenital heart Register,
which were useful in assisting audit by, for example allowing us to pick out all the patients
who had a particular condition or who had had a particular operation. The secretaries also
maintained a card index with basic details of every patient seen

The one problem was that the BRI and the Children’s Hospital had separate note folders and
separate patient identification numbers. However by the early 1980s I had obtained a
concession whereby the notes of any one patient were stored together (many of the notes have
instructions to this effect in my own writing) and also ensured that copies of key documents
(catheter reports, operation notes, discharge summaries) were duplicated in both sets of notes.

In addition to clinical notes, we did keep a printed record of the outcome of the twice-weekly
joint consultations with the surgeons, what was decided and any perceived problems. Copies
went into the hospital notes and into the catheter files. We did not give copies to referring
paediatricians as a rule, or to parents.

One thing which we did not do routinely was to keep minutes of discussions with parents
about their children’s treatment. I have not found this to have been done elsewhere but clearly
the situation has got to the point where this would now be considered to be a necessity, even

possibly to the point of getting the parents to countersign copies and giving them their own
copies to avoid disputes in the future.

B8. The location of responsibility for (a) staffing levels and staff training; and (b)
management and co-ordination of the staff team.

We were not able to get JCHMT approval for junior cardiological staff because of the “split
site” and the consequent lack of exposure of any SR to postoperative care. The JCHMT team
which visited Bristol for the purpose of considering the application did not find any problems
with the standard of paediatric cardiology otherwise. Paediatric cardiology was therefore
throughout this period a consultant provided service. There were certainly difficulties in
obtaining additional staff, in the order of 5 years from the time when we formally applied

Since during the period in question there were only initially two and latterly three of us, it did
not require a formal cardiological staff management structure, but as the senior member I took
on the role of director for paediatric cardiology and took responsibility for such things as
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on-call rotas, holiday programmes, managing the budget (which related mainly to consumable
such as cardiac catheters) and producing the annual report, which included (when I could get
it in time) the numbers and results of operations.

B9. The information made available to referring clinicians, and to members of the public, on
the standards of treatment and care attained at the BRI.

I have already referred under subheading (k) to contacts with the paediatricians in the region.
Otherwise, as far as referring paediatricians were concerned, this was entirely informal. We
did not send them regular lists of statistics of our own or national results for cardiac surgery.

I had discussions with paediatricians in Plymouth about increasing referrals to Bristol. It was
clear that while Bristo]l had a considerable waiting list, Southampton had no waiting list, at
least for paediatric referrals from Plymouth and I could only say that it did not therefore seem
that patients would get a better service if referred to Bristol rather than Southampton. In the
months before my retirement, [ had similar discussions with paediatricians with whom I did
clinics in South Wales. At that time the unit in Cardiff was not fully operational and I was
unable to give them any useful advice as to whether the Bristol or the Cardiff service was
likely to be better. Had I believed that the Bristol results were the best in the country, which
did not appear to be the case on the limited information I had available, I would have told all
these groups that there were good reasons for using Bristol.

Basically paediatricians were given full details by way of letter, catheter reports, operation
notes and discharge summaries, but were not given statistical breakdown of results generally
in Bristol or nation-wide. Some information was presented to them at local meetings. I believe
that paediatricians were aware that some patients were referred from Bristol to other centres if
I or my colleagues considered this to be beneficial. Much of the paediatricians’ information
was based on what parents told them about their experiences in Bristol.

The mformation made formally available to the public was mainly in the form of NHS
information concerning such things as waiting lists. The only other information available to the
public tended to be via the media, who were really only interested in reporting something
which was spectacularly new or spectacularly bad. We supplied figures for the number of
cardiological investigations in terms of our Annual Report to the Trust who in turn made them
available (I believe ) to the Purchaser Authority (Heath Authority). We did not formally
publish any results ourselves in the press or elsewhere. (Web-sites were not then in existence.)

B10. Complaints procedures available to members of the public, their use and the responses
to such complaints by the hospital, Trust or health authority leadership;

Even before it became part of the Official Complaints Procedure, I always attempted to deal
with anything resembling a complaint personally and promptly. The main source of complaints
were the waiting lists, particularly for open-heart cardiac surgery. Most of these were dealt
with by letter or on the telephone. (In the last 3-4 years of my time we effectively did not have
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a waiting list for cardiac catheterisation or closed heart surgery.) There was not a lot that I
could do about the surgical waiting list except to pass on to the appropriate surgeon the
parents concern, although I usually arranged another appointment to check the child and
reassure the parents. I did not as a rule officially report complaints of this nature to the
Management.

I cannot recall any complaints getting beyond the informal stage while I was in post. There
was one complaint after my retirement which I assisted with as I had seen the patient over a
number of years previously. In addition I know of two cases which were the subject of
extended litigation.

I should perhaps point out that after my retirement I did work for the Regional Health
Authority and then the NHS Executive dealing with clinical complaints under the old
procedure, which required the Regional Medical Officer (in effect me acting as his deputy) to
review complaints which could not be settled at District level and decide whether to order an
independent clinical review as Stage 3 of the procedure.

B11. Mechanisms and structures available to staff members to raise, and to secure action
upon, clinical or managerial issues of concern to them, and the limitations of such methods.

As far as concerns about performance by a colleague went, I have indicated, the accepted
formal procedure for medical staff with such concerns was to discuss them with the Chairman
of Division, or latterly the Clinical Director and failing a satisfactory outcome with the
Chairman of the Medical Committee. In addition, Mr. Dury, the first Chairman of the UBHT
made it clear that he was available for such discussion, but this was probably not well known
to those in sub consultant grades. I am not sure what role the Chief Executive was supposed
to have, but clearly he would have a responsibility to the UBHT Board to pass on any such
information which he felt was substantiated.

I should again make it clear under this heading that prior to my retirement in early 1993 (and
indeed prior to a visit I had from Matthew Hill of BBC “Points West” in early 1995) I had
absolutely no knowledge that Dr. Bolsin was undertaking a secret audit or that he was
expressing his views to medical staff and management. My recollection is that the Chairman
of the Medical Committee in 1993 was Mr. Dean Hart, an ophthalmic surgeon, so Dr. Bolsin
should not have perceived any personal problem in discussing his concerns with him.

As far as I could tell this procedure was satisfactory in that I cannot recall over nearly 30
years, that there were any circumstances where it was widely known that there was a problem
concerning the results of a clinician or a department but nothing was being done. I think the
major limitation was that, with increasing specialisation, it was difficult for anyone outside a
particular department to know what would be regarded as an acceptable national standard for
the work of such a department. My recollection is that in only one speciality, paediatric
oncology, were there known national and local standards for the results of treatment. In fact,
by collecting the data, the national bodies of the cardiac surgeons were really ahead of the rest
of the field in recording the raw data. The problem was that it was confidential and not
available for scrutiny.
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BI12. The culture of the BRI, as expressed in such matters as:

a. the relative power and status of key individuals, or groups such as managers, surgeons,
cardiologists, anaesthetists, nurses, or professions allied to medicine;

In a number of specialities the consultant is the only person who determines treatment, but as
far as the management of children with cardiac problems is concerned, this was very much a
team effort and there was really little scope for one consultant to be regarded as the “leader of
the team”. Clearly, at different times in a child or baby’s course one consultant would be the
one in charge of decisions but the overall plans for treatment, both in individual patients or in
terms of how certain conditions should be managed, were joint ones. The cardiologists had no
real role in maintaining the surgical waiting lists or giving priority as to who should get an
operation when. The most we could do was to keep reminding the surgeons of patients whom
we felt were waiting too long.

Managers were not concerned in either general or specific clinical decisions except where it
related to matters such as staffing of ITU, which in turn had an effect on the numbers of
patients who could be treated, at least at the Children’s Hospital. I was less intimately
involved with this problem at the BRI, but I believe there were occasions when it was the
Nurse manger who effectively cancelled an operation because of staffing difficulties. The only
other exception to this was when it was decided to refer a patient elsewhere as an
“extracontractual referral” (ECR) when managerial permission was required, but not usually
withheld or even argued about. (This would have been different if the numbers had been
greater.)

b. The self-image and morale of such groups;

This is a complex and difficult area. Personally I felt that we (the cardiologists) were providing
a good “service” to the region and beyond in terms of seeing patients and carrying out the
necessary investigations and I was happy with what had been achieved. This was reinforced by
comments by parents and also by the paediatricians with whom we did clinics.

There were times when I had difficulties with the cardiac surgery and this certainly affected me
personally. This particularly applied to the problems with the neonatal arterial switch
operation, after the poor results in the first few cases. When we first considered the
changeover from the Senning operation, we had reason to believe that the results for the
switch operation in non-neonates were acceptable and these were children with additional
abnormalities, such as VSD and previously banded pulmonary artery, and the neonates would,
in general, not require the additional procedures such as closure of VSDs and reconstruction
of the pulmonary artery, thus considerably shortening operation times. I actually went to
theatre to watch one non-neonatal switch operation and was impressed (as a non-surgeon) by
Mr. Dhasmana’s technical ability to carry out this operation. Therefore we considered that this
operation was well within the capabilities of Mr. Dhasmana, whom we had decided was the
surgeon to be responsible for all neonatal switches. I had certainly been a strong advocate of
the change to this method of treatment, but the initial results were very disturbing. The

17




WIT 0099 0025

The Bristol Royal Infirmary Inquiry Statement by Dr. S.C. Jordan Issue B

dilemma was that we could continue and hope that the run of complicated cases would not
continue and the results would improve (as we know they had in other centres) or we could
give up treating this condition and refer all patients elsewhere. I had already referred (at one of
our evening meetings) to this as being like the pons asinorum, meaning that, if we failed to
master this particular operation we would effectively be seen by our colleagues nation-wide as
no longer a proper paediatric cardiac centre.

Our reaction to this feeling of deep disappointment was to review very carefully the results
and to make positive decisions about how things could be improved. In the case of the arterial
switch operation this was to carry out a preoperative catheter and angiogram, accepting that
this in itself carried some risk, both in order to allow Mr. Dhasmana to decide, if the anatomy
was particularly unfavourable, not to carry out a switch operation and also to allow him
otherwise to go to theatre confident in the knowledge that he was not going to face the sort of
problems with coronary artery anatomy he had found in earlier cases.

There was certainly also a sense of frustration as things that we all believed would be
beneficial and had worked very hard to try and achieve, such as the move of paediatric cardiac
surgery to the Children’s Hospital, at first looked likely to go ahead and then fell through for
one reason or another.

During the 30 or so years I was involved with cardiological investigation and cardiac surgery
there was a sustained effort nationally to improve both the number of patients who could be
helped and the results and this applied very strongly to all the staff in Bristol. I therefore can
say that I was never content with the results of cardiac surgery but always thought that
improvement was possible. I think this would apply to any paediatric cardiologists or cardiac
surgeon, everyone feeling that we must continually strive to improve matters as long as the
mortality was not at or very close to zero. Although I considered that it was slowly improving
in Bristol, I thought firstly that it would not improve to the levels in the best UK and world
centres until and unless we were able to obtain dedicated facilities at the BRHSC and secondly
that there were things even within the existing limitations which could be improved,
particularly in regard to postoperative care, from which I felt we were to a large extent
excluded. I think the other cardiologists had similar views.

As far as the external criticism (the programme on Welsh Television and the Private Eye
references) was concerned, I believe that this did seriously affect morale. Although this did
concern me, my view was that the way to deal with this was to improve the service so that
there could be no possible basis for adverse criticism.

The nursing staff on Ward 5 at the BRI I felt were the ones with the major problem in morale,
and I can recall Julia Thomas, the senior nurse, telling me that nurses not only found the whole
business of children dying difficult to deal with but that they also were concerned with the lack
of co-ordination between anaesthetists and surgeons, and to a lesser extent (as we were less
involved on a day to day basis) liaison with the cardiologists.

In general, I would say that, while there was a realisation that results were not as good as they

might be there was more a positive attitude to try and improve matters than a passive feeling
of poor morale.
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c. Identity and loyalties amongst staff members, whether towards other staff groupings, or to
outside professional associations or other societies,;

There was certainly a degree of loyalty between the cardiologists and cardiac surgeons and we
were all concerned about the effects of the criticisms which had been voiced. However to a
large extent I viewed myself as an independent practitioner, particularly in terms of deciding
who to refer patients to for the best surgical treatment (and I believe that my cardiological
colleagues considered things in the same way), although there were, as I have already
discussed, restraints on doing this to any large extent.

I also regarded myself as being responsible to the Royal College of Physicians and the British
Cardiac Society in terms of ensuring that cardiology was practised and taught throughout the
UK to the highest standards. Additionally, the RCP, through its cardiology committee (which
had direct representation with the DHSS and the DOH) was a strong force in advising on the
organisation of cardiological services.

As far as the General Medical Council was concerned, while it had a responsibility for
undergraduate education, until 1997 it did not have the statutory power to investigate, in
general terms, “poor performance”, other than that which could be regarded as gross
professional misconduct, and I had no reason during my time to believe that there was
anything which approached this description.

d. leadership, team-working and communication between members of staff;

I accept that, as the senior cardiologist and senior consultant generally I might be expected to
“lead” the team. In practice Dr. Joffe and myself (and later Dr. Martin) acted as equals.
Similarly the feeling was that the team of cardiologists, surgeons, anaesthetists, radiologists,
pathologists and any other clinicians were members on an equal footing in general terms,
although clearly at different periods of a child’s management one or other would take a
dominant role.

e. The responses towards poor performance by a member of a staff;

There are really two distinct issues under this heading, what theoretical channels were open to
us and what action we did take, in relation to results which might now be considered to be
“poor performance.”

In terms of possible avenues available generally, I was well aware of what effective action I
could take if I thought that medical members of staff were under performing to the extent of
putting patients’ lives at risk and I would have taken that action if I had thought that the
situation warranted it. This would include talking to one of the “three wise men” of the
Medical Commiittee or, in an extreme case, informing the GMC.

In terms of actual results, it was not so much poor performance generally as particular
problems. I certainly had a voice, and was listened to in terms of discussing our overall
performance and did not refrain from any sense of delicacy from making my views known,
even if they transgressed into areas which might more appropriately be considered surgical or
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anaesthetic/ITU. To put it another way, I was better known for minding other people’s
business than for undue reticence.

The response therefore was to see what we could do positively to help, as in the matter of the
neonatal arterial switch operations and deciding to carry out preoperative angiograms, and in
the case of AVSDs to promote a greater awareness in paediatric circles leading to earlier
referrals. At no time did I consider the situation was one where it was necessary to obtain
outside help to prevent a surgeon continuing operating.

f. The attitudes towards patients who complained of poor service or care;

I have indicated the line adopted earlier. In terms of those which directly involved me, the
complaints were few and the relationship with patients at BRHSC such that we were more
likely to get positive suggestions for improvement rather than complaints.

g. The attitudes towards staff who complained of poor standards of care and/or towards
"whistleblowers".

I have to say that I think the response of the various Chairmen of the Medical Commuttee
would generally have been positive to any expressions of concern, particularly if these were
backed up by some sort of hard data. I would certainly have included Mr. Wisheart as one
whom I would have expected to take notice and investigate. The fact that Mr. Wisheart was
himself the Chairman of the Medical Committee (and later the Medical Director) for part of
the time in question was clearly a complicating factor. I think with hindsight it might be
sensible to have a rule or guideline that if the Chairman of the Medical Committee became
aware of possible criticism of himself or a colleague with whom he worked closely that he

should nominate someone else (for example the previous Chairman) to review the matter on
his behalf.

As I have stressed earlier in this statement, I was unaware of Dr. Bolsin’s audit of cardiac
surgery until some time after my retirement. I am sure that had he approached me I would
have taken his concerns very seriously.

B13. The extent to which the structures and attitudes described under this Issue, B, differ
from those commonly adopted by large organisations involved in risky activities; and the
nature of any such differences.

I do not think I am in a position to provide a comprehensive statement on this issue. I would
however say that from what I know, the staff in Bristol generally were good at talking to each
other and discussing their worries. I would certainly expect any member of staff, medical,
nursing or ancillary both to initiate a dialogue and to be personally receptive of any criticism.
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I declare that the contents of this report are true to the best of my belief and recollection

Emeritus Consultant Cardiologist
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The Bristol Royal Infirmary Inquiry

Statement by Dr. Stephen Christopher Jordan

(From 1969 to 1993 Consultant Cardiologist, United Bristol hospitals, Bristol and
Weston Health Authority and United Bristol Healthcare Trust. Honorary Consultant
Cardiologist Southwest Regional Health Authority and Welsh Office, Honorary Clinical
Lecturer, University of Bristol.)
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H. The Split Site

The effect of the split site upon the care of children.

H I The extent to which (if at all) the quality of care offered was adversely affected by the
fact that paediatric cardiac surgery and immediate postoperative care were carried out
within a cardiac theatre and ICU catering for both adults and children.

This is really two questions: the effects of cardiac surgery and post-operative care being
carried out within what was mainly an adult facility and the direct effects of the separation of
cardiology and the cardiologists from the open heart surgery.

I do not think I am in a posttion to comment on the effects on the actual cardiac surgery, that
is what happened in the operating theatre at the BRI during open heart operations.

In terms of post-operative care at the BRI, with staff dealing with perhaps 10 adult patients
and only one small baby in the course of a week’s work, there was a risk of losing the
realisation of what was normal or physiological in a small infant. for example, in terms of the
normal neonatal systolic blood pressure. The effects of the small size on the physiology of
ventilation, where the effects of surfactant in counteracting surface tension at the alveolar
cavity is much more critical, was another, as was the fact that the small heart had different
parameters to indicate contractility and ventricular relaxation and the paramount importance
of allowing adequate filling of the left ventricle.

In terms of the actual physical separation, I felt that my own understanding of cardiac
physiology (and to a lesser extent respiratory physiology), experience in cardiac techniques
such as echocardiography and diagnosis of cardiac arrhythmias as well as general paediatric
intensive care were not regularly available.

The separation did also make it very difficult, if not impossible, for the cardiologists to check
each child or infant when they were admitted for surgery, or to carry out any preoperative
reassessment, such as repeating the echocardiogram.

Finally, the BRI ITU, with the two hospitals acting separately, could not make use of the
wealth of expertise available at the Children’s Hospital. For example, Dr. (Now Professor)
Peter Fleming, intensivist in the neonatal ICU at St. Michael’s Hospital, had extensive
experience of ventilatory practice in small infants. In particular there was in neonatal intensive
care some experience with the use of artificial surfactant which might have been applicable to
infants following open-heart surgery and of nitric oxide (NO) for persistent pulmonary
hypertension. When there was thought to be a neurological problem it was more usual to ask
an adult neurologist, as being on site, rather than a paediatric neurologist although the
opinions of the adult neurologists were undoubtedly valuable







