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A. INTRODUCTION

Grave medical, surgical and administrative failings occurred at Bristol which resulted in the

death and damage of many children.

This assertion is supported by the statistical and Clinical Case Review Notes which were
commissioned by the Inquiry. It will never be possible to put precise numbers on the extent of
the disaster, but it is possible that as many as one hundred children could be regarded as "excess
deaths" - meaning that had they been treated competently elsewhere, they probably would have
lived. It is even harder to ascribe an exact number to the children who have disabilities which
they might not otherwise have sustained, but such are the severity of those disabilities that we

can say that even a very few such cases must warrant and justify this Inquiry.

The campaign by parents who now form the B.H.C.A.G. has lasted for many years. It was
started in response to a growing realisation that the Bristol Royal Infirmary had been performing
paediatric cardiac surgery in circumstances that too often produced calamitous outcomes. None
of the parents initially involved had any idea of the scale of what they were embarking upon and
some aspects of their work changed even during the course of 1999. For example, the growing
realisation that organs had been illegally retained - at Bristol and elsewhere - was, 1n itself, a
source of great anxiety and grief to very many parents. Quite properly, it was a substantial focus
of the Inquiry. Despite that, the U.B.H.T. first told the B.H.C.A.G. about retained organs as late
as February 1999,

Once paediatric cardiac surgery became technically possible in the 1970s, Bristol began to offer
this service. The pace and range of that service expanded very rapidly once Bristol became a
"designated" centre. Referring clinicians could assume (and did assume, in many cases) that this
designation offered reassurance about the quality of care. Parents, in turn, relied on the referring

clinicians.

Most parents, of course, have no medical knowledge and were entirely dependent on their
doctors for information about how their children should be treated. They depended on
cardiologists and surgeons to describe the problems and then to offer the best possible care.
They relied, too, on nurses, anaesthetists and other professionals to assist in that process and

give their patients the chance of life.

Indirectly, parents relied on organisations that they had never even heard of - such as the
S.R.S.A.G., the G.M.C. and the boards of first the Regional Health Authority and, latterly the
U.B.H.T. Most parents were probably vaguely aware of the existence of the Department of

Health and assumed - as they were entitled to assume - that this department and the various 1
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lesser bodies, were all dedicated to safeguarding medical standards and responding to legitimate

concerms.

Gradually, however, worry signs emerged that in all too many cases, parents' trust had been
misplaced. Cardiologists offered diagnoses which were contradicted by surgeons; surgeons
(often after a child had died) gave no explanation or no sensible explanation for what had
happened. Children who had apparently survived successful surgery deteriorated in 1.T.U. often
in distressing circumstances of muddled medical management. Nurses - on too many occasions -

failed to give parents the support and understanding that they so badly needed.

Meanwhile, inside the B.R.1., Dr. Bolsin and others were becoming seriously alarmed at the poor
survival rates after certain operations. Their concerns echoed the worries of others in the 1980s
who had been aware of Bristol's weak reputation and tried to stop its designation. On many
occasions, doctors who were concerned protested - both inside the B.R.I. and outside it - in an

effort to get the authorities to act.

But those authorities - for far too long - did nothing. They refused to monitor the results of
paediatric cardiac surgery and then complained that there was no evidence to support the
anecdotal concerns of self-appointed critics. They accepted the Bristol surgeons' explanations
without probing more deeply or instituting any proper or independent enquiries. They failed to
de-designate Bristol as a centre of excellence even though there was no evidence that it was
entitled to that status. Inside the U.B.H.T., Dr. Roylance refused to investigate concerns
expressed by senior medical staff and was supported in this by the heart surgeons themselves

and too many of their colleagues.

Eventually, following the tragic case of Joshua Loveday and the Hunter/de Leval Report which
followed it, the medical establishment began to appreciate what had happened. Even during
1995 and beyond, parents were still being deceived about what had happened and falsely
reassured that there were no grounds for concern. By this stage, however, many parents knew

that they had been misled before and did not accept the denials they were given.

Following the disciplining of three doctors by the General Medical Council in 1998, the parents
telt that they had still only heard the beginning of their children's story. They demanded that
there should be a Public Inquiry to investigate all of the evidence and to consider every aspect of

what had happened and why.

This was the principal purpose of the B.H.C.A.G. and the Inquiry has been a vindication of that

demand.
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B. REFERRALS:

ENGLAND AND WALES

PRINCIPAL POINTS

1.1.

1.2.

1.3.

1.4.

1.5.

1.6.

The B.H.C.A.G. submit that long before 1995, many doctors who were in a position
to refer patients for paediatric cardiac surgery were well aware that care at Bristol

was substandard.

In some cases, this resulted in referring clinicians doing what they could to avoid

sending patients to Bristol.

In other cases, patients continued to be referred following misleading reassurance.
One sinister aspect of the system was that there was every reason for Bristol to
mislead (especially post-designation) and no incentive for them to be frank about
their results. The B.H.C.A.G. submuts that this is a classic instance of medical

policy operating in a way that is directly adverse to the best interests of the patients.

Welsh doctors were especially sceptical about Bristol's service, but for
administrative reasons, no local alternative was provided and many children were

referred to Bristol - often with calamitous outcomes.

Although in some cases, referring doctors did their best to raise their concerns, with
a very few honourable exceptions too little was done to bring the issue of care at

Bristol to the attention of the public.

This leaves the B.H.C.A.G. parents with a perception that whether or not their
children were referred to Bristol was a matter of chance - dependent on whether the
paediatrician they saw happened to have heard on the "grapevine" that Bristol was

to be avoided at all costs.
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DETAILED SUBMISSIONS

2.1. The Mechanism of Referrals

2.1.1.

2.1.2.

Patients were not usually referred directly to surgeons from paediatricians,
but were almost always referred via cardiologists. This meant that the
procedure was - and 1s - that children are seen by a paediatrician before
being referred on to a cardiologist at the hospital where surgery was being
conducted. The ways in which cardiologists referred is dealt with as a

separate topic.

This section therefore focuses mainly on referrals from secondary centres in

England and Wales to the Bristol Royal Infirmary as a tertiary centre.

2.2. Were Referring Consultants aware of Problems at Bristol ?

2.2.1.

2.2.2.

The B.H.C.A.G. submits that there is ample evidence for this. Bristol had
historically very low referral rates, which failed to improve despite
designation (see, for instance, Crompton, day 21m page 15, lines 14 ff., and
Owen, day 12, page 75, lines 1 to 18). Professor Crompton observed (day
21, page 18, lines 12 ff.) an "...undercurrent of dissatisfaction in Wales"
which was a key factor. As Ms. Hawkins said (day 56, page 57, line 11 to
page 58, line 1) there were physicians who would not refer to Bristol - even
before 1989 - because they were not happy with the quality of the service
provided.

Dr. Doyle's evidence, was to much the same effect. As he observed (day 67,

page 123, lines 22 ff.), once the Loveday story broke, all sorts of facts : -

not known to me at the time started becoming available. The rumours that these
problems had gone back. It was shortly after this that I became aware, I had
never seen them before, of the articles in Private Eye, for instance. Also, this

postdates my conversations with Mr Parker, Bill Brawn and others. It was quite
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clear from those conversations that a lot of other people, apart from me, had
known of the existence of problems in that unit and that others were outside the
Trust talking about it.

So you mean that when you spoke to Bill Brawn, he gave you a reflection of
either his view or those that had been reflected to him of views saying, "Well,
there has been a problem there for a long time", or something along those

lines?

That is right: was I aware of the immediate problem and that had been aware of

problems for some time.

Subsequently, Doyle said that he had the "impression" that the profession
had been aware of problems at Bristol for four or five years (page 124, line

8 ff.).

2.3.  How Did Bnstol respond to low Referral Rates ?

2.3.1.

23.2.

2.3.3.

The reaction of clinicians at Bristol was characteristic - and understandable
given the world of medical politics and finance in which they were
operating. Instead of seeking to improve their reputation, their view was
that the new paediatric cardiac surgery unit in Wales would "...syphon off
..." patients from Bristol (Mr. Wisheart, day 41, page 135, line 6). This
phrase 1s highly suggestive of patients as a kind of commodity whose
numbers were essential if Bristol was to maintain the advantages and
prestige of designated status and/or as a recognised specialist centre. The
system offered no parallel advantage for those who wanted to be frank

about weak results or publicise problems in an effort to improve.

Mr. Wisheart did accept (day 41, page 137, lines 1 and 2) that there was
"...not a very good plan..." to increase referral rates. In fact the B.H.C.A.G.
submits that there was no plan at all - save to try to prevent distribution of

the true facts about Bristol's results.

We deal elsewhere with Bristol's failure to co-operate fully with the various

bodies that were charged with overseeing their work. We also deal with the
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failure of those bodies (in their turn) to insist on proper information and

monitoring.

One further example of this (which bears directly on referrals) was Dr.
Roylance's evidence (day 25, page 37, lines 16 ff.) where he dealt with
UBHT 67/81 (minutes of a meeting of the Medical Audit Committee in
June 1992. It is significant that Dr. Roylance did not criticise Mr. Wisheart
for being reluctant to give purchasers audit information. No doubt that
reluctance was partly fuelled by a concern that referrals might fall still
further if too much information was released. Counsel put it to Dr.

Roylance that he sympathised with Dr. Thomas's view : -

that purchasers should not, at that time, have access to information because it
was confidential to the clinicians?

Yes. I was aware that for the effective introduction of audit, we needed to
sustain the active support of the very people who could achieve audit or torpedo
audit, and I was aware myself, and this was not a unique view, the Regional
Hospital Advisory Committee and the Regional Audit Committee, I think there
was one, were both instructing that audit and the outcome of audit, the actual
figures, must remain confidential to those people who had done work which was

audited.

It was exactly this attitude which meant that referring doctors continued to
be misled. For instance, Dr. Tripp (REF 0001 0063) said that when he
queried what was happening he "....was reassured that my experience of

individual children was unfortunate and [due to] statistical chance..."

Dr. Baker agreed that "It is fair to say that the attitude of the clinicians in

Bristol was that they supported the case for children, the under 1's, the over
1's, to be sent to them rather than to Cardiff" (day 36, page 61, lines 25 ff.).
Again, we see the possessive attitude which was certain to prevent effective

audit.
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What did the referring doctors do to Publicise their Concerns ?

24.1.

2.4.2.

24.3.

2.44.

Despite the widespread view that Bristol's paediatric cardiac surgery was

not good, very few clinicians were prepared to make any sort of protest.

The result, of course, was that the suppression of information at Bristol was
not alleviated and too many children were referred with disastrous results.
Those "in the know" simply avoided referring patients - with the result that
(from the parents' point of view) it was simply a matter of luck whether they

had a paediatrician or cardiologist who was aware of the problems.

This view that the whole matter was better left unexplored was exemplified

by Ms. Hawkins (day 56, page 65, lines 1 to 10) : -

Q Did you or your RMO try to get the figures from the BRI?

I would have to say no, because I would not have had the evidence to go in and
demand such figures. A reluctance on the part of districts who were very
content to refer out of region and not to the BRI, without being able to identify
what they meant -- what did they mean by unsatisfactory outcomes -- was not a
reason to put in two or three people to try and identify and collate statistics by
hand, which is what it would be. There was no computerised record at that

time.

Much of the evidence about referrals has reached the Inquiry in a second-
hand, non-attributable way, suggesting that even those doctors who were
critical of Bristol preferred to keep their concerns - to an extent - to
themselves. It is difficult to avoid the suspicion that even now there may be
those who still prefer to keep silent about what they knew at the time. For

example : -

2.4.4.1. Dr. Bolsin told the Inquiry that he had come to understand that
doctors in Plymouth were not referring because of alarm about poor
results (day 83, page 14, lines 5 to 12). Certainly very few children

from Plymouth were treated at Bristol during the period in question.

2.4.4.2. Dr. Hammond said that while a junior doctor in Bath, he gathered

that the patients who needed heart surgery went to Southampton




2.4.5.

2.4.6.

2.4.7.

2.4.8.

2.4.9.

SUB 0013 0010

(which was much further away). When he asked why not, he was

told "...we just don't” (page 23 of "Trust Me, I'm a Doctor").

2.4.4.3. In her witness statement (WIT 0266), Mrs. Anthea Greenaway
recounted her acquaintance with a couple who were both doctors
(the Hollands). This couple, having heard that Mrs. Greenaway's
daughter needed heart surgery, rang them up and suggested a
transfer to Southampton. Although they did not explicitly criticise
the surgery at Bristol, Mrs. Greenaway now wonders 1f they were

trying to warn her off.

In some cases, doctors learnt from experience. Hence, Dr. Maguire from
Merthyr Tydfil recalled he gradually realised that there was often at Bristol
"...a poor outcome due to neurological damage sustained while under
anaesthetic [and so] I do not think I referred anyone after that". Another
example was Professor Hughes in Cardiff who comments at REF 0001 100
01 : -

"I had formed an impression that the service for complex cardiac cases was less
than satisfactory if only on the basis that the pattern of referral...utilised centres
other than Bristol That transportation of cases to Southampton .. would have
travelled past Bristol is illustrative of the concern prevalent at that time

regarding the service in Bristol".

Again, the striking point is that despite feeling that their own patients
should not be referred to Bristol, neither of these doctors took the matter
further and/or tried to have paediatric cardiac surgery reviewed. We submit

that the understandable reasons for this were : -

The difficulties with obtaining and collating audit material; hence, it was
always possible for Bristol surgeons to say that in any individual case, a

poor outcome was simply a question of chance.

The hostility, within the profession, to criticising colleagues - even when

that criticism was entirely well-motivated.

The lack of interest in such matters displayed by the authorities which

should have been actively concerned.
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2.5. How did the Authorities React when Referring Clinicians raised Concerns ?

2.5.1.

2.5.2.

2.5.3.

2.5.4.

This question is dealt with elsewhere 1n these submissions - especially in
passages dealing with External Audit. However, it is noted that Professor
Henderson did his best to alert Professor Crompton (and thereby warn the

S.R.S.A.G.). Predictably, no attention was paid to what he had to say.

In Wales, those concerns were especially strong. It was no accident that
Henderson was Welsh and that the first public expression of concern was
the BBC Wales programme in 1987. Even this, however, produced only a
strenuous defence from the Bristol team (UBHT 0138 0029 - 31) which did
not concede that there was any problem at all. Those in authority did

nothing to investigate the points which the programme raised.

Professor Henderson's memo of October 20 1986 includes the following
words "...it is no secret that [Bristol's] service is regarded as being at the
bottom of the UK league for quality , and it is difficult to see how this
problem could be resolved in the foreseeable future." As we shall see
elsewhere, the authorities met these comments with the objection that such
concerns must be supported by "evidence" if they were to be taken
seriously. Professor Crompton (day 21, page 26, lines 13 to 22) put the

point in this way : -

I was aware of his privately expressed views before this time. The problem was
that he never ever offered me, orany of my colleagues, anyone in the Welsh
Office, any evidence as to why he held these views, and in the absence of
evidence, one would presume that what he had was hearsay. It was no basis for
us, indeed, to advise the Secretary of State for Wales to ignore the strong policy
advice which the Department of Health in London were getting, and in the

reasoning behind the creation of the small number of supra-regional centres.

Professor Angelini also recalled a widespread view in Wales that Bristol
paediatric cardiac surgery was not "...up to scratch..." (day 61, page 28,
line 1). He thought that there were a number of people who held this view -
including the late Dr. Leslie Davies, who was really running paediatric

referrals at that time.
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3. CONCLUSIONS

3.1. It 1s plain that : -

3.1.1. Many referring doctors knew that Bristol's paediatric cardiac surgery was

dangerously bad throughout the time covered by the Inquiry.

3.1.2. Some referring doctors learned, through bitter experience, of the problems

with Bristol's service.

3.1.3. Patients - who never had any means of evaluating the service for themselves
- were at the mercy of chance (ie where their referring clinician happened to

send them).

3.1.4. Despite being aware of low referral rates and, in some cases, directly of the
worries of referring doctors, those in authority did nothing to investigate

Bristol or deal with the poor outcomes.

3.1.5. The medical establishment should have offered every encouragement to
both referring doctors and the paediatric cardiac surgery departments at
Bristol to be frank about the problems. Instead, there were incentives for
both sides to do nothing. The referring clinicians faced potential hostility
and reprisals 1f they were unable to adduce "evidence" to support their
concerns; the team at Bristol would have lost funding and reputation with
no counter-balancing credit for facing up to the problem. It is unsurprising

that nobody took effective action.







