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3. MR WISHEART

3.1. Overview

3.1.1. As the senior consultant within the Bristol paediatric cardiac unit, Mr
Wisheart was, or should have been, aware of the strengths and weaknesses

of his unit’s performance.

3.1.2. In our view 1t did not need Dr Bolsin and Dr Black, or later Dr Hunter and
Mr de Leval, to highlight the fact that some surgical procedures performed
at Bristol consistently resulted in poorer outcomes than in other units around

the country.

3.1.3. In the following sections we set out in outline some of the events which, in
conjunction with his knowledge of the unit’s outcome results, we submit

should have led Mr Wisheart to institute an open review of the service.

3.2. Concerns

3.2.1. Between 1987 and 1994, the following criticisms of the paediatric cardiac

service were made:

o 1987 On the 16™ June 1987, BBC Wales broadcast a television
programme in which they described the poor performance of the
paediatric cardiac service at Bristol.

1989  In July 1989, the Interim Report of the Working Party on Neonatal
and Infant Supra Regional Cardiac Surgical Units in Endland and
Wales was published. The Report clearly demonstrated Bristol’s

poor surgical outcomes for the under-1 age group.

1990  On the 25" July 1990, Dr Bolsin wrote a letter to Dr Roylance in
which he stated that the mortality for open heart operations on the
under-1s at Bristol was one of the highest in the country and that it

was a problem which should be addressed.
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1991  On 20™ November 1991, Ms Hawkins wrote a letter to Dr Roylance
in which she stated that the paediatric cardiac unit at Bristol had a
poor reputation and that there was gross dissatisfaction with the

quality of its performance both in terms of its rate and its outcomes.

1992 On 3™ January 1992, Mr Elliott wrote a letter to Dr Roylance
declining the post of paediatric cardiac surgeon and citing as one of

his reasons the potential danger posed to children by the split site.

1992 On the 8™ May 1992, Private Eye published the first of three

articles describing the poor quality of the paediatric cardiac service

at Bristol.
3.2.2. These matters should be viewed in the context of:

3.2.2.1. the direct expressions of concern made to Mr Wisheart by Ms
Hawkins in January 1992, Professor Dieppe at the end of 1993,
Professor Angelini and Professor Farndon in December 1993 and

Protessor Farndon again in November 1994; and
3.2.2.2. Dr Bolsin’s audit, which he and Dr Black completed in July 1992.

3.2.3. The accumulation of these concerns over an 8 year period indicated the
presence of a persistent problem with the quality of the care provided by the

unit.

3.2.4. Mr Wisheart’s response is illustrated by his meeting with Dr Bolsin in 1990
and the dinner at Bistro 21 in April 1994,

Dr Bolsin

3.3.1. Dr Bolsin told the Inquiry that following his letter to Dr Roylance at the end
of July 1990, he was confronted by Mr Wisheart, ‘red-faced, angry,
intimidating, bullying, telling me if I wanted to do this sort of thing in the

unit, I did not have a future at Bristol’ .

3.3.2. The BHCAG accepts that this encounter took place and that as a result Dr

Bolsin:
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3.3.2.1. was discouraged from approaching Mr Wisheart two years later

when he had the data to substantiate his concerns;

3.3.2.2. and compelled to speak privately to a increasing number of
clinicians, both inside and outside the unit, in the hope of securing

support for his concerns.

Bistro 21

34.1.

3.4.2.

3.423.

3.4.4.

The reluctance of Dr Bolsin and those he confided in to speak directly to Mr
Wisheart, finally prompted Dr Monk to organise a dinner in which Dr
Bolsin, Professor Angelini, Mr Wisheart and himself could discuss the issue

of the service’s performance.

This dinner took place on or about the 5™ April 1994 at the Bistro 21

restaurant in Bristol.

The awkwardness with which the four clinicians drifted through small-talk
whilst studiously avoiding the topic of professional performance, illustrates
the immense sensitivity which had developed and attached to the issue by

1994 and the incapacity of Mr Wisheart to countenance personal criticism.

In our view this attitude characterises Mr Wisheart’s refusal to examine the

multiple concerns which had been raised over the preceding years.
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3.5. Conclusion

3.5.1.

3.5.2.

3.5.3.

It was Mr Wisheart’s duty — knowing that the subject of the unexplored
concerns was the continuing mortality of children — to have facilitated an

open discussion and review of his own and the unit’s performance.
Such a review would have served several purposes:

3.5.2.1. it would have confronted and silenced the growing number of
clinicians whose concerns were creating division within the cardiac

service;

3.5.2.2. it would have conclusively demonstrated the presence of absence of

problems in performance; and

3.5.2.3. it would have allowed the unit to continue or improve its service

with a cohesive team of clinicians.

In failing to address the implicit criticisms of himself and his colleagues
performances, Mr Wisheart failed to meet his managerial and clinical

responsibilities.
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4. CLINICIANS AND MANAGERS

4.1.

4.2.

4.3.

Overview

4.1.1.

4.1.2.

In addition to Dr Roylance and Mr Wisheart, there are other individuals who
in our view must share responsibility for the perpetuation of sub-standard

care at Bristol.

Each of these is considered in turn.

Professor Angelini

4.2.1.

42.2.

4.2.3.

Professor Angelini deserves credit for attempting to bring concerns about
the quality of care in the paediatric cardiac unit to the attention of Mr

Wisheart in December 1993 and Dr Roylance in December 1994.

He should also be praised for his attempts to prevent the operation on Joshua

Loveday in January 1995.
However, we are critical of the fact that:

4.2.3.1. he did not approach Mr Dhasmana directly with his concerns about

the switch programme and about paediatric surgery as a whole;

4.2.3.2. he did not write formally to Dr Roylance and Mr Wisheart
requesting that there be a full review of the results of complex

paediatric cardiac surgery; and

4.2.3.3. he did not inform either Mr Wisheart or Mr Dhasmana that Mr Stark
had offered to operate on the children referred to Bristol and to

demonstrate his techniques to the clinicians there.

Dr Bolsin

43.1.

The BHCAG believes that Dr Bolsin deserves the highest praise for his
repeated attempts to achieve a full and open review of paediatric cardiac

surgery and an improvement to the quality of the service provided at Bristol
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However, while we accept that Dr Bolsin needed data to support his
criticisms and that he was intimidated by Mr Wisheart in 1990, we believe
that there were further steps available to him which could have led to an

earlier review of the unit. In particular:

4.3.2.1. he should have continued to pressurise senior colleagues for a
review of the service between the time of his letter to Dr Roylance

in July 1990 and the completion of his audit in July 1992;

4.3.2.2. he should have approached the paediatric surgeons and cardiologists

directly with his concerns;

4.3.2.3. he should have raised his inability to get data about outcomes with

the Trust Audit Committee; and

4.3.2.4. he should have organised a formal presentation of his data to his

anaesthetic colleagues shortly after its completion.

We are also critical of Dr Bolsin’s attempts to leave Bristol and secure a
consultant appointment at another centre from 1992 onwards. In doing so,
he was seeking to abandon children whose lives he believed were being

endangered.

Mr Dhasmana

4.4.1.

442

4.4.3.

Mr Dhasmana must have known that some procedures performed within the
paediatric unit resulted in a significantly greater number of deaths than at
most other specialist centres — for example, his switch operations and Mr

Wisheart’s AVSD series.

In our view, it was his responsibility to ensure that these procedures were

formally identified, reviewed and then improved or discontinued.

We are highly critical of his failure to do so, his inability to challenge Mr
Wisheart’s dominance of the service and his failure to address the

accumulated signs of concern.
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Mr Durie

4.5.1.

4.5.2.

4.5.3.

In 1994, Mr Durie mentioned to Professor Angelini that he had heard
concerns about the standard of the the paediatric cardiac service. He asked
him to discuss the matter with Professor Vann Jones and then to write to
him.

Professor Vann Jones wrote to Mr Durie on 12" May 1994. Mr Durie denies

receiving this letter.

We are critical of the fact that Mr Durie did not follow up his conversation
with Professor Angelini, approach Professor Vann Jones directly and ensure

that he was fully appraised of his views.

Professor Farndon

4.6.1. Dr Bolsin spoke directly about his data to Professor Farndon in 1993.

4.6.2. Professor Farndon deserves credit for attempting to bring Dr Bolsin’s
concerns about the quality of care in the paediatric cardiac unit to the
attention of Mr Wisheart, first in December 1993 when he met him with
Professor Angelini, and secondly in November 1994,

4.6.3. However, we are critical of the fact that he took no effective steps between
these meetings to ensure that Dr Bolsin’s data was openly circulated or that
immediate steps were taken by Mr Wisheart to review the unit’s
performance.

Mr Dean Hart

4.7.1. Mr Hart spoke to Dr Bolsin after his letter. to Dr Roylance in July 1990. He
advised him not to write such letters again.

4.7.2. In our view this attitude is typical of senior management at Bristol —

focusing on protocol and loyalty while failing to ensure that the substance of

the concern 1s properly investigated.
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Mrs Maher

4.8.1.

Dr Bolsin approached Mrs Maher in April 1994 following the dinner at
Bistro 21. He hoped that the intervention of a non-clinical manager would

lead to a review of the unit’s performance.

4.8.2. We are critical of the fact that Mrs Maher took no steps to assist Dr Bolsin
and informed Dr Monk, who told Dr Bolsin not to approach her again.

Mrs Maisey

4.9.1. Mrs Maisey told the Inquiry that she remained unaware of the problems
with paediatric cardiac surgery until they became public.

4.9.2. In our view, such ignorance was an unacceptable privilege.

4.9.3. As a senior Trust manager, Mrs Maisey should have been appraised of all
aspects of the Trust’s performance and should have encouraged employees,
in particular the nurses, to approach her directly with their concerns.

Dr Masey

4.10.1. Dr Masey knew that the unit’s results from under-1s were not as she would
have liked. She was also shown data by Dr Black in 1993 which highlighted
those procedures which resulted in high mortality.

4.10.2. In our view, Dr Masey took no effective steps to discover or dismiss the
presence of a problem with the care give to under-1s or to ensure that the
Bolsin/Black data was properly circulated and discussed within the unit and,
1n particular, amongst the anaesthetists.

Dr Monk

4.11.1. Dr Monk should be praised for helping to bring the concerns to the attention

of senior management:
4.11.1.1. when he took the anaesthetists letter to Dr Roylance; and

4.11.1.2.  when he organised the Bistro 21 dinner with Mr Wisheart.
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However, we are critical of the fact that he did not take a more proactive

approach. In our view, he should have:

4.11.2.1. facilitated the presentation and discussion of Dr Bolsin’s data
amongst the whole of the clinical staff — in particular, the

anaesthtists;

4.11.2.2. informed the surgeons of the level of concern within the unit;

and

4.11.2.3. asked for a full review of the unit’s performance.

Professor Prys Roberts

4.12.1.

4.12.2.

Professor Prys Roberts gave valuable advice to Dr Bolsin on the strategy he
needed to adopt to demonstrate problems with the unit’s performance. He
also deserves credit for approaching Dr Roylance directly with Dr Bolsin’s

data in early 1994.

Our only criticism is that he never followed up his conversation with Dr
Roylance and ensure that immediate steps were taken to review the quality

of paediatric cardiac surgery.

Dr Underwood

4.13.1.

4.13.2.

Dr Underwood told the Inquiry that she waited months for Dr Bolsin to

present his data to the anaesthetists.

We are critical of the fact that once Dr Underwood was aware of Dr

Bolsin’s concerns she:
4.13.2.1. did not approach him directly for further information; and

4.13.2.2. did not ensure that all the anaesthetists were formally appraised

of his views and reservations.
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4.14. Professor Vann Jones

4.14.1. Professor Vann Jones knew of problems with mortality and morbidity
following paediatric surgery and wrote in a letter to Mr Durie in May 1994

that the proposed solution of a new specialist surgeon.

4.14.2. We are critical of the fact that Professor Vann Jones:

4.14.2.1. actively dismissed the Bolsin/Black data without taking steps to

assess the unit’s performance himself; and

4.14.2.2. never approached Mr Wisheart directly with his concerns or

suggested an full review of the unit’s performance.
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CONCLUSION

5.1.

5.2.

5.3.

5.4.

5.5.

5.6.

5.7.

5.8.

5.9.

The only people who knew nothing of the concerns expressed about paediatric

cardiac care at Bristol were the parents.

Parents were consistently unaware that by consenting to some operations at the
Royal Infirmary they were placing their children at significantly greater risk of death

or injury than at any other centre in the country.

That this remained the case for so long was primarily the fault of a limited number

of managers and clinicians who worked within the Trust.

Most of the blame must fall on Dr Roylance, for his denial of responsibility, and Mr
Wisheart, for his denial of the problem.

But as has been demonstrated above, there were several other individuals whose
inertia, indifference, misplaced loyalty or timidity allowed substandard care to

continue.

The BHCAG hopes that this Inquiry will propose changes to the structure of health
care which will prevent such individual weaknesses from compounding and causing

such a disaster to recur.
In particular, we would like to see:

5.7.1. careful monitoring of quality by those who have no reason to shirk from

making criticisms and suggesting improvements; and

5.7.2. proper managerial control — where all clinicians are accountable for the

quality of the care they provide as individuals and as members of teams.

In our view, these specific changes can only take place within the context of
increased emphasis on the involvement of patients and parents within the National

Health Service.

Only when doctors are obliged to tell the public how effective they are at their work,
will the public accept and trust their judgment.
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K. DESIGNATION OF BRISTOL AS A

SPECIALIST CENTRE

FOR PAEDIATRIC CARDIAC SURGERY

1. PRINCIPAL POINTS

1.1. Even before Bristol was designated, it was known that there were grave concerns
about the quality of its work and the number of patients it was attracting. Despite

this, no efforts were made either to improve Bristol or to monitor its performance.

1.2.  The chief (probably the only) reason for designation was geography. Bristol
depended on designation for its continued ability to offer paediatric cardiac surgery.
Had it been de-designated, it would have lost the finance and the reputation that

enabled 1t continue.

1.3. The surgeons and administrators at Bristol therefore had every short-term incentive

to deny that there was any problem with the service.

1.4. The body overseeing designation wrongly failed to de-designate once it became
clear that there were continuing and justified concerns about many aspects of

paediatric cardiac surgery at Bristol. The reasons for this included : -
1.4.1. Lack of information about the quality of work.

1.4.2. An inclination to ignore the evidence of poor performance that was

available.
1.4.3. An imposition of far too high a burden of proof on those who were critical.

1.4.4. An absence of any sense of responsibility to ensure that proper care was

being provided.

1.5.  Had Bristol been de-designated, it is likely that paediatric cardiac surgery would
have stopped forthwith, and/or that there would have been a substantial

reorganisation of its service to the great benefit of patients.




SUB 0013 0113

2. DETAILED SUBMISSIONS

2.1.  The Initial Decision to Designate

2.1.1. On April 1 1984, neonatal and infant cardiac surgery became funded on a
supra-regional basis; hence Bristol was a "designated" centre for that
specialism. As such, it enjoyed funding from the Supra Regional Special

Advisory Group (the S.R.S.A.G.).

2.1.2. The purpose of this system was to ensure that there should be a small
number of highly specialised units with access to funds to enable them to
attract good staff and sufficient patients to maintain high standards in very

demanding fields of medical and surgical practice.

2.1.3. It was Dr. Godman (day 7, pages 90 and 91) who explained this to the
Inquiry. It was put to him that :-

O. Although individual centres may be able to produce results as good as
elsewhere, let us accept that, that there are inevitably difficulties with small
numbers in producing as good a result?

Yes. I believe that to be so.

And that is one of the reasons why supra-regional centres, as you understand it,

were designated in the first place?

P Very much so. It was one of the philosophies that underpinned the development.

2.1.4. The B.H.C.A.G. submits that the theory behind designation was admirable.
The problem was that the manner in which designation was undertaken bore

no relationship to the goals identified.
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2.2.  Why Was Bristol Chosen as a Designated Centre ?

2.2.1. Mr. Steven Owen told the Inquiry that Bristol was designated throughout
the time that the system of designation existed (day 12, page 5, lines 1 to
16).

2.2.2. However, in terms of volume of work, Bristol was a strange choice. Sir
Terence English pointed out (day 17, lines 13 to 18) that a minimum viable
workload for paediatric cardiac surgery is between 80 and 100 per year.
The year before designation, Bristol did four. Putting it another way, during
1984 and 1985, the throughput of patients in the throughput of patients in
paediatric cardiac surgery at Bristol was less than 10% of the national
average per unit. At page 94, lines 21 and 22, Sir Terence refused to agree

that this was "unacceptable”.

2.2.3. As Mr. Angilley conceded, (page 28, lines 8 to 18) Bristol was designated

in the hope of a rise in throughput; predesignation numbers were too low.

2.2.4. The reason that Bristol was chosen was not the quality of its work or the
pre-designation throughput but its location. Although Sir Terence English
(day 17, pages 136 and 137) did not think that geography was, in itself, a
good enough reason, Mr. Angilley admitted (day 11, page 33, lines 14 to
20) that this was the justification for the decision. When pressed, he was

unable to offer any other argument in Bristol's favour : -

O Geography would appear to be Bristol's main case. I do not know if you
would comment. You were there when the situation at Bristol was discussed
throughout the period 1987 to 19927

Geographical location was certainly something that weighed in its favour
during the discussion that I listened to.

Was there anything, apart from the fact that it had already been designated,
that weighed in its favour?

I could not comment. I do not know enough about it. I mean, I was really a
spectator to these sort of discussions, even when they took place in the Advisory
Group, in the sense when the medical members discussed these things, I really

could not evaluate many of the —
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I am not asking for an evaluation, just whether or not it appeared to you that
any other reason was ever put forward by those who were informed? I suppose
it would have been the other way round, would it not?

Once somebody had taken the decision to designate it along with the others,
there would need to be a reason for de-designation, rather than constantly
reviewing and putting forward the reasons why it should be. The fact is, it was.

It was designated. That was a fait accompli.

2.2.5. Curiously, there was almost no information about the guality of Bristol's
care pre-designation. Mr. Angilley was asked about this (day 11, page 37,
lines 9 ff.) : -

I appreciate that you may not be able to give me a comment, but if you look at
17(ii)': "At this time there is no evidence available centrally that would allow
any evaluation of quality.” I am a little confused, as the Panel may be, about
how it is that the Supra Regional Services Advisory Group can say, in
paragraph (I), that the quality of the smaller units was in keeping with the major
units, at the same time as saying there is no evidence available centrally that
allows any evaluation of quality. Can you help?

Not a lot, except that when we tend in the Department to speak about evidence
being available centrally: it actually means there are endless parliamentary
questions answered and this information is not held centrally by ministers. |
would assume it meant that the Department itself did not have, you know, any
evidence, any clear evidence, on this. I suspect that if there is to be a
reconciliation between paragraphs (i) and (ii), and it is not easy, it is probably
that the information flowing through to Dr Halliday -- I am speculating here —
via the profession and their main medical bodies, was to the effect that there
was no evidence that the smaller centres were performing worse. Yet, at the
same time, we did not actually have access to any evidence to prove this

centrally. We had no figures on it.

2.2.6. The only conclusion here is that Bristol was designated solely because of its
location. Its throughput was minimal and there was no evidence that the

quality of its work was good enough to justify designation. Moreover, 1n

his evidence, Dr. Halliday (day 13, page 28, line 16) acknowledged that

' The reference is to minutes of an S.R.S.A.G. meeting in February 1988, DOH 2/238.







