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"I had been a Senior Registrar who had worked on the intensive care [unit] in that capacity and
then as a consultant anaesthetist. There were a number of aspects of intensive care that could be
improved and therefore I would have been concerned about any morbidity or mortality that

occurred to adults or children within the intensive care".

2.6.  Despite these worries, Dr. Monk never made any formal representations to the management

of the hospital or to his colleagues.
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2.7. Nursing - the Need for Specialised Paediatric Nurses

2.7.1. When the B.H.C.A.G. lawyers met the nursing experts, both of them stressed that
children require very special care in a number of ways. Reference intervals and
reactions to drugs in children will be different from those encountered with adults.
Behaviourally, children also have special needs and rewards - especially 1f they
have Down's syndrome. The experts felt that while a nurse who has the
temperament for paediatric care will derive the greatest professional satisfaction
from the work, a nurse who is not paediatrically trained may find the demands of
dealing with young children (with and without disabilities) too difficult to manage.

Mrs. Woodcraft (day 57, page 7, lines 14 ff.) put the point as follows : -

Q. And from that experience of nursing children with that background after
cardiothoracic surgery of one sort or another, can you help us on the importance of
firstly paediatric training before undertaking that nursing? I think that paediatric
training was very important, to care for the child and the whole family, really. What
difference does it make in the approach of nurses, do you think? [ find it difficult to
express, but a lot of people think that children are just mini adults and they are not at all
and they have very different needs, socially, psychologically, from adults and that the
paediatric training is important. That is why we fought to keep it, really. Is it social and
psychological only, or are there other physiological? No, physiological as well; changes
in the condition of the child will vary very rapidly and generally more so than in an

adult. Also, your observation skills are much more acute in paediatrics where the child

o~ is unable to tell you how it feels, particularly the babies, and a lot of it is based on

observation skills.

2.8. The Reasons for Lack of Such Specialisation in the B.R.I.

2.8.1. The B.H.C.A.G. submit that there were three reasons why the B.R.I. had far too few

paediatrically trained nurses available for .T.U. care : -

2.8.2. Difficulty in finding nurses willing to work in a unit which included adults as well
as children - see evidence of Mrs. Thomas, day 32 (cited in detail under "Nursing"

submissions. Mr. Dhasmana was asked about this and agreed (day 86, page 18, line




2.8.3.

2.84.
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18 ff.) that it was difficult to recruit sufficient trained paediatric nurses to join the

staff of the B.R.I.

Costs of equipping the unit properly. See, for instance the comments of Professor
Baum that the amount of specialised care needed on an effective I.T.U unit was very

high. He observed (day 18, page 38, line 24 to page 39, line 14 that : -

“Panel, it is engraved on my mind, and other parts of my anatomy, that in the early
development of the intensive care of babies, we made recommendations that to look page
39 after a high dependency baby in a Neonatal Intensive Care Unit would require an
establishment of 5 full-time equivalent of nurses. We actually said 8, and people threw
up their hands, "This is ridiculous.” When we came down to a figure nearer to five, there
were counter arguments, but it is a very small patient. Until we were able to make the
needs -- it is nothing to do with size, it is to do with the intensity of care of a sick baby
which requires the undivided attentions of a nurse for a shift and even our dedicated
nurses are not able to work 24 hour shifts and they do require some respite time and
some study time. You factor that up and you have an absolute of five full-time

equivalents.”

Erratic management. It was striking that whereas Dr. Roylance in his evidence (day
24, page 122, lines 11 to 16) agreed that only 2 nurses at the B.R.1. had paediatric
qualifications, Mrs. Maisey (in charge of nursing) claimed to be unaware of the
existence of a paediatric cardiac department at the B.R.1. (day 26, page 91, lines 15

to 19). In a small way, this revealed much about the attitude of Bristol's managers.

2.9.  The Effects of the Absence of Specialised Nurses

2.9.1.

As Ms. Carol Williams pointed out (day 71, page 138, lines 24 to 25), the nurses on
I.'T.U. often had "...no particular paediatric inclination or training..." She
emphasised a lack of understanding of the normal physiology of children which she
had observed during the C.C.N.R. In particular, she had looked at a number of
cases in which children had been recorded as having a regular but elevated heart
rate (sinus tachycardia) although in fact that rate was normal for the age group

concerned.
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2.9.2. When the lawyers for the B.H.C.A.G. met Ms. Williams, she cited a case of a
distressed child whose pleural effusion was interpreted as "teething pain” although
the child in question was too young to be teething. In another case, a child was
given so much sugar that an insulin injection was subsequently required to correct
the blood sugar balance (referred to briefly in INQ 0016 0021). Ms. Williams felt

that only a profound ignorance of childrens' physiology would lead to such an error.

2.9.3. Parents' evidence confirms this general picture. For instance, after a nurse had
made a mistake, Mrs. Julie Johnson, WIT 0178, paragraph 39, was told "Sorry, I
don't know anything about babies". When Mr. Deverall (Day 78, page 141, lines 9
to 14) asked Dr. Jordan if it was possible that a child might be looked after by a
person not trained in the care of children, the reply was that it was possible -
although it depends what was meant by "trained". The definition of "trained" in this
context is not, however, a semantic argument. The reality was that all too often
babies and young children were looked after by staff who were ignorant of the

special difficulties that their cases presented.

2.9.4. On some occasions, nurses made very serious errors of judgment. See, for instance,
the evidence of Mrs. Thomas, commenting on Mrs. House's statement WIT 25/6, in
which she notes (day 32, page 88, line 22 ff.) the grave mistake of letting the
ventilator become blocked and out of water. This case is also discussed under the

B.H.C.A.G.'s submissions about nursing care generally.

2.10.  Junior Medical Staff

2.10.1. Some of the same concerns that apply to nurses also arise in relation to junior
medical staff - often left alone in charge for long periods of time. On Day 78, Dr.
Jordan said that overnight care would have been overseen by surgical SHO's who, as
Mr. Deverall observed, might - or might not - have the expertise and confidence to

look after "...any post-operative patient, let alone a small baby..." (page 142, lines

10 and 11).
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2.11. Leadership and Organisation of the I.T.U. Department

2.11.1. This aspect of care at Bristol had been the subject of comment by Hunter and de
Leval (GMC 6/54). They observed that "The overall post-operative management at
the Royal Infirmary appears to be highly disorganised with conflicting decisions
between the surgical Senior Registrar and the SHO who do rounds at 8.00 a.m., the
anaesthetists who see the patients at 9.00 a.m. and the intensivists who work three
days a week". (quote on day 40, page 141, lines 21 ff.). The point was emphasised
in evidence by Dr. Silove (day 71, page 151, lines 7 to 18, see above). and by Mr.
Mankad on day 93 at page 91:-

Leadership is important. A leader is able and willing to take decisions with the overall
team -- whether it is a surgeon, intensivist or anaesthetist I think is immaterial -- and be
responsible and accountable for those decisions. That leader has an ability to take the
team, communicate with the team and provide and maintain continuity of care. It is
conceivable that if there was no error of judgment in this particular case in the

management of post-operative care in this child, then probably what fell down was some

sort of organisational aspect of the care structure.

2.11.2. Pursuing this theme, Mr. Mankad pointed out that even where a particular error of

judgment can be identified, the "...organisational aspect of the care structure..." can

be dangerously inadequate.

2.12.  The Respects in which the B.R.I. .T.U. lacked Leadership

2.12.1. CCNR reviewers pointed out that there was a particular failure to take responsibility
for the nursing or management of patients (INQ 0016 0023). Even the initial report
by Hunter and de Leval observed that : -

"The overall post-operative management at the Royal Infirmary appears to be highly
disorganised with conflicting decision between the surgical senior registrar and the

SHO...the anaesthetists and the intensivists.." (UBHT 0052 0263-64).
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There was abundant evidence of this from the B.H.C.A.G. (and other) parents, some
of which has been quoted elsewhere. Further references can be found in the
statements of Dowling and Gillard. Also, on Day 95, Mr. John Mallone made the

point very well : -

"... a doctor who we had never seen before...came...and said he was a consultant and
went straight over to Josie's ventilator and said "That looks a bit low" and turned it up,

almost doubled the pressure and increased the frequency by 50% I think as well.

The following morning, she had a punctured lung. That was the thing that staggered me
most. He just seemed to walk straight into the ward without consulting any notes or
talking to anybody whatsoever...and just interfere with the treatment of a child who had

been on quite a continuos routine for something like three weeks".

This poor overall view was shared even by Mrs. Cummings (Day 2, page 141, line

17), who generally thought very well of the Bristol service.

Surgeons' Involvement with Post Operative Care

2.13.1.

2.13.2.

2.13.3.

2.13.4.

The B.H.C.A.G. comments as follows : -

On a number of occasions, surgeons noted that a child died after apparently
successful surgery from a post operative cause. For instance, Mr. Dhasmana's ninth
switch patient died of diarrhoea. In giving his evidence about this (Day 84, page
124), Mr. Dhasmana expressed neither surprise nor a sense of responsibility for

what had happened.

As Dr. Silove pointed out (re. Ben Elliott, day 85, page 98, lines 15 to 20), 1t 1s
essential to have a dialogue post-operatively between treating doctors and surgeons.
This was also stressed to the B.H.C.A.G. lawyers by Dr. Hallworth, Dr. Keeton and
Mr. Stark.

Again, at no point did Bristol surgeons attempt to make such a dialogue work or - n

their evidence to the Inquiry- express substantive surprise at the lack of real co-
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operation post-operatively. It is striking that during the discussion of the Elliott

case, it emerged that there was no proper protocol or chain of command.

The surgeons were sometimes prepared to blame 1. T.U. care for a poor result even
when the clinical evidence for that was thin. For example, Mrs. Johnson was told
by Mr. Dhasmana that her child had died of a blood infection acquired on L.T.U.
(day 44, page 113, lines 6 ff.). Examination of the records did not support this
statement and she assumed that the comment represented an excuse rather than a

proper explanation.

Mrs. Rex felt that after surgery, the surgeons should have explained what was going
wrong, rather than leaving that job to the anaesthetist (day 53, page 92, lines 11 to
20). This was also the experience of Mrs. Clarke (day 1, page 19, lines 2 to 11).

Dr. Pryn observed that Mr. Wisheart especially did not welcome the views of
anaesthetists on the management of patients post-operatively. Dr. Pryn recalled a
particular occasion on which there was a disagreement about weaning a patient off
inotropes in L.T.U. (see day 72, page 54, lines 1 to 11). This sort of problem was
also confirmed by Mrs. Julie Johnson (Day 44, page 104, line 15 to page 105,
line5). It was also the opinion that Mrs. Stratton formed when she said "/ got the
impression that there was very much a stronghold, a sort of command and control

on the unit by the senior surgeons." (Day 46, page 62, line 21).

Despite the general view that the surgeons were, if anything, too much n control,
they were often not on I.T.U. when a problem arose. Given the absence of any
proper chain of command and the lack of good quality senior medical or surgical
cover, there was a sense (as Mrs. Shortis put it, day 78, page 30 line 22 to page 31

line 10) of "...what do we do here ?"

Up to a point, the surgeons did recognise that staffing levels were inadequate (see
Mr. Dhasmana, day 84, page 94); again, however, they did not protest or deal
effectively with this problem at the time.

2.13.10.The poor discipline sometimes led to the surgeons being put under pressure when

difficult clinical decisions had to be taken. Mr. Wagstaff observed that the hospital

staff were putting pressure on Mr. Wisheart to decide whether to re-operate on Amy

Wagstaff (Day 2, page 33, lines 14 ff.)
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2.13.11.Mr. Wisheart felt that he was maintaining the pivotal role (day 93, page 73, lines 24

ff.). He accepted that he was not there all of the time, but he was against the
presence of consultant intensivists because "...it was very hard to function in
intensive care if you just came in and went out again, so to speak" (day 93, page 74,

lines 9 to 12).

2.13.12.The B.H.C.A.G. submit that in reality Mr. Wisheart was reluctant to give up his

control of the L.T.U. - despite the very obvious benefits to patients that consultant
intensivists can bring. Moreover, as Mr. Wisheart accepted, the ward round on
I.T.U. was not a "common" ward round - the anaesthetists and surgeons saw patients
at different times. He commented that "unfortunately, that is correct” (day 40, page

145, line 150). Again, he did little to improve things.

2.13.13.Mr. Dhasmana (Day 85, page 105, line 12) agreed that there was no continuity of

care on L.T.U. and accepted that the position was not satisfactory. He also observed
(day 85, page 102, line 3 ff.) that he was surprised that people in L.T.U. did not
know the "protocol". He insisted that there was a protocol, although it is unclear
what steps he (or anyone else) took to implement it. Again, the key point is that Mr.
Dhasmana did nothing to improve L.T.U. care - especially since a large number of
children were dying who had (apparently) made a good post-operative recovery and

then deteriorated while in I.T.U.

2.14. Cardiology on I.T.U.

2.14.1.

2.14.2.

It was Professor de Leval's view that there was far too little input by cardiologists
into post-operative care (Day 60, page 9, lines 17 to 23). All of the experts who
spoke to the lawyers for the B.H.C.A.G. all insisted that it was an essential part of
good practice to have cardiologists actively involved in management - especially in
[.T.U. care. This criticism was echoed by Professor Evans (Day 71, page 140) and
by the C.C.N.R. teams (Day 77, page 38, lines 2 to 6).

When they gave evidence, the Bristol cardiologists were generally willing to
concede that they did not get to the B.C. H. as often as they would have liked for

post-operative and intra-operative care (see, for instance, the evidence of Dr.
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Martin, Day 77, pages 33 and 34). However, the B.H.C.A.G. submits that this was
not simply an issue about the split site - it reflected wider failings in the standards of

cardiology.

On Day 85, Dr. Silove (page 97, line 19 ff.) made the point (re. Ben Elliott's case)
that a cardiologist should have been on hand in ITU to assist with diagnosis and

perform an echocardiogram.

The absence of cardiologists was a decisive factor in the failure of LT.U. care. An
example of this was the case of Joseph Good (discussed on Day 78), who died
following surgery for Fallot's tetralogy with left pulmonary artery originating from
the descending aorta via the ductus arteriosus. He developed a tamponade which
was not diagnosed until it was too late to intervene successfully. At page 147, Dr.
Silove explained that a tamponade could be diagnosed if an echo was done soon
after surgery to see if there was good ventricular function as well as a high CVP. If
that is the case, surgery will be indicated and may follow directly. In the present
case, that was not done. This case also illustrated the lack of communication -

especially between the surgeons and cardiologists (page 137, lines 6 to 13).

Another example was discussed on Day 77 with Dr. Martin. Ben Elliott had died
after a number of post-operative complications. The first echocardiogram was done
48 hours after the operation and a week then elapsed before surgery. Dr. Martin
conceded (page 187) that the delays were too long. Again, the B.H.C.A.G. submits

that this slow and disorganised care was characteristic.

2.15. Major Clinical Weaknesses in I.T.U.

2.15.1.

2.15.2.

I.T.U. care frequently did not meet conform to the standards of best medical
practice. As the CCNR put it (INQ 0016 0023) there was a failure to anticipate

clinical problems and a "delayed response" when they occurred.

Urinary catheters were not used post-operatively (see under "Surgery" for comments

on the failure to use catheters intra-operatively). Dr. Sumner (day 81, page 57, lines

20 ff.) commented on the case of Melissa Clarke (WIT 0003; MR1752) and said
that:
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"] think it is a serious lack of information that we would be getting from the cardiac
output, from the renal status and fluid management of this little girl. She was

catheterised eventually on the 20th. at 1300...when there had been no urine overnight.

Dialysis did not take place until 2300 on the same day, tat is, she had not really passed
any urine worth speaking of for nearly 24 hours. I think that was wrong ....it was very,

very damaging to a child who had had a cerebral insult".

Post-Operative Echocardiography was also not routine. The C.C.N.R. panel pointed
out (INQ 0016 0023) that "...there appeared to be little evidence that
echocardiograms were ever done on the BRI ITU". This is a major shortcoming.
During Mr. Dr. Martin's evidence, Dr. Silove said (Day 77, page 53, lines 5 to 9)
that:

"In any service where you are looking after paediatric cardiac patients, it is not only
desirable, but I believe essential to have echocardiography post-operatively available at

any time to look at a variety of problems on the intensive care unit".

Mr. Stark said that he would "100% agree" (Day 85, page 106 ff.). When the
B.H.C.A.G. lawyers met Mr. Stark and Dr. Keeton, they both stressed the value and

importance of post-operative echocardiography.

Commenting on Ben Elliott's case, Mr. Dhasmana said that he was willing to take
partial blame for Ben's decline since he did not insist on somebody coming at 1 a.m.
to do the echo (Day 85, page 101, lines 10 to 12). He agreed that although the
facilities were available, he did not like calling them (Day 85, page 108, line 18).

In terms of cardiology, Dr. Joffe conceded that good post-operative
echocardiography might have averted the death of Ross Hukku (day 91, page 104,
lines 21 to 24).

The case of Joseph Good demonstrates that there were doubts about the
effectiveness (as well as the availability) of the work. Post-operative
echocardiography failed to detect the internal bleeding which was probably

responsible for his death.

Dr. Jordan said (day 79, page 109, lines 20 to 22) he would "...love fo have been
more involved with the post-operative management and particularly with the
echocardiograms..." Dr. Wilde, in his statement to the Inquiry, says that, when the

transfer of all paediatric cardiac surgery to the BCH went ahead, he ceased to do
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post-operative echocardiograms because the paediatric cardiologists then covered

the work (WIT 0117 0005).

2.15.9. The importance of weak care in LT.U. (and, in particular, the very limited
availability of post-operative echocardiography) cannot be overstated. As Dr.

MacRae told the Inquiry (Day 71, page 140, lines 16 to 21) : -

"[With] things like bleeding around the heart, which if it is picked up earlier, it should be
easy to put right and may well be a life saving manoeuvre. If you wait for the clinical
evidence of that, it may well be a much more urgent situation and far less easy to

rescue".

2.15.10.Dr. Silove made the same point with equal force. He also emphasised the
significance of a culture of efficient management being directly relevant to the

effectiveness of and availability of echocardiography : -

I think the problem here is that one needs to have echocardiograms done on almost every
patient on the Intensive Care Unit. If you are going to get benefit from doing
echocardiograms on patients who are very sick, you have to know what a patient's
echocardiogram looks like when he is doing well, in other words a patient who is doing
well, you need to know what that echo looks like so that you have something to compare
it with when you have a patient who is doing badly. It really boils down to a culture of
having someone available on the Intensive Care Unit at any time for any of the patients.
I can see how very difficult, or virtually impossible this must have been with the
cardiologists in one hospital and the patients in an Intensive Care Unit at another

hospital.

2.15.11.Finally, once again, the difficulties inherent in having adults and children in the
same ward was an ever-present problem. As Dr. Hunter observed (day 60, page

156, lines 5to 14 : -

The fact they were still continuing to look after children on an adult ITU shows
manifestly they do not understand the problems of paediatric cardiac surgery and how
children should be handled. That is something which people used to do but have moved
away from very dramatically because you just have to be an expert at handling smaller
children post-operatively. The anaesthetists have to almost spend their whole time doing

small children. If you do not do it often, you are not good at it and the results show.

13







