31.

32.

SUB 0008 0021

“I met with all the clinicians involved in this, and every single clinician
| met in the designated units and the non-designated units would
endorse what is in the minute, that we only need 6 or 7 units. It is the
usual thing: "As long as it is not my unit that is closed”. So everyone |
spoke to endorsed our policy whole-heartedly: "As long as it is not my

unit". They did not say that, but that was the connotation”.

In neonatal infant cardiac surgery there were ten units designated and at least
three other non-designated units. Some of the designated units such as
Bristol were doing less surgery than some of the non-designated units. In his
evidence Dr Halliday explained that this is the level at which de-designation of

the service becomes clearly indicated.

The evidence shows that the SRSAG addressed this issue from 1987 onwards
with the secretariat taking the view that unless the designated units could build
up their caseload and the undesignated units stopped these operations, then
the best course would be to de-designate the entire service. The Royal
Colleges and their representative on the SRSAG took the position that
designation should continue and hoped that referral patterns would alter. Dr
Halliday in an effort to resolve this dilemma commissioned two formal reports
on Neonatal Infant Cardiac surgery. The first in 1989 from the Society of
Cardiothoracic Surgeons (DOH 0002 0223-0237) and the second in 1992 from
the Royal College of Surgeons (DOH 0002 0112-0124). The decision to de-

designate this service was take in 1992 but funding was continued until 31°"
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March 1994 to enable alternative funding routes to be developed by the units

concerned.

The Expressions of Concern

The Inquiry has explored when concerns were first expressed about surgical
outcomes for paediatric cardiac surgery at Bristol and when these concerns

first became known to the Department of Health or the RHA.

Professor Henderson’s concerns

In his evidence, Professor Crompton (the then CMO for Wales) stated that he
relayed the views of Professor Henderson, a surgeon working in Wales, about
the poor outcomes to Dr Halliday in an un-minuted meeting as early as 1987.
Dr Halliday has confirmed his recollection of the meeting, but did not take from
the conversation any sense that there was a significant, substantiated
problem, supported by data on which he could or should take any action.
Professor Crompton and Dr Halliday (WIT 0049 0027 para 74) have both
explained in their evidence that Professor Henderson’s opinion was at
variance with other views which they had heard from other paediatricians and
doctors in England and Wales. Dr Halliday referring to Dr Henderson's views
(Oral evidence, Day 89, 7" December 1999, page 124 lines 11-23) said:

“.... the only concerns | had heard about Bristol was that the referral

rates were low and there was a reluctance of clinicians to refer -

apparently there was a reluctance of clinicians to refer to Bristol. | was
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never able to ascertain why that was so. No one ever questioned the
outcome in Bristol; no one was questioning the clinical standards there.
All of the reports we had had, and we had had many of them, not only
reports but reports of visits, all gave Bristol a clean bill of health and
then we have one individual who the only evidence | get is that he

alleges it is at the bottom of a league table and no detail is provided”.
Allegations in Private Eye

35. Allegations about poor outcomes at Bristol were made in Private Eye
magazine in May 1992, July 1992 and October 1992. In his oral evidence Sir
Kenneth Calman confirmed that he was a regular reader of “MD"s column in
Private Eye, but is uncertain whether he read the relevant paragraphs on
Bristol. He was unaware at the time that “MD” was Dr Philip Hammond, who
he had met on a number of occasions, and was surprised to learn this shortly

before he gave his oral evidence.

36. However, he was clear that the language, context and detail of the article did
not lead to him picking up on the issue, even if he did read it. Sir Kehneth did
however make the further comment that had Dr Hammond come to him with
the information which was in his possession at that time then he wouid
certainly have taken follow-up action. Sir Kenneth Calman said (Oral
evidence, Day 66, 20" October 1999, page 0086 lines 3-8):

“I was reading Private Eye for lots of different reasons, not

necessarily to pick up this. |think part of the problem behind this is that
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if Dr Hammond had that kind of information, it would have been helpful
to have had that. Certainly, | do not think he contacted me with

that information”.

Private Eye was not on the cuttings service supplied to Departmental officials
and none of the other withesses employed by the Department recall reading
the article. Catherine Hawkins recalled seeing the 3™ July article and believed
that Alistair Mason the RMO was going to follow-up the article. He made
inquiries of colleagues but was reassured by them that they were unaware that
clinical performance in paediatric cardiac surgery was poor. He reported
accordingly to Ms Hawkins. She has commented that Private Eye was not
known for its accuracy (Oral evidence, Day 56, 4" October 1999, page 0112

line 18-19).

In summary, it appears from their evidence that the witnesses from the
Department and RHA were unlikely to read Private Eye, or even if they did
were not pre-disposed to accept its accuracy as a basis for serious action. Sir
Kenneth Calman for example drew attention to statistics in one of the articles
comparing Liverpool and Bristol which were incomplete and did not make

Sense.

If the intention of the author and source of the material was to bring it to the
attention of the Department of Health through this avenue, it was a serious
misjudgement, particularly since Dr Hammond was himself a doctor in the

NHS.
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Information from Sir Terence English to Dr Norman Halliday

40. The evidence to the Inquiry from Sir Terence English is that in July 1992,
following a Ietter from Professor Zorab he reviewed mortality data attached to
the report prepared by the Royal Colleges of Surgeons Working Party for the
Supra Regional Services Advisory Group. He states that he then phoned Dr
Norman Halliday, medical secretary of the SRSAG and informed him of his

concerns about the high mortality at Bristol, but not the letter from Dr Zorab.

41. Dr Halliday in his own evidence makes clear that he believes Sir Terence is
mistaken. He is adamant that Sir Terence referred only to concerns about
Bristol which Dr Halliday took to be a reference to the low volume of work
being undertaken by the Bristol unit. The low volume issue having been a
concern about Bristol for at least the past four years. Dr Halliday at (Oral
evidence, Day 89, 7" December 1999, pages 156 and 157) describes his
telephone conversation with Sir Terence English, and says (page 157 lines 8-
10):

“HHe did not offer an explanation of his concerns and | assumed his
concerns were the usual ones, that is that the referral rate and the

throughput was low”.
42. |t follows from Dr Halliday’s evidence that if high mortality was not mentioned

by Sir Terence then Dr Halliday could not relay concerns about high mortality

to the SRSAG or take any other action. Dr Halliday has stated that had he
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been told of concerns about high mortality he would most certainly have
brought them to the attention of the SRSAG, sought views from the Royal
College of Surgeons and taken other appropriate actions (WIT 0049 0020

para 43 to 0021 para 48).

Dr Halliday was a senior doctor in the Department of Health and it is
inconceivable that he would not have acted on information from the President
of the Royal College of Surgeons about high mortality. In his evidence Dr
Halliday has frequently detailed the regard and weight which he attached to
opinions and information from the Royal Colleges. He would not on this

occasion have ignored it.

Although the evidence of Sir Terence and Dr Halliday is contradictory on the
contents of the phone call, it is worth noting that Sir Terence was invited to
attend the September 1992 meeting of the SRSAG by special arrangement
between Dr Halliday and the new President of' the Royal College of Surgeons,
Dr Norman Browse (Dr Halliday at WIT 0049 0013 para 15). However, it is a
matter of record and greatly to be regretted, that as he himself has said, Sir
Terence did not take the opportunity either at the September 1992 meeting of
the SRSAG or in a letter to Sir Michael Carlisle to put his concerns about the
high mortality at Bristol in writing (Sir Terence English at Oral evidence, Day
18, 17" May 1999, page 174 line 24, to page 175 line 4). By not doing so,
the issue remained unknown to the Department until it was raised by Dr Bolsin

with Dr Ashwell in late 1993 and with Dr Doyle in 1994.
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Influence of Sir Terence’s evidence on other witnesses

It needs to be noted that Sir Terence had previously explained his version of
the phone call to Dr Halliday on the Panorama programme. Several witnesses
to the Inquiry, including Catherine Hawkins, had clearly seen this programme
and believed it to show that the Department had been aware of concerns
about high mortality at Bristol since 1992. In their own evidence they
responded as if this was factually accurate and were naturally aggrieved. The
Inquiry will be able to discern where witnesses were drawing from hearsay

rather than their own knowledge in this regard.
Information from Dr Steve Bolsin to Dr Jane Ashwell

In her evidence Dr Ashwell detailed a meeting she attended in December
1993 at the Royal College of Anaesthetists. Dr Bolsin told her that he had
concerns about the outcome of paediatric cardiac surgery at Bristol and she
understood that he was seeking advice on what steps he should take locally to
address the situation. He did not produce any data nor detail his concerns. Dr
Ashwell raised the issue with the clinical director of the BRI, Professor
Farndon without mentioning Dr Bolsin by name. Dr Bolsin replied on 10"
February, thanking Dr Ashwell in a letter (UBHT 0061 0270) which indicated

the matter had been satisfactorily resolved.
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47.  Dr Ashwell took no wider action because Dr Bolsin had indicated to her that he
had already taken his concerns to senior colleagues and the Royal College.
She had not heard any concerns from other sources either in the Department
or publicly. She was also completely reassured by Dr Bolsin's letter of thanks.
Nevertheless Dr Ashwell is quite clear that had Dr Bolsin told her he had
continuing concerns she would have taken the matter further. Dr Ashwell
stated (Oral evidence, Day 67, 21°' October 1999, page 178 lines 7-12):

“T'he process | went through was the one | thought proper, which was to
consult Professor Farndon. If | had had an indication that no action had
been taken as a result of that discussion, at that point | would have
taken it further’.
Dr Ashwell also said (Oral evidence, Day 67, 21°' October 1999, page 185
lines 6-10):
. “I think if he had come back to me either in writing or verbally, and said
that he was aware | had raised it with Professor Farndon as a Clinical
Director, and that no management steps had been taken to address the

issue, then | would certainly have taken it further”.
Information from Dr Steve Bolsin to Dr Peter Doyle

48. In his evidence Dr Doyle explained that following a meeting at Bristol in July
1994, Dr Bolsin told him of his concerns about high mortality and gave him an
envelope containing data. Dr Doyle did not examine the contents of the
envelope, but wrote swiftly to Professor Angelini 21 July 1994 (UBHT 0052

0287) asking for reassurance that the problem was being resolved. Dr Doyle

3011995bristol langland summing up2c¢




49.

50.

SUB 0008 0029

wrote to Professor Angelini because he had just met him at the meeting and
assessed that because he was Professor of Cardiac Surgery he carried
influence in these matters at the Bristol Royal Infirmary. In his reply (DOH
0001 0012) copied to Dr Roylance, Professor Angelini admitted that there had
been audit results which indicated a greater than expected mortality for a
particular surgical procedure, however he went on to explain that a new
consuitant was being sought and that plans were afoot to move all paediatric
facilities into the Children’'s Hospital in Bristol. It was his belief that these two
measures would resolve the concerns. In a letter of 12" September (DOH
0001 0014), these reassurances were repeated by Dr Roylance, Chief
Executive of the UBHT in a letter to Dr Doyle. In his reply of 20" September
(DOH 0001 0007) Dr Doyle said he was very relieved to hear the changes that

had been planned.

In his evidence, Dr Doyle has said that on the 11" January 1995 he was
contacted by Dr Bolsin who informed him that an 18 month-old child had been
listed for a ‘switch’ operation the next day. Dr Doyle phoned Dr Roylance and
suggested the operation should not go ahead, but Dr Roylance told him that
he would be guided by his Medical Director, James Wisheart, who was holding
a case conference with all the clinicians concerned to discuss the way forward.
The operation went ahead. After the death of Joshua Loveday, Dr Doyle

contacted Dr Roylance about the necessity for an Inquiry into the events.

From his evidence it is clear that Dr Doyle acted swiftly and directly in July

1994 to get further information about the allegations of high mortality. The
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replies he received from Professor Angelini and Dr Roylance were

unequivocal and reassuring. Referring to Professor Angelini's letter, Dr Doyle

explained (Oral evidence, Day 67, 21> October 1999, page 67 lines 12-22):
“‘What he said was that there had been audits carried out, so that
suggested they had repeated, it was not just one Bolsin audit but
several audits and that they had identified as a result of the audits at
least one problem. In other words, they had taken definitive action to
confirm whether or not there was any basis in the allegations. They
had determined there was some basis and they were now taking action
to resolve it. Generally in the sort of work I do, that second paragraph
would be extremely reassuring’.

Dr Doyle later said (Oral evidence, Day 67, 21°' October 1999, page 69

lines 15-24).
“The fact he has copied that letter to me also to Professor Vann Jones,
who | assume is the head of cardiology, | do not know because | did not
know anything about him at the time, and also to the Chief
Executive of the Trust, suggests to me that the Trust, and all required
persons to take appropriate management action to resolve the problem,
are all included. So if one was ever asking for reassurance that by

now the Trust had grasped the nettle, there was adequate in this letter”.

51. Expressions of concern to Catherine Hawkins
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In her evidence about her time as Regional General Manager of South West
Regional Health Authority, Catherine Hawkins is clear that at no time did she

hear any concerns about paediatric cardiac surgery in Bristol.
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Concerns — Summary

Allegations of a “cover-up”

52. Allegations have been made at various times and in various places that the
Department of Health had long standing knowledge of concerns about high
mortality in paediatric cardiac surgery at Bristol. There have been allegations
of a “cover-up”. The evidence from the Departmental and RHA officials clearly
shows that this is not so. At no time before July 1995 did officials have the
facts that would have alerted them to the concerns. It is a matter of very great
regret that those who had information did not see fit to document their
concerns and bring them to the Department. It is absolutely clear from the
officials testimony that there were very many avenues through which the
Department could have been informed and many ways in which the concerns

could have been addressed if only the Department had been alerted.

No knowledge of concerns by Health Ministers

53. Evidence has been provided (JDW 0003 0135), of a letter written from a
Bristol parent to the then Secretary of State, Virginia Bottomley on 24" May
1992. However, Dr Moore (in a statement submitted on 30 November
1999), has explained that such correspondence was dealt with by Department
of Health officials who routinely referred it back to the relevant NHS Trust. In
this case it was referred to Dr Roylance, who, in a follow up letter (JDW 0007

0121) explained that he had reassured the parents. Ministers or senior
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officials did not see the correspondence. It has further been suggested that
local Bristol MPs raised concerns about paediatric cardiac surgery with Health
Ministers through Parliamentary Questions. The Hansard Record for the
Parliamentary sessions from 1988/89 to 1994/95 shows no evidence of such
questions. The first Parliamentary Questions on the subject appear in 1995

once the concerns were more widely known.

The Use of Hospital Episode Statistics

Richard Willmer explained in his evidence (WIT 0189 0001-0019) that the
Hospital Episode Statistics (HES) system is used for a wide range of purposes
including resource procurement and allocation, accountability to Parliament,
specific policy initiatives, and indicators of efficiency and effectiveness. The
Department also provides analyses to the NHS, research organisations and
others to help in the management and evaluation of health care services. The
timeliness, quality and general utility of HES has improved during the 1990s.
Its use has expanded considerably in recent years, and there are'many other

areas in which this rich data source could be helpful.

Work on using HES for examining quality of care has also expanded in recent
years, particularly through the work of the National Centre for Health
Outcomes Development which, after extensive consultation with the Medical
profession, identified a set of Clinical Indicators, including hospital death rates,
which were published by the Department earlier this year. The Department is

conscious of the need to develop such indicators in conjunction with the
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profession, and that data systems like HES have a place but may not always
provide sufficient information to adjust fully for casemix. The Clinical Indicators
will be developed further, although in the Department's view they give
indications of areas worth exploring further rather than provide specific

measures of performance.

56. The Department finds the analyses produced by the Inquiry's statisticians
useful and notes both the detailed work required to examine a particular area,
and the need to draw in specialist knowledge. The Department will wish to
draw on the work the analysts have done in order to consider whether and
how HES may be used as a general scanning tool in the future. By the nature
of their work the analysts knew the area they needed to explore and the
Department is conscious that in using HES as a general scanning tool, the

number of possible areas to explore is very large.
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