SUB 0006 0001

CLOSING SUBMISSIONS ON BEHALF OF DR ROYLANCE

INTRODUCTION

1.

This Inquiry has, of necessity, gathered and looked at a huge amount of material ona wide
range of subjects. We are very conscious that in making submissions on behalf of an
individual we should not lose sight of what we imagine to be the intention of the Inquiry
to concentrate on the broad issues rather than a great deal of the specific. Nonetheless,
Dr Roylance clearly played a central role in the running of the BRI during the period
under investigation, and a number of criticisms have been made of him. The purpose of
these submissions is therefore to do two things, to set out our understanding of the effect
of the evidence as to the management methods employed under his leadership, and to
address the principal criticisms that have been made against him.

Some general observations must be made at the outset on behalf of Dr Roylance:

a. While he was District General Manager and then Chief Executive he was in
executive charge of the Authority and then the Trust and accepts that he 1s
accountable by virtue of his office for the way in which the organisation was
managed. He has never sought to avoid that responsibility.

b. The death of any patient, let alone a baby or young child, must always be a matter
of enormous regret and will always be a tragedy for his or her family. Dr
Roylance has expressed, and it is right to repeat at the outset of these submissions,
his deep sympathy for all the bereaved families involved 1n this Inquiry. He
recognises the depth of feelings involved where there 1s even a possibility that a
death could have been avoided.

C. The provision of the best possible treatment and care, within the available
resources, for all patients of the Authority and the Trust has always been his first
priority: it is the sole reason he has worked for so long and with such distinction
as a doctor and then as a manager.

d. Whatever conclusions may be reached concerning the management of the
organisation, or the merits of the treatment any particular patient received, it
should be recognised that both were the result of collective action and were not,
and could not have been, devised or changed by any one person.
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5. There is no evidence that the system of managing the organisation provoked
contemporaneous demands for change in it or that it was significantly different
from systems adopted elsewhere at the time, in authorities or Trusts of a similar

s1ze.

6. Whatever view is taken in hindsight of Dr Roylance’s approach of devolving
much of the management process to clinicians, it 1s difficult to see how then, or
even now, very substantial reliance on the judgment of clinicians can be avoided.

7. Whatever is thought of the management system, it did not prevent, and may even
have encouraged, those with concerns discussing them with whomsoever they
wished. The difficulty may have been in their judgment as to whom to approach,
when and in what manner.

8. Dr Roylance has already been the subject of an adverse finding (which he does
not accept) by the General Medical Council in relation to events which are within
the ambit of this Inquiry. It 1s, we believe, accepted that this Inquiry should not
take into account that finding in any way: it was arrived at for a different purpose
on different (and more restricted) evidence. In any event, if one thing is clear
from the evidence heard here, it is that to single out three registered medical
practitioners was grossly unfair.,

DR ROYLANCE’S STANDING IN THIS INQUIRY

2. It is necessary to make a number of general observations about Dr Roylance’s position
in this Inquiry. Criticisms have been made of him in various respects in the course of the
evidence, and allegations of fact made which he disputes. Naturally there has been
debate both with Dr Roylance and the other witnesses concerned about these matters. It
is assumed, however, that it is not the intention of the Inquiry to make findings of fact in
relation to such disputed issues, as opposed to noting the existence of such disputes as
part of the picture from which conclusions of general application have to be drawn.

Were it otherwise a rather different procedure would have had to have been adopted. For
example, 1t could not be right to accept as against Dr Roylance evidence the truth or
accuracy of which he disputes, when, by reason of the procedure adopted, witnesses
giving such evidence have not been subjected to an adversarial cross-examination which
might have enabled the panel to take into account matters such as demeanour,
inconsistent statements etc. While the opportunity has usually been given to Dr Roylance
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to comment on material which may be adverse to them, at no stage has any formulated
criticism or potential adverse finding been put to them. It is naturally accepted that the
same applies to any attempt that might be made to judge others by Dr Roylance’s

evidence.

In these circumstances it is submitted that to make specific adverse judgments of any
individual would be unjust in the sense of being a breach of natural justice. If, contrary
to this assumption, the Inquiry intends to make specific adverse criticisms of individuals,
it 1s submitted that they are entitled to have notice of them, together with the evidence
relied on, and an opportunity to make submissions specific to those matters, and to
challenge that evidence.

DR ROYLANCE THE MAN AND THE DOCTOR

3. Dr Roylance was the District General Manager of Bristol and Weston Health Authority
and then Chief Executive of UBHT throughout almost the whole period the subject of this
Inquiry. Much evidence has been given, both orally and in writing, about him, his
personality and his management methods and, clearly, evidence on these matters
contributes to an understanding of the events with which the Inquiry is concerned.
Perhaps inevitably, the oral evidence and the questioning have tended to focus on some
witnesses’ negative views of Dr Roylance and of his style of management, and, in
particular, much evidence has been elicited from one disaffected manager, Rachel Ferris.

For that reason, and in order to provide some balance to the evidence to assist the Panel
in its deliberations, there is attached to this submission, at Annex 1, evidence given to the
General Medical Council concerning Dr Roylance’s character and style.

It 1s submitted that the evidence shows that:

a. Dr Roylance had a distinguished medical career as clinician, teacher and mentor,
serving as an examiner and on the Council of the Royal College of Radiologists
and as editor of the British Journal of Radiology. By way of example from the

evidence proving this:
i. He was awarded the OBE in 1994 for services to medicine.

ii. Mr Patrick Smith, a consultant urological surgeon, gave the GMC his
assessment of Dr Roylance as “the finest uro-radiologist in the land”.
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iii. Professor Rhys Davies, a former President of the Royal College of
Radiologists, testified at the GMC to Dr Roylance’s “national” reputation
in his specialty, and the “great distinction” with which he carried out the
editorship of the Journal.

v, Another former President, Dr Craig, spoke of the “high regard” in which
Dr Roylance was held at the College.

V. Dr Watt, a consultant radiologist at the BRI, described him as “a great
teacher, a brilliant radiologist, and a very honourable and straightforward
man”,

b. He has throughout his career been motivated by the best interests of patients and

the provision of the best possible care to them.

1. Mr Smith (mentioned above) said he “had nothing but the greatest
commitment to the professional care of... patients.”

11, Dr Watt (mentioned above) has said he “always put first the patient...”.

111. Dr IA Baker, one time District Medical Officer for Bristol, and
subsequently consultant in public health medicine in the area, told the
GMC that Dr Roylance “always acted with integrity and honesty in the
belief that he was serving the health care needs of the public in Bristol”.

iv. Dr Barley, one time clinical director and oncologist, said he found Dr
Roylance to be “completely honest, perceptive and always trying to
improve the care of patients within the Trust.”

C. He was well known for being a man of integrity; all the testimonials exhibited
indicate that, if such an obvious matter requires proof.

DR ROYLANCE THE WITNESS

3 The Inquiry will no doubt have formed its own impression of the personality of Dr
Roylance while he gave evidence. We would, however, sound two notes of caution with
respect to any impression he may have given of being defensive in some of his answers:
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a. At the time of giving evidence Dr Roylance had been retired for 4 years and
cannot be expected to have the same recollection of some of the finer points of
detail that he would have had at the time. While he and his advisers have been
accorded access to the Inquiry’s documentation, the very mass of it has been quite
beyond his or their resources to research exhaustively. In practice he has been
obliged to respond to documentation put to him on behalf of the Inquiry and
others from memory.

b. Before appearing at this Inquiry he had to undergo the ordeal, one might almost
say trial by ordeal, at the GMC. His experience there was bound to affect him.

In short through the passage of time the presentation of the man before the Inquiry is not
necessarily the same as his presentation at the time in question.

THE “BRISTOL CULTURE”

. There has been considerable focus on the “culture” of UBHT and investigation of the
concept of a “club” that people were either within or without (see later). In such a
context it is submitted that Dr Thorne’s evidence is particularly important, as she is
perhaps the only truly objective witness to Dr Roylance’s character and methods,
unencumbered by any feelings of having been either in or out of any “club”.

Dr Thorne spent an enormous amount of time with Dr Roylance, watching his interactions
with others over a number of years as a management academic and in the role of a process
consultant. Unlike most if not all other witnesses to the Inquiry, she is able to compare
Dr Roylance with many other senior managers in both the public and private sectors.

From her evidence it is submitted that the following points emerge with clarity:

a. He was wholly committed to supporting those who worked in UBHT to help them
succeed.

Her evidence in a letter to the GMC is reproduced at WIT 171/109-110.
“2. Dr John Roylance - the person

I have worked with many senior managers in the public and private sector and this coloured my initial view of Dr
Roylance. I spent quite a lot of time with him, talking to him, watching him work in a variety of settings with medical
students, former patients, doctors, managers and the public...
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Being a doctor was not a job or even a vocation, it was central to his existence and his personal identity. Many of his
personal and managerial values came from the medical concept of professionalism and professional behaviour. They
pervaded all of his relationships and framed his expectations and values. His unshakeable belief in professionalism - based
upon his medical training - was built upon seeing the best in people, trusting them to do the right thing, and a belief that
you got the best from anyone by giving them support to succeed, rather than criticism or blame for failure.

If people were decent then like professionals they learned from their mistakes and were 'self correcting' not requiring direct
control. Whereas most senior managers would ‘blame or criticise' their colleagues' mistakes, he invariably interpreted them

as 'his' failure to give them adequate support to succeed.

Understanding those personal values is critical in understanding his 'management philosophy' and the culture that he

fostered and encouraged in the Trust.”

b. Dr Roylance was a manager who was open to ideas and keen to learn from those
who might be able to help him realise his ambitions for UBHT. Dr Thorne’s
evidence, and her presence in the Trust for such a long period, shows that.

Dr Thorne, Day 35.18

“Q. What were the rules of engagement? What was your brief in terms of access to people?

A. John Roylance was very clear. He said to me, "You have access to everything. I have nothing to hide. If anybody
anyone says you cannot go anywhere you want to go, come and tell me". It was as basic as that. And I said to him
llGosh!ll'ﬂ

Dr Thorne, Day 35.14-15

“Q. What I am trying to find out is what Dr Roylance presented to you, if anything, in the mutual process in the interview.
What did he say he was doing? Why should he take the trouble to see you at that time?

A. Tthink it may be difficult for people to understand, but this in part exemplifies some of the things that I said about him
and that is that he does have an open-door type of policy, he does see people, but also he has an immense interest in
knowledge and development, and because I think he came from a teaching background, he was very interested because
he felt he would always describe himself as not a management person, and I think he was very keen to learn and to find
out some of the things that were kind of common and current in management, and I think he felt there was a kind of mutual
dialogue that we could have, whereby he could describe what he was trying to do, and I could reframe that into what was

managerial language, if you like.”

C. The culture was not one of “fear and blame”
The allegations made by Mrs Ferris [eg Day 27.80-81] that there was such a
culture are without foundation.
Dr Thorne, Day 35.99

“Q. Somebody who took a contrary view, who might be colloquially referred to as somebody who is "rocking the boat":
would that be seen as an indication that one was not a UBHT type of person?

A. No, because one of John Roylance's favourite things was actually turning the boat upside down, which is what caused
immense frustration and unhappiness for people.”
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Dr Thorne Day 35.106

“You asked me about, if there was a culture of fear and blame. My experience was that the culture was exactly trying to
avoid fear and blame and a lot of the work that I did, particularly with the management development group, was to
encourage them to actually be more open and honest about any mistakes that they made.

Q. I understand it was not the object to create that culture of fear and blame; that would be perhaps slightly odd. What

I am driving at is whether or not —
A. No, some places actually thrive on it. It drives people.
Q. What I am driving at is whether or not this view, which is Mrs Ferris's view, was a view you heard from other people

you spoke to at the Trust?

A. No, I can be quite clear about that: not in my experience.

Q. So this view of the culture of the Trust is not one that you recognised from elsewhere?

A. No. It could be quite a fun place, actually.

Q. Mrs Ferris said there was a type of culture where people did not want to report things and not to address them because
they were frightened of the response that it might bring. Again, is that something that was said to you or reflected to you?

A. No. I mean, actually sometimes it was quite the reverse.”

On this point there 1s no significant evidence from those working in UBHT to
support Mrs Ferris’ assertions. Mrs Fiona Thomas, who was not uncritical, did
not adopt Mrs Ferris’ observation, but pointed out that:

“you had to know who to go and speak to, to have your views heard.” [Day 32.83]

Mr McKinlay disputed that Mrs Ferris, as she had claimed, had ever approached
him to complain about a culture of fear and blame as opposed to the need to
improve the cardiac services. [Day 76.53-54]

d. Culture of openness
However the “culture” can be described it did not discourage discussion or
approaches to senior management. The Executives were generally very loyal to
Dr Roylance - his managerial style was to be supportive and coaching rather than
to criticise or blame. See “Open door” section in next paragraph.

ROYLANCE MANAGEMENT METHOD

6. Dr Roylance was the leader of the Bristol Hospitals for slightly more than 10 years, at a
time when the NHS was going through enormous changes, both structural and cultural.
It 1s submitted that the evidence shows that Dr Roylance was, first and foremost, utterly
dedicated to the care and best interests of patients. It is further submitted that the vast
majority of the evidence shows him to have been a committed and supportive manager,
aiming to encourage everyone with whom he worked to take on challenges and to perform
to the best of their ability.
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a. Management objective
Dr Roylance was appointed with the dual responsibilities of:-
1. establishing the general management function, as recommended in the
Griffiths Report (1.e. doing away with separate management structures for
each of the professions);

1i. keeping within budget.

b. The means
One of the Griffiths recommendations was that decisions should be devolved as
close to the bedside as possible, a philosophy with which Dr Roylance agreed and
which he tried to implement from the start.

Dr Roylance, Day 24.9.10-10.11

“Soin 1985, being appointed the first District General Manager, I had two primary responsibilities; there were others,
but the two primary responsibilities were to introduce the general management function, by which I mean getting rid of
functional management, nurses being managed by nurses, physiotherapists by physiotherapists, administrators by

administrators...

In introducing the general management function, it was expressly required to delegate operational management decisions

as near to the bedside as possible.

...In addition to introducing the general management function, it had the very real task of redressing the overspending and
ensuring that the health district provided the best possible care from within the finite resources allocated to it.”

Dr Roylance WIT 108/18

"In practice, it was by delegating the total budget to the operational level with as much freedom as possible to use the
resources to provide the maximum good for the maximum number, that a rational provision of health care was achieved."

See also Dr Roylance, WIT 108/118, para 3

Dr Roylance considered that doctors, as professionals, were self-correcting, that
is, they monitored their performance and took action to improve it where
necessary. Allied to this was his belief that doctors were the only people who
could monitor their performance - a manager could not. This was the prevalent

view in the years the subject of this Inquiry (see Dr Joffe WIT 97/155 (ii))

“As was the case in the NHS throughout the rest of the country during the period 1984 to 1995, we did
not monitor professional competence of individual clinicians. It was usually left to each consultant to
ensure that s’he maintained his knowledge base and practical dexterity, where necessary. In my own
case, this was achieved by a combination of attending national and international conferences, reading
current medical literature, and discussions with colleagues within the unit and further afield.”

Unlike many senior managers in the Health Service, Dr Roylance did not consider
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it acceptable to overspend in order to fund needed developments in services. All
services had to be provided from the resources available and Clinical Directors
were therefore responsible for the delivery of services in their Directorates within
the resources for which they had negotiated. It is submitted that this attitude is
beyond reproach - a senior manager in a public service cannot be criticised for
refusing to allow overspending, notwithstanding that many other senior managers
in the health service at that time were unable to control spending. It is, however,
understandable that such an approach exposes the manager to the frustrations of
any clinicians who are committed to the care of patients regardless of cost.

C. Style of management and values
1. Dr Roylance’s approach to management was one that he described as
“aggressive trust”, that is, he trusted people to do their jobs to the best of
their ability.

Ms Salmon, WIT 109/14:

“Dr Roylance had a very personal view concerning how the service should be run: a very devolved structure giving away
control at the centre to the periphery. He called his management style “management by values”, which meant, he said,
that he trusted people because they were trustworthy and committed professional people.”

ii. He did not believe that a system of checking up on people led to greater
effectiveness and, indeed, considered that such a style of management
tended to result in people hiding their problems, leading to disaster, rather
than bringing them out into the open where they could be addressed. Dr
Roylance encouraged people to come to him with problems, whether
actual or anticipated, rather than waiting until things had got out of

control.

Dr Roylance Day 25.154-155

“I actually not only dealt with problems, I spent a great deal of time trying to make sure problems did not arise. I
encouraged people to tell me of issues before they were problems so we could resolve them. I used to say, "Please do not
tell me when you have drowned, tell me when you fell in the river. Preferably, tell me when you are on the bank and think
you might slip".

Q. Tell me how you do it.
A. Youindulge in what a lot of people now call "counselling”. You do it by asking questions, by throwing in information,
until the solution emerges. You make sure that the solution is suggested and owned by the Manager.”

ii. Dr Roylance believed that individuals should be encouraged and assisted
to deal with matters for themselves, to make their own decisions and to
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