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DR KIRKUP: Thanks you for coming. Il Bill Kirkup, 'm chairing the panel, and I'l
‘ ask my colleagues to introduce themselves to you. ‘ ,
PROF FORSYTH: Yes, we met before on a previous visit here. Stewart Forsyth,

paediatrician and medical director in Dundee.

MS FEATHERSTONE: I'm Jacqui Featherstone, I'm the Head of Midwifery and
Head of Nursing at the District General Hospital of Essex. |
PROF WALKER: I'm Jimmy Walker, I'm an obstetrician and professor of obstetrics in

Leeds and | was previously involved with the National Patient Safety Agency,
and chairman of CMACE. |
DR GALT: Very nice to see you.

DR KIRKUP: You'll have noticed that we're recording proceedings, and we will make

an agreed record of them subsequently. You also may have noticed that we {

have family members in attendance as observers of the session, and others
may listen to the recording at a subsequent time. And as you know, we have
removed mobile phones, laptops, recording devices; the point being that
nothing that happens in the room goes out of the room until we're ready to
produce a report that’s gbt everything considered in context. Do you have any
questions for me about the process?

DR GALT: No, and | have no electronic equipment,

DR KIRKUP: Okay —~ no, no, just if there were any other questions about what we
were going to do. That's fine. ’Ca'n you tell me when you started at the Trust
and what you've done subsequently?

DR GALT: Yes. So jusf by introduction, my name’s Owen Galt, I'm the current
Clinical Director for Women's and Children’s Services at UHMB. | joined the
Trust in January 2007 as what théy would term a generic paediatrician, so a
paediatrician who works in both acute and community paediatrics. I'm based
in Lancaster, and when | was first appointed | had one clinic per week in
Kendal, at Westmorland General Hospital.

DR‘KIRKUP: Okay and when did you become Clinical Director?

DR GALT: Clinical Director was - right, so let's go through the stages. | was
appointed a Clinical Lead in paediatrics in — | think it was May 2010, and
became Clinical Director in — | think it was April 2012, when the Trust
restructured. So I've been clinical director for women’s and children's services
since the reorganisation.




DR KIRKUP: Okay, thank you. I'll ask Stewart to continue.
PROF FdRSYTH: Thanks. Can you just begin by giving us a rough outline of how
 paediatrics is distributed across the Trust? ‘ .

|DR GALT: Okay. I'll give you a bit of history, if that's okay,‘ just to be able to
describe things, and that puts things in context, which I'm not sure whether
you will have got from other pebple yet. So when | first joined the Trust we
‘had, | think, seven COnsuItants in Lancaster working on a traditional three-tier
rota system, so we had a number of middle grade trainees from the North
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West Deanery, and some staff grades on the middle grade rota, and

—
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approximately seven GP trainees or junior trainees in paediatrics on the first
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tier of the rota; perhaps four or five consultants working in the generic role,

0

and two or three working completely for acute paediatrics, so no full time

13 ~ consultant community paediatrician in Lancaster.

14 Outpatient services are provided in Lancaster, and the acute services.
15 Westmorland General, since I've been in post, has only ever had outpatient
16 services provided from there. Furness General Hospital, when | arrived, |
17 think, had — well certainly four consultants, and a diminishing number of
18 middle grade staff grade paediatricians. The North West Deanery hadn't -1
19 don't think has ever provided middle grade trainees to Furness because of the
20 size of the population, the activity levels. | don't think it's deemed a large
21 - enough unit to be able to provide the best educational training experience, and
22 approximately five junior doctors who are GP trainees.

~N
(%)

So | suppose if you look at the proportion of the staffing, Lancaster's a

24 larger unit; Furness is a smaller unit. In terms of activity, pfobably best broken
25 down.in terms of number of births. Lancaster has a level 2 neonatal unit with
26 approximately 2,000 births pér year. Furness has a level 1 special care baby
27 unit, which has 'épproximately 1,000 - 1,200 births per year, so not quite
28 double the size in Lancaster, but not too far off. Both sites have acute
29 paediatric wards with short stay paediatric assessment units embedded within
30 them, and again, comparative numbers, | think the number of admissions in
31 Lancaster is comparatively higher. Fumess has, | think,-‘ got 14 beds on the
32 ward, and Lancaster's got 21, and obviously the activity fluctuates throughout
33 the year. '
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PROF FORSYTH: What about special baby units [inaudible], how many admissions
do you have to the neonatal unit in Lancaster per year?

DR GALT: Lancaster approximates about 180 admissions per year, and those are
babies who are born at 28 weeks gestation and upwards. We do aim to
transfer out intrautero babies that are born — that are likely to be born at less
than 28 weeks gestation, commissioned for an average of one intensive, two
HDU and seven special care cots. The unit has got 10 cots in total, so by
most DGH standards even, it's still relativeiy small.

The unit occupancy is about 80%, and the way that we've set up the
ward rounds, we have a separate consultant of the week doing ward rounds
dunng the morning in Lancaster on Mondays, Wednesdays and Fridays, to

-make sure that there's some Speciﬁc consuvltant input dedicéted to the unit
throughout the week. ' '

The unit in Furness has approximately 100 admissions per year. They
look after babies from 30...

PROF FORSYTH: Sorry, how many did you say went into Lancaster?

DR GALT: About 180.

'PROF FORSYTH: 180.

DR GALT: Yes,

PROF FORSYTH: Okay, so 100 into Furness.

DR GALT: Yes.

PROF FORSYTH: And it’s a level one unit.

DR GALT: It's a level one unit looking efter babies from 32 weeks upwards, Now
that doesn’t mean that they don't get occasional emergencies, so | think each
year we do have about two babies per — so about two babies per year born at
less than 26 weeks gestation, where because of the geographical distance or
the immanency of delivery, it's not possible to move that lady from Furness to
a level three unit, so the level three units are in Preston and Bumnley. So from
Furness, a good hour and a half's drive, | suppose, going at speed.

PROF FORSYTH: Okay, so you came in 2000 and...

DR GALT: 2007.

PROF FORSYTH: 2007, yes. So what did you think in terms of the issues about
paediatrics, particularly around the period of 2007/087 4

DR GALT: What do I think of them?

O
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PROF FORSYTH: ‘Well what did you see were the sort of key issues for
paediatricians at that time? . -

DR GALT: Oh, right, yes. | mean, I've been trying to think about this in terms of
when 1| first came into the Truét, did it feel diffgrent"to where I'd worked
previously?- Was there something which was Strikingly obvious that was going
’erng‘? And | don't think | felt that, so | think — certainly my first consultant
post, | trained in the Eastern‘Deanery in some of the — one of the largest
teaching centres down there, but also in the smaller units there. And | don't
think there was a big step in gdvernance or reporting or anything else between -
the hospitals that I've worked in there and in Lancaster. Now | suppose that's
coming from the point of view of a middle grade trainee where perhaps {hings
have changed in the past seven years, but | don't really think thét the Eastern
Deanery focused on making sure that rhiddle grades knew exactly what risk

-and incident reporting and root cause analySis. We didn't get trained in any of
those types of things. ,
' ‘And as a junior consultant, if nobody else seems to be flagging up there
was any concerns, and as | say, | don't think in Lancaster there were any
major things “that | thought ‘That's definitely wrong’. But | picked up
immediately when | came into the organisation...

PROF FORSYTH: Can | ask — sorry.

DR GALT: I'l go on. Moving on from there, | think one of the things | did pick up
quite quickly was in terms of rnanagernent of guidelines, everything was
placed onto the Trust intranet, and that was not a very good way of searching
or making sure that documents were — if you searched for something it
wouldn’t pop up with the most recent thing right at the top of the list. So :
expanding on an idea that I'd had when | was a frainee, | designed a
paediatric intranet site that meant that we had all of our guideline documents
in one piace; and it was much easier then for the department to be able to
search for things and know that they were the up-to-date documents.

PROF FORSYTH: As a new consultant coming in to work in Lancaster what was the -
Impressnon you got about your colleagues in Furness, and how would you feel
the relationships between Lancaster and Furness were at that time?

DR GALT: There was a — well, | think geographically, obviously, there's a gap

between the two, and | think organisationally there was as well in that | know
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the Trust had merged in fact seven years previously or something, but the —
Lancaster very much, | think, saw itself as the bigger unit, and Fumness,
perhaps if something were — you know, if you were generating a cross-bay
guideline, because the bulk of the paediatric expertise and the number of
nursing staff and everything else was in Lancaster, moving it across to

.Furness was perhaps regarded as the big hospital down the road telling us

what to do. _ :

By the same measure, | suppose, things coming from Furness, perhaps,
were less easy to integrate into Lan'caster in terms of volume of generation.
But having said that, before, | think, | came into the Trust, the guideline_lead
for paediatrics was based over in Furnéss, and‘ he it was very organised at
making sure that paper versions of guidelines were available in folders.
However, that's not the way that things were moving, | suppose, | think things
had to become electronic.

PROF FORSYTH: And do you think that at all had any impact on quality of care?
DR GALT: | think certainly that bringing things forward, even sort of closer than
seven years ago, | think it isn't easy, and it certainly in the past hasn’t been .

easy to expect that staff move between the hospitals to be able to cover shifts.

So if, perhaps thinking about the special care baby unit in particular, because

it's a small unit you don’t need lots of staff to be able to look after the babies

‘which are there. So although we're admitting 100 babies per year, there are

times throughout the year when there are no babies on the unit at all. Or you
may have one baby that requires some feeding, so the average occupancy, |
think, and this is going to be a bit of a guess, | think there's about 45% when |

had a look at it, but the nature of the intensity of the work there means that you
don't need many staff to look after those babies under normal circumstances,

which means you don’t need many staff on the rota, and 1 think the historic
establishment was about 11.9 whole time equivalents. '

It doesn't take too much of long-term sickness or other reasons for
absence to be able to destabilise the number of staff that you have to be able

to make that rota run effectively. And if hospitals — | suppose if hospitals were

very close together, a unit of that size would have been merged into a larger

unit some time previously. Because of the geographical distance, that hasn't

happened, but the ease of rotating the staff around histoﬁcally to be able to

6
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'say there's a need to be able to cover a unit in Furness has been difficult. |
think it's becoming easier, but certainly up until about two years ago there was
a lot of resistance from staff to covering shifts over in Furness. |
PROF FORSYTH: So how did the paediatric community react to the various
incidents that had happened around 2008/20097
DR GALT: Well, this was a time when | was a — a junior paediatrician, so | suppose
I've not had full access; | certainly didn't have full access at the time to any of
the significant meetings that were happening. Certainly | was aware, | think, of
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the significance of the death of Joshua Titcombe, because the — I'm just trying
1o think what the title was that Paul Gibson had at that stage. | think he was
clinit:al director of paediatrics, | think the lead commission for paediatrics at the
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time, was working from an action plan, which certainly was to revamp the

13 sepsis guidéline for neonates.

14 I | | suppose in terms of Ineonata.! Sepsis neonataHardia?], the majority of

15 babies may present with some subtle symptoms of sepsis; they may not have

16 any culture positive results from that, but we need to make sure that babies .
17 are given antibiotics at the earliest opportunity if we can. For group‘B

18 streptococcus there are certain risk factors which are known to increase the

19 - chance of morbidity, so most of the guidelines are based on that. And as far

20 as | can remember, the guideline that when | came into the Trust had those

21 risk factors in place. ‘ , |
22 What we moved onto having was a single guideline for incorporated

N
w

prolonged rupture of membranes and prematurity and group B streptococcus,

24 and the baby who appears to be septic, because otherwise you're working
25 from different documents and they may have all said slightly different things,
26 but bringing them all into one pathway meant it was quite easy to come up
27 with a plan baéed on looking at the risk factors. We also embedded some
28 extra risk factors in there, certainly with maternal pyrexia; was a risk factor
29 which was strengthened based pri the background of that.

30 And Fiona Rainsford, our practice educator, developed and did a lot of
31 work on - it's the assessment tool, but | think it's based on NICE guidance.

32 |PROF FORSYTH: So this would be around what time?

33 |DR GALT: So around — well, | think the — 2009, 1 think that would be. And [ think that
34 guideline served as well. The -1 think...
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PROF FORSYTH: So in practice that's gone into practice and people are complying

with it, are they?

DR GALT: They were compliant with it, yes. I think we're slowly moving over to the

new NICE guidance, but | think that's more about how long to give the baby
antibiotics for and looking at CRP, so our laboratory has traditionally reported
microbiology results at 48 hours and the NICE guidance wouild -prefer it to 36
hours, so it's making sure that that's a reliable process really.

PROF FORSYTH: Can | ask a bit more about the paediatric involvement down in

Furness, and particularly availability of paediatricians and urgent situations
and presumably we're talking about maternity services and neonatal services.
And secondly, ensuring that staff maintain their skills, particularly around
resuscitation and stabflisation of babies. How can you assure us that that is
now in place, and was there an issue previously?

DR GALT: Okay. When | took over from Paul as the clinical lead in 2010, | took on

the responsibility for doing appraisals for each of the consultants as part of

‘that role. | think it's reasonable to say that the monitoring of training up until

that point had probably taken place, even a paper record or as an Excel
spreadsheet, and that didn't give full assurance that people were up-to-date
with basic — well, | suppose not basic, but the advanced resuscitation skills,
the neonatal life support and advanced paediatric life support courses. So
whilst | was going through the rounds of appraisals at the start of that period, |
was gathering data in terms of what training had been put in place,

Now again, that was still based on an Excel spreadsheet that | put in

‘place, albeit probably more robust than the previous system, because the

Trust didn't have a central computer store of that type of information, so you'd
have to — | think if you wanted to find that individually from each department
you'd have to go to each department and find their paper record or their Excel
file and ask what the training was that was up-to-date. |

* - Bringing that forWard, we've now got the training management system,
computer system, which has areas within it for mandatory training, but
includes resuscitation and training and other training logs that are kept up-to-
date. | think throughout each of the years that 've done appr'aisa'ls,'the

‘consultants have been quite robust in making sure that I've reviewed the TMS
record, and where people have lapsed or — not by a long way, but where

8
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they've either gone out of date by a couple of months or are coming up to
. being out of date for resuscitation training, that's been an item in their personal

development record to make sure that that gets done. :

PROF FORSYTH: When you started that bit of work were you aware of difficulties;
incidents of failed resuscitation, failed intubatidn, failed insertion of longlines,
unworkable transfers? | |

DR GALT: Because | was a clinician in Lancaster, | think I'd probably be able to — 1
would have been aware at the time of the relative competencies of the doctors
there, and | don't think | had any concerns about the colleagues that | was
working with. | -

PROF FORSYTH: So you're not aware of any audits that had been done in terms
of...

DR GALT: Well, again, referring back to Fiona Rainsford, Fiona Rainsford did put in

place a resuscitation audit, which expected that people would complete a form
after resuscitation had taken place. | don't think that was.filled in
compréhensively for each resuscitaﬁon. so | think the data would have been
missing to be able to get a complete record.

PROF FORSYTH: So when there’s a call for a paediatrician of a baby they think's
requiring resuscitation, who goes for both Furness and also Lancaster.

DR GALT: Yes, | mean the — so Lancaster on site at all times will have a junior

doctor and a middle grade paediatrician, so they have standard bleep systems
-that... o .

PROF FORSYTH: So who goes — the middle grade or'the junior dpctof?

DR GALT: Well the...

PROF FORSYTH: If these are GP trainees, | mean they're not going to be skilled in
doing full resuscitation, are they? | | ‘

DR GALT: No, but — well, it depends what has been — what the situation is. So if its
an elective section, the GP trainee would 'proba_bly be attending at that one. If
it is for a resuscitation call then the resuscitation that we would expect
switchboard, the junior doctor if they're not there already, the bleep will still go
off, the middle grade paediatrician, the neonatal nursing staff on the unit, the
bleep holder, and in general switchboard will call the consultant on their mobile

phone to be able to alert them to the fact that there's a resuscitation
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happening, and that happens particularly at night time, we're not on site at
three o'clock in the rhorning. We'll get a phone call from home to attend.

PROF FORSYTH: Funess? |

DR GALT: Furness, we've got at the morhent a consultant delivered service whereby
there's a consultant...

PROF FORSYTH: Was that in the past before you...

DR GALT: Wellin the past, yes, it's going back. ,

PROF FORSYTH: Yes, because we're talking about 2007/08 when you were —

DR GALT: I'm not going to be able to be very clear on the dates on this bit, but
historically, where you had a small number of middle grade doctors and a
small number of junior doctors, if the middle grade was on éite they would get
called to the resuscitation, but the consultant would be on call from home, so
they would get called in from home. If the ~ the Deanery was not prepared to
have, after a certain point in time, but | don't know when that date was, they
weren't prepared to have the junior doctor on site with no senior support back
up, so the consultant started working — consu[tant resident on call within the
hospital so that they would be there in an emergency situation on the site, so
they would get called direct. | '

PROF FORSYTH: So when did that happen? When was that changed?

DR GALT: | think that preceded my appointment into the Trust, but probably not by
much. | | :

PROF FORSYTH: So the consultant was actually resident on call?

DR GALT; Yes.

PROF FORSYTH: And so what happens now? Is the consultant resident on call?

DR GALT: The consultant is resident on call at the moment. The number of middle

grades... .

PROF FORSYTH: Are they actually resident on call or first on call?

DR GALT: Yes, they're in the hospital. Because we've increased the number of
consultant staff there should be — they're working more of a shift system rather
than being resident on call now, so they'd be expected to be_awake-away.
We've got a back-up consultant on call at home as well if there’s an
emergency, to be called in. So from that point of view it's much more robust. |

The number of junior doctors that we have doesn't allow for that 24/7
cover of a rota, so at night time when the activity is low, a consultant is on site

10




as the paediatric doctor, and that's really because in terms of — there's very
few middle grades free in the NHS for paediatrics, so as the staff grades have
left, we've been moving over to a full consultant delivered system, which would
be purely shift based.

PROF FORSYTH: So is that going to be sustainable? |

DR GALT: A very interesting question. The — the applicants that we've had for posts
in recent years have been of a good quality that we've been able to recruit mto
post and they tend to be consultants who have just qualified so that we know

their training and their Skl"s are up-to-date, and they're enthusiastic and — and
keen. '
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If | were to think about is it sustainable, there's a number of factors that
I'd have to bear in mind, | suppose. So first of all, is the geographical isolation

oy
—

13 of the unit, and although it's a very nice part of the country to be able to live i in, -
14 if you are interested in outdoor activities, if you want to be living in an area
15 which is connected to the M6 or the M25 with lots of amenities around you,
16 then it wouldn't suit that sort of lifestyle. In my box here, can | just have a little
17 grab in this? | was having a little think about this prlor to commg along. Let's
18 see if | can find the right little section. }
19 - So in terms of the pool of — the geography that you have to pool from, if
20 you have a think about a geographical area surrounding the Trust - 'l bring
21 these up to, | suppose — but — so what I've done on these i is basically draw a
22 circle with a radius of 44 miles around it. So if | drop that onto Barrow-in-

o
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Furness, most of the circle is out at sea, and the only other units which are

24 fairly close by Whitehaven and Lancaster, because of the geography.
25 Although it captures Blackpool that's actually a drive down through and back
26 down again.

27 If you drop it onto London, | think that was UCL that I based that on by
28 there, it encircles more than the M25, most of Kent, most of Essex, probably a
29 bit of Suffolk and — is that Hertfordshire? I'm not sure. That's probably a
30 populatlon of about 15 million people, and this is about half a million people
31 so not only has that got a bigger population, you can actually get it from all
32 different sites, and by here you can't. You're only really going to be able to get
33 to it from Furness. There's other places which are equally geographically

11




1 " remote where | would also worry about whether or not it's sustainable — apart
2 from Manchester, as again Manchester covers quite a large area. -
3 So | suppose in terms of is it sustainable, whilst there are sufficient
4 trainees and paediatrfcs to come off the training system, or if you went to
5 international recruitment, good quality candidates coming)from intemational
6 recruitment that want to work in the UK, then yes, | think it is a rota which is |
7 deliverable in the short-term, perhaps ‘goihg for about a decéde.‘ What
8 happens after that is a little bit more difficult to know. If, as predicted, the
9 Royal College reduced the number of trainees and paediatrics to the point
| 10 where it balances out the number of posts comingr up and the number of
il trainees being trained, or perhaps even flipped Asligh’tly the other way, then my
12 expectation probably is that most people would want to go and work in a big {;
13 hospital with nice shiny doors and everything in the city somewhere rather
14 than in those places around the edges. So anything which is around the edge,
15 not just Furness, but you've got Whitehaven, Carlisle, Scarborough, those
16 sorts — Great Yarmouth, all those small populations around the edge of the
17 country, | would imagine, are going to be vulnerable in years to come if there's
18 not sufficient consultants in the training pool. |

19 |PROF FORSYTH: Okay, my final point, during this period of time we're looking at,
20 have there béen performance issues with paediatriciané‘? ’ ,
21 |DR GALT: Yes. And | think one of the — one of the things, and | won't name any
22 names for the purpc:)se of the record, but we have — one consultant has been
23 suspended from duty for — basically it takes a very long time to investigate C)
24 these things, but suspended from duty for a period of approximately t\n}q years
25 and then dismissed. One consultant has been investigated by the GMC and
26 deemed competent to §bntipue working, and the... | |
27 |PROF FO&'SYTH And is now back at work or... -

23 |or cALT: (R |

29 I

31 |DRKIRKUP: So were they based at Barrow?

32 |DR GALT: They're based in Furness, yes.

33 |PROF FORSYTH:; So is there just the two of them?

34 | DR GALT: Well at the time it represented 50% of the staff.

12
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| PROF FORSYTH I shall rephrase that, There were no others? There was just...

DR GALT: The - - no, the last associate specnalrst that we had at Funess also had an
mvestrgatron by the GMC. The —and in terms of incidents, there are incidents
of less seventy whereby we have — | think the risk system, the reporting
system we have in place now I think allows us to be able to do the root cause .
analysis and address those — but not performance issues, | think, but more
that — | think the majority of stuff tends to be documentation issues, and,
‘Please write things down better next tlme type of thing.

PROF FORSYTH: So these were clmrcally related Issues, they were not

DR GALT: Yes.

PROF FORSYTH' non—cllnrcal issues. ldon’t need to necessanly know but

| DR GALT:  Right, okay. The one that was dnsmrssed clmrca! related issue; the one

that was mvestlgated chmcal related i rssues

so | don't

_ think | ought to say anything further than that because that's — particularly if it's
bemg recorded. In terms: of professional conduct, | thmk they've generally
been dealt with on a one-to-one basis. There is another consultant that was

-on his final warning before he decided to leave the Trust, that had been avery

good clinician, but at times had been known to upset the nursing staff with his
attitude.

PROF FORSYTH: Quite a tumover ‘

DR GALT: There's a bit of a mixture at Fumess and | think that was the ~ and | think
historically it's quite difficult to determme how fast to work on those individuals,
| suppose, because if you go in with a very heavy hand and say, ‘You re not
worklng, you're not working, you're not working," so four it of five perhaps

there's nothmg left to be able to run the service. And | think we found out in

- January last year, even if you thmk the service is unsafe, it's very difficult to be
able to do anything about it, but that doesn’t seem tq be — I don't know if that's
the scope of the investigation or not. That' relates to the neonatal unit.

PROF FORSYTH: That relates to ~somy?

'|DR GALT: It relates to the special care baby umt over in Fumess

PROF FORSYTH: January of last year

DR GALT: January last year the — the small pool of neonatal nurses got to a stage
- whereby running a complete rota was difficult. The medical staff were there,

13
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but there were more robust numbers at that stage, but the nursing staff were -
the numbers were weak, let's put it that way. At the same time, the midwifery
staff were also suffering from either work related stress or other illnesses to
the point that SaScha Wells, the head of midwifery, had concerns that she was
unable to maintain an appropriate number of nursing staff — of midwivés to run
the obstetric service. ,

So | think part of this was because of fresh eyes. We had a new
assistant chief nurse for children, who was an interim perSon called Sheila
Lloyd, who came to the organisation and said — as well as Sascha flagging up
the concerns about the midwifery numbers, said that it's impossible to sustain
the neonatal nursing staff numbers whilst we have this period of sickness in
place. And as I've described, it's quite difficult to get the nursing staff to move
between the sites. ' '

Although it's — in hindsight we would have probably wanted to do things
differently, at the time there was relatively little notice before there would have
been no nursing staff available to be able to run the special care baby unit.
Now, beéause neonatal nursing staff hationally, are in short supply, most of
them will base themselves in a big teaching centre where you get to look after
24-week gestation babies and you've got all the machinery and the back-up
and the support and things. It was very difficult to find staff to be able to cover
the shift that was going to be coming up. | suppose my concern that I'd Iike‘ to
point out was that regai'dless of the procésses that we had in place, which we
were saying, ‘Look, we've got no staff for this Thursday,’ | think it was, ‘there's

- going to be no nursing staff here to be able to cover this.’

The decision to step the unit down and transfer women who were
requiring transfer to Lancaster, which | don't think would have been large
numbers, that decision was oVertﬁrned. To my recollection, it wasn't just
overturned. We had no staff for the rota in the days coming up en-site, and

the statement that came out from Sir David Henshaw and Jackie Daniel was
released before we had staff in place. And | don't think the)y’d have put that
out knowing thvat, and | don't think my staff told the executive team that we had
staff, so | think possibly, | don't know, I've got no proof, was pressure exerted
from stratégic health authority, NHS England or something to be able to keep
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the service running, to keep the NHS name or the — or something safe at the
detriment, potentially, of patient safety. '

DR KIRKUP: Was that investigated subsequently?

DR GALT: Yes.

DR KIRKUP: And what was the conclusion?

DR GALT: The conclusion was that regardless of the — that's the [Julle Bloor?} report,
which | don't know whether you ~ it's not in the terms of reference, but I'm
assuming you have access to. | think it was deemed that the decision to
continue providing the service had been the correct one. And .that the
reorganisation as in myself and the team around me hadn't realiy considered
well enough in advance mitigating actions that could have been considered to

| prevent that situation arising, despite the fact there's very few nuvrsin'g.staff

~around and it wasn't something that we could have predicted months in
advance. | suppose | think we could have probably had more robust crisis
pblicies or something in place, but the — they weren't. So that was the
sntuatuon that we found ourselves in at the time.
A Now, | can either agree to agree with the report that has been provided,
which | suppose | should do if | was being entirely professional and
considering the NHS in its entirety, but because | know that we didn't have
staff on shift at the time that the decision to reversé our concerns was made, |
think it's worthwhile that you know about it. _

DR KIRKUP: Where did the nurses materialise from to cover the shift on the
Thursday? :

DR GALT: | think, if | remember rightly, we had a préctice'educator who worked
either a very long day — | think she he actually probably worked two long days,
and | think an agency nurse from Nottingham. So it wasn't the standard
nursing staff that were in place at that stage, it was an agency nurse and
somebody who was neonatal trained, but wQuIdn't normally be expecting to
continue to sustain a unit. |

DR KIRKUP: And did one of your nursing colleagues sign that off as acceptable?

DR GALT: What do you mean by acceptable? At the iime, that was the — that was
the best staffing that could be arranged. '

DR KIRKUP: Yes, | appreciate that.

DR GALT: Yes, so in terms of acceptable;..
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DR KIRKUP: Was there a process where somebody said, ‘'Yes, okay, that's how
you're proposing you'll keep the unit open. [ agree that's acceptable,’ or was
there not?

DR GALT: The person — | don't know if you've called her to interview, the person to
ask for that would be Sheila Lloyd, because she would have been the
assistant chief nurse at the time. | think probably there was a huge sigh of
relief that we managed to get one agency nurse, and that there was a solution
that meant that that could be a sustained service, but | think there's — you
know, | think how far do you have to go to be able to say, ‘Excuse ‘me‘. this
doesn’t seem to be a sustainable situation here.” No matter for how Idng for,
we need to be able to make the situation better, and if it's QOing to
compromise care — so | suppose it's a delicate balance now. So is having the
potential to have a unit with no nurses worse or better than the potential to
have - to transfer women down the road to Lancaster whilst they're in labour?

Now that's, | suppose, that wasn't my decision to make, that's the
decision that whoever made it within the strategic health authority made, and
they made the decision to keep the unit open. And we got by fortunately.

DR KIRKUP: As you were suggesting, | think, there was a distinction between safety
and sustainability. ’ |

DR GALT: Yes.

DR KIRKUP: A short-term issue and the long-term issue.

DR GALT: Mmm. |

DR KIRKUP: Okay, thanks. Jimmy?

PROF WALKER: Yes, I've just got one thing. You talked about development of a

- guideline for sepsis or potential sepsis in a neonate. Was this something
which was developed in collaboration with obstetricians? |

DR GALT: Yes, it was actually a very -comprehensive guideline, and | think — |
wouldn't necessarily just say obstetricians, it was developed in collaboration
with maternity services — and again, dipping into my little box. So the
maternity services had one half of the guideline, and what we needed to do
was make absolutely certain that ours was aligned with the matemity services
guideline, so this is the paediatﬁc version. And the — the maternity services
guideline and all of the monitoring of babies formed part of one part of it, and
that forms part of the other part of it, the paediatrics, so it was completely

16
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1 aligned. Everything ran through, so there was no gap between any of the

2 guidelines. It took months to make sure it was all correct. V

3 |PROF WALKER: Okay, so the problem is a neonatal guideline when you're

4 dependent on the baby being referred into your arena to therefore be then

5 looked after correctly. ‘So are you saying that guidelines for say management

6 -of a potential septic baby now is in place from delivery, so therefore it's a

7 - practice which is expected to occur by the obstetricians and the midwives, and
8 with or without referral to you, depending on factbrs.

9 |DR GALT: Yes. This guidelihe allowed the women to be assessed pre-delivery in

10 | terms of risk factors and from ruptured dustalf?} membranes and swabs which

Pt
P

were positive or negative, and various combinations about that. When the

£ ' .~;
—
N

‘baby is born, if risk factors are present, so you've got two groups of risk factors;

13 one on here is where you'd actually need more than one risk factor to trigger a
14 septic screen, and these on this side are ones where you'd automatically
15 -expect a septic screen to be performed_. So the pathway is relatively easy to
16 follow. |

17 | suppose the innovation that came along with this guideline was thé
18 expectation that babies would with one risk factor would be observed one
19 hour/two hours of age, and then two-hourly for the first 12 hours of life, so fh'e :
20 midwives would be looking~ for evidence of sepsis developing. The triggers are
21 “all written down here. L haVen't got the observation chart here, but there's a
22 - separate observation chart that goes with it to make ‘sure that they are being

5

plotted on a regular basis. And there’s an expectation, just working through

24 there, one of the big risk.factors or more than one of the risk factors on here,
25 or any of the triggers for indicating possible sepsis triggers a paediatric review
26 and an expectation that partial septic screen will be performed, or if the baby is
27 very unwell, a full septic screen. ,

28 | PROF WALKER: Okay, the other thing [ wanted to ask was that you are now clinical
29 director for women's and children’s, so therefore we've been talking very much
30 about the neonatal side of it, but what about the maternity side and the
31 obsfetricién side of it? Isthere a Iead obstetrician, clinical lead in obstetrics?

32 |DRGALT: Yes. . \

33 |PROF WALKER: Are they based in Lancaster?

17
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'DR GALT: Yes, now | suppose this is where there's a slight difference between the
two sides of the division. So in paediatrics we have a clinical lead based on
each side,'and for obstetrics we have a clinical lead called David Burch, who's
based in Lancaster, but is quite happy to work across the bay in terms of
meeting with his colleagués over in Furness. So clinically he's working in
Lancaster. v ’ |

PROF WALKER: But you as the clinical director; do you feel quite comfortable that
the level of governance we've got in paediatrics is matched by the level of
governance we've got in the maternal side? '

DR GALT: | think it's probably the other way round. | think I've probably got — | think
‘because of the investigation that happened and the Monitor action plan, and
making sure that everything's been in place, the level of governance was —
and because CNST is in place, the level of governance on the maternity side
is, or has historically been the first to develop and is much more robust.

When we got to a stage of the review paper from Monitor,‘so November
2012, | think, there were still some outstanding issues from there, which made
the executive team — so Jackie Daniel felt that we should be in special
measures. So we had - as a division — so we had an intensive support
programmé put in place. At the time, and | think looking back at the original

" Monitor report, | think the Trust, possibly correctly, assumed that maternity had
the greater level of risk or greater proportion of the 118 points to resolve, not
that paediatrics was — or neonates was exempt from that, but | think ihe focus
was on making sure the right number of midwives were in place, making sure

-the governance structure was more robust.

When we went into the intensive support programme, | specifically
asked that we went through a similar project with paediatrics as we had been
through with maternity, because | think — hopefully I'm not sounding too critical
of the Trust, it's not just a problem in maternity. if we — if you think about
some of the things that I've mentioned, the incident and risk reporting across
the Trust probably wasn't as robust as it shbuld be. Governance systems
weren't as robust as they should be, and they had evolved and developed and
been put in place for maternity. And we potehtially would have had é very
robust maternity service, ‘and particularly within my division, a weaker
paediatric part. So | wanted that to make sure that wé’re up-to-date with

O




1 guidelines for paediatrics in the emergency department, get the right number
2 of staffing in place and things like that. So it's — | think governance and
3 maternity is stronger, or had been stronger — | think it's probably about equal
4. now, but has in the past been stronger in maternlty than paediatrics following
5 on from - certalnly about 2011/2012.
6 |PROF WALKER: One of the things highlighted in the Central Manchester Report,
7 and other reports, is that the access to theatres during the day, and
8 particularly out of hours. Is that something which is still highlighted as
9 something you need to tackie? ‘ '
10 |DR GALT: Right, on the Fumess site the matemity unit delivery suite is

—
oy

geographi'cally separate from theatres, and | think, again, presumably this is
historic practice that people just become blind to. It seems to be about if you -

P—
(*]

13 put a frog into boiling water it will jump out immediately, but if you just warm it
14 up gently and keep it there, it won't. And | think it's the same in terms of within
15 an organisation, if everybody thinks that fhings are acceptable and it seems:
16 that nothing else is going on. around you to be able to say otherwise, what
17 looks like an_unacceptable practice to people coming in from outside becomes
18 the norm.

19 | So women being pushed from delivery suite up the main corridor to the
20 theatre suite for an emergency section seemed to be normal practice. Asitis
21 at the moment, we still have the geographical separatidn of the theatres.
22 There is a private, or more privéte cut through, so that women can be pushed .

o]
(5%

through the medical assessment unit. There's some curtains which go across

24 the main corridor in the hospital, and the lady can get wheeled down to theatre

25 that way, so it's still geographically separate. |
26 The CQC, | ihin‘k. initially suggested making some changes to that,

27 which there were architect plans drawn up for two theatres to be built within

‘28 the spaces between the delivery suite. That is one solution. That wasn't put

29 in place because of the Better Care Together service reorganisation, so going ,
30 to be one hosmtalltwo hospitals question. And I think it was felt it wouldn't be_'f |
31 good use of public money, but it wasn’t up to me to decide this, | suppose. But

32 I don't think it was felt to be good use of public money to build £6 million's

33 | worth of theatres and th‘eﬁ two or three years down the line say, ‘Actually, we.

34 don't need those anymore.’
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Our estates manager at the moment is again a new person who's come
into the organisation and has identified that if we move around the wards so
that the gynaecology ward is moved out of its current location on Ward 1,
" paediatrics moves across onto Ward 1, and delivery suite goes where
paediatrics is at the moment, there's a route through the end of the paediat'ric
ward directly into theatres. That's a — certainly less disruptive in terms of the -
building structure, but probably not any more — | think the whole estate
redesign that's possibly being thought of at the moment is about £15 million’s
worth, but it also includes a revamped acute floor as well. |
So [ think once Better Care Together has determined what the -
commissioners would like for thelr services, if there is capital funding available
then there will be that jiggling around of the wards so that you don’t have that
— the same route as previously.
PROF WALKER: So I can understand this problem, or configuration everyone calls it
- nowadays around the configuration. But you do have a situation where you
have something flagged up as béing a problem or a‘cohcern over four yéars
ago, and it's still not being resolved. Is that éomething that concerns you?
DR GALT: Well, my gut instinct is yes, but | think it's based on is the solution that we
' have in place now an appropriate mitigation compared to what was in place
previously? And | suppose we need that — | suppose the executive team on
the Board should have made that decision as to whether to put those theatres
in place and say, ‘Let’s build that £6 million regardless of what the future is for
the services in Furness,’ or | think people have felt that the solution which is in
place is acceptable until such boint that that — the configuration is deterrhined.
and that's the stakes in the ground that the commissioners have put in mean
that they would like to maintain obstetric services at Furness General Hospital,
and that should enable us to be able to say, ‘Right, let's get this sorted now.’
PROF WALKER: Okay, thank you. |

| DR KIRKUP:. Jacqui?

MS FEATHERSTONE: Just a couple of things | wanted just to — what was the

relationship with the midwives and the paediatricians? Is there a good
 relationship? ' |

DR GALT: | don't think — it's not a bad relationship, but | suppose historically there's

not been — | suppose it probably relates to people historically working in little
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silos, so the paediatricians, as far as I'm aware, haven't had a nasty
relationship with the midwives. The opportunities to'meet would geherally be
at mortality or morbidity revuews or during day-to-day working, going onto the
postnatal ward, doing baby checks and going into the theatre as an
emergency.

| think we're working much more cohesively now compared to
prev:ously, but if | were to think about how easy it is for midwives or nursing
staff in general to have free time to attend training events for example, if

- you're short staffed and needing to run the units, you will tend to put your
nursing staff onto the unit, and if that means that there’s not a lot of
opportunity to get to trammg days, first of all, that diminishes their training, but
it also prevents that interaction with medical colleagues. .

The expectation, or certainly at the moment we have — the acute
midwife numbers are such that we're meeting midwife to birth ratios at 28:1.
We need to have more community midwives in place, and that's recruitment
that's going on at the moment, there's a recruitment drive going on at the
moment. And once you have the right number of nurses you should be able to
expect that there'll be suff cient around to be able to enhance that relatnonshlp ,

MS FEATHERSTONE: Does the rota for the paediatrics allow them for a
paediatrician to be on the postnatal ward every single day to do postnatal, or
are they doing something as well?

DR GALT: Which site?

MS FEATHERSTONE: Barrow. .

DR GALT: Barrow, okay. So the — we don't have an expectatlon at the moment that
midwives will do the postnatal checks, so a paediatrician does those every day.
| suppose the responsibility generally will come down to the GP tralnee, the
junior doctor tier once they've been adequately trained at the start of their
rotation, but the consultant staff would be available to assess babies where
there were concems. So that probably doesn't mean that they'd go on to the
postnatal ward every single day unless they've made that part of their routine
habit.

MS FEATHERSTONE: Okay, thank you. -
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DR KIRKUP: Okay, I've just got one, but it potentially involves information which
could be clinically confidential, so we'll just have a brief pause while we ask
the observers to leave the room, please.

DR GALT: Okay. '

[Observers leave)

O
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(At 11.44 am.)
DR KIRKUP: Thank you for coming. My name ‘is Bill Kirkup. | will ask my
colleagues to introduce themselves to you.

DR CALDERWOOD: Catherine Calderwood. | am an obstetrician and gynaecologist

in Edinburgh, and | am Medical Advisor to Scottish Government and National
_ Clinical Director for Maternity and Women's Health for NHS England.
PROF FORSYTH: Stewart Forsyth, paediatrician and medical director from Dundee.
MR BROOKES: And | am Julian Brookes. | am currently Debuty Chief Operating
 Officer for Public Health England, but was previously Head of Clinical Quality
at the Department of Health. '

DR KIRKUP: You will see that we are recording proceedings and we will produce an
‘agreed record at the end. You may also know that families are able to attend_

as observers, but as it happens we don't have any here taday. But they may
listen to the recording subsequently. However, there will be a second part of
the interview where we can discuss any cllmcally confidential matters, which

~people won't be able to listen to or subsequentiy access. You'll also know
we have asked you to hand in any mobile telephones or recording devices.
We don't want anything to go outside the room until we are ready to produce
'the report with all the findings in context. Do you have any questions for me
about the process?

DR GHANIM: No, thank you.

DR KIRKUP: Okay. | am going to start with a very general question then and then

* handover to colleagues. My question is can you explain when you started
working at the Trust and what you have done there?

DR GHANIM: 1 started in December 2005. Previously, { was consultant in Scotland
since 2000. And | moved on 12 December 2005 to Barrow. And I've been
working there as Consultant Paediatrician until my retirement in April 2014.

DR KIRKUP: Okay. And you retired then, so you are not practising now?

DR GHANIM: No. |

DR KIRKUP: Okay. That's great. Thank you. | will hand you over to Stewart.

PROF FORSYTH: Thank you. Can you give us ‘more details of your previous
employment? When did you first come to the United Kingdom?

DR GHANIM: |camein 1982, |

PROF FORSYTH: 19 -?
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DR GHANIM: 82. And | passed prastice-PLAB test.in that year and | got paediatric
job in Joyce Green Hospital in Dartford in Kent.

PROF FORSYTH: And your main training was where as a registrar?

DR GHANIM: | had in Iraq. | was a graduate from Iraq and | graduated '73, so
worked before coming to the UK. | worked for — ’

PROF FORSYTH: So did you train vin a specialist area?

| DR GHANIM: | was already a paediatric registrar.

PROF FORSYTH: But within paediatﬁcs did you have a special interest?

DR GHANIM: Before coming to the UK in '82 you mean?

PROF FORSYTH: No, sorry In your paediatric training did you specialise in an
aspect of paediatrics, whether it was gastroenterology or diabetes?

DR GHANIM: No. General paedlatnman

PROF FORSYTH: You're in general paediatrics. So when you took up the post in
Barrow you were based in Barrow. You have always been based in Barrow
have you? '

DR GHANIM: Yes.

PROF FORSYTH: So your job then, although you are now retired, was general
paeduatncs”

DR GHANIM: Yes.

PROF FORSYTH: How much training had you had in neonatology?

DR GHANIM: When | came and | got my membership and went back to Iraq and
then came back again in '95. So | came as a staff grade paediatrician in
Oldham and | was almost running the day-to-day neonatal unit in Oldham.

PROF FORSYTH: Okay. So can you give me just a rough outline of what your

~weeks — your job description for during a week would be what ybu did in
terms of clinics, ward work, and on call?

DR GHANIM: In Barrow?

PROF FORSYTH: In Barrow.

DR GHANIM: We were four consultants so we are on cali one in four. Or according
to BMA because we have prospective cover we are 1 in 3.2 if you like. And |
have Monday afternoon clinic. | have Wednesday moming —

| PROF FORSYTH: What kind of clinic was that? A general paediatric clinic?

DR GHANIM: | have general clinic usually three weeks and then an asthma clinic,

which is my interest.
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PROF FORSYTH: Sorry. Which clinic? |

DR GHANIM: Asthma. So that is once a month. And | got a clinic on Wednesday
mormming, which is general clinic as well. And Wednesday afternoon which is
a enuretic clinic, which is part of the communlty work.

PROF FORSYTH: An enuretlc clinic?

DR GHANIM: Yes. And since 2010 | started doing also a Thursday morning clinic,
which is community clinic but in Barrow. | o

PROF FORSYTH: What happened in terms of specialist clinics in Barrow? Were
there spéciali_st clinics? | mean you say you did an asthma clinic but was
there an asthma spegcialist that came to Barrow and did clinics as well?

DR GHANIM: When | was in Scotland | used to go to Aberdeen to i [inaudible].

PROF FORSYTH: Were you in Aberdeen’?

DR GHANIM: No. | was in Elgin but | — | was in Elgin.

DR CALDERWOOQD: Elgin.

PROF FORSYTH: Elgin. Right. And so | am just trying to get a feel for how you

maintained your skills and knowledge. For example, even in asthma, if you
were doing an asthma clinic.

DR GHANIM: That is my interest so | built up my interest by also interacting with the
consultants in Aberdeen as well. It is five years | was doing the asthma clinic
for Professor firaudible]Helms, who is one of the —

PROF FORSYTH: But about your skills and knowledge in neonatology? Because

clearly when you are on call, one in four or one in three, you were covering
the special care baby unit.
DR GHANIM:' Oldham is my main area where | did a lot of work in neonatology
| because basically | was running the unit— | was more doing the day-to-day
ward rounds and all the care, mainly in the special care baby unit. So during
the daytime | am almost in charge of the unit. | was staff grade but | was
running the unit. And it is a level 2 unit at the time. : ,
PROF FORSYTH: But in Barrow — You have been in Barrow for how many years?
DR GHANIM: 2005. Nine years, | |
PROF FORSYTH: Nine years. So during that time 1 am just wondering how you felt

- you maintained good skills in neonatology if you were coving ~ even as a

level one unit that is still - You were obviously having to look after some sick

babies at birth. | just wondered how you maintained these skills.
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DR GHANIM: That is the system we had at the time. | mean we are not, although
we are part of a bigger organisation there is not much interaction thh for
example, Lancaster_or a tertiary unit.

PROF FORSYTH: There is not much —

DR GHANIM: Not much.

PROF FORSYTH: Why is that?

DR GHANIM: Well, | mean historical. | think there are — And practical as well,
because of the distance. So we are only four in Barrow, so —

PROF FORSYTH: So did you feel comfortable with the on call for neonatology when

_ you were on call? | -

DR GHANIM: Yes. | am confident. When you de\)eloo skills you don't lose them.

But obviously you need to maintain and update your skills. And I'm very

good with — updating my knowledae
PROF FORSYTH: Did you do that?

DR GHANIM: - attendmg my CPD and that. But hands-on that basrcally is the work
~ we were doing in Barrow.

PROF FORSYTH: Was theiethere one of the'paediatricians in Barrow who took
special interest in looking after the special care baby unit?

DR GHANIM: Yes.

PROF FORSYTH: Who was that?

DR GHANIM: Dr Ward.

PROF FORSYTH: Who?

DR GHANIM: Dr.Ward. /

PROF FORSYTH: Who looks after the special care baby unit now? You lefti in 207

DR GHANIM: 2014, yes.

PROF FORSYTH: So DrWard is still going that is he?

DR GHANIM: | don'tknow. As far as | know — Sorry | think he left the Trust.

PROF FORSYTH: So you don't know who is Iookmg after the special care baby
unit? '

DR GHANIM: | have no idea. No.

PROF FORSYTH: What about your relationship W|th the obstetncuans? Did you
work well as a team, the paediatricians the obstetricians?

DR GHANIM: | can't help but compare with when | used to be in Scotland because it
is very similar setup we are four or three with a locum there, so it is almost |
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the same set up. But when | was in Scotland there was a lot of interaction
with the obstetricians and they would readily discuss issues with you. But in
Barrow | haven't had anybody talk to me for the whole nine years,
obstetricians, about a serious case or whatever.

PROF FORSYTH: You haven't talked to them? "

DR GHANIM: Well, | mean if they have a pregnant woman they should telf me |f I
antlcapate any problems. So there is very little contact with them There is a
perinatal meeting. - '

. | PROF FORSYTH How often do you have perinatal meetings?

DR GHANIM: It is once every two months.

PROF FORSYTH: And do people attend? Do the consultants attend?

DR GHANIM: 1don't know. | mean | can't name names. | mean there : are onlyafew
obstetncnans who attend to be honest, regularly. And there are some people‘
you can tell they are not interested to attend. They just come for just five
minutes sign there name is there and that is it. | am not -

—Pmaw I took over the perinatal meetmgs and |

tried to develop it into a little bit more. It is one hour every two months.
There is never enough to interact wnth people, to see midwives and bulld dp
teamwork and the relatlonshtp So many obstetricians say, *We are busy "
Andlam sure they are busy but -~

PROF FORSYTH: So do you think patients were put at risk because of that?

DR GHANIM: | thmk this is not something that — Perinatal meeting, we should
discuss all - They should know what we are doing and we should know what
. they are doing. We all work for a common purpose, to produce a healthy
baby. Solfind it very unsatisfactory, the set up. :

PROF FORSYTH:; So why was that not resolved? | mean you are all consultenté
You are all paid large salaries to deliver good quahty care. Why was this
situation allowed to continue?

DR GHANIM: Well, | mean basically | would say there is poor leadershap

PROF FORSYTH: Do the consultants themselves not feel they have a Ieadershtp
role? : : '

DR GHANIM: They do. We do. We raise our voice. In the seniors meeting we talk ‘
about these issues and many other governance issues, but nobody listened.

PROF FORSYTH: Who is nobody? Who did you take the issues to?
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DR GHANIM: Well, | mean | have written to the Chief Executive, lan Cumming, in
2006, six months after | started the job. | have also written —

PROF FORSYTH: So what did you say in that correspondence?

DR GHANIM: | identified four or five issues regarding the learning culture, the
leadership, and the clinical governance issues that | was worried about, and

~ the team work. | "

PROF FORSYTH: Did you get a reply?

DR GHANIM: No. 1 got the letter in reply from lan Cumming to say, “Thank you for
your letter. | now pass it to Peter Dyer, the Clinical and Medical Director, and
I am sure he will get in touch with you soon.” Never heard from him. |

PROF FORSYTH: Do we have a copy of that letter?

INVESTIGATION SECRETARY: No, but maybe | can take a photocopy after.

PROF FORSYTH: At the end, maybe if you could leave us a copy of that letter that
would be helpful. Would that be okay? What about — Were you speaking on
behalf of all your paediatric colleagues or was this just your opinion? '

DR GHANIM: What do you mean, sorry? |

PROF FORSYTH: When you were writing to — was it the Chief Executive at that

‘ time? o

DR GHANIM: Yes.

| DR KIRKUP: 1an Cumming. -

PROF FORSYTH: lan Cumming, yes. Were you sending the views of all your
colleagues or was this just your personal view? | am just trying to work out
whether the paediatricians were united in this.

DR GHANIM: No. We are not united. We are a dysfunctional team as well. 1 know
what you are getting at. We are a very dysfunctional team but it is poor local
leadership as well, you see. And that is the trouble. There are personal

~ agendas and we are not quite united.

PROF FORSYTH: So why dysfunctional? What are the big issues within paediatrics
that the consultants are obviously not working together? What divides you?

Isit purely personality or do you have differences of professional opinions?
DR GHANIM: | mean part is personality, but that is a small part of it, | think, in my
judgement.
PROF FORSYTH: What is the main reason?
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dissatisfied with the service, the service is not safe. We raise our voices that
things are dictated to us from Lancaster without a proper consultation with
us. And the local leader or clinical lead just uses these issues for his own
agenda. So he is not reflecting our opinion. We have written a letter in July
2009, supposed to be collective letter, to Tony Halsall to raise the issues
about governance, about the leadership of Paul Gibson, and to raise all these
sort of issues. And | was tasked to do the letter. So | did the letter in a draft
form. | got it in a draft form. | don't know whether it was sent or not because
we agreed that Péul Gibson is trying to- make the issue as people or
consultants in Barrow are part of the problem and we are saying you should
look into the picture carefully. There are governance issues. "There are a lot
of problems in Barrow. But, unfortunately, the local lead is using it for his
own agenda. | don't know if this'pass_ed to him or not.

PROF FORSYTH: So what do you think his agenda is?

DR GHANIM: | don't know. | mean | obviously have to tell you what | feel. | mean
the local leader is using it to his own agenda. His agenda is to — He is
bragging about that he is being the highest paid paediatﬁcian in the UK. And
his intention — not intentiori, but his — Sorry, | am stuck with the word. You
get what | mean, He is trying to keep the status quo just for financial gains,
really, basically, for his own gain. And therefore he is not Iobking at the
bigger picture of the governance issues and the other issues. And we are
dissatisfied with this and there was an investigation into that, not me
complaining. | was the loudest voice in objecting to that but | did not put a
formal complaint, but another colleague put a formal complaint about it.

PROF FORSYTH: During your time, has there ever been a strategic plan for
paediatrics across the Trust?

DR GHANIM: In 2008, | think — | think 2009. 2009, | think. The Trust commissioned

Andy Mitchell, he is a paediatrician from the South with wide experience, to
look into the paediatric sei'vice. He produced a very good report, but one that
did not suit the agenda of — You know they just put it on the shelf. It has very
good recommendations if you have read it. »

PROF FORSYTH: Can | just go back to the point about having specialisation of
paediatrics across the southern part of Cumbria? | mean do you have ~if a

8

DR GHANIM: | think the main reason is that the three consultants they are
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child has gastrointestinal problems, do you have a paedlatnc
gastroenterologlst doing a clinic at any time in the area?

DR GHANIM: We don't have a paediatric gastroenterologist. We have paedlatnc .
" neurologist. |

PROF FORSYTH: Neurologist?

DR GHANIM: Neurologist. Dr Newton. A neurelegest—neghrologls t as well.

PROF FORSYTH: Is part of your four consultants?

DR GHANIM: Sorry?

PROF FORSYTH Are they part of the four consultants at Barrow? Are they
visiting? ; :

DR GHANIM: No. They are visiting consultants. We have visiting clinics. Richard
Newton is the neurologist form Manchester. We have Nick, sorry | forgot his
name, for nephrology.

PROF FORSYTH: A visiting consultant in nephrology, right.

| DR GHANIM: We have cardiology and we have endocrinology, which | used to liaise

with. So that is part of my job, is to liaise with them.
PROF FORSYTH: Cystic fibrosis?

DR GHANIM: Cystic fibrosis, yes there is. But you-can-finaudible}—t-is-net-part-of
WGMHMM Ward is the local lead. As it happened

he has already done it before.

PROF FORSYTH: Who does the neurodisability?

DR GHANIM: Dr f-abe}-Olabi,

PROF FORSYTH: DrLabe OIabl Alnght So you don’t have a visiting neurologist?

DR GHANIM: Sorry?

PROF FORSYTH: You don't have a visiting neurologist?

DR GHANIM: Dr Richard Newton is the visiting neurologist.

PROF FORSYTH: And in terms of neonatology how do - is there a fully trained
neonatologist that vnsnts to check that standards have been maintained in
Barrow? ' '

DR GHANIM: No

PROF FORSYTH: Why not? Okay. Thanks. | will stop there just now.

DR CALDERWOOD: Thank you. That has been very helpful. As an obstetrician |
am interested to hear your comment about no talking to each other. You said

that no obstetrician talking to me for nine years.
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DR GHANIM This may be_an exaggeration. Itis a reflection of the relationship. |
mean | can_ stil name the obstetricians in Elgin. 1 can still name the
obstetricians, obviously, in Barrow, but that is not the point. What | am trying

to make is that we were in constant contact. | can name names that, for‘

example, Vincent Bamigboye, whom you mterwewed earlier, | can say he is
the only obstetrician whom you see in the pennatal meeting, for example. He
comes from start to finish and he also talks to you in the corridor and if there
is any patient problem. He is the only one | would say and also Dr Veena
Sharan who retired in 2010..

DR CALDERWOOD: So you wouldn't have had warning about women that they
were worried about? There wasn't any kind of communication you might

expect a baby incoming or that there was a woman they were delivering?

DR GHANIM: Exactly. Thatis what | am trying to say. There was no such a thing, as
if it is not their job. |

DR CALDERWOOD: And when there was a problem then on the labour ward was
there good communication to get hold of the paediatrician by the person on
call or the person with the cormect expertise? Did that communication
happen? |

DR GHANIM: Can you ask the question once more'?

DR CALDERWOOD: When there was a problem on labour ward and they needed a
paediatrician did they communicate then in a timely way? Did they call you in
advance?

DR GHANIM: Who did?

DR CALDERWOOD: The obstetricians or the midwives.

DR GHANIM: No. The obstetricians, except with Vincent Bamlgboye no body ever
rang me in the home in nine years.

DR CALDERWOOD: And if it was an emergency situation did they?

DR GHANIM: They don't. | mean we are talking about an emergency of course, yes.

DR CALDERWOOD: Emergencies they wouldn't phone you? Who did they phone?
~ The junior? So there wasn't — There would have been people being bleeped
* but there wouldn’t have been a call to the consultant directly?

DR GHANIM: Sorry, say that —again?

10
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DR CALDERWOOD' You would have been being bleeped, | suppose, using the
bleeps, the on call team? You are saying that nobody would have phone the
consultant directly if there was problem.

DR GHANIM: | don't get the question. |

DR CALDERWOOD: So there would have been an emergency bleep in an
emergency?

DR GHANIM: For the paediatricians, yes.

DR CALDERWOOD: But no one would have called the consultant to get you to
come? '

DR GHANIM: No. Sorry. | may misunderstand the question. | rﬁéan mostly we are
alerted to an obstetric problem on labour ward by either the neonatal nurse
on the special care baby unit or by the junior doctor or middle grade doctor,
paediatrics. But we were not informed by any of the team in obstetrics.

DR CALDERWOOD: And was that different to what you were used to in EIgm”

DR GHANIM: Yes.

DR CALDERWOOD: You said in part of your statement to Professor Forsyth that
you felt service wasn't safe. Can you give me some specific examples of

- where you felt it wasn't safe? , o

DR GHANIM: Well, there are many aspects to this: first of all, the lack ofv interaction
‘with bigger units, the number of consultants on the rota, the interaction with
- the obstetricians, the lack of team work.  All these i issues and maybe others
that don't come to my mind now.

DR CALDERWOOD: Did you feel — It is a small unit and emergencies would have
happened relatively rarely, did you feel that —

| DR GHANIM: That is part of the problem, yes.

DR CALDERWOOD: - did you feel you were equipped to deal with a very sick baby,
perhaps pre-term or very unwell baby in the neonatal unit?

DR GHANIM: | mean, you see, | know where you are coming from, but we are a very
small place, whatever expenence we gain before we can, no matter how
small the number is, it is maybe enough to keep us going in terms of hands-
on experience and doing the job. And that is why | personally — and part of
my arguments within the department and that's the same thing that | had
when [ was in Elgin, because we had the same challenges there, is that we
need a number of consultant paediatricians, more number, and more maybe

11
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junior doctors or trained neonatal nurses. We have to invest in nurses as
well. The middle grade — because this would dilute your experience. | was
middle grade myself. | was doing most of the work, We are a smalt unit. Itis
not fair on us or on the childrén or on the families because we are going to be
deskilled and lose experience. So | was a little bit reluctant about middie
grade. | was always in favour of having enough numbers of consultants
enough numbers of junior doctors, and train the neonatal nurses to be
specialist nurse practmoners was in favour of upgrading the mlddle grades

to associate specialist to share the on-call rota with consultants,

DR CALDERWOOD: And were you supported in that idea?

DR GHANIM: Well, that idea was taken up by Owen Galt when he came and
presented and this. He said we needed ten consultants, maybe. And we
trained nurses for neonatal nurse practitioners. But | said this needs time so
you have to start now. And they kept on dragging it. So on paper it was a
good idea. In practice nobody had done anything about. Sorry, that is not
fair, maybe. The number of consultants has increased substantially recently.

DR CALDERWOOD: And do you think that then has improved the safety?

DR GHANIM: | haven't been practicing for a while so | don't know.

DR CALDERWOOD: In the February of this year? You were still there in the.

February of this year. January, February. Just before you retired?
DR GHANIM: | cannot comment. | don't know.

DR CALDERWOOD: | think | am hearing from you that you would worry more

consultants make the skills diluted perhaps less, you are going to have less
cases. ‘

DR GHANIM: That's the problem in a small umt There is a balance. Are you gomg .

to be too stretched, too tired? If you finaudiblejhave less people obviously
you have more work. But at the same time you have—work long hours Itis

risky because you are tired as well. You are doing two [inaudible] on call. If
there is more consultants — What | am trying to say is that to have more

~ consultants and more middle grade is not in a very small place is not going to
sustain the service. |

DR CALDERWOOD: And you were involved in at least one case that was high

profile, had a lot of media attentidn, what | was wanting to you. What | was

12
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wanting from you — or should we maybe leave to the end question about
specific -? o

DR KIRKUP: | think it is probably to do in ohe go in the c_onﬁdéntial bit.

DR CALDERWOOD: We will leave that until the end. When you wrote the letter of

~ concermn and you were saying there was some six months after you started
-and then, again, in 2009, and then Andy Mitchell's report you said was very
good with good recommendations. Do you feel that those were taken
seriously? ' ’

DR GHANIM: No.

| DR CALDERWOOD: Did something happen after these recommendations?
| DR GHANIM: No. Sorry. For record | am shaking my head but | say no.

DR CALDERWOOD: And what did you and your colleagues then feel? You had the
report from Andy Mitchell, what did you do when nothing happened?

DR GHANIM: | have to tell you | am very dissatisfied with the-that — | have to tell you

a little bit about how we were meeting. We had weekly seniors’ meeting

~ attended by Paul Gibson, so Paul Gibson comes from Lancaster to Barrow

almost every Week, which is on Thursday. And Owen took over he said we

need to discuss the set up of these meetings. And | told him—i’aul Gibson in

these words, “Look, you are not doing anything. You are just getting travel

expenses. This is not the right.thing. You are not addressing the

governance issue.” Dr Ward also has written an email to that effect, a very |

strong one to say, “Look we are talking about action plans and theoretical

things. We need somethmg done here. ltis serious.” So | told himPaul, “We

don’t need you in this case. If you don't do the thing, if you don't address the

issues there is no point in coming here. We. can have our own meétings

because we have lots of problems here. And then you can come every now

and then to pick up to see how you solve it."r But it was minuted in the

seniors’ meeting but that was rejected so he thinks that he is useful in coming

to Barrow. But | didn't see any use of him coming._But Owen was just the
opposite he very rarely come to our meetings despite we havihg lots of
problems and myself and Dr Ward would like him to come,

DR CALDERWOOD: And what actually happened though in the end? You are
saying he came and had meetings, but what action then came out of those
meetings? ‘ '

13
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DR GHANIM: No action. Just waffle. There is nothing.

DR CALDERWOOD: So the recommendations in Andy Mitchell's report were not

~ followed?

DR GHANIM: No.

DR CALDERWOOD: And were there any changes?

DR GHANIM: People in these sorts of positions they can put on paper things that
they did this and they done that. | have not a good memory. They said we
have to take a serious —Yeu-have—te—de_look — But in practice nothing
‘happens.

DR CALDERWOOD You didn’t feel the unit changed there were changes within the
unit? ‘

DR GHANIM: No. They changed for the worse, because | and Dr Ward were always

| insisting that we are a very small unit. We need more admissions. First, for
the midwives to understand the these issues, the things that they tried to
keep on the post-natal ward, these issues although small but in order for the
midwives to appreciate that these can be serious — You know, you have low
blood sugar, you have Iow‘ temperature, this can be not very serious but it
can be very, very serious. So they want just to keep the number less on
special care. That is the objective, basically. It's to downgrade the unit
rather than think about the patient safety. So suddenly we find that these are
not admitted, and it is all dictated by the management by Lancaster,
basically.

DR CALDERWOOD: And what was the relatzonshlp between the nurses and the
midwives on the neonatal unit?

DR GHANIM: We don't get involved. It is not good. But | have no really direct
knowledge of conflict. We do when we go to the perinatal meeting.
Unfortunately, because there is only one neonatal nurse so they don't attend
the perinatal meeting so we don't see if there is any problem — some
midwives do attend to perinatal meeting. »

DR CALDERWOOD: And when you were called to the postnatal ward or to the
neonatal unit did you and your colleagues attend? Did you feel that — Would

the nursing staff, the midwifery staff feel they were well supported by the

paediatricians?

14
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| DR GHANIM: | personally once they ask me to attend | do. | take my time to act\ually

have a thank you email from parents about the care that we provide.

DR CALDERWOOD: And your colleagues?

DR GHANIM: 1| think they do. Of course they do..

DR CALDERWOOD: They do? |

DR GHANIM: | think.

DR CALDERWOOD: Okay. Thank you.

DR KIRKUP: Thanks. Julian? | L

MR BROOKES: Thank you. I'd just like to ask some questions about governance.
First of all, you've raised on a couple of occasions in what yo'u've been
saying that there were concerns about the governance. | am still not clear
what those concerns were precisely. If you had written to two separate chief
executives with concerns about clinical governance within the unit what were

, those specific clinical governance concemns? .

DR GHANIM: These were ﬁrst, basically, the culture in the department. There is no
culture of leaming. There is poor leadership. | The number of staff is very
stretched, especially senior staff and nursing stéﬂ‘ as well. So these are the
main issues | raised. And there is also friction and no cohesion in the team.

MR BROOKES: Okay. So on the leadership side, what was the structure in terms of

~ leadership for you? Who did you report to? Who were you accountable to?

DR GHANIM: Well, locally, we have a local lead.

MR BROOKES: Who was?

DR GHANIM: Name?

MR BROOKES: Yes. _

DR GHANIM: Dr Labe Olabi.

MR BROOKES: And who did they report to?

DR GHANIM: 1 think Dr Paul Gibson first and then Owen Gatt,

MR BROOKES: So we reported to the Clinical Director?

DR GHANIM: Yes. A

MR BROOKES: And then through the Clinical Director to the board?

DR GHANIM: That is the structure | would assume.

MR BROOKES: But you are not certain?

DR GHANIM: | am not certain because there are so many changes. Every five
months there is a new structure. We had the family division, then we were

15
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put in a division with the surgical department as well. So there are so many
changes and you get lost with these sorts of changes.

MR BROOKES: So if there was a serious incident or a serious concem about

treatment of a patient how would you report that? How would you act that?

| DR GHANIM: | think probably 1 would say | was — | am not sure about, it maybe

~ unfair that. But | think | personally am the most personal-paediatrician to
raise concems in terms of writing. It used to be called, | think, incident report.

MR BROOKES: Serious untoward incident.

DR GHANIM: Not serious but patient incident report.

MR BROOKES: If you had one who would that go to? How did the system work that
you were working with?

DR GHANIM: Well, if you have feedback you know who goes to, but you write it and
you don't have a feedback so you don't know who is dealing with it and what
is done about. |

MR BROOKES: Who did you send it to? Who would you send it to?

DR GHANIM: It changed. The incident reporting has changed. So | had paper
incident reporting, which | have couple that actually | have here, but | tried to
remember — So later it was electronic so you can do it electronic.

MR BROOKES: Were ydu clear on who you should be working with to resolve these

kinds of issue? Was there systems in place? Were there protocols about
how you should work? '

DR GHANIM: Well, one of the.incidents | reported and | reported and then | had a
letter from Peter Dyer to say, “Can you se-do the investigation for it?” And |
did. And [ put my own recommendations about what the ‘solution, i-think;
should be. And it was an incident that | have here in my folder about —
because you are in a small hospital and cannot have a radiologist on call out
of hours — we don’t have any radiologist with paediatric interest. So we néed
access to a specialist opinion and | recommended that we should have a link,
either via email or by the PACS system, which we had, for the radiology for
transmitting — | am sorry, | am not techmcal but it is transmitting images.

MR BROOKES: | understand.

DR GHANIM: So | put this, actually, that my recommendation, my suggestion, in
2006. The Trust only implemented this in February 2014. They
commissioned a service with Alder Hey to view images.
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MR BROOKES: Okay. So | can understand your frustration. But you are part of a
~ clinical division and you are part of a single trust, which includes Lancaster
but is not just Lancaster, it is yourselves as well. I'm surprised that you felt it
was unacceptable that the Clinical Director should come down and spend
time at one of the hospitals within that trust.

DR GHANIM: I m not surprised at all. |

MR BROOKES I'm surprised you think that is not acceptable

DR GHANIM: I'm sorry. | maybe misunderstood. | am saying that he is coming for
paperwork_paper exercise. He is not addressing the concerns that we are
raising. That is what | am trying to say. '

MR BROOKES: But isn't it important that he spends time there to understand your
services, understand how you operate? :

DR GHANIM: But he doesn't understahd, you see. That is the problem. He was
coming and attending meetings. He doesn't know about the staff. He
doesn't know much about the staff.

DR KIRKUP: | was going to ask this at'some point but now seems like the right time.
But didn't he want to attend ward rounds? Didn't he want to come on clinical
sessions? | | | a

DR GHANIM: No. Alright, well, | know he must have said that. | recall this. When
we started he asked me if he can schedule-shaddow me in a ward round. |
said no because — You see, beca‘use you have to think about the culture.

Barrow is always there are locums. The nursing ,staff basically they look
down at any newcomer and don't want to start this way, as if | am second- -
class consultant coming there. So | didn't feel that's appropriate. That's true.

MR BROOKES: You are commenting that he didn’t ne;w-know the staff yet you are
not lettmg him find out about people. You are not letting him understand how
“youwork. You are refusing to cooperate.

DR GHANIM: No. That is not correct.

MR BROOKES: That is what you are saying. _

DR GHANIM: No. That‘s not correct. We can sit in a clinic, as i was doing when |
was in Elgin.. That's fine. It's different from — As | said, the set up is there.
Let me tell you to start with, when | started or before | started in Barrow |
applied for an acute paediatrics course because | hadn't been on such a

course and it is acute paediatric emergencies and things like that and | felt
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that it is important in a district hospital to update your knowledge and he
rejected it. So it is not a good start. To be honest | wasn't going to come to
Barrow because of that. Because | thought that is not a good start. But for
~ family reasons and things like that | came. So it depends. It depends on

how your feel personally, He could have attended our daily handover

meetings in the morning which is a better way of learning about the quality of
service we provide. , ‘
I used to work with Professor firaudiblejHelms. Treats me as a equal. |

sit with him. 1 do the clinic. No problem. You have to think about the person

in front of you and | didn't think it is appropriaie of him. | tell you what, he
doesn't know, for example, when | was asking for appraisal and job plan for
over three years, and eventually — | started in 2005 — | had my first appraisal

session with him in 2009. And | told him that in the éppraisal' as you know

we have to show the thank you cards and things like that, and | told him that |
have than'k you from Livérpool University for being nominated by the students
for teaching. And hé didn't know that. So how - This letter was sent by
Liverpool University to Peter Dyer and he sent me the letter to say that it is
sent to the relevant department. | |

MR BROOKES: So in your view was the clinical management of your division

- appropriate? Did it work well? |

DR GHANIM: Say that again.

MR BROOKES: The clinical management of your.division, did it work well?

DR GHANIM: No. ’

MR BROOKES: So what was wrong with it? |

DR GHANIM: They are detached. | mean there are historical problems. Bamow
Lancaster thinks of themselves as a parent unit so there are historical

clashes. But also there is a problem with leadership. There is problem with

vision, strategy. Theré is a problem on every front: We raised concerns and
that is not addressed and you get frustrated. But on the other hand he
doesn’t — Okay. We have problem, for example, with the‘ rota. We tried to
solve it within our department, We didn’t solve it. So [inaudible]. We copied
the email trail to him. He came to me one day and said, “On your CV in
Scotland and before you were the rota master and things like that. Can you
do the rota?” So | said, “Of course | will do it. But you havé to speak to Dr

18
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Labe-Olabi first, | don't want more conflicts. So speak to him. | am more
than happy to do it.” So if you are a leader you should — and if you know that
is the right thing to do then you have to do it. It is not ~ So | don't know what
excuses Dr Labe gavé him. And then | never heard about it from ~him again.
MR BROOKES: Okay. If | can change this slightly, | would like to understand a littie
bit about the structure in which you worked, the governance which you
worked within. Was there clear protocols about the way in which you
operated? Were they agreed across trust or did you agree them within "
Barrow for the particular purposes of your unit? _ ,
DR GHANIM: There were - First of all, the culture of audit and things like that is
. almost non-existent. | mean | tried to do — There is no — There is very little,
‘and it is only when it is forced on them by CQC and ihey started to do the
things—And_then we have a list of the —audits to be performed as g_gfiority in
20137 o B
MR BROOKES: | was going to come onto audit.
DR GHANIM: So what was the other subject? Sorry.
MR BROOKES:  For example, was there a clear understanding about clinical

guidelines, transfers of children to other units, the way in which you operated
as a unit? How did you operate? Was there an agreed understanding about
how you operated as an organisation? ,

DR GHANIM: We used to be a part of the consortium for guidelines and there is a
booklet. And then we had then Dr Asghar was tasked with doing the
guidelines. But they are not comprehensive. _

MR BROOKES: Were the guidelines used?

DR GHANIM: What do you mean, exactly? ‘

MR BROOKES: Did you follow the guidelines? Were those guidelines used?

DR GHANIM: Yes. Guidelines are there to guide you. |

MR BROOKES: Did audit compliance to those guidelines?

DR GHANIM: Sorry? '

MR BROOKES: Did you audit compliance to those guidelines?

DR GHANIM: No. |

MR BROOKES: So how do you know they were béing’ followed?

DR GHANIM: Well; that's for the department.

| MR BROOKES: But were you following them?

19
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DR GHANIM: Yes.

MR BROOKES: Were your colleagues following them?

DR GHANIM: | think so. '

MR BROOKES: But you don't know?

DR GHANIM: Sorry?

MR BROOKES: But you can't be sure?

DR GHANIM: | kave-know an instance where these guidelines were not followed for
example. The gui}delines changed, for example, 2010 with'régard to keeping
oncology patients. And | have an instance where this is not followed. |

| MR BROOKES: Thank you.

DR KIRKUP: 1 just want to pick up.a couple of points from you’vé said and then we’
will move onto the second part of the interview. But just before we do that |
just want to be clear about your career preVious to coming to Barrow. What
was the post you were working in at Elgin?

DR GHANIM: Sorry? What was the post?

DR KIRKUP; What was the post?

DR GHANIM: In Elgin?

DR KIRKUP: Yes.

DR GHANIM: Consultant paediatrician. ,

DR KIRKUP: So you moved from a consultant job in Elgin to a consultant job in
Barrow?

DR GHANIM: Correct.

DR KIRKUP: Can you explain the reasoning behind that? ,

DR GHANIM: It is basically for the family reasons | just alluded to initially. | have
friends and relatives around the Manchester érea and the Northwest.

DR KIRKUP: So if we were to follow up with Elgin we wouldn't find that were any
clinical problems in Elgin that prompted you to leave?

DR GHANIM: No.

DR KIRKUP: Okay. You said that there needed to be more admissions in Barrow so
that midwives would understand the implications of some of the things they'
were doing within the post-natal ward, but that management were trying to
reduce the number of admissions. Can you explain to me what sort of
admissions they were trying to reduce?
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DR GHANIM: These are like the onés — | just said like a child with 'hypoglycemia or

| they check — So they keep - )

DR KIRKUP: | understand. But you said they were 'trying to reduce the number of
admissions in Barrow. You suggested that they were trylng to run the unit
down.

DR GHANIM: Yes. _ _ o

DR KIRKUP: What kind of admissions are they trying to stop?

DR GHANIM: These kind of admissions.

DR KIRKUP: But hypoglycaemia would be somethmg you picked up after dellvery in
the ward, wouldn't it? How could you stop that as an admission? :

DR GHANIM: No. Not on the ward. They usually go — - | mean these are ‘usually
picked up in the post-natal ward, not on the special care baby unit. Butifitis
picked up on the post-natal ward | was of the view that these cases should
move on to the special care baby unit. o _

DR KIRKUP: Right. And mahagement were trying to stop you moving them to the
special care baby unit? |

DR GHANIM: Yes.

DR KIRKUP: Right. | see. Management, who? Management is a very amorphous
_term. Who, specifically, was trying to?

DR GHANIM: | can't say. | mean, basically, the loudest voice would be fLynn
Shannon?}, but | think as a neo-natal matron Angie Whitaker was of this kind
of view. |

DR KIRKUP: Right. Okay. How would that interfere with the midwives ablllty to
recognlse the significance of these things? You have lost me a bit there.

DR GHANIM: If the midwives — If keeping it on post-natal ward, first, the midwives

' are very stretched. We know that very well. And if you keep it you arent
Feahsmg are trivializing the problem, if you see what | mean, because you are
saying that this is not an |ssue that needs special care.

DR KIRKUP: Okay. | understand.

DR GHANIM: Sorry. Am | clear now? . | :

DR KIRKUP: Yes. | understand that. Thank you. The last one in this section from
me. |am going to go back to this disagreement that you had with Dr Gibson
about coming on ward rounds. Can | ask who you took that up with? You
weren't happy with this idea of his. Who did you take that up with?
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DR GHANIM: | don't understand the question.

DR KIRKUP: He said he would like to go on ward rounds.

DR GHANIM: He asked me, “Would you like?" 1 said no.

DR KIRKUP: You said no to him. Did you say it to anybody else?
DR GHANIM: No, | didn't.

| DR KIRKUP: Okay. Were ydu aware that there were any complaints about the way

that he was behaving? :

DR GHANIM: | understand there was prbblems between Dr Gibson and [Anda
Salavi2} Dr Olabi as well. But this is second-hand information.

DR KIRKUP: You weren't awai'e that personally?

DR GHANIM: Sorry?

DR KIRKUP: ‘You weren't aware of any actions as a result of that personally'7

DR GHANIM: There were actions by Paul Gibson against that person, yes.

DR KIRKUP: No. Against Paul Gibson. Any complaints about him?

DR GHANIM From that person you mean?

DR KIRKUP: | don't know who from. That's what 1 am asklng Let me be more clear
then. Were they from you? Did you complain about his behaviour?

DR GHANIM: | did. As | said, initially, | wrote to lan Cumming about it. Is that what

you mean? | wrote to lan Cumming.

DR KIRKUP: About Dr Gibson?

DR GHANIM: About Dr Gibson, yes.

DR KIRKUP: | seé. Right. | thought that when you initially described writing to lan
Cumming you were talking about concéms about safety and dysfunctional
teams and so on. That was how you described it first.

DR GHANIM: No. With lan Cumming we had a meeting about the safety, but 1 don't |

remember when. So we had a big meeting and Paul Gibson, | think, was
there. | o

DR KIRKUP: You said that you had written into lan Cumming six months into the job
in 2006 about four or five issue, including the lack of learning culture, lack of
leadership and clinical governance. s that the same letter that we are talking
about or were there two?

DR GHANIM: Yes. That was on 7 August 2006.
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DR KIRKUP: Okay. We need to have sight of the letter, | think. But in that letter,
~ perhaps you can tell me now to help me out at the moment, did you raise
complaints about Dr Gibson's behaviour? ‘

| DR GHANIM: Yes. |did. But | have written again in June 2009 to Tony Halsall.

DR KIRKUP: Okay. That is clear. Thank you. Ddes anybody else want to ask
anything at this stage? Shall we move into the second part of the interview
then? We'll have a brief pause while we ask people to — This is where we
can talk about clinically confidential information. |

DR GHANIM: Can I go to the toilet?

DR KIRKUP: Sorry? Yes, of course. Sorry. | didn't hear what you said. Yes, no
problem. ' ' '

(In private session)
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(At 10.21 a.m.)

| DR KIRKUP: Hello, my name’s Bill Kirkup, I'm chalnng the Panel 'l ask my

colleagues to introduce themselves to you :
PROFESSOR FORSYTH: Good mormng, my name's Stewart Forsyth Im a.
paedlatnman from Dundee. |

|MR BROOKES: I'm Julian Brookes, 'm currently deputy chief opérating officer for

Public Health England, but was previously head of clinical quality at the
Department of Health,

DR KIRKUP: You'll see that we're recording proceedings; we'll produce an agreed
record at the end of that. You may also know that we have opeh proceedings
to family members as observers, As it happens, we don't have any here today,
1 think we do have some questions about specific cases, and we will put those

into a closed confidential session-at the end of interview. Until theh. the
previous part of the recording %’nay be listened to by family members. And

you'll know also that we've asked you to hand in any mobile phone, recording

device; that's just to emphasisithat we don't want anything to go outside the
room until we produce the report with the findings in context. Do you have any

questions for me about the process?. '

MR GIBSON: No, that's very clear, thank you.

DR KIRKUP: Okay, | will start, if | may, with a very general question, which is could

_you just outline for us when you started at the Trust, what you've done and
what's happened since? ‘ : 7

MR GIBSON: Right, | might have to check with my CV, but I started in September '
-1993 as a consultant paediatrician. So | think from the point of view of this — |
the investigation, so then | was made the first — | think we used the
terminology ‘clinical director’ at that time for a children's directorate, which was
the first ime we’d had a children’s directorate. And..,

DR KIRKUP: When would that have been?

MR GIBSON: Can | just check? I'm pretty sure it's 2003,

DR KIRKUP: Yes. |

MR GIBSON: And | held that position until approximately 2007. Let's just see. Yes,
so 2002 to 2007, and then in 2007, and | think it's relevant actually, then the
children’s directorate and the women's and gynae directorate were taken into




N -TEN R E - SEL7. R I R

21

~ the surgrcal drrectorate And then from 2007 untrl 2009 1 remamed as the
head of the children’s department inside the enlarged surgical dlrectorate _
In 2010 there was great hopes that we were going to do fantastic things
-~ for child health in Cumbna and | was appornted as the associate medical

director for chlld health for Cumbna which 4fter a penod of trme acqulred the

_hame health burlders S0 | was the associate medlcal dlrector for health i
burlders in Cumbna Whlch was supposed to be a provrder role. That didn’t v
- work out, and | occupled a very mterestlng mrddle zone until February 2013,
'and from March 2013 untrl May 2014 | was a Royal College of Paedratncs :
; ;rvolunteer in Srerra Leone. And then | retumed ‘and started back as a
i £tradmonal old school paedlatricran based at the Royal Lancaster lnﬁrmary
DR KIRKUP Okay, that's very helpful, thank you. I'll hand you over to Stewart

PROFESSOR FORSYTH Yes, | think | plck up or*e or two areas we want to explore

a bit further from your mtroductory comments. When you ﬁrst started back rn; '

1993 S0 what was - were you appointed orifinally to Lancaster’?

| MR GIBSON Yes. So at that time we were five trusts, s0..
| PROFESSOR FORSYTH There were fi ive trusts then? : ;
MR GlBSON Yes so there was a South Cumbna PCT, I think — = no, it was a South |

; Cumbria Community Trust. There was a Lancaster Community Trust. The .

Royal Lancaster lnﬁrmary was one trust Westmorland General Hosprtal was
one trust and Furness General was a drfferent trust. ' |

PROFESSOR FORSYTH Right. So were you very much you were very much

worklng wrthln Lancaster around Lancaster
MR GIBSON lt was —yes, ltwas very

: PROFESSOR FORSYTH Nothrng really to do with your colleagues in Furness?

MR GIBSON Nothrng whatsoever 1 met them once or twice socrally but yes, :
nothlng professuonally, and very. very little contact

PROFESSOR FORSYTH ‘S0 you were very much independent at that trme

MR GIBSON: Very much so.

' ‘PROFESSOR FORSYTH And drd that format stay untll when? When was the next

“sort of change'?
MR GIBSON: Oh gosh. lmtrymg to remember when the—-lthink gosh lthmk it

- coincides wrth the appolntment of lan Cummrng as the clinical dlrector but 'm

—as the CEOQ, yes. Yes as the CEO. When the three acute trusts were made
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into one and the two community trusts were made into one, and | think that's
around 2000 — | could go and look it up, but anyway it was... '
PROFESSOR FORSYTH: About 2003 then, when you were..
| MR GIBSON: Yes, | think it was more like 2000 that that happened for—oh...
PROFESSOR FORSY[TH: Because you became the clinical director in 200B.
I MR GIBSON: Oh, that's true. No, no, no, no. For quite a long — well, it might even
have been earlier actually, it might have been 1998, so for a long time the — it
was a women's and children’s directorate, and — yes, sO the paediatricians

paediatric lead in the division or directorate, whatever name it had. And the
head of the nursing side was always a midwife because there's some
legislation connected to that. So, you know, we were in that set up for quite a
long time, so itimight even have been — | just can't remember whicll‘ particular
reorganisation Lwas. - |
PROFESSOR FORSYTH: Okay.
MR GIBSON: And Kren in the 2003, what happened there was we fobldwed the
" emergency department, so the emergency department had been nestled
inside surgery, and — well, paediatriciaﬁs had said their voice was never heard
and their special needs and things were never quite understood and things
And they(Emergency Dept.) kind of slipped out as a standalone division, and
then quite close behind them when paediatrics slipped out separately from the
- women 's and children’s, and that was in 2003, and that's when | was
appointed as the divisional lead or the directorate lead, or whatever...
PROFESSOR FORSYTH; So'you had résponsibility for the whole of South Cumbria
for...

Morecambe Bay, or Morecambe Bay MBHT, whatever that stood for. So that
was the three hospitalé; yes, and that was my responsibility.

PROFESSOR FORSYTH: So that was 2003. So how did that progress from a sort
of — from a clinical pdint of view? Just give me a picture of what the
distribution — well, we'll take it from a paediatric perspective was across the
‘trust. How many consultants were there in total? How many were based in
Lancaster? How many were based in...

have been saying for decades our voice is never heard, so we'd never had a

MR GIBSON: Yes, across — yes, so then for what was then University Hospitals of




1 | MR GIBSON: Right, there were three hospital consultants — yes, when it was stable
2 | there were three consultants, acute consultants at Fumess, and when there
3 was someone in post it was a single community paed:atncuan in Fumess. In
4 | , Lancaster there was = so in 2003 there was - | suspect at that time there were
5 four of us in the hospital and one community paedlatncnan And there was ~
6 ' there were a few senior chm‘:al medlcai off' icers in the commumty in Fumess
7 - and Kendal and Lancaster. ,;
8 | I would describe it as exceedmgly dysfunctional I mean | think it still is
9 “dysfunctional, but it was ~ | would descnbe it was exceedingly dysfunctlonal'
10 then. There was a very good senior nurse at Fumess who had spent a lot —
. A 'you know, had - | th’ink she'd done her nursé training and had done practice
,U 12 as a senior_in the South of Enotand She came as matron for paedlatncs to
13 Furness and she left the Isle of Wight, which she
14 |
15 | msught whlch lve a!ways fo nd very useful, was that Barrow i i$ very insular.
16 She found it as insular as the Isle of Wight. And 1 suspect it's pan-NHS but it
17 . was certam!y a very prominent feature wuth us that our coming together, our
18 : arnalgamatton was fraught ‘and you can stlll see the difficulties today So
19 I _culturally, actually the three sites, Fumess, Lancaster and Kendal Kendal Barrow are
20 different,’ but Lancaster and Fumess — sorry, Lancaster and Westmorland,
21 , Kendat have worked very closely for a long time, so there isn't really a big
2 cultural thing there. But there's a huge _Cg_ltgal difference between Furness
ﬁ 23 ’ and Lancaster, just cuftural different way of thmgs and there are attractwe
i things and unattractive things on both parties, if you know what | mean Sol
25 . g don't think the trust realised it was strugghng with that, and | found that
26 personally very hard work. : : ,
27 | PROFESSOR FORSYTH: Did you have a solu’aon to it as clinical director at that
28 time? What were you sort of saying to the trust? :
29 MR GIBSON: The sort of things that | was —that | thought we should do, and t mean
30 it wasn't just me, I mean it was mutual, (both mygelf and the CEO and medical
31 l lrectorl so by the time | was appointed as the clinical director, but | wanted
32 to spend a day a week in Furness- because l“d seen most of the cllnlcal’
© 33 | - directors were coming from Lancaster, and you could just tell that wasn't
34 | ‘working. And lots of them would do a flying visit for half a day a week and be
5
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really quite, | don't khow, | suspect dictatorial or, you know, | kind of — |

suspect a military type of leadership model, but I'm only guessing, | wasn't

there with when the radiologists and the surgeons and physic:ans sSo lwas.

really keen to go and spend time, and that fitted, in a sense, what I'd learned
from working overseas previously, that if you wanted to understand things and

move things in a new direction, you had to be seen and understood and
respected and whatever.

So - but by that time the Trust was also very keen, so that was mutually -
very — that was bilateral, that when | was appointed they wanted me to spend ,

a day a week there, and | wanted to spend a day a week there. And | felt that
the person who'd made the biggest impact on child health at that time was our
senior nurse, called Lyn Shannon, so she was a cross—béy "appointmen[t; and
she was doing, | thought, great things for paediatrics, trying to rotate meve
some of her nursing staff across_the sites, althougI:hse

lot of resistance to that. And she was spotting other things that | would just

re was and remains a

on permanent night duty, and so they were missing out on lots of learning

opportunities and just working alongside other peaple. |
So | thought that the model that we should be moving towards was

more backwards and forwards_across sites and actually more | physically
sharing things and doing thlngs together. And my day a week was in a sense
my contribution to that.

PROFESSOR FORSYTH: And did you,make much progress with that appro‘ach?

MR GIBSON: Well it's funny, when | got the invitation to come to you, actually it
brought up - | 'actually'fe‘el | had a bad experience, so | did find — | found the
guys at Furness really, really, really difficult to manage. And...

PROFESSOR FORSYTH: Were these individuals who'd been there for some period
of time then, or did the newcomers sort of adopt a similar position? -

MR GIBSON: Yes, so two — yes, they'd been there for — let's see, somebody had

probably been there about eight years, somebody else had been there about
two or three. There'd been a really — a really positive guy that would have

been a benefit to anybody's team called Dr Rifkin qund{-‘?-} Now, he'd
recently moved to Bury or Bumnley, and that's why | say it was — there was
supposed to be an establishment of three. There was a period when it was

never have thought of. So, for example, some of the nurses in Furmness were

et




- often down to two, and rt was very, very diffi cult But actually, as people came

e

in it was really rnterestlng from my point of view. As people came in, they very

3 quickly in a sense picked up the culture that they'd moved 'in_to. And

, zl frequently when I m talking to people, lthmk there are many of my colleagues
5. in Lanoaster'vlho L think are quite functional and work very, very well, but lm,
6 very suspicious that if they'd been appolnted to Furness that they woulcl have
7 become diffi cu!t to work with. ' :
8 There are other individuals who _you. could’ have dropped thern in |
9 - anywhere and theyd have been absolutely fine. So then — so the thing that

10 | you reminded me of is | do recall that in approximately — probably about

11 2004/2005, one of the problems had been that the rotas were very dlfﬁcult to

o 12 run, and I didn't want...

13 | PROFESSOR FORSYTH: Sorry?
14 | MR GIBSON: Thj consultant rotas were very. d|fF cult to run, and | diin't actually

15 : want anything = [ didn't want to’ take that responsnbllrty You know, | wanted
16 | . peopletobe responslble for themselves and to find solutions w1th elp for therr
17 [ iproblems P‘nd ! jUS'( didn't think it would work if the consultant ratlologlst for
18 | example in Lancaster, told the guys in Barrow what rotas to work. But the rota
19 | . never worked, and there was one — it seemed to happen every summer that
20- we'd be down, the two consultants would be away “and one consultant would"

| 21 be runmng it on his own. And thvs happened one - this happened on my fi first

} | 2 220w summier, so | felt this has happened on my watch and it won't happen again.

i. 23 And ‘we talked about it and we agreed it wouldn't happen again, and then it ,

o 24 happened the next summer desptte having had these discussions. So thenl
25 - tooka more hands on,sol approved rotas,, sSo I left them to run the rota and

26 ‘suggest it but. it required my approval. ' “

27 | T And the summer after that, one of the consultants took his leave and
28 tame back late and left the situation with one consultant, so | sort of rmtlated
29 something that was taken further, and he - l mean it was dlstressmg for me
30 | and it was distressing for hrmC
31 | Shortly after that, my — two of my colleagues then — they then reported me to
32 ; thelr —to lan Cummmg, the chief executive, saylng they didn't ilke my style of -
33 -~ management. ; :

34 PROFESSOR FORSYTH: These are two from Barrow?
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MR GIBSON: Two from Furness. So they repoﬁed that — they fed back that they
- didn’t like my bullylng, intrusive management style, and that then went to a
very formal inquiry. And so with the passage of time, and | felt that 1 met
people halfway, so | did what I had done overseas, so | joined people on their

ward rounds, and | didn’t realise they were finding that intimidating for the first

six months, and then when | found they didn't like that, then | stopped going

on the ward rounds, with the intention to restart it, but never did. And if | sat
on a handover, | came up especially on a Monday because they had a special

sort of grand handover on a Monday moming, if | came onto that that was kind

of seen as spying in the camp and things.

| PROFESSOR FORSYTH: Just to get this in the chronological order, so what time —

what year roughly was this sort of...?

MR GIBSON: So this was happening around about 2005/2006. So -and it was
seen — so anyway, so when it was Lvestigated | was_quite happy to say | had
done these things with good intention and | hadn't éppreciated, and maybe |
'should have asked more what would have worked better for you, but to explain
to people what | was going to do. '

The reason for telling the story really is that actually in a sense | then
felt muted as a clinical lead for the subsequent 18 months, so there was no
kind of big decision at the end of the investigation.

PROFESSOR FORSYTH: So what sort of support were you getting at that point?
Who were you accountable as the clinical director, or was that associate
medical director or..

{MR GIBSON: Yes. At the time actually | thought | had good support, so | didn't
abuse it, but | could go and talk to lan Cumming any time that | wanted. We
usually met for a beer. 1 would ring him up and we’d meet for a beer everytwo

or three months. The medical director for a lot of that time was David Telford,
very supportive. ' ‘

With hindsight, and | was getting plenty of — you know, | was — | felt |
Was given lots of support. Some of it was a Catch 22, so Iweht to lan
Cumming and said, ‘I think coaching would help me,’ and | eventually ended
up — | got a coach and they Were happy to fund that, And | remember asking
him, and | said, "Well nobody else has got a coach,’ and he said, ‘Well, yes,

but you've got to know you need a coach and ask for a coach to get a coach.’
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Sol drd actually feel very supported but when B stand back on it now and | )

1
B think actually | wasn't supported so there wasnt a corporate there wasn’t T
3 ~ no other dlrectorate was actually attemptlng to do wrth what now | can ~ you
4 know, I've read more and Iooked at other stuff, so | think we were trying to do
5 ' somethlng that nobody else was doing.  And it\wasn't part of a framework 1
6 - mean it wasﬂ—,you know, wrthhmdsrght_ | mean it was — | leamed a huge
7 ~amount from doing it, but we didn’t - you know, if I look back very criticalty‘at o
8 | - my time | think actualty it's very like = | mean working in Sierra Leone isno
9 | harder than workmg in the NHS, and is perhaps easier. And you 've kind of got
10 | to=wel my way of — you know, it's very rare that you can come in‘and kind of -
11 change everything, and you often — you take it an increment and then the next
12 , guys come and stand on your shoulders and ‘they can take it another .
13 mcrement '
14 Anyway, sothat’ : clen i ,,
15 PROFESSOR FORSYTH Can I ask you therefore at that time dtd'you have any
16 ‘ ooncems about the qualrty of clrnrcal care that was berng provrded in e
17 paedlatncs across the trust, but also partroularly Fumess? o
18 [MR GIBSON: | suppose yes, we're all kind of centric, so | have to factor in that 'm
19 - Lancaster-centric. | always felt that thmgs - and | stlll feel that thlngs are
20 ' dangerous in Cumbna full stop. At that trme
21 PROFESSOR FORSYTH Sorry‘7
22 |MR GIBSON | thrnk things are dangerous in chrld health in Cumbna Imtla“y l didn't
23 know about more of Cumbria, but at that time | thought thmgs were dangerous ‘
24 - In Fumess, and the ultimate test was would | be happy if a niece, nephew or
25 grandchild was Iooked after there, and the answer would be — was no. And
26 because I'd been away for two years 'm not sure but two years ago it would
27 “have still been no.
28 PROFESSOR FORSYTH “And so did you feel that the sort of modem way of
.29  paediatric servrces was not happening in thrs area? |
30 |MR GIBSON: i have -1 suspectl have a different. take on |t to most others, so I think
31 - the problem rn Furness is everybody s, and we can either start with the most
32 | frontline persOn and work our way up to the Secretary of State for Health or
'3‘3 and we'll start with the Secretary of State for Health and work‘ all'our way down.‘
34 " I've got examples of how the service was undermined unintentionally by really
9
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well-intentioned }pebple at the Deanery, at the regional level, within the trust,
and it is very, very like working in Sierra Leone.- So if a child dies of malaria

" because 20 things went wrong, nobody actually feels responsible, because if |

didn't — if I'm in the lab and | didn't really read the malaria slide promptly,
v@rithin 60 minutes, T‘obody"li ever know that because 19 other things are|wrong
and broken, and so nobody'll be able to kind of finger me. And that's my
feeling about child health in Cumbria, that actually the whole system is full of

highly motivated, really well-intentioned people who don't realise that their

3

actions are having a negative effect in other places. o
So if | go back to being the clinical lead; now talking to other clinical
leads, they felt — they said, ‘Well, if you take the headmaster as a model, the

~ headmaster representing the staff, the teachers, so the consultants, or are you

representing the organisation — you know, you're kind of representing tJre local

authority with others, the Department of Education, whatever, or are yOu

representing the pupils?’ And they said, ‘Well the reason we ask you that, -
because you don't/really seem to be the junior rep or the representative| for the
- consultants, and you don't seem to be particularly taking the trust line or the

commissioner's line,” And the reason for doing»that is | don't = | think
everybody was making errors, and I'm probably still making errors today.

PROFESSOR FORSYTH: In terms of neonates, at that time particularly, 2003

onwards, did you feel that this was a particularly vulnerable area?

MR GIBSON: No, | didn’t think it was more vulnerable than the general side. |think
neonates, in a way, is just psychologically — | personally find a children’s ward '

a more dangerous place. So a neonatal unit’s got a door and everybody that's

in there is kind of sick, and actually if the {inaudible} blood test hasn't been

done, or the_blood gas hasn't been done or the x-ray hasn't been done, it's
actually very easy to spot it. Whereas a children's ward where you've got

patients coming in from home, from emergency departments, surgical patients.y '

all sorts of things, it's a more dangerous — it's a more dangerous environment,

It is quite difficult to remember back then.» you know, there were no
established neonatal transfer units. It was very — Newcastle, Manchester,
Liverpool, like it was a long journey for them to come out and pick up a baby,
and there was — again, well intentioned, like people wanted to be able to

10
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delwer care to babies to show that —to demonstrate to their communlty that
their hospttal could look after cases and look after them well

| PROFESSOR FORSYTH: So do you think that, particularly in Fumess, there was a L

tendency to hold onto hlgh risk women or hrgh risk- bables‘7

Q MR GIBSON I thlnk i yes, | thlnk so‘ And the same has happened in Lancaster Lk .

, mean l think we We came in=1 thmk Lancaster came iinto Iine qutte qurckly

when we saw the valldrty of the new networks as they were establrshed Butyi_f_ o
thereis a bit of a wrench to thmk well, we think we've been Iooklng after - wer;‘“f‘f‘j:i’ ,
- feel we've been looklng after 27-weekers and 28-weekers fine for the Iast 10 g

_years and now to be told they need to go down to Preston, and they |
probably onty be there for two or three days it — you have to take your head
, round. And the 1 way l explained it to people is actually people aren’t saylng‘f

~ ;that you can’t Iook after them.properly or that you ve not looked after themfffy;ly
-properly for the last 10 years but — and rt was easy because lt was around the " _

" new: Mrllennuum you could jay, ‘But we re now. talkmg about 21St Century o
care, so theres no o becaus

e thlngs that we. have to shlp bables out, then I think people often rnterpret it as
- an |mpt|ed cnticrsm of thelr career or thelr last t' ive years or thelr Iast 10 years' ,

oin thelr unrt So I thmk |t's |mportant to say, ‘There s no wornes about 1990 to o
- 2000, but this is the way forward.’ ' ot

So yes, there was a tendency to hold on, there was a tendency ln =

. 'obstetncs to hold on to cases; some tendency in paedlatncs to hold onto ‘,

cases, whrch | think was a normal reactlon is normal behavrour But |t was S

,,then yes, it was sllghtly more challenglng in Fumess than say Lancaster to ‘

¢ say, ‘Yes but we have to change because it's actually the rlght thing to do forf ‘
S 29-weeker oral kg baby, this i is the future B Sl e
PROFESSOR l—'ORSYTH So when the first of the major mcrdent occurred you were ,
~ clinical dlrector at that trme weren’t you, around 2008/2009, ~ :

MR GIBSON: ¥es— I was the cross bav lead for. pg_e_ch_a_t_rlc_s_l___n2008th__e_illgl_t@1 G

dlrector was a surgeon

. PROFESSOR FORSYTH So what was your mvolvement" How did you feel sort of
~ from a management perspectrve these were handled? ‘Did you feel as the e

clrmcal drrector you had your place and your vorce was betng heard’? k

n

sometrmes the sort of — people lnterpret these‘fgiif{;:""
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MR GIBSON: Let's see, in — right, so it's October/November 2008, so at that time it
was now directorate of surgery, S0 we were part of surgery. And | was the

lead — | was the cross-bay lead clinician for — for paediatrics. And | was

involved remarkably little in the process for about the first 12 months. There’d

been a short — I'd been asked for an opinion about the jsamcular organism and

the prognosis, so Tony Halsall, the chief executive, ha asked me at some — |
suspect around February or March, what did | think about this particular
sfreptoooccus that had 'b'een grown, because some other people had given the
opmlon that there wasn't lessons to be learned from this because {twasn't— a
Group B Streptococcus.could—be—preudmesoseus. And so I'd given some

~ opinion at that stage. ,
1 felt then, and 1 still feel that the midwives — that too much blame — |

can understand — you know that too much... H
DR KIRKUP: Can | just stop you for a second?
MR GIBSON: Yes, sure.

VDR KIRKUP: Because I think we re going to get into clinical dFtails here.

MR GIBSON: . Okay.

DR KIRKUP: Not appropriate for this part of the interview. o

MR GIBSON: Oh, no, no, { wasn't — no, no, | won't go into any more clinical detail. It
was just that one with the organism, A '

PROFESSOR FORSYTH: Oh, yes but we don't want to go into specif ¢ cases at this

~ stage. |

DR KIRKUP: We will have a chance to do that, but | need to formally draw the first
part of the interview to a close before we get onto that. | |

MR GIBSON: But my feeling is that the midwives were disproporhonately the focus
of attention, and the paediatric team, me included, were incredibly overlooked
and bypassed. And I think a lot of that. ..

| PROFESSOR FORSYTH: How about the obstetricians?

MR GIBSON: | have a suspicion that the obstetricians were less in the focus than
they should have been. But my reading of the — | mean | think there's a

national — | think we've got a very long history that midwives and obstetricians

and paediatricians are very separate entities, and without — yes, so | think it —
so | think we're quite tribal, and my suspicion about obstetrics and midwifery in
Furness is that it was like a dysfunctional marriage where superficially it

12




- R T e Y N T S

W oW W W W R NN NN RN N R R e e e e e e e e e e
B W RN = O VW VO L & BN —~ O OV 0 2 't & WwN —- O

~ looked okay, but it was more like a rnarriage where,"peOple met in the same
house but kind of had their own lives, and would go to important dinners
together but actually there wasn't really — they didn't really feel that these

cases were each other's. And it felt a very black and white, ‘Thisis anormal

" woman, this is a non'nal pregnancy, this is mndwnfery, and then when a o
decnsnon was made that it was no longer standard and normal, then it became
obstetrlc “And then paediatrrcs I'm sure, was perceived by the others as the :]_f‘
babys been born -and they‘re sick. Wheres the paed‘? Get the paed here ,' :

~ And | think people — I mean it's more oomfortable, it's easier fo live and work in
groups like that, and it’s'"harder to be'the”person”atthe' interfaces and' the

~ borders. And I can see that happening =1 thll‘lk that happens natnonally, l,
think it happens = | think my susprcron is in good units it's recogmsed and it's
Eaddressed anci there are tncks and thlngs that people do to addres% it.
I can see when | started in 93 it was ltke that in Lancaster, and it's much,' v
- less so now than it was. But it was qulte apparent in Fumess but ven within
that then, ” bu‘trLbstetncs in Fumess werent really that close. W|th bstetncs in

- Lancaster and mldwwes —-you know and paednatncrans in Lancaster weren't —

weren't really we didn't have a knowledge and understandmg and empathy : k
 with what our gaedlatnc colleagues were grappllng with at the other end of the’ |
district. So it wasn’t - it 1sn’t a umquely Furness phenomenon it was all
: throughout our... : ' ‘ ‘

PROFESSOR FORSYTH And Fumess was an issue because of course the ‘

neonatal unit or special care baby unit was really a Ievel one. unit there Did :
that present difﬁculties because the paedlatnclans felt that it would be |

' inappropnate to accept a baby for this particular unit? Did that fuel some of -
the discomfort’? ' “

MR GIBSON: Yes, and - well even = at that stage it hadnt even got to level one | o

terminology. | think we probably = I m just trymg to think when the networks =
i think the networks were just comtng in then, so we. probably were movmg our’
way towards it.. But it was lnstltutlonallsed ‘more than that, so there are no

: paediatncregistrar trainees in Cumbria, full stop. And there were two or three

— well at that time there were '~ two or three obstetrics and gynaecology -
registrars at Fumess, so | mean | think underStandably;ﬂ the obstetricians;the o

midwives, the hospital had a perception, ‘We're an obstetric unit,” and didn't

13
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have a perception that ‘When these babies are born actually we haven't got a
really big, robust team to look after that.’ ‘ | :
PROFESSOR FORSYTH: It's only when you mentioned earlier on about the
Deanei'y being part of the problem, so to speak.
MR GIBSON: Yes. ,
PROFESSOR FORSYTH: Is this where you're coming from there, that no trainees in
paediatrics but there's trainees in obstetrics? | -
MR GIBSON: Well the Deanery's been part of the solution and part of the problem,
which | think is — so the Deanery, | think, was a force for good in termis of —
‘you know, they were really stroppy with saying, ‘If you can't get your guys’
hours down to this we're going to take all junior, all SHO trainees out.” And |
- remember at the time thinking, ‘Well this is really, really hard.’ ,
But interestingly, the Newcastle Deanery hasn’t done the same in the
north of Cumbria, and actually north OICumbria, | think, is in a worse situation.
So actually the Deanery then saying, ‘Look, if you're not giving good training,

we think there’s a good correlation with if you're not giving good training you're

not giving good care, and you're going to have to address these situations.’
So improvement was — came as a consequence of that.

| think where the Deanery let us down was, and | can't exactly
rerhember, but approximately 2008 or 2009, the Department of Health gave a
special £250 million 'pot’ to expand middle grade trainees in obstetrics and
paediatrics, realising there was a national difficulty with achieving the
European Working Time Diréctives. And I think — | mean | went back to the
original documents and there was nothing said in the documents that it was to
support ST type trainees, it said it was to support European Working Time
Directives. And nowhere in the documentation did it say it was to support
anaesthesia. In our Deanery — well, as the money came into our region it was
given to the Deanery to deal with, and the Deanery added anaesthesia to the
list of specialties that would benefit from it, and stated that if you didn't 'ha\'re
trainee registrars then this money wasn't meant for them. So that meant that

Cumbria got none of this investment, so — no, we spotted — well, we didn’t -

realise that, so we put in — we'd worked out a case for some of this money to
come for a consultant — sorry, it was money for consultants to support the
European Working Time Directive. So we worked up cases for Lancaster and

14
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PROrESSOR FORSYTH O&ay And there hav% been a number of rev;ews of
c?*'idren s semces whfch I come back io n' my co??eagues den t piek that up,

MR BROO:(ES Can I 1usi pwsue the iasi pcfr;at that Ste; Wart was mamg? Was tn-
practzce of Tony w'-s taat noma practce'? Wcﬁia you normalty expecz

, ‘sf;r{nrn the systems to v<= be,n enaaged in !SSU-:.‘S of clinical concem s= us

untoward mdnnta as ci;mca! director or associate clinical d ’ecicr’? And was
mer::fcra this erara"-‘- and dr’ar eni, or was th:s Justihe way v *orkﬂd ? ‘
MR GiBSON Fm not qmte sure why — I'm not sur= how r‘ the case!the compiafﬁz

cam== mfo the s_{s’cnm So l think if it had come inas a — ijus’f don't knaw

- f'exa*ﬂy when ccncems viers ra;acd or if they found a medical compiam; m
not sure hqw it came in, byt {rying to look back at it, 1 think it came 3 m~ldont
“know whether it came m as a very obatntnc thing about ‘the way my family’s

‘bean looked after, apd fve never understood why it was such a midy ffery
o 15:’.!‘5 and wh v i wasnt a pacdi_ c |§§g:, ’,bgggu_a:_.,tq me, there ‘yyas,Jgigiqf '

B pa,dratnc thmgs

ook

fe=dback locps tnat wc Ve go‘ now, and the | mcumna that.we have for child
daatn nenge of that existed tnen but it was odd that i came that way. | must

and tnﬂt iy eupposé the

: eamﬁ, I was very lmpreasnd vﬁh Tony Halaail thax he - you know‘ bkind of

‘ tnouaht oh, this is the nurse in h:m commg out and being at the fmnt of the |

orgamsahcn

| MR BROOKES Butwas it normar’? Wculd you have normally...?

MR GIBSON: No, I'd f never heard of that befcre No, I don't think —no, | on{dn'f
describe that as riormal, | |

MR BROOKES So you were routmely mvo}ved in issues around chmcal quality?

MR GIBSON Oh, yes. So if there'd been — yes, | mean if we had ~ I'mean with

hmdsxght, I mean | thmk its — I'mean |t’s very notxceahle rea!iy in a sensé |

then we kmd of expanded a bit: We’d h-y and have as many resusc:taﬁonA

s
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debriefs as possab!e and we d;d ’mat on both sides of the,BaV (Lancaster and
.Fumess) , o o

‘Soina way, tome l‘s a bit of - — you know, wcﬁ it's anaeymg in 2 way
that we were buil dmg up a iradmon of looking at = t:ney wern usua!%y around
: reeusc:’tat:one, but we wers buildi ing - begmmng tobuildup s cub‘ura of ioexmg
at those ihmgs And yet some — | don't knew it just didn't — maybe it was
because of the hop to St Mary's and thento Newcastle, and ths deatns didn't
‘happen in our trust and we lost — | mean | dzdnt even know this part'r'uiar'
child had be=n born and had died. | didnt know about it for about
four momns

MR BROOKES: Sgo ifwe dont !aek at spec;ﬁc cases, and if you could just descnbe
_how from your perspective, the clinical govermnance arrangememe womed
within the trust, par‘xcularij at the begmnmg, 2007 a'}d through yeur time
there. So how- did you link, in t=rms of ¢ govamance to the directorate to the -
medical director, to the bOard? How were clmlea} issues pureued through the
board?

MR GiBSO’\l Oxay So there was a check in the system s0 — well ons of th— - yes,

 there was an extra layer — it felt as if there was an extra layer of bureaucracy‘

' came when the dms:an or the directorate éirestor of paediatrics was pulled

" into surgery So - arid | can see the reasons, because | think at that ~lcan't .

~ remember, we ez‘ner had seven, or elght divisions, and everythmg was

- streamhned back into five directorates So previously it wou!d have been very . |

easy to get aH hauled up at our regular cycle with the chtef executive and the

'senior ofﬁcers to look at a whole variety of thmgs on a-we drdnt call it a.:

dashboard then, but anyway, a whole vanety of thmgs mcludmg chmca!-'
govemance things. . ‘ _ '

. Whenwe went inta surgery there was jus’c another whole layer that you |

-went through S0 anything that was happening in paediatrics and obstetrics ‘

and gynaecology stepped into the — want into the surglca! whlch included .

anaesthesxa went into their process, and instead of me doing it because | was

now ~ | was then the clinical lead it kind of got &steaesea-;e me into the

surgical system,
~ lthink the other thmg that's worth pomtmg out,  mean at the time | thmk
the most sophtstxcated yes it's kind of — yes lt’s surpnsmg in'a sense, but |

17
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think the most — the most sophisticated governance was act‘ua.lly hap_pening in

obstetrics, driven by the CNST process, and people wanting to move up in the _

hierarchy of banding. And to me, they were the envy of how to go at things,

" you know, so there was funding for a govermnance midwife,‘ there was funding

for — you know, to help with writing protocols and to make systems work.
But...

MR BROOKES: So were the processes clear? So if you were a jobbing clinician

working in paediatrics, for example, or’an'y other area, if you had a concem
would you know who to go to? Would you know how they would handle that,
how things would be resolved, or was it less clear?

MR GIBSON: No, it was less clear. And the systems — yes, and the system that we

have today is completely unrecognisable to the system _then them, So there
was no — I'm not absolutely sure today whether we've truly got a culture of no
blame and a culture of learning, but most certainly then we didn't have that
culture.” So it would be fine for people like me to swan into say one of our
resUscitation debrief meetings and say, ‘This is all about learning, and we've

only brought together the people_who were involved that are here taday,’ but
you could tell from staff that they didn't trust this no blame — this statement that
the culture was a learning culture and a no blame culture.

MR BROOKES: Okay. Just going back to somethmg you were discussing and you
were descnbmg with Stewart about when you're going on your visits as clinical

| director, and these were felt as intrusive by the clinicians. Did you spot things

which you felt were not 'being appropriately done when you were doing those

visits? 'I'm just trying to understand: whether — you know, anyone feels i

someone’s looking them then it's slightly different and concerned, but did you
do that because you wanted to get to know them? Did you do that because
you had concems about their clinical practice? What was the. mohvatlon
behind doing that?

MR GIBSON: So my motivation for doing it that way was | wanted to be part of their
~ team and | wanted them to be part of my team, and | snngularly failed in that.

MR BROOKES: Okay, so that énswers that. So then what did you fi f nd? Did you

| find anything that concerned you in terms of the way in whlch they were

operatmg"

18



1 |MR G'IVBSON‘:‘" Yes,,j:fl?would just describe it as a mess. There weren't enough
2 consultant'V""pyaedlatrit:ians,‘ there just wasn't "en'ough stafl. There was a
3 management camp and a ctmlcal camp. There was a paedratnc:ans camp« "
4 ~and there was chlldrens nurses’ camp.. The doctorlnurse relatlonshlp Iwould
5 | descnbe as a 19 i0s. relatlonshrp. which was just in huge marked contrast to‘f
6 »,Lancaster . t, , , : e
7 Part of it is my personal style so | know frorn startlng in 1993 like l was i
g really — the best places that I've worked randomly over the years have always t
9 'been places that with hmdsrght that | could see actually the consultants met
10 every week and had a coffee and an hour together or somethlng like that. So ,
11 ~in Lancaster, from’ about - probably about 1997/98, sornethlng like that, we
12 eventually, ‘with false starts.and,whatever,,eventually got;ourselves uptoa
13 . sy*stern:with the *hree of ,us,f and isometlrnes our community oolle'ag*.les,' we
14 - would meet regularly.;ﬁ*And that's still running today, and | still think that's a
15 really good rnode to-| 'w0u|d encourage people to try to do that. E
16 , ' The guys in- Fumess didn't want to meet regularly and they Lertamly
17 | didn't= they weren’t happy with the senior nurse and our senior manager and o
18 perhaps the ward sister joining us for an hour on Thursday afternoon, but
19 . that's what I -1 krnd of pushed and hung in there and pushed for that, but |t"
20  was - people dldn't want it. And then there were lots of things that needed
“21', i change 'so in a sense that's a very processy thlng, but there were lots of'
22 thlngs | felt there were lots of things that would have been posmve = | knew
23 they were posrtlves and negahves so | really llked the sound of the way they v
24 had this — what they called a ground round ona Monday, where the person
25 that was finishing the weekend kind of gave a big handover to the whole team .
26 - on the Monday. | thought there were going to be lots of nuggets in there that -
27 we could think about lmportlng down to Lancaster, but | thought there were
28 lots of things that we could be bringing up from Lancaster, but there just was a
29 lot — there was a lot of resrstance to dorng it.
30 So avery easy one is the rotas like the Lancaster rota is platmum You
31 know. my colleague is beating us up at the moment . because therotafor next
32 ~ year is about to be printed so I'll know every weekend I'm on call, my holiday
33 and whatever. And the Furness thmg is like people give two weeks’ notice
34 that they were going to take two weeks holiday and leave one consultant
19
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there. So that's it on sort of a very processy thing, but then when it comes to
things like resuscitation or management of sick children and whatever, there
were an awful lot of things that needed addressing and sorting out.

MR BROOKES: Okay. I'm just conscious that you said when you were talking about,
that you still had concerns about the safely of children's services now. | just”

wondered if you could expand on that slightly. o
MR GIBSON: 1 don't think anybody — | don't think anybody grasps the whole of child
health, and | think everybody comes from their tribal camp with their views.
And | know and — you know, so | know, and I'm very close to colleagues with
some of the commissioners and some of the acute guys and some of the
community guys and some of the GPs. | think the GPs don't understand the
complexity of trying to run a 24-hour service in a DGH. And it's only because
of pkessures from multiple inquiries and things like that that people understand
we're going to need more than four cons:Lnts to run this service if we want it
to be 24 hours of service. And quite often | talk to GPs and _the GPs say,
~ Well, it would be great, we can have these..." let's say you're expanding to
nine consultants, _and they you say, ‘well we can have them-woﬂ<ing out on
practices and networks of GPs and then they can do the on call.’ And th;are’s
‘just the naive innr}cence’ of how complicated it is to run a 24-hour rota, and it
doesn’t matter whether you're looking after 750, 000' patients or whether you're
looking after a population of 70 children. " If you want to run a 24-hour round

the clock service, there's just a minimum number. -

So | think not out of — not for any malignant reasons, | don’t think the
GPs have a grasp of the total service, and | don't think they have a grasp of

‘what community p'aediatricians are up to, but also | don't think the
commissioners actually fully understand it. They're trying hard to understand "

but don’t understand it. -
MR BROOKES: So if | was to repeat back what I think I've heard...
MR GIBSON: Sure.

{ MR BROOKES: ... lack of understanding as commissioners.
|MR GIBSON: Yes.
MR BROOKES: And primary care, about the cdmpléxity of what's doing, staffing

issues and culture,
MR GIBSON: Yes.

20
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MR BROOKES Are those the key lssues'?

| MR GIBSON: Yes . :
|MR BROOKES Okay Thank you. - e , |
' DR KIRKUP Yes m just p|ck up, | thmk one lssue in thxs part of the |ntervrew S

wl\xch I need to go back to this situation round about &)5/06 1 think, when you
descnbed a dysfunctlonal unit, extremely dysfunct:onal i thlnk you sald and a
- mess. | | & o

| MR GIBSON: Yes.
IDR KIRKUP: What was it brought that to your attentuon’7 = ,
' MR GIBSON 1 would say everythmg really So if you talked to any of the clmlcal

durectors, they would just say, “This is. really, really diffi cult So |f itwasa
Furness dlrector commg and looking after: Lancaster they'd ;ust say, ‘This is - |

s %ally, really dn‘ﬁcult And it was particularly true the+ if I was llstenlng to the : "

: 'Lancaster chnlcal dlrectors who were then ¢ omlng eevemag across o Fumess : | |

nd the sort of language would be - |t's a blt hke the ‘Dementors from- Harry l
1otter or. somethlng. lt's really. really dralmng, to ctrange anythmg is really. e
 really dificut. - , . : o
DR KIRKUP Yes I understand there were: organisatmnal complexmes and the‘f"j?“[

- dlft'cultles of the merger and all of that, But what was it made you thlnk that -
the paediatric unlt in Fumess was so particularly in ‘need of attentlon because s

you clearly did from everythlng that you've told us.

MR GIBSON | thmk my diagnosns is made by looking: at the staff as opposed to. o

lookmg at the patlents So there wasn't data that | could put my hand on and
: say — you know at that tlme | didn't have. access to data that says the Iength -
. j kof stay for asthma cases or the length of stay for fever or whatever Butitwas
just that the staff relatlonshlps were just —as | say. they were very 19605 s
- and... ' ‘

| DR KIRKUP: How did ydu know? You're a clinician, you've got responsibility acr'o,s“s .

- the bay. but how would you know what went on in the FGH umt'?

MR GIBSON: Well | didn't — 3 reckon 1 probably scratched the surface was
. spendmg — | spent a day a week minimum, so 1 went across every Thursday" '

and amved at half etght and came back at srx : s
DR KIRKUP: 0kay, what did you do on a Thursday and what drd you see that made L
you concermned?
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MR GIBSON: Okay, so | - at first | used to do a clinic about every three weeks, and

1
2 that was dysfunctional, so — it was almost as if the consultants' ward rota was
3 written by the lowest level of clerk,that the NHS employs, because she had to
4 work out when people Were doing clinic, and you just thought this is — doesn’t
5 anybody see that it's not appropriate for this Wbman to be pulling her hair out
6 because consultants aren't coming to clinic, but she shouldn’t have been trying "
7 to work out who was doing the ward this week, So if somebody was doing“a
8 ward — or she worked out if the person was doing the ward this week then oni_y
9 - put them in for one clinic or something like that. But it was actually because of
10 -what she was writing down, it kind of implied who was doing the ward that
1 week. | o |
12 And then if you — when | sat in on a handover it just felt — it just felt ‘this
13 isn't smart, this isn't slick’, and different consultants are giving out ve
- 14 different messages to ott:tr guys. And occasionally patients would get moverj
15 from one consultant to another consultant and you think, ‘Why is that
16 happening? Do the_guys‘ think this guy’s better or are they —is it a bitof a tu
17 war who was actually on call the night béfore?‘ ;
18 | DR KIRKUP: Okay, you're getting signals that maybe all isn't well.
19 |MR GIBSON: Yes. | o |
20 | DR KIRKUP: But they're fairly superficial signals. What did you do to look in a bit
21 more depth? = ’ 4
22 | MR GIBSON: |- maybe | - I'l keep thinkihg about what was the evidence that | feit |
23 that it was wasa't dysfunctional, but the things that | was trying to do was to be *
24 there every week, to have a meeting every week, to make it multi-professional
25 with nurses, manager and consultants. To encourage people to write, that we
26 would have cross-bay guidelines, that we would have the same on all sites,
27 that we would aim for the same standard on all sites. -
28 I suppose the consultants in Furness were qaite “correctly, | think,
29 jumping up and down that there wasn't enough of them, and they needed
30 more consultants, And there was two — you know, the noise grew loud
31 enough on two occasions, like this built 'up over a yeaf. so there was one
32 occasion when lan Cumming actually came with the medical director and
33 listened, you know, sat down and have a very long listen about the need for
34 more staff.
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|DbRrR KIRKUP: From what you ve sard to us. earlrer though there were other problems

Leaving the stafﬁng asrde for a mrnute the stafﬁng by rtself doesn t create an .
‘extremely dysfunctronal unit. - It might create an extremely pressunsed unrt but#*" :
it doesnt create an extremely dysfunctronal umt 'S0 what was gomg on that @
created an extremely dysfunctlonal un ? R : -
MR GlBSON I think lt was the behaviour of lndlviduals and the behavrour of groups .

; So just to slightly rehash what we sard before | mean | thmk the mrdwrves are ‘, ik

working here in one group. (o} and G Obstetncsw and G aecol,

doctors i m one group, paedlatnc doctors in one. group and chrldren s nurses in
another. ‘And then within that they were working as indivrduals so | could see e

| ‘that each consultant paedratnclan did hrs own thing And actually when you:, e

QNG + well that they dld their own thmgs thelr
own way So if one obstetncran thought |t was all nght to look after tnplets at |
Fumess he would look aﬂer triplets at. Fumess even |f somebody else one of ?
hls other colleagues mrghtnt agreeT«

! there was an absence of the sort of govemance WhICh happens around the
* water cooler and the coffee kettle el : ~

: DR KIRKUP ‘And based on partrcular rnstances of cllnlcal care'? : G
MR GIBSON: Yes, lcould-lts mterestmg, the mdrvrdual - yes, |t's lnterestrng The
individual cases - it's funny — yes. Yes, | could pull out mdwrdual cases andf o

! I'd say well | was unhappy about that I know that partlcular case or
DR KIRKUP I'm not necessanly Iookmg for any rndlvrdual case. L

| MR GIBSON: No, no — ~yes.

DR KIRKUP Nor am | suggesting that they all have to be significant lncidents but[-
you are baslng what you're saylng on mstances of clmrcal care where whatf e
| you saw didn't match up to what you expected to see S
MR GIBSON: Yes. But I think the main plece of evrdence the maln driver was
wouldn't be good for the chrldren So | thmk more of - [ think the way [ felt,
- and | think it probably was feehng rny way into it, was more by looking at how
the professronals are behavrng to each other and then by |mplrcat|on the
effect that that has on what must be comlng outattheend.

DR KIRKUP Just by impllcatlon or did you see thmgs that concemed you"

ith hlm So there wasn't that sort of =




MR GIBSON: Oh, no, there'd be stuff that | personally would have cried if 'd done
that, and have been really upset if my Lancaster colleagues had done that.

| DR KIRKUP: Right, that's what | was trying to get at, thank you. You were
sufficiently concemed by that to take some remedial action, which then

'prompted — how can | describe it? 1 don't want to put too rTnany words into
your mouth, but a backlash from the paediatricians in FGH. And that took the
form of allegations against you?

MR GIBSON: Yes, | was — yes, the allegation was that — that my — well, yes, the
allegation was that | was just the same as all the other clinical dlrectors from

Lancaster who had been sent up to Furness, which was that | was overbearing

and bullying. ‘

DR KIRKUP: Okay. And the reaction to that was?

MR GIBSON: So the reaction to that was there was a formal inqtrry, so the chief
executiw.f passed it over to HR to make a formal investigation.

DR KIRKUP: QOkay, hang on just a second. | think you mentloned IT incoming chief

executiv

MR GIBSON: Yes.

DR KIRKUP: The first time that you mentioned this.
MR GIBSON: Yes, '
DR KIRKUP: Can you just identify...

MR GIBSON: Yes, It was, it was still Ian Yes, this all happened at the time of

lan Cumming.
DR KIRKUP: So it waSn't the incoming chief executive; it was lan Cumming.
MR GIBSON: Oh, sorry, my apologies. |
DR KIRKUP: | think ybu sald the incoming chief executive.
MR GIBSON: No, sorry, | meant — it was the chiéf executive, lan Cumming.
DR KIRKUP: Right.
MR GIBSON: Sorry.
DR KIRKUP: My ears aren't as good as..
MR GIBSON: No, no - well no, sorry, | hadn’t spotted there was — such a close...
DR KIRKUP: Okay. Were there any other formal investigations of clinical dlrectors
going on at that time or subsequently? Let me just explain that.
MR GIBSON: Yes.
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DR KIRKUP: You said"that‘the allegation ‘wa‘s‘ that like all fhe other clinical directors |

from RLI, you were overbeanng and bullymg, but yours resulted in a formal , ,‘
nvestlgatron 'Did any of the others? g

MR GIBSON: Not that | know of.
| DR KIRKUP: Why would yo‘.lrs then?

MR GIESON: Well my — yes, my analysis has always been that it was a tit for tat that

because I’d drawn a lme and put a boundary and it had been crossed and I'd -

then taken it forward, that thls was a push back, a hit back to it.

DR KIRKUP Okay And what form did the lnvestlgatlon take? I was done by the;'

~ director of HR'? T , ,

MR GIBSON Yes, lt was - or, yes -a senior member of HR called {John Barstow-}: o

~ ledthe mvestlgatlon S : e ,

DR KIRKUP And the outcc*me was" e o N : i .
MR GlBSON lm trylng to think. It was - thlngs just camecl on as normal Al Was* :

:g, ,wntten down on pap r, and that thlngs just carrled on as normal | mea wuth A

~ hindsight, | would tmth hindsight | would have preferred that the Trusll had,{,‘f]ﬂt |

- handled it differently, and also | would have handled it dlfferently Sol thlnk it

~would have been better for lan Cumming, the chief executlve to have a .
dlscussmn with me and say, 'What's this about?' And wnth the benef' tof
; | hlndSIght if he'd just thrown it out and said, ‘You're our are clinical director; | o ‘
want you to be clinical dlrector and we'll support you.' ' ” ‘

|DR KIRKUP Why didn't he do that?

MR GIBSON: ldon't know. |don't know.

? DR Kl RKUP Did you have a conversatlon wlth hlm at any stage'?
MR GlBSON No, no.

DR KIRKUP: How long after that was it that he Ieft" ~ : :
| MR GIBSON: It's = - yes, probably a year, | can't qunte - l'rnean | could chase the

dates down, but we're probably talking about a year to 18 months. i
DR KlRKUP Okay. Right, a couple of follow up questlons on thls then What was
communicated to the organlsatron in general? :
MR GIBSON.: About the mvestlgatlon'? ,
DR KIRKUP: Yes. | mean everybody must have known about it.
MR GIBSON: Yes, I'm not sure how widespread it was actually.
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DR KIRKUP: Okay then, what was communicated to you? Did you get a formal

letter? .
MR GIBSON: | got a full oopy of the — | got a full copy of the report which was given
to lan Cumming, and that made me think I've slightly been a bit naive here.

So | was encouraged to look at the totality bit and see was there learning in it

for me, and could | have done things differeritly? And there definitely was.

-And so with hindsight, 1 felt that | met — | took big steps forward and said,

‘Actually, now that people have explained this to me | can see how joining

ward rounds without a proper explanation and without some in depth pre-

discussion could be seen as intimidating and intrusive, or joining in —just...
DR KIRKUP: Did you feel it was a kind of rap on the knuckles for'you?

MR GIBSON: Well | felt that my colleagues didn’t make any attempt to meet me

halfway. They just bunged in a complaint and I'd taken this step, and that

nothing came from fhat And as a consequrnce of that, reélly my last — you
know, between that happenmg and then us going into surgery, | became much
less effective. ,

DR KIRKUP: You said you felt muted when you described it the last time.

MR GIBSON: Yes. |

DR KIRKUP: Yes. So you must have taken that as some kind of, perhaps not formal,
but there was some kind of implied reprimand in there.

MR GIBSON: No. | think the organisation was: vwong

DR KIRKUP: Yes, yes, but...

MR GIBSON: But|was muted, yes. So I didn't...

MR BROOKES: Look — sorry, it's exactly the same point, I'm just trying to clarify in’

my mind; were you formally reprimanded — what was the formal outcome?
MR GIBSON: No, | didn't have a formal reprimand. There was an investi - I'd
- actually have to go and read it again. No, there was no reprimand or..

MR BROOKES: So why did you feel muted if — you weren't, you obwously didn't feel

“vindicated by the report into what you'd done.

MR GIBSON: Yes, | just felt that it was harder for me to — | mean | tried not to flex

authority and use authority, so | tried to be more participative, but | found it
harder to do that. So | wasn't formally — so I'm obviously not twngglng the
questlon properly
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‘ DR KIRKUP: No, no, | thlnk the question that 1 had next on my Ilst was what was

' commumcated to those paeduatncuans who had ralsed the compiamt

MR GiBSON Idon’tknow Idon’t know o R

DR KIRKUP: ‘Because it seems to me thats the wtal part in all of this, So unless you
knevJ that they had been told that their complalnt was k

MR BROOKES: Upheld or not. | & |
{DR KIRKUP upheld or not then you are gomg to feel muted You re bound to,

“aren't you?

|MR GIBSON: Yes, yes i mean things drd =1 remember thlngs did get very difficult -

- then; so we used to —as | say, we used to have a meetmg from four t|Ii five on'} l
Thursdays, but it got to the point. where the consultants would lock themselves "
in one of their rooms from three till four to have a meetmg before they would

o thenq come out and join me and the senlor nurse a+ the manager and

: whatever And - - yes, | was muted in the sense that |- coutdnt invite myself

~into Their meetrng

And then that =1 mean it would yes it would Je quite fun - i meani?-y S

I've put—1 mean | can get the report quite easniy because it's sitting in one of

- my appralsai folders, because | leamed a lot, you know, | personally learned. |
suppose | walked away thinking | learned a huge amount from this, and | dont

o think anybody else did. 1 don't think the organlsatlon did, or my colieagues ,

" but you know, selfishly i thought well Ive learned lots here ~And then quite

soon after that then we went mto the diwsron of surgery, and the
responsibilities changed agam s ' G SRTE IO

DR KIRKUP Okay And agaln 1 just want to-1 thlnk this is my iast one on this, but‘“'

| just want to test this out really. ‘ : i

MR GIBSON Sure.

DR KIRKUP You' ve got here a clinical dlrector whao's faced with what heseesas a
difficult bunch of coiieagues in one location. They're extremely dysfunctional,

- the service is a mess, | think you ve said. He tries to take some steps; they
react against that, the outcome is unclear to: everybody, but it certainly is not

that: here's a clinical dlrector trying to set about improving the service. Am b

right about that‘?

| MR GIBSON: Correct, yes. And | can see — 1 oan see that's repeated itself.. So | see' K

lots of reaIIy commrtted reaiiy good cilmcal staff who've stepped up to the v
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plate and have been destroyed, have gone off sick early, and | think that we in
a sense haven't been given — and | don’t know how generally that is across

the NHS, but ~ so if we go back to that thing. | felt that | was given lots of

support, and | was. | don't have to re-describe it; | felt that | was given lots of
suppbrt, but actuaily | realise now there was another sort of support that |
didn't realise | wasn't getting, which was to say...

DR KIRKUP: Backing your judgment.

MR GIBSON: ...backing judgment.

DR KIRKUP: As a clinical director.

MR GIBSON: And I've seen that with lots of the — the nurses have ended up taking

early retirement or going off sick permanently and stuff, where they've stepped

up. And there seems to be two parts to that. One is they're also — they're not
given a wing of protection|and saying, ‘You spent 15 year or 20 years
becoming this gbod as a clinician, but actually you need a whole bunch of
different support.’ And it's not just about going for nine days to the King's

Fund or something like that.| And | think there's another component that when
things go wrong | think people who have got a long career in management'are
more robust at protecting themselves as individuals, whereas the clinicians are
sort of saying, ‘Well actually that is my fault, | didn't..." you know, they're used
to saying, ‘actually | connected the wrong drug.’ You know, from the
environment where they've come from,. they're often the fall guy, 1 think. Sol
think that's... '
DR KIRKUP: - Okay. Any follow ups on that?

1 PROFESSOR FORSYTH: If | can have a couple of...

DR KIRKUP: Yes, goon,

PROFESSOR FORSYTH: One is your relationship with the clinical director for

obstetrics and gynaecology, how did that work? Because clearly your services
are related, particularly around — did you feel that you worked well together,
that you felt you were being involved in some of the issues, pérticularly around
obstetrics? My understanding, there was a clinical director based down in
Barrow. . |

MR GIBSON: Yes, so the clinical director at the time — yes.

PROFESSOR FORSYTH: So how did that work? |
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" | MR GIBSON: Can | use hame‘s*? lt‘Was just - yes, it was a Fumess based clinical

1

2 dlrectormYes - no we dldnt - e didn't succeed at linking ;:up.* 'vThere just

3 wasn't joined up worklng L | .

4 PROFESSOR FORSYTH: Why, were there again was thls a cultural thlng oris it

; ,5:" . professional? - e e T o

6 |MR GIBSON: ltis a cultural thlng So | mean a common scenano would be a
7 ~ neonatal nurse would ring Mrs Shannon, who was the head of children’s

| ~.nursing, and say, ‘Look there’s a pair of - I dont know — 33—week gestatlon«

9 | - twins, and they're gomg to deliver them here “And the. obstetncran wants to
10 3[ - deliver them here, and the consultants p_aedratncran s won't say anythrng —the

spaedlatnc consultants won‘t say anythmg to the obstetric consultant.' So it
would come through to Mrs Shannon it would come through to me, and then I : j :
~ would ring the ONG clinical drrector and with somethmg as kmd of that clear ,
o cut that actually the nght thmg to do here, |f it's safe, is to transfer the bables. A

5 : - he would intercede and make that happ . s
; I6 '  But that would happen at that lvel but on a ‘more. general level in .
17 | terms of writlng guidelines and protocols and things together that didn't
18 | " happen. It would have been great because | was — you know, I'd have loved
19 - to have jomed up because they had a lot: of resource that because of the
20 - ~ CNST fundlng that came in to aIIow them to create extra staff to do things. But |
21 we justdldn't =} mean | think we've got to that matunty now but 1ust right at i
22 | thatpointin the middle of the 2005 to 2009 or something. ; |
.23 | PROFESSOR FORSYTH: And so did you have snght of, for example some of the ‘
24 ~ reviews that took place subsequent to one or two of the rncudents moludlng' il
25 the Fleldlng Report did you see. that? i :
26 |MR GIBSON: Yes, | had to go and - yes, yes lt's mterestmg. :snt |t what — the - :
27 . reports were just commg throug-h. 1 suppose. as | — just as paedlatrics and o |
28 gynaecology were leaving surgery and setting up as their own — asa different
29 - -directorate again, and | was just—so | had to go an'd:" look for those, so | have
30 seen the Fielding ’Report Yes, and [ was just gradually gding out‘of the loop
31 ' because my role, that was kind of moving sudeways lnto other thlngs ,
32 PROFESSOR FORSYTH And the Paedratnc Revrews that have been subsequently
33 undertaken you were involved in these were you'?

34 | MR GIBSON: Yes I'm trymg to thll‘lk of how many there have been but
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PROFESSOR FORSYTH: There was the Craft Report and the Mitchell Report.

MR GIBSON: Yes, so the Mitchell — so Mitchell, | was instrumental in him coming, so
Peter Dyer, who was the clinical director at that time, said that the board
wanted to know - to understand paediatrics and child health better. Well, in
fact what he|said ewas he wanted to.und‘erstand ophtha_!mology ecause they
thought ophtLaImology were pulling the wool over their eyes, and they wanted
to understand child health better. | |

PROFESSOR FORSYTH: Metaphorically speaking.

|MR GIBSON: And they wanted to understand paediatrics better because they felt it

was complex and they needed somebody from outside, and someone gave
me a recommendation for Andy Mitchell, so he came and did a report for

University Hospitals of Morecambe Bay. And what was very interesting about -

that was on his first verbal presentation back, the chief exec — Tony Halsall
had invited the chief executives of North Lancashire and the chief executive of
Cumbria, and they both sent senior representatives. The Cumbria people took

it really, rea*ly seriously. You know, their nose was out of joint -+ both parties’

noses were out of joint, demanding to know what the hell a provider was doing

commissioning'a report of this nature. The Cumbria guys, within about five

minutes, were quite happy about it, and subsequently approached Andy -

Mitchell to do a second report with a slightly different question on their total

footprint. And the North Lancs people were never interested and just didn't

want to play ball with it at all. So that was that one.
And, yes, Alan Craft's one, and — yes.

PROFESSOR FORSYTH: Okay, just as a final point, do you feel that the children’s.

services are getting somewhere?

MR GIBSON: Yes. It feels — yes, it's been really noticeable...

PROFESSOR FORSYTH: Since you've come back you feel it's... /
MR GlBSQN: Yes, I've come back and it's almost unrecognisable. | mean there's

lots of things the same, but the culture of the whole organisation feels different.

I've got a very Lancaster-centric view now, because I'm not doing any clinical

- work or travelling up. Oh,l it's — yes, and it will polish. | mean it's a bit clonky
at times and a bit ham-fisted at times, but you think, yes, the journey has kind
of raced on. |

| PROFESSOR FORSYTH: Okay, thank you.

10.
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DR KIRKUP: I'm Dr Kirkup; 'm chairing the Panel. Il ask my colleagues to
introduce themselves. |

bR WALTERS: I'm Geraldine Walters and l';'rl director of nursing at King's College
Hospital.

MRS GILBEY: King's College? )

PROF FORSYTH: Stewart Forsyth. I'm a paediatrician and medical director from
‘Tayside, Scotland.

MRS GILBEY: Hello.

1 DR KIRKUP: 'As you can see, we're recording proceedings. We will make an agreed

record after that. We sometimgs have family members present as observers
during inten)iews. As it happens, there aren't any ét the moment, but they will
have the ability to listen to the reTcording -

MRS GILBEY: Of course.

DR KIRKUP: - after this, they'll be able to do that. Yod'll also be aware that we've

removed telephones, recording devices and so on from the Panel and from

anybody else who's present, as well as yourself. That's just to underline the

importance that nothing that we talk about today goes outside the room until
we've produced a final report with everything considered indcontext‘. Do you
have questions or not? Okay. I'd just like to ask a general question to start
with and then hand over to Geraldine. Can yéu tell me when you started at
the Trust and what yﬁu've done sincé then?

MRS GILBEY: I've been‘at =I've been in Mort-;cambe Béy for a long time.

DR KIRKUP: Pre—Trust?

| MRS GILBEY: Pre-Trust, alright?

DR KIRKVUP: Right, okay, Yes.




1 MRS GlLBEY So i just go back to Trust shall I? Yes My husbands jOb we '

20 ,moved up We hved in Wales we moved up here l thmk [" naudible] trme 1
3 h ,'was ward manager for about 18 years Well in my career not Just there and,

4 ’ . thenl went into management | became -} | thlnk they were called nursmg : .}’
5 5N I ofﬁcers in those days And then ‘when the Trust merged - oh no, | was a
- 6 | ,deputy dlrector of r nursmg, sorry, in Kendal in the ’903 —Just in Kendal Then

7 ’ the Trust merged and | became semor nurse at Westmoreland General and L

g : worked half trme there and half tlrne for the medical dwusron Then after two"f:'" |
9 Co years, | became semor nurse and eventually became senior nurse across the" 8
10"’ [bay, because the other two people on. thf other two srtessrdee left if that', o

' :“’ S| makes sense and then L worked for the director of nursnng, and then she,

12 "v' ,’ o «,declded to Ieave and | was asked to do an Lctrng jOb for six months - three to ’
"13” 1 six months l actually dld |t for 18 months 15 thrnk you ‘must thrnk that is
14 ; .‘strange and [ I explarn why that happened ' |

15 PROF FORSYTH Sony, what date was that‘? What year are we on to now'?
16 | MRS GILBEY: Oh about 2006 '
17 |PROF FORSYTH Rrght

8 MRS GILBEY: And S0 why ;—t:the“chief exec that asked me to do it left within a couple”j:; :

19 . of weeks of asklng me We then had an actlng chief exec for four or five
20 1 months and then the pennanent chlef exec came into post So F stayed asy"f
21 actrng drrector over that srx-rnonth penod The dlrector of - the chief exec Sald

22 ' that he would be going out to advert, and | said, ‘Frne lt was not a [maudlble]

23 job. And Iwas in my 60s then It was never a jOb l was gomg to apply for. So,

24 -~ he said, 'lm gorng out to advert,’ and | sald ‘Yes, that's great He sald Wil T

25 you, you know talk to the candrdates?' and | said, ‘Yes of course | will! And :
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he appointed somebody. They were due to start — now, are you going to ask
me exactly when? — but | think it was September/October. That period, at the

end ef 2007, because we have to give four months - three or four months'

notice,_(ap@_uWeMM. Two days before they we‘re due to

come, due to personal reasons they didn't come. So, that was why my acting
stayed en acting for a long time. Does that make sense?

DR KIRKUP: Yes. And wﬁen your'acting period came to an end, that was because
they did appoint a substantive director of nursing in 2008.

MRS GILBEY: They got a substantive — when | finished in July 2008, they actually

had somebody substantive then who I'd actually been in contact with for a few .
months, because she again had to give, | think I'm right in saying, four months'

notice, becausT | think the Trust where she worked, there would hﬂve beena

foundation; they wanted her to do some work. But she used to come on; we
used to discuss'things so that the handover wouldn’t be —

DR KIRKUP: Okay. And‘ what did you do after that?

MRS GILBEY: | became her deputy.

DR KIRKUP: Right.

MRS GILBEY: Until | retired in — | was 65, so that would be — sorry — that would‘ be
2010, |

DR KIRKUP: And when you were deputy, did that have responsibilities across the g

three sites, or was it just for one site? It was all three sites?

MRS GILBEY: Al three sites.

DR KIRKUP: Okay.
MRS GILBEY: Alright?

DR KIRKUP: Thank you. il pas's you over to Geraldine.
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DR WALTERS So when you were a senlor’nurse across the bay, what specualty |
were you ﬁnaudrble]" Was it [|naud|ble]? |
MRS GILBEY: Well there were three of us and we al! had to ﬁnd roles This was in
2004 time, yes? And mine *tere return to pract_lce, edueatlon and traming, and
safeguarding of vulnerable adults — plus other bits, but they were a ot of my i
main remit. ‘ :
DR WALTERS: And your clinical role was In what?
MRS GILBEY: When | worked hélf,tirﬁe; | worked half time for the medicine division,

My history of being a manager was always in medicine — [coronary care?].

DR WALTERS: Right. So did e*he board ,experienceﬁthen, from 2006, what were |

the big issues going on while you did your [inéudible]?

| MRS GILBEY: One of the bi_gges't‘ issues that affected me was the increase in MRSA ‘|

bacteremia. We had a real issue with MRSA bacteremia_as the numbers were were
gorng up. They actua!ly employed sometrme at the end of 2007 a consultant;f
‘nurse, because it was a real concern We had some safeguardmg issues as‘ s
well, safeguardlng adult i rss‘ues‘, if I m - lcan't remember exactly, I'm sorry, but '

- we did have them‘ ,

DR WALTERS Anywhere in partlcular or-—

| MRS GILBEY Yes. We had a unit that was separated from the main site. | went

and did quite a bit of work in there, and realised that loqking at hlstoncal cases i
. that unit needéd to be brought into the main building; |
DR WALTERS: So MRSA bacteremia and safeguarding.
MRS GILBEY: Yes. ’

DR WALTERS: What sort of things did the board sort of want you to tell them about

ge’nericaily about [inaudible]? |
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MRS GILBEY: We had — there's a word ~ not [inaudible] —appointed appointments;
there's a special word for it, Somehow | just can’t remember. And we used to

look at that on a regular basis. | think we had those every month apart from

'August. and théy were very — | mean, they wéc{e around the 98% A&E

attendants-given—to—mel2}-target to be seen within four hours. There were

other aspécts of quality, definitely, in those reports. 1 totally just can't
remember off‘ the top of my héad. At one time, though, a report did go to the
bbérd regarding maternity.

DR WALTERS Oh, right.

MRS fILBEY That was following the Healthcare Comrm ion survey that was done

in 2007, Two papers went to board dunng that time: one to say that it had -

‘been done, and a further one that said it would b’e reported on ata further
board meetmg

DR WALTERS: And was it positive or...7

MRS GILBEY: Yes, it was.

DR WALTERS: Were there any concems about maternity while under that board?

MRS GILBEY: You know, | have to be totally honest and say | don't remember

anybody, or the head of midwifery, coming to me and }sayi‘r]g, ‘Hey, please

come. We've got a concern,’
DR WALTERS: Right,
MRS GILBEY: And I'm sure | would remember that, but | don't. If there was any, |

honéstly don't remember. But | don't think there were.

|DR WALTERS: Did you have any involvement — direct involvement in things like

serious. incident reports — anything like that?



| l : MRS GILBEY The govemance departrnent was drrecﬂy managed by the medlcai f

ik d|rector at the tlme but we had an’ excellent working relatronshlp l dont
3 i : remember hrm speaking to me about anythlng - anythlng whlch would have
:4 e caused me 'concem | can’t say no-one ever drd but nothmg -1 feel because o |
5| | remember certarn thrngs, 1 would have remembered that but Im sorry, 1 havev s
e ~ tojustbe honest I don’t remember | |

g DR WALTERS So it wasn’t part of your role to sort of attend sort of ek = or;{;' 2
| meetings about senous mcrdents or anythmg like that?. e

9 |MRS GILBEY No.

DR WALTERS A*hd dld the board get a view of serlous mcrdents or any informatlon'? :

1 MRS GILBEY: Yes, it would. The information was discussed. It defnitely waS”[é

g 12 i drscussed ‘ Every week the board met I'm just trylng to. thmk They were,_:j .
13 drscussrng you know big issues were dlscussed at the actual rntel{-’?-]—board'f'”' '
4] ~meet|ng«thatf you know. you have every week

o 15 'DR WALTERS Wrth the non-execs and DR KIRKUP and— :
16 |MRs GILBEY: No, justthe- |

17 |DR WALTERS Just the execs.
18 ’f MRS GiLBEY:f»Just the,execs, and then we met = | mean, we had'one ncn-eXectvvho o
L , ,',‘19"” Lt took an ‘intere3t7in“ risk 'cornplaints&'v_ery much so.. She was very active |n that '
2 area, ifzimay say. ’ | _ " | ,,
- 21 |DRWALTERS: So, it rnu'st’ve been sort of towards the end of the time that you were o

22 ~ acting into the,role,'that the ﬁve incidents”happened that prombted the Fielding gt

23 i RQVie,We'
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MRS GILBEY: Yes. It was — well, as far as | know, it was after | finished. | finished

— | think it's officially | finished at the end of July, but | went on holiday, so |

finished just before that, so yes.

DR WALTERS: And what did you think ar)out those five Incidents? Did ydu talk to .

anybody in midwifery about them or -

MRS GILBEY: No. My director of nursing then, she dealt with those.

DR WALTERS: Okay. So, when — before Jackie came —

MRS GILBEY: Yes.

DR WALTERS: - did you have much to do with the head of hidwifery or -

MRS GILBEY: Yes, | met up regularly — you know, every — at least every two weeks,
and | don't remember her raising any concems in that period of time. |

DR WALTERS: And did you ever have thT opportunity to go to the Barrow unit?

|MRS GILBEY: 1 would have done, because the chief exec at the time was very keen

that we were out and about, and | was often in A&E units because of certéin , |

issues, and when | was on the site, | would very much have gone to different
places. | wouldn’t say | would go every fortnight, every three weeks, but |
would definitely go at times. |
DR WALfERS: Yes. So, was there a sense of worry about these five incidents, or
did people thihk, ‘Just a tin»y few that haveh't [inaudible}'? |
MRS GILBEY: | think I'm right ih saying that they came to light after I'd finished.
‘ Jackie,‘ the director of nursing at the time, became very, very involved with
midwifery. You know, that was what she spent — and | did more, if you like,
the genefal nursing side. | looked af various aspebts of-seundress{Yquality,

introducing productive ward — those type of things.
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:N‘RS,GILBEY Il remember correctly ;

o ' rncndent’? Was |ta report'?

| DR KIRKUP Can l jUSt ask why the dlrector of nursmg we re talkmg about Jack:e '

Hunt— Holt here right'? But why did she become very preoccupled wuth‘ -
. mldwifery‘7 | ' ' 2 |

M‘RS GILBEY:' Because. she WasWOrried because of these incidents.

DR KIRKUP And what trme penods speclf cally are we talkmg about here'?

MRS GILBEY: I woutd say from September onwards.
DR KIRKUP: September of whlch year? S

IMRS GILBEY 2008 If remember correctly-—

|DR WALTERS As soon as she got there

DR KIRKUP ‘And what was it that preclpltated the concern m partrcular’? Was it one g ,,

‘ ,MRS GILBEY Well there was one incrdent lbelleve and then there was another l

can't remember it all but, yes —and | haven't gone back and Iooked it up ori; :

anythnng or— | .

DR KIRKUP But 1 mean, let me Just be clear about this: it was the occurrence of the : : 
- incidenti in 2008 | |

MRS GILBEY: Yes. h e

| DR KtRKUP You re not saying that it was the lnquest that was held in 2010 or 2011 ‘

. ftwas the actual mmdent that

MRS GILBEY l m just jLISt let my brain thlnk of s years

DR KIRKUP: Sure Sure no prob!em , ,
MRS GILBEY: | |magme 2010 when | retired in 2010, after about six months

seven months | had a phone call from the dlrector of nursung askmg would I o

come back for three months purely to do nurslng, because she was spending
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a lot of time — so | might have got my timeframe a little bit wrong. But she was

concerned, definitely, at the end of 2008, at some of the issues that had

happened. | can’t remember that — how much fime she spent where. | do
know that it was wl]\en | came back for a few months that she deﬁnitely] spént
time in midw'rfery and was appointing new deputies.
DR KIRKUP: Okay, but that Wasn’t the first time: the first time was in 2008[7].

MRS GILBEY: Yes. No, she was — sorry.

|DR KIRKUP: That's — no, that's fine.
| MRS GILBEY: I'm sorry. Time framing[?].

| DR KIRKUP: That's ﬁne.‘ I'm sorry to [crosstalk] about the specific times, butnl need

you to do it.

MRS GILBEY: No, you'rT right, because | would be the first to say time just %oes by

now.
DR KIRKUP: Sure thing. Sorry, Geraldine.
DR WALTERS: No, that's helpful. actually. So, the five incidents in 2008 were things

that sort of, [of course, you've said?] to the Fielding report.

| MRS GILBEY: Yes.

DR WALTERS: Can you remember the sort of Trust response to that at all?

MRS GILBEY: No. | mean, | didn't know — | mean, the director of nursing was

saying to me that she was going to commission a report and she told me who A

it was, and it was somebody | ‘had met on many occasions. So she did
mention it then, but, no, | don’t know. She -

DR WALTERS: vSo, Jackie instructed, did she?

MRS GILBEY: Yes, byes.

DR WALTERS: So you leftin 2010.

10




| |MRSGILBEY: "t0r11, .
2 |DRWALTERS: ','110/'11: . What was i on the’n?i -
3 MRS GILBEY: Are you asklng me to relate this to matermty'? |
4 |DRWALTERS: Well, in just— '
5 |MRS GILBEY: You know, I'm just— o P
6 - DR WALTERS ‘What was — what were the thmgs that were takmg everybody stime?
7.  Youknow- | |

8 MRS GILBEY: | mean, we hadn'tP—} improved MRSA that - | mean, |twasntgood =

9 ; but it was deﬁnltely on the mend. We were mtroducmg productlve ward wek
10 | were Iooklng at standards; wge were ~Iook|ng at introducmg patlent safety
1 | bundles sol spent qunte a bit of time domg that. They were |ntroducmg |t Ohﬁ

12 | :4"i'Lord its hard to remember the‘m all, | | |

13 ,DR WALTERS Let's just go back to the Trust in general then. Obwously you 've
14 ~worked at the Trust a Iong, long time. |
15 |MRs GILBEY: Yes.
' ',,16' DR WALTERS ‘What did you think the sort of morale and culture was like in those

17 years‘7

18 MRS GILBEY: vleuppose I'd say to you, if you asked me about culture, there were

19 | three cultures. And every — because they served dlfferent types of
20 i communltles. because there was quite a dlstance between each one, and SO
21 many people thought we were going to make it one culture, and | think one of
22 the hardest things you can try and do is to’ change culture. Its a lifelong taek
’ 23 ' really. And the people dndnt really each dtrector of nursmg. and they had a
24 ER few-edé manager days and different things to bnng people together to try and

25 - get cross-pollinatlon of, you know, to change the culture but | think people -

11
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went back to their 6wn — they saw it as their own organisations. | think that

wou}ld be the truth. They never saw it as a real cohesive merger. It might be |

wrong, but that would be my understanding.

DR WAL‘[ERS: Yes. Do you think there was sort of — within ﬁach organisation, were

people quite positive? Was morale high or — |

MRS GILBEY: | think there’s a problem sometimes. When people have only worked
in one place, they have nothing else to cqmpare it to. And one of tﬁe areas |
think they never moved - so, if you you've nothirig to compare it to, you've
nothing actually to say %ether it;s better or worse than, and some’tih'nes that

can make you think you're being badly done to when actually it's not — you

know, if you're sent somewhere else, you haven'’t quite got experience where

yau were actually working.

DR WALTERS: And did you have any sort of concerns around;quality of care or

safety from your position in the Trust?

MRS GILBEY: No. | mean, ‘l've alwa;lls believed_you‘re only as good as your worst
nurse at three o'clock in the morning, and you havev to be aware of that. That
was why befere—fmaudmle}-ﬂqe—g 2004 the director of nursing sent me in to do
quite a lot of wak on one of the sites. There were issues of bullying on one of'
the sites. So, | went in for — | don't know - 20 nights - io speak to fhe night
staff: »different people oh‘the unit were a bit eﬁ-[an—-aﬁ-’?—}aggrehensive. so they

wanted people with them, and | said, ‘Well, if you want to come, that's fine.’

But actually that experience showed me that | didn't find any bullying, and | felt

| was reasonably approachable. And | did speak to something like 60% of

permanent night staff.

, pefmanent night staff, and | did speak to quite a lot of people. And [ didn't - |

12
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| BRWALTERS: Okay.'

used to, at the end of the conversation, | did say ta them, ‘Is tnere anyth:ng
else youd like - to raise with me, because Im here now _you've got my
auenuon7’ and there was very litile at tha; time, and that was — Im jLIS’E trymg

- tothink. That would be 2005/6 just be.ore the dtrector of nursing left. o |
DR WALTERS Is ther anythmg you'd like to draw to our attention that you hink we

need to know oihould esk’-’ | | - :

MRS GILBEY: | don't think so. l,mean... [ realli/ don't think so.r I think morale does
fluctuate. That's the thing about morale; | think it deee fluctuate on Q,arious
,tirnes ,and'varifous reasons.  But generally speaking, I'm not ;eaying |t was

- wonderful, because | thinkvth‘e 'staffsurveys, and you must have seen thoee, -

all showed those, but | do ,t'hfnky it's sefnetimés a Iack‘efv people never;working

in other plapes, yet | was in Kendal and all of that, and 1 did work in a tet of

_ places b',efo‘re [ went there.

; DR KIRKUP: Thank you. Stuart?

| PROF FORSYTH Thank you. Actually there are a couple of pomts One is you

must - the head of mndwn'ery changed around 2007,

MRS GILBEY Yes. | don t— have tned to remember. I'm not sure. bu‘ she Ieﬂ-

ecause | think, if | remember correctly, there -

%
m—

was a head of mtdwzfery that was ac’ung, and I think two or three people didit

in rotation, if | remember it correctly, and then _a head of midwifery was
appointed. - | ’
PROF FORSYTH And [inaudible], dld you notice a difference when the new head of

midwifery came and you had your oontact wnth her? Did she ralse issues —

MRS GILBEY Mmm - | knew her.

3




10

1

12

13

14
15
16

17

18

19
20

21

- 22

23

- 24

25

PROF FORSYTH; Yes. |

MRS GILBEY: She uséd to work at the Kendal when | — you know. [crosstalk]

PROF FORSYTH: So did shé come to you and raise — you know, she's come in and
did s_he raise isSueé with you about the midwifery unit? e

MRS GILBEY: No. | would definitely have rerlnembered that. | would.

PROF FORSYTH: Okay. So, did she introduce any, you know, new changes or -

~ again, can you remember anything along those lines?

|MRS GILBEY: She was a person that had worked on a community mainly, but 'm

doing hospital, and that's how | first got to meet — because she was based in -

the Kendal area where I've been doing that job. And | knew ét the time she
was a great believer in rotation — that, 'you know, she thbught it was good that

other people and - you kn_oW, rotated. And we had similér views on that,

because | always used to laugh thaf_ she had what | wanted: she had her

midwives rotating days, nights — everything — doing on call, and | struggling at
-times to try and get - in Kendal they had rotated, but the other ggte_ss#ées had
struggled a bit to get the rotation up and running for night and day staﬁ; So, |
- | can't remember if she said she was introducing the rotation, but | kﬁow she

was keen on that.

PROF FORSYTH: In terms of your reflections on what happened, | mean, are there

things that come to mind, possibly with the benefit of hindsight, that you felt

should have been done — something should be done quicker rather than later?
What are your thoughts there?

MRS GILBEY: With the beneﬁt Ac‘af hindslght, | could beat myself up and séy; ‘Why
didn't | go to the maternity units? Why didn't | s"pend time there, mo}e?' Do

you know what [ mean? But you think you're spending time — you know, if you

14
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7 :PROF FORSYTH So who slghted o

- thmk you have s0. many complarnts about a certaln“ w “rd.j | would then look at

o those complarnts and go into that ward try and talk to staff try and talk to lots

- of people t‘nd out what the reason was was there a problem‘7 You know and" -

unless somethlng S brought to your attentron you plut your energles where you: , s

think they should be, lthrnk | fen | |
PROF FORSYTH So did you see any oomplamt letters? Dld they come on to your ‘

desk regardmg the matemlty unit in Fumess"

, MRS GILBEY Iwould occasrcnally as | said, we had a non-exec who used to look:; i

- at a lot of the complalnt letters, and once she brought somethmg to myé;

: hrghlrghted areas that were below standard[?]

MRS GILBEY But | don’t rermember seemg lots of complalnt letters Im so sorry. l s

jUSt don't remember o , gt =
PROF FORSYTHi’ |n ,the' ‘organi_satiOn.« who ~'sign'ed off the : responses back?fto,’thej o '
family? . s E o

| MRS GILBEY: The chref exec

PROF FORSYTH: SO the chlef exec did. So, the dlrector of nurslng, the medtcal |

director, didn't? | i ’
MRS GILBEY: No. They would often have a ot of input o i, but they were signed
off = I'm sure lm nght in saylng at that tlme by the chref exec Of that Imff"’

sure, unless he was on hollday

15

| attention and sard ‘Hey, do you realtse there ha\ie been three complamts |n |

- six months about ward X‘?’ and Isald ‘No So |went strarght away lmean | i ’,
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MRS GILBEY: Can | just think back? No, it was December 2011,

PROF FORSYTH: So, it WOu!d have been quite difficult as a director of nursing to
| really get é‘ feel for the range of complaint letters thét were going out;
MRS GILBEY: No. No, | could go down ~ and | did go down — to complaints
whenever | wanted. YTu know, that was never hidden a\n;ray.‘ |
PROF FORSYTH: No. '
MRS GILBEY: Never hidden away at all.
PROF FORSYTH: That's fine.

DR KIRKUP: Thanks. You've mentioned that you were asked to come back into the

" Trust after you'd retired. Was that in 2012? I'm sorry to weave all over the

place.

DR KIRKUP: Okay. But this|—

MRS GILBEY: | think. I'm sure I'm right.

DR KIRKUP: But‘this email correspondence'relating to you, and it dates from 2012,
I'm trying to clarify whether you were still even at the Trust or not.

MRS GILBEY: Ah. |say-| say — I've never explained exactly what happened. |
came back at the end of 2011, and by May/June — that type of time —

DR KIRKUP: 2012.

MRS GILBEY: - Jackie —2012.

DR KIRKUP: Yes. |

MRS GILBEY: I'm just getting fhis right. Had Jackie appointed her deputies then?

Yes. She must've done. | stayed on because we found issues in 2011 — that

would be right — issue in the complaints department; and we unearthed some

complaints that hadn't been dealt with on time and things like that. And | took

16
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| DR KIRKUP: - - not ‘sp‘e‘circ to maternity?

, over some of the role of ensunng some of thrs was fi Ied brought up to date
and that sort of thmg - | | .
DR KlRKUP That would be complamts across the Trust as a whole -—“‘ e |
MRS GILBEY: Yes. "

MRS GILBEY No Complalnts across the Trust.

| DRKIRKUP: Drd you have a specrf‘ c role in relatron to maternlty?

MRS GILBEY No not—‘

DR KIRKUP Notln 20127

MRS GILBEY: | didn't have anythmg -'r didn't do anything. Jackie was doing

maternity then. | literally was doing general nUrsing; when | came back.

DR KIRKUP Rrght rlght Okay

MRS GILBEY Is there somethmg you ve got there that says drfferently, because

DR KIRKUP ‘No, not at aII but you were involved in a couple of rnvestlgatuons of
["naud|ble] cnmes ‘
MRS GILBEY I dld mvestlgations - for my srns I drd a Iot of |nvest|gatlons lntofj

 medical staff and nursing staff.

DR KIRKUP nght And that ~ that ~ was that specifically when you came back

agam or was that before you left?
MRS GILBEY No no.. ‘Was thls regardmg an email"
DR KIRKUP Yes. |

'MRS GlLBEY I mean, but you wouldn't = | wouldn’t say to you the title of it, yes?

DR KIRKUP: There are two emails, in fact that wouid be regarded as mappropriate '
- by most peopte |

MRS GILBEY: Right. No, this was - I'm trying to phrase it correctly.
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DR KIRKUP: There'was one that referred to the NMC —
MRS GILBEY: No.
DR KIRKUP;: - treaters|[?].

MRS GILBE\{: Well, yes — this is NMC and a word.

| DR KIRKUP: Yes.

MRS GILBEY | was the investigating officer then, but that was in — just Iet me think

- I'm so sorry. | thought | was - | thought | was employed as deputy properly
then when | did that.

DR KIRKUP: Okay.

MRS GILBEH( Hang on. | thought — I'm sure | was. | did an inv stlgatlon because |
actually took the investigation further, because | was actually asked to
inv"es‘igate one person giving a password to somebody els‘e [inaudible]. When
| saw the title, I'm a great believer in professionalism, and | couldn't let that go,
and so that fenned part of my investigation into that. |

DR KIRKUP: Yes, okey. No matter about whether it'was when Qou'd — before you'd
retired or after you'd come back after you retired. That doesn’t matter.

MRS GILBEY: | did it—

DR KIRKUP: But | would like to pick up that issue with you.

1MRS GILBEY: Yes, of course.

DR KIRKUP: One issue was that — and | appreciate what you've said about that —

one issue was the password, which was to do with IT rules[?] and all of that,

but there's a third issue, which is about the content of emails. Did you form a
view on that?
MRS GILBEY: | made an opinion on the title. | made — | mean, | met the midwives

there, and | think it was one of the most upsetting days. They couldn't talk to

i8
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- me for cryrng thelr eyes out They said to me that the grrl who had-—-the—v»erd

- she s rung the ward manager asked the ward manager to go into her email

account and forward the emarl to her home address because she wanted to

‘work on it at the weekend I never — I mean l never saw this as CO"{JSIOI"I if

that's what maybe you re rndrcatlng | thlnk she Just the person who entrtled ,

the email the entrtlement had sentrred[’?]'? her as a union — she was the union

rep That hornf ed me. She was the union rep, and she'd actualty sent that as :
a guidance [inaudible], and | believe that's What it was, if that'S‘What oits ;
"tryingtosayt,o’m'e'. o | c ; , | , L
DR KIRKUP: s the thifd ssue that fm asking aboutyes. 1
MRS GILBEY: Yes. | * g

,' 'DR KIRKUP Dld you sr}ecnﬁcally form the view that it drdn t represent collusr*:n"
,MRS G]LBEY No, | drdn't think it did represent | felt she was gurdrng her as a rep

: DR, KIRKUP, Yes. That's — sorry to want to be precise about this, but | do want to be

collusion. =
MRS GILBEY: Right.
DR KIRKUP' So, is that oorret:tv :

‘MRS GILBEY lcan't—ldrdn't - without readrng it, Ican't remember but I didn't feel

rt was. Imean | remember that much |
DR KIRKUP: Yes, okay nDrd you have any other irtVolvement with an email
: } exchange that refers to somebody going to Tharland over the penod‘?
MRS GILBEY: Yes. Now that was — -
DR KIRKUP: Yes. [Similar Iangua‘ge?].: :

_precise about it. One of your »COnclyusions' was spécmcauy that this is not
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MRS GILBEY: - that was after I'd virtually — it was the day before | went into hospital,
1 think. It was December 12, was it? /

DR KIRKUP: Yes, | think so.

MRS GILBEY: Yes. | was asked to interview, with the assistant chief exec, the head

of complaints and why she'd sent the email.

DR KIRKUP:; Does the occurrence of two email trails that contain inapprop,riéyte
references and'content. does that trigger any alarm bells iﬁ‘you'? Does that
‘make you concerned about staff attitude at all?

MRS GILBEY: Yes. Yes, it does.

DR KIRKUP: Are you saying that now in hindsigr[t, ordid it at thé time?

MRS GILBEY: Well, it's - yes, yes. | mean, it was two very different pccasions. But

- when you put the two together, yes. | | |

DR KIRKUP: But you didn’t raise a concern at the tirne about that?

MRS GILBEY: | mean, the first ohe. yes, | did raise a concern, because | wasn't
actually asked to investigate the title of the email. That was what | went on

~ and did. The second one, | don’t. think | knew for a few weeks before, and |
was asked to investigate that bit of the email, but — and then | went into
hospital the next day. | A

DR KIRKUP: Okay. Let me go back to 2006-2008, when yod were acting directqr-of
nursing. Did you have concerhs at that time about any issues in the matemity
unit specifically in Fumess? |

MRS GILBEY: No, 1 didn't.

|DR KIRKUP: Did anybody raise any concems with you —

MRS GILBEY: No.

DR KIRKUP: — about staffing or capacity constraints?
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MRS GILBEY No Iwoutd because if somebody had raised that wnth me, I knowf

- that | would have taken that to the chief exec. | know l woutd lf‘lt was a :

, capaclty thlng or |f they needed more staff | mean, our chief exec at the time S
m{ould always Ilsten |
DR KIRKUP: Listen and act, or just listen? |
MRS GILBEY:: Yes. ‘Wel, [ found him apptoachablea You ’cahionly speak as you" |
find. o | o
DR KIRKUP: Sure. We’reyou involved in ariy preoaratiOns for inquestS? i
MRS GILBEY: No. , Ci e
DR 'KIjKUP: Were you aware of any issues atOund‘the,‘preoaration Of’sftaff Vfor ;

inquests?

MRSG*LBEY: No. .
DR KIRKUP Anythmg that the Trust [inaudlble]

MRS GILBEY: No. Is there somethlng else I've forgotten? _

DR KIRKUP No N0 = no, no, no. I'm juvst—
MRS GILBEY No, |t honestly no |
DR KIRKUP: Okay Another questlons you want to follow on? Is there anythmg that ,
you would like to tell us thatvyou think that we haven't covered but you would:
ke to add? | '
MRS GILBEY: No. I'm sorry.
DR KIRKUP: Okay. Thank you
MRS GILBEY: Thank you.

[Interview Concluded]
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MR BROOKES: Good moming. My name is Julian Brookes, Can | first start with an
apology? Bill Kirkup, who is chairing this Investigation, as I'm sure you know,
unfortunately can’'t be here today, so he’s asked me to chair this session on

his behalf. What I'm going to do is we're gbin_g to introduce ourselves and ask

you to introduce|yourself for the record, then we’re going to go thro-.19h some
housekeeping stuff and then we'll start the questions, if that's okay.

DR CALDERWOOD: Morning. I'm Catherine Calderwood. I'm an Obstetrician in
Edinburgh and | advise the Scottish Government,

DR WALTERS: I'm Geraldine Walters. I'm Director of Nursing at King's College

Hospital NHS Trust.

DR GREENWELL: In which?

DR WALTERS: King's College Hospital London.

MR BROOKES: I'm Julian Brookes. I'm currently Deputy Chief Operati g Officer
with P)ubli’c Heaih England, but was previously Head of Public Proculeent at
the Department of Health. Welcome. |

DR GREENWELL: As‘you know, | am June Greenwell. | don't know how far back

you want to know of my background.

|MR BROOKES: We'll do that in a second. Firstly, as you're aware, there are

microphones today. We are recording all these sessions, These sessions are

open to relatives. As you can see today, no one is attending this particular

session. The recording is for two main reasons: one is to ensure that we have

an accurate recording of the discussions. Secondly, if a family at a later stacje

wishes to hear what was said, under controlled conditions, we'll allow that to

~ happen, so that they don't have to sit on all the evidence that we hear,

because we hear an awful lot, as you can imagine. ‘

The éeoond thing is you'll have been asked to hand in ydur phone,

That's because we are conscious that it's very easy for people to misinterpret

out of context what is said. Therefore, we ask anyone who enters this room to

not have anything that has the'potential for recording in it, so that we ensure

- that the evidence that is given stays within the context of the investigation and

will be taken into consideration with everything else we hear and not taken in
isolation. That's really important. ,

The final point just to make is, if we get into a situatidn where we feel it

relates to individuals or patients, etc., we will do that at the end in a closed
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“session and we wril formally finish the open sessron and move to a close .
sessron to do that We will consrder that as we go along s

| The only other thing to say is no ﬁre alarms today If there is a fre

alarm, it's genuine and we will leave appropnately That’s all | really need to ;‘ e‘

say as an rntroductron and e'll now start the questrons Geraldme : ‘

DR WALTERS Momlng, June _Could you just tell us about your role at the Trust e
' when you started what it was like? .

' DR GREENWELL £k started in 2004 | moved over from the PCT l’had been a .

non-exec for the PCT. Before that ‘the PCT had been preceded by a Health %

Authonty 5 had been a non-exec with the Health Authonty Before that, witha
~‘gapofa couple of years. 1 was Chair of beth the Communrty Health Councrl for»f Pl
Lancaster and Morecambe Before: then, | was workmg for South Cumbriafff'

| Health Authonty as a commi mty nursrng research offi cer in Barrow.

- DR WALTERS: When you first amved atthe Trust what were your |mpressions‘7
i DR GREENWELL m be dlscreej 1 had expressed an interest in elderly care and

matermty servuces, the m ternrty services because Id been Chair of the
5 'Matemrty Servrces Liaison Committee whrle | was on the anary Care Trust
o | | can’t remember to be honest whether it was the Health Authonty or the PCT

“but while I was m that area - and elderly care because the commumty nursingf, .

""research pro;ect I'd been mvolved was Irnked to Nottrngham Unrversrty lt was ey

flookrng at the care of elder people after drscharge from hospltal The thenf, o
~director of nursmg didn’t want me involved i in e:ther of those e |
- The thlrd thrng 1= expressed an interest in was risk management*i -
. Nobody else was rnterested None of the other execs: had expressed any
interest m nsk management so | joined the nsk advrsory group, as it was

,’ | known, and that gave me an insight: into the govemance arrangements of the
" Trust that left me concerned I did write to the Chief Executlve sayrng that l

= thought thls structure was madequate

MR BROOKES: When was that?

|DR GREENWELL That would be some trme in 2004-05 but exactly when l can't

recall ‘What bothered me was that the risk- advrsory group was an advrsory 5
_group; it couldn’t make any decisions or take any actions it reported to the

clinical govemance so-called committee, whlch met on a Friday aftemoon '
About 30 people attended. It rambled. It was anecdotal and it didn't make




1 decisions. Their recommendations then went to the board, and somefimes the
2 decision weren't made that needed to be made. You had three structures that
3 risk issues went through. It wasn't operating as | felt it should be. It certainly
4 wasn't operating in a way that the risk group on the PCT had operated. -
5 The clinical side of it, if anything, was anecdotal. | know that clinical
6 Lovemance in the early 2000s was a relatively nj concept, that managers
7 should be involved in clinical governance. The other element was the audit
-8 committee. The culture seemed to be that the audit committee’s job was to
9 “defend the Trus‘t against the audit committee. | got to have a look at :what the .
10 audit committee as saying and, unusually, the Chief Executive and the senior |
11 directors were on the audit committee, so there was no independence. | was
12 concermed, without being -any great expert. Just from looking at it, it seemed
13 to me that it wasn't working properly.
14 ﬁ There was almost three phases to the goven\‘sance arrangements. I've
15 been trying to think this out for today. When the Chief Executive left, the-then
16 ’ ‘Gh:ef—-Exeeutwe—left—and there was an mterregnur{'l some things started to
17 _improve.
18 |DRWALTERS: So that was when lan Cumming left and Tony Halsall started. .
19 |DR GREENWELL No, there was a gap between the two before Tony was appointed.
20 That was when the audit committee changed. | was asked to chair the audit
21 committee, which was a shock. because I'm not an accountant, but |
22 discovered very rapidly that the audit committees had been briefed_nationally
23 to_review wards—him—within the whole of governance, including clinical |
24 governance. | reali'se_d .th,is was an opportunity to cover a wﬁder agenda, and
25 started—looking—at-some—things—and working closely with both the audit
26 commission and internal audit. With the support of thevlead directors, we
27 altered the structure and membership of the audit committee, so it became a
28 l non—exec-led group with the finance director and anyone else we wanted in;
29 for any particular issue.
30 That was a sort of middle phase, and then Tony Halsall arrived. A bit
31 I later, Jackie Holt arnved‘ and_earlier Peter Dyer had been appolnted. Those
32 three really made a difference. | can remember very vividly the first audit
33 committee that Tony attended. I'd got on the agenda the — what do you call it?
34 — the matemity litigation. | ' o
4




MR BROOKES CNST‘?

|
-2 |{DR GREENWELL Yes that’s rlght Why were we/stuck at CNST level one and how
3 - much lnvestment would be needed to move forward‘? o wasn’t gettmg" §
""" 4 . anywhere but I realised from betng on. the nsk committee that aetuelly-the. Tk

6

7 o

@ 8 | , 7 others would be weee trymg to get the board to make a decrslon and then it |
o 9 (o would be put off and the deadlmes were gettlng nearer for the point in the year' o
10|l  whenwe had o submlt thmgs to CNST It was Just slow-moving e

, MR BROOKES Where was the delay at the board" ~

DR GREENWELL Flrst of all thtngs had gone thnough the system that I descnbed
~ but then th board ‘seemed to be focused on things that were targets for thej

w
P8

14 ~ board. it wasn't all fi nanclal lforget now the detail, l think there was a starr‘v
15 ~ system at # at pornt ora points system so for my first few years, the” Board |
16 fwas‘focuss "‘d‘ on how we. were managmg on all the things at you were'f&/f .
""'717‘ ~ getting assessed on from the centre, which weren't all ﬁnanmal The kinds of o
18 5 -decisions that needed to be made ogeratlonalty, in terms of the ‘board
19 | agreelng to some CNST related action, it wasn’t a top pnonty so you had to L o
20 e ‘keep on strcking your neck out and pushing. There were people on the boardt .
21 g who... | wasn’t the only vouce but it was so slow The end of the year was
22 - coming and - 'you just couldn't get thlngs mowng and the Risk Advrsogg. |
23 Commltteehadno ol eratlonal authont G ' Sy L
24 ' I-decided-that-one-o We looked at two thmgs at that timefE
. 25  ) ln the audlt comrruttee One of them was the specral lncrernent for teaching to
26 see where that money was coming in and how it was bemg spent. The otherrd
27 ~ was what would have to happen in order to push matemity services_up, from ) .
28 CNST Level 1 level-ene to move it forward Soon after he was gg@mte Tony' :
29 arrived to watch the audlt commlttees—ﬁrst—msit and we were gettrng the -
,30‘ | feedback on this lssue ‘about matemrty ‘He said, ¥es; | can't see why this
31 , ,,trust is satlsf ed with belgg at. CNST level one.’ lnsrde my head, | was almost: B
32 ‘shoutmg 'hallelujah' 1 don't have to worry now ‘He's takmg it on I think
33 - there's a sober comment in one of the mlnutes saymg, ‘It was recogmsed mg'
34

- that the board was acceptmg this . as an |ssue of consuderable pnonty and the




| culture one, then an interregnu

audit committee would not continue exploring this area becauée it was now

~passing fo the board.’ This was the beginning of the feeling that things were
definitely beginning to improve. | |

~ The nsk structure changed, so it became a nsk management committee

rather than an advisory group. | cj n't remember exactly when, but | know

there was a point where the only clinical area that had a risk management

. risk management, and then Tony got going with Peter and later with Jackie,

l looking at how we score risk and how the Trust as a whole, in the cllnICIanS

and directors, should score risk colleetively‘and then have a risk mitigation
strategy and all of that was happeng There was a definite change. There's
with some improvements_then this

it was the Darzi or some name like tt'nat recommendations.

‘MR BROOKES: Lord Darzi.

DR GREENWELL: Yes, for three streams that we should look at: patlent safety,
dinical effectiveness and something else that | can't remember. Those three
were set up as clinical committees reporting to the board, so that was
happening, then Jackie Holt joined us and that made a tremendous dlfference
She was saying to Tony, ‘We really need a cllmcal quality and safety
committee,’ and | was asked to leave the audit committee, which | thought was
entirely appropriate because it did need an accountant, and chair the clinical
quality and safety committee. (CQSC) | |

But bBecause CQSCit had emerged out of the audxt commitiee, we

led, not non-executive-led but, because it had emerged out of the audit
committee, it was non-exec-led with directors and Board level clinicians.

There was the medical dlrecto_r,and the nursing director; Angela Oxley, who
 was then the head of midwifery, was involved if maternity items were on the
‘agenda er-nret; .Bbut it needed to change. Just before | left, we were having

di‘scussions about what new structure should be introduced. i don’t know what

policy was the maternity services. | remember the paedlatncs head of nursing
who was on risk management saying, ‘Can | have a copy, because we need to
| do that?’ There was a {-was-the push to dnve through that kind of attitude to

imgrovement phase. That was the point when the new medical director, | think-

‘came to realise the structure-had was_ flawed. It should have been chmcally ;




1 has happened subsequently, but it oertalnly needed to be a more dynamlcal!y ;
2 clinically led group.
30 Mﬂmeanﬁhat—ymﬂaad—twwememeﬂa.p;gugm_ Sorry, I'm going on;
4 it's such a relief to talk about it. Another thing that had bothered me was there
5| - l was no central point at which_all external clinica reports came into the Trust.
6 Things like Royal College recommendations or the confidential enquiry reports,
7 which to me are some of the most important documents_and reports fromthe |
8 intemal audit, external audit, Royal Colleges, patient safety all those reports
9 started to come to a central pount at the Trust. Before that, I'd gone to our
0 Chairman and s sald ‘You can't actually fi nd anybody who's bringing all that
11 together.! She sald ‘Yes 1 know. | get some sent to me and some sent to
12 other people " It didn't feel for quite a while that it was, changmg, but then it dld,
13 | with new risk management structures and CQSCL
14 h T'm making myself sound as thought I'm the source of all wusdom and
15 I'm not but it was frustratlng Definitely, the combination of Tony, the new
16 medical director, the new director of nursungT:nd a very articulate strong
17 l finance director made a big. dn‘ference .~ One of the interesting things_for me
18 was the way the HR director and the fi inance director found that attendance at
19 I ~ the cllmcal quahty and safety committee_was Vvaluable they and said to me,
20 ‘We've never got into these things before.’ Thlngs like the dreadful mortality -
21 figures, which we couldn't understand, there was one month when we went
22 ‘through every single one of them and we oouldn’t understand them. It was
23 reported in the press. ‘
24 | MR BROOKES: What couldn't you understand?
25 |DR GREENWELL: For instance, the glaring example was the fact there were
26 | considerable nombers of excess deaths in haematology. There weren't. We
27 very rapldly discovered that whoever was the on-take consultant in A&E, their
28 name and their speciality were associated with the people who th_ey_weFe
29 admitted. _So a patient admltted to A and E when the haematoloay consultant
30 was in charge would be coded as a haematology case. . The nature of the
31 collection of statistics meant that you couldn't change that, so what happened
32 was that the Trustis-the moved from Dr Foster to — and | can't remember the
33 name of the other organisat‘ ion we yeu used ~ that provided — what would you
7
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call it? — that looked at the figures and there was clinical discussion ,I.ed by the
consultants looking at those figures, so they were more aCcur;atg.

We got a report that aétually, 1 forget the word, tidied up and dealt with
anomalies. Even though we'd got a new interim director of ‘ntyirsing“ and she
was going round every ward trying to see that the consultant name was
altered so that we got accurate statas’ucs but she couldn’t do it. There yvas
somethmg about thJ way nationally statistics are collected from t‘-*,— A ar]hd Aand E
MD-records that meant it still went in as a haematology death.

. The glaring_example ens | remember us looking at that was listed as an
excess death was a 96-year-old who'd been in hospital for six weeks. He'd
come in with a fracture.

It was an excess death,
because you shouldn't die of a fracture. .

| DRWALTERS: Were you looking at coding at ali?

DR GREENWELL: Yes, we were, that whole area. We got the people-in who diJ the
coding for us and certainly things were Iimproved but, the trouble is, nétionally
it was reported based on statistics that werg not accurate. There was a
determination to Imirove mortality figures, but there was also an awareness
that the published figures were not ﬁltenng - ' ’

DR WATERS: Did the Trust accept that, actually, that was the data that they had
submitted? It's really about Trust housekeeplng, isn'tit?

DR GREENWELL Yes, partly it was. | know there was an huae effort to correct it

and | know it failed and I don't know why, but there was a genuine effort.
DR WATERS: Did the board take an interest in the sort of resourcmg and coding?

DR GREENWELL: Yes, they did. | remember_us spending time with the clinical

audit people, and there was a real attempt to do it, but | couldn't {ell you now
whether it's actually working well. All | know is we did one month go through
absoldtely every excess death. We were reassured that there were clinical
committees of clinicians who went through those excess deaths in the same ;

way, because you want to be certain that the excess deaths are being dealt
with. ' '

| DRWALTERS: Just going back then, you‘ started In 2004. You said that the director

“of nursing didn't want you involved In elderly care or maternity services. Why
~ was that?




£ DR GREENWELL The Chalr of the Trust was a professor of general practrce who d k

1
w2 e e taken a keen interest in elderly care, He was linked with that and the Drrector‘«‘ b
3 ,o_meg_she drdn‘t ‘want anyone else, There was another Non-Exec '
4 :semeene-elee from wrthrn the Trust also mterested in the maternlty servrce :
5 team. Whlle t’d been Charr of the maternlty servrces Irarson commrttee Id
6 "j;‘ proposed from the PCT —( |t’s an uncomfortable srtuatron because an outsrde :
9 and—myself prepared a jomt report and presented”rt to both organlsatrons - Q; g
| 10 ~ and | got nowhere wrth that. | had a feelrng- [ know it was reported to thef;f,’“’ '
; :lv 1 fCharr that l was looking to mrcromanage the nursrng servrce y‘é«gu cegtro
12 was of resrstance to Non:Execﬂ scruttn ‘ l drdn't feel 1 was [yrng
13 ."-ﬁmrcromanage at all but Hhink t+ere was an apprehension about that ]
T 14 There were concems I shared. wrth other Non-Execs we—had about the‘ip
15 -~ way nursing: was managed and, in partrcular there was a very real concem' e
,?l_:6~; ,:. : B fwhrch was nothmg to do w:th iaternlty it was about chrld Qrotectron en-chrld
' 17 N tpreteetren Agarn we ;ust couldn’t get action on that untll there was a change -
: ¢j;;l,8; Ao and the dlrector of nursmg left. The person who acted up |n an rnterregnumf, ,
19 g before a new. Lmanent appointment was made,rmmedratety took that issue |
20 S :}f',on board and also took on board complarnts about patlent care in an elderly
21 , | care ward Again you saw things improvrng : S : o
22 DR WALTERS When you were charr of the MSLC, were there any concerns oomrng : o
: 23 from that route about the maternrty servrce? g . ~ t
24 DR GREENWELL No there werent It was |nterestrng, when l took over, Igot _ef;
25 ~ checklist of all that we. were supposed to doing as the maternrty se’rvrcesff_ |
26 i ; ,llarson commtttee The consultant was qurte closely lrnked The head of ':‘
, 27 midwrfery and her deputy were there We had qurte a strong patient group, : i
28 (and |t’s not easy keeprng a patrent group for maternrty) going at Furness
29 ' General a tess strong group at Lancaster and some mterested people at |
30 | | Kendal There were a lot of small thlngs that they were reportrng on but - .
31 | matemrty it was not the area that worried me. | was far:more worried by
32 ' 'elderly care thanleverwas by mrdwrfery , | vi .
33 I pored over that cQC report that came out after the Coroner had made 5
34 ~ his comment | think it was 2011, but it mlght have been done early 2012
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The section on talkmg to patients had exactly the same feeling of patient
committee.

together to create a blog or a website, whatever it was called, in support of the

under enormous pressure locally to remove it.
| DRWALTERS: What time was that?

after the Coroner's comment, when: Sky TV and the police announced they,
wer initiating an inquiry. That awful afternoon when Sll)(y TV started to come
up'and The Sun newspaper, then it turned out all the police had gone home

Ha*sall ‘We're bound to get over it He said, ‘June, y‘ou don't understand it.

" You can manage press reaction and media reaction if it's local. Once it's
become national, we'll be very lucky if we can get out of this. Every

' organisation that scrutinises us will scrutinise with far greater intensity and,
inevitably, they will find things that we are not doing well,” He wasn't being
apologetic or evading enything. N
Several of us were saying, ‘Why don’t we rebut some of these claims?

|‘ Furness General is not a }s-netthe-baby deaths’ hospital. As far as we could
see from maternity and mortality statistics, we were about average, which
doesn’t mean that you don’t explore every death, but there are some clinical

deaths that aren't avoidable. As far as | could see_( — although | have to say
that | couldn’t get the detailed figures that | wanted. | asked for them and our
clinical information unit, at that time, was not adequate.) It looked to me as
though this moniker that the national media was using of a ‘baby deaths’
hospital. was producing intense anxiety and naturally so.. If | was living in that

‘her going to a hospital to have a baby when the press, even reputable papers,
was labelling it the 'baby deaths' hosputal it didn’t seem to me to be justified

10

They had done one report in the summer and then they came back agam :

satisfaction that | had plcked up earlier with the matemity services liaison
The other thmg that heartened me was a. group of women in Barrow got

midwives and matemnity services, which | thought was wonderful, and then it

| disappeared. | asked why and was told the woman who I_jad started it was put .

DR GREENWELL: That would have been around 2011. it was when the skies fell in-

‘but they d arrived anyway, or they'd contacted the Trust. | was saying to Tony

area and my daughter was pregnant, | would have been horrified at the idea of
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DR WALTERS: As you say, that was after the skies fell in. Going back in time, what
did the board spend most of their t:me on, up until about 2008 or 20097 What
were the proporttons'?

DR GREENWELL It differed. Certalnly in that first phase I would say all of the
‘board time went on thmgs that were nationally reported, whatever were the
indicators,~thsJdist-of things like waiting tzmes cancer treatment, equ: rty and
diversity reporting. Stufr like that that had to be reported nationally was what
the board focused r-eaerteé on in order to maximise their chances of gettinga
good star ratrng, because there was a commitment to become a Foundation

- Trust, The first move to that had failed and the Trust tasy wanted to reapply,

and the board needed to deal with that. .|t wasn't just money, but it was

. defi nrtely a focus on all the things that were nationally reported. It was looking
up, rather than looking down and across, | would have said.

DR WALTERS:. When did maternity first hit the board as an issue, for any regson?

DR GREENWELL: DeEmtely with. Baby Trtcombe s death, There s no doelt about
that.

| MR BROOKES: We w 't talk aboutspecrfcs o | f :
{1 DR GREENWELL: Sorry, but that was the g __Lﬁs_tro_npe,m

DR. WALTERS Around about that ttme Dame Paulrne Fielding's review was

commissioned.” Can you tell us what you remember about how that came
- about?.

DR GREENWELL Yes Partrcularly the Dame Freldlng report, because it wasn't
b Qgerlz reported, e and I'm partly to blame for that. I've a measure of
responsibility. | know it was for two' very dxfferent reasons At that tlme | was
being interwewed as were others,
Emst & Young, Grant Thomnton — ,

DR WALTERS: Even before then who made the decrsron that there needed to be
-an external review? :

DR GREENWELL: My impression was it was partly out of ourt hands. It was the
region and the Trust and that whole issue of gold communrcatron or something

. like that, From the Coroner's comment and onwards, and you’ re asking me
about before then, and | can't hold in my head clearly enough what happened
before the Coroner’s comments and after the baby death that concemed us. -

f PnceWaterhouse,

i1




1 To my mind, the report | remember most and was most pivotal was the internal
2 one that the head of midwifery did. o
3 |DR WALTERS Just going back the Strategic Health Authority suggested that there
4 needed to be some sort of external review. -
5 |DR GREENWELL: There was a whole series of external reviews, There wasn't just
6 one.
7 |DR WALTERS: Have you a view particularly of Damet Pauline Fielding'sf because
8 that was really the first one? |
9 |DR GREENWELL No, it wasn't the first one The lntemal report I'm talking about,
10 the head of midwnfery had been very concerned that what had caused the
11 death of a baby In Barrow, the same factors might be present in Lancaster.
12 They wouldn't be the same in Kendal, because the nature of midwifery was
13 different. When she looked at it, she realised she was right: the same risk was
14 ~ there. It hadn't happened but the risk v*as there. -
15 | It was connected to the fact that when — and you will know more of thlS
16 o than | do, but It is something along tvtse lines — when they stopped having
17 ' babies in separate wards, newborn babies were brought into the ward and
18 kept alongside their mothers much more than they ‘had been. When the
19 | ‘newborn babies had ‘been' kept in a nursery, there’d been a process for
20 checking temperatures | think it was — | can't remember all the details — that .
21 had been very well established. When there was the move for babies to be
.22 ~ beside their mothers that same strong process had not been adeguately
23 re-established. When she realised that, she altered that, and but also sent her Q
24 report to — | think it was-the—mdwifew-eF some national midwifery organisation,
25 which sent it out as a recommendation to all Trusts. /
26 "~ To me, that internal report that,_ we had presented to us when we
27 looked at it in detail by the clinical quality and safety committee, was by far the
28 |- most important report ef-ali-the-majer-ores; because it actually focussed on
29 get what was a major risk area in the Trust that none of us had realised. ofall
30 the list of reports that's commented on, Angela Oxley's report was the most
31 || valuable- and then Angela dlsappeared to do a VSO in midwifery, | think in
32 Cambodia, and | didn't blame her, because she just was caught up in this
33 " whirlwind, this perfect storm that hit us. |

12
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DR WALTERS Was the board at all involved in settlng the terms of reference for |

Dame Pauline’s report? e , ; :
DR GREENWELL t can't remember that. . You’d have to ask erther the dlrector of
nursing or— . , : = e
MR BFOOKES You don't recall the discussion i in one of Jour board rneetlngs on the‘ |
terms of reference ordo you'7 = : :
DR GREENWELL: | can't recall it on the terms of reference 1 can recall rt very, very
' ;_1g_a_r_ly_eare¥ulty at my own mtervrew with Dame Paula and what happened |
subsequently i in terms of not presentlng that report to the board in a timely way.
| was gettmg used to the fact that | had to prepare myself for a lot of mtervrews ‘

. that were gomg on, and | thought Dame Paula would really ask a great many__ o

very penetratlng questlons
In factwhen she asked me about my backg ound it tumed out that we

_both had a similar mrxture of nursing and academic backgrounds Also, she
" was then Charr— and thrs should be irrelevant, but it wasn't — of the Lancaster‘ |

Lancaster and Morecambe Older Peoples Partnershlp Board | was

v'supposed to. be hawng e half-hour mterview and | know, by half-past she

looked at ‘me and said, ‘We'd best start talklng about mrdwrfery We both’ :
- _chuckled and spent quarter of an hour talklng about mrdwrfery ‘

IMR BROOKES Did you get the penetratlng questrons you were expectrng" R
DR GREENWELL No, not at all, and then there was a real cock-up. You know the‘
notion that you have consplracies and you have cock-ups? There's actually T

“the third element. You have the cumbersome structure that makes cock-ups ‘

‘ ivery ||kety, and that’s what we had Dame Fletdmg s report came out and one; '

oorrectly we should make Iess use of healthcare assrstants in mrdwrfery As ,

our Dlrector of Nursrng said, that's not actually the direction of travel now.

There was something else she was reoommendrng that was also not how
. mrdwrfery was moving.

A report comes out It goes. to the drrector of nursing; it goes to NHS‘

" internal audit. The Trust comments on it; |t goes back to internal audit. It then

comes back from internal audit to the execs, and then the theory was it wentto

the cllnrcat safety commrttee and then the Trust but the timing of the rneetmgs

and Morecambe U3A Umversity of the Thrrd ge. ‘| was chairing the
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meant that you could miss a meeting just by a few days because the report

hadn't come back from internal audit, and we missed it. It got lost in the welter-

of things going on.
When | read all this about ‘| can't belleve that the Trust refused to
report on—yea | groT_e_q. There wasn't a refusal to report; it should hT
a

‘been’ reported to the board in a timely fashion, jt wasn't, but it wasn’

conspiracy to conceal anythmg It was the fact that the whole process just

lumbered backwards and forwards and there were these weaknesses in what
was recommended, My impression, when | subsequently looked at it, is there
were some very useful and important comments about communication

" between consultants and midwives. We should have picked up on that more '

than we did. By then, it had almost got lost in the welter, because there was

also a Manchester clinical inquiry, which | thought was more informative, put

that's a personal view., As | say, there are all these endless cQcC, Mmoni[:)rz
and external consultancy i mqumes going on at the same time.

DRWALTERS: So it went tojthe pnvate board meeting, didn't t? The Fleldmg re+ort
went to a private meeting.

DR GREENWELL: | think, if it was‘a private board meeting; it may well have been
referred to... | can't recall what a private board meeting would be.

DR WALTERS: It was probably one that wasn't in public. ,

DR GREENWELL: | know what it should be, but | can’t remember us havmg one.

MR BROOKES: We have the minutes from the 27 April, when there. was a
discussion. '

DR GREENWELL: And what was that?

MR BROOKES: That's a private meeting. It says that's a Trust board meeting,
27 April, private meeting; A

DR GREENWELL.: Ah, so it was part 2.

MR BROOKES: It says part 2, pnvate meeting.

DR GREENWELL: That may have been one of the points where there were

comments going backwards and forwards — | can't honestly remember it —
partly because | know, my own interview being so friendly and casual, that this
wasn't one of the reports that | had a red star alert in my head to look out for. |
should have done and | accept that.

DR WALTERS: It sounds like the SHA suggested there ought to be a review.

14
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DR GREENWELL That's my understandlng. but | can’t be certain of that.

DR WALTERS: ltwas done The way it reads, and you must say if it wasn't like this,

that this is somethmg we need to do to demonstrate that we're domg it but k.

" maybe we don't see it as |mportant in that report i
DR GREENWELL: No, it didn't feel like u{\at atall. it felt to me o like this was a report,’:}_
that we thought would be very useful, and then it came back lncludrng some

recommendatlons that: were deﬁnltely not: useful, and then it had to shufﬂe e

several tlmes backwards and forwards between mternai audit and the trust
The final version got lost in that process That would be my reading of it

|DR WALTERS: As you say, there were things about culture in it. There was

somethmg in there about access to obstetnc theatre at mght,delaysand ali ‘
sort of things. L 2
DR GREENWELL: Yes, ‘that would be aught up, you' re remmdrng me, in a lot of
discussions about Fumess General medlcal stafﬁng, oonsultant stafﬁng, and
~how you got... First of all, there were enormous drff culties for quite a while,
between about 2004 and- 2009-r
, ,Barrow There were real concerns about the interrelation of paediatrics and

10, | think, in recruiting consultant staff. at

'maternzty and how you dealt with it, and then an awful lot about the European

Working Time Dlrective covenng the hospital at night, who was on call and . "

“who wasn't. | have to say | can’t recall all those details, but i know those sorts

- of conversations had been gonng onfora Iong time.
| remember a point when the non-execs ll'l partlcular quite erupted
about the length of time taken to recruit consultants 1t was unacceptable that -
—an advert would 'go out months after a vacancy had become obvrous That
“started to improve quitetdramatlcally. The number. of consultant vacanmes
“went down and the reliance on locums went down. For a while before | Ieft the
Trust board that was one of the positive features but | couldn't glve you any
- dates as to exactly when that was. : et
DR WALTERS: The board was aware that there was thiS potentlai problem with
matemity and there belng -
DR GREENWELL With obstetrics?

| DR WALTERS: Yes. There had been these. five incidents whrch were beheved not

to be related.
DR GREENWELL: Sorry, there'd been...?

15




O 0 ) N B W N e

DR WALTERS: There were five incidents that were supposed to. be not related,
; which was the issue that initiated the Pauline Fielding report.
DR GREENWELL: Then there were the maternal deaths.

|DR WALTERS: | can't understand why the board wasn't more anxious to see the

_report fmd the action plan. L
DR GREENWELL: It was 1 think because there was so much being reported on,
including the Manchester report and the internal reporting, and so many other
things happening. It didn't feel like the most important report is all | can say.

| DR WALTERS: Given that | suppose the board felt that there was an issue here,

what were they seeing in terms of a systematic approach tOwards the action
plans from board to ward?

DR GREENWELL: [t was definitely how can we... My strong memory and one of the

biggest issues was how we could strengthen consultant gcover for obstetrics

and p1ediatrics at Barrow, given the difficulty of recruiting [znsultants and the

fact that, if you looked at all the stuff that was coming to us on how many

" numbers of patients consultants should have in order to 'be competent, and

then you looked at the numbers in Barrow, then really t_here was a big divide.

It's not just Barrow; it's the common problem of how you provide clinical

high-quality specialist care with relatively small numbers of patients,
particularly when_hospitals are geographically-they-re-tee remote.

| did some research work in Londdn, where hospitals were maybe a

mile and a half apart, teaching hospitals. Furness General, as you'll know, is

not the kind of Jocation plase where you can have somebody at night popping
over from Lancaster. The attention of the board was going on that big issue
and how we dealt with that, and that was taken very seriously.

DR WALTERS: Were the economics brought into the debate as well?

DR GREENWELL: They wére, but it wasn't a big issue. If you could find a

satisfactory answer, you coulid stop paying these huge locum medical fees.
~ The Trust seemed to be paying out a vast amount on locum expenditure.

Getting people in permanent posts would save money and also reduce clinical
DR WALTERS: When you chaired the quality and safety committee, and there were

details of incident reports coming from maternity and also other places, how

did you assure yourself about the quality of those reports?

16
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: n'Emory Cumbna pubtlc health had a very dlfferett attrtude to sugning off
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- much much shorter; it would be the more recent ones.

“?f'deaths was the publlc health aspect of this.—be
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iou _fntoward incrdef rePOf'f't§p an ewiul

| fl°t came to us s It have to say, the form in which it came from

clrmcal mtellrgence umt was not always helpful There Was a whole array of e
 things from relatively minor low-risk- reportlng ~glips. and trips as well. as—the_’ o

r'ght up’ 40 the :senous untowardiy,'fﬂf ,'

rncldents If it was a senous untoward mmdent my memory |s the way' off -
; finally oommg toa conclusron on those changed over. tlme In the earlyjjf;;fff[ .

. phases rf there was ababy death a matema [ eath or any other death thenf/
that would then be reported; the detalls would be reported There would then
~beaful lnvestrgatiOn along the: Ilnes of i thlnk ‘national patrent safety There ’,

0 was a det' nite root cause analvsrs process for Iookrng at the whole array of theff

- risks assocrated with that, and then that report came back to- cllnrcal quahtyif,; n
1 - a d safety, having been looked at by clinicians. | i

Then it needed to be srgned off by the publlc health dlrectors If my;f lf",' '

Is to the Lancashrre ones We would Iook at the list of SUls that were stlll e

,’ahve and there'd be SUls gorng back a long time from Cumbna strll on the ;" : 5 f :
~ alive list, requlnng us to look at it agaln whereas the Lancashtre ||st would be : f

| didn't have any mlsgwmgs at the thoroughness of the way SUls were
looked at The area of concern, whlch arose through looking at maternalff
ause Tthe medical director

who was appomted sometlme halfway through my strnt | thlnk “had set up aji; -

-y

o ~ public health llalson oommrttee, and I was on that along with the drrector ofi“l":': i

- nursing, the dlrector of midwtfery and the publlc health people from Cumbna_L o

- and Lancashlre and then we could mvrte others to |om dlscussuons a
: 'fneededan-yene-m o s :

We were very bothered that there'd been over trme, three maternali_}j
deaths that all related to the engolng problem of obesrty and poor cardiac :
health. They were matemal deaths but they hadn’t occurred — | think one. had
occurred dunng childblrth but it was — ‘what do they call it" - placenta

i 'embolism or somethrng like that whlch was purely clinical. Others were

heart- and obesrty-type-related |ssues That was one of the issues;: we felt '

17
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that there needed to be a much stronger PCT public health liaison with GPs

. about how that kind of area was looked at and managed.
DR WALTERS ‘Was there any reflection that, possibly, the unit wasn't risk assessmg:_

properly?

DR GREENWELL: I'd say that the attitude was we're not getting everything right, but |
this particular issue of obesity and cardiac health, if women are being '

managed as GPs, as a lot of them were... | never understood who was sent
from the con,suﬁanfs and who wasn't, but certainly a lot of_pregnant women’s
pregrRancy, after one initial visit,-my-understanding-was; were managed by
GPs. We felt therefore that this issue of obesity and cardiac health needed
more attention at that leve!, and so did the public health people who were on
that public health committee.

The other issue, wrich was difficult, was that, there did seem to be -
lithink two of the women were from minority ethnics!

what's the right term? —

groups, but it wasn't a big Asian community. It was lone women who had

married, come to Barrow and they didn't have a_significant local ethnic

community network. We did wendef-, feel, that we couldn’t do anything locally,

because the numbers were tlny I know our medical director did try to see

whether, working with public health people, it wasn't possrble for nationally

somebody to look at ethnic minority women who were not part of an ethnic

 minority group in their locality and whether that induced more stress durihg
pregnancy or whatever. Maybe it didn’t, but certainly nothing could be
followed up on that, | ‘
DR CALDERWOOD: Thanks very much. | think we've covered a lot of what | was

going to ask. We've talked extensively. 1think | was particularly interested in

what you've just been talking about, because | have some minutes from your‘

minute where it states very cleairly that Dr Greenwelll‘ was obsetving' the
maternal déaths, and clearly you have talked at length — the minutes
presumably don’t cover everything - about your concerns, talking about the
statistics you were concerned about and also' whether perhaps there was
some theme. | get a hint that, although the root cause analyses had said that

-they were natural causes and that there was no ;untoward care, there was

clearly a lot more discussion.

DR GREENWELL: There was, yes.

18




DR CALDERWOOD You ve also hlnted maybe just a Ilttle lrst about not qu:tei -
knowung whether women when they saw a consultant how thenr care was.
They were often sent back to pnmary care '

DR GREENWELL It appeared from what | could follow that women rn the area a

lot of women, area had their obstetric c}are managed by GPs. As far as 1 knowf}:';_‘, ,
 that s not uncommon | may be wrong '

DR CALDERWOOD A suppose | would expect the GPs to be managmg women whoi 1
dldn't have partlcular obstetnc or medlcal risk factors

DR GREENWELL Yes S0 theres an initial process of them comlng in to seea
consultant who decides whether they can be managed by GPs. That was the,;
: f:klnd of area where the weakness of the clrmcal quahty and safety commrttee :

as| sald before |s it drdn’t have a b|g enough strong enough cllnlcal lnput ltf” ‘
had a medical director and a nursing dlrector, and they were both cornmltted
‘and actlve and we could call on other people but that's the sort of thmg where i
you needed a couple of consultants op that commlttee saylng. ‘Hold on, we ve" :
- got to hammer away at this’ As a nt[
_but you couldn't stir thmgs upina way that a consultant can. and-we-knew-that-
| - The publlc health people were really keen to- move on thls the ones we were .
worklng wrth but it just seemed to peter lnto the sand .

| DR CALDERWOOD You ve alluded that there was a lot more dlscussmn than was

recorded in the mmutes Drd you feel that the committee presumably would
“not have gone mto the detall of the root cause analyS|s'7 Dld you feel assured?

DR GREENWELL 1 felt quute certain that there was a thorough root cause analysrsg-'
~ done. | felt that, as a non-exec-led commrttee it wouldn’t have been? : "

‘appropriate for me to be involved in the cllmcal root cause analysns but fwas

satisfi ed that it was happening That seemed to me to be an. appropnate level

o of responsrbllity I never had a sense that things were being covered upt
As | say, the energy with which Angela Oxley investigated where there
‘was a defi nlte nsk area and reported on it and dealt wrth it, g&was another

feeling of reassurance that, if people do sense somethmg s gonng wrong, they L

don’t hide it. - All the effort that was goung on Iooklng at the medrcal staffing at ,
Barrow went on contlnuously, because of the difficult problems of rnter—relatrng .
paedratncs and obstetncs “You could see an answer for paedlatncs if itwas -
just paedlatncsbut, by the same,routey, you neededa paedratnman,there in

19
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order to have proper obstetric service. | don't know what they've done now,
but it certainly wasn't easy.

DR CALDERWOOD' That often is something that isn't understood by people outside‘ |

~ the speciality, and both for the adults as well.

DR GREENWELL. Yes, especially at nights — the emergency backt.tp and how you

provide that for two specialities.

DR CALDERWOOD: We've seen in some of the minutes, once the Fielding report
did appear, there was an action plan and then there wés an audit to find out
whether the action plan had been carried out. What's your sense of how that
piece of work —?

DR GREENWELL: As | say, | am aware that that's one piece of work that I didn't

follow up with the energy | should have done. | was taken aback by the fact of

' reqomme[:datlons in relation to the midwifery side, which werj not appropriate

recommendations. It left me feeling that | could_leave

why a -%hild death had happened when it shouldn’t have happened,
investigating SUls, being satisfied that there was NOT a problem with root
cause analysis; those were the big things. 1 should have taken the Fielding

report more seriously, and | know it was partly because I'd had such a jolly
nice conversation and it hadn't struck me as being one that | needed to
monitor, and | should have done. At no point did | feel there was any
conspiracy, but there certainly was a cock-up.,

1MR BROOKES: Can | just ask you something slightly dlfferent‘7 This is about your

role with the board. What was your assessment of the governance systems of
the organisation, not just about matemity, in totality and the role that you were
able to play in the assurance of the organisation’s governar;oe? ‘

DR GREENWELL: As | said, | see it as having three phases. There was a phase up
to when there was a change in the Chief Execuﬁve, where | was really
concerned and it seemed to me that the governance arrangements were
inadequate. The Trust was too defensive, the structure of the audit committee,
the nature of the risk management, eic.

MR BROOKES: You've been through some of that, yes. :

DR GREENWELL: Then_during the gap between Chief Execs there was an
improvement but not as radical an improvement. Then along came Tony, and

20
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~ Jackie and Peter got inyolv'ed 'rnore That’s Chief Executlve Director of i
Nursmg and Director of Medicme At that point - and also some new
~non-execs, one of whom had a background at risk management at a unlversrty,

'and he pushed as well and worked with the Chlef Executwe ; : 2

MR BROOKES: Atthe poirit of your leavrng the organisation were you conﬂdent that - S
there was good govemance in the organisatlon‘? T o

DR GREENWELL Not entirely, but | certamiy was aware of the weaknesses of the ,
clinical quality and safety commrttee and the lack of adeguate consultan i
mvolvement - The areas that concerned ‘me were the nature of the cllnlcal i

quality and safety commlttee and the fact that it wasn't as. strongly cllnrcaliy e
. involved as it should have been. The quality of - the clinical lnforrnatlon_g_'

feedback to clinicians was also not strong enough. When we asked for things

like breakdowns of co plamts it came as a long document of raw data. hen -
you're under work pressure as all CllHICIanS are and all board members are,d- ‘

. you re paying somebody to analyse that, not to present it as raw data an we
were getting raw datJ>d i
meetmgs “This is hopeless We're not gettlng the kmd of feedback of cllmcal

' -*_irnformatlon that we need in order to improve all aspects of our service.

- | know there were attempts being made to. lmprove that and it was",(f, |

‘ improving There was a hange chanee of personnel that was about to ¢
. happen just as 1 left but there was certamly that area of weakness In terms,
- of the risk management and the effort that went into complling the risk scores

and a risk mltlgatlon process that was far, far stronger atthe end Im sure its

 never perfect — you have to keep on improving it — but the difference between 'f ‘

the posrtion when | Ieft the Trust and the positlon when | arrived was' o
absolutely massive. : '

IMR BROOKES That's very helpful One last thlng to add if l could You mentioned

that you had a dlfferent experlence between two PCTs in ten'ns of signing off '
SUls. Did you ever discuss with Cumbna why they weren't srgmng off?

|DR GREENWELL: l left that drscussion to our medlcai dlrector because the

, personalrties involved were strong and forceful

I MR BROOKES: Were you aware of the outcomeether-eeeduet‘? s
- | DR GREENWELL: It didn't : seem to get anywhere is alll can say.t L

| could see why some ClInICIaI'lS were saylng in p biic; - |
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was madequate .?
inadequate? It was much more, ‘No, you need to keep these things alive in

this list of SUIs that were still alive, as it were, and some of them were going
back a long time énd nothing new was' happening. They just weren't being
signed off. That was one thing | didn’t get anywhere with, 1 think our then
medical director would be able to answer questions on that.

members of the board'?
DR GREENWELL: Yes.
DR WALTERS: What impression did they get?
‘DR GREENWELL: The issue that the CQC had rithly picked up,—the—GQG, on the
fayout and the design of the ward, the unit at Barrow,-was that was recognised
‘ as a major falling and it needed to be addre%sed. There were certain plans

had been created in the 80s and it certainly hadn't been well-designed. There
was no question about that. There was that elementto it.

the medical staffing and the design of the ward. They were certainly the two.
You know the CQC report after the Coroner's comment highlighted two areas
as reasons why we were declared non-compliant and one was related to the

theatre and it was loss of dignity, and it was a valid comment. The other was
the cleaning of a smali alcove that hou_sed the IT system, | think. Certainly
that was dealt with and the cleaning regime was reviewed. Dealing with the

without a redesign of the ward and that was going ahead.

' MR BROOKES: | have no more questions. Thank you very much for your time.
DR GREENWELL: Do you mind if | add one comment, at the end?

MR BROOKES: Indeed, briefly.

me the most is the way the media labelled Fumess General matemity as the

22

MR BROOKES: if | were to say it might have been because they felt the analysis
DR GREENWELL: It’s very difficult to say, because we dld ask that; is our analysis

case something else turns up,’ kind of thing. | That's my memory. You'd get

DR WALTERS: Did the board go and visit the matemity units at all, the different

that we approved for changing the layout of the ward. - It was a hospital that

| can’t now recall anything else that we picked up that needed... It was |
‘layout in the ward. It was the way women were transported to the operating -

other issue, the transfer of patients, that couldn't be dealt with adequately

DR GREENWELL Of all the things that have happened, the thing that has bothered B




‘baby deaths’ hospital That title hung over the drstrlct and it's certamly

1
2 ‘affected_ famrlles as well as staff Anecdotally, | was getting feedback thatit
3 was causmg, and not surpnsmgly, a great anxrety to women ‘waiting to havei
4 their babies at Furness General The distance is such that for most women, e
5 there wasn't another choice. Lo
kkkkk 6 | | The work I looked at left me feellng that. the number of baby deaths £
7 were not out of line with what was reported in the national confidential mquiry
8 " figures. The Trust was told — we did ask, ‘Can we not rebut this? Can we not
9 put out our press releases_ saying, “Thls moniker of the baby deaths' hosprtal rs 5
10 damaging and it's inaccurate™?' As nonQexecs we were told, ‘No, that ism't
11 ; fhow the NHS works. If the media's saying thls you leave it to somebody else | :
2  todeal with." It just seemed to me oompletely damagmg andwrong.
14 and gjust a matter of months ago there was a |lSt agaln in the Westmorland e
T Weste Gazette of all the baby deaths that had have h ppened in the Trust .
e 16 overia decade If you don’t know your way around this jystem and you total o
= . 17 ‘every stillbirth and every neonatal death over several years, and get the figure
l::[',,,}ej 18 : together, it looks really alarming. If there's one thing | do hope this i inquiry can
Bt deal with, it's somehow providing a statement that counteracts this kind of i
, 20 A press regortlng Not overlooking anything, not brushmg anythmg asrde, but if .
2 you come to the conclusron that Iabellmg Fumess General as-the-title * the
f 22 baby deaths hospttal' is was unjustified, then I'd be so relleved if somebody
23 with authority sald SO, because-l—de—thmk it contmues to hang over the district
24 in a way that's most unfortunate. ‘ ‘
25 |MRBROOKES: Thank you very much.
26 |DR GREENWELL: Thank you for having me.
n
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(At 11.34 a.m.)

DR KIRKUP: Hello. Make yourself as comfortable as you can under the
circumstances. My name's Bill Kirkup, and I'm the Chair of the investigation
Panel. I'llask m colleagues to introduce themselves to you. ”
DR WALTERS: I'm Getaldine Walters, and I'm Director of Nursing at King'J College
Hospltal
MR BROOKES: And I’m Julian Brookes currently Deputy Chief Operating Officer,
Public Health England, but previously Head of Clinical Quality at the
Department of Health.
MR GRIEVES: Hi.
DR KIRKUP: You'll see that we're recording this meeting and we'll produqe an
agreed record of the interview. You may also know that we've invited families
- to be present as observers. As it happens, we don't have anybodgl for this
session, but they may listen fo the recordings subsequently. '
- When weLget to some matters that might bear on'conﬂdentitl issues,
we'll have a break, and make sure that the room is clear. and that people are
not then able to listen to that part of the récording‘ ‘
You also know that we've asked you to hand in any mobile telephones,
laptop, other recording devices. Just to emphasise the fact we don’t want
anything to go outside until they're ready to produce a recording [inaudible].
Do you have any questions for me about the process?
MR GRIEVES: No. |read the prdtocol. | think | know what's going to happen.

what you've done subsequently? ,

IMR GRIEVES: Okay. In order to get my thoughts together, I've made kind of
timelines and some notes, so | hope that's okay if | refer to them?

DR KIRKUP: Absolutely.

MR GRIEVES: So, | joined the Trust shortly after it was formed. So I've been there
for over 13, 14 years now. | came into a service manager post in the surgical
division, and worked in a number of surgery directorate operational posts, in
that period.. Doing most specialties. So maxillofacial, anaesthetic. So I'd be

" the kind of first line manager of _th_dse services, and that happened until — that

DR KIRKUP: Okay. Well I'll start off with a very general kind of question, which is
can you explain when you started at the Trust and what you did there, and
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| . was Just a post that I was m for a Iong penod of trrne

o In 2010 the surglcal drvrsron was restructured and through the rntervrew‘ _;
process | drdn't get one of those posts So there was then kll‘ld of a srtuatron b
of hiatus of | drdn't have anywhere to go, l was krnd of not slotted lnto one of
theposts o e

~ June 2010 | was approached - and that was my first communlcatlon wrth the
- Women's and Chlldren s drvrsron really They, at that pomt had a temporary'

dMSlonal general manager | In post. Fraser Cant He was covenng from - for

someone called Steve Evans who had been off on long term sick Ieave | " ,
- So | was approached by my then manager. and had a chat with her and

Fraser because the structure that they had rn women 's and chlldren s was ,' :

S E somewhat lacking. The wor[;that l'd done in surgery seemed to ﬁt wrth what"i
eF they needed so | began to

ork for them, |mt|ally at one day a week at that

pornt So thls was June 2010 , |
It was qurte a flexible arrangement at that pomt The ~ my jobff’ L
, descnptron at that pornt and I do recall it, was, ‘Keep the numbers rlght =
What was meant by that from an operatronal pornt of view, was |n relatlon to
-things like 18 week joumeys and making sure that patlents got thelr follow-up
' appomtments on trme etc. The klnd of performance - key performanceﬂ'f_{
' lndlcators that the busmess srde of the division is judged on. Keep them rlght ¢

That's your role when you come in and work for us. : ,
Sol entered the drvrsron at that point, and rt was one day : a week They e

had - just to kind of give you an |dea what they were doing at that point. They
“had a really limited infrastructure, they had a lot of secretaries off sick wrth’

stress at Furness General Their admin processes were somewhat lacking.

,They hadnt done any kind of capacrty and demand work which is what | kind

of —what | am good at and focus on. Their 18 week knowledge wasn't great,
and the kind of day fo day operational seemed to be done by Angela Oxley,

"who was the Head of MldWlfery at that point. e Loonde
So that's the kind of environment that | went into. What I did at that

point was really krnd of did an assessment of what they needed to do to bnng ’
it up to speed, produced an action plan for Fraser drafted some people in to

help the secretarial srtuatron sorted that out

| continued to work in surgery at that pornt So this rs May 2010 In. =
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So Ibrahim Hussein who was the Clinical Director at that point as well, |
had - | didn’t find him wholly supportive in what | was trying to do then. Sol
think he felt somebody was coming in from another division ahd felt a bit
challenged by that. Because | would say, ‘Why do we do this?’, and | was
j;urely looking at the admin functions. So | doh[\’t think | had a great

elationship with him. Found him a bit dismissive of the things that | was trying -

fo do, and what | was trying to do was get them on track and get a really -
some clear processes and protocols in place from an admin point of view.
DR KIRKUP: How Iong did you carry on working there one day a week? ;
MR GRIEVES: | was looking back yesterday to try and do that. | think the next point
from June 2010 to January 2011 where | was formally put into a service
manager post in what was then family and clinical services. | thmk it was a
very ﬂexible arrangement. | think it built up over time. Relatively quickly
' ecause surgery could — were prepared to release| me. Famlly and clinical
services needed me to do more and more. So it was klnd of a tapered

J;elease J,,
'|DR KIRKUP: But it became for a whi!e one division anywa

MR GRIEVES: Excuse me?

DR KIRKUP: It became for a while one division anyway? When was that?

MR GRIEVES: It did. Well, at that peint it was family and clinical services.

DR KIRKUP: Right |

MR GRIEVES: So that was women'’s and children’s and core clinical services, which
are now two separate divisions in the Trust, joined together at that point.

DR KIRKUP: Okay. It's a bit hard to keep track of.

MR GRIEVES: | know. Well I've got the various — at these different time points, I've
got the various different organisation charts if they're any use to you, Orlcan
refer to them if you want. |

DR KIRKUP: Actually, | think they are, yes. You keep them.

MR GRIEVES: Yes. So we had, at that point, a divisional administrator in place in
the family and clinical services division. She was trying to do a number of
tasks of trying to keep the medical ‘stafﬁng going, trying to keep the medical
secretaries going, and trying to keep the 18 week j ;oumeys going. It was way
too much for her.

IDR WALTERS: Who was that?
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MR GRIEVES That was somebody called Vanessa Chew C—H—E—W But I was still
a service manager for surgery at that pomt Iwas klnd of juggllng both thlngs
But l’d started gorng to some semor management team meetmgs Kll’ld of
people that were there was Fraser - obwously he would chalr those Angela
Oxley. Thetr had a guy in called Alan Cume{‘?] l dont know hether he —
whether you've come across Alan ‘Alan was domg some work wrthln famrly
and clinical servrces at that pomt and the fi nance manager somebody called
Michael Ash-McMahon

So example of thmgs that we'd talk about dunng those | went back and
had a look at what were we talklng about the dwrsronal management team at
that point, was, you know kmd of operatlonal stuff about where our patrents
‘might be breachmg their targets

DR KIRKUP Okay. lm trying to get a track through your career in thT Trust ﬁrst of
all. Then we'll come to some more specific i issues.

MR GRIEVES Okay Sorry m trymg to be as exhaustive as l can be Okay So
that transpl ed until January 2011. I was put. lnto a servrce m nager post ln,
famlly and clmlcal services. That was - yes =1 worked dlrectly to the DGM
lve always worked drrectly to the DGM in all of these posts So. m the last
 three years, smce 1 transferred over properly, l‘ve worked with three DGMs

DR KlRKUP Right. |just want to be clear about thls Dlvrslonal General Manager’?

MR GRlEVES Yes. Sorry

DR KIRKUP See, 'm old ‘enough that it means drstnct general manager

MR GRIEVES lremember them.

DR KlRKUP Very dlfferent post Okay Can'y on.

MR GRlEVES So yes, | worked dlrectly to the DGM and l can show you the
structures there. Because what there was, there was head of servlces in
place. So we would have had a head of service for obstetrics gynaecology,
and midwifery, Sascha Wells and we would have had a head of service fori
the paedlatnc side of thlngs So they were krnd of the nomlnal head of
service, and | would be a direct line accountabillty to the DGM for the busrness
admin side of things.

DR KIRKUP Okay.

MR GRIEVES So l won't gointo what | was dorng there If you want to talk I can

go.
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IDR KIRKUP: We'll come back to it.

MR GRIEVES: Sure.
DR KIRKUF' You can tell us what you did next.
MR GRIEVES: So that was January 2011. March 2011, Angela Oxley then went at

 division. That split into these two divisions that are there right now, called
clinical services, women's and children’s services.
DR KIRKUP: Okay.

MR GRIEVES: It wasn't until October 2012 that | was appomted to the Busmess

. Manager for Women's and Children’s Services. So my official title is Business
and Support Services Manager. |

IDR KIRKUP: And still is?

MR GRIEVES: And still is.

DR KIRKUP: Right.

MR GRIEVES: To this day.

DR KIRKUP: Okay. That's helpful.

MR GRIEVES: Sorry, that was a bit more than you wanted.

DR KIRKUP: It gives us a perspective on where you were and on some of the

- organisational structures were [inaudible].

IMR GRIEVES: It took me quite a long time to get to that point because, you know, a
lot's happened in three years.

DR KIRKUP: I'm sure it has. |

DR WALTERS: So you've got some divlsnonal changes then, and you were working
one day a week on getting the numbers right.

MR GRIEVES: Yes. :

DR WALTERS: So presumably they weren't right?

‘MR GRIEVES: They were. We were — they were better than some of the other
divisions, but it was a case of, ‘Keep us out of the red.’ o

DR WALTERS: Okay. So that was — they were the biggest tasks?

l'MR GRIEVES: They were absolutely the biggest tasks. It was primarily focussed on

~ gynaecology. I've had nothing really to do with the obstetrics side of things.

Because there was the head of service there, because there's no 18 week

journey there, | haven't had anything to do with the obstetrics side of things,

that point. So I've got a structure that happened in July '11. To bring it up to
date, June 2012 there was an official split of the family and clinical services
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, and still have next to nothmg G
DR WALTERS So there was a weak lnfrastructure People off sick wrth stress. No,

| capacity and demand work lt sounds like total chaos Is that howrtfelt‘? T

MR GRIEVES It wasn't a good set up. it wasn‘t what I’d created in the surglcal
: divisions that I'd worked in. 1t mk at that ponnt it wasn't realty a cross-bay
', vser,vrce either. Still operatlng as three very different srtes Not a lot of
cohesion there, aithough we had a cross-bay clxnrcal lead, that,dldn’t really s
- work | don't think. So yes. Itwasn'tin a good situation really.
DR WALTERS: nght So you reported drrectly to Fraser’? S
MR GRIEVES: | did.

DR WALTERS: And did you pick up sort of how the cltnrcal risks were being handted s

in the drvrsron at all? Were you ‘aware of the structure and what Dr Hussein
- was doing around that" ‘ i : S

|MR GRIEVES No. No.
IDR WALTERS ‘Was it ever discussed at any of the operatronal meetmgs"

MR GRIEVES: No So in terms. of risks, or mortallty ﬂgures not in my = not that I,"
can recall in the meetings that | went to. No.
DR WALTERS: So from about 2010 onwards obvrously the momentum started to

gather a little bit around concems about obstetncs -Barrow Neonatat. How

did that feel — what did that feel like in the division?

MR GRIEVES I've got to say | wasn't really part ofit. 1 was So focussed on trymg to L
— and I'm not saying that to be — | was so focussed on trying to get the admin
functions and all of that sorted out, that that was somebody elses issue frorn Dy

my pomtofvrew iy i - 7

DR WALTERS So it wasn't somethmg that you know, ‘We ve got quite a lot ofl ,
operatronal issues to deal with, and actually you've got — we've got somensks

~and safety issues bubbling up here, which are gaining more and more
momentum'? | R s E

MR GRIEVES: | don't recall them being discussed in any depth, and | had a look

back at our divisional management team meetings and no, it was more about

the business function side of things. The cost'improvement programs the =
‘where we are with numbers. Whether that was bemg discussed In a dlfferent

place at that pornt | don'’t know ‘

DR WALTERS: So was safety and risk ever discussed in the same breath as cost
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improvement?
MR GRIEVES: At that point? Or since then?
DR WALTERS: Perhaps tell a story.
MR GRIEVES: Well, you know, we have cost improvements to make, and that's not
stages of when Fraser was there, was kind of a view of holding the line and
not compromising the service in any way to deliver a cost improvement so -
and that was sométhing that was really kind of sacrosanct in what we were
looking at for cost'improvements. We should not be looking to put ourselves
in a position where there's - It compromises safety in any way.
,DR WALTERS: And what — at what point did that» become more explicit?

IMR GRIEVES: Probably from about 18 months ago. So I'm Iooking from 2012

onwards, | think particularly after the CQC report. - }

DR WALTERS: Yes. Were you aware of the Fielding Report c*:ming out?

MR GRIEVES: No. | i

DR WALJERS: Was — were there any action plans within the’?i_vision, in response to
the Fielding Report at all?

MR GRIEVES: I've never seen the Fielding Report. |

DR WALTERS: Right. Obviously after about 2011 — when did Gold Command come
in? Sort of towards the end of about 2011, 20127

MR GRIEVES: Yes, | think so,

DR WALTERS: What was the impact of that?

MR GRIEVES: Onme? And my role?

IDR WALTERS: Well you and your role. But what could you see happening in the

division? _ ,
IMR GRIEVES: | suppose just a more rigorous approach to assurance, and kind of
building up evidence. To me, in particular, or — of providing some of that

side of things. But it was amidst a more robust and serious approach to it, |
think, ‘

IDR WALTERS: So obviously at one point, suddenly, everything sort of tips over.

- There's a lot of media interest. CQC are coming in. The SHA are coming in.
What was the reception of that within the division? How did they sort of
explain it or rationalise it? S .

goizg to — that's not going away. What was clear, particularly in the latter -

evidence | could see that going on in the midwifery side — on the midwifery
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MR GRIEVES What post vrsrt”

DR WALTERS Well obvrously there was a lot happemng, aIl a tthe same trme And .

people mtemalrse that

| don tthey r m just wondenng, what was the feel of |t? =
MR GRIEVES 1 thmk | mean the general sense th at |

nd rnterpret it on the ground in very drfferent ways S

_g}I'saw was we need fo get ol
o Vhouse in order. lthlnk that was that’s the best way 1 could descnbe that I o
‘saw them developlng an actlon plan for I think: I was something lrke 100 plus

actlon points on thrngs that had been rarsed at that pornt through the CQC .
'and there was workbooks berng developed there of you know ‘Heres the; '

'actlon Thrs is what 3 we've done to mrtrgate it. Are we red amber or green?; : Y
 Havewe solved that issue, really?’ Sol could see those bemg worked up by

: ,sascha and Val erson who was inat that pomt who was dorng a lot of the' : l '

. govemance wo k

were they havrng on the day to day operatron of the drvrsron'? G

DR WALTERS: And ¥ at were those actlons desrgned to do'? How wlrat rmpact o .

: L MR GRIEVES I'd str uggle to answer that questron really, from an obstethc pornt of

: vrew Because as l was sayrng I was really kmd of focussed on the non- L

obstetnc side of things, and there was qurte a clear drvlsron there

) DR WALTERS Were you ever as the role that. you were in, i cllnrcal nsks werei -
reported to the central Trust committee, and then were sort of asked the o
d|V|sron you know" 'Thrs needs to be sorted out Were you ever aware of“ ;

how those actrons were taken fonrvard'? a

:MRGRIEVES No L .y i f
DR WALTERS So if there was somethrng lrke a medrcal stafﬁng ooncern Orj»

making sure l”lnaudrble] covered Is that somethrng you were rnvolved wrth‘?

- |MRGRIEVES: No.
 [DRWALTERS: nght Who was" e P
: V'MR GRIEVES l'm assumlng that Fraser would have done that dlrectly wrth Chref S }{'i{(!

' Operatlng Officers.

DR WALTERS Rrght So in terms of gettmg the numbers nght then were you e

mvolved in how clrnlcs were staffed or how whrch doctors were avarlable to .

do thrngs'?

that pornt in- but rt was really the gynaecologist srde of thmgs — was get that
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balance, or, ‘What's our referral levels that were 6oming in?" ‘Where are all
our clinics at?’ ‘How can | balance that capacity and demand and how do |
link all of our outpatient clinic capacity to their job plans?’

‘So | was trying to Work, on getting some structure into the thing,
because it didn't — when | first went into the division, I'm saying, ‘Okay, well
what capacity have we got?’ and, welLl, ‘He does a clinic every Thursday
morning..." ‘Well, where's it all written down so | can see how many patients

actually — have we got a balanced system?

DR WALTERS: And were you in a position where there were any doctors to
[inaudible] what they wanted cover their clinical commitments in the hospital,
and their on call? That sort of thing? ’

MR GRIEVES: Yes. ‘ ‘

DR WALTERS: Was that mainly gynaecology “that you were dealing with?

MR GRIEVES: Yes. |

DR WALTERS: So in terms of the sort of tripatite financial management, operational

management quality, how did those come together in your division?

MR GRIEVES: | think from a meeting point of view they were very much disparate. |
think there wasn't really a pulling together ahd a linkage of that. | didn't really
see that there.

DR WALTERS: So you — would you agree then that the three elements were' sort of
slightly stylised? |

IMR GRIEVES: Yes. I think that's fair to say.

DR WALTERS: Okay, that's it from me.

DR KIRKUP: Thank you. Julian?

[MR BROOKES: ¥'m just interested on your take on — could you describe to me the
governance arrangements for the Trust when you started in the division?

MR GRIEVES: In the — 2011 | would struggle fo do that, you know. 1 wasn't brought
in to look at governance in any way, and I'm not being evasive when | say
that. I say | don't genuinely know how they were discussed, or where that
discussion was going on. That there may have been so_rhe indicators that
were.. | ' '

MR BROOKES: Sorry, I'm not asking you to — what didn't happen It's you're
working in an orgamsatlon It has a governance structure...

10

we can deal with?’ So it's trying to get some structure into it, of how we




MMRGRlEVES Yes e . o
MR BROOKES Were you aware of |t as somebody who worked wuthln that s

orgamsatuon” Would you know where senous untoward mcudents went'?, &

1 Emancral propnety‘7 Those kinds of thmgs
MRG

IEVES: No o wasn 't really operatmg atthat Ievel

~ MR BROOKES But that happens at all tevets So you weren't S
MR GRIEVES Okay I couldn’t sut here and say, This is how |t functloned at that

ponnt !

all‘? Or any |nvest|gat|ons‘7

‘where the Trust had a lot of |ssues wrth follow U patients not gettlng their

‘ ‘MR BROOKES So did you have any mvolvement in serlous untoward mmdents at, T

e MR GRIEVES The only — ~ the only mvolvement that I've had in terms of |nc|dents is L

follow up. appomtments and somebody was brought in extemally to do,,;f L

- reports, and | had some invotvement |n that
MR B'ROOKES So= |

[y MR GRlEVES So this was some = ’

MR BROOKES ‘We' II save that for Iater

|MR GRIEVES: Okay , T S
MR BROOKES Okay So what were your assumptlons about where, |f there was a‘, Lt
~concern about quality of service, where would you assume that was belng

dealt with?

, MR GRIEVES | assume that they were bemg dealt wrth with the heads of service," : ,' -
| who were running the kind of qualrtatlve side of thlngs wrth the DGM with the_ff'f: o

board members.

MR BROOKES: Okay You attended dnv;suona| meetmgs. general managementk",;,

meetlngs operatlonal
MR GRIEVES Yes. Operatronal meetings. Weekly operatlonal meetlngs

would have been to those meetmgs at that point We stitl hold weekly .
operational meetings now and theres a cllmcal dtrector and a clmlcal leadf

there as welt
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MR BROOKES Who attended those? Was there any chniclans at those meetlngs? f |
MR GRIEVES: There would have been — yes. Inmally there was — Ibrahim Hussem

MR BROOKES Okay. and the tdea is jUSt to enoapsulate the busmess of the |
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IMR GRIEVES: Yes.
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division?
MR BROOKES: And yet, from what you were — | think | héard you say already -

than in terms of performance targets? .

happening in separate meetings. But it was — it was focussed towards the
business side of things. ’
MR BROOKES: But your business is provision of good medlcal care?
MR GRIEVES: Absolutely. Yes.
MR BROOKES: Okay, nothing more, sir.
DR KIRKUP: Okay, do you have anything you'd like to come back?

IDRWALTERS: No. g ”

DR KIRKUP: Okay. | don't have any general questions, but we do want to ask some
specific questions that|might have issues around conf dentlallty So we'll take

a notional break in proceedings at that point.

{[The interview continued in private]

(The interview concluded at 12.09 p.m.)
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there was no discussion about the cllmcal servaces you were providing, other .

MR GRIEVES: | can't recall any qualitative discussions happening. Or governamle :
Or a lot of governance discussion happemng In that they may have been




