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proposal selectively to de-designate Bristol on the grounds of poor
performances;

All consultant appointments were approved.

Others understood the Royal College of Surgeons to be in a pivotal position to
know whether acceptable standards were being maintained: for example

Dr Halliday [Day 13.1-4]. In a sense it does not matter whether he was
right or wrong (Sir Terence demurred somewhat from the suggestion

[17.36]);

Dr Doyle, who suggested to Dr Bolsin that he approach a senior figure in
the College [Day 67.29];

Dr Zorab, in writing his letter to Sir Terence [RSC 2/188; 127-130]: Sir
Terence stated that such letters were rare events but had led to the setting
up of inquiries by the College, albeit at the request of local management

(presumably after being alerted to the problem, if necessary by the
College);

Dr Bolsin thought the Royal College had a role to play, and that he had
alerted them through Dr Zorab [Day 82.7] .

In retrospect it is a matter for regret that Sir Terence English, having been made
aware of concerns by Dr Zorab and or what he described as “disturbingly” high
mortality [Day 17.5], the combined resources of the Royal College and the
Department of Health, via the Supra-regional Advisory Committee did not make
the management of BRI aware of this.

Royal College of Anaesthetists

The President of this College for at least part of the material period was Professor
Prys-Roberts, who claims to have raised concerns with Dr Roylance (as to which
see the “concerns” section of these submissions). He accepted, at least implicitly
[Day 94.44] that the College might intervene if given cause to do so. That the
College did not do so, in spite of the Professor’s presidency, could be taken as
some evidence that there was not thought to be a serious problem which was not

being attended to.
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British Paediatric Association

Protessor Baum asserted that the British Paediatric Association “was exerting
considerable influence at least upon the ethos of the quality of clinical practice”
even before the birth of the Royal College of Paediatrics and Child Health [Day
18.20]. It is clear, therefore, that the Association might have been expected to
play some pro-active role, if concerns had been drawn to the attention of its
officers. The explanation for this not occurring is simple. Even Professor Baum,
working in Bristol, was unaware that there were such concerns. His
understanding of the situation was merely that: “My memory of that was not
things are disastrous but that we would be able to do things more efficiently and
better.” [Day 18.83] This view may be thought to accord entirely with that held
by Dr Roylance.

Regional Health Authority

Following the letter from Mr Wilson (SWRHA) UBHT 38/411 repeating “Some
DHA'’s are dissatisfied with the service from Bristol on both cost and quality
grounds ...” in January 1992, Dr Roylance wrote back to him asking specifically
whether these were outcome concerns, and, if so, explaining the professional
mechanisms that he would activate to sort it out [UBHT 38/407].

Department of Health

As already pointed out, the correspondence with Dr Doyle indicated an apparent
approval of the steps being taken, but also the Department’s willingness to take
action if it was dissatisfied.

Information not shared with Roylance

A significant quantity of information on which the position may be better judged

was available to others but not Dr Roylance or the Board:

i. Bolsin data
This was deliberate on the part of Dr Bolsin. He would hardly have
informed the Chief Executive of the data if he was not prepared to inform
the Medical Director.

ii. Welsh concerns
The letter from Professor Henderson to Dr Crompton [WO 1/4] was not
seen by Dr Roylance [Day 88.45.20].

Dr Roylance has no memory of seeing or being told about the programme
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on Welsh TV denigrating Bristol paediatric cardiac surgery [Day 88.51].
If he had been told, he is sure he would remember it now.

1. Doyle/Bolsin meeting

1v. Wisheart AVSD concerns
Although it i1s now clear that Mr Wisheart was in 1994 carefully
considering his AVSD results and the causes for the high mortality in that
series, he did not tell Dr Roylance.

V. Anaesthetists’ letter of June 1994
If Dr Roylance had seen the letter he would have spoken to Mr Wisheart
about it, and probably Dr Joffe, because it was clearly a professional
problem. He would have been anxious to know the background [Day

88.32.13-33.17].

There is no copy signed by all six anaesthetists. It would be very
surprising if Dr Bolsin, who drafted it and persuaded everyone to sign it,
had lost or not taken a copy, as well as Dr Monk losing his. It is much
more likely that all of the anaesthetists having signed copies of the
document, it gave Dr Monk the mandate to speak to the surgeons about
it, which 1s what had always been intended (see Dr Bolsin, Day 83.74.5-10
and GMC Day 7.40F; Dr Prynn, GMC Day 12.36C; Dr Baskett, GMC
Day 16.4G-5A).

Indeed, at the GMC, Mr Dhasmana gave evidence that Dr Monk had
spoken to him about the arterial switch programme in the first week of
July 1994, indicating the concern of five named anaesthetists and asking
him for the results of the switch programme, which Mr Dhasmana gave
him.

(see Mr Dhasmana, GMC Day 44.76-77).

“he said, "Janardan, I am very sorry to put it to you, but over the last two cases there have been some unhappiness amongst

my anaesthetic colleagues.” I said, "I am not clear what you are saying, Chris." Then he explained to me that his

anaesthetic colleagues and he named them...

Q Let us have the names, please.

A He said Dr Prynn, Dr Davies, Dr Underwood, Dr Masey — I do not think he mentioned Dr Baskett at that time -- and
Dr Bolsin had met me and expressed their concern about the arterial switch programme, and I said, "Chris, [ am very
surprised you mentioned Dr Underwood and Dr Masey because they have been with me all the time in the programme."
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He said, "Ah, let me finish, they were really supportive but they were part of the group and therefore I mentioned all the
names." Isaid, "All right, then go on." He said, "They think you should not be doing any more arterial switches." 1 said,
"I am quite surprised because, in a way, we have been talking about it. As you know, we had already stopped the neonatal
switch programme in October and Dr Underwood and Dr Masey have been with me, they know it all very well and they

have helped me with the last two cases, so I am quite surprised."

Then we went into a little bit more detail which he knew already anyway but I went through again with him saying, "The
neonatal switch, as you know, unfortunately, in spite of my going twice to Birmingham, did not come out as I expected,
so that was stopped in October. I have had no problems with the older switches and, as you know, 1988/89 was my
problem period and, as we all know, in new cases we have a learning curve and I feel that the learning curve had finished
in 1989 and, since then, I have only had one death until Ryan Walker, so that makes 2 out of 14", Max Johnson was still
in ITU so I did not at that time include him. He said, "All right, can you give me a list of the patients so that I can talk
to my colleagues and take it further but, one thing for certain, you will not be doing any more arterial switches unless we
can come to an agreement and agree to support you or help you with arterial switches in the future, so that is what he really
said. I'said, "OK." I'had listed in a very rough manner and I said, "Let me make a copy of this", this was still in my hand,

"and I will give it to you."

Either the next day or within the next day ortwo, I gave him a list of patients, non-neonatal patients, operated on from 1990
until the Max Johnson time. I did tell him, "I will be grateful if you will look after this list, please.” In view of my
previous experience with leaks to Private Eye, I did tell him, "I would be grateful if you would look after this list" and that

is where it was.”

There was therefore no need for Dr Monk to ask Dr Roylance for help, as
the figures which had been asked for were readily provided by Mr
Dhasmana.

\%8 The existence of conflicting opinions on the Bolsin data
Dr Roylance [WIT 108/127] says that if (at the meeting with Dr Monk and
Professor Angelini) there had been discussion of figures or of conflicting
opinions within the unit he would have advised them that it was a clinical
issue for the clinicians to resolve.

AFTERMATH
14. a. Inquiry

1. Decision to hold
Dr Roylance is not sure, but believes the decision was made between the
case conference and the operation on Joshua Loveday [Day 88.21.6].

The reason for the review was that the case conference had reached a
different decision from others (Professor Angelini, presumably) who
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thought that it should not go ahead. There was therefore a conflict of
professional advice that needed to be resolved [Day 89.67].

Dr Doyle recorded in a memo dated 16.1.95 from to Drs Winyard and
Scally, DOH 1/10, that “Dr Roylance assures me that he is setting up an
immediate internal inquiry to establish the facts followed by an
independent inquiry using outside experts (cardiothoracic surgeons).”
This suggests clearly that Dr Roylance did not need to be persuaded of the
need for an inquiry.

Arrangements/appointment of panel etc

Mr Wisheart telephoned and then wrote to Mr de Leval [de Leval, Day
60.4], and wrote to Dr Hunter.

Dr Roylance wanted the review to tell him what to do until Mr Pawade
arrived, and whether they had done the right things in appointing a new
surgeon and arranging the consolidation of the service on one site [Day
89.75]. He wanted them to be completely frank and blunt if necessary, so
he told them that the report would be confidential to him [WIT 108/130].

There was no question of de Leval or Hunter being biassed by anything
they were told in advance of the inquiry or gaining the impression that
anything said to them by Dr Roylance was less than impartial in

connection with Dr Bolsin.
[Mr de Leval, Day 60.23.6-9]

“Q. To put it crudely, Professor de Leval, can you remember any anti-Dr Bolsin "spin", as
it were, on anything that Dr Roylance said to you?
A. I do not think so. No, I do not recollect any comment.”

[Dr Hunter, Day 60.130.3-21]

“Q. Because Dr Bolsin may say that the impression he got, having met with you at a later
stage, was that you might have been given information by Dr Roylance which would have
set you against Dr Bolsin, or in some way influenced or biased your judgment on the events
that Dr Bolsin was recounting to you?

A. He may well say that and he may well feel that, but I did not feel that that was the case.
I think we tried to be as impartial and as open as we could be with everybody that we spoke
to. Dr Bolsin was amongst them. He had a long session with us, and he presented us with
his surgical data.

Q. But the point that he is making is not solely in relation to you, Dr Hunter; he is suggesting
that the presentation by Dr Roylance in particular may have been less than impartial. Is that
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an impression that you took away from the meeting?
A. No, certainly not.”

111. Report: amendment, dissemination

When Dr Roylance learned that the report was to be made public he told
Mr de Leval this, because it had previously been understood between
himself and the investigators that it would be confidential [Day 89.82-83].

Dr Roylance had no objection to the fact of and results of the independent
review being in the public domain [Day 89.111-112]. He agreed that the
matter should be debated properly [UBHT 332/2]. There were concerns
that there were factual errors in the report and that it might be defamatory
as it stood. The advice from Osborne Clark was that the authors should
be told it was going to have wider circulation [UBHT 332/3]. The report
simply had not been prepared by its authors with publication in mind.

b. Dr Bolsin
i. Counselling/mediation

This came about because the two paediatric cardiac surgeons didn’t want to work with
Dr Bolsin any more and Dr Roylance tried to assist in bringing about a reconciliation by
setting up the counselling.

il. Helicopters

The analogy of the helicopters was not used as a threat, but rather as a way of conveying
concerned advice from a senior manager to a younger doctor (see WIT 80/18, paragraph
beginning “At the time that I saw Dr Bolsin ...””). In essence, the Chairman of the Trust
was in discussions with the BBC about the proposed content of the programme that was
being made and Dr Roylance was concerned that Mr McKinlay might feel undermined if
Dr Bolsin were to become involved in the programme personally [Day 89.96-98.3].

Dr Roylance repeated the conversation to Dr Coates in the hope that he would be able
similarly to influence Dr Bolsin in his best interests [Day 89.93]. It is submitted that it is
inconceivable that if Dr Roylance had intended to threaten Dr Bolsin he would have
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explicitly telephoned the BMA representative to repeat it.

Furthermore, Dr Bolsin described speaking to Dr Roylance for advice about the Daily
Telegraph article, in early April 1995, shortly after the conversation in which the analogy
with the aerospace industry had been drawn. According to Dr Bolsin, when he explained
how it was that the Daily Telegraph was attributing its story to him, Dr Roylance said:

“I am happy with your explanation, do not worry about it", sort of thing. "Yes, it is a difficulty but we can deal

withit."” [Day 83.141.9-11]. Itisinconceivable that Dr Roylance would have “threatened”
Dr Bolsin in relation to his proposed appearance on television but would be supportive
and understanding about a newspaper article, attributed to Dr Bolsin, which was written

in very dramatic and scathing terms.
1il. Contract

It has been suggested that Dr Roylance, with Mr Wisheart, considered sacking or
suspending Dr Bolsin. Mr Wisheart said [WIT 105/53]:

“I do not recall such a conversation. I am certain that at no point was | part of a discussion about the dismissal
of Dr Bolsin. It is possible that, in April or May 1995, it was included in a theoretical list of options as to how
we would respond to what appeared to be Dr Bolsin’s actions. It was never seriously considered in my presence

7

Dr Monk agreed that Mr Wisheart’s account was “quite appropriate” [Day 73.33.20],
said that it may have been “a brainstorming of ideas of ways forward” and said that Dr
Roylance had, by the end of the meeting, accepted his, Dr Monk’s, view that Dr Bolsin

should not be sacked [Day 73.34.3-9].

Dr Roylance denied that he had ever considered the possibility (Day 89.99.1-100.5) and
made clear that anyone who suggested to Dr Bolsin that this position was in jeopardy did
not do so with his or the Trust’s authority.

Where, even on Dr Monk’s account, the suspension or sacking of Dr Bolsin did not exist
as a real possibility by the end of the meeting between himself, Dr Roylance and Mr
Wisheart, it may be thought to have been singularly unfortunate that he gave Dr Bolsin

the opposite impression.

CONCLUSION
15.  Clearly the style of management adopted by Dr Roylance carried a risk that collectively
the professionals with clinical responsibility in the Trust would fail to detect sub standard
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practice and address the issued raised thereby to avoid harm occurring to patients. In
view of the wide range of professionals who might have been expected to take such action
were it necessary it was understandable that senior management would have felt it was
safe to rely on them. There were perceived to be clear benefits in the delegation of as
much of the decision-making and management process as possible to as near the bed-side
as possible, and in seeking to avoid the very culture of fear and blame it is ironically
alleged actually existed.

It should not be assumed that the new style of clinical governance, which was in any event
unavailable to Dr Roylance during the period in question, is free fromrisk. Clinicians may
be fearful of undertaking necessary but difficult treatment which has an uncertain
outcome. The perils of defensive medicine said to be promoted by the fear of litigation
may be multiplied by a fear of loss of employment or disciplinary sanction. Managers
without medical training will always be at a disadvantage in understanding difficult clinical
issues, and there are potentially grave dangers to patients if such managers are encouraged
to take decisions which should be taken by doctors. It is one of Dr Roylance’s anxieties
that so far as possible this Inquiry should seek to avoid that risk.

There are further risks attached to hierarchical management, which Dr Roylance ought to
avoid, in that such a structure may inhibit the very flow of information that the facts of this
tragic case show is so necessary.

Finally, it may be thought that much of the difficulty which clearly bedevilled the
management of paediatric cardiac services in Bristol was due to very real personality
difficulties which were allowed to get in the way of open and constructive communication.
It is suggested that the concerted pursuit for such a length of time of an audit kept secret
from the treating surgeons and all but one of the treating cardiologists was bound to
create professional and personal tensions which would be very difficult to resolve. Itis
to be hoped that such circumstances are highly unlikely to occur again, but it may be
doubted whether any system of management can always be expected to prevent or detect
and address this type of difficulty.

21% January 2000

ROBERT FRANCIS QC

DEBRA POWELL
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Annex 1

GMC Testimonial letters of:

Dr Ian Baker

Dr Gabriel Laszlo
Professor Rhys Davies
Dr Barley

Mr Roberts, surgeon
Dr Norman

Professor McCall

Dr Roberts, radiologist
Dr Virjee

Mr Smith

Professor Evans

Transcripts of GMC evidence of:

Mr Smith, Day 52.52G-55D
Dr Laszlo Day 56.2C-3D

Mrs Maisey, Day 56.53B-55B
Professor Rhys Davies, Day 55.86B-89C

Dr Craig, Day 57.88B-90H
Dr Watt, Day 57.91F-95C

Annex 2
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Expert report to the GMC of Mr Cooper, Chief Executive of the Hammersmith Hospitals NHS

Trust
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12%® June 1998.

To Whom It May Concern
Dr John Roylance

{ have worked with Dr John Roylance since 1982. In 1984 I became District Medical
Officer in the former Bristol and Weston Health Authority. Dr Roylance became the
Consultant member of the District Management Team and subsequently District General
Manager. With the creation of the United Bristo] Healthcare Trust in 1992 Dr Roylance
became Chief Executive and ] was employed with Bristol apd District and then its
successor, Avon Health Authority, as a Consultant in Public Health Medicine. Some of
my responsibilities in advising on the commissioning of health services related to UBHT

and involved continuing contact with Dr Roylance.

Dr Roylance has always exhibited a decp pride in health services, teaching and research
provided by the medical school of Bristol and the associated hospital services. His vision
motivated him to set up the United Bristol Healthcare NHS Trustas a first wave Trust in
the reforms of the early 1990’s. He was a much respected leader of medical affairs in
Bristol and he gave staff entering the new Trust great confidence and reassurance in their
new venture. e was determined that the advantages which could accrue to clinical
services in Bristol through the health care reforms were fully realised.

This longstanding respect and his many years of seniority in Bristol put him in a very
paternal position to staff of all backgrounds. He made himself available readily to staff
who sought advice or who had problems with the result that he commanded great loyalty.
He sought to allow clinicians the freedom 1o practice responsibly within the plans and
programmes set by the Department of Health, the Health Authority and later the Trust.
He ensured that these plans were implemented with the full consultation with stake
holders, and supported fellow officers like mysclf in the implementation processes.

] am pleased to testify to his motives and practise which were to allow professionals of
all backgrounds to manifest their expertise singularly and collectively, within agreed
plans and programmes, as the best pathway towards optimal health care. 1 believe he
always acted with integrity and honesty in the belief that he was serving the health care
needs of the public in Bristol.

Yours faithfully

K

Dr LA. Baker MSc., FRCP., FFPHM.







