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DR KIRKUP: I'm just going to ask you a general question to start and then I'll hand
yoﬁ over to Geraldine. And the general question is: can you tell me when you
started in association with the Trust and when you finished?

PROF KANE: Yes, in June 2008. The original appointment was for May and | was
out of the country, so | didnt actually start until June 2008 and | finished in
December 2011.

DR KIRKUP: Okay. What did you move on to?

PROF KANE: | moved on to a more full-time job I'm doing now back at the

University, because | was working part-ime then and I've moved back fo
full-time running a new research unit.

DR KIRKUP: Okay. Thank you. Geraldine.

DR WALTERS: Hi, Eddie. When you got to the Trust in 2008, what were the big
issues then?

PROF KANE: There were three major issues that were presented to me by the SHA
and, | suppose, more generally by the board. The first was the Trust was still
in special measures because of its financial situation. It had a large deficit. It
had borrowed money from the SHA in order to stay afloat and because of that
it was put into special measures. They borrowed about 6.8 million, if 1 recall, it
was of that order. So getting out of that situation was a critical piece of work
that | had to do.

The other one, | think, which was probably, in some ways, more
problematic than that was the closure of the medical services or the transfer of
medical services from Westmorland General Hospital mostly to Lancaster, but

a few things to-Furness, but principally to Lancasler as the services were seen
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as unsafe. And, | think, for some while the doctor cover, particularly the
consultant level but not just the consultant level was virtually imposéible to
secure. This had been going on for a long time before | was there, so
[inaudible}-came in towards the end of it fraudibleHt was very problematic and
it had become a major election issue firaudible} and the main platform of the |

local MP and also a number of subsequent [inaudible}-obiecting tampaigners

become gavernors of the Trust [inaudible]. So gettlng that to a point where the
public consultation was completed and actually getting the decision made and
endorsed by the Secretary of State, which happened and the changes went
through which resulted in, then, quite a fot of work In trying to keep
Westmorland General operating as a unit, which was mainly operated by the
PCT, as it was at the time, so the minor injuries unit, primary care, ffont end,
with relatively few Trust services. So that was a big — a major issue consuming
people at the time. |

The other one was we were — it was at the time, just as | arrived, the
time when the edict from the DH came out that everybody had to be on the
foundation trust track and either be a foundation trust by 2014 or in partnership
with somebody to become a foundation trust by 2014. And obviously, with the
Trust in special measures, with all of the problems around the medical services
transfer there wasn't really a starting pbint [inaudible] at that. time. They had
been fliting with the process earllef on. So getting a declsion, getting to a
point where we could decide whethef or not to pursue foundation trust status
on our own or trying to go with somebody else or, you know, whatever

arrangement we were going to make was anather major issue,

[ %}




. 10
11
12
13
14
15
16
17
18
19
20
21
22
23

24

And then, on top of that, we had the usual - those are_no different to
other trusts, this was the usual financial, the austerity sort of time was
beginning to come in with a huge NHS deficit and finding ways of saving that
money was obviously a major agenda and trying to keep services safe at the
same time and actually distributed evenly across [inaudible] geography of the
Trust with almost 60 miles between the most southerly unit and the most
northerly unit. Trying to create some sort of clear identity was another major
sort of challenge. The Trust had been formed in name but not in reality. There
were still three hospitals that functioned very much as three separate hospitals
and even things like, nof littlé things, but things like consultant contracts where
many of them still had contracts that were tied to a particular unit, whether it
was Fumness or Lancaster, very few to Westmoreland General.

And | suppose the final thing was actually trying to look at the
operating systems of the Trust in terms of the board systems of the Trust were
pretty disparate at the ime. Trying to rationalise some of the commitiee
structure and to try to get a closer link between what the Trust's objectives
overall were at the strategic level, delivering services at the ward level and
there was some tension, | think, at the time.

So those were the key things. | mean, there were all the usual other
things that go with running a trust, but those were the [inaudible].

DR WALTERS: So, as the new chairman, what did you think about the sort of
governance structures at the board level around things like quality and safety
and that sort of thing?

PROF KANE: They needed significant change and we started on that. I'm not sure




1 (inaudible], but you've probably heard from other people about things like

2 finaudible] GURU the system to try to get more wali WARD to wall BOARD
3 assurance, get visits done by our executive and_non executive directors more
4 frequently on the wards. And, at that stage, | think people had become
5 consumed by — | would say mainly consumed by the whole thing around the
6 transfer of medical services, which occupied an enormous amount of people's
7 time and long before | came. | mean, | really was at the very end of it, so I'm
8 not saying that 6ccupied all my time, it didn't, but | think the chief executive and
'3 other board members | really were very much focused on that and
’10 understandably so, because finaudible] of its high profile.

11 DR WALTERS: Yeah. When did materity sort of hit the board agenda or the
12z board’s recognition?

13 PROF KANE: From my point of view, after the sad death of [inaudible]. Not

14 immediately after that, but sort of subsequent to that when we had the first
15 [inaudible] of that. Up to that point in time, | mean, certainly that's something
16 that happened just, well, two or three months after | first became chairman and
17 maternity safety wasn't an issuesafe-finaudible]. So it wasn't, not at all, one of
18 the things that was pointed out before, you know, raised as an issue for the
- 19 Trust when | first joined there, so during that sort of period of time. | couldn’t
20 give you an exact date, but in that sort of timeframe.

21 DR WALTERS: So, had the board been sort of receiving sort of positive assurance
22 about maternity until then?

23 PROF KANE: Absolutely and continued to do even through that period of time

24 afterwards.
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DR WALTERS: What were the sources of that positive assurance?

PROF KANE: Sorry?

DR WALTERS: What were the sources of the positive assurance?

PROF KANE: Things like reports from the director of nursing and midwifery. We
had two at the time: one was a!ready there and a new one came in and, in
some ways, her assurances were probably given a lot of credence because
she was new to the place and so there was a fresh pair of eyes on it. | think
the fact that visits were being done by other external sort of bodies, internal
audit reviews, compliance; reports that were being done around maternity
services.

DR WALTERS: That was after, wasn't it?

PROF KANE: Some of those things were looked at, you know, at an earlier stage.

‘There were, obviously, things like the Fielding repart, the internal audil review,
the compliance with the action plan, but there were internal audit reviews done
of services throughout that period of time.

DR WALTERS: Right.v Because it seems to us that there were the five cases —
cluster of cases, which were not related, which were sort of — really were the
sort of starting poini for the Fielding report and some intervenlion or some
observation by the CQC, byt there doesn't seem to have been much before
that.

PROF KANE: I'd séy up to then m not sure that there was — well, | say I'm not

sure, there wasn't a recognition, 1 think, there was a cluster of cases —

DR WALTERS: Yeah, but there wasn't positive assurance either.

PROF KANE: There was positive assurance that, you know, maternity services
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were fine, that there wasn't any particular pattern in events that had taken
place. | mean, that was the assurance that was given to the board. Whether
we should have taken that assurance or not is, you know, in hindsight, open to
question.

DR KIRKUP: Can t just pick up a point there, there wasn't recognition that there was

a cluster of cases, but what prompted the Fielding review in that case?

PROF KANE: The ‘Fielding review was mainly related to — my recollection of it

anyway — was mainly related to trying to resolve the issues that were raised by
Mr Titcombe and his family. That was the sort of driver of it and then it became
‘apparent that there were other cases. So, if you want, that was the stimulus,
but then it pulted other things with it.

DR KIRKUP: So the Fielding review prompted recognition {inaudible].

PROF KANE: Yes. ‘

DR KIﬁKUP; Okay. Sorry, Geraldine.

DR WALTERS: So when the Fielding review was commissioned, what was the
board’s view of that? Was it-about we need to take action because there's
been a problem or was it we've had an unfortunate cluster of cases, otherwise
we've got positive assurance, we just need this to sort of move things on?

PROF KANE: I think it was an honest attempt to find out if there was an issue, an

issue beyond a single case or beyond a cluster of cases.

ADR WALTERS: Right And from the Fielding report what was your answer to that

question?
PROF KANE: Well, there were various iterations and there were three versions of it

that we saw and the final version of it had a mixture of issues that needed to be
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resolved and, actually, if you read the executive summary, a lot of positives in
it.

DR WALTERS: Yeah.

PROF KANE: | So it's been interpreted consistently [inaudible] by people as being a
negative or completely negative review and it wasn't, certainly in my view it
wasn't. Butit did prompt some further action.

DR WALTERS: Right. What sort of action?

PROF KANE: Well, a variety Aof things. Birthrate Plus, for example, focking at the
staffing, looking at the team working, | mean, a variety of things, but one of the
key 6nes. reporting, consistency of reporting, you know, those are some of the
key things that, from my recollection, came out to the board. And there was a
report to the board, | cant remember the exact date but round about
April 2011, after the first internal audit review had been taken up, asking then

for a further update and that was undertaken by the CQC visit in {inaudible].

IDR WALTERS: So just give us a flavour of, if you're sitting round the board table

and they were reading the Fielding report, how did they view it? Did they say,
‘From the evidence we've got to come up with an action plan?’ or was it a case

of ‘Oh this isn't too bad'?

‘ PROF KANE: No, no, | think it was ‘we need to follow up with an acﬁon plan. We've

got to put something in place that will change things’, but | don't think, if you
weigh that against the positive assurance and things, other data, that were
around then, you know, the numbers of births, issues that cropped up in birth
patterns, you kﬁow. that sort of data presented to the board by the medical

staff and by the midwifery staff, but | think it was not something we thought




1 right, we've got to close the maternity service [inaudible].

2 DR WALTERS: Right. So when the Trust got a report like that in, what was the sort

3 of chain of action that tock place from sort of board to ward?

4 PROF KANE: Okay. Normally, most reports like that would go, first of all, to the

5 quality and safety committee to be reviewed and that comprised everybody,
& non-execulives and executive directors plus medical staff, plus_but noi myself Formatted: Underiine
7 - Note | was not a member of this Committee (matter of record) | would not
8 have said this and the chief executive officer [inaudible]. * So it would go there
9 first and then, basically, they would come up with the action plan. The action
10 plan would be what the board [iraudible] received from the quality and safety
11 commitiee-before-going-te-us-on-the-beard. That would be the normal course
12 . of actioﬁ once a report — because we wanted a broad view of it, not jusi the
is board [inaudibie).

14 DR WALTERS: And were there some things in that were too diﬁicult to do?

15 PROF KANE: There were things that were too difficult to do. There were things that

16 were certainly challenging to do, particularly around the staffing, particularly
17 around — with the resources that were available. Because, | mean, | suppose
18 the other big challenge that's worth mentioning and this is not, in any way, by
18 sort of mitigation, it's just a fact, the Furness health economy probably still is
20 bﬁt certainly was at the time, a conservative estimate was £7 million
21 underfunded and a more realistic one was probably about E10 million
22 underfunded and that was recognised by the PCTkthemselves and by the
23 subsequent CCG. So doing anything in Furness General in a big way, for
24 example, which is what we wanted to do was actually physically create a new
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[inaudible] unil was not doable financially.
DR WALTERS: Yeah. So the Flelding report and its action plan happened and then

there was a cascade of additional activity after that.

PROF KANE: Yeah. | mean, one of the big ones, which was tryirig to find a way to

try and get the staffing level right ahd work .out how we could best do it, was
the Birthrate Plus_informalion finaudible], not just at Fumess General but
across the piece, including [inaudible] and Lancaster too.

DR WALTERS: Yeah. And so the board were satisfied then that all those actions
had been completed to the best [inaudible]. '

PROF KANE: At that juncture we were and we were beginning to get assurance
from people that it was, including internal audit and other, you know, folk,
including our own clinical advisors.v "And, at some point in time [raudible]
external,

DR WALTERS: Yeah.

PROF KANE: It was a surprise to me, certainly, the CQC report in that i presented

a series of issues, some of which [inaudible] and were to do with the physical — ‘

you know, the environment or the physical [inaudible] which, to be honest,
were only going to be really addressed properly when [iraudible} rebuiit. There
wasn't really any in between on that, although some of the things were
[inaudible] slightly curious things that they requested to do which, to me, didn't
seem to get to the heart of things. But some of the critique around emergency
availability, for example, were, | think, fair criticisms, but very difficult to
address in just the availability of staff {inaudible]. |

DR WALTERS: But do you think that made the service safe? Were the board
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happy, therefore, that the service was safe?

‘ PROF KANE: Yeah, not least because that's what the CQC ~ if you read the CQC

letter, which | did again the other day, that's what it says.

DR WALTERS: Okay.

PROF KANE: | mean, one of the things | found frustrating with some of the
[inaudible] is that a lot of the — a lot of reports summed up by saying — which is
what the board get — as being ‘fundamentally this service is safe.‘
fundamentally this service is' — and then a series of aréas of criticism. If you
read that as a sort of non-executive board member, niot from clinical — you do
sort of think that might be — and, you know, I'm not being facetious, but that
might actually be not an unreasonable thing to take account of.

DR KIRKUP: Okay. Jonathan,

PROF MONTGOMERY: Thanks. Can | go back a bit to the Fielding report?

There's just some things | want understand and the first of those is who exactly
commissioned it, so can you tell us how it came to your attention? So not

about the finding of the report, just to understand the process.

‘PROF KANE: Well, at the executive team mesting they decided they wanted an

external review and [inaudible]. So the initiative originally came from them.

PROF MONTGOMERY: And so it was a proposal from them to the board, which
you then reproduced.

PROF KANE: Yeah.

PROF MONTGOMERY: Aﬁd did it involve any of the board members meeting the
team?

PROF KANE: [ didn't meet the team. They didn't ask to see me. I'm pretty sure -

11
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and I'm really trying to cast my mind back a long time and I'm sure it's
recorded, but | would imagine they would have met Dr Greenwell, who was the
chair of the quality and safety committee, they would certainly have met the

executive members-finaudible]_medical nursing and midwifery. So, yes, they

would have met at least those people, but | did not fneet them.

PROF MONTGOMERY: And the report was then commissioned with board

authority in reply to the executive team. And what was the feedback into the

board? When was the repbrt received? You talked about reading thrée
versions of the report; was that taken to the board meeting? Did the non-execs |
see it?

PROF KANE: The non-execs saw it. It was circulated to the non-execs, the final
version, which | think = i think — was the August version. | couldn't be exactly
sure, but | think it was the August version. It went to the clinicat quality and.
saféty corﬁmittee for them to review and come up with an action plan to
respond to it.

PROF MONTGOMERY: But it didn't go to a full board discussion.

PROF KANE: Not at that stage, no. It went to the clinical — which is where — that's
the system - rightly or wrongly, that's the systerh that we had.

PROF MONTGOMERY: And you had no contact directly with the report authors.

PROF KANE: No.

PROF MONTGOMERY: Would you have expecled to, initially?

PROF KANE: Not necessarily. Y've had mixed experiences of those things, both on
- being on both sides of the equation, where — | mean, I've done — not on

matemiity serv&ces.' but I've done similar reports myself on mental heaith
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services, where generally the people | would want to talk to would be the
people directly involved in the delivery of the service and, to some extent, the
s‘enior management, obviousiy, but relatively infrequently would it be
non-executive directors. And maybe that's a change in the way in which
non-executive directors are expected to work these days.

PROF MONTGOMERY: And what's your experience been of follow up after you've
provided your report? ‘ '

PROF KANE: Variable. From very comprehensive — | mean, what normally - |
'supﬁose the — it would depend on what the situation was. There are some
obviously | can't really talk about. | mean, some which are of a very serious
nature, particulaﬂy in things like finaudible]secure services, you would expect
an extremely detailed response; extremely detailed follow up, because there
you're dealing with very infamous individuals and, you know, the sort of
security situation. For others, you'd expect an action plan, | would expect said
action plan follow through and then subsequent review of the ac!ibn plan by us
to see whether or not it complied with the follow up points and so on.

PROF MONTGOMERY: But as the report author, would you expect to know
something about what was follawed up to your report?

'PROF KANE: Yes, | suppose | would. | think it generally would depend ~ there are

genuinely investigation reports that I've done where | have seen the action plan

and that's been the end of my involvement in it, because there's not been a

requiremment for any further involvement in it. There have been others where

t've followed it right the way through to five years on, sO the end of the final

plan.




PROF MONTGOMERY: But normally you haven't seen the action plan,

PROF KANE: No.

PROF MONTGOMERY: . Thank you. That's helpful. We're sort of just trying to
triangulate finaudibie] together.

The next thing | wanted to ask you about really was the informal bits of
the non-executive govemnance. You described the structures and the
committee and you described that you were putting in place a visiting
programme or something of that sort. So if you could say a litfle bit about how
you got your soft intelfigence and contact with staff and walking the wards and
that sort of thing.

PROF KANE: Well, a mixture of things. First of afl, just that, actually visiting wards.
We had non-execulive direclors doing that as well as executive directors,
sometimes together but usually independent of each other. The GURU
system, which was a way of reporting, which took some time to get off the
ground, but the idea there was to try and get intelligence direct from wards to
boards. And at each board meeting, this was probably from, | guess, I'd say
probably from 2010-ish, that GURU dashboard would be reported to the board
at each board meeting, where there was a — probably. a meeting — a private
meeting of the boardA And the clinicai leads for the particular areas that might
have been highlighted with some problems or some finaudiblelissues came to
the meeting and explained what they'd done about things, what they were
doing, how things were changing or not changing, what the issues were. So
that was a critical way of getting intefligence. | think it needed improving

further, because there’s always a question of how good the quality of the data
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is, but at least by people coming to the board there was both a direct
relationship between the people, the non-executive directors in particular on
the board and the, for .example. the ward managers or the clinical service
manager or the consultants or whoever was involved.

So | think those were the key plénks. the visits and the GURU system.
Then obviously there are the usual informal things, you know, you talk to
people in the car park and you see peaple when you're walking through —~ you
know, that whole usual informal system. But, if you want, the more formal
informal structure was the GURU system and the -

PROF MONTGOMERY: So how often would a non-exec be at Fumess General?
Because there are car parks and car parks and one of your problems is you
have three véry different sites. ' |

PROF KANE: Yeah. At Fumess General, | mean, | couldn't tell you, but somebody
woulf! be going at least between each board meeting. but it may happen more
frequently than that. | mean, | used to - because of where [inaudible] 1 would
go and spend all day there [inaudible] and | spent all day, you know, either at
Westmorland General [inaudible]. And agéin. a relatively limited amount of

time, but finaudible].

|PROF MONTGOMERY: Absolutely. And practice differs enormously. Did you have

portfolios for your NEDs? Did they have particular interests or —

PROF KANE: No, we generally tried to get people to look at everything, because it's
more - what | was looking for énd what [ihaudible] looking for was not the sort
of quasi-expert opinion, but the sort of ‘why are we doing that?' type of

question or that sort of [inaudible] or whatever. You know, that sort of more

ot
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informal view bof the world really rather than giving people structured sort of
[inaudible]. 1 think some people obviously have more of a — at least an
intellectual portfolio in fheir mind, just because of what they'd done themselves
in the past. v ‘

PROF MONTGOMERY: Was there anybody who was particularly interested in |
maternity that we should hear from?

PROF KANE: | wouldn't have said so. linaudibie] speaking to the past -
June Greenwell, Dr Greenwell, but you may aiready know her [inaudible]. |
wouldn't say, to be fair, she had a particular interest in it, but she will have had
a lot of both formal and informal intelligerice [inaudible] she chaired the
committee that was looking at the action plan, so probably her,

PROF MONTGOMERY: Thank you. And you described' how the Fielding report
grew out of the concerns about Joshua Titcombe’s death. Did you meet
directly with the Titcombes?

PROF KANE: |didnt, no [inaudible].

PROF MONTGOMERY: Was that a deliberate strategy?

PROF KANE: No. It seemed to — at the time, it seemed to be the right thing to do,
as MrTitcombe - Joshua's father, as opposed to Mr Titcombe, the
‘grandfather. seemed to have formed a relationship with To’ny that was
Supportive and seemed o want to deal with things in that way. Now, that may
or may not have been the case, but —

PROF MONTGOMERY: [inaudible]

PROF KANE: - having been a chief exec, | have to say that's what | would have

expected to do. | wouldn't expect the chairman to -

ot
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PROF MONTGOMERY: And would that have been something that you discussed
with Tony Halsall about how you managed that or would that have been
something that you would have —

PROF KANE: No, | would expect him to do that. | mean, | would have been more
than happy to have been involved in it, but | don't think | would. [inaudible] at
that period of time. Although it was very distressing for all [inaudible]
obviously, they did seem to have formed a reasonable relationship and were
working through that, both his concerns and our concerns.

PROF MONTGOMERY: And how high a profile did it have on the sort of board
worry list, if you like? Would it be something that you'd have had an update on
every time you met, just to say — .

PROF KANE: Not on that particular single case, no, no, absolutely not, because for
a great deal of the time that particular case wasn't — wasn’t actually a high
profile issue, you know, in being brought to the board [inaudible]. It became
high profile. 1 mean, it's obviously very [inaudible] a tragic thing, but in terms of
actually what was being dealt with on an operational, day to day [inaudible] it
wasn't, ,

PROF MONTGOMERY: Thank you. Can | move to ask a bit about some of the
external relationships? You've mentioned the PCT. You haven't mentioned
the SHA vyet, we'll perhaps come to that later on. But just in terms of how your
relationship with the PCT operated - -

PROF KANE: | think they operated — there’s two PCT, so I'll just concentrate on

South Cumbria rather than North Gumbsia Lancs Didn't haye any contact with

N. Cumbria it isiwas not 2 PCT. South Cumbria, the relationship with




South Cumbria was excellent when the chaiman who was there when | first

came who, sadly, then died very suddenly. 'd never met her in my life before,
but we got on very well and felt that things in terms of, you know, things like the
pressing funding issues and some of the other sort of issues and the poor
relationships, which, without a doubt, had been there not just in Tony Halsall's
time but before inaudible] he was there. It's never beena happy télatiohship. {
don't think, not least because the health economy was virtually bankrupt and it
never makes for a good starting point.

I think things changed quite a bit when she left — when she died and '»
think the chief executive there, Sue Page, basically had a disproportionate
influence on the way in which things operated and relationships | don't think
were great at all. There are several things. They always seemed unwilling to
addréss the funding issue. The health economy, of which we had probably a
30%-ish stake in these sense that's the .amount of income we got and
North Cumbria_NHS Trust had the rest, wasn't a viable health economy for '
trying to run the hospitals that were there, including Carlisle, Fumess and
Westmorland General and it needed rationalising. it needed rationalising in an
intelligent way and | don’t think that was the way that it-'s was being addressed,
you know, it was just a very haphazard way. A lot of the money that was ~
there were fairly consistent disputes between the SHA and the PCT in North
Cumbria, which ended in arbitration. Arbitration always seemed to mean that
we ended up without any money again. So the 7-10 million, which is a
constant feature and if you talk to the CCG person, you know, the GP

finaudible] lead I'm sure will tell you exactly the same thing, just became the
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pawn in that game‘. S0, not good relationships all round.

PROF MONTGOMERY: And so do you have a sense of what the profile of

maternity in that sort of discussion is?

PROF KANE: It was significant, because we were very keen on actually building the

maternity services, which would have — and this is prior to the CQC report that
criticised the environment as wéll as the service. Furness General is a very
tired hospital. You know, a classic 1960s unit built, you know, the old template
type of building. Even just to replace the flat roofs, you know, we spent
£1.5 million every year on just stopping water coming in a roof, you know. So it
was never really, by the PCT, we felt, treated as something that was a priority,
whether it was maternity or other things and not just maternity, because there
were |ots of other things that neededb shiftihg. And we had a view, which was
latterly supported by, | suppose, at the end when PCTs were disappearing and
they'd sort of lost control of a few things, of using Furness General in a
completely different way. ‘So it would have its matemity unit, it would have
other services there, but it would also have some of the features of
Westmorland General with primary care being based there. So one of the
solutions to Iit, to bring money in and solve some of the financial problems, was
to actually move GPs who were in single practices around Barrow into a new
health centre that was physically'pa.rt of Furness General. So there were lots
of things like that being addressed that they always seemed to actually fall at

the last hurdle when it came to the PCT.

PROF MONTGOMERY: That's helpful. We're quite pressed for time, so shali we

look at the SHA and understand what sort of oversight that was exercising?

19




PROF KANE: Well, if you stick with that one issue, the finance, the SHA were just
unwilling to address it, any arbitration, and | mean this is a matter of record, so '
you c¢an — it's there to ook ét. We, maybe wrongly,' but we went aldng with
trying o actually play the corporate line with the SHA and tried to make the
health economy work. North Cumbria_NHS Trust felt — and 1 can understand
why they felt this, | had lots of discussions with their chairman about it — felt
they couldn't do that. The PCT would constantly. every year that | was there,
would push things to an arbitration point with the SHA and the SHA would bend
over and, you know, the arbitration would always go in favour of — you know,
we didn't get — the arbitration woul& always gb in that direction.

| think in terms of broad support it sort of just disappeared. | mean,

SHAs have disappeared, but the whole time, particularly in the last 18 rﬁonths,

- was a time when there were lots of people just worried about whether they had

a job or not rather than wofrying about exactly what was going on in the
services.

PROF MONTGOMERY: And the quality intefest?

PROF KANE: Sorry?

PROF MONTGOMERY: Issues around quality. So, you've described the financial

bit. Was there parallel oversight around quality or were they just not invoived
in that?

PROF KANE: No. Finance was their main focus. You know, if you went to
chairmen’s meetings or, you know, he-bigwigs. the chairs and non-executives,
that [inaudible] not statutory, but targets like waiting times and that sort of

things. So that was - [inaudible] on the agenda, but finance was the key one




1 [inaudible].

2 PROF MONTGOMERY: And do you think your Trust featured on their worry list
3 about risks -

4 PROF KANE: Well, not from anything that the chairman ever said to me, no, in

] meetings that | had with him. In fact.' not at all, just the opposite. You know,
5 and we went through the process leading up to foundalion trust and whatever
7 was discussed [inaudible] reports or anything else. | mean, going through that
8 process we got nothing but positive feedback from people, whether that was
g misplaced | don't know, but that was the situation.

10 PROF MONTGOMERY: And | want to understand a bit about the FT process of
11 how it was operated. Did the SHA go through a dufnmy run sort of process?

12 PROF KANE: Yes.

13 PROF MONTGOMERY: Sgo they commlssloned‘ some form of extemal review or
14 something.

15 PROF KANE: Yeah. They had a - | can't remember who it was now. | think it was

16 Grant Thorntan. Grant Thormnton or Pricewaterhouse, because they were both
17 involved at different times and | just can't remember which one actually did the
18 first review, which was a fairly short piece of work. They gave the SHA a
19 report. The SHA agreed that we could proceed. What proceedin.g meant
20 really was to do some more work and have a mock, if you want, ward_board to
21 board with the SHA board, which we had and, at the end, got very positive -
22 feedback on that.
23 We embarked on the FT process. It was stopped because of the —
24 well, it wasn't the CQC, it was the predecessor, the HCA view that - which was

21




1 really following on from the maternity — the beginning of the maternity issue.

2 We were given a period of time to actually deal with the concems that they
3 had. We dealt with them. They revisited and there's a vcontroversial,
4 subsequent report that said things were fine, gave us a green light to say,
5 ‘veah, fine, you're back into the process’. And, from there, it went relatively
6 quickly.

7 PROF MONTGOMERY: And, from your perspective, it was just the halt around the

B maternity issues that held up the process —

9 PROF KANE: That's what we were told and that's what they put in writing.
w0 PROF MONTGOMERY: Yes, absolutely.

11 PROF KANE: | mean, in the long term and | think where the Trust is now and where

12 the North Cumbria trust is now demonstrates that this is an inaccurate
13 assessment. | don't think either trust are independently viable and that there
14 always was an environment — at least at the back of my mind if not other
15 people’s minds — that at some point in time they needed some strategic
16 . rationalisation. Whether it would ever be politically supported is another
17 ques{ion. but there needed to either be a Lancaster-Presion tie up or a
18 ] Furness-Cumbria tie up. Something needed to be done and there was one
19 piece of work that started when North Cumbria_NHS Trust said they couldn't

‘ 20 become a foundation trust, therefore they had to seek a partner. And that
21 , seemed, potentially, lke an opportunity to 'ralionalise that, but it was
22 ' rationalising from — the idea of it being an FT was to try and rationalise from a
23 basis of at least some sftrength, if you want, from some slated position as
24 opposed to being —
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PROF MONTGOMERY: And tell me a bit about the Monitor finaudible] interview.

PROF KANE: [inaudible] Well, we had two of them, because we had one which, |
would say, went averagely and then that's when the stop came after thét. but
nothing to do with that, it came up — it was just coincidental, as far as | was
concerned. And then the second one, which went extremely well,

PROF MONTGOMERY: And who did you see from Moﬁitor who-you were relating
to?

PROF KANE: What, you mean — well, | think there were a lot of people, but the two

people who did the analysis [inaudible] but their main focus was, as all Monitor

pracesses were then finaudiblelfinancial. That was the fochs of Monitor. |
have to say, in my experience, it never changed.

PROF MONTGOMERY: And did you have to run to Bill Moyes himself?

PROF KANE: Yes. Well, | mean, the first round, if you want, was withvBilI Moves -
and | saw Bill Moyes subsequently and, interestingly, discussed it with him. |
went to see him to see why it had stopped, the process, and he produced a
letter from the CQC that just said ‘we're not clear that we can give this Trust
finaudible]_clearance until they've done some further work and we re-ingpect
them’ and his view as well. I'm not sure what the value of this letter was,

because it was literally a two-paragraph letter, but we aren’t weren't going to ‘

get further until that's sorted out Bill then subsequently left or wasn't
reappointed and | can't remember the next person, Chris, | think, Chris Mellor
was the interim chair who was the person who we then were invalved with.

And then, latterly, David then - it was right on that interregnum and change

that David Bennett first came and then obviously we were involved with other
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people, like {;nauéib&e}_l\@w. Sorry, I'll try and keep my answers a bit

more concise. Apologies. ‘ '

IPROF MONTGOMERY: The CQC, at various stagés you get reports, which are fed
through, which give you a degree of reassurance.

PROF KANE: Yeah.

PROF MONTGOMERY: You said that you were surprised and { can understand
why, having just seen the public record, why the visit led to the report. What
contact did you have with the CQC? What's the step that you took when you
were surprised? So did you see them when they came round at all? Did you
seem at the end?

PROF KANE: Well, there's two lots of it. | had a visit from the guy who was, at the
time, the regional manager of the Health Care Commission, who then
transferred or did another job. So, if you want, that was the report that Monitor
didn't pick up. And we really — | certainly couldn't really get that at all; it didn't
seem to be very clear to me. Anyway, he left and the — most of our dealings
with the CQC then were with regional people and | have to say there was a
huge difference between the view that we got from the regional people, for
exarmple, on the last two reports and the actual CQC report, did not chime at
all,

PROF MONTGOMERY: So -

concerns. There were a couple of — described as ‘relatively minor’ things.
PROF MONTGOMERY: And is that the direct contact you had as chairman or is

that the board?

24

IPROF KANE: They were reassuring, saying basically they didn't have any major




1 PROF KANE: It was both. It was both, but it was mainly — | mean, some of that was
2 through other people; that was also the director.
3 PROF MONTGOMERY: And when they came in to visit did you or any of the bpard
4 members meet them at that stage? v
s |PROF KANE: Well, the executives did, the non-execs and June Greenwell from the
6 clinical quality committee did, yeah.
7 PROF MONTGOMERY: And the follow up, once you've got this surprising report
8 having expected something a bit different. |
9 PROF KANE: Well, it was then getting very close to the end of me being there,
10 actually, so what we did was we — and we Were very, very occupied then with
11 Monitor's response to it, which went from no great concem, you know,
12 [inaudible] ‘we're going to have to talk to you about it, but we don't intend to
i3 take any Section 52 action’, that was absolutely clear. Nothing particularly
14 changed other than the police saying, one Friday afternoon, that they were
15 investigating some further cases round the matemity unit ahd that completely
16 changed Monitor's — | mean, Iitérally from one Monday to the next Monday. I
17 had a phone call on the Monday from Merav_Dover finaudible] saying, 'We
’ 18 fimaudible]_are taking enforcement action’. And a lot of the work that we did
19 afterwards was really around dealing with Monitor. We were going to Monitor it
20 seemed to be every five minutes really, to have meetings, fairly unproductive
21 meetings with them, in that they didn't really seem to have much interest in
22 being supportive. They just had a lot of observations about what was or wasn't
23 being done. So, not particularly helpful and the CQC were very, véry evident
24 by their absence from there on in.
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PROF MONTGOMERY: And did that change the SHA's interest in your at all?

PROF KANE: Well, it was subsequent to that or very closely around that time when
the Gold Command, which was really that coupled with a couple of other
things, not least getting another job, that prompted me to leave, because as far
as | was concemed the SHA — and the SHA and Monitor couldn't understand
each others position, | thought. Monitor thought it was a bizarre idea and
couldn't understand what the SHA thought they were doing and the SHA -

couldn't understand Mdnitor’s position, so it was a bit of a stand off there, And

effectively just took the running, the decisions about doing anything out of the
hands of the board or anybody else really, so there wasn't - as far as we were
concerned, it was somebody else who was then — as far as | was concerned,
somebody else had taken it on. » '

PROF MONTGOMERY: So you couidn't do the job anymore after that.

PROF KANE: No. And also — that was one thing and, on the other hand, Monitor’s
view relative to me was, ‘Well, you need to be an executive chairman’. 1 can't
be an executive chairman. I've not got five days a week to —

PROF MONTGOMERY: The last question from me is about whistie-blowing. We've
seen policies and other things, but we need to know whether there was any
experience of people actually bringing things to you or your non-executive
colleagues.

PROF KANE: Yes there were, but | don't think anything — nothing on maternity
services, although there was on outpatients and there was on, if | remember
rightly, one of the other — it was at the point of closing some of the elderly care

siuff at Westmorland General, but that was in its transition from a PCT, so it
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wasn't really that. It was more about somebody, | think, being concerned about

the transfer from the PCT.

|PROF MQNTGOMERY: Having had those things raised with you, what was your

process for respbnding to them?

PROF KANE: Well, if it was raised to me directly like that, then | would approach an
independent — so the outpatient oneb. the first question was to do with
outpatient operations, about what exactly was the issue. Is this an issue? Can
you show me the figures, can you show me the data? Is this actually borne out
by — is it a fact or is it, you know? And there was an issue with ouipatients
[inaudible] at Lancaster, basically. And it wés a problem and it was dealt with

~ and it was, | think, at the time, was probably thé significant issue in quality.

PROF MONTGOMERY: .And did all the whistle-blowing examples that you can
remember come from Lancaster or did you get some from Fumness as well?

PROF KANE: | can only remember Lancaster, if 'm being honest.

PROF MONTGOMERY: | understand. 'Just say what you remember as opposed to

PROF KANE: Yeah, yeah, the ones | can remember. The main one was the
outpatient one.

PROF MONTGOMERY: Thénk you.

DR KIRKUP: Just in passing there's something | wanted to be clear about. Did you

understand what Gold Command was supposed to be doing -

PROF KANE: No.
DR KIRKUP: | thought that's what you said.

PROF KANE: Yeah. And | wasn't invited to the party or had anything to do with it at
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all. | did actually dive-dialled in to one of the Gold Command meetings to find

out what the hell — sorry — what they were doing and | got a very garbled
explanation of what Gold Command was. | mean, | know what_the
Gold Command_idea Is having run high security services. | know the concept
of Gold Command, but not finaudible}the purpose here.

PROF MONTGOMERY: And who was the lead person, from your perspective, on
the Gold Command?

PROF KANE: Sorry?

PROF MONTGOMERY: Who was the leading person driving Gold Command, from
your perspective?

[PROF KANE: From our Trust?

PROF MONTGOMERY: No, from your perspective of who was -

PROF KANE: The{inaudible] SHA.

DR KIRKUP: Stewart.

PROF FORSYTH: Good moming. Can you just go back to what you just said
previouszy about the police phoning up to say there's now going to be a wider
investigation? |

PROF KANE: Well, they didn't, sorry. They never contacted us at any juncture. It -
was on the television. At no point were we — the first | saw literally it was on my
60" birthday, | tumed on the television and there it was.

PROF FORSYTH: So how did you respond to that?

PROF KANE: Well, we followed it up to find out what it was and | can't say
[inaudible), | can't remember. It had the feeling of a press officer being

contacted at the end of Friday afternoon and making a statement which then
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became very sort of viableviral, if you want, with lots of people picking things up
and then there were some process of rationalisation by the police over it
That's my impression. To be fair, the police were probably firaudiblelon the
back foot.

PROF FORSYTH: But as chairman of this Trust you had, on the one hand, been
given the green light regarding the matémity services to pursue foundation
trust process and then, the next minute, you're having the police coming. So
how do you think that happened? ‘

PROF KANE: The pofice thing was something which was people — Mr Titcombe
pursued directly with the police and that follow up was made directly between
him and the police. And | can Ondersland his concerns; he had every right to
do that. That's how that occurred. The issue of the police |ooking at more
cases, my understanding from the police subsequently, at that time, is that they

: Wefen't locking at any other cases.

PROF FORSYTH: They weren't,

?ROF KANE: No, they weren't. They subsequently did, but they weren't at the
time. And they subsequently, as | understand it finaudibleldropped the new
cases.

PROF FORSYTH: Sorry, | missed that.

PROF KANE: They subsequently firaudibleldropped the new cases.

PROF FORSYTH: Clearly, Mr Titcombe was unhappy with the responses he'd had
from the Trust, from the executive team and the board, presumably.
PROF KANE: Well, this didn't happen. | mean, the contact with the police went

much further than that, as | understand it. | don't know, because | don't know




when he contacted the police. Obviously, the police aren’t, quite rightly, gocing
to say anything, but it didn't happeh then. This is — it ran for a while.

‘PROF FORSYTH: I'm gatting to the point of saying do you think that {his could have
been avoided? Do you think if the organisation had operated differently that

further involvement of the police and the involvement of other families and the

trauma that that, of course, led to could have been avoided by different aclions

that the organisation could have taken?

PROF KANE: ! think some of it could have been avoided by both organisations
doing things — well, a lot of organisations doing things differently and not least
the police. | wouldn't, in any way — because without a doubt the police, | think,
have [inaudible] a lot of the issues and caused a lot of concem. 1 think
[inaudible] why there were concerns and there has never been an — | mean, as
| say, this happened not long after | became chairman. There's never an
argument [inaudible] at all other than thai the Trust did not serve James
properly. There has never been an argument for [inaudible]. The issue, the
controversial issue and the concern, as | understand it, from Mr Titcombe's
poin{ of view, was the issue of the midwives and the missing notes and the
potential — you know, them basically working together to cover things up, which
| think the coroner reiterated, but | think there’s — [ think, but | may be wrong,
because aobviously I'm not privy to it, that subsequenlly [inaudible] has said that
that didn't - there's no evidence that that actually happened. ‘Could that have
been resolved more easily? | honestly don't know. 1 mean, | think,

understandably, | think | would be exactly the same as Mr Titcombe [inaudible]

lots of concerns. His son was dead and | don't think — I'm sure | would be
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exactly the same. You know, this is not remotely a [inaudible]. It was a
tragedy and | think | would have done exactly what he's done. Could that have

been avoided? | honestly don't know. Whether that particular -

PROF FORSYTH: Did you see any information where you felt that the response of

the staff at the frontline service and the management service could have

responded better in this situation to give the answers?

PROF KANE: Honestly, you can always do things differently. 1 think there's no

doubt about that. | think, in this particular instance, | think the chief executive
and the other people, the medical director [inaudible] my impression was, in
the sense [inaudible] for a long period of time. | have the impression that that's
what Mr Titcombe thinks as well, but 1 may be wrong about that. ‘So | think
could the whole subsequent controversy have been — | honestly think that if
you look at up to_that Friday afternoon as a point in time in September of 2011,
the issue that was being dealt with was around Joshua's death and
Mr Titcombe's continued concerns and not getting a resolution. And | think
that being stimulated further by lan Smith, the coroner’'s comments where he

did, if you look at the Eraudiblejrecord actually wrongly' conflate two cases and

“two timelines, unhelpfully. | think that, on the back of that, a reporter from, |

think, the Westmoreland Gazette or the Evening Mail for Barrow, rang up the
police saying, ‘Are you investigating this?’ This was 'very late on Friday

afternoon and they've got a press officer who I'm, to this day, convinced was

" not aware of the detail, who said, ‘Oh yes, we are and we've got lats of people

involved in it. Because that was the thing; they said, ‘We've got 35 officers

involved’. Well, | do a lot of work with them-police and- Fthey don't have




35 officers on public protection. So | think all of that created an environment,
quite a febrile environment, which | think was very dysfunctional and very
problematic and it did push people into defensive corners.

PROF FORSYTH: Yes, | suppose there's still an element of that today, several
years later. | just wondered, again from a board perspective, what you did to
try and support the staff during this time.

PROF KANE: | think there was a lot of support given o staff, the midwifery staff.
They were given counsetlling, they were given time off work, they were moved
from jobs, you know, at their request. Some peopie were given the opportunity
to work in Lancaster. There was a whole series of things done around
Basedible]stafll.

PROF FORSYTH: And did some paper come to the board describing that and

giving feedback from the staff?

PROF KANE: At this juncture there was only one — yes, it did, but | was only there

at one of the board meetings. (before | left)

'PROF FORSYTH: Right. So, as far as you' re aware, there was some follow up of
this by -

PROF KANE: Weil, given that there was an initial follow up, | can't imagine that
there wasn't a subsequent follow up, but I've never seen those board minutes.-
so | can't tell you, but | can't imagine there wasn't. | mean, there was initially,
so | can't imagine there wasn't — it didn't confinue. In fact, | know it continued,
because informally | heard it did. And | think, you know, until the resolution —
well, vefy recently, as | understand it, the midwives — what the midwives said

has been accepted as being accurate, that they didn't alter records and they
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genuinely didn't deliberately lose a piece of paper during the transfer to
Newcastle. | think they suffered very badly,

PROF FORSYTH: Aﬁd again, just too sort of be clear at the time, did the board
actually ever express their support for the staff publicly?

PROF KANEE Yes. Well, no. there wasn't a sort of press statement or anything like
that, but yes, there was, yes, through the director of nursing and through the
medical director and through the chief executive. And | think if you look at the
— | think its the CQC, but | can't remember. It's one of the later CQC
finaudiblelreports it actually says in there that the staff were being strongly
supported and that was the opinion of the staff. [inaudible}it is there as a
matter of record.

PROF FORSYTH: Okay. Finally, just té go back to an earlier poiﬁt where you were
setting out the issues when you arrived and subsequently and ciearly staffing,
you said, was challenging. | got the impression that it hadn't been fully
addressed, the staffing issues, and therefore was probably a potential disaster
waliting to happen. ‘

PROF KANE: | wouldn't say it was a disaster waiting to happen at all, no, but
staffing is a major challenge. Getting people, for example, to work in Barrow is
very, very difficult. Getfting senior clinical staff, in particular, is a very difficult.
Getting staff to work across the Bay is difficuit. And also, it's a fairly
economicai[y poor way of doing things, because if you've got, for the sake of
‘argument, somebady who lives in Lancaster and Lancaster’s their base, say
it's a surgeon of some description, to do a list at Barrow takes out all day and

then they may be on call. So the whole issue of trying to get the logistics right
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is a problem and it always will be a problem with a three-site hospital — a
three-site Trust rather. | don't think, in any way, staffing was a disaster waiting
to happen. Staffing was a challenge.

PROF FORSYTH: It was fragile, wasn't it?

PROF KANE: It was fragile, as it is in many hospitais, but | would say it was no
‘more fragile than anyvhospital that I've worked in or managed or been around,

with the possible exception of some trusts in London [inaudible].

PROF FORSYTH: But subsequently there has been an increase in staffing in

nursing, | believe, is that right?

{PROF KANE: 1 don't know the staffing level. | really genuinely don't know. | mean,

we increased the nursing staff whilst we were there, particutarly on matenity,
after the Birthrate Plus review, so there was a subsequent increase in staff.
The only thing | know about the Trust at the moment is that it is now in a worse
financial situation than it was when | was there. That's not saying | changed it,
but it's effectively bankrupt. now

PROF FORSYTH: And just finally, therefore, did you feel, other than that the
staffing situation was fragile, the services were safe? v

PROF KANE: Yes. And we were given reassurance that they were safe
inaudiblelreqularly. The only area where | would say - it's nothing to do with
matemity — where | think they were very tight continuously, but then there were
different opinions from different people working in it, was around accident and
emergency in Lanéaster. Again, #'s a matter of record. | think there were very
different views, though, from the consultants there, the senior consuliants

there. One of them thought that basically it was very marginal and that they
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were constantly under pressure. Anocther felt that that wasn't an issue at all. |
suppose the reality is, you know, the serious untoward incidents there didn't
materialise, but that did need addressing [inaudible] A&E problem, which
subsequently has been, but that was in train when | was still there. So that
would be the one I'd say was the most fragile, but others no.

PR.OF FORSYTH: Okay, thank you.

DR KIRKUP: Okay. | know we're relatively short of time, but | do want to pick up
some further issues, I'm afraid, on the Fielding review, if | can take you back to
this one. As you pointed out, there were three versions of the Fielding review.
Do you have a view on why there were three diﬁereﬁt versions of it?

PROF KANE: 1 honestly don't, no. 1 think the first one probably because there were
some factual queries; the usual sort of thiﬁg you'd expect when you‘ see the
first version of something. The second one was a _an edited review, you know,
so | think some of those had been [inaudiblelcorrected and some of them
hadn't. And the third one, | think, Was again a response to people not ‘being
entirely, you know, happy that it reﬂeded - perhaps maybe just the language
as much as anything — reflected the situation.

DR KIRKUP: And who was doing 'the pushing back on the versions and saying

{inaudible]? Who was leading that?

|PROF KANE: | think it was a mixture. It was a discussion. Mostly it would be the

chief executive and director of nursing, but mainly that — but | don’t think there
were major — it wasn't sort of like a massive contfoversy or issue over it. It was
about, | think, getting the feeling that it reflected the views — well, it reflected

both the facts and the views of the people involved in a reasonable fashion and
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obviously it still had some critical comments in it, so it wasn't a great surprise
that it didn’t create something that didn’t have any critical comments in it at all,

DR KIRKUP: Yeah, okay. The termé of reference specifically excluded your
colleagues from looking at the cases. The terms of reference of the review
specifically excluded them from looking at the cluster of cases. Was there a
particular reason for that? Was that discussed with you and the board?

PROF KANE: 1 honestly can't remember. I'm not being evasive; | honestly can't
remember whether it was or not. My guess — and it is a guess — would be that
because particularly Joshua Titcombe's case was still under discussion with -
despite having been a [inaudible]. But | honestly couldn't say if I'm right. |
certainly didn't make any decisions to eiclude those cases from them. That's
‘the only reason | could irhagine, butl can't juSt remember,

DR KIRKUP: I'm not surprised and I'm not suggesting that you would have led that
process, but | want your perspective on how it was handled and how that came
to pass.

PROF KANE: ] think because of - mainly because of the cohtroversy and the whole
thing around Joshua's case, | think people were very reticent about looking at
things or having that review, because the finaudiblejreview looking at maternity
services averall rather than specific cases.

DR KIRKUP: Indeed, but as you said, by that stage it was apparent that there had
been a cluster; it wasn't just one case.

PROF KANE: I'm not trying to justify it. I'm just saying that's my perspective on it,
'but I'm not saying it's the right one.

DR KIRKUP: Okay. Was any consideration given to inviting Fielding énd
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colleagueé to corﬁe back and do an after review, to see whether their
recommendations had been implemented satisfactdﬁly?

PROF KANE: No, not that | can remember.

DR KIRKUP: Would that be usual practice, in your view, or not?

PROF KANE: 1 think, as | was saying to your cofleague earlier on, | have been
involved in reviews where that has happened and in’others-where it hasn't

happened.

’ DR KIRKUP: Yeah, okay. What was the lead given by the board to implementing

the Fielding report? How was that transmitted to the Trust? Did you take steps
to say, ‘Look, this is a priority. We've got to get this right'?

PRdF KANE: Yeah. | mean, all the things around - I've mentioned several times,
all the things around Birthrate Plus, around staffing, arourid physical changes
to the building, around getting the teams working more closely together. All of
those .were -

DR KIRKUP: [ understand that, but how was the message transmitted by the
board?

PROF KANE: Well, basically through the directors actually getting on, fulfilling the
action plan and — bear in mind all the board minutes were publicly available.
So the usual method that you would use, which is by getting the executive
directors to get on with delivering the action plan, transmitting what needed to
be done to whoever needed to do it, whether it was nurses, clinical staff, |
midwifery staff, in the normal process. There wasn't any sort of specific
special, you know, separate process for this report any more than there would

be for any other oné. But 'm maybe not answering your question.
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Dk KIRKUP: No, no, you are, but | need to get your view on those fair amounts of
documentary evidence that people in the unit were pretlty unaware of the
Fielding report. Lots of them hadn't seen it, hadn’t read it, didn’t understand it
was a priority. They were subsequently told that it was an optional extra, they
could decide whether they wanted to implement the recommendations or not.

PROF KANE: | find that very, very hard to believe. Very, very, hard to believe.
There was a clear steer from the board and from the chief executive and the
director of nursing and the medical director. | don't think there's any doubt. |
would be very, very cynical about somebody saying that they weren't aware of
the Fielding report and what it contained.

DR KIRKU.P: And being told by a board member that the recommendations were
optional.

PROF KANE: | would absolutely be shocked if that happened. And, if it did, | would
be very shocked and very surprised and extremely disappointed, but | can't
imagine for one minute that that's the case. But if you're telling me that, I'd be
interested to know about _it, but as | say, | cannat for one minut'e imagine' that
that would be said by anybody, but if it was, I'd be very — well, as | say, I'd be
shocked.

DR KIRKUP: Okay. Any follow ups?

DR WALTERS: Thinking about my own experience at board level and sometimes
the really conflicting situations that boards are in, do you think there was a
temptation to think this is about handling one difficult complaint or was there a

feeling of ‘have we really got a problem in our maternity unit'?

iPROF KANE: | think initially it focused on one complaint and, 1 think, latterly it
|
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focused on there’'s an issue here for us to resolve. So | think there was a
change over a period of time, because initially that's basically how it was

presented and presented, not {inaudible].

DR WALTERS: Yeah. Because | suppose it was sort of in all the partners’ interest

- you, the SHA, the PCT - to read these external reports and probably be

assured, reassured rather than absolutely saying -

PROF KANE: Well, | know what you're saying. | don't think that's true. | think what

you've got is — and if you take even the last two [inaudible]. If you look at the
letter, which is one of the few documents | still have to hand, it starts off by
being reassuring and then says ‘we have got these concerns’, some of which
are moderate and some of which are things about physical ‘move that door
from there to there’ and the key ones are about emergency equipment,v But it
starts off by saying — | mean, [inaudible] it starts off by saying — reassuring of

the safety of the services. So, as a board, if you get that, it's — on what basis

. would you say, ‘Well, we need to deal with these issues’ and very clearly there

are issues that we have to deal with and we've got an enforcement notice that
needs to be dealt with. Those things need {o be changed. they do need to be
addressed, there is a problem, there is an issue that needs 1o be taken care of
there. But are the services safe? Yes. And not only that, just before this

report we commissioned a very [inaudible}-commissiened_senior consultant an

obstetrician from Central Manchester to -

DR WALTERS: Was that Charles RymFlynn [?]

PROF KANE: No, no [iraudible] Prof of Obs & Gynae.

DR KIRKUP: It's the Central Manchester review.




PROF KANE: No, it wasn't. No, it wasn't the Central Manchester - sorry, it's quite
lmpbrtant to be_clear — because the Central Manchester review, ironically = and
this is coincidental — the Central Mahchester review was one thing. There was
a review where we asked somebody, | said to the chief exec, 'We want
somebody to look at the maternity services now, tonight’ sort of thing ‘and we
commissioned their_Prof of obstetrics, | think he was, | could get his name, |
just can't remember, to do it. And he wrote a letter saying, ‘I've looked at the-
service, reviewed the services. As far as I'm concerned, they're safe’. So that
‘was my concern at that point and this is when the Friday night finaudible}-when
the publicity was around the services are safe, so that's not an issue. There
are things that | thi.nk need to be looked at more closely and that's what

subsequently finaudiblelhappened. But that letter is extant. | don't know

where you'd find it, but it's there. | could find his name, but just off the top of
my head | can't recall it. [inaudible].

DR WALTERS: So you're saying really that the board would have to absolutely try

and disprove all the reassurances that you got in order for it to be worried

about the safety of the s_,ervicee

PROF KANE: Yes, | think that's basically that. Right throughout the process, when
an issue was raised it was reviewed. Either reassurance was given or actions
were prompted, actions were taken.. reassurance was given. Now, whether
that reassurance should have been given and there is all the controversy
around the CQC stuff, you know, but basically it's — | had a conversation with
Monitor when they were saying, “What we're concemed about is you take too

much reassurance from internal and external sources' and you sort of think




10

11

1z

13

14

15

16

17

18

19

20

21

22

23

24

well who else can you take - if internally it says it's okay and externally it says
it's okay, you know, in this instance I'm not - if | happened to have been
running a mental health trusf as a chairman, | might have had a different view
on some things, or if I'd have been an obstetrician chairing the Trust, | might
have done, but I'm not.

DR KIRKUP: Do you think there's a sense where there's a different way of
interpreting what you're being told in those kind of reports depending what
you're looking éor? I mean, you know as well as | do that anybody writing a
report will say ‘there's lots of goad things here but...' and if you're looking at it
saying, ‘| want to be reassured that everything's safe’ you'll take the ‘there's
lots of good things' as ‘we're alright'. But if you say, 'Actually, these “buts” are
really prétty big and pretty significant’, you come to a different view.

PROF KANE: Yeah, | think that's true, but — but - | would say that where the ‘buts’
were there they were being addressed, there was a programme in place to
address them. So yes, the 'buts’ were there and short of actually - which is
sort of where | had the thought when we got the person. from Manchester to
come and have a look and the idea of the tie up with the Women's Hospital, to
get that external view on it, | think we wanted to be reassured that the ‘buts’
were actually really being addressed. If somebody comes and says, 'Yes, we
think they are’, | mean, it sounds like an excuse, it's not.  There's only a certain
distance you can travel if you're not an expert in a particular field. Because the

| next thing is then somebody else comes along and says, 'Oh yes, it really is
fine’ and then you say, ‘Well, actually, | don't believe you'. So at what point do

you actually accept somebady’'s opinions? But | do take your point. | think that
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is always a possibility.

DR KIRKUP: Okay. Are you all done? Is there anything eise you'd like to say to
us?

PROF KANE: No, | don't think so. | just hope this investigation actually manages to
resolve some of the issues raised. It has been very difficult for the families, it's
been difficult for everybody involved and if there was any way it could have
been avoided [inaudible). 1 just hope it is resoived for everybody and that
where there are lessons that need to be leamed then we leam them and if we
need to accept responsibility for things that should have been done that

| weren't done, then | will accept that.

DR KIRKUP: Thank you. I'm éorry that we had a late start and that you were —

PROF KANE: No, thank you very much for inviting me.

[Interview concluded]
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(At 3.00 p.m.)

PROF MONTGOMERY: So if at either end we get deafened, then that'd be great.

So what we've agreed with Bruce, is that ! will do the main stuff at this end
because that will be a lot easier than Bill trying to do it. Is Bill there? So up
in Preston, who do we have?

DR KIRKUP: Yes, I'm here, Bill.

PROF KEOGH: Hello, Bill, it's Bruce.

DR KIRKUP: Hello Bruce, how are you?

PROF KEOGH: I'm well, thanks and you? v

DR KIRKUP: Yes, good, thank you. I'll carry on moving around the table.

MR BROOKES: Hi Bruce, it's Julian Brookes here. I'm currently Deputy Chief
Operating Officer for Public Health England, was previously the Head of
Clinical Quality at the Department of Health.

PROF KEOGH: HiJulian.

PROF FORSYTH: Hi, Stewart Forsyth. Paediatrician and Medical Director from
Dundee.

PROF KEOGH: Hello Jo, Stewart, sorry. I'm sorry got hearing problems as well as
dementia!

PROF FORSYTH: It's worth 50 quid though!

PROF MONTGOMERY: So I'm Jonathan Montgomery and I'm here as Adviser to
the Panel. I'm Professor of Healthcare law at University College, London.
I'm also Chair of the Health Research Authority and, for the record, should
declare that | was previously Chair of the Advisory Committee up in Preston
Board on which Bruce Keogh sat an ex — member and have also in my work
at the Health Research Authority | have been with Bruce in his role at NHS
England. That's for the record because we keep a record of this as families
are able to hear the recording that we take and that should be the only record
of this process until the end of the proceedings when clearly all our records
will make their way into the public domain. So we've ask everybody if they
will not bring mobile phones, tablets and anything else into the room. |
should say mine is in the room but well away and | hope that will be
sufficient. Are there any other conflicts of interest that need to be recorded
before | ask Bruce to introduce himself?

i
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DR KIRKUP: Yes, | need to declare that I've worked closely with Bruce in the past
asa colleague |

PROF MONTGOMERY: Thank you. Bruce, do you want to introduce yourself and
your role? '

PROF KEOGH: My name is Bruce Keogh. Im a cardiac surgLon by background
also previously a Professor at UCL. Since the end of 2007, NHS Medical

4 Dlrector, that was oovenng, if you like, the whole of the NHS and then since

2013, Medical Director for NHS England but still National Medical Director.

PROF MONTGOMERY: Thank you very much. So Bruce, what | think will be most
helpful is to start with the system that flags up Trusts or other providers that
may be of concern up to you and your Medical Director roles and how that
developed over the — | have termed the reference from January 2004 up to
Ju%e 2013. We thought it would be interesting to know «#hat you inherited in
2007 and how that has developed and we will come back to what happened
to Morecambe Bay as we go through. '

PROF KEK

witness statement for you which will describe that and describe what my role

GH: So the first thing | would like to say is that we've Ltarted to prepare a

was in policy and what have you and we will get that within a week

PROF MONTGOMERY: Thank you. ‘

PROF KEOGH: So it will be based to a large extent on the same evidence that |
gave to theMid Staffordshire inquiry. That | think is a important matter for
the record. When | came into the Department of Health on the 12"
November 2007, there had never been a Medical Director in the NHS before
and there were two things effectively happening, | think. The first was that
Liam Donaldson was the Chief Medical Officer, and Bill, ) think you were
Associate CMO at the time?

DR KIRKUP: That's right.

PROF KEOGH: Liam had previously had a massive portfolio. His big interest, |
think, was in public health and safety so | think he was quite pleased to be
relieved, if you like, of the NHS part of his portfolio which fell into my lap. The

- second thing that was going on was that Ara Darzi had recently been
appointed Under-Secretary of State in the Lords and his role was to
undertake a review of the NHS with the aim of reporting on its 60" birthday in
2008. So there was— Just prior to my appointment, David Nicholson had
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come in as Chief Executive and the Department of Health was divided into
two bits at that point, there was if you like the regular Department of State
and then there was this new NHS component. Within the NHS component,
David was keen to create a sort of replica of what he was used to in the form
of a Trust Board, if you like| So he had a Director of Finance operations in
the form of David Flawley. He had a Chief Nursing Officer, in the form of

. Christine Beasley and | am sure we will come back Christine later; myself, as

Medical Director; a Director of HR, who was Claire Chapman and others, but
not many others. My role in the Depariment of Health was largely related to
policy, if you like, and that was defined, to a large extent, by the work that
was beginning to emerge from Ara Darzi's review. [n particular, the aim was
that 'I would try and bring to that team a sort of clinical compass. My role was
not, despite the title Medical Director, it was not the role of Medical Diréctor
that you would expect incj Trust or an SHA or a PCT. 1 didn’t have an

operational role.

What | was responsi#le for when | first arrived, and this will be from

memory now, but it will be documented in the written “papers, written
evidence that | give you. | was responsible for clinical quality and strategy. |
was responsible for the major clinical programmes of work that were going
on. In particular to give you an example, the national service frameworks
around cancer, heart disease, renal disease and so forth and also for a
movement in the Department of Health called Medicines Pharmacy and
Industry which was responsible for all matters pharmaceutical ranging from
the negotiation of the pharmaceutical pricing review scheme with the
pharmaceutical industry through to the pricing of prescriptions and
tribulations with industry. | kind of shared that responsibility initially with the
Permanent Secretary, Sir Hugh Taylor.

When Ara Darzi's review reported there were, | think, there were a
number of recommendations, but of the order of 90 or so. My job was to
ensure the implementation of just over a third of those, | think. It was during
that time that Bill Kirkup and | worked together and that led me very much
into the policy arena. Because of the structures, | was not involved in
matters operational in the NHS. So if there were problems with a particular
Trust they would come up through the PCT or the SHA into the Finance and
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Operations Director and be dealt with directly by David Flawley and his team
and that included clinical problems as well as financial. The Mid
Staffordshire inquiry looked into this in some way and | guess is that a flaw.
You could argue it either way so at orle level you could say Awell, let the
Medical Director know but actually letting the Medical Director know would be
to discharge or to share some level of responsibility but it probably wouldn't
have resulted in the action being any different because the action had to be
~ dealt with through the Medical Director or Nursing Director limbs of the SHA
and the PCT and the Trusts anyway. So | don't think that was a big issue.

With respect to matemnity, if | can just focus on that for a second. There

were some areas interestingly of clinical activity in the Department of Health
which did not come under my jurisdicﬁon. The most obvious one was urgent
and emergency care. The second one *Avas mental health ahd the third one
was maternity. Now | don't know the absolute details of maternity but it
seemed that maternity policy, strategy and all of that sat under David Behan,
who was Director of Social Services, | may have got his title wrong, Director
of Social Care within the department at the time and it was shared with
Christine Beasley as the Chief Nursing. Officer. So even the national Clinical
Director for maternity, along with mental health, did not sit as a Medical
Directorate and had no direct reporting line to me. I'll probably stop there.

PROF MONTGOMERY: So that indicates the early state. Can you tell us a little bit
about the National Patient Safety Agency and how that collected daia relating
to your work?

PROF KEOGH: In the Department of Health you have arrangements called
sponsorship arrangements.  So within, for every arms-length body, or non-
departmental public body, such as NICE, such as the National Patient Safety
Agency (NPSA) or the Healthcare Commission, they have sponsors in the
Department of Health whose job it was to ensure that they kind of oversee
their work programme at a light touch level and to oversee their financial
performanceQ | was responsible for the oversight of NICE, the National
Patient Safety Agency and the Healthcare Commission. An issue which | am
sure will come up in discussion is that the Healthcare Commission changed

to the Care Quality Commission and at that point | lost the sponsorship of it

for the Healthcare Regulator, if you like, and we c¢an discuss that at some

5
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length. | retained responsibility of NICE and the NPSA until the NPSA was
abolished and until | moved over to NHS England,

PROF MONTGOMERY: So the reporting line on safety concerns runs from Trust to
the SHA, with the PCT involved as commissioners, then up to a different part
of the department. Were there any occasions when your clinical advice was
sought as they were handling those? It may not be in all the cases, but in the
cases that we would be relevaht to our terms of reference where your clinical
advice was....

PROF KEOGH: ...no, not really. Sometimes there would be a corridor conversation.
There were only two times that | ever intervened operationally when | was
Medical Director. The first was when | had a phone call from a person who
was leading a rapid response team into a hospital who rang me, he was not
meant to talk to me because the contract between the rapid response team
at the RoyEl College of Surgeons and that hospital was in a contr[:t between
the two of them. But he rang me out of fear one night and he said, “Bruce,
they're ki#ing people, you've got to do something” and that was Mid
Staffordshire. | intervened in that and that's a matter of public |:ecord. The
only other time was a very similar conversation at the Children’s heart
surgery in Leeds when | intervened on Maundy Thursday about 18 months
ago. So there have been no other incidences.

PROF MONTGOMERY: Tell us about the 14 Care Trusts, as they're known. I'm

trying to get the sequence right because you clearly do become involved in
quality care concermed blame of individual organisations as the story
unfolds?
PROF KEOGH: There's a bit that we need to focus on, which will become absolutely
| germane to your investigétion, when | had responsibility for signing off every
single Foundation Trust application. '
PROF MONTGOMERY: So what are the dates for the signing off of the FT's? When
' did ybu_ take on that responsibility? ‘The key date for us is, it's over 2010.

| PROF KEOGH: It was August 2009.

PROF MONTGOMERY: Okay, hang on, I've got it here.
PROF KEOGH: Do you want me to talk you through that before we go onto the 14
Trusts?

s
PR Y



O 00 0 O W bW -

W W W W W N NN NN RN RN N NN e e e et e e et e e e
£l N e O O 00 N Y W D W N e OOW )N B W N = O

PROF MONTGOMERY: Letsdoitin sequence, S0 let's start— So in 2007 you come
in. Quality issues are not up to you.

PROF KEOGH: No.

PROF_MONTG‘OMEVRY: In Au yust 2009, there is a responsibility that you gained as
part of the FT applicatioi process, for the professional, for the medical look at
the FT application. How would that work in general and then can you take
that through?

PROF KEOGH: Sorry, it was August 2010, my apologies.

PROF MONTGOMERY: Okay. So in that case — The Morecambe Bay story, the
application got paused but you came back in before it gets—

PROF KEOGH: So the Secretary of State approves the Morecambe Bay application
on the 5" February 2009. In that it's recbgnised that there were problems
with MRSA and A&E. Sorry?

| PROF MONTGOMERY: But not maternity?

PROF KEOGH: Not maternity; | have a record here of the submission that went up
’ to the Secretary of StatL on that. | wasn't quite copied into any of the stuff. |
won't focus on Morecambe Bay just yet, but during this time Mid Staffordshire

begins to emerge and Alan Johnson was the Secretary of State at that time

and Alan Johnson said to me, he said, and this will be detailed in the written
statement that | gave you. Broadly speaking he said, ‘Look, we've got a bit of

a problem here where the focus on Fouhdatidn Trust applications seems to

be on money and performance and actually we need some focus on quality.’ o

So he asked me personally to sign off every application for Foundation Trust
status before he would then authorise for it to go to the monitor. | was quite
anxious about that actually because that's a riot insignificant responsibility,
but I was lucky. | had 10 pretty good SHA Medical Directors and so what |
thought was, we met on, | think it was a monthly basis, and what we decided
to do was to ask the Foundation Trust Team in the Department of Health to
prepare papers for us which we would then take to the meeting and have a

look at and the process evolved.

PROF MONTGOMERY: So all 10? All the applications, so they'd see their own and
they'd see other people’s?

PROF KEOGH: Yes. So it started with all 10 SHA Medical Directors seeing stuff.
Then we thought we needed also to get nurses involved and secondly, with
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PROF KEOGH: By the time we get to 2011, you woul

the passage of time, the sort of indicators we looked at grew. We got to a
place towards the end of this where we had a good set of indicators which
were prepared for us by the Quality Observatory in the East Midlands. We

also expected a report to come to us from the Medical Director and the -

Nursing Director of the SHA who were expécted to have followed the
evidence that the indicators were showing and actually had visited and
interviewed and really gone over the Trust in some detail énd then bring it
back to us. The bit that | want to say to you is that there is not a hope in hell
that Morecambe Bay would have passed that process and let me just explain
why. It would, even during this time, after the application had been delayed,
it had come back to us 2010, what we would have seen was a continually
rise in HSMR. |

P‘EOF MONTGOMERY: In 2010? H

OF KEOGH: Yes. ,

PROF MONTGOMERY: Because it was approved in October 2010.

l have seen an outrageously
high HSMR.

PROF MONTGOMERY: Okay.

PROF KEOGH: I'm happy to share that paper with you.

PROF MONTGOMERY: | think that would be helpful, ,

PROF KEOGH: | think this is really important and | think the second thing is the
MRSA rate was elevated. The third thing is that there was 12 serious
untoward incidents. The fourth thing is that the Public and Health Service
Ombudsman had issues with complaints handling. The fourth (sic) thing is
that there was a clinical leadership structure which was detached from the
operational structure within the Trust. The final thing is that there was clear
evidence, and we found this, | found this, last Friday from speaking to people
at the Trust that there was a significant focus on finance at the expense of
employment equality. There are more indicators there that would have failed
than we had for failing Mid Staffordshire. '

PROF MONTGOMERY: So those would be indicators that were available at the
time?

PROF KEOGH: Yeah. | think to be fair, | think to be fair, there was still a debate
about what the HSMR meant at that time. That debate reached its peak, |
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think, around about November 2009. | think it was the 26™ Noveniber 2009
when Dr Foster published that stuff and that's what led to us providing the
Standardised Hospital Mortality Indicator. Again | will give you all of this.

PROF MONTGOMERY: But that means that at the SHA level all the jnformation that
you've' just described was available within the system 'and the SHA
[inaudible] with their FT, even before you pulled together the Medical
Directors. This is information that | would have expected would have been
available to key decision makers | can understand it wouldn’t have reached
you until you were pulled in about it. s that a reasonable expectation?

PROF KEOGH: 1| think that is a reasonable assumption but [ think you have to see it
within the contact of the day about the HSMR. All I'm saying to you, and |
need to be absolutely clear and unambiguous about this, is that this would
not hi*/e got through if it had been delayed and had come bl%ck through the
circuit, it would never have become a Foundation Trust, for the reasons that
I've eluded to. | think you, in your inquiry, are sitting on something which is
equally as serious that has been addressed by other public i inquiries.

PROF MONTGOMERY: The way that we've asked this question of other people that
we've talked to. There is a clear understanding is that the bar had been
raised since the early stages of FT, there’'s a clear understanding that the
processes for applications have become more robust, more information is
available. We are trying to tease out whether or not this Trust shouldn’t have

‘met the bar in 2010, because it was already clear that it hadn't and therefore
the system at the time failed on its own terms, or whether it did meet the bar
but the bar was too low and that the new level of bar and the new syétem....

PROF KEOGH: ....so what you're asking is 'when the SHA Medical Directors and |

got involved, did we raise the bar? v
PROF MONTGOMERY: Thére is also issues about monitors raising the bar and all
sorts of things. | think we are trying to understand did that scrutiny process
make it more difficult— Did a Trust that would have passed cease to get there
or was it just about better scrutiny? .
PROF KEOGH: | think in faimess. So | was quite clear that | wanted to— First of all |
wanted the bar to be standardised and that was quite difficult. The second
thing is | wanted it to be at a level that | was comfortable with. So | think
when we first started the SHA Medical Directors business, the bar was a bit -
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higher. 1 think by the time we finished it was quite a lot higher and | think it
was quite a lot higher also at a time that there was considerable pressure, as
- you know, to convert Trusts to Foundation.

PROF MONTGOMERY: One of the things that struck me when | was looking
through the papers is, for example, the submission that went up to the
Secretary of State said, “[inaudible] MRSA but the North- West Community
Health Authority have assured us of their action plan.”

PROF KEOGH: Well when that came to me as Medical Director, that didn’t get any
further than my desk on the basis that I'm not interested in an action plan
because it could be the wrong action plan and action plans gather dust and
they don't always bear fruit. So we would delay things until the action plan

‘ had demonstrably worked.

PROF MONTGOMERY: Did you ask|for assurance of that from the SHA Medical
vDirector.... o

PROF KEOGH: ....we would just put a stop to the application and say, ‘Come back
‘when the data shows that your MRSA is down.' o

PROF MONTGOMERY: Okay.

PROF KEOGH: Now the question | think you're trying to tease out, if I'm right,

Jonathan, is if we were to wind back had | elevated the bar beyond what was

reasonable? | can't answer that.

PROF MONTGOMERY: No, | don't think | was trying to get to that, | think we now
know, both from a number of people, how much more rigorous the scrutiny
processes are for FT applications, particularly following on from Mid Staffs,
What we are trying to get a feel for though is whether it's only because the
scrutiny process has become more rigorous that people think that
Morecambe Bay would not have passed or whether actually they had already
failed. We know that the FHA can monitor, hold Boards to Boards with
Trusts as they go through. We have a sense of the balance between
enquiries into financial stability plans but we know in relation to Morecambe
Bay that there was an awareness of the matemity deaths and this is the first
five of the twelve because there were questions raised about it. So we are
trying to get our heads around, did we think on the ground at the time that
that should have been [inaudible} and it should have been stopped but it was
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somehow overlooked or was it only as you pulled together those four
different things that you can see a complete picture?

PROF KEOGH: 1 think | purposely probably recalibrated things when | had to sign

them off so | think that's the fairest thing to sTy So frankly, | don't know.

PROF MONTGOMERY Okay. On the chronology we were going to get to the 14
Trusts, of which Morecambe Bay was not one, if | remember rightly. So how
were they selected and why do you think Morecambe Bay didn't make it?

PROF KEOGH: So | was asked by the Prime Minister to look at hospitals with the

~ highest mortality and the background to that is Mid Staffordshire. 1 think the
argument went something like this, Mid Staffordshire had been identified
because it had flagged high in the HSMR's. Nobody had taken much notice,
people had argued over the data and in the meantime bad things were going
on. There were several sorts of bad things that were going on, one of which
was that there was such poor care in ténns of all the things that were
documented by Cure the NHS and Robert rancis. So what people need to
be clear on is that a high mortality rate also' means that people are being left
" without food, water, lying in their own excrement, all of that sort of thing. In
some people’s minds that association had become quite fixed. So | was
asked just to go off and look at the hospitals with the highest mortality and |
thought, ‘How do | do that in a way that is easily understandah|e?’ So |
thought well why don't we just take hospitals that have had [inaudible] for two
years in a row_on the HSMR. | made, what I'm about to say now, the
numbers ﬁight be wrong, but you'll get the gist, and | think that came up with
five hospitals. | thought that's—~ E

PROF MONTGOMERY: Is this a sort of [inaudiblé] exercise or something where you
are trying to look at size or was it just the HSMR?

PROF KEOGH: ‘It's just the HSMR.

PROF MONTGOMERY: Okay.

PROF KEOGH: | thought five isn't really enough so | thought we should look at the
SHMI, which is a similar indicator with a different construct, and we can go
into the details of the construct if it's of interest but again that will be in the
written stuff, and that created 14 Trusts. Now it may not be 5 and 9 but |
think it was. That seemed like a manageable number, a reasonable sample
size and it seemed it would help to get to the problem. At the same time,

11
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there was quite a lot of speculation in the newspapers being driven mainly by
Brian Jarman that when you had excess deaths they were needless and they
were avoidable, a concept that | don't buy into on the basis that a lot of
people go to hospital with terminal lliness and we can also discuss that, So
then | thought how are we going to look at these hospitals?

| should declare I've been oh the Board of both the Healthcare
Commission and the Board of Commission of Health Improvement. | have
looked at both those inspection mechanisms and I've also been on the
specialist advisory Committee for Higher Surgical Training for speciality
which ran inspections and I've been on a inspection team for Senior House
Officers for the Royal College of Surgeons some years ago. What struck me
was there were good things that came out of all of those but none of them
had pulled therrn all together. So we were keen to make sure that these were
most the evidence based inspections that had ever happened, thaﬁC/as the
first thing and I'll come back to that. The second thing was that it was quite
clear in the ea*rly days of the CQC that they were sending the wrond sorts of
people in to inspection hospitals. So they were sending in social wdrkers to
inspect hospitals. Now you can't expect a social worker to understand the
mechanics, the emotion, the dynamics of a hospital. That, in part, relates to
the transition from ‘the Healthcare Commission into the Care Quality
Commission, again something that we can discuss, but there were some
complexities there.
MONTGOMERY: We've seen various people from the Care Quality
Commission take us through the various phases.

PROF KEOGH: Yes, so you had had the wrong people and the consequence of that

was that some of the inspections produced ludicrous kind of commentary.,
So having said we wanted them to be evidence based we then needed a set
of inspections to be oonducted by people who knew what was going on.
Then finally | had certainly learned from the Commission of Health
Improvement days that if you tell people when there is an inspection, leave is
cancelled, walls are painted and you have created some kind of artificial
environment, so we needed unannounced inspections.

In terms of getting the data together, we put together [ think the most
comprehensive data packs some of these hospitals in the NHS had ever
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seen. So we took all the kind of usual head data. We brought in data from
junior hospital doctors surveys, from the General Medical Council, from
Health Education England. We included patient surveys, stuff from the
Picker Institute, stuff from the NHS LA, stuff from the Public and Health
Service Ombudsman, Parliimentary Health Service Ombudsman.

PROF MONTGOMERY: How much of that data was only available to your teams
because of this exercise and how much of it would have been available to a
Trust if they realised that they should look at it? |

PROF KEOGH: | think per Trust it was available, all of them could have got it, could
have compiled it if they wanted to. What they would never have had was the
national benchmark. So | think that's what we offered and so we did that. In
terms of sending people that would do the visit, it was clear to us that we
needed senior clinicians, sénior managers. | think the thing that we really did
differently was we also pulled in junior doctors and junior nurses. We also
advertised for members of the public who wanted to go, and patients, and
there's a difference. The Lther thing that we did that was different was we
advertised in newspapers and we ran sort of Town Hall focus groups sd that
communities could tell us what they thought about their hospitals. Then we
visited the hbspitals and a report was drawn up. Actually no, we visited the
hospitals once telling them when we were coming and then | think we did
either one or twoy, depending, that were unannounced visits. Very
enlightening because staffing levels in some hospitals changed dramatically
with the unannounced visits which were often done at night. Then a report
was put together for the Trust, they were given an opportunity to kind of
address issues of fact. Then we had a risk summit and I'll come back to what
all of that means because that was some new architecture we’d put in place

" in the Department of Health.

PROF MONTGOMERY: That would be helpful because the language of that risk
summit did run through from quite early on and it's never quite clear what
they are. I'm not sure that we need too much detail on the process of the 14.

PROF KEOGH: Okay.

PROF MONTGOMERY: Morecambe Bay wasn't part of them. It would be helpful to
understand, | think, folloWing on from that some of that leaming that was
gone into.

13
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PROF KEOGH: Well the point was what we defined was a new way of visiting which
is what the CQC do now. '

PROF MONTGOMERY: I'd be interested to know what your view is about the
learning for the individual Trusts on their governance structures. One of the
things with Morecambe Bay is that clinical gmjremance was not well
developed. |

PROF KEOGH: Well | think that when we look at what we've learned from those 14

Trusts— I've been a consultant in three different hospitals, Hammersmith

Hospital, University Hospital Birmingham and UCLH, although | was both

sort of Head of Clinical Service and professor there. When | sat down with

consultants related to these hospitals, | might as well have been on a

different planet to any of the consultant groups that I'd encountered before

and that bothered me because they were good people but they were — what
became clear was these hospitals were not TI

geographically isolated but they were always academically and professionally

isolated. That was the first thing. The second thing was, and this | think is

really important, all of these Trusts knew they had a problem, they didn't .

need another visit to tell them they had a problem. What they needed was a
focused diagnostic, which we tried to provide, and then they needed help. |
think that's where we could have done better.

PROF MONTGOMERY: Can | skip some of the questions that | had and move onto |

some of Stewart's questions because Stewart identified a number of
questions about help and what might be available because clearly Thirsk
General Hospital is geographically very isolated, there are some major issues
around staffing that they had, particularly getting medical staff in there. So
we've got a general picture of people suggesting to us that there is a whole
set of issues about geography, demography that make planning in that area

really tricky. So can you take us through how actually hospitals like that can .

actually be supported to get to the type of quality service that you're
identifying? There's a number of things that | want to come back to about
Morecambe Bay but as ybu've taken us to that point and it's on the list of
questions, | think that would be really helpful.

PROF KEOGH: 1| think to be fair it's really difficult because by British standards the
distances are quite big. There's a feeling that people should have loads of
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different types of high quality services close to home, and of course thatis an-
ambition of the NHS. | think thoughts in the NHS are kind of emerging
around this now. So, if you take maternity, which of course is your area of
interest, there are similarities with how yo deal with neonatal care,
particularly neonatal intensive care, critical ca'te generally, stroke, cardiac
services, trauma, and | think there’s increasing recognition that we deal with
those in networks. And the idea of a network is to provide an opportunity
where people can get access to greater experience up the hierarchy of the
network, but it relies entirely on people at, if | can put it, the base of the
network, rather than the lower end — because this is not a pejorative place to
be - they have to understand how they stratify the risk of their patients, and
they have to call early to the next layer in the network.

I#FROF MONTGOMERY: So one of the challenges that has been put to us is about
the degree of recognition in somewhere like Barrow that they need to call

| things early and be asking the questions abouyt whether or not people are

\ recognising the need to call in assistance. You ‘Itave the example of removing |
those cultures, and —

PROF KEOGH: Can | just say that, in a network, the accountability for the service
rests with the highest organisation in the network, because that gives them
skin in the game for making sure that people, if you like, at remote parts of the
network are adequately trained, know what to do and all of that sort of stuff.

Now, to give you an example of that, let's take trauma services. So, in
trauma — this is something we did when | was in the DH — National Audit Office
report saying trauma could be improved, Public Accounts Committee; you'll be
familiar with the process. We established 22 different adult trauma networks,
and what that meant was we had to stop trauma going up to some A&Es,
because many A&Es were only seeing two cases of severe trauma a month.
People argued that people were dying, the ambulance — it was a bad thing.
What we did was we linked all A&Es through a network system into major
trauma centres, and we designated those major trauma centres. In the first
year of operation of the trauma networks, we saw a 15% increase in survival,
in the second year of operation, it depends on how you do the statistics, but
somewhere between 30% and 40%. We are about to enter our third year.

15
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So this can be done, We have done a similar thing with stroke services
and myocardial infarction treatment throughout the country, For stroke
services, if you take London, there were 32 stroke units in London. In a kind
of unpopular move, we reduced those down to eight. We now ensure that
ambulances will drive past hospitals that can’t offer you, effecti{:ely,
thrombolysis or an urgent CT scan and will take you to one of the eight
centres. The end result of that is that we have a lower mortality, a greater
return to independent living, a shorter length of stay and we're saving tens of
millions of pounds a year,

PROF MONTGOMERY: | understand that, but it's slightly different from the thing that

| was wanting to try and get at, which is the failure... What happens if — and

this is a suggestion that was made to us we need to assess ~ the failure is the

lack of 'recogni ion by clinicians at the front line, whether they| are

paediatricians or midwives or obstetricians, that actually the woman coLing
into them or the baby expected to be born shouldn't really be born here; they
should be born somewhere else in the network? So they're not coming jn by
ambulance, so you can't get the ambulance drivers to take them somewhere
else. It's about shifting that recognition, and that may be one of the pictures
here, that the unit is so isolated, it doesn't actually kndw what'’s going on in the
restof the NHS. '

PROF KEOGH: That's why it's got to be part of a network, and that's why
accountability across those services should be with people who really know
how to deliver - :

PROF MONTGOMERY: So what does that do to the board's accouhtability?
Because that is unlikely to sit in University Hospitals of Morecambe Bay, the
leadership of that network. | '

[Crosstalk] .

PROF KEOGH: Ultimately, in a foundation trust, they still have to have responsibility
for the quality of care, but they need help from people.

PROF MONTGOMERY: So I'm looking really to understand what - in our current
system, where we no longer have SHAs; we now have smaller commissidning
groups, all the way up to NHS England — what the levers are to hold up the

mirror to an FT that says, ‘Actually, you're not realising what you're

16

58,




O 0 3 O . W N =

W W W W W RN N NN NN R e e s e e e e e e
B W N e O O 00 =) A th b W N~ O W O 3 AW N~ QO

accountable for, here.’ Bruce is nodding. Do you need any help from that
end? |

PROF KEOGH: | think it's really difficult. | can give you... I'd rather not give you an
answer to that off the cuff, because | think the reality is that some of these
things are still finding their own level, Jonathan, and | think we, just tomorrow,
will be launching a five-year forward view for the NHS, which will show
different operating models.

PROF MONTGOMERY: We look forward to that, and obviously we’ll have a chance
to look at it before you reflect. | rﬁean, there are a couple of things that
complicate the issue even further, | think, in our context, which are
understandable. The first is that you have to work with what you've got, and
it's one thing to say we would like a network that makes sure that you get the
benefit of their experienced lladership. If you're the trust delivering the 'A
service, you have the clinicians that you have and you have to work with that,
‘and that's clearly the intention with your aspirations for getting the right
clinician in the right place. They may not want to go and work there, so are
there any tools that you've identified to encourage people to want to work in
the places where we need them, even if they may not choose to go there?

PROF KEOGH: That's quite a multi-layered, complex question.

PROF MONTGOMERY: It's Stewart's. Now Stewart’s laughing.

PROF KEOGH: I've almost forgotten the question.

PROF MONTGOMERY: | think we have to reflect on what could we —

PROF KEOGH: Oh, sorry, yeah, okay.

PROF MONTGOMERY: - that could help solve this problem, and one of the

‘ elements of the problem is that we don’t have — we wouldn’t start from here.
We don't have the staff that we would like to have, if you're sitting in
Morecambe Bay's FT, and we wondered what was available in terms of
support, encouragement, examples of good practice that would shift us around
from not designing the service around the clinician but designing it around the

patients and women.

PROF KEOGH: So | started to think about this as a consequence of the 14 hospitals,
because some of them, as |'ve said, were geographically isolated, and they
were all profeésionally and academically isolated. So one of the ambitions
that we set following that was that hospitals like this should be incorporated

17




1 early info the academic health'science networks, and the idea was that most

2 certainly — obviously for doctors, but most doctors, they qualify; they want to

3 do good things, and then circumstances may change — you know, people end

4 up in different places. But they all want to feel they're at the cutting edge; they

5 alj want to feel that they're good, and so how can we do that?

6 And We thought that linking these hospitals into academic health

7 science networks would do several things, and there are still issues around

8 HR and all of that in this, but it offers the opportunity for rotation; it offers the

9 opportunity for recruitment into clinical trials; and we have the opportunity, in

10 our health service, to use places like this, to put many, many more people into

11 clinical trials than we have at the moment. But, while they remain

12 academically and professionally isolated, that's not going to helping, and we O

13 know that the best care is provided by the best doctors, who provide the best

14 research, so there's an opportunity there. And I'm just going to.., So we

15 haven't really worked all of that through yet. We've been quite clear about it in

16 oEr report on the 14 lhospitals. Some of the acac#emic health science

17 networks, quite frankly, they're immature organisations at the moment.

18 They're getting there, but they're still finding their own purpose, and not all of

19 them see the opportunities of engaging places like Morecambe Bay or some of
20 the other 14 hospital, but | think there is a big opportunity. | think there's a big

21 opportunity there, and | was going to make another point but I've completely

22 forgotten it,

23 | PROF MONTGOMERY: There's a set of questions which have been raised around — )

24 |PROF KEOGH: Oh, sorry. | don't think Morecambe Bay get it, right? =

25 |PROF MONTGOMERY: You said you'd spoken to them recently.

26 |[PROF KEOGH: Yes, | spent a day out there the other day, because | just wanted to

27 see what the - ' |
28 | PROF MONTGOMERY: And one of the questions was: what were your impressions
29 of them? So elaborate on ‘they don't get it'. |
30 |PROF KEOGH: So the first thing is | think they've made remarkable improvement, \
31 and | can articulate that, if that's helpful, but there was one thing. When they 1
32 said to me midwives were linking up with Coventry, | thought... So | said, 1
33 ‘Why Coventry? What about the academic health science network? You've i
34 got Manchester down the road. You've got some huge expertise nearby’, and
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| think it's silly that they're linking up with Coventry. It's ‘miles away. There's
nothing particularly special about Coventry, other than they might know a few
people there. There’s no sustainability in it, and yet they have the opportunity
to link up with — in their academic health scienice networks, build professional
networks as wLII as operational networks -

PROF MONTGOMERY: The most plausible example for picking Warwick and
Coventry is that the nurse director came from there before. |s that...?

PROF KEOGH: Yeah, and probably that there is some issue with Manchester, which
you might want to explore.

PROF MONTGOMERY: They've had Manchester coming in a few times.

PROF KEOGH: | think that's the problem, but it's also the solution.

PROF MONTGOMERY: So was your impression that they — did they recognise their
problems, but have a poor solution, or did they not get the extj}\t of the
problems? ’

PROF KEOGH:- So|can | just say | think '_they've improved a lot, that thety have a
new, experienced Chief Executive, in Jackie Daniel, Who | think unde stands it.

The strength of their clinical leadership - you know, prior to that, they had no
clinical leadership structure that | would have recognised, but | think George
Nasmyth has been helpful in that. They have, in my view, fantastic leadership
- from Sascha Wells in her midwifery role, and she is clearly a strong leader.

They've recruited, interestingly, quite a lot of additional staff. They're
doubled the number of consultant paediatricians and they have had a
significant increase in a number of midwives, whereas, prior to all of this,
during the FT process, they were losing staff and focusing on money in the .
same way Mid Staffs did. They've been able now to increase staff and save
money. R

PROF MONTGOMERY: Is your impression they've been able to keep them?

PROF KEOGH: | didn’t probe that enough, but my sense was, from the staff that |
spoke to, that they were quite happy. | think there were some old school
there, which we'll come onto in a moment, that | think still have problems with
the changes. They've had changes to their clinical decision-making process,
in that babies now born before 32 weeks are transferred elsewhere, whereas it
used to be 28 weeks. | think they've had to swallow hard to take that on
board. They tell me that they have a lower threshold among the midwives for
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calling for help from the obstetricians. | would like to come back to that in a
moment. They have the introduction of early-warning protocols, which seems
— and bear in mind | was only there for a day — seems to be working, and |
think they have weekly multi-professional risk committee meetings to consider

_ all incidents graded as a moderate or anve, which | think is a significant step
forward. And | think they've appointed more midwife supervisors, which | think
has been a step forward. So my sense is their trajectory is good.

PROF MONTGOMERY: Can | ask you the questibn that you described quite early
on about the problem with actions plans? If it's more than, they have an action
plan.

PROF KEOGH: Yeah. »

PROF MONTGOMERY: So what gives you confidence that it's moving?

PROF KEOGH: When you walk into a place, you can smellit. The notice boards are
covered with information., They can tejyou what the family and friends test is
telling them. They're happy to share their feedback. They have a dashboard,
which | can share with you. W |

PROF MONTGOMERY: | think we have it. ,

PROF KEOGH: They've got quite a comprehensive dashboard. | think they take it
serjously; that's my sense. They talk about it.

PROF MONTGOMERY: How far down the organisation does that go?

[Crosstalk]

PROF KEOGH: 1 think it's a question of how far up the organisation it goes. So this

dashboard is owned by the people who are delivering the maternity services, if ‘

| can use that term.

PROF MONTGOMERY: Which sites did you visit?

PROF KEOGH: Just Furness, so ! can't speak for —

PROF MONTGOMERY: So your sense is that the frontline staff running services in
Furness signed up to that, because obviously we've seen it from the top —

PROF KEOGH: 1 think they developed it. The question really is to what extent the

board pays attention to this kind of stuff.
PROF MONTGOMERY: Okay. Well, we've recently met the board, and we will form
a view on the basis of what —
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PROF KEOGH: So I can't form a view, but | can tell you | met a couple of the
paediatricians, and | met some of the obstetricians. | think there are still
problems, and | think those problems are not insignificant. | think — .

PROF MONTGOMERY: So tell us the categories of problems, then. We obviously
don't, | think, need you to name individuals, | fhink, but it's effectively
'understanding what the problems are and who owns them, if anybody.

PROF KEOGH: | won't name individuals, but Y'll tell [ think they have a serious

problem among consultant grade obstetricians, which | think will be destructive

and corrosive in the longer term. I'll say no more. | think... So a picture was
painted to me of what was described as ‘the old days’ of midwives calling
obstetricians too late, then telling obstetricians when they arrived at the door
that everything was okay and the obstetricians walking off. | don’t think - and

I'm not absolutely convinced that even now the ob#tetricians understand that

that's an abrogation of their professional responsibility. | think they get it, but |

think that would need further probing. 1 think if you fome into a hospital — and

| speak from my own personal experience of many times being called into
intensive care units and told everything's okay — not to check the patient, it's
ridiculous. So | think there are éome issues there about vested interests and
turf wars.
| don't think they work well as a team. You can pick that up within a
couple of minutes of sitting in a room with them. | think they don't... They're a
group of consultants who have reached what they consider to be an elevated
position and they've pulled the ladder up after them. So | asked them about
residents on call. They said, ‘Oh no'; they said, ‘The new guy — he's resident
on call on a Thursday.” So | said, ‘So does that mean in this hospital the best
day to have a baby is on a Thursday?’ and there was a lot of shuffling around
and, ‘No, no, no. It's safe all the other days.’ So | said, ‘If it's safe all the other
days, why does he have to be on call on a Thursday?’ They couldn't ahswer
it, but the bottom line was that the old guys don't want to be resident on call,
~ butany new appoihtments will have to be resident on call. And | couldn't geta
clear feeling that they really related well with the midwives.
PROF MONTGOMERY: Now, that is a picture which is entirely consistent with what
the families have told us about what was going on in 2008, and we're six years
on from that, and that sounds as though you've picked it up in two minutes,
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and | won't comment on what we've picked up because obviously we're doing -
our best to get something —

[Crosstalk] _

PROF KEOGH: Well, maybe it's slightly less bad than it was six years ago. | wasn't
there six years ago, th there are still problems there.

PROF MONTGOMERY: Okay. So that feels like a medical director’s job to sort out,
doesit, toyou, orisita chief executive's job to sort out, or a ward manager’s?

PROF KEOGH: Well, the medical director’s part of a unitary board. None of these
things are one person’s responsibility, really, and there is a new medical
director coming in, so -

PROF MONTGOMERY: So why do we think that will make the difference? What is

g’

the medical director’s task?
PROF KEOGH: | didn't say”a new medical director would make a difference. YO’rJ
said that. !

PROF. MONTGOMERY: Okay, so let me rephrase my question, then. Would you
agree...? |[f you've gone in; you're medical director of NHS England; NH'S
England is responsible for overseeing the commission system. [t feels like a
commissioning failure that you haven't got the quality of service that you're
creating the specifications for, and you're asking yourself what sort of medical
director is needed to sort that job out. What are the qualities that the new
medical director needs?

PROF KEOGH: First of all, it's not just a failure of the commissioning system:; it's a
failure of the provider systém.

[Crosstalk]

PROF MONTGOMERY: There is a multiple set of failures.

PROF KEOGH: Yeah, and it's quite interesting. If you speak to the commissioners,

Pt

e

they say they knew they had problems in cardiology; they knew they had
problems with outpatients; they knew they had problems in a number of other
areas. What they never knew was that they had problems in this kind of
closed maternity unit, which is interesting in itself, and it's another similarity, if
you like, with the issues in the West Midlands. So is this a failure of
commissioning? | think you probably have a better view of that than | do, as
an ex-commissioner, but I'm uncertain — and this is — '
PROF MONTGOMERY: So what qualities does a medical director need?

22



PROF KEOGH: | think he needs to recognise the importance of networks. | think he
needs to recognise the importance of professionalism and discipline. | thmk
he needs to have a deep understanding of long-ingrained vested interests
between obstetricians and midwives. And | think he also... You know, you

~can't-it's not as though peOpie ari flocking to work there, so | think he needs
to inject ambition and encourage people. | think people respond to that far
more than to a stick. ‘

PROF MONTGOMERY: Okay. My colleagues may want to come back on that, but |
wonder if | can go back a bit to a bit of the history and how things unfolded,
and you talked a bit about how in 2010, as you began to marshal the medical
directors into the FT process —we ve asked a number of people this, and we'd
like to ask you as well about how this SHA operated around the quahty
agenda, because there were 10 of them, and they all operated dlfferently |
think you would have been part of the assurance process that went in, so we'd
like to understand how this SHA operated, compared to the others.

PROF KEOGH: So have you seen the ajsurance report?

PROF MONTGOMERY | don't think we've actually seen the whole... We've seen
some briefing documents. If we ycould have the whole report, | think that would
be helpful. '

PROF KEOGH: We can get you the report. The key bit, | think, out of the report was
David Nicholson's letter to Mike Farrar, and so can | just say that, when | went
on the visit — | visited, | think, Manchester PCT and mental heaith trust
[inaudible] officer. Maternity services and Morecambe Bay never really came
into the conversation; | can find no record that it did, and | certainly don't
remember it, but it was an interesting SHA, because, in many senses, they
were ahead of the game, if you like, on quality, in the sense that Mike Farrar
had a vision and he was keen to engage clinicians, as you see in AQuA and
NHS Improving Quality —~ ventures like that. What | think came out of the
assurance, as a sound-bite summary, was that they were quite good on vision,
but they weren't that good at dealing with conflict and problems, and other
SHAs, of course, were completely the opposite, as you know. ,

PROF MONTGOMERY: My impression is of a very well worked, high-level quality
system, but | don’t have much of a feeling of how successful they were at
addressing failures of quality. So obviously we've only learned about the
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particular bits in Morecambe Bay, butv | wonder if there were other examples
that you saw where they had spotted and intervened and supported solving
quality problems. '

PROF KEOGH: No, | can't - | think you've articulated what | was trying to say better
than the way | had, and, because of where | sat in the systLem, those kind of
issues wouldn’t come across my desk. So, unless of the SHA medical
directors came to me and said, ‘I've got a real problem with such-and-such a
place’, that wouldn't get to me. .

PROF MONTGOMERY: Okay, and | wondered if | could just check, because that
may answer quite a lot of these things, but we talked about the FT application
process, and you've described that. And, if I've understood it correctly,
despite the fact that it got paused and resurrected after your new system was
in p:fca, the unpaused application did not go through ” your 10 medical
directors’ discussions.

PROF KEOFBH: Absolutely not.

PROF MO*TGOMERY: Okay, thanks. There's a whole series i)f things that then
happened, involving the CQC, involving something called gold command, and
it would just be helpful to know what, if any, of those ever got anywhere near
you. So, for example, there's a Section 48 investigation by the Care Quality
Commission at the end of - v

PROF KEOGH: None of this got anywhere near me, until | was preparing for your
question. "Can | just check? You've been through all the documents and seen
what I'm copied into. Is that a fair statement?

PARTICIPANT: Yep, that's fair.

PROF MONTGOMERY: Thank you, that's helpful. We haven't seen anything,
otherwise | would have asked you about it particularly. There's a couple of
issues which, on that basis, you probably would not have been at the time, but
you may have picked up now, which | think we'd be interested in your views
on. | think the most important one is the question about whether those events
were unconnected or connected events, because there's a series of briefings
that go up the system, Based on the view that the series of events in 2008
were unconnected - and that has been looked at, and we're still unable to pin
down who looked at it and said that felt they were unconnected, but one of the
things we're trying to tease out it: was that a sensible judgment? Is it only with
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the benefit of hindsight that we're beginning to ask questions about these
events being connected, or would your assessment — and so have you seen
any of those briefings now that summarise the events of 2008-09 and form this
view? :

PROF KEOGH: | don't really know the answer to that question. So, clearIJ, the
retrospect-o-scape makes it obvious that they're connected. The question is:
at what number do you start to think things areAconnected? | think, if anything
strikes me, it's the number of interminable reports from different people,
looking at different things, almost as though people were frightened to make
some kind of decision. :

PROF MONTGOMERY: So, picking up the numbers bit, so there's the [inaudible]
that were doing analysis on this, and we know that analysis was done in the
PCT just looking %t the incidence rates, the stillbirth rates, and those sci‘rls of
things, and we will need to form a view about whether that part of the analysis,
‘which is not dissimilar from the sort of analysis that was done aﬂTr the
Shipman case — at what point might it have been possible to say that!it's a
statistical outlier? Looking at the numbers yo'u just de‘scribed, at what point do
you begin to say, ‘There must be some fire for all this smoke’...?

[Crosstalk]

PROF KEOGH: [ don't know if the followmg remarks are going to be helpful. By the
time you get statistical variation, it's almost — not too late, but you should have
intervened before you get statistical variation. If you look at events in Bristol in
the mid-1990s, the word on the street had been there for 10 years; if you look
at maternity services in Northwick Park, probably at least 15 years; if you fook
at — and | know that because, when | was a medical student, | suggested to
the dean that they should - ‘

PROF MONTGOMERY: You just described one of the possibilities of this picture,
which is that word was not on the street in the same way as that maternity
ward. ‘

PROF KEOGH: It came on the street, didn'tit? It came on the street with a variety of
things: with James Titcombe, the five deaths and then a whole series of
different views, so turnaround time on the street was less, but there is
something about —
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PROF MONTGOMERY: But you're still saying that your conversations with the
commissioners were saying that this hadn’'t been flagged up to them as a
‘maternity —

PROF KEOGH: It hadn't at that time. It hadn't at that time. | mean, | understand
where you're trying to get to with your quesl.tlonlng | think the point I'm trying
to make is that you can review a place to death and, at some point, you've got
to connect the dots, and | think CQC could have connected the dots earlier.

PROF MONTGOMERY: They said that to us as well, so | think that's a clear point at
which it could... | mean, is that the place now where you would expect those
dots to be connected, in the current system?

PROF KEOGH: Yeah, | think so; | think so.

PROF MONTGOMERY: Have you seen the Fielding report now? | appreciate you
wouldn't have seen it at the time. )[

PROF KEOGH: Yeah. |

PROF MONTGOMERY: So can you just give us your reflection on the Fielding
report and you would have expected to h ve been done with it when it was
recelved’?

PROF KEOGH I 'would have expected it to have been harder-hlttlng

PROF MONTGOMERY: What are the professional responsibilities of the people

brought in to...?

PROF KEOGH: Sorry — just the language of the Fielding report is protective.

PROF MONTGOMERY: Following on from that, one of the things we are — and
we've asked this of various people that we've seen, and it includes
professional regulators — in terms of the — you know, you have a nurse, an
obstetrician and a midwife involved in that report. It was never presented to
the trust board; it was never foliowed up by the team. So one thing we're

wondering is — and we asked the chief executive of the NMC - a former chief

executive of the NMC — about: was there any professional guidance on: ‘If you
take this on as a regulated professional, what responsibilities does it bring?’
So we'd be interested to know whether you're aware of any guidance of that
sort and any suggestions that might be in that —
PROF KEOGH: So the first thing is the Fielding report comes out in August 2010.
CQC aren't made aware of it until May 2011. I'm not clear whether Monitor
ever got sight of it, and I'm not clear as to the role of the SHA.
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1 | PROF MONTGOMERY: Soif | could tease out some of thoyse so CQC knew it had
. been commlssmned the SHA knew it had been commissioned; Monitor knew

N

3 that there were five deaths, because they asked about it in the [inaudible)

4 board, so I'm trying to tease out: what were the issues about what they didn't

5 qu If they knew the issues were around, did they ne*ed to see the report

6 for them to have a responsibility to respond to it? We know it wasn't

7 drsclosed but what's the weight of that nondlsclosure'7 What difference would

8 it actually make? )

9 ?ROF, KEOGH: So you've got to ask, ‘Why do you ask for a report?’ Normally, you
10 | ask for a report as part of — whether you call it this or not, but it's part of a
11 | root-cause analysis, trymg to get to the nub of 3 problem So then you would

: (_ 12 - expect that, when that report is pubhshed you would see it straight away, and
13 then you would expect to have a dlSGUSSIOH I think, with involved parties to
14 s#y, ‘Look, it shows this. How can we tmplement this, sort this problem out?’
15 That's the nature of the risk summits, which | know you want to talk about
16 | later.
17 {PROF JONTGOMERY So I'm just trying to get mto the thought process.

18 {PROF KEOGH: Sorry, you wanted to know about professmnals what's their duty.
- 19 IPROF MONTGOMERY Yes.

33 |PROF MONTGOMERY: So it seems, if | can reflect back, there must be Certaih
34 senses in which what you see is so damaging to patients that your
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professional responsibilities, irrespective of what you think is going to be the
plan, you have to think about whistle blowing. ‘

PROF KEOGH: So I think | say this with a great degree of caution, what I'm about to
say. | think the GMC maybe a bit inconsistent on this. So, for example, there
are problems at the mc{ment with a breast surgeon in Birmingham, and
another doctor, who wrote to the Chief Executive twice, saying that there were
problems and brought it to his attention, has been summonsed by the GMC for
not having taking enough action. | don't know the details of it, but | know the
GMC héve been written to about it. So, | don't think there’s great clarity
around. Also...

PROF MONTGOMERY: It would be helpful for there to be more clarity, do you think?

PROF KEOGH: Yes, | think it would be helpful. 1 think this is quite difficult territory,
so it might be helpful. Sp, take me for example. I've reviewed 14 hospitals.
I've given a report to’ the Secretary of State. That report has been shared
widely in the public domain. Everything that we did went up on NHS Choices,
which gets 1.6 million visitors a day. All the risk summits were video recorded,
and there are — you can see it online. You can watch the discussions. The
report was sent to Monitor, and for the TDA, and commissioners were part of
the process. If some of those organisations don’t get better, what - you know,
I'm the author of the report. Is it my job to chase the Secretary of State? But if
we know, and you just take it a little bit further down...

PROF MONTGOMERY: But if we go a long way further down, and we take a report
that was never presented to a [inaudible], in which the author was never told
what action, if any, was being taken. It feels that at that stage it should be
possible to say, There was a minimal standard about openness and
transparency. It was never published by the trust. It was only ever published ~
by the action group. v

PROF KEOGH: Okay, so... R

PROF MONTGOMERY: So [inaudible], so okay, | think there are some stated in
between those extremes where we might be able to appreciate that...

PROF KEOGH: Well let me give you another personal example in another extreme.
| was asked to look at a cardiac 'surgical unit in a major London teaching
hospital. By the then professor of surgery, who subsequently went on to
become a minister. And | spent a bit of time there, and | wrote a report which'
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the opening lines were something along the lines of, ‘This is the worst cardiac
surgical unit I've seen anywhere in the world." And it was very short, because
the evidence to back that up was overwhelming, and | thought to myself, ‘I've
now got guilty knowdege. What do | do? So when | submitted the report |
said, ‘You've got 14 days to demonstrate to me that you're doing something
about this." And in 14 days — | can’t remember, he either said, ‘I will report it to
the Healthcare Commission’ or, 'l did”. 1 think, ‘| did’. So | gave them a bitofa
heads up. So | discharged my responsibility in that way. And that must have
been about 2005 | suppose.

PROF MONTGOMERY: That's helpful, Bruce. Because | think though that shows us
that there are some ways of answering this question about are there
distinctions that control what is professional responsibilities. Can | ask you a ‘
couple of other thin L about the Fielding Reports? And it's really what ydur
interpretation was, because we've seen how variously it's interpreted. To what
extent is your imprejsion of the Fielding Report that it looked at the questio£ I
raised earlier, about, ‘Were these connected events or weré they unconriec d
events?’ |

PROF KEOGH: I'm quite honest, | read the Fielding Report quite quickly. So I've
only had the best bit of a week to go through all of this stuff so — but | don't
feel...

'PROF MONTGOMERY: You didn't form an impression?

PROF KEOGH: So | can tell you what — we've been through all of these reports, and
we have summaries. They say a clustering of these episodes appeared to be
co-incidental, rather than evidence of serious dysfunction and, from the
briefing that you've been given, [inaudible]...

PROF MONTGOMERY: Is that presented to you as a finding that they made?
Because on one... ’

PROF KEOGH: I've seen the report...

PROF MONTGOMERY: They were told another reading of the report is something
[inaudible] concluded.

PROF KEOGH: Jonathan, | could send you a note on that. Because | remember
‘being kind of struck by that when | read it. Even though it was a twenty minute
[inaudible]... '
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PROF MONTGOMERY: ...That bit matters now. We're trying to track at what point it
got this interpretation in the system. The number of the ministerial briefings
that used the Fielding Report as evidence someone's asked this question, ‘Are
they connected?’ But it seems very clear from what we know about how the
report’s put together that actually they were noTasked to ask that question and
therefore didn’t form a view on that. Okay.

PROF KEOGH: Okay...

PROF MONTGOMERY: Sorry, that was probably [inaudible]...

PROF KEOGH: No, no, it's fine to know what the impression was and what wasn't.
So | think that the remaining bit's really about function of the risk summit, and 1
don't know how helpful this will be, because we're really trying to understand
the thinking done locally, and you probably were not played into any of the
thinking on - locally... ”

PROF KEOGH: Perhaps | could say something.

PROF MONTGOMERY: But tell me about what can be- achieved at a risk summit,

and the [inaudible]... , ‘ |
PROF KEOGH: So, one of the things that came out of the Ara Darzi's Review was
the concept of a National Quality Board. What was clear to us at the time was
there was nowhere, anywhere, where the key players in the system sat down
together and talked about stuff. So, in fact, the idea of the National Quality
Board had come from Sheila Leatherman, and so we created this Board, and
we advertised, we appointed people to it, and in many ways it had four
quadrants. _ '
So it had the usual suspects, from the Department of Health, and so

David Nicholson, myself, the Chief Nursing Officer, Chief Medical Officer, and

there were The Chairs of Monitor, CQC, NICE, the MPSA. TDA didn't exist at
the time, and then in the third comer we had experts in healthcare quality and,
in the fourth corner, sort of experts in — lay experts in quality. And this was the
first time.' | think, that people had sat down in a room, and David Nicholson
personally chaired that and, in his absence, | chaired it.

And we got to quite a good place really, where some pretty thorny
issues were sorted out, between, in particular, the regulators, and it was a
pooled sovereignty in that group, where each autonomous organisation held
the others to account for deliyering what they said they would do. And we
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gave quite a lot of thought to how you could keep an eye on what | might call

the system, to see how this performed, and the concept emerged, first of all of

quality observatories which is now gone. But of quality surveillancé groups,
and [the idea of a quality surveillance group is that in different geographical

areas they'll meet every two months, and it puts people who are interested in

quality around the table. The TDA. Monitor. CQC. Commissioners. To look

at a whole vaﬁety of metrics at one level, and also to talk about soft signs of

problems, and the word on the street at another level, and then to help bring

people together to solve the problems.

PROF MONTGOMERY: And at what geographical area can that work at?
Presumably certainly big enough to get some comparisons.

PROF KEOGH: Yes. So we had them at a...Leah[?], you're not allowed to answer
questions, are you?

PROF MONTGOMERY: You can drop me a note afterwards. o

PROF KEOGH: Yés, I've got the contact numbers.” So we have i— we certainly have
therg‘n 28, 10, to 14. So clusters relating to [inaudible]...and then some.

PROF MONTGOMERY - Okay. So roughly followmg the commissions of NHS
England, then?

PROF KEOGH: Yes.

PROF MONTGOMERY: For the area teams. [Inaudible] what we're talking about.

PROF KEOGH: Yes.

PROF MONTGOMERY: Yes. Other ones within the...

PROF KEOGH: Yes. Quite where we are now is a separate issues. Sa we have
those.

DR KIRKUP: Excuse me. We're not clear on who's coniributing there. Could we just
have a brief identification please?

PROF MONTGOMERY: Bruce was - | was asking about the geography. Bruce was
looking to the lady who's just sitting as his reporter but not saying anything,
and she was tempted to say something but didn't, so Bruce will have to find it
out afterwards.

DR KIRKUP: Okay. ‘Tha'nks for the clarification. ,

PROF KEOGH: Sorry, Bill. So then it's a [inaddible] for four issues. We then
introduced a concept of risk summits. Which was if people in a geographical
area — if the quality surveillance group recognised there was a problem at
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hospital X, and if they thought that was severe enough, they could call what's
called a risk summit. Or, if the commissioners thought there was a problem
somewhere else, in an isolated way from hospital Y, they could call a risk
summit. '

The idea of a risk surnLnit is that there is a relatively serious issue that
needs resolution, and that brings together the commissioners, CQC, Monitor
and TDAs, depending on who's appropriate and, you know, the chief executive
of the organisation around the table. To thrash out problems.

The idea of the quality surveillance groups is to pick out problems early
and solve them. A risk summit ...

PROF MONTGOMERY: Would quality surveillance groups operate at area team
level? Do the risk summits escalate to the four commissions of NHS England
or might they be at area leve | [inaudible]...

PROF KEOGH: They're mostly at area level.

PROF MONTGOMERY: So they would be depending on what the [inaudible]?

PROF KEOGH: Yes. | |

PROF MONTGOMERY: Okay. Thank you.

PROF KEOGH: Again, we could send you - we've got guidance on how to do these
from the National Quality Board, which we can send...

PROF MONTGOMERY: | think that would be helpful. | think I've got to the end of
my questions, [inaudible] questions. Are there any that you can see that |
missed, or are there any additional ones that you want to put in? Bill, do you
want to manage that from your end?

DR KIRKUP: Okay, thanks. That's helpful. I'll ask Julian to start with.

MR BROOKES: Hi, Bruce. Just - it's a dilemma, which | know is not a new

dilemma, but it's — you recall you were talking about your visit to the Trust, and

saw the additional staffing that was going in. They were now meeting the
quality standards in terms of staffing levels in maternity services etc.

At the same time this is an organisation which has an underlying deficit
of £18 million. It's not a sustainable picture probably, going forward, and it’s,

you know,‘ they’re finding it very difficult to meet the standards that are

~ required for small maternity units, for example, within the tariff. And |
remember this being a point of contention and discussion around when we
were doing the Darzi Review as well, some years ago...
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PROF KEOGH: Yes.

MR BROOKES: And it's a really tricky one, and I'm not saying that there’'s a simple
answer to it, because | think if there was someone would have come up with it.
But it's a real dilémma and it's something| which does concern us in terms of
the future viability and the future sustainability of services there.

PROF KEOGH: Yes, | think you're right, Julian. So it's a dilemma because we have
a fixed approach to the way we deliver maternity services, which is a
combination of standards set by the Royal College of Obstetricians and
Gynaecologists, and the combination of the tariff. Which means that for a unit
to be viable, you know. it's got to do a load of births.

So we have that going on in one place. Then, in western Europe, in
other countries, we don't have that problem. We have much smaller units,
delivering babies with a complication rat !as good as or better than England.
So tomorrow you will see a formal announcement that NHS England is going
to commission a review into maternity services, and that's based — the aim of
that is to explore the interactions of a targ and working practices, and to see
whether we can get to a place that there's forward agreement on how you can
have much smaller maternity services, closer to peoples’ homes, and that will
lead us into discussions on networks and that kind of thing.

MR BROOKES: What would be the timescale? That's clearly [inaudible] would be
the timescale?

PROF KEOGH: | think they will say the summer. So | = can you just keep this to
yourselves until tomorrow?

DR KIRKUP: Sure.-

MR BROOKES: Sure. o

PROF KEOGH: 1 think they'll say the summer. So what we have to work out is how -

' we conduct that review, and in my head I've got different ideas and one is
whether you do it in a way that we've done the urgent emergency care review,
which is you get all the people in a room and you conduct a consultation
process in public. _

Or whether you say, in this particular termitory there are so many
ingrained and vested professional and other intérests that you conduct a
review in a similar way, for example, to the way | did the cosmetic intervention
review. Which is you have a panel of people who take evidence. And there's
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1MR BROOKES: Yes.

also a question about to whom such a review would report and what have you.
But there will be review, Maybe next summer,

MR BROOKES: Yes, | think that's really helpful. | know there was some work done
around morality and its impact on tariff around the Darzi Review, which might
be a usefulT— but it's also obviously one of these things which‘\l
useful in terms of if — | assume it will look at training levels and difficulties in
terms of small units in attracting, you know, workforce issues as well?

PROF KEOGH: | think it has to if it's going to have any credibility.

MR BROOKES: Yes.

PROF KEOGH: The other thing that we're going to be looking at is ~ is the tariff
system in general. So the tariff system is designed in such a way that,
essentially, big trusts can make a profit of sort of 4%, whereas smaller trusts
are looking jt minus half a per cent...

PROF KEOGH: And that's a perverse thing about our tariffs, so We’re going to be re-

~ looking at aat. :

PROF M-ONTGOMERY: And that also will be public by the time we report by April.

PROF KEOGH: That will be in tomorrow. That will be in public by tomorrow
morning. Yes. '

MR BROOKES: Excellent, thank you.

PROF MONTGOMERY: Bécause that actually addresses, you know, | think one of
the questions that we had been left with when we had a [inaudible]. You're
going to... v '

MR BROOKES: | just wanted to change tack very slightly. It's back to the
conversations we had about the system, Bruce, when you obviously came in
and looked at the quality around the FT qualifications and raised the bar. I'm
just trying to understand. Were you raising the bar from an unacceptably low
level to an acceptable level? Or did you feel that the — it was complimentary to
what was happening before?

’PROF KEOGH: Well I've no idea what the level was. So we just set a level, which

was, you know, you needed to demonstrate that you took quality seriously.
You needed to demonstrate a variety of things, you know, that you didn’t have
an excessive standard mortality rate, that you didn’t have an excessive
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infection rate. That you didn't have a Ioar; of serious untoward incidents.
- That...

MR BROOKES: So if t reflected back the system before, which was a — what | would
look about whether or nat you've got processes in place, and was done as a
board self assessment, lat was — seems to have been the kind of process

. which Morecambé Bay went through in terms of their FT application.

PROF KEOGH: Yes, | — you know, | wasn't part of the deliberations at Monitor, or | |
wasn't part — and | also wasn't part of the deliberations from a foundation trust
part of the Department of Health.

MR BROOKES: Okay, thank you.

PROF KEOGH: So, you know, I'm just not sure there was a bar until then. And |
don't think it was looked at through a quality lens, and actually...

MR BROOKES: | think that's right. | think there was a perceived bar, which was in
the self-assessment of your processes. | think we can both see what the
potential weakness is in that. So — but that's where the bar was, so it wasn'ta
comparative analysis against benchmarked information, for example, as
you've described. It was also very dependent on the assurance process, as
far as we can see, through the SHA. You know, they had a key role in
endorsing an application.

| PROF KEOGH: So, interestingly, when David Flory wrote a rout of the service,

saying that I'd be taking this on, he also mentioned in his lettér that he expects
PCTs and SHAs to be much more proactive in the way they kind of address
their nominations, as it were, to the FT process. If you haven't got a copy of
the letter, we have and...

PROF MONTGOMERY: We handed a copy to [inaudible].

DR\KIRKUP: Yes, we have seen that, thanks.

MR BROOKES: Yes.

DR KIRKUP: Is that you?

MR BROOKES: Yes, that's fine, thank you.

DR KIRKUP: Okay, thanks. Stewart?

PROF FORSYTH: Yes, thank you Bruce. I've very much enjoyed listening to your
comments. | think we do recognise fhat currently the Morecambe Bay Trust is
in a much better pIaCe than it was and, of course, really following up Julian's
comments, sustainability is the real challenge. They've got some good people
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in there now. But, of course, we don't know how long they will remain there,

~and therefore the future of the Trust, particularly around maternity services,

therefore becomes uncertain.

In terms of sustainability, | think that we've got to recognise that what —
and you touched upon that, that certainly the arEa they're providing is very
different from the more urbanised areas within many other centres. And
therefore, you know, in your — the review it's clearly important to look at, ‘Well
what are the best models of care in these more rural and isolated areas?’ and
then, of course, the job plans of the individuals who are providing servnces do
need to be reviews as well.

And of course, as you touched upon | think again, that the colleges
have an important role, because they need to be able to — they need to train
people to serve communities, and these communities are, in many places, are
very diverse, and | just — one of the problems it seems to be that, in the past,
and till now still, we do take a sort of one size fits all approach to both
structures and systems, and that also applies to t lmng as well.

I just wondered, with the review plcklng up on some of this, and really

- trying to develop services in these more isolated areas Wthh in fact, can be

cutting edge in terms of both service delivery and research — because they
actually, collectively across England cover a quite large areas and, of course,
where | am it's an even larger proportion of the country. So, in fact, they are

. potential areas where it could be exciting areas to work and to deliver services

and to do research, and | think, it seems to me, that we do need to try and

~encourage that approach in any future development, and therefore I'd be quite

interested in your comments on that.

| PROF KEOGH: Stewart, | think | kind of agree with your sentiment entlrely Interms

of we still have to draw up the terms of reference of the review and, of course,

there will be all soris of people who have a different view on that, But [ think
unless we address all, at least at some level, address all the concerns that you
raise it's not going to be a credible review. So - and it won't get the kmd of
traction that's required. '

One of the things that | find myself thinking, what's different now

perhaps to ten years ago in remote rural areas? And | think there are two
things: One is hard evidence of the value of networks, and the other thing is
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the advent of mabile and other technologies that — the ability to transfer data
quite — very rapidly, and to share data with people in different places. And we
haven't been that good at exploiting that in the NHS, you know. We have in
neurosurgery, and we have in certain parts of — certain bits of|radiology. But
we haven't exploited it in a way that other industries have. And | think we
could do that. In fact, | think it will happen irrespective of what we do. It's a
question about how we catalyse it.

PROF FORSYTH: Okay, thank you.

DR KIRKUP: Just a couple of follow-ups from me if | can, please. You were very
clear that after the pause in the FT applicatibn process, if it had gone back
through the circuit UHMB wouldn’t have passed. And thank you for that
clarity. But my question is; why didn’t it go through that circuit?

PROF KEOGH: | don't know, Bill. 'So first of all, when it went into thé process to get
into Monitor, of course that was February 2009. | |

DR KIRKUP: ‘Yes. .

PROF KEOGH: And so it was kind of in Monitor. Qur process was to filter things
befofe the Secretary of State referred them to Monitor. You might want to
address questions to Monitor about why they didn't think it was worthwhile to
send it back.

DR KIRKUP: Okay. That's helpful. Can | just pick up something that you said about
one of the reasons why it would have failed if it had got through? And that
was the high HSMR in 2010/2011. That was preceded by an unremarkable
HSMR and followed by an unremarkable HSMR. |s that the reason it didn't
get into your review of 14 hospitals and, if so, what's your reaction to the fact
that it went from unremarkable to the biggest outlier in the coun_iry and back
again? |

PROF KEOGH: So, the first thing is that there are two temporally distinct issues. So
the 2010/11 HSMR was high. And, at that IeVel, if it had come back into the
system — it depends where it comes back and what information’s available to
you. So | don't want to be too hard and fast about it.

DR KIRKUP: Okay.

PROF KEOGH: But what we would have seen was an HSMR that had been climbing
since 2005/6. So we would have seen that, and some of that time, although it
was climbing, it would have still been below 100. And the reason - so, you
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know, depends which — whereabouts in the cycle it had come back to us. Ifit

came during the financial year 2010/11, and if we could get up to date

information, that would have shown us a high HSMR, and, you know, HSMRs
fluctuate quite significantly.

DR KIRKUP: Yes.

PROF KEOGH: And they'd been on a pretty good downward trajectory since, well,
“for a while,

DR KIRKUP: Okay.

PROF KEOGH: And, secondly, in terms of not getting into the 14 hospitals is just
that they didn't have a statistically significantly high HSMR for two years in a
row. '

DR KIRKUP: Yes. That's what | was getting at really. Yes.

PROF KEOGH: it was as simple as that. | just wanted — | knew that I'd be grilled on
how the hospitals were being selected, so | just wanted something that could
be understood by the man on the Clapham Omnibus, you know, Two years in
a row people get. ‘ : V

DR KIRKUP; Okay. You mentioned pressure to make trusts foundation trusts. 1 just
wondered if you could elaborate a littie bit on the nature of that pressure, and
how it was communicated and where it originated. We've heard different
accounts of it. I'm very interested in your take on that.

PROF KEOGH: Well, there are a couple of things. So | think the first indication that
this was important was the appointment of lan Dalton, who was then the Chief
Executive of the Northeast of England, to be Director of Provided
Development in the Department of Health, along with Matthew Kershaw who
was Director of Provided Delivery. And the idea was that they would help to
get non-foundation trusts into the foundation trust pipeline and, you will recall
at that time, that there was an aspiration that all trusts would be foundation
trusts by — I've forgotten the date. 1 think it might have been 2017 or
something. But anyway, there was an end date, whatever it was.

DR KIRKUP: Okay.

PROF KEOGH: And then you will also be aware that the Secretary of State wrote
out, in September 2010, to all trusts asking them - for the chairs of all trusts,
and chief executives, asking them what their trajectory was to get into this
pipeline. So there was the political'will that the trust should be got into some
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kind of sustainable financial and clinical position, which would give them the
opportunity to benefit from the freedoms of foundation trust status.

DR KIRKUP: Yes. That's — that's setting a trajectory, and asking how people
matched up to that. Does that automatically ‘equate with pressure to become
a foundation trust?

PROF KEOGH: Well, when you have an end date, an expectation — if you're a trust
chairman or chief executive, and you know that there is an end date, and a
political expectation of that date, and you receive a letter from the Secretary of
State saying, ‘What's your trajectory’, | think you would interpret that as
pressure to become a foundation trust, yes. |

PROF MONTGOMERY: Are there any other examples of the Secretary of State
writing personally to chairs and chief execs in your time?

PROF KEOGH: I'm not sure that there are, but | cali't remember.

PROF MONTGOMERY: Sorry, Bill. Just wanted to ask that.

DR KIRKUP: Okay. ‘

PROF KEOGH: It's difficult to interpret it any other way. The — but maybe pressure s
the wrong word. Enthusiasm? Political enthusiasm? 1 don't know.

DR KIRKUP: Yes. I'm concerned about, ‘Pressure’ because the specific point that
I'm trying to get at here is whether there was an onus placed on people to cut
corners to become a foundation trust, which would be a very different...

PROF KEOGH: Ah, yes. Okay, Bill, no | — no. No. There was — and let's be
absolutely clear. | never heard anything along those lines. So | think, when |
use term, ‘Pressure’ | mean it in the terms of, you know, get your organisation
sorted out, get it tip top, and become a foundation trust — there was certainly
never, never any hint that people should cut comers to get there. Indeed, the
opposite. From where | sat, anyway. '

DR KIRKUP: Okay. That's very helpful. Thanks. Last one from me...

PROF MONTGOMERY: Hang on, sorry, Bill, can | just ask a supplementary to that?
I wonder what the conversations with the SHA assurance process meetings
were about where people had got to on the FT pipeline? Do you have any
recollection of that, Bruce?

PROF KEOGH: Yes, | do. But that wasn't pressure, that was a report. Reporting
that, really. | - no, | don't think it was any pressure. Not pressure as defined
by Bill, which is a helpful clarification. Thanks, Bill.
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DR KIRKUP: Okay. Last one from me. You referred to the notion of the word on the
street, which | think is a very helpful concept about a hospital that should be
giving rise to concern, and | fully agree with you that there was a word on the
street a long time before any statistical indicators would have become gbvious.
Wouldn’t you have expected that to have gone somewhere near the SHA and
the SHA Medical Director at the time?

PROF KEOGH: Yes.

DR KIRKUP: Okay. It — you clearly didn't get any feedback on that route yourself?

PROF KEOGH: No. But | wouldn’t expect, you know. So the SHA Medical Directors
did not report to me...

DR KIRKUP: No, no.

PROF KEOGH: You know. They reported to independent strategic health
authorities, with their own board, executive team and chairman, and they were
part of that. Ahd so | would have expected, if they had local problems, that
they dealt with the problems locally.

DR KIRKUP: Yes, st... | | ' 1

PROF KEOGH: Sowhen ...

DR KIRKUP: Were similar issues... sorry, go on.
PROF KEOGH: When | brought the SHA Medical Directors together there were a

couple of things really. So it was - this wasn't a formally constituted group, if

you like. It was - but it was one that we all wanted. In the same way that the
NHS management board wasn't a formally constituted group, it was the chief
executives of the SHAs coming together. It was where we — we kind of
discussed mainly very specific issues that guys had a problem - a real
problem — they could bring it, Or mainly it was to support me in some of the
deliberations around policy in the Department of Health, and | think, Bill, you

| may have been to one or two meetings.
DR KIRKUP: | was, yes, and | agree that was the nature of them. Just a thought,
really, that if there were issues of that size that were being talked about in the
northwest, it would have been a potential route for the medical director to raise

issues nationally? - ,
PROF KEOGH: it could have been. But | would imagine, and it is imagining, that an
SHA medical director would probably only bring problems if he thought he
couldn’t get them solved by his own organisation.
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DR KIRKUP: Yes. Okay. | think we're all done here. So my usual question, at this
stage is, is there anything else that you would like to say to us, that you don’t
think that we've covered?

PROF KEOGH: No. I'm sure the moment we hang up there'll be about five things...

DR KIRKUP: Do feel free to get back to us if you'd like to.

PROF KEOGH: So what | would like to do is just so that you can understand my
role, | think, and some of the things around risk summits and what was
happening, if you like, in the kind of quality space at that time, if | may, I'll send
you ‘a kind of bespoke version of pretty much what | said to the mid-
Staffordshife enquiry, just so that you have it for your records. ‘

DR KIRKUP: Yes, thank you. That would be helpful.

PROF KEOGH: If — but equally, if you, Bill, or your team have issues that you feel
that you would like to pursui with me again, I'd be very happy to do anything |
can to help. .

DR KIRKUP: Thanks. That's appreciated. And thanks for talking to us.

| PROF KEOGH: Thank you very much.

DR KIRKUP: Bye.
(Interview concluded)
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MR BROOKES: Hi.
MS KITCHIN: Hi. Hello.

MR BROOKES: Welcome. Are we ready?

Thank you.

I am Julian Brookes. Bill Kirkup who
chairs this investigation is unfortunately
unable to be With us today so he has asked

me just to chair this session. Most of

the questions will be coming from my

colleagues but | will try to bring that
back together again.

Just to let you know some of the
ground rules and how we operating, these
sessions are open to members of the family
but, as you can see, there is nobody here
today who is ‘doingA that. We have got
microphones in front of us, which are to
allow us to record sessions and provide a
record of discussions we have today and
that is partly for the overall
investigation but is also to do with if a
famiiy members who is not able to come
today wants an opportunity to provide an
opportunity to supéwise the discussion

‘about that.
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That is the only recording equipment
that we allow. We have asked for phones
and everything to be taken away. Thatiis

purely to allow this session to be taken

in the context of the overall

investigation. It would not help anybody
if parts of the inVestigation became
public knowledge prior so if you can treat
this with confidentially and then we will
take all of the components of the

investigation and the evidence we have

looked at as part of the final report.

Final thing is to say that we are not
expecting a fire alarm so we will proceed
in an orderly fashion if anything happens
when those arise. | will ask the Panel to
infroduce themselves then we will start
with questions for you.

DR CALDERWOOD: | am Catherine Calderwood
| am én obstetrician and a medical advisor
for the Scottish Government.

PROF FORSYTH: | am Stewart Forsyth.

| am paediatrician, in Tayside and Dundee
and a Medical Director.

MR BROOKES: | am Julian Brookes and | was
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the Department of Health and | am
currently Deputy Chief Operating Officer
for Public Health éngland.
PROF MONTGOMERY: | am Jonathan
Montgomery, Professor for Healthcare Law
at University Collegé London and Chair of
the Health Research Authority. In the |
past | have chaired for Trusts and PCTs
and SHA. “
MS FEATHERSTONE: | am Jacqui Featherstone
Head of Midwifer#« in Essex. |
MR BROOKES: For the -
MS KITCHIN:- | am Ayshea Mary Kitchin, |
worked at Furness General Hospital as the
labour ward co-ordinator.
MR BROOKES: Are you starting, Jacqui?
MS FEATHERSTONE: Okay. Thank you. |
understand you are a labour ward
co-ordinator. |
MS KITCHIN: Yes.
MS FEATHERSTONE:; So just go Back to you
have worked at the Barrow since 1999,

MS KITCHIN: Yes.

MS FEATHERSTONE: Where did you qualify?

S
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1 MS KiTCHIN: | qualified in Stockport in

2 Manchester and, second, Stepping Hill

3 Hospital then went. |

4 MS FEATHERSTONE: You stayed t_herL -

5 MS KITCHIN: 1 qualified there and then |
‘ 6 worked at Blackpool Victoria Hospital for

7 three years before | came to Barrow.

8 MS FEATHERSTONE: And then what did you

{ ) 9 startyourjobin 19997

10 MS KITCHIN: As staff midwife which \»ias |
11 known as grade six now, as a band six, but

12 asC grade midwife.

13 MS FEATHERSTONE: Okay. Do you want to
14 take us through then what you did from

15 1999 then fo ... |

16 MS KITCHIN: During the period of 1999, |

worked as a staff midwife in the unit — |

have always been hospital based -- and |
19 continued to work there full-time, until |
20 in 2004 When | got my sister-post, to be a
21 labour ward sister and then become
22 co-ordinator. The title has changed but
23 itis basically the same. We run the
24 labour ward at Fumess General Hospital

25 since 2004.
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MS FEATHERSTONE: And as a labour ward
co-ordinator, are you one of the quite a
few co-ordinators or are you the senior
oo-ordinatLr’? '
MS KITCHIN: No, | was more - well, when
| started | was one of the junior
co-ordinators and | would probably say |
was middle. There are abdut sevenof us
in total and sonietimes we work together as
the shift Tut generally speaking these
dayé theré is one co-ordinator per shift.
MS vFEATHERSTONE: So generally you are not
taking thé women you are coordinating or
do you still look after the women?
MS KITCHIN: Currently today, no, itis
mainly a co-ordinator role.
MS FEATHERSTONE: Are you supernumerary on
the rota?
MS KITCHIN: We are counted in the
numbers -- six in the morning, five in the
afternoon, five in the evening. So
counted in the numbers for the number of
staff buf one call co-ordinator on each
shift and but that is for the unit, the

ward and the labour ward, but ! would try

Py
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1 not to take any labouring patients if a

2 could.

3 MS FEATHERSTONE: Okay and the staff that
4 are jn:ng through onto labour, are they

5 rotating through? So have you got

6 different staff every so many months or

7 how does it work?

8 MS KITCHIN: To talk about current day?

9 At present, no, there is not any formal

10 rotation. There is core band seven that
11 remain on labour ward. They will work on
12 matelmity ward if there is another

13 co-ordinator on and then, generally

14 speaking, depending on the need or if

15 somebody has -- if somebody is working
16 shift, they band five it is direct, they

17 should work on the ward for a certain

18 period of time.

19 Other than that, it would depend on
20 what the case load is and then what the
21 work permits and to delegate. staff where
22 is necessary.

23 MS FEATHERSTONE: Okay.

24 MS KITCHIN: Generally speaking, you keep

25 two or three midwives on the labour ward




1 which would include myself and the rest
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wouldk go to the ward. So if the labour

ward is quiet and the ward is busy, you
would send your staff to the wgrd.

MS FEATHERSTONE: How many available
delivery rooms have you got?

MS KITCHIN: Five, six labour rooms. We
have got three core rooms that we use most
of the time, we have got the pool room and
we have got what now known“‘ at the high

risk room.

MS FEATHERSTONE: And fo do the women come

in to be in induced on labour ward or are
they in induced on the antenatal ward?

MS KITCHIN: Normal inductions would gd to
maternity ward, they will pin Tuesday on
maternity ward uniess they are high risk,
and it will be necessary for themv to

remain in the labour ward. So for
occasionally ladies with previous

Caesareén Sections, they would come to
labour ward and be in induced thefe.

MS FEATHERSTONE: Do you have regular
meetings as labour ward co-ordinator? Do

you have an overall labour ward manager or

w
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. saying you work quite individually so to

do you have -- who is your lead?

MS KITCHIN: Well, at the present, we have
a ward manager, which is over the labour
ward and the maternity ward and we also '
have a matron that is now allocated to us

at Furness.

MS FEATHERSTONE: And how, but previously,

did you - do you meet reqularly as labour

“ward co-ordinators to -- because you are

meet to discuss what's happening and to

take things forward, how did that happen

few years ago?
MS KITCHIN; A few years ago, | think,
perhaps it depending which period of time
yéu-are talking about. The labour ward
team did meet monthly and quite regularly
and a}Iot of the team members wére able to
attend those meetings.

wa there are meetings being held but
they are not as successful, | would say,
at this present time but they are being
held and they are organised. |

MS FEATHERSTONE: Why don't you think they

are being successful? What do you mean?




1 MS KITCHIN: I think to be able to
2 attend -- if there are couple of
co-ordinators or members of staff on the

unit and it haJ be held during that period

N A W

of time that the unit is busy, then they

6 will not be able to attend but it is

7 basically relying on the people's free

8 time to come and attend. So that maybe

9 one of the reasons. (M

% /

10 MS FEATH?RSTONE: So you would have

11 regular ward meetings. What about any

12 multi-discipl#nary meetings you may have?
13 MS KITCHIN: Yes, they do ’have regular A
14 ward meetings. Similar thiﬁg. the staff

15 are invited and agenda goes up prior {0

16 for any topic of conversation.

17 The unit as a whole does have various
18 meetings to discuss interesting cases and
19 midwifery issues. On various time once é
20 week, we will meet on the labour ward to
21 discuss interesting cases. They also have
22 aforum in the parentcraft room so now

23 they do try to get together as a

24 multi-disciplinary team to discuss this

25 things.

o




| 1 MS FEATHERSTONE: We are now talking about
2 present, when you were a sister in 2004
3 did you say?
4 MSKITCHIN: Yes.
5 MS FEATHERSTONE: In that period of time,
6 were there multi-disciplinary meetings
7 then?
8 MSKITCHIN: it's hérd to think back to
9 the actual period of time. | would say
10 that not as much. 1| woulci not certainly
111 be on regular basis of the weekly basis,
12 that now, that did not haApen in 2004. |
13 The midwifery team, thed band sevens
14 and the matron as was then, did meet and
15 more discussion of how to work as a team
16 and how to build midwives experiences and
17 those kind of topics and problems for the
"""""" 18 unit and problems that the co-ordinators
.19 or the midwives were perceived to be
20 having, they were discussed at the
21 meeltings.
22 MS FEATHERSTONE: Similarly, any
23 comblaints, themes through complaints or
24 serious incidents, how would you hear

25 about those?




1 MSKITCHIN: 2004 onwards, | think, it was
2 building through the périod of time there

3 were CNST major incidents would be.

4 discussed and organised. For us as core
staff, there was not the feedback there is
now to the staff.

| think the amount of incidents that

~N
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were put through, it was not formalised

9 like itis now. The criteria for an
[0 incident is more structured so people know
11 what s classified as an incident and they

12 should be reporting which it was not then.

13 MS FEATHERSTONE: How would you have found
14 out about something then? |
15 MS KITCHIN: Probably -- in which respect?

16 In- |

17 MS FEATHERSTONE: If there was a serious

18 incident and you did not happen to be on

19 duty and lessons learnt; how would know?

20 MS KITCHIN: If it had cascading effect,

21 if we needed to change practice or if we

22 needed to - (inaudible) case of the

23 matron who was co-ordinating - in charge

24 of the labour ward then would probably do

25 a tool box talk or would talk to us

£
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1 individually, | would say, rather than as

2 a group or it maybe have been discussed at

3 the midwives meeting.

MS FEATHERSTONE: Okay and what woﬁld Jou
say the relationship is like between the

medical staff and the midwjves and the
paediatricians and the midwives?

MS KITCHIN: [ always felt — are you

o oo <N o o b

talking for the period of 2004 onwards? |
10 always felt that the relationship was good
11 between the obstetricians and the

12 midwives. | always felt that we had a

13 close working relationship and obviously
14 people have time to think about these

16 things in retrospect because obviously We
16 have been highly criticised for that in

17 the press and various things.

; 18 One of the think that | feel is that

19 there have a lot of communication and a
20 lot of referring and discussions among to
21 the team, but, | think, that the downfall
22 of that, that there was nof a structured

23 policy and procédures that actually

24 indicated very clearly who conducted the,

25 say if you referred to a doctor and said

13
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there was this problem or this problem and
they would advise and instruct, there was
not any clear identification of who

actually should cJanduct those things at
that time because of the policies and
procedures were not as robust as they are

now.

MS FEATHERSTONE: So from an escalation

point to mean if somebody was concerned,
how would you have done it then?
MS KITCHIN: If | was concerned, | would

have spoken to the registrar or midwife

involved would have spoken to the
registrar who was on-call.

MS FEATHERSTONE: And now?

MS KITCHIN: Similar way, but, | think,
the way the midwives conduct themselves
and the doctors is to actually ensure that
that registrar is brought and have
face-to-face contact with the patient and
instructed clearly in the notes so there

is no discrepancy between what has been
instructed and what has not and if it is
something that should be oonducted by a

registrar, the midwives and registrar's
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ensure that it is conducted by them and

not a midwife.

MS FEATHERSTONE: But if the midwife was
unhappy, would she be happJ now just to
escalate immediately to the consuitant?

MS KITCHIN: Oh, | would say they would

come to me first. Everything would be

discussed as a team. We try to bring them
together and then it will escalate to a -
consuitant if it was necessar*

MS FEATHERSTONE: Do you have a supervisor
of midwives? 1

MS KITCHIN: Just o go back to that,
would have said that would have happened
previously as well. You know, we never
and from right through coordinating labour
ward never had a problem to escalate
things to a consuitant if it was

necessary.

Sorry, go on. What were you going to

say?

MS FEATHERSTONE: Noitis fine. | was
goin‘g' about supervision, actually. Have
you a supervisor of midwives?

MS KITCHIN: Yes, yes.

IS
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reviews with her or do you have an annual
review?
MS KITCHIN: | expect it would be annual
review.
MS FEATHERSTONE: And that is kept to up
to date?
MS KITCHIN: Yes. It has been a little
bit of change rouhd because my supervisor
has left but yes, | have been replaced and
as midwives havé changed circumstances
they are replaced with their own
supervisor. | thihk, some people have
found it difficult depending on where the
locality of that supervisor is. There are
few supervisors on the shop floor at
Fumess at the moment.
MS FEATHERSTONE: Okay. What about
mandatory your training, how does that
happen within the Trust? ,
MS KITCHIN: It has alwayé been there. |
feel it has become more robust in the last
couple of years.
MS FEATHERSTONE: What training do you

have?

il



1 MS KITCHIN: What training? Everything
from you are normal obstetric emergencies,
your interpersonél meetings that you

- have - | am Lrying to think(of the actual

names of them. There are formal lists of

o o s W N

the actual days that we need to attend.

~J

MS FEATHERSTONE: Wh;at_have you done in
8 the last year? |
("' 9 MSKITCHIN: Health and safety, we have
10 twice yearlyi! pbstetric déys that we have, H
11 >com pleted the three that we need to attend
12 inthe year‘and that has just started ‘
13 again. | have done level three safe
14 guarding, fire safety. Do you have any,
15 in particular, in mind that you want me to
16 know about? |
17 . MS FEATHERSTONE: No, ! just wanted to
- 18 know about training that you have as
19 midwives and that it is regular; is it?
20 MSKITCHIN: Yes.
21 MS FEATHERSTONE: And it is annually and
22 itis ensured that everybody has their
23 training‘and | am not talking about just
24 now, | am talking about from the last few

25 vyears.

7




1 MS KITCHIN: From the last few years. It

2‘ was coming in more and more in the last

3 few years, There has been more to the

4 days and thing that people need o

5 achieve. Initially, previously, we would

6 have had a problem because they were extra
7 to the try and cover the staff, as well as

8 be able to attend,

w0

At present, now, in the last couple

o
7

10 ofyears, we have also have the IearTing

11 development, we have the computerfsed

12 system so you have your learning ‘

13 development page with what you need to
14 at?end.

15 MS FEATHERSTONE: CTG training.

16 MS KITCHIN: Yes.

17 MS FEATHERSTONE: What do you do?

18 MS KITCHIN: It was the K2 package that

19 has just gone‘but we have been told that

20 there is the RCOG, there is and online on

21 the learning development page aswell. |

22 think itis E leaming --

23 MS FEATHERSTONE: Is it mandatory then?
24 MSKITCHIN: Yes.

25 MS FEATHERSTONE: Itis?



1 MS KITGHIN: Yes. We have also had
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somebody coming round recently to go
through the CTG package for what the Trust
would like us to document and achieve as

well.

MS FEATHERSTONE: Do you have any learning

on the labour ward on a monthly basis or

weekly basis with the doctors as well as

midwives?
MS KITCHIN: Asin?
MS FEATHERSTONE: Anything. Do you have a

regular ‘meeting?i

MS KITCHIN: Skill drills, to do skill

drills. On the labour ward, as | say, on

a Monday, they have the lunch time meeting
which | was talking about before about
looking after interesting cases and any
problems that might have occurred during
that period of time where it is meant to

be multi-disciplinary and people meet. So
yes, that does occur.

MS FEATHERSTONE: | will tatk about the
individual cases but does anybody else
wantto ...

DR CALDERWOOD: Thank you very much for




1 coming to speak to us. | think you will
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appreciate that we have been to see and
look through lots of notes and some of
them make uncomfo"table reading.' Itis
really good to be able to hear — you
don't get a feel for a place from just the
paper.
| I am interested in your corﬁments

about you feél that the relationship is
good with the midwwves and obstetricians
and you are right that that has been
criticised in the paﬁi.

| suppose | am wondering as | worked
in the lot of different units where the
relationship is different where there
is — in some places there is a very low
threshold for referring to obstetricians
and other places where it would be vvery
much a midwife case obstetricians do not
come in the door and this is a midwifery
case.

What would you say, where does the
unit fit in that spectrum of do not let
the doctor in at all to refer everything?

MS KITCHIN: 1think at the moment we are

S
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coming under the category of we need to
refer everything in Furness because most
of them meet some policy or procedui'e that
requires the referral.
DR CALDERWOOD: ls that something that is
has evolved more recentlyor ... ? |
MS KITCHIN: No. Itis very difficult to
talk over the last 10 years, isn't it,
because obviously a lot of individual
cases have been brought up i,ntt.j* the press.
As a co-ordinator, | have never felt
it was tdtally my control. | am thLere to
work and ensure safety, you know, and,
therefore, | don't want any untoward event
to happen on my shift ahd obviously these
things do happen because some of them are,
you know, they happen in front of your
eyés even the ones you could predict you
have to control.
But | always felt that | could refer
and that they would, we would get advice
and that the doctors would go in and, you
know, | do feel that some of the -

criticisms that to say that, you know,

that - | am sorry to speak about what has
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been put in press but things like “the
doctor was not invited in the room", you
kncww, | think that, personally, in my
opinion, it is very, very unfair to make

that comment because the obstetricians are
there in the labour ward, they ére there,
they will have been phoned at various time
and they have every right as much to eﬁter
the room and that is perfectly acceptable.

TrJey are their case in majority of the

time.

Tl would not feel like | Was
obstructing a doctor. 1 certainly would
want thefn to tell me if they felt that
way. |
DR CALDERWOOD: So you’would feel that the
obstetriciané are there, the juniors and
the consultants are -- there is a presence
on the labour ward. If you need them that
they are available and -
MS KITCHIN: They are available, yes. |
mean, obviously we have a bleep system
that we can bleep because, as | say, they
are‘not all the on the labour ward; these

days they are more, much more and
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previously we never had the structured

rounds that we have now. You know, itis

much more forrr{alised now where the

opportunity to refer or even dfécuss is

there much more.

DR CALDERWOOD: How recently would you say
tﬁat changed? | know ‘that is difficult --

MS KITCHIN: ! think it was probably

coming back intp, you know, when they did

the traffic light system where people have

91, 569, and probably around 2008 but | (

would be little bit guessing of the exact
time, it was being introduced then.

You know, it has always been that
there has been a Registrar available to
labour ward. Whether they have been
visible there all the time, unless they
have been notified pre\)iously, | WOUId say
that is probably the case.

Now, it is, you know, expected and
that is the case, working together as a
team to hand over what the cases are which
is much easier for us as well as a tearﬁ.
DR CALDERWOOD: Yes, | am sure it is.

Just, itis interesting to hear that you -

23




have said something about Something in the
press. Are there other examples like that
that you would like to tell us because you
were there on the ground with some of
these cases that have appeared? Do you
feel they have some of them have been
misrepreéented and --
MS KITCHIN: Obviously, itis very
difficult for us as ateam and it is very -
hurtful to.the Trust and to think about
the women who come to see us now, to

experienced that. Any particular case,

you know, it is a difficult one to say but

| am sure that other people have sat here

and felt they have been completely
misrepresented in press and ...

DR CALDERWOOD: | suppose you were
invoived, although | not with all the care

of the Titcombe case and the Hendrickson

case.

MS KITCHIN: Not Mr. Titcombe, no.

DR CALDERWOOD: Not Mr. Titcombe, okay and

MS KITCHIN: Mr. Hendrickson, yes.

DR CALDERWOOD: Anything about that case
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your personal feeling or that you -
everybody talks about these things are
very distressing for stéff, of course as
well. |
MS KITCHIN: I think it is very hurtful to
be involved in something so traumatic for
everybody involved. You know, you feel as
you are working you are doing your best on
the day with what you are presented with,
that you hopefully installed some support
and some sort of network for the family to
be able to gain comfort or understand or,
you know, any of the things for all the
circumstances that were presented to them
on the day and to attend to in quite --
the inquest that we went to that was very
startling to be cross examined in such a
way and to hear the other side of how
Mr. Hendrickson was feeling towards the
members of staff.
You know, it is very shocking and it
is very hurtful and, you know, you would
like to have given some support to him and

his family and | would have liked him to

L5




1 think that everybody did everything that
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they absolutely could which is what |
witnessed on the day.
it was big multi-disciAIinary team
and many people worked and tried to
resuscitate Mrs, Hendrickson for many
hours, you know, it is not something we
come across every day. So that is
upsetting.
DR CALDERWOOQOD: Yes. So you were seeing
that as theré was a teain approach in that
case - : ‘
MS KITCHIN; Absolutely, yes.
DR CALDERWOOD: -- and that there were —
people were there and responded and were
doing what they perceived to be they
should have been doing.

MS KITCHIN: Yes,

DR CALDERWOQOD: And what about afterwards

and the reaction then within the Trust so
that the managers and thelcomplaints
process and how did you feel that was?
MS KITCHIN: Obviously, we were not
involved in that aé much. We had to write

our statements for the incident itself and

i



1 then it was some time before we heard some
2 of the things and | don'f think | have
been privy to all of them. |

You know, it was the year before lhe

inquest actually occurred and then there

()] o W

was other things going on at that period
7 of time as well. | was shocked out some
8 of the things that came Up at the inquest
9 that misunderstanding. There was one
10 about CTG in labour.

1 Sorry, | have lost my train of |

12 thought there but ...

13 DR CALDERWOOQD: | suppose | am tryihg
14 to -- you are coming over wiih feeling

15 that your perception has been different

16 than what was perhaps presented in, well,
17 thatinquest but also -- ‘

18 MS KITCHIN: | mean, my understanding of
19 the outcome of the inquest was that if it

20 was in any other unit, the outcome would

21 never be any different. So in that, you

22 know, the outcome for that is fine.

23 DR CALDERWOOD: Do you feel that when you
24 called someone else and when you are

25 escalating, you have said they are there .
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1 and they respond and then, again, you
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know, all units there are a variety of
people, some people like the labour ward,
some ;re not so keen, some are more
junior, et cetera.

Do you feel that those responses you
get from your middle grade staff and then
frgm your consuitants are always what you
would want, that there is always somebody

who Wnows what they're doing or
appropriately escalates to their

consq‘:ltant if they do not feel happy?

MS KITCH[N: We only have a junior SHO and

then a registrar, an experienced registrar
and the unit.

DR CALDERWOOQD: They are quite
experienced, are they?

MS KITCHIN: Yes. With the rotation going
on now, occasionally we get a junior
registrar Who comes through for their
placement but our staff grades are very
experienced and we have had a lot of

experience over the years so ...

DR CALDERWOOD: The staff grade have been

on the middle tier rota or are they acting

28
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MS KITCHIN: Thereis only one that would
really act as consultant, Mr. Said.
Everyone else wouIL be acling as the
middle grade then we have had the
consultants. ’
DR CALDERWOOD: Again, | suppose | am
projecting some of the things that | have
experienced over the years.
Sometimes verj]/ experienced midwives

will disagree with a doctor and that is a
problem. There isioften a tension and who
knows better than whom. Is that something
that there is an issue with where you :
would feel you would - you were noi
getting the answer you were wanting and --
MS KITCHIN: No because | think, you know,
it often depends on how you handle these
situations and it is not for confrontation

at all, it should be for discussion. If

you are not confrontational and your able
to sit and discuss these things, then

often you will comé toa plah of care that

is appropriate for that person.

It is a lot more structured now, as a

28
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interpretation or decision on the day by
that particular practitioner because, as
we all know, midwifery and obstetrician

can be practised in many different ways.

Where people perceive as being perfect on

that day, somebody else in hindsight will
perceive it has not been.
itis not for —- as much now a days
any way, it is not as much down to "I
wbuld like this for this person on this
day';, it is must more down to "actually,
this is policy and this is what the Trust,
how they want us to do this and she
follows this guideline because her
criteria fits this." -
So | don't think we have
confrontations like what you are

describing or | do not feel | have that

because of the relationship we have that

itis, you know, two professionals, three

professionals and everyone should respect

each other but at the end of the day, if
the Registrar wishes to order an

investigation or to do that, that is their

30
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They are, you know, they are
perfectly within their remit and they are
perfectly experienced to do that, unless
it was completely dangerous in somebody's
view then | would have the responsibility
to escalate it fuﬁher. |
DR CALDERWOQD: I'm sorry, | think you are
describing that things have become more
formalised. You are describing sorneth&ng
that maybe is better now than it Was that
some of these, | suppose | am also maLing
ﬁotes from sometimes ago, and my sense was
that there was some of these tensions
perhaps that | am hinting at but you are
now describing situations which ’is muCh :
’more comfortable tometo listen to, but
is much more driven by the ...
MS KITCHIN: ltis difficult to look, if
you look previously, because what we would
look at notes now and | wduld look at
notes now and think, who, what -- why?
These person did.... Those, | hope and, |
think, is the case, a lot of the criteria

- that person might fall into today, they
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So that, therefore, that would not
inétruct in the way that their care and
their plonli of care would have gone
because those parameters and safeguards,
say like large body mass index for
instance, you know, in 2004 and earlier
than that the palicies, the protocols were
just probably be coming there about
were — cﬂfd not fit that criteria for
continuous monitoring for, you know, for
pfegnan{:y for the many things that are
done today. * |
With the help of NICE I'm sure up and
down the country it has be very different
in that respect but | can only speak from '
where | come from for the last 10 years.
So, yes, | am sure | could look back
and Iiké at previous cases and think
grasped from today's standards but whether
they met any criteria that means they
should have been more formally -- their
care should have gone a different rdute, !
do not know. | can only -- you know, |

think for myself if there is any notes you
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can show me.
DR CALDERWOOD: | suppose there is - you
have no sense that there is a push for
normal delivery or nonintervention to
the -- With just one focus -
MS KITCHIN: | think it has been discussed
highly that itis to the detrimeﬁt of the
patient and | would very much hope in all
my years, that | would not push for that if
it meant that, you knox?v, some harm would "
come to somebody.
| have always train‘Ld and looked at | [
look at the normality first. So somebody
comes in and it is obvious that they are
dehydrated, can they drink? It is not the -
IV fiuid route straightaway.
You know, if there is the opportunity
to normalise something then, | think, that
people would have done that previbusly. |
do not know whether there is a sure as now
but they would probably get the doctor to
see them even thohgh they know it is they
need to drink or they need to sleep or
rest. |

But it should not and should never be
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would have done that knowingly or thought
that it was going to be to the detriment
of any patient or woman.
Obstetricians is a very difficult
thing because what you perceive as
wonderful care for that wo‘man, that woman
might absolutely hate and at the end the
day, if is their experiencé and they have
to achieve what they want to achieve.
That is the important thing and normal
delivery means nothing, does it, if that

person feels it is not what they wanted.

DR CALDERWOQD: Itis not the your fault

if something.

MS KITCHIN: Today.

DR CALDERWOOD: The outcome, yes.
Thank you very chh. | do not know

whether Jacqui has more questions.

MS FEATHERSTONE: | was just going to ask

a little about staffing. Generally, are
you well staffed?
MS KITCHIN: Now?

MS FEATHERSTONE: No, going back to what

you have been like.
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MS KITCHIN: No. No. Previously, as |
many years.

Initially when | first started at the

‘Trust,lyes, 1 think, we were well staffed

or rightly staffed for the caseload that

the unit had. | think we went through a

lot of years of cut backs of staff, that

unfortunately people perceive the unit as

a quiet unit therefore we do not need
regu’%r staff. It appears they do not

want to staff the unit for the potential
cas%load. |

As we know, labour ward is a

unpfedictable place so you need a core and
a foundation number to support | do not
think that has always been the case. |
think it is getting better but we do still
have days and times when the work load is
far more than what the midwives numbers
can facilitate.
MS FEATHERSTONE: What do you do about
that?
MS KITCHIN: We stiil have a shoriage of
bank. We rely heavily still on agency

which is very important and core to us
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Goodwill, ringing round the unit.
Escalate now to the matrons discussions
with Lancaster to see our sister| for the
Trust to see what we can achieve. Many
different things but it is rarer now to be
short staffed but it is not ...
MS FEATHERSTONE: Would you say that you
have worked a shift where it has been
unsafe staffing?
MS KITCHIN: | would say that | have
worked shifts where | would the would
have liked more staff. | would say itis
difficult sometimes to — as the
co-ordinator of labour ward we are staffed
on numbers for, as | said, maternity ward
and the labour ward and they are slightly
separate, not very far but separate,

So your if your colleagues are
ringing you and telling you that they are
short staffed and they cannot cope, your
reaction to that is to try to send them
staff make it safe for them there which,
you know, if ydu don't -- if you don't do

it the right way, it could leave you short

36
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1 where you are.

2 It is a difficult one to manage and

3 review and it is communicating, isn't it?

MS FEATHERSTONE: So escalate it so —-

“what about do you have and on call manager

o »u A

at night?
7 MS KITCHIN: We have a supervisor who is
8 on-call and there will be a matron that we

,,,,, 9 could get hold of now to discuss.
10 Just for instance, a couple of days “
11 agol wés working shift and we were - ihe
12 caseload was going to be too much and th‘e
13 ward would have been unsafe if wé would
14 have taken the midwi\}es from there so we
15 escalated it and brought in another
16 midwife and luckily we managed to get a |

y 17 another midwife which is sometimes

“ 18 difficult o do.
19 It carried on and we went to divert
20 which meant that any of our ladies that
21 came we were trying to divert them to
22 Lancaster. Unfortunately sometimes those
23 ladies cannot travel, they canhot go, they
24 need to come or our own clinics are

25 sending us ladies which was happening on
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So then for the night staff coming
on, again, their numbers would have been
too little To) weL spoke to the supervisor
to ask if we could bring the community who
Were on-call for home confinement which we
did.
MS FEATHERSTONE: That is what | was going
to ask, do you have community. So
generally, alﬂhough you have got core
staff on laboLlr, the other midwife
generally if *eed to call, should come and
sort of hit the ground running on labour
ward. They can all do — their skills are
all up-ld-date?
MS KITCHIN: Who, the midwives in the
unit? |
MS FEATHERSTONE: Yes.
MS KITCHIN: Yes and the thing is we would
renegotiate where they are and where they
are working for the safety of -- to make
sure that the level of support and the
level of experience was even to be abfe to
cope as much as we possibly can.

There has been a lot of - about five

38
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1 midwives — junior midwives coming in
2 recently so that has someti.mes been
3 difficult to give them their experience
and make sure that they ar{e also supported

because you are talking about a unit with

(o)) [ I

much less staff, much less ability to
7 change around and a lot of support to each

8 other.

©w

But again, a little bonus in that, in
10 that you know what the p%ople‘s»
11 experiences are, you know, and in a big
12 unit you may hot becaus%E you may not have
13 worked with them an awful lot.
14 MS FEATHERSTONE: You talked about the
15 when Catherine was asking you some
16 questions just genérally about how you
17 would escalate and how things have changed
18 but any time during the last 10 years,
19 have you felt the unit was unsafe and have
20 has that been escalated —- | do not just
- 21 mean staff, | mean things have happened on
22 ihe Lmit. Have you ever felt that?
23 MSKITCHIN: Itis a difficult question to
24 answer, is it not, because you are

25 constantly, reorganising, and rejigging
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1 what i5 happening and what is going on

2 and, you know, there wiil have times when
3 we will have been short staffed or we will
4 have been stretched in the amount of care
5 that we are trying to give to-ensure the

6 safety of ali the patients that we are

w0 o™

7 involved with.
There has been an unfortunate event;
| can speak about the main one that | have

10 probably been involved in, the escalation
11 of that wés, you know, the people who |
12 could inform were informed up to the head
13 of midwifery and the obstetricians to come
14 in and they all came on that particular

15 occasion and they were all available to me
16 and | did call fhem and they came in, The
17 night staff, | called them and they came
18 early.

19 So there was a system to go down and
20 that system went we went there and it was
21 met, if that makes sense.

22 MS FEATHERSTONE: Yes, and over a period
23 of time, do you think that the unit had an
24 increased amount, mdre stilibirths than

25 any other unit, or anything else that you

4o
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1 felt that it was happening more at the
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unit than it happened anywhere else? You
never got that sense?
MS KITCHIN: No.
MS FEATHERSTONE: All right, thank you.
MR BROOKES: Thank you. Stewart?
PROF FORSYTH: There is a lot of
changing in recent years. | wondered
whether that apparently' that was due to
willingnj[s nov& to introduce change into
the labour ward; or has it just hapbened?
Do you tt-ink there was in early days a
reluctance to introduce chahge? |
MS KITCHIN: It depends in which respect.
I think the thing that | have noticed most
in the unit; or the Trust, isthe
CNST-side of things, the system of, you
know, reviewing incidents is acknowledging
‘untoward events and those things.

From a shop floor point of view - |
think whenever there is change, there is
unrest and there is unsettied and
people -- there is always varied opinions
on that. But | would certainly say that

if it has been if it is beneficial, if




1 people can see that it is beneficial then

2 no.

3 | think one of the biggest things we

4 have had is more equipment and deated
5 courses and, you know, those sorts of

6 things to help us on the shop floor and

7 the structure is much better because, you
8 know, you do not want to be a practitioner
9 on lhe day when something happens. You
10 want to be supported in that someody

- 11 saying: ‘

12 "Actually, look, | can brove t’hTy did

13 the right thing on the day, they did what
14 was asked of them."

15 And unfortunately, | do not think

16 that all the time it is down to

17 interpretation whether that person did or
18 somebody's vi'ewpoint because that system‘
19 was not there previously.

20 | You khow, people try their very best,
21 they try their very hardest because they

. 22 want to instali in the families that come
23 1o us that they are safe vwhere they are
24 and --

25 PROF FORSYTH: Do you --
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MS KITCHIN: - have a good birth

experience.

PROF FORSYTH: Sorry. Have you

worked in other units recently?

MS KITCHIN: Recently, over the last

couple of yéars, no. Obviously | trained

at a bigger unit than where | work :now,

and | worked at the another unit -- 3,500

deliveries - before | came to Fumesé
about not in the last couple of yeafs, no.
PROF FORSYTH: Do you visit other
units to see or do your colleagues visit
other units that are similar to yourself
to get ideas?
MS KITCHIN: | think if you have been to
cases like also courses and things like
that, you will have met other people and
obviously you build friendships over the
years if you have moved around and going
to discuss things.

You know, when | léﬁ Blackpool where
| work previodsly, you think it kihd of
stands at that point and then you very
quickly realise that it has moved on a lot

in the time that has passed as well.
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1- PROF FORSYTH: Do you feel isolated
in Furness in terms of the getting that
experience? You have got other similar
units next door tJ you; there is
Lancaster. Do you - it is a case of
trying find out what other units are doing
to see whether you were actually employed
doing the best.

MS KITCHIN: | think that would always be

interesting to arﬁFl unit, would it not, to

see if anything was a particular success

story for that un t

it is a little bit change locality
where Fumess is and the number of
deliveries we have and, you know, also we
were an obstetric unit so it should not be
under the misconception that itis a
low-risk unit, low-risk pregnancies.
Absolutely not. We have our fair share of
those so it will be useful to share those
thoughts with the units.
PROF FORSYTH: In relation —
MS KITCHIN: 1do not know if that answers
your question,

PROF FORSYTH: Okay. Justin




1 relation to you saying it is an obstetricy

2 .unit, it is level one neo-natal unit; does

3 that present difficulties?

4 MSKITCHIN: Yes, it does anL it was not
5 breviously. |
6 PROF FORSYTH: Wasit level two

7 previously, or can you not remember?

8 MS KITCHIN: | think it was levef two or
9 even previously Iévei three but | would

10 have to look back in the boolﬁs for that.

11 PROF FORSYTH: But basicél.ly itis

12 what we call a level one unit bow, so not
13 providing any high dependency care or
14 intensive care. Does that present

15 difficulties in managing patients or -

16 managing obstetricians or baédiatricians?
17 MS KITCHIN: The thing -- the relétionship
18 between the obstetric team and midwifery
19 team and the paediatricians has got better
20 over the last couple of years and

21 certainly the neonatal nurses.

22 - |thinkitis very frustrating to the

23 unit because we, at ﬁméé, would benefit
24 from providing that higher level of care,

25 or the staff would be involved in that
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1 more often.

W

8
9

10;1
11|
12|
13|
14
15
16
17
18
19
20
21
22
23
24

25

| cannot really talk for the
paediatric team in a way becauseiitis
‘obviously a different skill and training.
PROF FORSYTH: Do you find that there
is a bit of conflict sometimes with
obstetricians who are maybe wanting to
deliver a lady who has got high risk
babies and presents problems for
paediatricians, say "We don't have any -
neonatal"--
MS KITCHIN: 1 think we are certéinly
aware of, as co-ordinators, the need to
draw the team together if in these
situations that, you know, obviously there
is no use delivering a high risk lady if
there is no bed for the baby, you know, it
is much — then in that to transfer
somebody if they meet that level of care
of need and transfer to -- below 34
weeks -- to another unit. Obviously that
is a difficuit thing to organise with the
structure and to gain the referral
sometimes.

But it is more -- it is higher than

L6
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1 what | am at but | am more involved in the
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discussion of bringing the team together
and highlighting early to the paediatric
team that we'may have, you know, a
potential case that they many need input
on. |
PROF FORSYTH: If the lady is
required to be transferl;ed,f does that
normally go efficiently with no
difficulties o* are there delays in
transferring the} baby?
MS KITCHI‘\I: You would have to speak to
the paediatric team because if they are
requiring ihat they are on the SCBU.
PROF FORSYTH: In the meantime the
baby will be transferring into the -
MS KITCHIN: Special care baby unit, yes.
If they are requiring those kind 6f input,
they will not be on the labour ward.
PROF FORSYTH: What about
resuscitation? Do you feel that the steps
of resuscitation are -~ midwives, |
paediatricians are able to maintain the
skills in resuscitation?

MS KITCHIN: | would hope very much that




1 is the case because that is essential. We
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do have periodic updates twice yearly; for
neonatal resus we are goingvon the NL.S
course.

Paediatric-wise, again you would have
to ask the special care unit and the
nurses there and the paediatricians.
PROF FORSYTH: Do you think — |
mean, if you are around the labour suite

and resuscitation, do you feel that ”
standards of resuscitation in Fumess are
adequate? {
MS KITCHIN: Again, that is a difficult
question for me to answer, is it not,
because as we ascertained before, | don't
have experience of other units.
PROF FORSYTH: But often the midwife
would be first there.
MS KITCHIN: Yes, first line, yes. |
would say that they are trained and
capable of initiating resuscitation and
are trained and it provides us with the
other paediatricians.
PROF FORSYTH;: Are there times of

delay with the paediatricians arising?
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1 MS KITCHIN: The only time, if there is a
2 delay, is if they are obviously treating
'3 other another emergency case on children's
| 4 ward orin A&E. If that ever has
5 happened, we have had good back up from
6 special care. They come, they often
7 attend at our deliveries if necessary and
8 come with the skills and the — there is,
9 you know, they could call another
10 consuitant in, if need be, and they have
11 done and we have done.
12 PROF FORSYTH: Thank you.
13 MR BROOKES: Jonathan?
14 PROF MONTGOMERY: Thank you. There
15 are a number of things that you touched on
16 that I'm not quite sure that | understood
. 17 quite what | have been you were saying. | |
18‘ might have a s‘upplementary.
19 Can | start with - you talked in the -
20 discussion about there would, of course,
21 be occurrences/shared experiences with
22 other units. | didn't quite get the feel
23 for whether you thought it did happen and
24 that you got the benefit of people's

25 awareness of what goes on in other units
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1 or whether it would be nice to have but
you do not get as much as you would like.
MS KITCHIN: | think, any way of bringing

units forward and ch$nge that ié, you

(4 B - S -\ ]

know, beneﬁciall is always - obviously

6 you cannot refuse that. That has got to
7 be what we want. Itis whatwe want.
8 |do not know whether it happens too
9 much, | know in the last few recent years i
10 they have, you kno v, had communications

|
11 with Liverpool and some midwives have gone

12 to Lancaster, but a?ain that is the same

13 Trust, so it would be more beneficial to

14 go to another Trust.

15 PROF MONTGOMERY: Has anything, you
- 16 think, changed because of those visits?

17 MSKITCHIN: Yes. A few things have

FY
H 3
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18 changed. They have put in the rooms on
19 the wall like they have at Liverpool with
20 like protocols and like PPH and PH in the
21 room? There will be one or two things
22 that has been brought from there.

23 I think that the biggest thing for me

24 and the most interesting thing for me is

25 speaking to the agency midwives because
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1 obviously they have a wealth of experience
of work up and down the country in various

places and that is very interesting

aWwN

PROF MONTGOMERY: That is great

because we were unclear what the geography

wn

is. Itis quite hard to... A couple of
questions about that.

When you have to call the agency, do

w & N O

you get the same midwives back locally?
10 MS KITCHIN: There are occasions when we

11 do, yes. Yes. -

12 PROF MONTGOMERY: Are they local
13 midwives who just don't want to work
14 locally or ...
15 MS KITCHIN: No, they are not local
16 midwives. They come from London most of
{ 17 them so they have to travel up.
18 PROF MONTGOMERY: Okay. So
19 presumably you have to do that quite a
1 20 long way in advance? ,
‘ 21 MSKITCHIN: Yes which cén make a
22 (difficult if you need somebody very
23 quickly. |
24 PROF MONTGOMERY: This is come up

25 elsewhere and you may not beféble to help

o\




1 us but we were trying understand the bank.
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Whether it was that all of you doing over
time or whether there is a separate group
of fJ\idwives living in the area who could
be called in, but do not work full-time.
Who is on the bank, such as thereis a
bank? |
MS KITCHIN: 1 would say there is not
really a bank the moment. Previous years
thTre were, there was — sorry, English.
There certainly was a bank of core

m*dwives that you could call. They would

1

probably be working in the unit and you
would call them in as they would be staff,
but they would do bank work.

PROF MONTGOMERY: So they would be
the same midwives nota —

MS KITCHIN: Yes, with one or two that
actually have other roles and other jobs
elsewhére, but generally speaking, yes.
We don't have a bank at the momént of
midwives. We are calling our staff to see
if they can come and do shifts.

PROF MONTGOMERY: | think it has come

down to the questions that Jacqui asked.

S
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1 So the normal thing is that midwives move
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around from community or from matermnity
ward depen_ding ‘on where the pressures afe
as opposed to coming from outside unless
you know in advance that you need an
agency midwife.
MS KITCHIN: Yes.
PROF MONTGOMERY: Thank you. You
talked about the‘i staffing getting better.
Is it that — is thi fact that you are on
the way, as opposed to having been there,
having got to wiere you need to be, is it
difficult to recruit, or do you have
vacancies you are trying to recruit to, or
are there not enough posts to meet staff?
MS KITCHIN: | have not been involved too
much in the recruitment but my personal
perception is that it is the called a sack
area. ltis difﬁcﬁlt o get - we are
getting a Iof of band five midwives, newly
qualified midwives, récently in the last
three or four years as they tried to
recruit. It just does not feel like their
sustaining and staying. They are gaining

the two years they need or the year they

3




1 need and then they are ...

PROF MONTGOMERY: So they tend to
come and not stay?

MS KITCHIN: Yes.

PROF MONTGOMERY: Thank you. There
is a couple of things about training. You
described the range of training and | do

not know how much of that is done in the

o o ~ o (4] E- w N

Trust, on either parts, and how much you

-
o

do in other places on --

MS KITCHIN: In other units?

PROF MONTGOMERY: Yes.
MS KITCHIN: lItis not generally. done in
other units; it is within the Trust. It

probably -- | will be guessing, but

probably about 50/50 e-learning online and

physically attending.

PROF MONTGOMERY: It is not -

MS KITCHIN: | have not reviewed it to get |
statistics -

PROF MONTGOMERY: --atthe training,
is it not very common when you do the
training you get the benefit of meeting
people from other units because mostly —

MS KITCHIN: Not with the core in-house,




1 no, unless you were attending somewhere

2 you have probably put yourself forward and

3 organised yourself.

4 'PROF MONTGOMERY: Does the Trust

5 support you in going to those training

6 courses.

7 MSKITCHIN: Financially or time or -~

8 PROF MONTGOMERY: Both. Do you have
{ 9 finance and backfill - |

1dl MS KITCHIN: 1t is probably more that ybu

11 could ask for funding and putting the

1i rates, | think that has been funded. |

13 could not speak personally. Recently |
14 think people have. ‘

15 How much is in the pot to be able to
16 do that and how much leeway there is -

17 but, | mean to say we don't -- | was

&

= 18 speaking about the NLS course. Most of
19 the band sevens recently have gone on
20 there and so they are talking to the

21 midwives from Liverpool where it has been
22 held, or Newcastle, so that it does happen
23 for some things. | |
24 PROF MONTGOMERY: |am tryi‘ng to get

25 an understanding of what the opportunities
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1 are.

2

w

O O O~ O O

11
12
13
14

15

16

17
18
19
20
21
22
23

24

25

You talked aboﬁt the NLS course. Do
you have also instructors amongstA your
colleagues?

MS KITCHIN: Yes,

PROF MONTGOMERY: And-

MS KITCHIN: Moving more towards Prompt

now and they --

PROF MONTGOMERY: Thank you. There
is a couple of other thiv'rgs about the
context in which you are working. You
talked about the fact tITat you have now
got, although you have said that you have
not always had this, the object is to have
regular discussion and develop meetings.

Can you tell us about what support in
terms of the what -- this might not be the

right term - clinical governance data the
Trust makes available. So itis how does
it tell you what the training results are
and other things you might want to think
about. Do you get any data like that from
the Trust?

MS KITCHIN: If somebody has filled in an

incident and it has gone forward, they are




1 kebt up to date and e-mailed back that it

2 has been reviewed, or if there is any
outcomes. There is also general e—rr*ails
that has been sent out if there are

lessons learnt or key points thét people
need to be aware of and do and ensure
happens. That will come out for people as

a result of these incidents being
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reviewed,
10 PROF MONTGOMERY: Is there a clinical

11 risk committee or something';that you hear

12" about regularly, what their perception --
13 MSKITCHIN: Yes, sorry, there is.
14 Actﬁally I am trying to think of the
15 terminology in this pressure.
16 PROF MONTGOMERY: It is about -- how

17 usefulitis --

Pt

18 MSKITCHIN: They havea--isita

18 inonthly review where it comes out with
20 lessons leamt and they give a brief

21 scenario of what has happened within the
22 Trust. Itis not just at Furness, it is

23 the whole Trust and the review and the
24 outcome and it is listed so, you know.

25 PROF MONTGOMERY: it comes to
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1 everybody?

MS KITCHIN: Yes, | believe so.
PROF MONTGOMERY: Thank you and you
talked Lbout putting stuff up and
sometimes having to bring things to the
notice of the head of midwifery. Do you
have ever have any contact with members of
the Trust board? Have they shown any
interest in services? Do they come and
visit yfu?'
MS KITCHIN: We will have had people from
the Tf’ust Board coming through. Various
times for various reasons on a general
basis, not a lot. it is usually when
there is something going on that we would
see. | |
PROF MONTGOMERY: Have you met any of
the non-executive directors?
MS KITCHIN: | will have met a few at the
days that we have had recently with new
board members, Sue Smith and variods
people, you know, had contact with her. |
have not had contact with them previous in
the years, no.

PROF MONTGOMERY: So this will be

e
Y

.
%




1 first time that you have?
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MS KITCHIN: The }last couple of years, two
or three years, yes.
PROF MONTGOM\‘LRY: Okay. What about
the Director of Nursing, Medical Director;
have they seen you -
MS KITCHIN: Yes, they will have — yes.
They have. They will have come through.
li is not an everyday occurrence. Itis
é good question to answer; it depends
whether you are on duty as well, does it

not?

PROF MONTGOMERY: So your sense is
that they would know what was going on in
the unit or that they would not know? Do
they come when something seems to have
gone wrong, do you suddenly see them —
MS KITCHIN: | think there is a lot more
meeting that go on. A lot more things
held at Kendal énd various places where
the matrons go to when they feedback
regularly. There is a lot of managerial
me"etingskas boré band seven.

We are not always involved in those

but, I think, that it is sometimes

-89




1 surprises me about the head of midwifery
2 does know and she actually is quite well
3 informed and then is passing it on to the
4 other directors. But that is kind of --

5 always on the shop floor.

PROF MONTGOMERY: So while you expect

6

7 the Head of Midwifery to have a pretty

8 good idea of what is going on, you would
9 not know whether the other directors,

10 board directors knew about it.

11 MS KITCHIN: No, but | haven't --

|

12 . PROF MONTGOMERY: | would not expeci

13 youto.

14 Can | ask about the sort of support
15 that yéu have. For example, you had to
16 give evidence at the inquest and things.
17 Did you get some training in giving

18 evidence? Did you get some support in

19 preparing the statements?

20 MS KITCHIN: There was a format for doing

21 statements that we have as part of the

22 Trust and there was a meeting before we

23 went to the in inquest, we method Trust
24 barrister on one particular one,

25 | haven't been to it. | didn't

0

%

Fa
e




» o s W

nq

10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25

feel -- 1 didn't feel | knew what | was
walking into. | didn't know what Was
going to be presented or discussed on the‘
day. Having been to three now, | kind of
understanding how they work and what it is
about more. So ...
PROF MONTGOMERY: Just to tease out a
little more of tﬁat. Beforehand when you
have had the meeting with the barrister,
was that a group of you being explained
how the inquest --
MS KITCHIN: It was just a general
discussion of you would go in and you
would be introduced and you would swear an
oath, you will sit at the front and that
isit.
PROF MONTGOMERY: So no tips on how
to keep calm when barrisiers are trying to
trip you up, or anything of that sort?
MS KITCHIN: No, | would have liked the
-key about asking the same question in five
different forms; might have been useful.
PROF MONTGOMERY: When you were
drawing up your statement and things, what

support did you have to make sure that you

6l




1 did that well and did not get yourself
2 into difficulties?
MS KITCHIN: Well, the format of how to
write facltual information, sign it off. |
have not had coaching. '
PROF MONTGOMERY: Sorry, you did or
did not have coaching?
| MS KITCHIN: | have not had coaching. |
PROF MONTGOMERY: Did anybody want to
see stﬂtements in draft before they went

j

in?

MS KITCHIN: They would go to the CNST and

they would go and the only thing | might
have that is that something back saying,
"Can you clarify this point?” In my
experience, -

PROF MONTGOMERY: Did you get any
sort of debriefing and support afterwards?
MS KITCHIN: After?

PROF MONTGOMERY: After giving
evidence at the inquést?

MS KITCHIN: No.

PROF MONTGOMERY: So they just left
you to do it and did not —

MS KITCHIN: Yes.




1 PROF MONTGOMERY: That is pretty
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tough. Did you get ’support from your
colleagues or that is {-

MS KITCHIN: Itis a close unit everyone

knéws what yours going true syStem some
support - you sﬁpport each 6ther whére
you can. It is very streszul situation

and, you know, | sometimes wonder how they
expect people to conduct themselves on the |
shop floor after such experiences but ...

DR CALDERWOOET: Can | ask you what about
at the time of the adverse events, the

ones that led to the inquests. Did you

have support or were offered counselling

or someone to speak to within the Trust or
outside it? |

MS KITCHIN: Mrs. Hendrickson's one, we had
a letter from the Head of Midwifery to say .

to us, "Thank you for the actions that you ,
did on the day", and there was support
through, you know ...

DR CALDERWOQD: Did--

MS KITCHIN: You could have counselling,
you could have it, yes.

DR CALDERWOOQOD: That was offered?
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1 MS KITCHIN: On that occasion, yes.

SN

10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25

DR CALDERWOOD: The other one —
MS KITCHIN: Nothing was booked and
nothing was organised, but it was
mentioned in thié letter that you could
have support if you wished.

DR CALDERWOOD: It gave you a way to
access that?

MS KITCHIN: It will be through the
occupational health, Thatis what | was

thinking about.

DR CALDERWOOD: Not the other inquests
that you were involved in? There was -
after those incidents?

MS KITCHIN: No.

DR CALDERWOOQD: Sorry to interrupt.
PROF MONTGOMERY: That is fine. On
that do you know whether anybody else used
that? If they found it was effective

or--

MS KITCHIN: | think one of my colleagues
may have used it. | certainly did not,

no.

PROF MONTGOMERY: Thank you and there

is a lot of things that have happened in
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1 this unit and there has been all sorts of
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people coming in we are the last of a long
line of people trying to find things out.

I'wondered what it felt like and how
much you were involved as individual
members of staff, you personally sayin‘g
you had a Fielding team coming in, you
have had the Midwifery Council, the CQC.
Were you involved in those visits and
pracesses?

MS KITCHIN: No. Some of them | would not

have been because | would have been off
work for personal circumstanqes. It was

very difficult. It is very stressful. It

is very hard, a lot of preparation, but

that is what needs to be done and then

that is what we need to achieve and, you Y
know, we need to restore the damage that
has already been done.

PROF MONTGOMERY: So can 1 ask you
about - so the Fielding Report, do you
remember team coming round? Did they talk
to you? Were you there'? / |

MS KITCHIN: No, | do not think ~ do you

know what year that was?

5




1 PROF MONTGOMERY: 2010.
2 MS KITCHIN: | think | would have been

3 off.

4 PROF MONTGOMERY: Ha'l/e you seen

5 Fielding Report?

6 MS KITCHIN: No, not that reball, | may

7 have done, but the actual formal title of

8 it, no.

9 PROF MONTGOMERY: Do you remember | 5
10 anything being discussed a’f»out it.

11 MS KITCHIN: No.

12 PROF MONTGOMERY: TI‘\ere was notan
13 action plan or anything? |
14 MS KITCHIN: No. | was off on maternity
15 leave for that time; | may have missed it.
16 PROF MONTGOMERY: Okay. We are
17 - trying to track where it went. Were you
18 around for the CQC visits; 2012 it would
19 have been?
20 MSKITCHIN: | Wduld have been around for
21 some of those, yes.
22 PROF MONTGOMERY: Do you have a
23 memory of them coming -

24 MS KITCHIN: | think | may have been off

on that particular day.




1 PROF MONTGOMERY: You did well on
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that basis.
MS KITCHIN: They have been around onl a
few times; on humerous occasions so. |

PROF MONTGOMERY: Did you have a

~memory of what the Trust told you about

them and whether they were helpful in
telling you what the CQC might need to
know and -- did you learn anything about
what the CQC have identified, referring to

the discussions about how to improve

services --
MS KITCHIN: Feedback from the CQC would
recommend and would have liked to have
seen, yes, and obviously the strives to
rectify anything that is possibly to be

able to rectify that is within our

control, yes.

PROF MONTGOMERY: | think the last

one -

MR BROOKES: Good.

PROF MONTGOMERY: — you talked about
sUpervision and you talked about the sort

of normal bit of supervision about having

a supervisor. What about the role of

61




1 supervisors wheri there has been something
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untoward that has happened and you have
took statemients and things? Can you tell
us about how that has worked?
MS KITCHIN: The review of the case that
has been conducted? Then we went to see
if there is anything that, you know,
personaily or anything that needed to be
reviewed.
There I[ a lot of "behind the scenes”
investigations into these events, isn't
there, andfoutoomes have been Brought and
then they cascaded down in various ways.
| do think that some people do not realise
that has been done and that actually
formalise it; that is part of that

process.

PROF MONTGOMERY: Would you say that

has helped you improve practice in the
unit or has it been incidental to

anything?

MS KITCHIN: Supervision? | think
supervision is very important to anybody's
practice because it is {(inaudible) and it

is down on the level that we work at,

68




1 isn'tit? Itis midwifery supervision, it
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is practice, in the way that we practise
so it can be very beneﬂc*al.
PROF MONTGOMERY: Thank you.
MR BROOKES: I have gota couple‘of very
brief questions for cIariﬁcation. | am
pretty clear in terms of the kinds of
things and mechanisms that are in place
now. | just want to go chk a little bit
to the previous time.

Was there ever a time where you felt
that there had been a serious is;ue,
clinical issue, within the unit that you
were not able to escalate thét a.nd if you
were able to escalate it, were they always
acted on?
MS KITCHIN: | think ﬁﬁm my position, if
there was anything else | was involved
then | would escalate it and there would
be a point of person to go, asin a
’matron. to escalate it to. It would be
difficult to say where it went from there.
MR BROOKES: The reason | am asking you is
because on couple of occasions we have ha;d -

people explaining that they had raised

&Q




1 issues but felt that they had not been
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listened to, the seniority of the
organisation. Is that something you have
experienced, or is that -- | am trying

to -

MS KITCHIN: | think sometimes it does
feel like it stop s at a certain point.

MR BROOKES: Where is that?

MS KITCHIN: That is a difficult one to

answer, isntit? It depends on what you |
are escalating and what your concemns are,
| think that something that we would
escalate up would possibly be a difficult
thing for people solve but where they took

them, it is not always clear and sometimes:

the feedback from that would not always be

there over the last couple of years.

I do not know whether | am answering
your question. Itis a difficult one.
From the shop-floor point of view, if
there was untoward, right to escalate,
there would be a point for us to go for
the powers of us to take it any further.
MR BROOKES: | understand.
MS KITCHIN: 1t is limited, isnk't it?

10
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isn'tit? Where you felt that whether you
controlle it, and whether you are
supporting the rest of the organisation to
take it through.
A difficult question and you may not

be able to answer it but has there been
anytime over tﬁe last few years where you
have felt that service safety'was
compromised because of lack of staffing
and aTything else relating to the unit

or -- |

MS KITCHIN: | think we were heading down
a road where we would have been
compromised. At one point —- | am trying
to think when it was - we were being
pushéd from more and more to a remit that
a lot of us felt was going to be dangerous
and in the way that they wanted to run the
unit --

MR BROOKES: The skills -

MS KITCHIN: -- staffing where the staff
were based -- yes, they wanted to like

core people on the labour ward and peoplg’eﬂ

based in the community and if something




1 happened or a lady came in, then you would
2 call the people back and so we were
3 running to minute numbers, whigh would
4 have - | cannot see it would have worked
5 at all because they would need for some of
6 the women that were there but that was the
7 way it was going. As much as you are not
8 being’uto be obstructive to —
9 MR BROOKES: How are you engaged in the
10 debate, in the consultation enngement
11 process around — ‘
12 MS KITGHIN: | think the level bf that was
13 just at matron-point. It was being
14 brought forward and pushed forward at that
15 point. Then, you know, feedback was to
16 them, to different strives to try to move
17 itforward... Itis limited where it
18 could go because it was being pushed
19 forward from that point forward.
20 MR BROOKES: Thank you.
21 MS KITCHIN: It would have been dangerous
22 at that point.
23 MR BROOKES: Just one last question. You
24 have talked about the constructive

25 relationship between the obstetricians and

L
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1 midwives. Was that the same for other
staff groups as well? Was there any

issues into professional issues in the

HOWN

unit at all?

(4}

MS KITCHIN: In which staff groups?
MR BROOKES: | am not specifically

b B =>

pointing to any, but there is -- was there

@

any inter-professional conflicts or

9 problems that you saw with them?
10 MS KITCHIN: No, | would hope not. itis

11 a difficult question, is it not, because,

12 you know, on the day-to-day running of the
13‘ shop floor and how you communicate
14 together and work together as a team, |
15 always felt that was good whether it was
16 of a higher difference, you know.

(" 17 MRBROOKES: Thank you.
18 MS KITCHIN: You would have to talk about
19 particular cases or instance.
20 MR BROOKES: Any questions?'
21 DR CALDERWOOD: Just following that
22 brieﬂry because | am conscious very much
23 of the time. You have been very helpful
24 but you have not touched on any

25 relationship with theatre teams or with in

13




1 the event of neediné an emergency theatre}
2 or whatever.
3 Any concerns about that, or was that
4 something -~ a[new process, nighttime,
5 daytime/weekend et cetera.
6 MS KITCHIN: | think everybody has always
7 been very mindful of the theatre as a
8 separate - it is a general theatre, and
9 so that communication is always key, isn't
10 it, to get the e‘Frly communication in to
11 make sure thét it is available for us.
12 Previousl%, there was not an on call
13 team, you would have to call them in and
14 so earlier detection of a problem and
15 cascading was véry important.
16 It has always been slightly separate,
17 | have to say, and but just as important
18 to have that team there when you need
19 them. Again, itis better now because
20 they have the on-call style, and a slight
21 removed place,; it is not that far away
22 locality-wise, but it is far ehough for
23 people to say it is separate.
24 DR CALDERWOOD: Any ever instancés where

25 the theatre was not available because

Ty
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1 there were a lot of cases or there were
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not staff to staff it? 1 am thinking

about -- |

MS KITCHIN: There can be and Lyou would
speak to them and they would get the
second team in. So that can happen and
that will have happened over, you know,
previous years.

DR CALDERWOOD: Ckay, but there was a
plan, that was the second team, and they

would be there; they would be available

and they would come?
MS KITCHIN: Again, | suppose you would
have to speak to the theatre teams on how
they negotiated that but once they knew we
had a need, then they would try to
facilitate that for us.
DR CALDERWOOD: Thank you.
MR BROOKES: Okay, thank you. Unless
there is anything else?

Thank you very much for your iime.
it has been extremely helpful and We will
finish it at that stage. Thank you véry

much.

13
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MR BROOKES: Héllo and welcome. Thank ytlau for coming this
afternoon. | am just going to explain what we can and what
we cannot deal with today and then we will do some general
introductions and general housekeeping, if n-Lat is okay.
We have had to consider whether or not your case fits
within the terms of referencé to what we are looking at
within this inquiry. This is predominantly around maternity
services énd that is the remit we have been set out from the
Secretary of State. However, within the second of our terms
of references there is an opportunity to Iook at the
govérnance arrangements and how things 4re handled within
the Trust.” We feel that your case maybe reﬁlevant to that
particular part of the inquiry and, thergfore, }:ve are happy
to listen to you and discuss, with you, your évidence today.
Howeyer. Our remit is not to look at breast screening,
or radiology services; there are other mechanisms for
discussing the specifics around that. Really what we want
to understand is how you were treated, the issues that were
‘raised, and | will ask some questions around those lines, if

that is okay?

(Following introductions from the Panel

andqhou'sekeeping matters)

O




‘1 MR BROOKES i am very happy to have your husband here, you
2 can rntroduce yourselves ina second 1 wrlt Just wam you '
that this is for your evidence, and you are here to help

with any mrsunderstandlngs but not to answer the questlons

for your wife. If you can say who you are |

DR KOLPATI‘IL That is what | requested to Nrck over there

80 he can maybe gurde me through my Enghsh cannot be

on\lr.ncn-rsw_

that fluent and I may not be able to express clearly for
9' that you to understand it. Sometrmes [ may need his hetp o
10 MR BROOKES: That is absolutely rne. ! wil say here do

1" not worry rf you don't understand the quest:on ask us to

12 repeat rt and we wrtt rephrase lt Slmrlarly, ifwe do not

13 understand your response we may ask you just to repeat m

~14. or to do iti ina drfferent way

: ',15, We want to know what concems you rarsed What was the
16 ’rssue that you ralsed wrth the Trust‘? |

, 17 : DR KOLPATTIL l am a breast rad' ‘ Iogrst and l started my

; I 18 job ln thts Trust in January 2011 in breast screenlng and

|‘ 19 breast creemng |s drfferent and-— t need to grve you some background gﬂ__that you

20 kunderstand where I am coming from That is aII I am not

21 gorng |nto detalts of how we work
22 ln breast screemng what we do IS screen a populatlon
23 of tadres, two of the speciallsts read the mammograms and

24 consider whether we can say that thrs is normal or rgnore

25 any mnocent t" ndmg, or whether wetneed: to bnng the Iady
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back to further tests. Once that is decided, in our unit,

we sit agéin as a group t ) decide whether we really want
this lady or whether we can avoid unnecessary anxiety and
worry to the lady. We filter a small grbup of ladies to
undergo further tests. Maybe biopsies to either exclude, or
confirm, the presehce of cancer. That is basic the way
breast screening works.

Basically, our intention is to catch the cancers at the

earliest so it makes a diffrrence to the patient experience
and their prognosis.

We know As-we-de that we cannot catch all the cancers for sure;
there will be cancers thch we cannot see on the mammogram,
Mammograms will not show up anything for us to suspect that
there could be a cancer. So there are mammograms which we

think is normal, still the lady will come with the cancer,

with a lump palpable_ -and-that. That is unfortunate, itis an occasional

scenario.

That is also acceptable in breast screening, if you
cannot see, you cannot act. Thatis bkay. Whilst majority
of canceré. which develop in between screening cycles, fali
into this category, the category in which you cannot
convincingly see an abnormality, which raises a suspicion of
a cancer. So from our point of view mammegram-asecurrad-for

that cancer is occult on mammogram: -

Then the ladies come back with cancer in between
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screening. We call that "interval cancel" Interval
cancer — vast majority is nOt much of evfdence onthe
mammogram. Hope That much' is clear.

Now, there is a small yp‘roportion of ‘iﬁféwail:eancer in
whlch that cohort of ladies were assessed in their screening
episc)de. That means that some of us had suspected something
and we brought the lady back drd further tests, and we
thought that there is no ewdence of cancer at that tlme and
we discharged the ladies back to the mirmal screening in

three years.

“These cases otHerladies are the o+es | looked at very

, c!osely beoauSe [ thought if We can find some evidence. or

to learn from it so that we can avoid future mistakes. |

thmk that |f someone has seen somethlng in the:r
mammograms,‘why we dud not see that there is evidence of

cancer at that time? Where did we‘ 'go wrong? Was it with
ultrasound'? ‘Wasiit wnth fer the further mammogram wews? Or was
ylt that we did not do bwpsy? Sub-optlmal assessment in |
its whole. | | | |

MR BROOKES: You were auditing? |

DR KOLPATTIL: That s the topic | chose to audit. This is

a toplc. which is recommended by QA team as well So maybe

you can count itasa performance indicator also. This is

false negative assessment cancers We will not expect huge

numbers in that |t should be very. very minimum because we




1 brought that lady on the basis of something and we failed to
2 detect gancer at their assessment. Whén they present with

3 cancer, more often the cancer is more advanced, they will

E-S

have to undergo mastectomy rather than lumpectomy, they will

have to have axillaryaneiliary surgery -- the lymph node removal --

D o,

MR BROOKES: We understand that. What was the issue that

-~

caused you concern?
8 DR KOLPATTIL: Yes. Now, as | told you, | joined in January
9 2011 and we do have review of interval of cancer, as a

10 practice, within the team. In that review what we look at

11 is all the interval cancers collected and we review to see
12 wheﬂ£r we could have avoided &. in that review it is not
13 everybody's opinion that matters, it is the opinion of the
14 Clinical Direetor that matters. We just stand there, just
15 see the pictures and if we learn something for ourselves it
16 is uptoyou whe;her you want to learn ornot. But the

17 decision-maker is the Clinical Director.
18 | thought that practice is not very robust. That
19 should be a leaming exercise. We harm those iadies ~-we
20 could not get that back any way, you cannot go back in time
21 and detect that cancer earlier. But we need to see whether~ :
22 we canavoid itin the future. So itis a learning
23 exercise, that opportunity was not there.
24 | discussed within the team and the consultants, who

| 25 joined before me, the senior colleagues, and _One consultant § said “Oh,

iy
£



5 1 thisishowwsdot ;
2 this is how itis dona.| Thare is T pormt in T2 s SR
3 oranytiing, just go with the fiow™. -
4 1did ngtfeel that 2pprog
MR BROOKES: Who did
22 DRKOLPATTIL: Vet.
e-3udit, 16 leam
T
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then we nesd {o se whether an ,’tod y could have prevenisd
these thirgs. Thatis —

MR BROOKES: Whet was the rasponse to the Madicz! Diractéf?
DR KOLPATTIL: x&,sedicas'oiresm,- said to me, &t thet time,

"That is a sefious allegation that you are bringing up. I

you say s | will have to aci upon it, that is my concern”.

| gedu;’ﬁely eﬁpecied him to !of_ﬁfé into the data, ii:he did

rot k_ncw rsady. | said, "itis my duty to ale you

. because the person that | am talking about is e-

12 - cud-b known to infiuence psople so

13
14
15
18
17

18
19
20
21
22
23
24
25

ﬁérceﬁ;l | didn't talk to L_-gou: this issue™.

PROF MONTGOMERY: Just to clarify. There is two
s-—perat= concems. Th\.. e is a concern that the pmcess 1s
net sound. There is & concem that even though you had not
.got the detai_led processes, there is enough evidence to maks .
you suspccxous - "

DR KOLPATT]L Yes Yes. »

PROF MONTGOMERY' — you néed to raise that suspicioﬁ?
DR KOLPATI_'IL: Thatis w}jat he asked,- if there is eviﬁence
he can look at, but | am just observing the E.ulture in the ‘
department; 1 didn't know what is exact mechanisms are; how
they run the%é things.

PROF MONTGOMERY: Did he suggest that he would take any
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your conversation -

DR KOLPATTIL: No. [

MR BROOKES: — and issues you raised?

DR KOLPATTIL: No. |

MR BROOKES: Nothing. You have seen nothing since from the
individual in terms —

DR KOLPATTIL: No.

MR BROOKES: Thank you. You have come to the audit. Carry

on from there,
DR KOLPATTIL: Audit, as such, it is taken up with other

PHESs looking at it and regional QA, so itis not what

ﬁndingé of the audit that are done... | am — | would like
to explain -- yes.

It was in January that | started working on this
particular audit. By that time | need fo see which data |
can grab to gather finish information. Fortunately,in interval
cancer review, we fill in forms, 4 three forms to fill in, in
interval cancer, and the last form is Whether thié batient
has had assessment from screening. That is the last pages
about that, In that page there will be details of what |
abnormalities was that, and what did we do; whether we did
ultrasound; whether we did furtﬁgr views/biopsies/whether it
is discussed in MDT. Lot of things we need to tnck in that.
You need to form an opinion, as well as a team, whether we

think that it is sub-optimal assessment, or optimal




1 assessment. So we fill that form so | thought | will grab * -
2 those forms as a start.

3  took all the 4 4 forms avaalable m the department at

4 thattime, whlch gave me 65 forms altogether‘ As 1 ﬁltered" e
5 it through 1 could dnsmlss a lot of them because it was on

6 the other side, or some other abnqnnaltty came up as an

7 iritéfva] cancer. Soll Quld,ignoré all those thmgs |

8 lwas intere#ted in 24 cases at (hat’ﬁmké,"wﬁiqh. I

9 thin‘k'.'ftﬁe cancer developé;i at fhe s;ité:ojf th d prev1ous :

10 as'séssfnehtf So that really ‘aléﬁhéd me.

- 1. Then I looked at when was lt done and who was the

12 ,'person who dud it. Agam that corresponded to this

13 'partxcu!ar person

14 MR BROOKES: From your investigations you have identified
15 ¢ so, ne sngmﬁcant concerns. in your mind?

16 DR KOLPATI'IL Yes

i ,et Medléal Dlrector agam now, hai ‘
20 ",MR BROOKES For the reoord the name of the Medlcal
21, ) Du'ector?

22 DR KOLPATTIL George Nasmyth

23 MR BROOKES You met wnth him agam" :
24 DR KOLPATTIL: Yes. | met him agam 1 ksaid " have not

25 ﬁmshed data collechon but this is really worryn g to‘me
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2 —\t;ut that 21 is young ege ~ maybe

3 mid-sixties '— W ,‘?}'Ff W ca.jd havs evoided that™. Few

4 patients had dcnm‘ws exisnsive surgery, whether we cou'!f:}
5 have avoided tnet I 2sked him, "Whether you are aware of
€ fthis daia?” And he said no. That, agein, | was worried

7 azboutthzt He should be knowing ftherzis a cdncem in

& his own Trus{. He said, "No, | am not aware™.

S Then i} rmvt titis all difierent layers of covers

‘Ih S0 no"‘z’né wiil fela} bayond our d’rﬁ"tsr eve 'ythina vill be

11 under, T'T:rc isea f—a‘—v‘%i-*fﬁj of just covering up ev=’ytnm with
13 MR BROQKES: Specifically about that, what did ke say he
14 wouﬁ do about the information that you brought to his

- 15 aﬁenﬁon? |

16 DR KOLPATTIL: Yes. He said — | didr't give him the

17 radigiogist’s name. |said, | am naming A, B, C, DandE.
18 'He asked me whether you know them who. | said definitely I.
19 do. 1took every details from the form, thch we filled as
20 a group; 50 it is not me saying; it is_the. group saying to

21 -you, but nobody did the audit beforle this time, I do not

22 thirk, | |

23 MR BROOKES: No-one had seen the tot:a_l picture?

24 DRKOLPATTIL: No. At the same time | said Director of

25 Breast Screening, | would imagine that person has a

)

i



12

1 responsiblity to look into these things and inform the
2 regronal QA all these thir{gs So that s~
MR BROOKES What dld the Medlca! Drrector -

DR KOLPATTIL Medlcal Dlrector. at that tnme he said |t

(4)} B W

maybe that the | person who is mlssmg more will be dorng more
cases and maybe the proportron, that is what you are seemg
there [ said | have not [ooked at it, butt can look at ’

it, whatever is avadable data on the system and | can COME 4

0 o ~N;®

back to you He wantedgme fo gwe hrm yearty breakdown of S
10 the data as well as number per-radnologxst data S

11 I d!d that

e The findlng is again worrying because the radiologist in question has
done Ieast numbere of assessment and at the same trme it is notmg one

| 13 radrateg;et—ra mlssrng 60 percent of the totat The others .

| 14 are comparable, one or two cases for the. others There were |

15 four radrotoglsts

16 MR BROOKES By Iookm at the data you |dentsf ed one

A1 7 'mdmdual where there was reason for questrons to be asked.

18 You took that back to the Medical Di scly k
| 19 DR KOLPATTIL That ﬁts in wrth;all the mformatlon that l
20 aiready had from the team .
21 MR BROOKES What d d the Medlcal Drrector do about it? .
22 DR KOLPATTIL Medical Drrector, at that time, he said,
23 "Okay, I think this has to be raised to the QA attention”.
| 24 I said, "l have read QA report" whlch we had in 2012 They :

25 hrghlrghted that our rnterval cancer rate is high and they
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highlightsd that our smalcancer detection rete s low. So

trese-ghewidslirer—ss Hie said, "No, they s2id ﬁrs gl
ckay zithat tme. Sohsisnotatall concemed about
these fincings. Again he said, "Okay. | will lst the QA
know",

Then | suggestsd I may be given the opportunity

explaining my audi findings to whoevar QA team you ars

commissioning for this. | gava him a littie suggsstion, £y
L

saying that it will be appropriate if you pick 2 QA tzzn

cutsids our reg?or. because-wes z QA fadiologfst |
untl g faw mgh’zhs ago when I raisad this to Medical
Dir;cizr in Marzh.

PROF MONTGOMERY: Have you idehﬁﬁed_of
zs the consultant Who is missing the most &t this stags?

DR KOLPATTIL: Yes, tis &l writien on the form. You can
see who did the asséssment and who missed.

PROF MONTGOMERY: You could, Did the Medica! Director
kowthat? |

DR KOLPATTIL: He knew it later, but at that stage | did't

tel him. 1 didn't tell hims who was the radioladist

PROF WALTERS: Have the QA done their own assessment of
why the interval cancer rate is as high and the small cancer
rate is low?

DR KOLPATTIL: Asfaras! know, no.

PROF WALTERS: Would they normally, with that finding?




ledical Director referred it to QA, or did

DR KOLPATTIL: Medical Director gave me the name of the'

2
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DR KOLPATTIL: {gavs the information to them in April

11 April.

MR BROOKES: 20137

DR KOLPATTIL: “14. Yes. Couple of deys éﬁer Medical
D%;'écipr wrots to me saying that you do net ﬁ_eed ta contact
QA dirsctly, becausz 1 did t}'*;at on his Quidsnce then he

said, no, you do nct need to contect; every communication

sheuld go through him: | agresd to that also.

MR BROOKES: Did you'tsll hfm*you had glrsady spoken —
DR KOLPATTIL: Yes. He knows because he was &lso copied to
sverything; 2l the communicatians | e-malled them.

Ths

nenihe emell also says another QA radiclogist also is

 involvad now, so they will be doing that togsther. This

sscond QA radiologist is the QA radiologist came to visit
our unit in 2012 for the three-yearly QA appraisal. [iis

his decision. | will go along with whatever he d ecidesis

- the bast. Sl said it may rot be right.

MR BROOKES: I understand what has happened. | Qnderstaxjd
fogr.z‘:oni:gms, that you raised them with the Medical

Dirsctor. You ther; came baﬁk wzth further inf;:rméﬁon;

Raised them again. That led fo contact with the QA. Are

you worried that t_h;zf was hot. apﬁmpﬁate? tam tr;(ing to
undérgtand. | | -

DR KOLPATTIL: [ am worried that i wes not appropriate,

One reason, tha_s a very strong perscnality;
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22 MR BROOKES Rxght

24 the North West other units in the North West. 1 raquest

25 howdid they corrie to that conch:saon'v‘ -Because l myself
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know | have reviewed these films, 1 know that rﬁany of them
were prevental le. All down to sub-optimal assessment. Do ,
these ladies need an explanation? Do they already have -
MR BROOKES: What did you do then?

DR KOLPATTIL: Yes. They generated a report and Medical
Director gave it to me but that did not contain any details
what they found in these cases. Nothing. It was ju‘sté
nu'mb'er game from 24, they were concerned, now to 12.

MR ‘BROOKE‘ : You remained concemed. You were not satisfied
with the QA repoﬁ, What did you do next?

DR KOLPATTIL: Medical Director reassured me that there will
be a meeting in which we will give you feedback and that

will be detailed and you will get all the details. That job

was given to the Assistant Medical Director.

In that meeting there were HR people, there were

divisional managers, and all the breast radiologists. |

felt ihat that meeting was for me to agree tb that report,

for me to agree — | said "Without knowing what it |

involved, | do not krow. 1 canhot - it is our group

decision that reflects oh this audit. None of the ladies, |

had put as my own in_ference’. we should. have an explanatioﬁ
on that". Still the Director was not willing to amend the
minutes. T hey conveniently disregard this conversation that
| insisted on for further —clériﬂcatbn. ,

MR BROOKES: Did you raise your concerns with anyone else

e
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after that meeting? - |

DR KOLPATTIL: | had réise.*i i to Trust Board Chair

detailing what | think. T

MR BROOKES: What happened when you raisedl it with the Trust
Board Chair? ki

DR VKCN)LPATTlL:‘Trust Bdérd Chair. At this time the review
report was not available from the regionéi QA, s0 he waited.

He responded to me reassﬁring that he wili do everything to -

explore this once the report |s available. Later He séid, ';Okay.

tﬁis is what the report says™. So itis okay. Regarding

the culture in the departméft,‘they are planning some .

external team to look into whether we can make good
team‘~buildinrg,insidé.‘ |

still, my qbgsti\ohsk are unanSWered. ‘Forme, | look at
historical data, which is 'agéi'rj interval cancer - anywhere
will be historical; you c?;arinot prospectively audit interval

cancers.

When | looked at the data | felt sorry for(thoSe ladies— sorry. | carin_dt go back in time :'

MR BROOKES: Yes. | understand | think | understand what |

you are séyi'ng. I think that what | am trying to understand |

of your case, we are not Vhékrkeytykb look at breast $qeeﬁing P .
and cancers, is whether or 'n(:’im{h‘e Trust; in onr view, took

your concerns seriously, took kappropriate action, and yéu

may ot agree with the outcome, but did they take

appropriate action at the right time?
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DR KOLPATTIL; They took action, | have to say, but it was

not appropﬁate. |

MR BROOKES: Why was it not appropriate?

DR KOLPATTIL: Everybody is aware of the regional play in

breast screening. If a person raises concern, instead of

suppbrting the person, or coming to know the truth, what the

unit preferto do is jﬁst ostracise that person so nothing

will come out. Thatis nbt anly rew in our unit, it has

happened in many other units, in which patients are at Tsk.
You can call it personal conflict/inter-personal or

team, anything, but there is a group of patients in the

centre --
PROF MONTGOMERY: Can I test | have understood what you
mean by "other units”. Are you saying that this is common

in breast screenings hrogramines in other places; or are you,
saying that other parts of this Trust? '

DR KOLPATTIL: | cannot generalise it, but | know that at

least a couple of units had similar problems.

PROF MONTGOMERY: A couple of breast units or a --

DR KOLPATTIL: Couple of breast units. |

PROF MONTGOMERY: Because our terms of reference enable
us to ask questions about the culture of tﬁis’ Trust, and its
response to people ralsmg concerns They would not enable

us to raise questions about the quallty assurance process

for radiology. It's more for us to understand what is
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1 parhcular about the Trust management

| 2 DR KOLP{ATT!L | am just gettrng the mformatron | raised_concerns v Wit
3 the Public Health England also because | thought Trustis -
4 lnot managing this properly.
5 MR BROOKES: Again, for a number of reasons we cannotgo
6 into that, but in ten'ns of processes within the kTrust, you

have raised your concems with the Medical Director on two

7
8 oct:asions. On the basis of the evidence that you have
9 present_e$ to him, he has involved the QA service. The QA

10 \se‘rviee has reviewed the practice within the unit. You

41 dont agt‘ee withthe outcome of that review, but they have

12 ‘revfewed that. ’When you felt that they Were still mieeing |

13 the point you have taken it to the Chair of the

14 organisation of the Trust, who has waited for the regional
15 fQA report What dld you do on the receipt of that? Have

16 you recewed that report" Has the Chalrman come back to you

17 now'? Has he recelved the report from the reglonal QA'?

18 DR KOLPATI'IL Yes.
19 MR BROOKES What dld he say in response to the report’? =
20 DR KOLPATTIL He said that there is no concems accordlng
21 to the QA report so we should not be worrylng too much about
22 that. Thatis what he satd |
23 Now, if you take out afl the QA par: of it, and audit
.24 findings, | can tell you what I"experienced after I raised

25 these concemns.
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PROF MONTGOMERY: Before we get to that, in the letter

that the Chair writes back to you, he Takes reference to the
fact that you were also meeting with the Chief Executive.

It will be helpful - that is part of the picture of people

you informed, before we get to the other things.

DR KOLPATTIL: Yes. Chief Executive also | tried to make
contact in early 2013. For some reason | didn't get an
opportunity o talk to her in person. | rhet David

Wilkinson, who is her HR Director, d%legated by Chief
Executive and --

PROF MONT GOMERY: in the letter, which is dated 20
May 2014, it indicated that there was a meeting you were
soon to have with Jackie Daniel.
DR KOLPATTIL: Before also | had tried to contact Jackie,
but | could rot, but this time Jackie was willing to meet
with me, By this time, all this audit was given a picture -out of
proportion and dimension, about conflict in the department,
rather than the patients' safety. Pétient safety was set
aside and people projected it as an inter-personal confiict,
rather than anything. Whereés my vieW, and | alwﬁys came
from patient concerns — and so Jackie met with me.
PROF MONT GOMERY: Did she meet with you about the

inter-personal questions?

DR KOLPATTIL: She covered a lot. She covered major topics.

One was my job plan dispute and one was this audit, one was




‘ understood about that You have a sen L

fstage rt does seem that someone has been pr pa

”’for a further Iook at rL lt has been a very ong jou

thls mter—personaﬁ conﬂtct S ,

Also she sard that rf you are not

iherseif wdl talk to NHS England about that to come to -

you know

PROF MONTGOMERY Ifl relay back what Iﬁ'unk [have k

you are not happy have been propeﬂy addressed at ‘each

red toarange

ey

,DR KOLPATFIL | was.

ttotouchOnthat'na Cen e

,Jonathan has sard lthmk we’have now: gota clear prctu e 0
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in terms_'of how i se v han p.'ied this in.-mci’v.r Thatis
pretly much within the narow confine
we can ask about.

Wears in;sre;sted tﬁough intsrms of you falt

victimised and harassed. how wzs thet dealtwi th by the

crganisation when you raised this bacausa thatis pertinent

1o what we are looking into.

DR KOLPATTIL: |n October, when | raised this to Medicz!
Director for the first tme —

MR BROOKES: 2000 2nd?

DR KOLPATTIL: 12

out of thai, at least a proper audit. Notﬁmg happened.

ot o -~ -
15 - tneir approachto me became more and mere
16

hostile: Approvmg my annual leave; study leave; apprai<a
role; everything was blocked
) , S
evon that
was criticised and they tned ta obstmct all those things.
Thatis one state. Onceithasgonetoa proper aud_it, a
lot more to come.

MR BROOKES Did you raise the formal complamt about

harassment and victimisation?

DR KOLPATTIL: | did.

MR BROOKES: with whom? .
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DR KOLPATTIL' | tried to get inside the Trust. Whenevera

person raises concems they will ‘do. or at least appear to

do,i nvestlgatton guotmg the correct pollctes They did an mvestrgatron wrth a

pre-determmed ootcome, with people =

"MR BROOKES We cannot tell that. | know you feel that.

There was an mvestrgatlon -

DR KOLF’ATTIL There was an lnvestlgatron‘ tnappropnate {
would say. regardmg the case management - v
MR BROOKES' What did the |rivestrgat|on conclude?

DR KOLPATTIL lnvestlgatlon concluded -

,MR BROOKES (To Mr. Kolpa it) |'am sorry, you are there to '

help with the Engllsh she cannot understand the questlon
We need to focus on your wife's views. -

DR KOLPATTIL lmtnal!y the mvestlgatton was lnappropnate ‘
and then the extema! mvestrgator put up terms of -

reference In that ‘one pomt I wanted him to took |nto is

the patlent safety in that gnevance because, | thmk that

: because of thls poor team workmg. and people Just work on

tlck boxes on paper. rather than Iookmg 1nto the pattent, I
really felt that we could have glven better patlent care if

we can work in a dtfferent way. or in a better way I
'wanted hlm to look lnto that as well as the 1nvest|gat|on

He did not go |nto any detanl of that wnth that

outcome saymg that he dld not see anythmg to corroborate

that pattents have been harmed. Whereas from that —




1
2;
3
4
5

o

- ‘

9
10
11

12
13
14
15
16
17
18
19
20

21

23
24
25

25

MR BROOKES: You went through the formal grievance process.
DR KOLPATTIL: Yes, | did.

MR BROOKES: That was looked into. There was a conclusion
on the grievance. Did you appeal the outcome of that?.

DR KOLPATTIL: Yes. A

MR BROOKES: What was the outcome of the appeal?

DR KOLPATTIL: Outcome of the appeal also is not upheld

i
%

because people are - | have evidence to whatever | tell in : M%
the grievance, as well as on here also, so that maybe |
cannot express it everything to your satisfaction, but

whatever | raised is on the basis of evidence only. If

people cannot see the evidence, | do not know whom to blame.
To me, | felt governance in the Tfuét is ndt robust.
For the same reasons the services, | do not think, are
really safe. We could have had a safer service if we had a
proper audit and governance culture.
| MR BROOKES: My understanding is that there is now a review e
being undertaken by Public Health England. /
DR KOLPATTIL: Yes, but they are not looking into_individual practices but - they
are looking into the breast screening statistics, and some
of the'cases that we assess. | requested a comp_rehensive review -- it is all down -
to a particular culture in the department. f people are
free to raise concerns, if people are free to challenge
people, | do not think that patients would have been harmed

in the past.






[\

[{e]

10
11
12
13

14

15

.16

17

18

18

27

ta be clear you have not gcne‘ through the whisﬁebicxﬁdng
process? -

DR KOLPATTIL: | know gbout that,

PROF MONTGOMERY: One question, | think, ‘he zop =

process, in relation to the grievance, doss that involve the

Board Member sitling on the Appeal Panei’?

DR KOLPATTIL: Thers wes onz Board Member., N‘n-v-xvcuﬂv,
member ca the Board. Thet gevemance lesd was the Chair.
PROF MONTGOMERY: ScuO’?d re.at:f guestion, l am tiying

s make sure that the issue is not blockad. We cannct gat

invoived in Irying to make e judgmant T whetner the.
answer was right, but it did reach the right levsl of the
crganisation —

DR KOLPATTIL: If reached the right —

PROF MONTGOMERY: - tne Chief Executive spcke to you
about tﬁ: outcome? _

DR KOLPATTIL: It reached the right léve!. | tried to
expfess iﬁ the meeting also ‘bécause the governance lead is

the Chair, I tried to but | was blocked by everybody. The

20 ‘ you cannot discuss that in this forum,

21
22

23

24

25

that is what they said. 1 do not have a forum to discuss

now. Every level they are trying to, you know, suppress me.

They do not want to know the problem fearing that they will

have to take acﬁon. Thet is not for a proper patient care.

I do not think that is the right attitude. | have put up




1 wih sJ long, trying to se2 sﬁ.ecﬂ.—. wn% s&s tﬂa; a"ad
2 someone wi i1 t2ke cere of this. 8.}‘1 pec:ﬁé ;ust
3 shit ng responsioifty f‘an one piat‘*rn to tne ucf with
4 no-— |
5 .PROF WALTERS: }*.«'ﬁfén you identified the patisnts i.a;ﬁé
- & wenton to havs cancer, because their é.’gn‘s might have besn
7 | m1=s=d did 'you consider whether th—- Y should hayvs beoﬂ

Tl

& !Q;kké;? into @ s#rigus umidward incident?

@

DR KOLPATTIL: | congicsred. | asked zbout this in my
10 1é%‘%ér‘to th Chair, but | did not know that | should have -

11 don—- that. h‘. is h;s toric da&a, I havs to say. | a'r

12 lpglg:pg at the cancer missad in 2011, Now, whether that

13 »é;éuia hévg changed anything, I do not know.

14 PRO:- WAL"ERS Wcli !euppose tschmc:a!ly, if ycu had

21 'DR KOLPATTIL Agarn | chanenge QA = raquest=-d l can
22 explam what ]s saw whatl Iooked at, but they don‘i wart

23 that from ime. They will not gwe me exp{anatxon cn why they
.2.4

dlsagree with my ﬁndmgs -
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SONCEm d svyanything was onthe baszs of his letter

criginall, 7. B ut now, c‘fr i has cone {o Public Heal i

cnenged B 0rds saying that therz could be SCmE CONG

m

znd thet is changing.

iniﬁai‘;y, whenla ppmachgd Medical Dirsctor, I
explained to him, likz | explained to you, my audit thing,
2nd | ragistered that and | took 2ll tha ‘proper channe's,
registered it first, discu 1ss2d within the team to aporove
thatasa topic; then ch v 1 st..r-d working on it

Howsver, the input trat Medical Director givento the

Q.
)
)
()
o4
m
n

egc, 2] QAs that | am doing this to ass ssm‘yi: !
pracice, itwas notther egistered audit. "Sc zll the bad
woi'ds about me. The-rspoﬁ came back as no concems.
Then Medicza! Direcior had aipo!ogised toms. "Now |

understand that you d_id everything property, but sorrieohe

tdid me that yi:u_ did rict register. | said, “You.cduid have
askedme". Sothese éra ’ihe things — they are all
supporiing each other so that this issue will not come qut

~ .But, for me, these patierits are there, on racord, they j
suffered and tfiei(‘wili stil be thér_e as sufferars of this
service. HowAmahy more to add? Time wi!i tell. Butwe

have a responsibility to at least explain to thém se - ldo noi
know whether anybody explamed to these pecpie. They area
very vulnerable group of people; these are eiderly people

who comes through the breast screening. You can guide them

o

.,
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in any way. : You can tell ther’n""ioh : that wasbkay* We were

' nght at that ttme Unfortunately you developed cancer"

MR BROOKES Okay Thts is a very dlﬁicult one for us
because we are constralned in our tenns of reference about
what we can mvestlgate and what we mnnot lnvestlgate

| think that we fully understand your concems. | |

absolutely understand that. We understand the steps that

you have taken with the organisation and we will consider

that as pairt of the e‘vi'den’ce for the r%\riew

“What we cannot make comment onis the approprlateness

of the quallty assurance process e cetera and what comes

out of that. That is, unfortunately. not wrthm our remnt

We understand the efforts you went to, to raise thls
appropnately with the Medqu Dtrector and through to the
‘Trust Board We now understand from what you sald the
responses by the TrusL We w|lt take that mto

constderatlon ' |

DR KOLPATTIL I will be happy lf you understood my issues
asa whtstle—blower at Ieast, | would appreczate it,

because. on paper, you see all the report numbers and case '
dISCUSSIQnS What one really should understand I ttunk is o
how much dlfficulty this person will have had ralsmg 5
concerns. ina team where bultylng and harassment is the
culture and it is stlll contmumg and how long to go for

this person
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MR BROOKES: That has come through very clearly; that has
been really helpful for us. |
PRELF MONTGOMERY: | don't think there is anything we
can add today. We have read through the materials you have
submitied -- _ |

DR KOLPATTIL: Since that - can | have your attention on
two more incidents? | will not take long. | have submitted
this to you now. inthe depértment. Breast Screening

Department, false incidents — unnecessary incidents —~ are

putin my name and people, whom 1 cleared from assessment,

they are brought back saying, "That was not appropriate,
th[t assessment; we need to do it again®. One lady having
been subjected fou; unnecessary biopsy, just to get norrﬁal
breast tissue for the sake of dbing it. Patients are really
harmeding. They are really harming patients just to prove a
point that } am always wrong. Itis not a direct attack;
they are attacking patients in that way.
MR BROOKES: Okay.
DR KOLPATTIL: That is one thing.

MDTs should be for the patients’ benefit. Here MDTs
are conflict; who is getting over that other person. This
is not good culture at all. Someone needs to intervene. |
have approached so many people, but nobody is willing to

come to the core of this and take some action. ltis

nothing personal, but | know that this should not have

o

#7




: contmued iti IS not good

PROF MONTGO+NERY 1 thlnk we should jUSt say then that’
we can note those two extra thmgs you have told us, and we
can thmk about thls and see what other ewdence we have
ahout the culture in the Trust. But you strlt need to

p’ursue those oa'tientsafety issoes tndependently because we
will not be able to' comment on the patient,-safety aspeots of
thls as part of our mvestlgatlon =

MR BROOKE.S Yes That is why | say it is a difficult

 position for us. We‘are here fora partioular reason, and

'we'are not here to advnse you on what is the right way
tforward but you need to consrder what your options are

around pat:ent safety wnthm the organlsatlon That is all

: we can really say | know that will not sound very

: sahsfactory

: We wrll take lnto consrderatlon what you have Just

, 'saud asit pertalns to our terms of reference. Alt fcan

say other than that |s Thank you for comnng to see us; and
takmg the tlme to raise these concems wnth us, which i is -
never easy

DR KOLPATTIL Thank you for I:stenlng to me. Final word l

| think. that, yes, we are trying to cut down expense and

everywhere concerning that patient'care is very much
comprumnsed in a cutture of bullying and harassment that -

you will kill the pattent unnecessanly Reatly Someone
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should take some action. | am thinking i have almost
reached the top. | do not have any more pla‘form to express
my concem. | hope that -

MR BROOKES: Okay. Thank you. Thank you very much.

O
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MR BROOKES: Welcome. | am JuIiL
Brookes. Bill Kirkup, who normally is
Chairing the investigation, unfortunately
cannot be here today so he's asked me to
chair the session for him. In a second we

will go round and say who we are then |

will give some introductory remarks about

how we will operate. Catherine. ”

DR CALDERWOOD: | am Catherine Calderwood,

1

| am an obstetrician and | am also 4

Medical Advisor for the Scottish
Government.

PROF FORSYTH: Stewart Forsyth, a
Paediatrician in Dundee and a Medical
Director there.

MR BROOKES: | am Julian Brookes,
previously Head of Clinical Quality at the
Department of Health. | am currently
Deputy Chief Operating Ofﬁcér at Public
Health England.

PROF MONTGOMERY: Jonathan
Montgomery, | am Professor of Healthcare
Law at University College, London, Chair

of the Health Research Authority. In the
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past | have chaired PCTs and SHOs,

MS FEATHERSTONE: Jacqui Featherstone. |

am Head of Midwifery and Head of Nursing .

at an Acute Trust. |

DR KRISHNAPRASAD: | am Dr Krishnaprasad,

a Consultant Anaesthetist in Morecambe Bay

as well as Clinical Lead since July 2012.

MR BROOKES: Welcome.

DR KRISHNAPRASAD: Initially as interim
for eight months and took the post
permanently on 1st April in 2013.

MR BROOKES: Thank you. Just some
inﬁ‘oductory remarks.  As you are aware we
are recording this session. These

sessions are open to the families of
relatives relating to the cases we are
considering. As you are aware, there is
nobody here today so there is fwo purposes

for the recordings. One of therﬁ is 50
that we have a correct record of the
discussions we had today. It is also to
give an opportunity, if anby family members
wishes to become aware of what has been
discussed today in their absence, in an

-supervised situation we can provide that
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for them. This has two roles.
It is the only rec}ording equipment
which we allow because we want to ensure
the confidentiality of the discussion, but
also to make sure that parts of the
investigation do not become public out of
context. It is really important for us
that we take all the evidence, both in
terms of written b«rt also oral evidence
given in this way. Then we make a
considered opinion of that at the end.
Thét is the purpoLe of being asked not to
have a mobile telephone et cetera. We
want to make sure that that is secure.
We will start with Catherine.
DR CALDERWOOD: Thank you very much for
f:omingn We wanted to speak to somebody
from your department. | wonder if you can
just give me a little bit of context of
how fnany anaesthetists have you got? If
there is a formal obstetric anaesthesia
group, is there a rota? So that{ |
understand how the thing works.
DR KRISHNAPRASAD: As you know, Morecambe

Bay has got three main hospitals. One is

F
4
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actually at the elective site in Kendal.
Two acute sites operating in Lan'caster and
another in Barrow.

Both acute sites has got maternity
units. Lancaster has got its own
department, but you have got cross-bay
relations, but it has got two departments
with me as the Clinical Lead and overall
in charge.

We have got a site at Furness. That

is looking after day-to-day work there.

So Lancaster we have got about 29
permanent medical anaesthetics. Out of
that seven ICU consultants; four chronic
pain consultants; about 16 general
consultants and two SA doctors so who
actually anaesthetise but they are SAS
grade.

Obstetric-wise, in Lancaster we have
got the obstetric lead, who leads the
service who is a general consuitant
anaesthetist. We have got five other
general anaesthetists who have got an
interest in obstetrics. Because of

Lancaster Obstetric Maternity Unit has got
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2200 deliveries, roughly, so we do not
ihave a separate rota, so we always -- 16
consultants who is on the rota cover
out-of-hours, maternity and general
together.
Do you want to tell me how you cover

the maternity as well?

DR CALDERWOOD: I'suppose similarly then
fof Furness -

DR KRISHNAPRASAD: Fumness is different.
We have got 15 trainees in Lancaster.
Rota-wise how it works is that we have got
trainees covering out-of-hours. We have
got two resident trainees in Lancaster,
who actually -- one trainee covers

theatres alone and another trainee covers
ICU and maternity together. We have got
two nonresident consuitants on-call,
separate for ICU and separate for child
care, |

In Furness. Again, as | told, the

matermnity unit has got 1,000 deliveries.

We have got nine consultants there, about

seven_SAS Anaesthetic doctors. We have got -- mainly ICU

is covered by consultants. We have got
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two tiers of cover, mainly the theatre

covered by slfxs doctors, but we are trying
to recruit cons;ultants as well. Recently
we appointed one.
The general theatre call is run by
the residents. They are --itisonein
seven, SO we have got six SA doctors and
one consultant. They are the only people
residing in th%@1 hospital in the night.
They cover mainly matemity, general, as
well as helpi+19» ICU. We have got
nonresident consultants who mainly covers
ICU and oversees the SAS GSA doctors. They
are very senior doctors, who actually are
quite capable of doing most of. the work.
We don't have any trainees in Furness.
DR CALDERWOOD: There will be a 24-hour
epidural service 6ffered in Furness?
DR KRISH NAPRASAb: We offer 24-hour
epidural service, but take up is around 10
to 12 percent. Maybe a few reasons for
that because the nature of the work, but
think that there is no clear-cut. We do |
audits, but never showed actually - not

able to provide that service. | think it
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is both a mixture of people knowing that
it may not be — anaesthetic will not be
available, that may not be offered, but we

are not got into the record of that,

whether that reason or the cultural

reasons.

DR CALDERWOOQD: Very low. Very fow
up-take. For a consultant obstetric unit
it is a very low rate of epidural,

DR KRISHNAPRASAD: You talk about -- | am

talking about Furness. lt is actually not

a consultant unit but actually it is
covered by SAS doctors in the night. We
don't have a specific cover for maternity

as such.

DR CALDERWOOD: | mean, in a consultant
obstetric unit, which then has high-risk
women et cetera. Yes.

DR KRISHNAPRASAD: Yes, sorry.

DR CALDERWOOD: | suppose one of the
reasons for seeing somebody from your
department, particular somebody with a

lead role, is that there were several

things that have concerned me about some

of the services, particularly at Furness,

s,
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with reading some of the case notes, as we
have been doing over some months now.
We have also had a series of reports
and inspec;:tions over the years into the
Trust in general. | just wondered that
the Fielding Report, which was produced in
2010, which talked ~ and | appreciate
that is before your role - talkked about
the theatre at Furness and difficulty in
accessing that and difficulty with an
on-call rota. Also the fact that the
theatre was not open and available. For
somebody, where | am expecting a decision
to delivery time for a crash Caesarean
Section of 30 minutes, | would not have
thought that, reading that sét up, that
that would have been possible, as a
decision to delivéry time, with having to
call people from home. | understand that
has changed?
DR KRISHNAPRASAD: Yes. Yes.
DR CALDERWOOD: Go on.
DR KRISHNAPRASAD: That has -- | know it
is before'my time because | onlyjoined

around 2005. Yes, | agree with your




comments but, | think, that is all changed
now. They've gota dericated theatre team .
resident, as well as they have got an
on-call team that can come and do
obstetric cases if it is needed and the
other team is busy.
They have got two teams currenﬂy.
One is resident and the other on-call.
DR CALDERWOOD: | Do you know about audits

as -- the result outcomes of audits where

they have looked at tecision to delivery

time and have there been any issues with
delay?

DR KRISHNAPRASAD: Recently, in the past
fwo years | have locked into - | think

there are one audit done. There ié no
major issues in the delay. Only one

incident where there they had to call
someone from home. That is why we had -
| will come to that, | think. They

changed the practice currently after we

put‘ a business case to put abstetric

cover. Shall | discuss —

DR CALDERWOOQD: Yes, please.
DR KRISHNAPRASAD: Sorry. After | took
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over | actually looked into the staffing
levels across the Bay regarding

anaesthetic services, not only matemnity

ah W N

across the — | had concerns about the
whole process of whether we can be able to
cover. We looked into staffing levels,

both in Lancaster and as well in Furmness,

which actually showed these maternity
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issues at that time. We puf a busin#ss
10 case, actually to them and it went into
11 the direcfors group, which actualiy ,s
12 chaired by the Chief Executive and by
13 Medical Director and Chief Operating
14 Officer, which actually is‘ln line with
| 15 the safe childbirth as well as our AAGDI AGH
16 guidelines. ‘ |
’’’’’’ 17 So we put that one in place to make
18 sure that we are compliant with it, but it
19 is financially a very expensive
- 20 proposition. Actually both sides actually -
21 costs about 1.5 million. What has come
| 22 back from our EDG (Executive Director Group) EBG is they will look into
23  that. They have actually gone through the

24 whole process and they accept the risk,

25 but they just are waiting for the Better
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Care Togethér Group, the results. We are
currently the Better Care Together Group
coming and discussing what is the
provision of the services across the whole
of the Bay.

In the meantime, to mitigate certain
issues, especially in Furness, they
actually asked us to put a third on-call
rota in Furness, which actually, out of

the existing 15 anaesthetists, we are

pjtting a third on-call rota because

previously before my time there used to be
an ad hoc basis, when there is urgency
pédple used to go there and do the cases,
which is practically not satisfactory.

But now we have got an official rota so
one person will be nonresident and as a
second pair of hands, if there is anything
we call that person. |

DR CALDERWOOD: | think we had established
that there had been a change after the
Fielding Report in 2010. The recent CQC
inspection, just in July of this year,

when the Inspector was actually there was

a need for an emergency Caesarean Section
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and the theatre door was blocked and the
person with the k%y took eight minutes to
be located. That is not a practice that |

would recognise as being amenable to a

safe situation for an emergency Caesarean

Section. That does not seem to fit with

what you are saying is things have been
taken seriously and changed. That was

from the CQC in%pection of this year.

DR KRISHNAPRASAD: Okay. Definitely there
is a resident. | ?m not aware of that, |

am sorry. Definitely there is a resident

theatre team, and on-call theatre team.

DR CALDERWOOD: Could the door be locked?
DR KRISHNAPRASAD: ltis not locked
exactly, it is a swipe door in the main

theatre. | am not sure. |

DR CALDERWOOD: This is in Fumess.

DR KRISHNAPRASAD: It is in Furness, yes.
DR CALDERWOOD: Well, | suppose there

is - |

DR KRISHNAPRASAD: It is actually

intercom. You can press and talk ‘to

people inside. |

DR CALDERWOOD: There seemedtobe -1
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mean, this is public recond, it is on the

CQC website — but they report that. |
suppose it will be very helpful if you

could look into that and perhaps re-assure
me that there has béen some misreporting
or something that. | think you will be

telling me, agreeing with me that would

not be acceptable to have a situation

where — | I
DR KRiSHNAPRASAD: It's not definitely
‘acceptable; that sort of thing, yes. |
DR CALDERWOOD: | would expect a theal‘tre
to be ready with people in with the drugs
drawn up and the, you know, ability rather
than a locked door. It surprised me, |
SUppose, and you are telling me that is

not the system so --

DR KRISHNAPRASAD: That is not the system.

DR CALDERWOOD: | would be grateful for
communication with us afterwards, if you

do not mind investigating that for me; it

is much better.

PROF MONTGOMERY: From memory there
is more than one dbor that is talked

about. It may not be the theatre door

Noap®
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that was the issue, it was not -

2| DR KRISHNAPRASAD: Because —
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PROF MONTGOMERY: - access.

DR KRISHNAPRASAD: The maternity labour
ward, | think, that has been identified in

thé past, there are not major changes for

that 5ecause, I think, there are two doors

actually from the labour ward, quite far

off, | think, which actually — if you

actually want to go across, | think, there
is a corridor and we have to come across.
Actually they've done negotiating with --

there is an acute medical unit that

. actually has got a door, which actually

will be open straight into the corridor
actually, so that you can easily access

it. 1 am not sure where that door is

still.

PROF MONTGOMERY: | think.that is the
door that the key could not be located

for. | do not think it was the theatre

door. |

DR KRISHNAPRASAD: | am happy to
investigate and get back to you.

DR CALDERWOOQOD: That will be -- because




& WN

8
9
10
11
12
13
14
15
16
17
18
" 19
20
21
22
23
24

25

15

even if it is not the theatre door, itis
still a problem. It will be very helpful

to have reassurance that I-at has been
tackled, | suppose.

What | am getting at is the wholé,
having tackled the on-call rota, that you
are continuing to d’o, the whole process of
transferring people from the labour ward,
which is distant from the Teatre. is

smooth. |

I think the other thing | am
reassured to hear about, this third
on-call rota, as a measure, because again
| was going to go ahead and ask about what
if there was a theatre that was already
being used; of course, the maternity cases
cannot wait —-

The level of competency then. You
are saying that the resident on-call
consultant, they are SAS doctors.
DR KRISHNAPRASAD: -- and consultants
yes —
DR CALDERWOOD: With the number of
deliveries and the number, therefore, of

women who are requiring epidural or

%
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emergency Caesarean Section, how do you

ensure that there will be quite few

procedures that any one consultant is

doing in the course of six months to a -

year; how do yob ensure they are kept
competent at these very technical
procedures? _
DR KRISHNAPRASAD: Basically, | mean, by

audits and they get some sort of
assimilation training. We currently -

only in the audit, we get some sort of

training, but we are actually trying to

put the Prompt course in Furness as well.
Thatis the plan; | think. | proposed

people coming across to our site. |

think, that is one of the proposals done.

1 tﬁink it was slightly delayed because of

the financial reasons because it is quite

a distance and people has to bome across
and there is lots of -- in terms of other

things.

'DR CALDERWOOD: Come across for training?
DR KRISHNAPRASAD: Yes. Training as well
as -- because as ybu must be aware from

some of the reports over the cultural
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difference between the two sites, so my
main intention, when { took over, is to
bring two teams together, not only in
obstetric, but in all aspects, so they can
come and work in our site and we can work
across there.
To mind it has not happened yet, but
| am stil} trying that. You will know
there is financial reasons because if |
tell people to come across tb our site,
the trTvel costs and other things are
there. | think, personally, | feel that
is very important in that terms, to get
together to -- especially we have got
trainees that their practice, théy can
learn in a sense, not new practises but
they can gef more education. All
6onsultants get more educated by our
trainees, very different techniques. That
is my plan; it has not happened yet.
DR CALDERWOOD: The use of the early
warning scores, the system like that.
Maternity services and a modified one for

matemity.

DR KRISHNAPRASAD: There is a matemity.

\‘*w
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| am not completely - | am not obstetric
anaesthetist but | dor*’t' regularly do it,

but there is a modified version of early

warning scores, yes.

DR CALDERWOOD: In Furness and Lancaster?

DR KRISHNAPRASAD: Furmess and Lancaster.

| know that beeause—thisbeéause this was presented in the audit meeting by one of my

obstetric anaesthetic colleaque.} presented an audit
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meeting, yes.

DR CALDERWOOD:“ What about outside the

matemity unit then in Furness? So in the
HDU and in ICU; thIre is an early wéming
score used? ‘

DR KRISHNAPRASAD: Yes. They've got early
warning, that is slightly different

compared to the obstetric --

DR CALDERWOOD: But there is one.

DR KRISHNAPRASAD: There is one.

DR CALDERWOQD: | suppose | am thinking
specifically of a case of peri-cart (?)

and cardiomyopathy, which was within your
time as lead, ! think.

DR KRISHNAPRASAD: Just before, yes. |
know well, | am aware of it; it has been
presented in the audit meeting and

discussed.
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DR CALDERWOOD: Where | certainly would,
looking at the case notes, would appear to
have been, if there was an early warning
score it cértainly was not acted on. Can
you — you think. | actually interpreted
there possibly was not one in use?

DR KRISHNAPRASAD: That specific case |
actually not dealt with but, | think, that

I can look into it but | personally, |

think, it might be my predecessor actually
dealt with that case, yes.

CAROLA: Okay, again 1 think | would want
to be reassured that perhaps if that was

not the case, in that case that there was

a robust use of both early warning score

in high dependency and intensive care, but
also the modified one for maternity care.

| have nét seeh them in the notes but -

DR KRISHNAPRASAD: 1 can provide you.
DR CALDERWOOQD: -- maybe they are not
filed, but again it is wishing reassurance
for the future that these things were in
place. | would appreciate if you would
check that for me. Thank you.

DR KRISHNAPRASAD: Yes.

Y
Hopa®
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DR CALDERWOQOOD: Thank you. | have taken

qt*te a lot of questions so that | will

let others have a chance.

PROF FORSYTH: In terms of the
epidural service are all thé consultants
fully trained and competent to provide
epiqurals?
DR KRISHNAPRASAD: In both sites?
P%OF FORSYTH: Talking about Furness.
ljR KRISHNAPRASAD: Fumess. Yes, | think,
rfxost of them are trained in putting —
I;ROF FORSYTH: The difference between
being trained and competent.
DR KRISHNAPRASAD: Okay. Because they use '
epidurals for their other practises as
well for.
PROF FORSYTH: Yes. | am thinking if
there is only 10 percent take up.
DR KRISHNAPRASAD: Itis quite variable
but on even on average around 12 to 15
percent a year. Looking at the recent
data it is up to 20 percent, but is quite
variable but --
PROF FORSYTH: We have 100 to 150

epidurals a year, and you have got nine
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consultants and trainees --

DR CALDERWOOD: No trainges.

DR KRISHNAPRASAD: No. Obstetric mainly
done by six SA and one anaesthetist. One
consultant.

PROF FORSYTH: 12/15 ayear. Not

very many, is there?

DR KRISHNAPRASAD: Along with that they do
the lower G| work; we use epidurals. Yes,
PROF FORSYTH: What about in the

labour suite because a aﬁaesthetist who is

on that day, lady is having an epidural;
who is supervising the midwives when they
are administering the epidural?

DR KRISHNAPRASAD: The initial dose will
be given by the anaesthetist and the
subsequent dose will be given by the
m'idwives.

PROF FORSYTH: What is the protocol

for that in terms of checking that it has
been given appropriately? |s there a '
protocol you have?

DR KRISHNAPRASAD: There is a protocol for

administering—andadministering and the-thing—se checking will

be dnly by auditing or any incidental

e
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 the wrong way. Is there a process for —
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reporting if there is anything. Incidents are reporied in Trust Critical Incident System.
PROF FORSYTH: There was an incident

where they gave it intravenously; how did
that happen?

DR KRISHNAPRASAD: Yes. | think — |
think one of the incidents in that

actually the anaesthetist put the

epidural, actually left to do something
else because the -

PROF FORSYTH: it had been connected

DR KRISHNAPRASAD: That has been reviewed
in the department rheetings.

PROF FORSYTH: Does the midwife who

is looking after that particular patient

have to get someone else to come and check
them while they're doing it so that there

is two people checking?

DR KRISHNAPRASAD: | think that has been
robust introduction again after that

incident.

PROF FORSYTH: Something quite

different. In terms of the neonatal
resuscitation, clearly quite often the

anaesthetist becomes involved in the




0 oo N O

11
12
13
14
15
16
17
18
19
20
21
22
23
2

25

23

resuscitation, in the cases that we have
read, Primrrily y because either the
midwife or paediatrician have had
difficulty in intubating the patient. Are
you aware -- is that something which is
commented on much particularly?

DR KRISHNAPRASAD: | am not quite aware of
thét because | do not usual work in

Furness b"rt, | mean, in our set up we do

not usually involve in resuscitation, | am

not actually told by any of my colleagues

in Furness that they usually. Most of

them are quite capable. | suppose thatis.
what their day-to-day things to intubate
people. The units maybe different, but on
the normal practice it will be possibie if
others are strugqling studying.

PROF FORSYTH: Is there much
communication between the anaesthetists at
Furness and the anaesthetists in

Lancaster?

DR KRISHNAPRASAD: Not on a regular basis,
which what | want to be like, but it is
happening in the combined audits.

Sometimes they do some additional

S
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activities across the site, in Lancaster
site. Not us much what ||want to, like to
see more communication.

PROF FORSYTH: Do the anaesthetists
go to the perinatal meetings? :

DR KRISHNAPRASAD: No. In the sense that
you are talking about the labour ward, the
discussions or —

PROF FORSYTH: Yes.| Perinatal cases

that have been discussed and maternal

cases.

DR KRISHNAPRASAD: We have got a combined
paediatric and anaesthetic audit where the
cases are discussed so, | think, that is

only a yearly event.

PROF FORSYTH: Yearly event.

DR KRISHNAPRASAD: The regional transfer
service comes and gives their feedback as
well at that time. -

PROF FORSYTH: Thank you.

MR BROOKES: Okay.

DR KRISHNAPRASAD: And yearly basis will
have few combined audits with the
paediatricians discussing things but not

on reguiar basis.
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MR BROOKES: Thank you.
MS FEATHERSTONE: | wantto ~ itis just
more about the training. As midwives they
can do the top-up, so do the anaesthetists
teach the midwives? How does the midwife
become competent to do a top-up for the |
epidural?
DR KRISHNAPRASAD: There is a fraining
programme, just the Prompt course, and
other assimitation course they do.
Currently it runs at once a month, every
month once —
MS FEATHERSTONE: That is led by the
anaesthetist, is it?.
DR KRISHNAPRASAD: Led by anaesthetists,
obstetricians, different people.
MS FEATHERSTONE: ltisa
multi-disciplinary thing?
DR KRISHNAPRASAD: Yes.
MS FEATHERSTONE: That is good for the
skills, drills and deteriorating paﬁent.
DR KRISHNAPRASAD: Yes.
MS FEATHERSTONE: What are sort of
epidurals are women having? Are they

.mobile epidurals, are they?
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DR KRISHNAPRASAD: Top ups.

MS F#ATHERSTONE: Do the anaesthetists

teach -- that will not be in the Prompt -

do the anaesthetists teach midwives about

doing that competency?

DR KRISHNAPRASAD: The teaching usually

happens in a different set up for the

epidural top-ups. | thjnk it is either

belw%en the inidwives itself. If they want
help actually one of the SAS doctors goes
and *eaches them as we do not have
cunéntiy any labour ward sessions in
Furness. We have got four labour ward
sessions in Lancaster, but don't have any
specific sessions in Furness.
DR CALDERWOOD: What do you mean by that
then?
DR KR‘ISHVNAPRASAD: Ideally they should
have labour ward sessions at the
consultant or anaesthetic-led labour ward
sessions; we don't have that in Furness.
DR CALDERWOOD: Four a week in -
DR KRISHNAPRASAD: Four a week in --
national standards is 12 sessions. We

have four sessions.
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MS FEATHERSTONE: This is my ignorance.
That is meaning if you only have that
session, if a woman wants an epidural in
that time there is nobody available then?
DR KRISHNAPRASAD: Other - | am talking
about labour ward, exclusively for labour
ward. There.are people who actually
holding the bleep who can be called in.
MS FEATHERSTONE: Then thj person that
is — if it is not actually a labour |
session, and the other person is;in
theatre doing something else -
DR KRISHNAPRASAD: They will not be
doing -- in Furness they have got first on
bleep, that actually they are floating

anaesthetists.

MS FEATHERSTONE: Okay. The other thing |

want -

DR KRISHNAPRASAD: They are not only --
they are not dedicated to maternity.

MS FEATHERSTONE; There is a delay then
sometimes then, there could be?

DR KRISHNAPRASAD: Possibly, yes.

MS FEATHERSTONE: What about for an

emergency Caesarean Section then?

{ &
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DR KRISHNAPRASAD: In the moming again
depend upon -- we may have some time call

in the people in the department who is

. doing SP activities.

MS FEATHERSTONE: That goes back to the
point about, you know, depending what
category section it is, and the decision
to knife to skin. Okay.

The other thing | want to ask about
was patient safety and quality meetings.

Are the anaesthetists involved in those?

Do they have govemance meetings at
Furness that the anaesthetists are

involved in as well?

DR KRISHNAPRASAD: Governance. Surgical of& Critical Care division—We-have

got the usual governance meeting. The
lead from Furness anaesthetic comes in
along with me. They have got the women's

division institutien have got their governance

meetings and Furness has gota

governance -‘ or obstetrician_Anaesthetic lead who is
actually this month she left and went to a

different hospital. Until that time she

used to attend those meetings.

MS FEATHERSTONE: Thank you. That is all
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| need to ask.

PROF MONTGIOMERY: Thank you. | may

not need to ask anything, you may have

said this. You told about starting as

clinical lead in July 2012. 1 was not |

quite sure what you were doing before

that. When did you start working in the

Trust? 7

DR KR!SHNATRASAD: 2005. | joined asa B "
consultant in the Trust. As general

consultant | only work in‘ RLI and the
Kendal elective site. | am primarily f
vascular anaesthetist and paediatric

anaesthetist, so | do not usually do

obstetrics, but | _have done advance obstetric anaesthesia in training de-eers

done a lot of training in this.
PROF MONTGOMERY: You did not have
any pérticular involvement with Furness
until the clinical responsibility came
along. | ﬁink that means | have no
questions. |
MR BROOKES: Thank you. That answers rﬁy
questions as well, thank you.
Is there anything else anyone wants

10 raise?

!
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DR CALDERWOOD: | suppose it is almost a
question you have touched c{n and you have
had a good look and over view, having been
relatively new here in the post. Do you

have - there is a balance always between
what the national standard is and what is
achievable within the financial envelope

and between staffing levels.

Do you feel that there ar# national

standards in - | wili separate off

obstetric anaesthesia and %lso in the

HDU/ICU -- that there are standards that

is separate the two sites, in either site

or in both sites, that ybu are not meeting

that might compromise safety?

DR KRISHNAPRASAD: In obstetrician or ICU?

DR CALDERWOOD: Well, both | suppose.

DR KRISHNAPRASAD: ICU standards we are -

you know, the national ICU standards are

coming, new Service Specification-cerificatien is coming. If

that is the case actually Furness ICU may
not be able to function.

DR CALDERWOOD: May not?

DR KRISHNAPRASAD: Be able to function in

the sense that to give you the background
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in actually Fumess most of the

anaesthetics are actually not from trained

in the UK. Most of them are trained --
because there are issueé. to be frank,
issues with the recruitment in Fumess.A

After | joihed as a clinical lead in any

of the advertised posts there is no UK
gm&uate applying for the post. How to
change it? We do not know because people
do not want to go and work in Fumess.

That is the major issue.

Regarding your Service Specification cerificatian of ICUs,
that comes most probably in the next year

and none of the ICU consultants will be

actually ICU consultants. Their training will not be recognised to call them or recogms

as ICU Consultant They will not

16
17
18
19
20
21
22
23
24
25

be recognised nationally. | do not know,

I do not have the answer for that, but

that is the truth. None of the ICU
consultants will be recognised as ICU
consultants.

DR CALDERWOOD: You are at least
recognising that and -

DR KRISHNAPRASAD: Yes. I think, that —
currently wé do not have a solution

because it is a financial thing.

B
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DR CALDERWOOD: What about the maternity -
side then in Furness. The same
consultants are covering both?

DR KRISHNAPRASAD: Itis, but bvera!l, in
charge, when you are on-call, the
consultants, yes. |

DR CALDERWOOD: The same people.
DR KRISHNAPRASAD: Yes.

DR CAL#ERWOOD: With your knowledge novﬁ of
the audit§ you have done and you have
touched @ bit on the decision to delivery

time, do you feel that sonie of these

are — that there are some compromises of
safety with perhaps delays in getting
anaesthetic promptly? '

DR KRISHNAPRASAD: From incident report | -
have not seen any of those.

DR CALDERWOOD: You haven't? Anything
then with | suppose the infrequency, with

the small obstetric unit, of very unwell

women, who have, perhaps, unusual ”
conditions, or perhaps just very unwell

women; | Have had some concems reading

the notes about, | suppose, the fact that

these things are not happening commonly,
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as to whether there is full competency of
everybody that is dealing with these

unusual situations. Do you come across -~
DR KRISHNAPRASAD: | have not come across,
but that is a concern. When you have 1000
deliveries, any obstetric or paediatrician
or anaesthetist, that will be a concern.

| do not have evidence for the concemns,

but that really worries me in terms of»

leading service. That is why | have alot

of few meetings with things what we --
because | kﬁow there are, | will tell the

truth, | think that publicly there are

outrage when you actually have talk of
matemity moving anywhere because. | mean
| am a vascular anaesthetist and when
centralisation happened, no voice raised

for vascular patient when they move to
Preston.

But maternity, they try to move, and
when | took over there is some problem
with that time, they want to move
matemity from Furness to RLI, but does
not. There is an outcry and it was

reversed in 24 hours. That questions

&



11
12
13
14
15
16
17
18
19
20
21
22
23
24
25

about whether the safety are undermined by
political gains; | do not know because l
am very small to decide those things. l_
think that is public to decfde.
DR CALDERWOOD: Thank you for your
honesty. The site where you are working
and more familiar, do you feel confident
about the staff there and the competency
and the safety? It is a larger unit et
cetera.
DR KRISHNAPRASAD: Yes, yes, because we
have got - as we told - slightly larger
unit and most of them enviroﬁment that
they are trained in the environment, you
know, what is safety and things there.
Well-tuned.
‘DR CALDERWOOD: That is a different group
of anaesthetists.
DR' KRISHNAPRASAD: Different group of
anaesthetists. |
DR CALDERWOOD: Not the problem --
DR KRISHNAPRASAD: There is no problem of
recruitment in RLI. |
DR CALDERWOOD: You feel that the issues

that | am referring to that —
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DR KRISHNAPRASAD: Even though we do not

meet the national Ttandards of staff
because of the nature of only oné aspect

of that is one labour ward sessions — we
do not have seven labour ward sessions, or
ten labour ward sessions. | will not

think personally that is required in our

‘set up of things because we have got

trainees, we actueully carrying the bleep
holders immediately available to do

things. We_don't have dedicated trainee in the

night. Thatis onL of the proposals we

put in the case to separate the on-call,

the general on-call, from 16 to one in

eight covering matemity.

DR CALDERWOOD: You're trying to make a
dedicated - for maternity.

DR KRISHNAPRASAD: Yes.

DR CALDERWOOD: It would be very helpful,
| think, for us if we could have you to

find out the things | have asked about,

the news chart, and also this theatre

access. | think | would also quite like —

it is not fair to ask you, you are —

MS McINTOSH: | wili write a letter to
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you.

DR CALDERWOOD: It is not fair to ask you
this, you are an anaesthetist, you are not

a theatre manager, but again | would be
quite interested in your take on -

probably do not have ﬁme today -- on just
that system at Furness. | appreciate you
may not know it because you do not work
there, but perhaps some commn*rnication with

the SITE ANAESTHETIC LEAD eliniscalHead that you say is on-site.

DR KRISHNAPRASAD: Yes. ‘

DR CALDERWOOD: How that -

DR KRISHNAPRASAD: Perscnally | am
responsible there but yes, | think that |

am responsible there. | will find out
‘what is the issue there.

DR CALDERWOQCD: Yes. That would be very
helpful. It is for reassurance for us

sitting here are things better than they

were when there was some problems flagged.
T‘hat will be very helpful, thank you.

MR BROOKES: Okay. Just for clarification
in my mind. You have raised a number of
things at Lancaster where there needs to

be some improvement. Do you feel that you
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have got the support of thé leadership in

the organisation to make those changes?

Are there possible changes?

DR KRISHNAPRASAD: That s the reason the
case has been presented to the group. We
are — we‘work in different divisions

because | work in the surgical and

£

critical care division, we have got full

backing from that division. | am not very

sure about whatis-people-sush-as-SCBU and and-Executives

medical directors, what their views

because personally they've not asked me to

come and present it even though because | personally
wanted to present, but ! think they took

vthe paper and given back the feedbacks to

us. That is an issue with engagement.

MR BROOKES: Thank you. Unless there is | (M
anything else. Thank you very much for |

your timé, it has been extremely hefpful.

Thank you.
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(At 11.33 am)
DR KIRKUP: Thank you for coming, my name’s Bill Kirkup, 'm The Chair of the
- investigation panel. I'll ask my colleagues to introduce themselves to you.

' PROF FORSYTH: My name’s Stewart Forsyth, I'm a paediatrician and Medical

Director from Dundee. '

MR BROOKES: I'm Julian Brookes, I'm currently Deputy Chief Operating Officer
for Public Héalth England, previously Head of Clinical Quality in the
Department of Health.

MS KURUTAC: Okay, thank you.

PROF MONTGOMERY: I'm Jonathan Montgomery, I'm a Professor of Healthcare
Law at University College London, and Chair of the Health Research
Authority. In the past, I've chaired PCTs —

MS KURUTAC: Oh right, okay — v

DR KIRKUP: You'll see that we're lecording proceedings, and we’'ll produce an
agreed record at the end. You may also note that we've asked family
members, if they wish to be p*’ésent as observers. As it happens, we don't
have any here this morning, but they may listen to the recordings
subsequently. You'll also note that we've asked you to hand in any mobile
phone or laptop that could act as a recording device. That's just to
emphasise that we don’t want anything to go outside the room, until we
release the report with all the findings in context.

MS KURUTAC: Mmm, okay.

| DR KIRKUP: Do you have any questions for me about the process? (
MS KURUTAC: It's that I'm a bit buzzing, and I'm like — my head’s going like this,

and I'm thinking, I'm going to be like this, saying to you, | can’t hear you or
something, because I'm feeling a bit — I'm just feeling a bit buzzy at the
moment.

DR KIRKUP: Okay, well that's alright. If you need to take a few moments at any
stage, that's absolutely fine. Just let us know. If you can't, please just do
your best.

MS KURUTAC: Thank you.

DR KIRKUP: I'd like to start with a general question which is, you were involved

with the local supervisory authority. Could you tell me when that started
and how long you -

St



1MS KURUTAC: Yes, I've been a midwife for a long tirhe; this is my 41* year now.

And in the late — in the mid-90s, | was involved with case-loading of women
as a midwife, and I'd often contact the LSA for advice about clinical
practice, and it got so that | was offered ajob. So | started part-time with
the LSA in 1999, and that became full-time by about 2000. My remit really
at the time in the context of development of maternity care was to focus on
clinical practice, and so that meant supporting midwives to fook at — | don't
like the word ‘normality’ because it's something that grates as a title, but to
facilitate more individualised care, |.should say. And also take that on
board with the ethoﬁs at the time, you know, reduction of caesarean
sections, increase in midwifery led-care. Those things that were operating
at the time. ’

DR KIRKUP: Yes, okay. And how long did you c%rry on with that role for?

MS KURUTAC: Pardon? |

DR KIRKUP: How long did you carry on with the role for?

MS KURUTAC: Until 2013, October 2013, I

DR KIRKUP: Okay, what happehed then?

MS KURUTAC: What, to me?

DR KIRKUP: Yes.

MS KURUTAC: | left, | didn't feel comfortable with the way the supervision at LSA
~I'd done it for a Ibng time and | didn't feel comfortable with the way things
were developing, | guess. And | went to Ghana to work. '

DR KIRKUP: Could you just expand a bit? In what sense didn't you feel
comfortable with the way it was developing?

MS KURUTAC: Well, | think if you understand the historical context of midwifery
and I'm very conscious — ! don't want to sound as if I'm divide and rule — but-
if you uphold a midwifery profession, then the commitment to midwifery as a
profession is what it should be, not trying to be a mini doctor here, or an
expert in something over here. And | think we also find that there is a
tendency — because I'm quite passionate about it really. I'm very conscious
of retaining our professional remit as midwives and being committed to that
rather than to dilute that role. | think some of the issues thaf have gone

‘awry are because we aré not — | have to be critical of my own profession |
think, in a way, that we've forgotten where our remit lies. It's very easy to
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do that when the pressures on an organisation, or the pressures on: ‘Do
_this, take on a bit more, take on that’, but what we do is forget the basics.
It's sexy to do a ventouse or it's sexy to be able to put a drip up or
“something, but it's not so sexy to stay with the woman and do basic
observations %nd make decisions about that. | think, you know, I'\+e lived
and worked abroad in sevefal countries now, and the key to me seems to
be that engagement with, ‘Don’t forget the basics’ is what | would say.

DR KIRKUP: Okay, that's very helpful. Jonathan?

PROF MONTGOMERY: Thank you very much. | wonder if | could get you to
elaborate a little bit on the remit of the midwife, that you've just picked up,
and your work about supporting midwives, 'Iooking at individualised care
and all-care, and how that actually worked?

MS KURUTAC: Wfll, within the LSA, midwifery supervision is about thjl clinical

. That's
the premise. So, on a day-to-day basis, we had the development and the

practice of midwifery and upholding safety for mothers and babies

drivers of women being encouraged to — I'm really struggling with *he right
words here, because it's — | repeat — it's not a question of encouraging all
women to have a home birth or all women to do this. It's about maintaining
what is approbriate_for that particutar individual mother and baby, and within
midwifery — or wiythin maternity care | should say ~ that it's possible to
uphold you know a lot — uphold less intervention than we currently are
experiencing. But at the same time, you have to keep your antennae up
and know the difference between when things are straightforward and when
they're not. So my work often would be about visiting with a midwife or a
group of midwives or supervisors, whatever the remit was, and we've got
this lady who wants to have a home birth. Let's keep it simple. She’s a
previous section and she's got this and she’s got that. So it was actually
working, very often, with the midwives to provide appropriate care that
would keep safety margins for mother and baby, but not isolate the midwife
from all the other disciplines that are potentially invoived with that remit that,
you know — sometimes midwives will, ‘This women's having a home birth,
so that's normal’. What they forget is that you cannot guarantee normality
will be upheld forever. There's no guarantee about anything. So in
midwifery practice, you also have to méintain relationships with your more

A
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experienced midwifery eelleagues,' perhaps, with your paediatricians, with
your anaesthetists, your psychiatrists, your obstetricians. There could be a
whole gambit of people that you might touch-base with, they come back,

have had - you've sought opinion, the women does end up with a home
birth and everythinig's alright. But you've actually — when | say, ‘Covered all
bases’, you've taken a widef remit within your role as midwife in the centre,

to ensure safety of mother and baby. ‘

PROF MONTGOMERY: | understand that, | was trying to understand your role in
supporting that. So where does your role -

MS KURUTAC: Well, ! mean, | just spent -

PROF MONTGOMERY: You're covering the whole of the northwest —

MS KURUTAC: Oh I did, that's what | did; | would go around the umts and |
would do a lot of workshops and | - perhaps those early years | was
working with the LSA, it was pretty full-on.

PROF MONTGOMERY: So what was your contact thh University Hospitals

. Morecambe Bay?

MS KURUTAC: Pardon?

PROF MONTGOMERY: Your contact with UmverSIty Hospltals Morecambe Bay,
the Trust we're concerned with?. o

MS KURUTAC ‘Well, you've got - at the time we had 32 units, and so histoncal!y,

- you know, | would get the LSA wouild be contacted if they felt they had an
issue. And | remember way back, one issue was the contact with the
midwives who were dealmg with a very abese lady and they were struggling
because nobody around them was helping them out. So, that situation was
one that they had spent quite a bit of time reassuring the midwives that they

~ had everythmg in place and we actually did sit down and made some
guidelines about the care of — as has come to fruition now — the obese — it
was the obese pregnant women at the time.

PROF MONTGOMERY: This i is a lady from Morecambe Bay?

MS KURUTAC: Yes. :

PROF MONTGOMERY: And are you the supemsor for these midwives or were
you supporting —

MS KURUTAC: No, no, no. Supervision, which is something that | don't feel is
‘particularly very well understood. The ratio — in order for a midwife to
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practice in this country, she not only has her professional qualifications, but
you know, she will beholden to make sure she is up to date on an annual
basis, and that means that she will have a supervisor of midwives. Forgive
me, because | don't quite know if, you know, as a panel, you're individually,
you know, you understand the supervisors — ou* senior midwives have
undergone more training and nowadays, it's academic level, and their
responsibility ;M'thin a unit, is one supervisor to 15 midwives. As the LSA
‘midwife, | would be giving advice on top of that, if you know what | mean.

PROF MONTGOMERY: Were you advising the supervisor or the midwife directly?

MS KURUTAC: Both.

PROF MONTGOMERY: Okay.

MS KURUTAC: Both. It depends, because any midwife has got the right, if you
like, to contact the LSA at any time. They don’t have to go through a

n hierarchical step of contact. | ‘

PROF MONTGOMERY: So are there any examples of midwives from Morecambe
| Bay contacting you directly? |
Mé KURUTAC: Usually — | mean — this is where I'll be struggling because it's |
historically — | mean, | brought the last three years, | think, of audits that |
was involved with. But before that, | haven't got any records or anything.
But | believe, in all honesty, it would be mostly supervisors and the
occasional midwife who might be worried about — for example, you'll get the
- occasional midwife who might be worried about the attitude or the way they
were being treated by — perceived to be treated by the supervisor within
their practice. That kind of thing, you know.

PROF MONTGOMERY: And ybu talked about seminars and workshops and

things. Did you do any of those in Morecambe Bay in your time?

MS KURUTAC: Didn't do any directly at Morecambe Bay because the three units
there — you've got Kendal, which is a midwifery-led unit. Highly, highly
skilled in terms of many midwifery practice areas that fed into — that could
feed into Lancaster and Barrow, and vice versa. So, mostly | can

~ remember going to Kendal to discuss midwifery issues there, rather than a
request to go into Barrow. .
PROF MONTGOMERY: How do you know they were highly skilled?
MS KURUTAC: Sorry? |
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PROF MONTGOMERY: How did you know they were highly skilled?

MS KURUTAC: Statistically, you know, statistically one thing: their outcomes at
Kendal for — in inverted commas — normal outcomes; the request for the
women themselves to maintain that unit to provide care for women; the fact
that wh:t it was threatened, when services were diluted and y:L no longer
had obstetricians, you — for example, you — they centred their caesarean
sections on Lancaster, that was one thing that shifted from Kendal; the care
of women with previous sections was sométhing that obstetricians had faith
in the midwives to carry out, and the midwives were saying, ‘Please, this is
beyond our remit, can we just keep things normal’, and so the balance of
keeping — of keeping things safe again, and appropriate, were very much a
discipline — a cross-discipline discussion. And also, you've got a lot of
request H*om the country, around the country from midwives st%udents. who
not only Work there, but also to do their electives and, you know, apply for
jobs there. - P

PROF MONTGEMERY: So they were all indirect indicators of quality?l

MS KURUTAC: Yes.

| PROF MONTGOMERY: Did you have in your audits any way of getting direct

data on the skills of midwives?

MS KURUTAC: FI'm sorry?

PROF MONTGOMERY: You've giveh me a number of indirect indications about
the fact the midwives were skilled. So; you've got outcomes that may or
may not be connected to skills: they might be connected to the women who
chose to have birth — | wonder whether your audits gave you anything
directly about the midwives themselves? ;

MS KURUTAC: Yés, | mean I'm not — I'm sort of = | think the other thing you got
in Kendal, for example, was the communication. You've got midwives close
to their population of women. So there’s - I'm not saying you don't in the
other units. You've got to remember that's a rural setting, and women have
got quite strong views about — all women have got strong views about
things. But there's a tolerance and an expectation that is different. 1 think

~ the relationship between mothers and midwives is something that you might

not see in other practice areas, you know.




O 0 3 O W s W

10

12
13
14
15

6 |

17
18
19

- 20

21
22
23
24
25
26
27
28
29
30
31
32

.

34

PROF MONTGOMERY: So you've given us a really helpful, sort of, picture of

Kendal; give us the equivalent for Barrow. What was Barrow like?

MS KURUTAC: Well, 'm not — | haven't been directly involved there but, you
know, you've got to look at the background at Barrow. That, historically,
you've got shipbuilding; you've g04 all that context of where peaple live and
how people work: unemployment and close-knit communities. Slightly
different approach altogether, and midwives were —~ | don't know. What I do
remember, several years ago, was the midwives struggling with that in-
between stage of — we do caesarean sections; we have that medical cover,
we do this, we do that; but they're in a sort of, ‘out of the limb’ kind. of unit.
So they kind of — it's not quite a mainstream unit. It's not saying there aren't

.skills, but there's a slightly different context. One of the things | do
remeinber: caesarean sections in one audit, | remember being a bit
unhappy that in order for a womeJ[' to go for a caesarean section, they have

to go and get the keys from the general site to unlock the doors. So that
would imply that there was a potehtial delay. And I'm just giving you that as
an example, not because it's directly answering your question, but because
there's a context of practice that is almost — it's slightly different. That's not

- — you could argue that's not acceptable, and the communication then is

imbalanced. '

PROF MONTGOMERY: So [inaudible] you knew about that, it might not be
unacceptable to have the key to the access to the theatre on a different part
of the site. So what's the responsibility of the LSA to address that?

MS KURUTAC: Yes, so you write in the report and you make that note, and then
that's left within the unit to —

PROF MONTGOMERY: Who does that go to, that report?

MS KURUTAC: Well the reports are circulated and they always have been to —

they're open to the public, they're circulated to the midwives, the
supervising midwives, chief execs, and at the time, we had 17 health
authorities, so each person within that health authority would have it. What
| would illustrate to you is that those reports were widely circulated.

PROF MONTGOMERY: If you look at the fact that that's still a problem now,
doesn't sound as though circulating them helps safeguarding then? There's
still problems with access to that theatre?

.

:
S

.
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MS KURUTAC: Sorry?

PROF MONTGOMERY: You identified that there wasn't access to theatre, and it's
still a problem, because it was identified by the Care Quality Commission in
the last few months. So I'm trying to understand how this system of
safeguarding...? ' T ' _

MS KURUTAC: Yes, well, from a LSA point of view, | think that's one of the issues
that you can — that comes out in these later reports. It's not just about
Morecambe Bay, it's across the board, that you have a remit of practice;
you have a remit of recommendations. You do not have the authority, the
LSA Midwifery Officer does not have the authority to demand — to dictate, |
should say — managerial, sort of, priorities or what have you. All we can do
is say, ‘This does jeopardise safety of mothers and babies’, and over the
years, you can see that it son*ﬁetimes takes several goes before you actually
reach where you really wanted to be two years ago, whatever.

PROF MONTGOMERY: And would you include the safety of access to theatre for

| emergency sections as sometL '

MS KURUTAC: Sorry? :

PROF MONTGOMERY: Would you include the safety of access to emergency
theatre —

ing you could wait several years for?

| MS KURUTAC: Yes.

PROF MONTGOMERY: That you would wait several years for, to attempt?

MS KURUTAC: I'm thinking about — I'm just trying to think about that particular
problem and the way the supervisors — | can remember, and 1 can only
‘remember, I've.not got it in fact — | can only surmise and remember that led
to — you know when you get custom and practice and people sort of accept
a situation: ‘Oh, well, nothing bad has happened so we'll carry on in the
same...' — but the potential for something to go wrong. So the supervisors
then have to go — | remember them going back and discussing it with the
theatre staff and everybody else again. And it goes around and they reach
a resolution. But from a LSA point of view, we just had to make sure that
had been taken on board internally. That Was our remit: to make sure that
was taken on board.

PROF MONTGOMERY: So do you think you fulfilled that remit? Did you make
sure it was taken on internally?
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MS KURUTAC: Well, it wasn't me personally: you follow that up, hopefully, on a

six-monthly, year-on-year basis, because these audits are done on a year-

on-year basis, but something as pressing, you would follow-up three .

monthly, whatever, give somebody time to resolve it and go back, yes.

PROF [MONTGOMERY: Okay, so I'd like to go back to n||e [inaudible] of the

Barrow bit of the Trust. So you obviously know a reasonable amount about
Kendal, but you've identified reasons to have some concern about Barrow.
I'm a bit perplexed why the support activity goes into Kendal, where things
seem to be working well, and you don’'t seem to have gone into Barrow to
help them sort out the deficit in Barrow?

MS KURUTAC: Well, it's only — | think what you're talking about, in a broader

sense, is the quality of the people practicing. You know, whatever your
‘Fi‘scipline, if you have strong — and again, I'm using my words very — I'm
struggling with using the words because | might be in danger of”implying
that people in one unit aren't strong. That's not necessarily true. It's the
whole structure on many layers. So if the midwives|— let's just start with
midwives. If the midwives feel well-supported, confident in their practice,
then they feel strong to engage with the women in a different level; they feel
confident to move on and engage and challenge other practices. So within

~ Kendal, you've got arguably, a limited context, because it's a small unit, its

matemity based. You go to Barrow and then the remit of the midwives
supervisors to challenge becomes wider. And therefore, how do those
communications follow against a bigger — yes, a wider number of other
professionals. Let's put it that way. You know, in a tertiary referral centre,
the likes of Liverpool or Manchester, St Mary's, you know, getting everyone
together gets even more difficult. So, I'm trying to say that at Barrow, it's
one of the things that you noticed, was that the communication issue was
more difficult to ascertain. That was something that the supervisors and the
midwives would bring up more than once.

| PROF MONTGOMERY: We've heard from families, that they think that midwives

in Barrow [inaudible] poor practice, competent in not shaﬁng, is that
something your experience would corroborate?

MS KURUTAC: No. [After a short pause] Could you just say that again, please?
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PROF MONTGOMERY: The families — some of the families have told us that their
perception of midwives in Barrow, was that they were set in their ways, that
they didn't communicate with paediatricians or obstetricians. If they're
confident in that; you've toid me there were gther things as you get

- confident midwives. If you're confident in doinj the wrong thing, that's
much worse than being tentative about what you're doing and seeking
advice -

MS KURUTAC: Yes. .

PROF MONTGOMERY: So, | wondered whether you could share some light on

- that?

MS KURUTAC: | think, because I'm not engaged — | wasn't engaged on the shop

floor in Barrow, so you can't — | didn't meet directly with individual

personalities, apart from supervisors and some (#»f the midwives, then — |
think — gosh, what do | think? | think it's a quéstion of — it's interesting
about perseverance, you know? Supervisors ~ if a supervisor is unhappy

with something and they were difficulties with communication with whoever,
paediatriciayns, obstetricians, whatever, then — at the risk of éounding ‘
critical, because I've done it myself, as a labour ward manager, you have to
bite the bullet and eat humble pie, because in the interests of the mother
and baby, you can't let personalities — | need your opinion as an
anaesthetist, | need your opinion as a paediatrician - *

- | PROF MONTGOMERY: | can see that's what supposed to happen; I'm trying to

test out whether we know whether it was happening? So you weren't
involved in - |

MS KURUTAC: Yes, we do. | do know there was difficulties; | do remember
difficulties, and all I'm trying to say to you is that some of the — some of the
quality or the perceived difficulties might be perceived as the individual or
the collective — because at the LSA -

PROF MONTGOMERY: | completely understand that, but I'm trying to
understand, given that that might be the case, what did the Local
Supervising Authority do about finding out whether it was the case? So you
weren't involved in the shop floor? Who was involved in the shop floor, for
the Supervising Authority? '
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MS KURUTAC: Well, it was supewiﬁsing midwives, and from the LSA point of
‘view, you would advise and the Midwifery Officer would always advise it's
not one supervisor's issues; it's collectively, and you have the legal — sorry,
the professional responsibility to — if you're having problems to take it

. through to the Chief dixec, to bring it through to the LSA, NMC -

PROF MONTGOMERY: Am I right in thinking that all the supervisors of midwives
in that unit worked in that unit?

MS KURUTAC: All the supervisors...?

PROF MONTGOMERY: People who were supervisors of midwives for the
midwives working Barrow, did they all come from Barrow?

MS KURUTAC: | would — yes, | believe so at the time. Now, you have a more of
a cross-base supervision system, so supervisors acrass units -

PROF MONTGOMERY: | So how could you be confident whether or no
supervisors weré themselves part of the problem? [f they're part of this uniﬂ
the families have concerns over, and the only people on the shop floor from
the Supervising Authority have been people working in that unit, is that noP
a flaw in the system? |

MS KURUTAC: Hmm - I'm - again, I'm — there's so many — there's too many
arms to this. When you — and I'm not sure how to respond to you at the
minute. |'mean, to ensure that... [After a short pause] From an LSA point of
view, you understand there’s a problem. You will advise supervisors what
fo do. Therefore, the remit then is that they need to tackle the problem
internally themselves. If - and we would then go back and —~ | mean, audit,
review, that's been tackled. If we are not therefore — if supervisors —
equally, if supervisors don't tell us that they have a problem, then we can't
do anything about it. So it's a two way — |

PROF MONTGOMERY: But I'm asking, what if the supervisors are the problem?

MS KURUTAC: Pardon? '

PROF MONTGOMERY: What if it's the supervisors who are the problem?

MS KURUTAC: If it's the supervisors are the problem, it depends what you mean
by, if the supervisor is a problem. This |s where, again, 'm hesitating
because | wouldn't say that the supervisors particularly — it's about a
character — the characteristics of individuals again. It - there’s two arms to
that. If you find that people are complaining about a supervisor, whether it's
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the midwives or the public, or this, that or the other, then the LSA would
investigate that supervisor; would advise that she step down from that role,
" for example. But again, unless you — unless there is a complaint or an
obvious error — not an error, an obvious issue comes to light — then you
won't necessari& know. It's the same in any discipline — you'd — n‘
PROF MONTGOMERY: Were there any complaints about supervisors from
Morecambe Bay? ’

I MS KURUTAC: Well, in the latter years, before | left, yes. But in the early days,

no. Because as with many, many units at that time, one of the remits of the
L SA — when | say early years, i mean 2000, 2004, 2006, that sort of era,
that first half ~ we were struggling very, very hard to get the ratios of
supervisors to midwives up to speed in relation to Nursing and Midwifery
Coungil recomrr«endations. ' “

PROF MONTGOMERY: Can | just — clarify what counts as early and later yéars?
So what point ’ere there complaints about supervisors? » |

MS KURUTAC: lwomdn't say — | can't answer that, exactly. | really can't. BLt it's
a drift, perhaps a gradual awareness that things aren't quite so right, as
perhaps the LSA were led to believe, or we assessed to believe, or
midwives told us. Because we then had a couple of supervisors who were
investigated and | do remember one supervisor of midwives who was
‘basically working so hard to keep everything — keep the supervisory role
going, you know — it's like somebody going off sick and somebody else has
to pick up the slack. Then the LSA has the problem of thinking how do we
make sure that function is upheld, and you end up with cross-base -
supervision.

PROF MONTGOMERY: It sounds as though you are describing the supervisors
as the victims of something there. |s that what you're telling us?

MS KURUTAGC: Well, | think — | keep saying, I'm being very careful here. But, you

- know, one of the things that we had with supervision was that whilst we

were very — recommendations from all sorts of papers, eic., increasing
normality, you find that not just midwives but supervisors will take that on to
the nth-degree — and one of the things that — ‘Oh; résults look good, that's
grand. When we ask the questions in the audit, figures come out really,
really well'. But actually, with one of the supervisors, we found that her own
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practice was questionable and she's actually — she was investigated and
put on supervised practice. But that took — that took a series — as things do,
it takes time and it takes a series of —

PROF MONTGOMERY: So how did you identify that? .

MS KURUTAC: Because of — | believe it \4/35 record keeping. You know,
supervisors, over the years, we've got very, very — much better at
scrutinising notes. So you look at somebody's notes, either randomly or
recommend to look at, at least 10 sets of notes over a space of time. It
could be anybody'sf and, ‘Oh that's interesting, there's no recordings of the
foetal heart, for example'. And, from small things unravels a blgger thlng,
and that's how that —

PROF MONTGOMERY: So you're saying that there was a Iook at this midwife’s
record keeping? : U

MS KURUTAC: Yes. _

PROF MONTGOMERY: | think we need to know who this do we Bill? Do we
need to know who this is, or... . '

DR KIRKUP: . Yes, | think we do.

PROF MONTGOMERY: | think we do need to know who that is?

MS KURUTAC: Pardon? |

PROF MONTGOMERY: We need to know who that midwife was?

MS KURUTAC: Well, she has been referred, it's Jennifer Bowns. :

PROF MONTGOMERY: Thank you.> Were you involved in any of the audits

~ around record keeping? .

MS KURUTAC: Not directly, no. Because that's a template that all units would —
the units would follow. If my records were looked at, a supervisor would
follow a template and -

PROF MONTGOMERY: And would that be fed into your northwest audits in some
way?

MS KURUTAC: Yes, because it's the questions that every — the template for the
audit documents, | don't know if you've seen them at all?

PROF MONTGOMERY I think | have — I'm just trying to tease out what you -
what was reported up? So was there any difference in patten on the
record keeping in Morecambe Bay, particularly in Barrow, compared to
elsewhere?

14
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MS KURUTAC: No, because | think — well, what's grown up over the years, as

| you are fully aware, is that we're talking about practice of midwifery, how
the efficacy of notes from the LSA, but that will actually conjoin with Trust
templates of record keeping. So to a certain degree, they overlap.

PROF[ MONTGOMERY: And that audit was done by the Io«i‘l

MS KURUTAC: Pardon? |

PROF MONTGOMERY: That audit was done by the local supervisors of the
midwives?

MS KURUTAC Yes, that's right. And sometimes, places like Oldham, in the
Northwest they would do multidisciplinary, so you'd get an obstetnctan or

supervisors, was it?

another with the midwives looking at notes as well.
PROF MONTGOMERY: The impression that our clinicians have got, looking at
1| notes, is that the quality of notes in Barrow is very »‘nuch poorer than the
quality of notes elsewhere in the Trust and elsewhere in Cumbria. Did that
| every get picked up by the audits? ”

MS D&URUTAC It just — all | can think of, it's such hard wori to keep, you know, to
keep... [After a short pause] You go back to a fundamental issue, and the
stage at which anyv unit is — it could be in the northwest; from my
experience, or nationwide, it's quite interesting why and how a variation in a
standard occurs. And so, from an LSA point of view, you kind of end up
challenging that more strongly in one unit to another. That's the only way |
can put it —

PROF MONTGOMERY: | can understand that, and | think what I'm trying to
understand is what triggers that challenge because what I'm hearing is that
it's a'system very strongly based on trust, because you have supervisors in
the local unit, and you're relying on what you're telling you, and they're
telling you that they've done an audit of notes, and that they're satisfied, but
we look at it, and we say, ‘The wool’s been pulled over your eyes because
actually, if you'd gone in and done it yourself, it would have looked
different’. I'm trying to understand -

MS KURUTAC: That's exactly it.

PROF MONTGOMERY: Where the checks and balances in the system were?

MS KURUTAC: Yes, and | think it relates to the bigger, bigger issues; you know,
how one rubbish one unit's storage system is, and how units — | mean, in
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Barrow, supervisors’ notes were just chucked in the cupboard, you know.
Whereas, you know, you go to other units and there’s a very — you've got
clerical staff, it's very ordered. There's a trail of where notes are and how
you find them. Therefore that — from those basic premises you then already
have established a hig}\er standard which filters up to what is actually
produced on the paper.

PROF MONTGOMERY: | guess one of the questions, and reflecting criticisms
that the Ombudsman has made of the supervision system, is that those are

things you would expect local management to be respdnsible for sorting

out?

MS KURUTAC: Yes.

PROF MONTGOMERY: And Ombudsman’s suggestion is that the separation of
responsibility that's crefted by the supervision being on a slightly different
professional accountability track than the line management, has actually
created a gap and that units like Barrow have fallen between that, and
nobody sorts out what were really quite fundamental problems of record
keeping. Is that a view that you think is fair?

MS KURUTAC: Yes and no. Yes and no. Because again, what you've reiterated
yourself already, from an LSA point of view — it's chicken and egg, a little
isn't it — well, 'm not asking you to agree. There’s issues on both sides.
We, from an LSA point of view, ‘How's your record keeping?’ The
supervisor Wiil tell you it's 80% or whatever it is, and, We've made
improvements on this and that’, so you don't go around and check every
other bit ‘and pieces, but also again, | think it goes back to a fundamental
issue of how supervision is accepted and operates across management and

how management operates with supervision. How do those two disciplines

“work together, because supervision is a statutory function, you know, but if
a management structure — and | use that term widely and loosely - isn't
particularly communicative or accepting, whatever the LSA does - and I'm

not excusing that either — but it’s easy to get a bigger rift. Whereas you go-

to — we've got other units where the experience was that communication
and understanding of each of those funct;ons was much better, and
therefore everything, including record keeping, you would find — let's just
say, runs much more smoothly. And people understand each others’ remit.
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1 PROF MONTGOMERY: At the moment the issue painted at Morecambe Bay is
2 that the Local Supervising Authority didn't really have much impact on the
3 problems of Morecambe Bay because it was the Local Supervisors. - I'm-
4 trying to unde}stand whether that's a fundamental problem of how the
l 5 supervision system works or whethjr it was particular to Morecambe Bay.
6 - So | wonder if you had examples elsewhere in the northwest, where
7 actually, the LSA have been able to play a big role in improving practice?
8 |MS KURUTAC: Well - ,
9 |PROF MONTGOMERY: Because it may be an accident that things have not gone
10 smoothly in Morecambe Bay and we need to think about what's different
n about Morecambe Bay; or it may be that it's about the system.v
rf; 12 | MS KURUTAC: Well, | think, again, one of the issues — and it's an historical one is
13 that you've got three units that are v*ry, very, very different. One of the first
14 things that | remember very early on, that Midwifery Officer did was
15 encourage cross-Bay communication as far as supervision was concemed,
16 because - | feel as if I'm repeating rEyself a bit now - the discipline — sorfy,
17 the expertise, the discipline, the communication issues were slightly less or
18 more efficient within each individual unit. So, you want to get sonie equity
19 across there. So that's one thing that the LSA try to do, over a period of
20 time.. The will to do that, given the day-to-day practice and demands on
21 services, means that sometimes perhaps those meetings or that intention
22 doesn't run as smoothly as — doesn't go ahead as intended. Then you're
23 | trying very hard to get equity of policy, across the units as well. You know,
24 how do you deal with anything, from ruptured membranes to undiagnosed
25 breech to — well, babies, elective sections and women’s request to have
26 induction or not. All those kind of practice policies. That's what I think
27, those two areas.in which the LSA did try very hard and which the
28 supervisors did try very hard to improve, and | know in the latter years, the
29 - quality of post-natal notes was one thing that was pertinent to Morecambe
30 Bay. It was also pertinent in other units that we did tackle. |
31 |PROF MONTGOMERY: Thank you, I'd like to move to specific investigation
32 question and answer, You've told us a lot about how the system worked
33 and the audit, and | know that supervisor midwives are involved in
17
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investigating particular concerns at the time — you've indicated one that you
weren't directly involved with already?
MS KURUTAC: Mmm,

PROF MONTGOMERY: If we're going fo talk about individual cases involving |

familie4 to move into a slightly separate part of our discussion4 which will be
cbnﬁdential, but | wonder if, before we do that, we could just check what
investigations you were involved with, even slightly tangentially, related to
our Trust, that we're concerned with, and then perhaps, we'll move into the
particular things. So, were you involved in any of the investigations that
were raised out of family’s concerns into the practice of midwives?

MS KURUTAC: Not directly, no. The only — with the Titcombe case, when ~

PROF MONTGOMERY: | think at this stage, we should just identify that the
Titcombe is one that we want to talk about in a moment - ”

DR KIRKUP: ' We'll come onto that.

MS KURUTAC: What | was going to say then, | just attended a meeting with the

family,| with the LSA Midwifery Officer and met with supervis$rs in the early

days of their concerns about that. But that's —

PROF MONTGOMERY: | hear - [inaudible] but | think we should check whether
there were any more general discussions with the first part?

MR BROOKES: Just a couple, just one specific one first. you mentioned about
medical notes being chucked into a cupboard, was | think your phrase, in
terms of Barrow. Is that something you actually saw or was that something
that was reported to you? Or was it just a turn of phrase, because I'd quite
like to just pin down exactly what you meant?

MS KURUTAC: I'm sorry, I'm — could you just say that again, please?

MR BROOKES: Yes, sure. When you were talking earlier, you mentioned about

. an example you gave, about different kinds of quality of record keeping —

MS KURUTAGC: Yes.

MR BROOKES: And the phrase you used in terms of Barrow is that they were just
chucked into a cupboard. Is that something you actually saw or was that
something that was reported to you? |

MS KURUTAC: Was it important'?

MR BROOKES: Was it reported to you?

DR KIRKUP; Was it reported to you?

- 18
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MR BROOKES: Did you see it for yourself?
MS KURUTAC: | mean, was it reportéd ~ I'm trying to think how it came, because
it was — | remember being showh a door once, you know, ‘Just look at this,
W 're trying to get this organised'. | remember that as a physical thing and
thl supervisors struggling with addressing it through tL\e general — you
know, like the clerical staff. That's one thing | do remember.
MR BROOKES: Was it something you were sufficiently concemed about that you
wrote to the Trust about or report ‘it in one of your Reports?
MS KURUTAC: With that storage, with that kind of issue, again, we come back to
the supervisors were aware of that, they were passing it through channels
- that, locally, within their unit. From an LSA point of view, it had been taken
up. Therefore, that needs — that's for them to follow that through. And for
u% to question, on another occasion, whether - as | repe#t — it was an extra
audit visit visible or whatever.
MR BROQOKES: Different question: I'm just trying to get in my head, and it's not
1 j of the LSA to the '
system, that's — I'm struggling with that a bit. Because you can advise, you

meant to be a pejorative question, but the added valu

can make recommendations, but you have no authority. So I'm just trying
to understand the added value of the LSA.

MS KURUTAC: Again, historically, in 1999, 2000, when | began — when | worked

| with the — started working with the LSA, with the Midwifery Officer, we had
regUIar contacts with chief exec, which represented the 17 Health
Authorities for who — sorry, for whom the LSA were responsible for
upholding the remit, statutory function. So that particular chief exec —

MR BROOKES: Sorry, who was that?

MS KURUTAC: Do you know, | knew you were going to ask me that and I've
forgotten.

MR BROOKES: Don't worry. ;

MS KURUTAC: It was a woman, she was very dynamic and very interested.
There was, between the LSA Midwifery Officer and this chief exec, there
was regular meetings —

MR BROOKES: That was the old Strategic Health Authority before they were —

MS KURUTAC: Yes, and it would be circulated and passed on to the 17 Health
Authorities. Then you had 17 Health Authorities coming down to three.
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And you know, the LSA when we — we had great difficulty and if Marian
Drazek[?] was sat here, she would tell you, she had great difficulty getting
meetings with the chief exec, then within a very short space of time, we
were down to one. And then, things became a little — that communication
became less — | won't — agdain, less facilitative, less easy, let's put it, than
just being able to bob up and — Lewis — | can't think of her his surname —
MR BROOKES: [Inaudible]. - '
MS KURUTAC: The chief exec, yes. And, so the value of the LSA and its
understanding of it as a statuto}y function — and therefore its efficacy —
again comes down to how it can be related with the bigger, the wider
organisation, and how well it's understood. So arguably, it became a Iittle
bit diluted over the years as much as therefore — it's goir{g to sound as if 'm
shooting myself in the fopt, you know, it becomes dependent on the
individuals and the human febple who are responsible on both sides, really,
| guess, and the understanding that, whilst great management changes with
the way maternity services are being made, you know, centralising services,

you know, whether it's surgery, paediatrics, maternity disciplines, whatever,

the core elements of midwifery practice, responsibility, kind of slips away a
bit.

MR BROOKES: So what was the — this is my confusion, | just want to be clear -
your managément relationship td the Strategic Health Authority was what?

MS KURUTAG: The relationship to...? |

MR BROOKES: The Strategic Health Authority.

MS KURUTAC: Yes?

MR BROOKES: What was it, the relationship?

MS KURUTAC: Well, we still had an office in — what was it — we had a
geographical; our offices were based in Kendal, where everybody else had
moved to Manchester. We had a common link with the chief — with the
nurse, Angela Brown, at the time, so that was our common link. And we
were fortunate there that that was a common thread for several years.

MR BROOKES: Because the reason I'm asking is, if you're not getting action on
concerns through local management, did ydu have another route to
influence the management?
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MS KURUTAC: Yes, well — again, the LSA, Marian Drazek specifically as the
Midwifery Officer — and | was present on at least an annual basis, you
would have a review of your concerns about the units; you know, it might be
that 16 or of the 32 units; or 20 of the 32 units were absolutely fine, no

© concems but x, y and z here and maybe this one unit — you know, I'm just
giving you an example off the top of my head, ‘We've got this, and this, and
this issue, and we've had...’ — that would be the conversation with the LSA
and the Health Authority, that sort of thing.

MR BROOKES: And that would be with the Strategic Health Authority?

MS KURUTAC: Yes.

MR BROOKES: ' Because, take your example, one in fact we've already used,
there was a concern about caesareans and locked theatres. [t's not being
resolved. |s that the kind of thing you J(ould expect, if it was brought to the
attention of the Strategic Health Authorify, for them to help you with?

MS KURUTAC: Yes, | think the other comment | would have to make is that
generally maternity services within theT\:uider remit of any Health Authority
was not necessarily a priority. They had bigger issues to deal with. So as
long as there were_n;t any — you know — | don’t want to — there’s always
priorities. There’s always priorities, and as far as — if maternity care was
running along fairly ‘tickety-boo’, smoothly, then — my language is not the
best on that, in explaining that, but you know, | don't mean to dismiss it, but
| think even a Strategic Health Authority has got prioritiés is what I'm trying
to say, and maternity services generally were a discipline that were okay for
most of those years that | was working with.

MR BROOKES: Final question: during the latter years, when there were known to
be serious concemns about midwifery services at Barrow, were there any
discussiohs that you were aware of between the LSA and the Strategic
Health Authority? '

MS KURUTAC: Were there any...?

MR BROOKES: Discussions?

MS FKURUTbAC: [After a short pause] I'm hesitating because | don't specifically
remember but 'm sure that if | looked in the records — if we looked in
records, there would have been, you know. Because | know - | do
remember Marian as the MO‘— Midwifery Officer — meeting with — you
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1 know, | do know there were meetings ongoing but within the context here, |

2 can’t be more specific than that. And | do know that, you know, as

3 situations, there were a number of clinical situations that occurred, like with

4  the supervisory midwives that we mentioned, and a couple of other things,

5 clinical issties, you know — when you start -~ when one thing happens, so

6 often, in any discipline', you start to sort of question and unfold other things

7 and | think that's when perhaps — again arguably — you don't want to lay

8 blame, but there's a whole domino effect; you know, perhaps we've missed

9 this 10 years ago; five years ago, everyone been keeping it going; and then
10 suddenly, something happens here, and then you look back and you can
11 see it so easily, to see how things have unravelled, and the impact then on
12 the care. » O
13 |MR BROOKES: |Yes. , :
14 | MS KURUTAC: You know, maybe the rotation — one thing | do rememlLr was the
15 rotation of — we had it at Lancaster as well — the rotation of'agency staff,
16 you know, medical staff for example. And | do remember that b#ing a bit of
17 an issue as much as midwives and being perhaps a little bit over — | was
18 going to say overenthusiastic, but | don't mean overenthusiastic. | mean
19 less aware of when things can go wrong and sometimes it's a very fine
20 balance. ' |
21 |MR BROOKES: Yes, thank you.
22 |DR KIRKUP: Just on that last comment. You started out by saying,
23 ‘Overenthusiastic’, and then you backed off that, and | understand that, But »gg
24 are you saying that they were over-keen on non-intervention as opposed to
s _ -
26 |MS KURUTAC: Well, you find that —
27 | DR KIRKUP: Not [inaudible] intervention better —
28 |MS KURUTAC: Well, I've got to be a bit careful here, because as a labour ward
29 manager and a midwife that's worked over several decades, you learn a lot
30 of lessons; you walk the walk and you take nothing for granted. I'm sorry,
31 because — I'm sorry if | sound a bit — but, you know, pedple can drift into this
32 idea, ‘'Oh, the women's at home, oh, the women's in a pool of water,
33 everything's fine’. No it isn't. You need even more >focus in those
34 circumstances in my view, because somebody's attached to a monitor.
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Well, you can also be lulled into a false sense of securi-ty on occasion too.

But what — you know, that enthusiasm to, ‘Oh yeah, we'll dovthis, and we'll

caseload and we'll midwifery-led care...” — that's great, but if you've lost the

experience and the ins‘ghf into basic functions, whether it's physiology or a

clinical situation. Then'you can get a little bit over-lulled into a false sense
- of security again, | guess.

DR KIRKUP: And was that the vibe you picked up from Barrow?

MS KURUTAC: In some instances, yes. And it's not just Morecambe Bay, or
Furness. It's a thing — people who know me in practice, across the board -
you know, | fi nd that generally within midwifery.

DR KIRKUP: So it's been a trend generally, but are you saying that it was more
noticeable in Barrow or was it just the same there as everywhere else?

MS KURUTAC: Well, what * think | would say about Barrow is, as has come to
light, you probably — you could say that there are — there’'ve been one or
two influential figures who've perpetrated thét kind of — perpetrated that sort
of approach and if yolj’lre in a group of professionals or if you're in a unit or
-~ it becomes a bit of a culture. You know what | mean? There's nobody
challenging that. Whereas, if you are surrounded — well, | don't know. You
know, if | walked — | used St'Mary’s. If | walked into St Mary's and | said,
‘Oh, I'm worried about x, y and Z, and | might get challenged by an
obstetrician saying, ‘Judith, what are you worrying about, leave it alone’, as
much as | might be challenged by a midwifery colleague, saying, ‘What are
you doing that for? Aren't you going to do x, y and z?' So, the culture —
what I'm trying to say is that, perhaps it's because there's more people
around, perhaps it's because — whereas at a place like Barrow or smalier

~environment, where people don't change -

DR KIRKUP: It's isolated, yes. :

MS KURUTAC: People don't 'change, people don't rotate, again, you get lulled
into a particular way of operating. That's the best way | can put it.

DR KIRKUP: Sure, and | understand thét perfectly. Would you be able to identify
who you think the key individuals were who were the opinion-formers in the
unit?

MS KURUTAC: Well, as in every unit, the labour ward is always a — if it was in a
maternity unit, it's like — it's got a reputation for being the centre of the
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» universe if you like, and it isn't necessarily. But within midwifery, | can
speak for midwifery, it certainly is a place where you will get clusters of
midwives, perhaps, one or two, that will override the culture on the unit.
And it's called bullying. You can - it's something that — again, in midwifery,
it's not something specific to any one unit; it's % problem that we've dealt
with, so — you know, a more junior midwife would be over — perhaps
overridden by a more senior opinion, and forgetting that individual midwives
are responsible for their own practice. That's easier said than done.

DR KIRKUP: Yes, again, are you saying that that was a particular risk at Barrow
compared with other units? You're saying it can happen anywhere or — '

MS KURUTAC: All | would say to you is that | believe it was an issue. Whether
it's more at Barrow than anywhere else, | wouldn't -

”DR KIRKUP: Right.

MS KURUTAC: | wouldn't go that far because there are examples elsewhere.

DR KIRKUP: Yes. And what was the basis upon which you believed that was the
‘case in Barrow? What was it [inaudible]? ‘

MS KURUTAC: Because the drive — you know, the — [After a short pause] | don’t
— I'm struggling, because | don't want it to be misunderstood really. You get

that sense of, ‘Oh, it's marvellous, this woman's normal, everything looks
fine’. And keep other people away from that situation and when | say keep
other people away, ‘Well, we don't need to tell the doctors, we don't need to
tell our colleagues, we don't need to tell anybody else that this woman is in
the unit, because she's normal’, when in actual fact, | would both personally
and professionally work from a premise that, yes, okay, other disciplines
don't need necessarily to come in to see a woman, you know that's on the
labour ward. But you need to have the information that this is who and what

you have on the labour ward, just in the instance, because we all know.

things can go awry as much as the complicated can be very straightforward
- in the end. So, | just get that sense of - | méan, all | can do is illustrate it.
I've been a labour ward manager at St Mary’s myself, and my premise with
my colleagues would be, exactly as I've just said, really. You know, ‘This,
this and this’, and | think this is going to be straightforward, but everybody,
colleagues, medical staff, anybody that's around, responsible for the care,
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will be — whereas in Barrow, | just get the sense of, ‘Well, nobody knows
unless something's gone awry’, kind of thing, you know.

DR KIRKUP: You're painting a realiy vivid picture and it's really helpful. I'm trying
to get, slightly, a handie of how you were able to form the vierv that that was
how Barrow was operating? .

MS KURUTAC: Yes, becéuse this is where it gets difficult, because it's intangible.

Some of it is down to personality, and some of it is down to whoever's on
the shift at the time, you know. And then that becomes — you get a
development of a creeping — maybe a bit of a creeping culture within a unit,
you know. Then you suddenly become aware of it when you talk outside or,
in this case, perhaps - okay, let me rewind. You only become aware when
someﬁhing goes awry. If everything's okay, from an LSA point of view, or
from %n individual of it, because there is nothing to say: eve“’ylhi_ng is okay,
actuaily. But you need — you only become aware when ydu're there and
you start talking to people and you start getting a sense of wrere people are
comisrtg from. Sony. ' ‘

DR KIRKUP: No, no, that's really helpful and what — let me just play back to you
what | think I've heard there. '

MS KURUTAC: Yes, yes, yes.

DR KIRKUP: Just to make sure that we are agreeing with each other here.

MS KURUTAC: Saying the same thing, hmm.

DR KIRKUP: What happens is that you get a culture that builds up in a particular labour
ward, in a particular unit.

MS KURUTAC: Yes.

DR KIRKUP: And if it's a bit isolated, and it's not subject to challenge from outside; and
new people, it drifts; but you don't get the chance to find out about that until
something goes wrong. '

MS KURUTAC: Yes.

DR KIRKUP: Something does go wrong and you are then involved in going in and
looking and then your antennae pick up, you base your opinions on what you are
told when you go and talk to people in those circumstances, is that right? '

MS KURUTAC: And a lot of this is, you know, and thank you so much, that's absolutely
fine, you know, you see, intangibility and | think in the health service, or any
organisation, whether it's teaching, banking, whatever you know, we’ré focussed
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on what we can see and prove, the black and white so to speak. But actually the |

situations are about all these other things that are influential.

DR KIRKUP: Okay. Now, | do think it's important that you've given us that vivid picture
and you said that there were a couple of opinion formers who were on the unit.
Now, | do want to know who yoL think the opinion formers'were on the unit. I'm not
asking for any assessment directly of them; 1 just think it would be important, in the
scheme of things, for you to tell us. | think | would have a fair stab at it, but | would
like you to do that.

MS KURUTAC: Well | mean, the — unfortunately I've aiready‘ mentioned Jennifer Bowns,
and I'm not — | don't want to point fingers here,

DR KIRKUP: No, no, that's not what I'm about -.

MS KURUTAC: But what you've got is, at the time, a couple of senior people who

believed that in all sincerity tl]rey were processing the agenda as dictated at the
time.

DR KIRKUP: | understand that.

MS KURUTAC: To uphold normality

DR KIRKUP: | understand that.

MS KURUTAC: And so you've got to be very careful it's not — yes, it's done in all good

intention basically.

DR KIRKUP: | am absolutely not denying and I'm not trying to challenge that, but | do
think that for us to get a complete picture we need to undersiand who the
influential people were, so Jennifer Bowns was one.

MS KURUTAC: And | can't think of the other names at the moment, to be honest. |
* mean, there’s a midwife that | can think of who was absolutely so fantastic in
challenging and oh — | just can't think, | honestly can't think of names at the -

moment; because | could give you the opposite. | have to look it up. | have to look
them up.

DR KIRKUP: | think that would be helpful, yes and | am sorry | am just pausing there
because | was debating whether 1 could suggest a name to you and see if you
agree with me, but it probably would be more helpful if you would look that up and
give it some thought and come back to us.

MS KURUTAC: Yes, fine.

DR KIRKUP: Because | think the independent corroboration would be very useful.

MS KURUTAC: | mean | think that -.
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DR KIRKUP: This not something that is new to us, we have heard it before, and we have
heard other people saying it, but you're perspective on it is very useful.

MS KURUTAC: Oh right, well thank you and | think ~ well, the only additional thing, well
the supervisary midwives I'm thinking of what you then find is that you sometimes
have that confiict within the group of supen/isors you know, so like anything else,

i's in danger of sometimes, sometimes, it should never be, but you get that

professional kind of conflict, professionaly power games, you know people aren't

necessarily consciously thinking; it become, it develops into that on a minor fevel.

| DR KIRKUP: Sure. v : ;
{ MS KURUTAC: And that sensitivity to then come back and be brought up into ‘I focus on

the mother and baby, not on your personality issues’, you know, is something that
we all need to be reminded of sometimes. 7 |

DR KIRKUP: Okay, one last thing from me for tl'“e moment, there's something | want to
come back on but | will have to give the others a chance, but | have to come back
to one word that you used in the middle of your very helpful picture, which is almost
a throwaway, and | need to come back to y‘Lu on it, you said “bullying.”

MS KURUTAC: Oh yes. Well, you see the LSA does not have jurisdiction, well, our remit
is about practice. If anything impacts on practices or — are of concem.

DR KIRKUP: Sure.

MS KURUTAC: Where we have differentiated between bullying and issues directly with v
practice, then the LSA would definitely support midwives to usually go through a
management route to challenge those concemns. '

DR KIRKUP: Understood, understood. Were you suggesting, again | want to test this out
with you because if I've got it wrong you need to tell me, were ydu suggesting that
it was the senior opinion forming midwives who were the bullies here, or was it
somebody else?

MS KURUTAC: Well, when you — | suppose I'm going to repeat what | was saying, but
it's very easy for one opinion to become overriding and other midwives therefore to
- ‘Well, | can't challenge that, I'm going to give up' and therefore they are finding
themselves following a route that they possibly wouldn't necessarily follow in
practice. When in actual fact every midwife needs to understand they are
individually responsible for their own practice. '

DR KIRKUP: Yes, sure.

MS KURUTAC: But that's not how it works in practice sometimes.
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DR KIRKUP: Sure.

MS KURUTAC: The opinions of one or two people do override, you get powerful — again
it's not ~ it's not confined to midwifery. -

DR KIRKUP: No.

MS KURUTAC: But{l think it's nof something to be ignored either, you knoml.

DR KIRKUP: No, |-understand what you're saying. _

MS KURUTAC: And | do ~ and | could be challenged on using the word ‘bully’, because

you could say it's just, you know, | remember a labour ward midwife who always

said, “What are you doing?” you know, “What do you think you're doing?” you know
“Well, it's none of your business actually, I'm looking after the woman here” but that

influenced a lesser assertive practitioner or somebody who’s in a learning capacity,

‘or not so experienced perhaps; to follow a route that they wouldn't wish to, or stop
them from cqntacting us. It stops them, they think, ‘Well, | don’t tTFink it's right, |
need to contlct such and such a person’. I'm sorry; it's so difficult to just portray
the right — the right level without it sounding too extreme one way or the other.

DR KIRKUP: Yes. , , ‘

MS KURUTAC: Butit's insidious; | think it's insidious sometimes,

DR. KIRKUP: Yes, no | think | understand exactly what you're saying. | will have a little

 break now.

MS KURUTAC: I'm sorry.

DR KIRKUP: No that'’s alright. | will come back — no.

PROF FORSYTH: Just in relation to that specific point, | am just trying to work out really
the responsibility of the LSA in that situation. You've got midwives, a small unit,
midwives, some of whom may be expanding, developing in areas they should be
doing, or maybe leading the unit in a direction it shouldn't be going. You are the
supervisory authority; surely it's your responsibility to detect that at an early stage
and manage it before incidents develop. I'm sure that would be the response of
the families who are in this investigation. |

MS KURUTAC: Well again, all | can say is the structure of the Nursing and Midwifery
Council appoint their midwifery officers for each area, the north west happens to be
the biggest in the UK and therefore, as you go down, you try to uphold that ratio

. within each unit and one, ask anybody in the NMC, one supervisor to 15 midwives.
And the steps to ensure that take time and so, from the LSA point of view, you
can't be in each unit every day watching everything that's going on.
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1 | PROF FORSYTH: Well, perhaps | understand the capacity issue and itis importaht for us
2 " to be made fully aware of that so if you're saying that if the LSA was able to
3 operate as it should have done at that time, could that have picked up practices
4 and behaviours, particulary in Barrow, that might have been able to have been
5 controlled earlier, and therLfore improve the practice and possibly have preventjd
6 some of the incidents? ; ,
7 {MS KURUTAC: | think, in retrospect, you know, it's not an admission; it's actually
8 everything in retrospeCt, ‘you could have done this, you could have done that'
9 perhaps, but -. | :
10 .| PROF FORSYTH: Well | think what we want to do is get a particular perspective as well.
11 | MS KURUTAC: | think one of the issues it highlights, as in everywhere, is perhaps there's
12 only so much — there was only one midwiféry officer for 32 units. ,
13 |PROF FORSYTH: So, s the strufture of the LSA flawed? |
14 |MS KURUTAC: Yes. You can also it's actually historical; that's historical. It's the sani
15 thing with the health authorities or any GP surgeries or anything, how are those
16 boundaries laid down. lnd is ¥s also about the way supervision has actuafly
17 changed, and indeed it has been challenged nationally, is to where it started in
18 1902, as a safety net for midwifery practice, and certainly in the late seventies, at
19 that time my bags were being inspected at home by supervisory midwives, you
20 opened your uniform and everything else. And to bring that into the modemn 2014,
21 there is an argument that supervision is out — it's gone from where it was, perhaps
22 a little bit ~ perhaps it's not a function that is needed anymore, but it is still a
( 23 statutory function. And the understanding and the characteristic of that perhaps
24 needs o change.
25 PROF FORSYTH: Okay, thank you.
26 |MS KURUTAC: And | am somy if I'm not answering your question.
27 | PROF FORSYTH: No, no, that's fine, thank you.
28 | MS KURUTAC: Properly, I am sorry but that's -
29 | PROF FORSYTH: No, no.
30 | DR KIRKUP: Please don't, it is very useful. | have a sort of related question really, which
31 | was going to come back to, which is about the LSA role and is it primarily
32 facilitatory or it is regulatory or is it both? Are you there to try and encourage and
33 assist practitioners to get better?
34 |MS KURUTAC: Yes.
29
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DR KIRKUP: Or are you there to make sure that they meet a given standard?
MS KURUTAC: Well, the practice of midwifery is laid down in this country by the

professional remit, by statute, so we, as the LSA do a bit of both actually. My role is
to facilitate practice and improving as a clinical assistance to the midwifery officer.
The midwifery officer is actually there to ensure,|through audit, through what's
going down with the NMC; that each unit is actually adhering to that template,
whatever that is.

DR KIRKUP: Yes, is there a conflict of roles there? Is it always possible to distinguish

between the encouraging and assisting and helping and educating on the one
hand, and regulating on the other?

MS KURUTAC: Yes, because | think of ii’s a bit of — we're in a Catch 22 because

matemity care, like health care, is part of the individual human being, and every,
you know, you could have a NICE template and say ‘This woman's 39 weeks, we'll
leave her to 41 weeks and beyond that we'll induce it' you know, you could be

black and white like that and that's all well and good. But people, women don't

behave in that way, they have rights, they have - Ft's not right, etc, you know, you
get my drift? So, the facilitation — | suppose what I'm trying to get at is we're not
going to reach the NICE neat answers, and the LSA can facilitate safe pracfice,
based on the individual. However, what comes in to play very often is individual
Trust guidelines, you know, evidence all the rest of it, and what's right for one won't
be right for the next person. And we make a decision to do this with this person,
and it goes right, with somebody else it doesn't go quite so right, you know and |
think we have that perpetual problem. But we can still lay down the rules and
cause people to do X, Y and Z in a sort of a constructive way, but that wouldn't
change, that wouldn't necessarily, in a human function, make outcomes better.

DR KIRKUP: Yes, | understand. One specific element though if, as a régulator, you say,
‘Person X or midwife X's practice is not meeting the standard in a particular respect

so we will work with her to improve. And then you come along six months later and
you re-regulate, you have a vested interest in saying, ‘She’s now meeting the
standard’ because otherwise you're marking your own homework, you're saying
‘Well, we didn't do a very good job there because she still doesn't meet the
standard.’ Is that not a potential conflict; that's really what I'm driving at?
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MS KURUTAC: Yes, | understand that and | think that the judgements on that are very
variable; but it's almost like in that sense you need to have two strikes and you're
out, you know.

| DR KIRKUP: Qkay, one last thing from me before we move into the l:econd part of the

interview, | think one of the recurring themes around all this seems to be poor

record keeping in Barrow.

"1 MS KURUTAC: In what sorry?

DR KIRKUP: Poor record keeping; there seems to have been, to me, to have been a lot
of reports into incidents and into where things have gone awry which conclude that |
record keeping's been poor. Why is it such a recurring problem? Surely it isn't so
difficult to sort out. it's pretty obvious what needs to be done and it isn't, if you'l
forgive for saying so, by keeping records in cupboards; it's just about this is one of
your proﬁessnonal duties; that you need to keep decent record% Why has it been
so persistent? .

MS KURUTAC: Well, | can't—I think that as | said earlier on, it might be that it's just not
simply aLJout midwifery; it's about a whole attitude towards jecord keeping you
know, where | repeat | know several years ago | mentioned Oldham Hospital, they
long shared multi-disciplinary record keeping in maternity services with fantastic
outcomes and you know, risk management and excellence and all that, you know
all that sort of thing. And is it that there’s just not the same engagement across the
board within Barrow, | don’t know. All | know is that from a midwifery point of view,
when as far as record keeping is concerned, we could chase that up for an etemnity,
sorry, from a midwifery perspective and keep chasing it, but the issues are bigger,
perhaps. .

DR KIRKUP: When it is so persistent, when it's so persistent and so — you know, it does

. not require investment, it doesn’t require a new system; it just requires people to do
the things that they are supposed fo do. You can understand, can you not that
somebody is going to say, “Actually this is so because it's convenient; it's actually
very helpful when something has gone wrong, that we don't have any good records
of where it all went wrong". you could understand that that would be a criticism that
somebody would make? ' _

MS KURUTAC: Absolutely but it is something that supervision — | am struggling now

, because | haven't got any evidence in front of me as to what, where and how.

DR KIRKUP: | know. |
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MS KURUTAC: Supervisors will be looking at records, they will deem that they've met
the standards; that would be reported to the LSA, the LSA again you know, we
don’t know exactly because we're not actually keeping the records ourselves.

1 DR KIRKUP: No, | understand.

MS KURUTAC: And that's nota cop-out{ that's | just don’t know how else to answer your
question.

DR KIRKUP: No, | understand and I'm thinking again though, a bit like when you're
picking up the impression about how opinions are formed within the unit, that when
you do go and look when any specific incident has happened, and you go back,
you know, three years in a row and you're getting the same conclusion, the record
keepings — it just seems a concern to me that opens up a whole lot of criticisms

and it wouldn't seem, on the face of it, to be something that was so difficult to {

address.

MS KURUTAC: No, and you would,
recommendations if there was an issue you would put that in and hopefully that
would be followed through, but l’rr} losing the context a little bit because | can't -.

DR KIRKUP: Yes, okay. |

MS KURUTAC: | haven't got — | agree with it, | do agree with you; | just haven't got any
meat on which to substantiate that further. '

DR KIRKUP: Okay, understood, thank you.

MS KURUTAC: I'm sorry.

DR KIRKUP: No, no, that's fine. Okay, can | formally record now that we are moving into

if you look at again — yes, if you‘ look at

the part — no, I'm not.

PROF MONTGOMERY: Can | just get two points of clarification.

DR KIRKUP: You crack on.

PROF MONTGOMERY: From something that you've just said, which is really helpful
before we go to the — there were two things that you said in answer to Bill, which it
would be really helpful just to get some clarity in my mind; and they are both issues
about the benefits of hindsight so that we all understand that hindsight is a
wonderful thing, and there’s a completely different set of questions about what it
was reasonable to do knowing what you knew at the time; from what things look
like now. But we are in the position that we have to think about recommendations,
and it is often very helpful to have people’s reflections looking back. And there
were two things that you mentioned, which | would really like to understand better.
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One was that you talked about as things came to light you got a picture of the

culture which was different from what was available earlier on. | would really like to

understand what brought those things to light, because that might be something

that we could focus on in a recommendation to encourage things to become

apparent earlier. So, do you remember whaf it was that brought to Iightq these
questions about the culture of the unit? ‘

MS KURUTAC: The culture of the unit, things come to light, you begin to notice that one
person's name appears on everything, you know that kind of -.

PROF MONTGOMERY: Yes but what gives you the opportunity to notice that is that is
what | am interested in, because you describe very nicely what it is that you
noticed then, but could we find ways in which it would be more likely that ybu gqt
the opportunity to notice that so was it the scrutiny of records, was it going into
workshops? » |

MS KURUTAC: Itis just how, when you go into a unit, how you yourself talk to people
how you yourself ask questions, how you yourself observe what's around you. And
you know, you can walk through a unit and jujt say, ‘Oh okay, this looks very nice"f
or you can actually ‘Oh, what’s that on the noticeboard?’ and you delve a little bit
deeper and maybe that's about experience, maybe that's about instinct, maybe
‘that's about simple curiosity. But | guess some of it is about not just ticking a box
again. ' |

PROF MONTGOMERY: So, that's about being there.

MS KURUTAC: Yes.

PROF MONTGOMERY: You talked about the names comlng up;. where would you have
seen those names to get the pattern then of — . _

MS KURUTAC: Well, you are flicking through -~ you miight be flicking through policies and
guidelines, it might be changes in préctice that have been made, you know,
information that's been put together for the public or for the midwives; that sort of
thing, or you know, workshops for midwives, training, that sort of thing.

PROF MONTGOMERY: The other thing you said was that when you look back you see
what you could have done here, or there, and | wondered if you had any particular
suggestions to us that, with benefit of hindsight, you look and you say — and we've
asked this a lot of the people that we have seen, that ‘with the benefit of hindsight if
| knew what | know now | might have taken this opportunity, or taken that
opportunity’, are there any things like that here?
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MS KURUTAC: Well, from an LSA midwife point of view | wish we could have just been a

1

2 bit more proactive inside the individual units, you know. | was saying to youi?

3 colleague here, you've got-one midwifery officer and then 32 units and there's

4 3,000 — 4,000 midwives you know. It's — the number game is always a problem
5 wherever, but you only just wish you — | think | wish, | personally do wish | could

6 have gone and spent more time with midwives perhaps, personally; that's my

7 personal view. Because when we spend more time than just a few hours here or a
8 couple of hours there, you see the — well you just get — you're exposed aren't you,

9 to what's really going on.

10 |PROF MONTGOMERY: Thank you. Now.

11 | MR BROOKES: Are you sure?

12 |DR KIRKUP: Subject to my colleagues’ views, can | record formally that we are going {
13 iinto the closed part of the interview, where we may ask you some questions that
14 might impact on fwatters of patient confidentiality, and Jonathan, | think Iou wanted
15 to lead. : : ; ‘

- 1

17 | [The remainder of the meeting was heard in private session]

18 *
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