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1.0 INTRODUCTION

1.1

In making these submissions I am conscious that the Inquiry has heard considerable evidence
about issues relating to, for instance, “who said what to whom.” The Inquiry will know from
my oral evidence that there are substantial disputes about certain issues of fact. Further the
Inquiry will be aware that I have strong feelings about whether the GMC was correct to
characterise my conduct as they did. Nothing in these submissions is intended to water down
any "case” that I advanced in my evidence in this regard. However, I believe that the Inquiry
might find it more helpful if, in these submissions, I made suggestions about how to improve

the systems in place.

1.2

Accordingly the focus of these submissions is the future, not the past. I have “relegated” my
version of events and my view as to the Inquiry’s statistical analysis to the four Appendices
to these submissions. Should the Inquiry decide that it wishes to resolve issues of fact I ask
that account will be taken of my evidence and these Appendices. I also request that Appendix
[2] will be taken into account in considering the statistical evidence available to the Inquiry.
However, I hope that what follows will be more of assistance in relation to the broader issues

with which the Inquiry is concerned
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1.3

That negative surgical outcomes might be investigated as if they were accidents, was
postulated in 1997 by Marc de Leval (1) when he likened cardiac surgery to a hazardous
high-tech enterprise such as the aerospace industry. In this context James Reason, Professor
of Psychology at the University of Manchester, (2) has formulated a hypothesis that accidents
arise from the combination of active and latent failures or errors. In the paediatric cardiac
surgical setting active failures are unsafe acts committed by those at the sharp end of the
system: by cardiologists, surgeons, anaesthetists, perfusionists or nurses. Latent failures arise
from decisions taken higher within the organisation or in society at large, and may be
dormant for long periods, becoming evident when triggered by an active failure or some
other event. Such latent failures could be related to financial provision, facilities or policy
and practice within the organisation. I would like to propose some areas for consideration of
change under both of these headings, in the hope that negative outcomes in the future might
be reduced. The topics which I shall consider all contain elements which overlap the
boundary between the latent and active categories so I have assigned them to the category

which [ felt was more suitable.

1.4

Before considering these topics I wish to refer to the continuing process of rapid change
which is of overarching importance. All aspects of paediatric cardiac surgery have been
subject to rapid and continuing change in recent years, and this can only be expected to
continue in the years to come. Therefore the structures and policies within which paediatric
cardiac surgery is organised and delivered must allow for such change, prepare people to
accept and cope with change and avoid creating structures or attitudes which are resistant to

change or reactionary in outlook.
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1.5

The knowledge and technical possibilities available are growing rapidly. The expectation of
patients, their families and society, in terms both of outcome and of their relationship with

the professionals is evolving equally quickly.

1.6

All of this implies that the attitudes, teaching and practice of yesterday, may not be suitable

for tomorrow. This in turn points to the need for:

e Qreater provision for study.

* An opportunity to take sabbaticals during the course of a consultant career.

* Retraining to be available and to be regarded as a positive part of continuing professional
life and development.

These and other provisions should be considered as possible requirements for the future in

addition to the arrangements for study leave and continuing professional development, which

are presently in place.
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2.0 PROPOSALS FOR IMPROVEMENT: LATENT
FACTORS

2.1 THE SIZE AND NUMBER OF UNITS

The designation of Supra-Regional Centres in 1983/84 was a bold and beneficial step
resulting in nine designated centres doing infant cardiac surgery in England and Wales, rather
than possibly up to 30. The dedesignation of this whole scheme in 1994 can only be regarded
as a retrograde step. Although the issue of the relationship between the volume of work and
the outcome has been recognised and discussed since 1979, the findings are not absolutely
conclusive. The balance of available evidence points to better outcomes in the highest
volume centres. This is reinforced by the findings that operations in young patients and for

more complex conditions, have better outcomes in the higher volume centres (3-6).

There should probably be five or six centres in the future. This would enable each centre to
have a high volume of work and a team of sufficient size to provide a constant service as well
as adequate mutual stimulation and support. I believe that such a development is in the
national interest, and that based on this premise, those presently providing the service will
find a way to achieve this goal, if they are given the opportunity to do so.

Like all decisions, there are disadvantages as well as advantages. The disadvantages include

the following:
e There will be the need to relocate personnel, and to use facilities for different purposes.

¢ A more important consequence is that many parents and families will be further away
from home while the patient is in Hospital. This will lead to the need for more

comprehensive support services, both at the specialist centres and locally.
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2.2 NO“SPLIT-SITES”

Paediatric Cardiac Surgery should be delivered in a unified way, in a Paediatric
environment, and by a team that is dedicated to that work. There are at least 3 reasons

why this should now be regarded as a required standard:

* The emergence of paediatric intensive care as a speciality in the last decade.

e The recognition that children should be cared for in a paediatric environment.

¢ Children are having corrective surgery at a younger and younger age, which makes their
need to be in a paediatric environment even greater.

Although the pattern of the “split-site” which existed in Bristol until five years ago may well

have been unique, there are segments of care in other centres that do not yet meet the

standards set out above.

2.3 WHOLE CARE

The provision of care, counselling and support for families of children with heart problems,
particularly those a long way from home, is of great importance. It is my belief that because
of the commitment of the Bristol and South West Children’s Heart Circle, Bristol led the
country 1in the provision of many aspects of this type of care. However the evidence of many
witnesses points to the need for better and more comprehensive services in this area. The
evidence was variable, but in some instances pointed to the need for help with information
about diagnosis and proposed treatment, better communication about the continuing progress
of the patient and more effective support and counselling for bereaved families should the
patient die.

Most evidence referred to the support services at the specialist centre. Should the number of
specialist centres be reduced, so that more families are far away from home, then the need for
these services will increase significantly. There may also be a need to improve services

locally where the family live. Effective support and good liason with the special centre may

7
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be particularly helpful in the days immediately after discharge from Hospital when parents
are likely to feel very insecure and vulnerable.

Views vary about the role of voluntary organisations, such as “The Heart Circle”. My own
experience is that it has provided an invaluable support for both the Unit and the families in
Bristol over a very long period of time. This has been particularly important for families
away from home. It has also provided an invaluable “human touch” and a point of contact for
patient’s families, which is independent of the professional carers and the institution.

None of this absolves the doctors and nurses caring for the patient, from their responsibilities
in talking with the families fully and honestly at all points of their care. This is pointedly

illustrated in Dr Utley’s paper (7).

24 CULTURE

I once sat on an interview committee for a Registrar appointment. One member of the
committee asked each candidate if they had ever made a mistake. The first candidate said that
he had not. Presumably he had accepted what is said to be the traditional teaching, namely
that Doctors are expected to function without error (1,8). Mr de Leval (1), regards this need
to perform faultlessly as creating, “a strong pressure to intellectual dishonesty, to cover up
mustakes rather than admit them, and to overlook opportunities for improvement.” Yet, as he
points out, “more often knowledge grows by the recognition of error.”

There is a need to develop a culture where it is accepted that from time to time anyone and
everyone will make a mistake. It should be possible to be honest and open about such
mistakes, so that everyone can learn from each other’s experience, and so hope to avoid
repeating errors in the future. This in turn could lead to a culture where continued learning
and retraining is seen as a prized and valuable part of professional life and development.
There are major obstacles obstructing the development of this desirable state of affairs. At
this time doctors are constantly expected to be looking over their own and each others

shoulders, audit is in danger of becoming an instrument for “policing” clinical practice,
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rather than seeking to promote education and improvement, and doctors generally are feeling
bruised and defensive. How can we possibly expect them to behave as I have suggested in the
last paragraph? In today’s climate it would, on occasion, be tantamount to professional
suicide. The proposed cultural change is fundamental and radical and would need to be
facilitated by the introduction of some balance into the present rules and regulations. This
need for balance may be seen by considering the framework in which whistleblowers are
expected to act. At present that framework is rather unclear and the boundaries of appropriate
and inappropriate whistleblowing have not yet been drawn.

The conduct of audit, while being transparent and open must be a means of peer review,
education and self-improvement, and not an instrument of potential punishment. In medicine,
and certainly in paediatric cardiac surgery, people are highly motivated, and as Vincent (8)
points out, they have not intended to make an error and it is often pointless to chastise them
for it. O’Connor (9) echoes that view when he states, “The data necessary to improve clinical
care cannot be used to punish individuals who participate in the quality improvement effort.”
Hopetully, proper communication and fully open audit will lead to whistleblowers having
nothing to do, but they too need to have their obligations and responsibilities set out and
clearly defined.

I believe that those who are involved in paediatric cardiac surgery should work together as a
team. As well as “keeping an eye on each other,” if that team is to work together undertaking
an inescapably hazardous enterprise, there needs to be mutual support, trust and confidence.
It will be very difficult to achieve that goal until the balance I have talked about can be
achieved. A culture should be created which will enable these qualities of teamwork to

develop alongside the openness and transparency of the audit processes.

2.5 RESOURCES

Resolution of the split-site in the early 90s, when it would have been timely and appropriate,

might well have enabled us to be successful in our attempts to recruit a paediatric cardiac
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surgeon to the Chair in Cardiac Surgery. Failure to achieve either of these goals at that time
was probably one of the pivotal circumstances leading to the “Bristol Affair.” This failure
was entirely due to lack of resources; there was no disagreement at any level on the
desirability of the proposed development. Yet this was simply one more chapter in a long
story of inadequate resources being available for cardiac surgery in Bristol as it sought to
serve the South West. The details have been rehearsed in evidence and do not need to be
‘repeated; save to say that I cannot recall a single year in my consultant life when we were not
subject to financial pressures in one form or another.

Here was a situation where the clinicians persevered in their efforts to improve the service
and in the meantime they did the best they could with the limited resources available, which
they considered to be their professional and ethical duty. In this respect, the situation in
Bristol Cardiac Surgery is being repeated, possibly in every hospital in the country, in some
or in many specialities.

At this point the issues become national and political and are clearly focused in the question,
“how is the National Health Service ever to be adequately financed?”

If the high standards of care which this Inquiry is likely to recommend, are to be established
in order to meet the requirements of today, and are to be maintained in the face of rapidly
changing expectations in the years to come, this issue must be faced and must be faced

honestly and openly.

10
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3.0 PROPOSALS FOR IMPROVEMENT: ACTIVE FACTORS

3.1 AUDIT IN PAEDIATRIC CARDIAC SURGERY

3.1.1 This should be conducted on the basis of a co-operative, agreed, national activity
involving all centres doing the work. The standard or comparator against which any
Unit’s performance is measured, is performance across the country as a whole, or

indeed possibly across a group of countries.

3.1.2 The measurement of a surgeon’s, or a unit’s performance, and comparator
performance across the country, should be robust, using validated data, agreed
definitions and defined procedures in the audit methodology. This would help avoid
the difficulty experienced by the Inquiry’s statisticians in obtaining reliable
comparator data. For all units it should help to avoid bias due to any systematic error
in the data (9).

3.1.3 The audit should produce meaningful figures reflecting, inter alia, case mix and risk
stratification, with data being collected prospectively. Audit should not just be
concerned with counting but should seek to identify and analyse underlying causes
(8).

3.1.4 Hitherto audit has focused on outcomes, chiefly on early survival. The scope of audit
observations should widen to include a broader range of outcomes, including
complications and also to include audit of every step of care, which the Clinical Case
Note Review exercise of the Public Inquiry has shown to be so important.

3.1.5 Thus audit should seek to review not only the work of the team as a whole but also
the contribution made by each discipline represented within the team, and by each
individual in the team.

3.1.6  This comprehensive activity cannot be achieved without a computerised database and

a person whose job is dedicated to data collection and processing. This person needs

to work extremely closely with the clinicians.

11
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3.1.7 The audit activities would be enhanced by the involvement of someone from outside
the clinical team. No matter how honest, committed and self-critical a team may be,
the possibility of some “blind spot” exists. The assistance of someone who is both
informed and at some distance from the work of the team, would facilitate
identification of possible problem areas and would be a readily available source of
independent advice to any team member who has a concern about their own or a
colleague’s work. The person from outside the team might well be a colleague from
another centre. By way of concrete example, I have accepted that I should have
tested my own judgement in relation to my series of complete Atrio-Ventricular
Septal Defects (C-AVSD’s) by seeking the advice of my colleagues towards the end
of the series. However it might have been sensible for there to have been in place a
system which facilitated the seeking the advice of one’s colleagues in relation to such
matters at an appropriate time.

3.1.8 Failure of communication was clearly a feature of the Bristol Affair. This should be
overcome by expecting all audit to be conducted openly and with all team members
participating. All would then share “ownership” of the audit, all would be aware of
the findings of the audit and should any question arise about any area of work where
there might be a problem, then that too would be shared by all members of the team.

3.1.9 If this is to be implemented then a significant amount of money would be required to

operate it at the level proposed.

3.2 THE TEAM

It is self evident that the care of the patient undergoing paediatric cardiac surgery is the resuit

of teamwork.

3.2.1 Within a team thefe needs to be a very high degree of mutual confidence and trust. It
1s not possible, nor would it be in the patient’s interests, to do such hazardous work

together in the absence of that trust. Given that there 1s the necessary mutual trust

12
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and confidence within the team, then that would also mean that there is important
support within the team for each of its members.

3.2.2  The team and its work is complex. It would be wrong to regard it simply as the sum
of its parts, or that each part can be adequately studied in isolation (1). The team is
more than the sum of its parts.

3.2.3 Within the team individual competence is not sufficient; the members must also
work well together (9). de Leval points out that the relationships, the social
dynamics, between team members influence the outcomes of surgical procedures (1).
Young and his colleagues (10) show that active and effective co-ordination of staff
members is associated with better outcomes. This evidence underlines the
importance of actively seeking to build up close and co-ordinated team working.

3.2.4  Given that professionals are working in teams, new concepts of the team and of
corporate responsibility as well as individual responsibility, should be developed (1).
de Leval also points out that, “In the medical world judgements continue to
concentrate almost exclusively on the sharp end of the system, on the active
failures...there is an urgent and great need for adjusting the judicial system...to high
technology medicine.” (1). Team members would wish to be helped to understand

the boundaries of their collective and of their individual responsibilities.

3.3 THE INTRODUCTION OF NEW PROCEDURES AND LEARNING
FROM EXPERIENCE.

3.3.1  One factor contributing to the growth of knowledge and improvement of patient care
1s the fact of learning from experience, which is highly desirable and which includes
learning from errors.

3.3.2  Where that knowledge already exists it is undesirable that practitioners should learn
it anew from their own experience by reinventing the wheel. While there are

probably some elements of learning which can only be rooted in one’s experience,
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