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MR BROOKES: Good moming, everybody. 14, 1 Brookes,

* !
g ;

and welcome, Sue, to this session of evit{ence—giving to the
Morecambe Bay Inquiry. First of all, can | start by an
épology from Bill Kirkup, Chair of the Investigation.
Unfortunately ‘he cannot be here today. He has asked me to
Chair this session. We will go through and tell you who we

are, then if you can introduce yourself.

(Following introductions by the Panel
. and housekeeping matters)

MS PAGE: | am Sue Page. | am retire+ officially from the

NHS 15-months ago, but | have been currently asked by the
TDA to help out in a failing organisation in Liverpool; a2 -

| community service organisation, which is extremely
challenged on all fronts at the moment as it tries to head
towards FT status. So | am there for probably another six
months when | will retreat to retirement back to the Lake
District after 36 years in the NHS. 26 of those as a Chief
Executive.
MR BROOKES: Thank you.

| am going to start by asking Jonathan to begin ’

questioning.
PROF MONTGOMERY: Thank you, Julian. | will be very
interested if you take us through the time line later on but

| thought it will be helpful to start by asking a couple of
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questibns about how the PCT saw its role and went about

doing it.

The first one of those is just your approach to
commissioning strategy. We are trying to get our heads
‘around was there a commissioning strategy for matemity
services. We pipk up some very significant challenges about
maintaining sustainable services in the area. So | wonder
if kwe could ask about the PCT's approachv to comniissioning .

strategies and particularly about matemity services. |

MS PAGE: unld it be helpful if | gavea little bit of

context about Cumbria and why | ended up there? ,Bﬁcause, |
think, thvat’ actually, that you will begin to see the route

we tried to go‘thro’ugh and perhaps the reasons Why maternity
was not tackled as well as why, you know, when we planned to
do it. | think - '

PROF MONTGOMERY: That will be helpful.

MS PAGE: | was running Northumbria Trust in the North-east,
whichbwas a over a period of — | supposé | was there for
about 17 years as the Chief Executive. | went through a big
clinical merger across three sites, from the North East end

of it — at the end of the time right across to Hexﬁafn up to

the Borders in the north, all the community hospitals in the
middle. So it was a big merger of three of four

organisations including community séwices.

Why | say that is because that took me 17 years to




clinically merge. Where we had to have specialities across

sites, you know, the ﬁihts with orthopaedic‘surgeori to come

together from three different groups to one group serving a

wide population. We had to have them — you know, chronic
disease management changes across vast landscapes of miles.
We could not keep bringing patients in hospital. So | spent

17 years and actually pulling that together and it was very

hard work.

Across other side of the Pennies, which was then part |
of the North of England, was Cumbria. It was clearly
struggling to the poi t at which in 2006 when there was some |
major organisation clanges that happened. Cumbria PCT was
formed out of four or five differentvbits that were serving
the district council boundaries. | was asked, with my
experience from running a provider organisation for all my
career, would | transfer into commissioning world and start
laying out a plan fof Cumbria.

So | entered in November 2006 to a fairly hostile
environment where the population were walking and marching »
on the streets every weekend to save their local hospital.
It was quite traumatic actually what we had walked into. |
didn't have a team, and there was no hand over from one
organisation to another, so | was completely blind. | had
to go in and amass a team to actually try and see if we

could begin to sort out the services.
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The reason | reflect to you on my period in Northumbria
was because it became really appart.*nt to me very eérly on
that the hospitals, which had been merged both north of the
Cumbria and in South Cumbria, had not gone through thét
ptovider clinical merger. So they had 'merged managerially,
but they had not merged clinically; V

| | think they were trying to tackle some financial .

problems in a very inexperienced way. By trying to chop

‘bits off of hospitals rather than actu*lly havea

conversation with the population about what they were trying
to achieve, engage the ~popﬁlélion in that conversation, and |
then engage the dinicians with tﬁe population arodnd what
was possible like we had done in the North-east. |
» Therefore,; in that you could see hospitals like

Whitehaven and Carlisle and Barrow and Lancéster, and
Westmoreland General particularly struggling.

Sowe had to try and put down a priority order of how
to tackle it. So we set about preparing a strategy which
became known as closer to hbme because the population wanted
their care in Cumbria closer to home. If you have ever
vaed there or been there on holiday, you will realise that
it is not like London where you have got hospitals on every
street comer. The hospitals are far away and if you are
elderly actually you want to die at home. You want to be

cared for as long as possible at home and only really go to
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a hospital for safe care when ydu need fo.

o we started engaging the GPs in Cumbria who had never

been involved in ény decisions. They were very angry, just
like the population, a very angry bunch of clinicians who
had been excluded from decisions about clbsing hospitals
that led to the marching on the streets of the population.
They felt that the consultants in the hospital had not
engaged with them in conversations about the future.
o we went about putting into priority order where the
biggest fires were. So they were in the north of the
unty, with all the community hospitals which my
:jedecessor had said that needed to close. It was Kendal
hospital where the maternity unit, the neonatal/maternity
unit there was under a threat of closure along with the
medical assessment services there. It was an acute medical
admitting unit at that point.

So we started with the big re-organisation plan for all
the community services, community hospitals and, in
particular, reorganisihg Westmoreland General Hospital into
a GP-led unit, rather than a hospital
consultant/physician-led admitting unit.

So we were trying to sort of engage with population;
and put structures in place o enable Lls to engage with the
population, rather than them marching on the streets. We

had a big plan in place to engage the GPs and the clinicians
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ih that conversation about the order and the priority that
we tackle things. |

In the north the county with hospitals because of
Whitehaven, was under severe threat because the Northern
Deanery and their allocation of junior dodtors. particularly
the Deanery were withdrawing récog nition fo.r several
specialities at the time and it was almost going to tip
over. | |

So we also ca*ncentrated an a big consultation in that
first two years to reorganise the two hospitals and
clinically merge them so that all the main surgical
admitting unit, the high level medical admitting unit the
paediatric admitting unit, would all be in Carlisle with a
GP led service in Whitehaven and, you know, so a smaller,
Iike’Hexham really. We had re-organised Hexham as well. So
a.low level admittiné unit then transferred to Newcastle fof
anything major. - | /

So that réor_gahisation was the next priority to get out
there, harsh consultation, very harsh. To actually get that
in place. Alongside that, we were doing re-orgariisation’ df
the community services td éngage lhose GPs in each of the
localities to step up to the mark as proViders because they
were exceptidnally good'GPs in Cumbria.

Alot of them webre dual qualified, they were not just

GP qualified, they really had either paediatrics surgery,
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so that was the next phase.

medicine. So these guys were really exceptional

individuals. To engage them in taking over spme of the
community hospitals for sfep up facilities, reorganising out
of hours GP services to make that safer so that they could
support higher level of care into the into the community

hospitals. And the reorganisation of Westmoreland General ‘

in the south for the GPs to take over and run that. The

next phase of that consultation would be Barrow and the RLI

PROF MONTGOMERY: Dates -- when you anticipated you had

moved to that phase when was that? '

Cd

MS PAGE: Right.

PROF MONTGOMERY: On your time line.
MS PAGE: Glasses.

PROF MONTGOMERY: You started in November - | presume.
MS PAGE:; Yes, November 2006/7 we were sort of ga;thering ‘
people and pace. By the time we got to about April 2006 we
were preparing the big.

PROF MONTGOMERY: 6 —-

MS PAGE: Sorry, 7. April 2000 -- sorry April 2007 we had
gauged as the clinical body what needed to happeh inthe.
north and we started the consultation in the north for the
hospitals in September 2007. That finished in

Februéry 2008. So it was a long consultation for cbvious

reasons.

O




1. Wewere also cdnsulting at the same time over

2| Westmorland general. So that was running in parallel and*ve

w

were consulting over ihe major changes to all the community

services to have a much higher level of care in the

[4) BN S

community with all the integrated nursing teams, we called
them intensive nurses on wheels,Who could really go right

out into the people's homes to prevent admission. With the

o~ »

GPs, you know, virtual wards, we had all that sort of stuff
QN was going in during that time.

10 . So then we were from 2009 onwards we were implementing

1? that process in the north. Running parallei to that, in 8
12 and 9 we were consulting over the major changes on mental
13 health in the county as a whole becausé that was a anothér

14 major priority thatr was bubbling up through then, the:

15 beglnnlngs of the GP world s of commissioning, which was —

16 we were organising way ahead of the nation that GPs were in

17 leadership roles in the county, in localities.

18 They worked together /’asy a clinical senate across th_é

19 ’.county to make these major decisions with the consultants.
20 Thatwas the structure. We were - there is a process of

21 {raining and educating and developing them as leaders and

22 giving them the confidence to take these big decisions.

23 Then a!ongsfde that, we were putting in processes

24 across the couhty to get informatioh fed into commissioning,

25 intelligence. So we were organising our patierit
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intelligence into that system. We had people.on the ground
in each locality, you know, contacting the links people,
gathering soft intelligence. We had all that with the GP
world as well. '
We had a process where Mike Bewick and | wbuld viSit
every practice every year, without exception. With an |
agenda, tﬁat collected intelligence on them as a practibe,
their problems, their solutions their strengths and |
weaknesses, what they fgit about the GP-world in their -
locality, strengths and weaknesses, building up the provider
arm of GP world and also we went through systematically a
conversation about every speciaiity in their local hpspital.
The good, the bad, the soft intelligence, the harder

intelligence and we took data with us. So we were also

building up data during that two year period as well.

PROF MONTGOMERY: | want to come back to the data later
on because that is one of the areas of question we needed to '
understand, about how you brought that together.

" Can | ask you, first, more about the patient
intelligence? We‘found it really difficult to identify what
the processes around the Trust were for engagement with the
public. You are one of the first people who haye actually
mentioned the links as if they were functional. We have
found it very hard to find evidence of that.

If you can say more about whether that was even across

O
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the county and whether it is surprising that we find a bit

of trace that around Morecambe Bay. |
'MS PAGE: ) guess my approach with the — | should also say
| recruited around me because of the nature of what |

could -- coming from a provider background over so many
years, | did not just recruit — | had a public health

director, who | have to say was exceptional. | had a GP

Medical Director who was also exceptional.

O N . g RN

PROF MONTGOMERY: Just for the re*:ord, we have not had

-
o

names because then we can cross-check them much more easily.

° b
-

MS PAGE: The Public Health Director‘at the time was a

-l
N

newly-retired guy called John ,AShton. My Medical Director |

-
w

found in West Cumbria, in a practice out there, called Mike

Bewick. |also had a Medical Director called Irving Cobden,

- =
v

who was a physician by background, who | brought in from

-
(o2}

Northumbria Trust, in the North East, who was a national

leader on re-organising emergency care systems.

" —
N

-
o0

| also had latterly, because | had to wait for her for

-
Lo}

a bit longer because she was not retired, Dr Neela Shabde,

N
o

who was an eminent paediatrician in the North-East, because

N
-

we had problems in paediatrics as well in the county.

N
[N

PROF MONTGOMERY: Yes.

MS PAGE: 1 had four exceptional medical directors. They

NN
W

were also backed by an associate-type of Medical Director

N
n

called Sue Roberts who was a also from my time in the
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North-East, who was the National Czar on diabetes care.

Shejhelped us with the development of a primary care
provider world with the trying to get the GPs up a level of
care so that they could put in sort of a.systematic chronic
disease management across the county, which was a big

platform for their own personal development.

PROF MONTGOMERY: We want to understand how you brought
that together a bit later on. Can| --
vMS PAGE: You want to be linked, you asked me -
PROJ MONTGOMERY: | was trying understand how the
patient fntelligence worked because we have found it hard to
tracer['now the system; particularly in the Trust, has
gathered feedback from patients. So you were talking about
doing that quite systematically which we want to
understanding.
MS PAGE: | suppose, on a personal level, because of what |
had bought from the north east and the first wave trust in
Northumbria, and because it was over such a large area --
you cannot run a healthcare system across two and a half
thousand square miles without having that intelligence from
the people who live there. Partiéularly in somewhere like ‘
Cumbria.
Because they were so angry at the early days, we tried

to turn the anger in the different groups that were

operating in different parts of the county, into positive
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contributers and we used the links — well, they were called
different things but e%sentially the links systerh, and we
connected that eventually to each of the localities.

So you ended up with a lead GP in each iocality, wifh
several other GPs around them in that locality as the
leadership team. They employed, we employed, an individual
who would whose job it was to link with the links, and
gather intelligence in many different ways in that locality.
Whether that be if w* were changing paediatrics bare‘. as we

were at one point, we would gather children and when we were
putting thé péediatrik services out to tender, in the

decision making body, we had a bénk of children that day
actually giving their view about what paediatric services

would be for them. So ;hat was connected into the

Iocaliﬁes. That was the main focus of our -

PROF MONTGOMERY: One of the things that has been
raised in conversatfons with us was the challénges around
Furness, particularly between those who felt they need to
defend the hospital. |

MS PAGE: Those?

PROF MONTGOMERY: Those who felt they need to defend
the hospiial and families, who had poor experiences and -
tragedies, what you have described grows that system of
feedback out of hamessing anxiety about the system. Is

there a risk that that could get divorced from the
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individual quality concerns?
MS PAGE: | guess it could.
PROF MONTGOMERY: Because we have met John Woodcock the

MP and there did not seem to be a big role for links in his

MS PAGE: That is interesting.

PROF MONTGOMERY: | will be very interested to
understand how you held — because | can understanding what
you are saying about the importance of brir;ging”the
community into planning, and you have described how in thé
prioritisation, when the fires in the north so our

particular bit of interest is in the south and we an see -

MS PAGE: We did have fires in the south as well. Yes.

That was in that first two years that | have described those
fires, yes.

PROF MONTGOMERY: There is something about the how good’
was the system at picking up particular quality concerns as |
opposed to engaging the public in the broader discussions -
because you can see how the local people might be anxious

about raising quality concemns if they thought the costs of

doing that would be losing their services?

MS PAGE: | see where you are getting to. Because moving
down to the south of the county, the next step should have
been, you know, é major consultation within the south. But

| would quite like to come back to that at some point. But
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you asked me the question - as well as information from
pur:»llc engagement, we also had a very good system through %
the medlcal directors of managing the individual quality
incidents.

You probably heard about that already, but also a
complaint system where the individual localities would look

at those complaints. Plus Mike Bewick and | going out

absolutely to every practice getting that individual data

r”d the interesting observation | would make across the
county, really in that first two years there was a

erential feeling of, you know, | mean, if you went to

Eden Valley ahd Keswick and Cockermouth where there was a
‘proposal to close their hospitals and evérybody was out on
the streets. They were not in Barrow, actually, but they
were in Whitehaven as well; The big "Save Opr l-'lobspital“‘
campaign was there.

~ In Barrow, even through all the individual yéar on year
meetings we had with the GPs, Mike and | never heard from
the GPs and issues around maternity. And if you, | do not
know if you are going to interview the two clinical, GP
clinical leads from theSpufh, that is Hugh Reeve, who is
now the Chair of the CCG and Geoff Jolliffe, wha is still the
GP clinical lead in Barrow. 'Even, you know, he and | had -
the conversation, none of the intelligence came back from

the GP world about what any problems around maternity.
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But also, | think if | were being completely honest,

the GPs in Barrow in those ele dayS, raised fewer issues
about their local hospital than GPs in South Lakes or Eden
Valley where they were vociferous — much more vociferous
about the standards and quality of care in their main
hospitals. |

| would say there was an imbalance,

MR BROOKES: Can | ask why do you think that was? Why do

you think there was, givén WT( we know now, less kind from
the GPs in Barrow and nothing around matemity services?
MS PAGE: Would it - | do ot know the exact numbers but |
am going in terms of the MiI:L and I's journey through the
eight year period. Mike and { actually were passionate
about rooting out poor practice in GP world which had not
been done before.
Disproportionately, in my head at the moment, more GPs
left Barrow during Mike and I's reign than any other parts
of Cumbria. Some of it was quite difficult stuff to handle
which is why | recall it. S’ome days it was incredibly
difficult but he and | did it and, | think, over all my head
tells me that there were about 15 or 16 GPs we had to deal
with in Vterms of the quality of care and removing them in
various ways.
Soin the early days, this Is a view, it is a personal

view, but | would say there was "collusion” between some of
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1 the poorer practice GPs in Barrow and the hospital because
some of practises we went toin Barrow a11d | have

probably still got the notes -- when you went to the really

b N

good practises. they did raise issues about different

(4]

specialities in that hospital and | remember paediatrics
6 being one of them. | remember the high level of

~hysterectomies being another. The fact that we could not

7

8 get terminations to peoplé. to wdmen, in'Barrow and they had
9' to go to’ Manchester.

10 Allthat stuff was fed back o the Trust and we began

‘ - 11 to deal with it in an order but there was — I/just felt

12 that some of, ,

13 MR BROOKES: Can you say what you mean by coliusion?
14 Colluswn of silence or?

k15 ‘MS PAGE They did not want to lose the hospital and they

16 were not prepared to stand and say that this was bad

17 practice. Whereas if you went to Carlisle the GPs there
18 knew the things that wére going wrong, they were documénting
19 it, they ’wel-'e feeding this fnfonnatiqn into commissioning,
20 and prioritising it for change. | |
21 That was a little more — Geoff had a hard job actually
22 corralling those GPs to getting them to a position - now,
23 five or six years on, that is in a much better position and
| 24 the young new GPs in Barrow may have‘much higher expectations

25 and | think, have much more confidence in their own ability.




Less patients are referred to hospital in Barrow than

-h

they were in early 2006/7 and actually the admissions
started to go down, the genéral practice started to imprové.‘

and the dialogue changed. But even when the dialogue

o A w N

. changed, certainly up to when | left, not one éingle GP

raised an issue about métemity in Barrow. | have to be

[=,]

7 honest with you about that.

8 PROF MONTGOMERY: That is really helpful makes quite a
9 lot of sensT. Some of the things that we will come back to.
10 MS PAGE: All the conversations were being had every year
11 and it was, you know, latterly very formal actually, feeding
12 into the slnate across Cumbria to make an informed

13 commissioning because | didn't know what commissioning was

14 when [ first went in, you know? , %
15 'PROF MONTGOMERY: 2006 | am not sufe anybody did.

16 MS PAGE: | thought that was the practical way of starting

17 to go about reorganising the county and, you know, getting
18 outcomes for patients better because the clinical data was

19 telling us mat our outcomes were poor.

20 PROF MONTGOMERY: That is something we need to come
21 back to and understand because we have seen quite a lot of
22 evidence collected clinical data which is — can | test |

23 have understood right what you just said about the GPs?

24 Because one of my questions has been did people know that

25 the standards were different in Barrow from elsewhere or did
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they noi know? There are some questidns around the rotation
of staff, people only working there ~

MR BROOKES: Graphical isolation.

PROF MONTGOMERY: Which might mean actually they were
not aware of the differences. Or it might have been they

were aware of it but felt eithef unwiﬂing or unable to

, raise it. | think | heard you say they were aware of the

differences and didn't want to raise it.
MS PAGE: | think we wére aware but it is that what sort of

order do you pt.it itallin?

PROF MONTGOMERY! | understanding that.

MS PAGE: If we come back to the south, | think, it was .

prob'aybly the -- again, itis difficult for me. The ’
relaﬁonships around Chief Executivés is quite difficult
Sométimes. isn't it? '

[ think | have enough insight to know that when |
arrived iﬁ Cumbria, | was sent. Everyone knew | was sent,
and they have known that | came from the North-east, which l
have to say is incredibly high standards of care.

That was under the direction of Liam Donaldson for what
seemed like hundreds of years. An amazing guy who really
chéllehged us to have a learning environment, and | realise
transferring to the North West that it was a completely
different place. So they knew | was sent. | had been a

Chief Executive in an acute setting for a long period of
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time.

The people that | was witﬁ in the north and the south
were new, they were young. | mean, this was Tony Halsall's
first big appointment. They had never handled the
re-organisation of 'acute services either in the north or the
south. But the other dynamic in it wés that the person who
had run the Trust before Tony had been moved into a |
commissioning job in North Lancashire,-and that gave a funny
dynamic to the situation — you are going to have to Ttop me

if | am going to — at risk of losing my house, but | need

to be honest with you about how it felt to me, okay

PROF MONTGOMERY: We would have asked yo’]J about this
any way. |

MS PAGE: Okay. it rwas difficult because he had been
mhning that Trust for an awful long time, as long as | had
run Northumbria, and it had not clinically merged. it héd
merged managerially but not clinically. |

Some of the clinicians, that | found who haﬁ done it

despite the system, the ufologists who were running a
fantastic service right across the bay, fabulous Clinical
Director, had done it of his own, you know, under the radar.
So you had the sort of cdlture in the organisation that if

you had a good idea, you just get on and two it but it was
not systematically organised like we had done in

Northumbria, speciality by speciality by spectality.

O
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Everyone knew their tum was coming for the re-organisation.
i re%lly wanted to tackle tﬁat south integration just

like we had done in the north. The time was right, but

unfortunately, the strategy for north Lancashire PCT at thé

time was to maiﬁtain a district General Hospital in

Lancaste’r. That was, you know, whenever we got all the

non-executive directors together. and the Chief Executives

together in South Cumb‘ria. it always came back to we are.

' 'going ulo a keep a District General Hospital in Lancaster.

PROF MONTGOMERY: They were lead commissioner rather
than Pou; is that right?

MS PAGE: | raised myself up and put myself in an equal

~ partnership in managing that contract. | made that very

clear.

MR BROOKES: They were formally the lead --

MS PAGE: They were but | didn't abdicate my responsibility
for that in any way shape or form. They were my pafients,

my population, you know, my head, my --

PROF MONTGOMERY:V | think | have seen in correspondence
tﬁat establisheé that. v

MS F'AGE: Yes, ébsolutely. | would not give that up because
I knew what needed to be done and - but it was difficult
because, of course, | was commenting on somebody’s past
performance. So - §o | tried to engage with the GPs across

with these clinical directors, in the Trust, to get the
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change and at no point was Barrow ever going to be without
an admitting medical assessment unit, trauma centre, or
maternity unit. It had to have one.

PROF MONTGOMERY: | am being nudged to move us on. Can
| ask how —~

MS PAGE: Lancaster had to move and change because it was

only 15 minutes from Preston but people did not want to go.

'up in the helicopter that far. You know, we had performance

management in the system abové us which was not like the
North-east, so in the North-east you would have a plan, you
would be heid to account for it, ﬂre performance management
was far better, In the north west, that performance
management did not exist.

PROF MONTGOMERY: And a lot of was evolved down. We
understanding that. Can | -

MS PAGE: | do not think it was devolved, | do not think it
existed.

MR BROOKES: We may want to come back to that.

MS PAGE: It just did not exist.

PROF MONTGOMERY: | have got a really good sense of the
strategy of picking on things. You have explained starting

in with the north, you have explained what was going to come
in the south and some of the challengés. I want to link

that with the quality clinical governance systems |

surveiliance because a question arises about whether there
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is cluster of cases ih Morecambe Béy that cuts across that - |
strategy. Do you need to do sbmething differenk‘?

- We have seen that — what we have seen is duite
fragmented because of the way that the archiving of the

records has happened but we have seen quite a lot of

activity within the PCT trying to ask itself the question

about q'uality of maiernify services in Morecambe Bay and
trying to do some analysis of whether this was -

MS PAGE: Is there a problem or not?
PROF MONTGOMERY: Yes. '

MS PAGE: Yes. "

PROF MONTGQMERY: Can you take us through how you
handled that question? Bei’ngk quite similar to the question
MS PAGE:::I think, pmbabiy I need to go béck to the time
line again. It was in 2009 when we had, | think, it was
Mike Bewick - no, it was ot Mike, it was John Ashton and
I. We had both had notified to the PCT and maternal death
and | remember going homé that night and really searching
because | had néver come, in my whole career, | had never
had on my watch a maternal death. So | had never conie
across it before and that is why | remember it so clearly.

| came into work the hext day and John and | had a
conversation which was:

"John, what does this mean? | have never handled a
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maternal death before, is this normal? How many do we have
in the country? ‘

We had this sort of conversation and that was the very
first conversation we had about maternity services in that
way, you know from an individual incident.

In the north the county, the north the county was still
attached to the North-east's periﬁatai mortality review
system. So the medics would have had that fed into the .
system that we had in the PCT. But this was the first in
the south and it was a maternal death.

~ So that was the first conversation, but then within a
few weeks ﬁeemed to me —| am trying not to use
hindsight here as well — within a few weeks we seemed to
have a second maternal death and | said to John, "what on
earth is going on?" But then we found out that the second
maternal death was actually before thé one that we were
talking about that day.
PROF MONTGOMERY: You had not been notified of it —
MS PAGE: No and John immediately, you khow. his imn'iediate
reaction was, "what's going on here?"

So we then began to realise that the systems in
processes in the Tfust were perhaps not -- | think that was
-prabably the first real indication | had on a personal level
that, "why have they not got you know -- systems like we had

in the North-East for notifying everyday?”
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Those sort of incidents m the culture in the 
north-east‘ were that, you know, a Chief Executive would know
about it immediately, it would go up the iine, itwas
notified. You know, Liam ,had’ a system very éarly onto
teach us how to do this stuff.

So, | think, it was from that, that John began then his

~ jouney which | am sure he will tell you about, of asking

questions about whether or not there was a process problem
in the Tn.%t, but avls'o.y you know, was it coincidence or |
whatever. |
We h{ad é; system in the PCT, we were beginning to take
handover of the dontrol of the serious untoward incident |
system during that period as well. | can't remember the
exact dates. thn, with all his experience, was put in
charge of that and he loved doing that stuff any way.
He was put in charge of that with the other medical
directors. They had a very good robust system, which
challenged the Trust eventually in many ways, because, you
know, that team} would r;ot close cases down, without, you
know, all the learning being done and actually everything
being put to bed cdrrectly.
So thaf was;, | think, the first inkling that was
this — it is easy.
PROF MONTGOMERY: Which had did you reach a conclusion

that there were connections between the cases or ...
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MS PAGE: | think, again, you see, you cannot use hind
sight. | think, at the time it was, | thian John and the

medics at that point put it down to this was just

unfortﬁnate happening. | do not think that we - | know

then John started to put processes in place. He was looking
at the perinatal mortality rates across the county, he was

7 beginning to ask those q_uestions. he was publishing actually

books that were like "born in Cumbria, dying in Cumbria®,

where the statistics were beginning, T)u know, to be

published.

it all looked to us at that point, if || have recalled
it correctly, that we were within the national norms. But
with — you know, we still have the conversation around,
"John, you know, same hospital, what's is going on in
there?" We were asking ourselves the questions. ‘
PROF MONTGOMERY: It sounds as though the conclusion
that you came to when looking at this statistics for
assessment was that this was not so clearly out of line with
the pattern that that told you anything in itself. You have
identified process failure ahd concentrate on -
MS PAGE: Yes.
PROF MONTGOMERY: -- as opposed to thinking that what
is told you was that there was a maijor clinical problem -
MS PAGE: Yes.

PROF MONTGOMERY: - death.
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MS PAGE: | think the four medical directors, it was not
just John, _these were four medical directors who w%rked ,
together closely tryilng to make those assessments. | cannot

tell you how fantastic they were at run in that process, as

‘a bunch of eventually four of them.

PROF MONTGOMERY: Can | ask you what your involvement,
knowledge awareness was of what the Trust was doing? So the
Trust commissioned a number of extemal views on this period
including the Fielding Report. Were you aware of t«'nose
activities the Trust was doing? B

MS PAGE: No. We were not aware of the Fieldin#g Report at

all. 'In fact, | think, it was, if | have remembered

correctly, it was in the — it was Mike Bewick and | got to

know about |t we were sat in an overview in scrutiny
Committee meeting during the Gold command process and | just
cannot believe it actually when | -- because Tony was
apologising to the Committee for not publishing the report. - -

| was sat there with Mike saying, "What report? Mike,

Mike — what is that about?" |

MR BROOKES: At no stage were you notified they had
commissioned a report, what the outcome of the report was?
MS PAGE: No, no and actually ~ it is just sent shivers

down my spine again becauéé. having reéd that 'report, our
approach to the whole damn thing would have been completely

different.
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PROF MONTGOMERY: Just say a bit how that would have
béen?
MS PAGE: Well, | mean, having run the hospitals for years
and years and years and merged departments rand re-organised
matemity services, it is a catalogue of poor relationships,
poor practises, not looking across your organisation and
improving standards in a -- like a reclpé book where
everyone is working to the same across the maternity units.
| was unfortunate jn my early days in Northurﬁbria to have a
baby death up in Berwick and having to re-organise the whole
system to ensure|that that neve;' happened again, it was —
we.
It would have jettisoned Barrow matemity services up
to a level where, particularly the GPs in our system and are
medical directors and myself, would have been doing very
similar to taking that priority in the north and actually
making the changes in the south. But we would never have
shut the --
PROF MONTGOMERY: It would have been in the South. Had
you seen that report? You have described the fire in the
North being the first —
MS PAGE: Yes, it was a lightning bolt but the key thing is

that we would never have shut Barrow maternity unit because

our commissioning intentions were that it should always

remain there. But it was the re-organisation of the RLI
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rhaternity unit that would have had to enabled the rotas to
be changed in Barrow to support{that in a sustainable way
along with the paediatric services.

Now, we did actually commission a report into
péediatrics because that came up very early on, through the
GP world, particularly in Barrow, of standards of practice,
where if, you know, right across the county, nqtjust ina
hospital. This was the whole old-fashioned way in which

paediatrics services was runy an(* organised in the county.

- PROF MONTGOMERY: | think Stuart will want to come back

{o that. | am interested in tryin# understanding :if you
think that the failure to share the Fielding Report was
representative of the general attitude of the Trust
releésing informétion or whether it would have been
unexpeqted that you did not see that. Some Trusts are very
keen to share information with commissior;ers, others keep
information very close to their chest. . |
MS PAGE: We were on a journey with South Cumbria Trust,
Morecambe Bay Trust. It started with that management of the
SUI system, trying to get the Medical Directors to share and
be with others across the Trust because they were very
closed in the early days.

Evenin thaf hand over of the SU| system between the

SHA and ourselves, | saw glimmers of hope and progress that

they were beginning to become more open'and the medical
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- meetings in Barrow which | did actually.

director particularly with our group of medical directors,

rand, I think, | reflected that whenever | attended the SUI

You know, when we had to review particularly whether we
were going to close cases or not because John Ashton always
wanted my support there because he felt sometimes he would -

come under pressure to close something that he really did

not want to and so we actually stood firm together. But |

did see progress. But they were very closed. H
PROF MONTGOMERY: You had a sense of moving in the
tight direction but needing to move faster? _
MS PAGE: You saw glimmers of hope there that actually \Ls [
were moving. But | think you probably go on into the |
history a bit further that, actually, we actually advised
Monitor not to approve them as and FT, and one of the
reasons was because their clinical systems were not good
enodgh, their clinical leadership was not good enough, the
way they changéd their organisation in the services reviews
across their foot print was not good énough, they were duite
in ward looking still and not out ward looking.

PROF MONTGOMERY: So tell us about the response from
Monitor and from the SHA from the Trust, to the fact you had
recommended that they were not approved.

MS PAGE: When we met Monitor for the second time, as we had

already asked for a postponement for the first time when
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: they wanted to go to FT status, but when we met for the

second time, \*ve ‘met with the GP leads and myself, and we had

quite a gang of us, | had iny finance director with me and we
approached it very systematically. k V
PROF MONTGOMERY: ’Who did a meet in Monitor?

MS PAGE: They were the people who were from ihe
authorisation of FT team. This was after CQC had given the
Trust a clean Bill of health which to say that | was angry
was an unde*statément. okay? |

PROF MONTGOMERY: Who did you express that to?

MS PAGE: | expressed that in a letter to Monitor. | think,

it started, very unusual!y for me:

"How very disappointed. lam for,ypu to be asking me to
a meeting within next two to four wééks fo signﬂoff anFT
abplication. | now riéed three or} four months to reassess
their long term financial plan, is it in line with our
commissiohing intentions?"

So | put off about three mdnths untii we had re-looked -
at their new five year plan’,v it did not align with oun;s, we -
did an assessment 6f the clinical leaming engagement
because we had fantastic GP commissioning by that time. It
was leading the country. It was really led from the bottom
up. -1 was very proud of it.

They had not got the traction in the Trust, with the

clinical leadership and the changes to thé services that
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they now had a very good quality list based on evidence of

things that needed to be changed clinically.

So we were giving Monitor — | thought we will hit
Monitor with what they like which is all the basic business
evidence that iheir business plan is not lined up to ours.
So financially we are going to be doing that because we were
on a track to closer to home and the Trust were on a track
{0 get more money in a more pafients into hospital.

" We backed that up with all the clmlcal’leadershtp
ewdence and the evidence around all the service reviews
that we wanted to implement and the changes to clinical
practice, ahd | actually said to Monitor ar the end, "the
leadership is not strong enough yet to take an FT through.”
And | said -- | remember saying, "l am telling you that from
personal —" you know, | had taken Northumbria through a
really hard time to get to FT, and we did it with the
clinical services deiivering high quality care, not through
adding numbers up and focusing on finance but the team in
the Trust were Solely focused on FT application.

Now, | am in Liverpool pickirig up the pieces from
another team who, you know, who were taking the Trustto FT
status, despite the quality of care they were delivering.

Sb | am in exactly the same position now as | was with
Mdrecambe Bay but froma different angle. Itis exactly the

same.




' PROF MONTGOMERY: So that—

-

MS PAGE: |said all that.
PROF MONTGOMERY: And so how did Monitor respond?

MS PAGE: They said, "thank you very much.” | remember her .

N WwN

saying that they had not had a commissioner ever put

(=2}

evidence down - the data - we knew precisely how many

operations we needed. We had data that was really based on

7
8 absolute speciality by speciality detailed of what we wanted
9 and the quality we wanted. They had never seen anyt+in‘g.

10 like that befOre, she told me, and that they wanted to use

11 that in other applicétions és good practice.
12 We walked oui of that room and both Hugh Reeve,‘wh'o is
13 the GP in the south, and Geoff Jolliffe, the GP in Barrow

14 Geoff said to me:

15 "Well, that has put a lid on that then. They are not

16 going anywhere. We can now get back to changing the

17 service."

- 18 PROF MONTGOMERY: What changed in the -
19 MS PAGE: We thought it was dead in the water. | could not
20 believe it when they went througﬁ.
21 MRBROOKES: Can | clarify, did the PCT, at any stage,
22 support the FT, formally support the FT application?
I 23 MS PAGE: No and we did not in the north either, North_Cumbria umbsia
24 acuté hospitals, because of the nature of what happened we

25 were dealing with. | have to explain to you as well that in
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those - that in today's world it is very easy for a PCT or
a CCG to say, "no, ther are not supporting and FT
application.”

We have to go back to that point where Mike Bewick, .
myself, and John Ashton were standing in a field on our own
. saying, "no”. ltwasa vvery ionely place. And obviously
the SHA wanted them to go through as well.

PROF MONTGOMERY: That is the next question really. So
you have put all this out to Monitor, yoﬁ leave the room

thinking that the Monitor team you have dealt with the sees

it essentially as a soTething that pulls down the shutters

on it and then it all changes.’

So. | mean, did the SHA contact you about the process
did Tony Halsall come back to you? :
MS PAGE: Because of the nature of what we were dealing with
in Cumbria which | have explained to you -

MR BROOKES: Yes. .

MS PAGE: | think | decided at the outset that | was

going to make sure that | Saw my boss in the SHA every four
weeks or s0. | was probably, probably got fed up with |
seeing me but | made sure | was in his room every four weeks
to actually layout — | have still got all my notebooks of
everything | said at every meeting. | would layout north, -
south, the totality, what | needed to be done.

- Because, | have to say to you now, | came from the
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North-east where the. commissioners would hold Trustto
account and | was a trust, but the Sl-'lA would also hold to
account — it is a joint partnership. ‘| can only - you
know, through a commissioning intention contract manage
contracts but | need that system in place to performance
mahage an organisation fromvabové.
‘That happened iﬁ the North-east. It was systematic;
It was every so many weeks we would all get into a room, If
we had said we_had signed up som*thing, adeal is a deal, we |
would have to deliver it or explain why. It was incredibly
PROF MONTGOMERY: You wouid have told Mike that what
you just told us? ‘ |
MS PAGE: Absﬁlﬂtely but there was none of the process in
the place in the North West throughout my tehure with
exception of the final bit whén it was the North-east that
took over totally. Then it changed. It changed markedly.
There was no systematic performance management in the
north west. So it was not that it was devolved. | already
had devolution as a PCT to contract manage ‘an organisation.
You needed that triangulation that they had over at the
Pennines to actually make things happen.
PROF MONTGOMERY: | just have two other things, Julian.
I need to ask you about Gold Command and about risk

summits. There are series of risk summits that we see
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referred to involving area players where they assess what
challenges are. | think the perception is that the
challenges are not perceived to be about maternity for most
of that. That time they are about financial sustainability
and about various other clinical services.

1 would like you to talk us through the — | don't
think your timéline. but there are two or three examples --
the summits, sometimes in involving the CQC, sometimes thé
SH'K. where there seemed to be a discussion about what the

most pressing issues were about Morecambe Bay. | am trying

get the picture of that.

MI PAGE: Yes. | think itis iMeresﬁng there was one risk
summit that we did not even know about. So | do not know
what it was about other than hearsay really which was about
radiology and the culture in the organisation of rMorecambe
Bay and | was trying to recall when that was but | cannot --

| cannat remember when it was.

PROF MONTGOMERY: That is fine.. If | comes bgck to
you. | | |

MS PAGE: | cannot remember. There were clearly things that
the SHA u;ere notified of by the Trust but certainly 1 was

not party to any of those conversations. In terms of the

risk summits that were called | think because of the

structure that we had in the PCT, the Medical Directors

‘particularly, when they could see trends in things, when'
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they — when they came to a point where they had groups of
issues, they went|backward in saying we need a risk summit
to discuss this sort of thing.

| don't think that | was ever invited to any of the
main risk summits. I think, Mike Bewick was the one who led
all those but it seemed to me that it was more ﬁs being, you
know, agitating the system l suppose. |

e,
( .’%t;'q*:
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| mean, | backed my Medical Directors absolutely
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100 percent. | w*uld never Say that they were doing thing

ey
o

that -- but, | think, it never vreally cameto a conclusion.

11 | watched the fa

l of my Medical Directors and, | think, the
12 word frustration c_orﬁes to mind sométimes where they knew
13 things were not right but it was — it was a bit of an

14 action plan then, you know — but what we were worried was
15 that the performance management was not in place and,

16 iherefore. we were coming back to the table again with the

17 next service and this went on with cardiac out patients and

18 awhole load of issues.

19 PROF MONTGOMERY: That takes us into the Gold Command
20 and we would like to understand where that came from and

21 whatitwas thoﬁéht to achieve because, from outside, it is

22 g ‘véry long Gold Command. Are you aware of shorter in

23 intensive Gold Command activities?

24 MR BROOKES: lt is an unusual mechanism we might say.

25 MS PAGE: Itis but, | think, again, it is putting the
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context into it, isn't it, because what we were building up

to is you can see with very — | thought, very s‘ystematic
commissioning based on the data and the cliniéal involvement
and the patient evidence being gathered across the county,
we were sort of towards that end in a fairly decent place

about what> needed to be done. Whether it was being
implemented or not was another matter but we understood the
county.

We had dealt with éewice failure in other rarts ofthe
county. So we had had a breast screening failure in the
north of the county that we had to deal with1 And because
of the resistance of the medical staff in up there at the
time, it eventually got into a Gold Command situation to
control it because of this resistance to change.

John Ashton would be a better one to tell you how he
felt about all that but to grip it and to get the clinicians ‘
to accept that actually we have got bad practice going on
here and to handle it in a different way, was a tough
journey for thése medical difectors. So north Cumbria fell
into a Gold Command because it had to be, more or less, ‘
command and controlled eventuauy because we had harmed
women,

We had also dealt with floods and shootings and things
like that. So - bLut this one | think was like a rising

tide and, | think, gradually as,wé got into more detail
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whether it be with matemity or all the other services, we

2| began to realise that they had got to FT. During that -

23
24
25

period that they had achieved FT status, they really were
not in our opinion focusing on the changes to clinical
practice that needed to happen. |

It was probably, | méan, if you were in their shoes
between td hang on to the FT kite, you know, and trying to |
actually delivef to Monitor and all this stuff that happens

to you In your first year of being and FT. It is not an a

éasy place to be. Even when you have got a well run

mamtenance organlsatlon that is not easy. So our

observation was that things were begmmng to get worse of
not being dealt with e\ren as quick as they were beforehand.

It got to a point, | think, particularly with the out
patients. The north Lancashire PCT, was then run by a very
new style lady ahd she Was then engaging with her GPs in
very similar way to’we were so she was beginning to uncover
things. We were beginning then to pui pieces of jigsaws
together as well around matemity, and, | think, it was John
Ashton;

We were trying to get risk summits and calls organised
you know, to try to solve some of these problems between the
two PCTs and the Trust. | don't thmk ‘we were getting
traction at all and it got to a stage whgre we realised that

this really was a rising tide of clinical failure.
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It was John Ashton who said who said, "soon we will

need some form of Gold Crnmmand here because nobody is
listening.” | think it came out of -- it probably -- it
would be unusual but | do not think we knew where else to

go.

PROF MONTGOMERY: But if you have described a situation

where the management is not having a grip, where the there
is a rising tide of problems, would that really be the

(inaudible) responsibility?| You have got a big goVemance

failure there; haven't you?
MS PAGE: Well, again without hindsight, and | can tell you
how it felt but because we sort of -- we carry the — as a

commissioner, we are The Guardian of quality of care for the

people we serve, We are responsible for making sure thatwe

have the right care in place for them to receive, itis the
right quality, and we are responsible for our part in the
performance management of that and we could see failings

here that were -~

PROF MONTGOMERY: So it is Gold Command makes that safe

MS PAGE: it does not make it safe, | think is —

PROF MONTGOMERY: It takes it out of their control?

MS PAGE: No. | think, it got to a point when; we knew we
needed help from outside the county to sort this out and Vit

was more than the resources we had to hand. So, | think, it
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got to :a’stage where we were trying in faimess td sort it
but we just needed extra manpdwer, 'ext‘a help, both in | _
maternity and in outpatients but, of course, the‘R L1A&E
department was not exactly functioning well either during
that period and we knew there were --
PROF MONTGOMERY: | mean, | think sorry -- | have té
curtail it because | need to hand on. | mean, we can see ’
quite a protracted intense probess anda ylot of things get
drawn into gold command and looked a{. ‘What was the sort of
exit strategy? As you set it up, what did you hope you then
be able to efther hand back yto, the Tm# or change — what
would success have looked like from goid command and do you
think it achieved that?
MS PAGE: Gold ’C,ommand was focused around where - | think,
we got to the point where once you have got a — what we
felt to be unsafe service in out-patient where we didn't
know what we.did not know and who was out there having not
been fdllbwed up and treated, we were harming patients and
we were also, you know, the concerns around maternity care.
| think the outcome for us for Gold was getting that
safe. We knew that the Trust would have taken the normal
reaction, "well, let us shut the maternity unit." We were
worried that they were going to come with the proposal “let
us just shut it" because it was all too difficult.

PROF MONTGOMERY: They did try; didn't they?




W W N N B W N =

-l bk ek amd b
H W N - O

MS PAGE: John Ashton and Mike Bewick and myself had a
convergation about — | said: |

"We cannot shut it because where will the women go? We
are transferring risk from an organisation to the |
population. The women who will then be in Barrow in a very
deprived area, having to travel two hour to Royal Lancaster
infirmary. What we need here is external help to say no.
What can | the NHS do to bring clinicians into Barrow to
make that safe so that women who are going to give birtﬁ
tomorrow can give birth safely?®

Soithat was the: outcome of Gold. Of course, it went

further than that but that was not the outcome. The outcome
was getting out-patients safe, you kmw, getting that harm
free care and getting women safely delivered in Barrow was
the outcome. | think we actually almost achieved that.

MR BROOKES: Stewart.

PROF FORSYTH: When do you think you achieved it? When
did you think you achieved that? Do you think it has been
achieved now?

MS PAGE: No, no, no.

PROF FORSYTH: Can | go back to -

MS PAGE: No. 1 mean, | am 18 months away from it. Atthe
point at which | left, we had dealt with another difficult

time with the Trust wanting to shut the maternity unit

there. So until they tackle the maternity service changes
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- across that geography, you know, that is when, | think, we

will have our sustain%ble service for the future. Which, |
think, will include a cdhsultant-led maternity unit at
Bamrow.
It has to because of the geography becausé Whitehaven
Hospital maternity unit we are trying to consult on that.
That was the one bit of close to home that we were not able
to consult on bebause the SHA would not let us because we
were heading to the #lection. So we could not include it in
close to home at all. We were not allowed to. The time it
came ar‘oqnd to the ‘second time it was close to the election,
we were not allowed to do it but | do think they are just
about to do it now. | |
But | think in the south the county, you know, all the
evidence that we amassed over the six or seven year period
led us to believe that we needed a consultant-led matemity
unit in that town but that would have to be backed up by
changes elsewhere. ' |
PROF FORSYTH: Yés. I mean, | am keen to know because
we talked about the Fielding Report, which was very much
addressihg fairly basic practice issues. It seems to me
that difficult to understand why this could not have been
addressed then and whereas the problems seem to be

escalating into very high levels, including Gold Command. -

It has never really -- in fabt, we will probably begin
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to now — address some of the real practical issues such as -

communication, standards of clinical care, and, I‘rnean. this
is not rocket science.
MS PAGE: No. | mean, well, it was not until we got into
Gold Command that we knew the Fielding Report existed.
PROF FORSYTH: | know. Having then been made aware of
the Fielding Report, the response of the commissioniﬁg group
would be sp__eciﬁcally what to addre;s that?
MS PAGE: Yes, absolutely, yes. But also, we Tew we needed
to address the level of cover of the obstetric unif, you ‘
‘know, the level of obstetrician consultant cover jin the
unit, the extended hours. They were still work working the
old system up uhtil that point, you know, the consultant
on-call. That needed to, we know, we had moved on in the
North-east from that years before that.
.Until we had that total re-organisation of the
obstetric services, | do not think we could have tackled
that. Within the resources that we had at the time to run
that the whole hospitél. |
PROF FORSYTH: Did the commissioning group come up with
a model.of care, of obstetrician care, for Barrow and the
southern Cumbria?
MS PAGE: It would have been similar to north Cumbria. It
was -- the same blue print that we developed in the north |

would have fifted the south. We knew that, but we were not
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allowed to consult on that at that time,

PF}‘OF FORSYTH: So that the consequence of that was that
we had a unit which clearly known to be unsafe continuing tov
be unsafe during the period of time?

MS PAGE: Yes, | guess, had we seen that Fielding Report
there was, as you say, it is not rocket science. A lot
could have been done without any change to make that safer
for the day-to-day operational management of that unit.
W}*nat | am saying is that if we would have - if we could

have been implemented the sort of higherolevél change, we

c*)uld have made it even better.

PROF FORSYTH: Yes, | appreciate that. Thatisa .

longer term plan reaily and funding issue. I‘am worried

‘about — trying to work out why or what action was taken, at

. least on a temporary basis, to try to ensure, you mentioned

earlier, the commissioning groﬁp have got to provide
assurances to the local populatiqn that services that were
provided‘ were safe. Therefore, | am wondering what issues,
what actions were taken at that time to try to sure up the
clinical standards within that.

MS PAGE: Right. It was, well, through the Gold Command
bprocess. we were able to bring in midwives and obstetric
from outside of Cumbria and the within region as a whole.
So that enabled us to not only make sure that the rotas were

safe and the basics were done, but actually we were able to
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. bring in leadership from outside to show them what good

looked like around the basics wa communication and all those
things were acted on during Gold Command.

| felt that we - you know, we did as reasonable job as

we could and even working with the Trust then to focus on
thase issues in a much better way than we had done
previousfy because we had — it had never come up as an

issue. So had — if we had seen that Fielding Report the
year before as they were heafing for Trust status - |

think, it came out round about when they were granted FT

status; was not it - then we would have used that in the

our meeting with Monitor and everyone else.

| mean, we just didn't know about it. But once we did
know about it, through that Gold Command, we worked together
with everyone in the region to make sure that those
standards were raised as qﬁickly as possible.
PROF FORSYTH: So what evidence did you get that the
standards were raised? |
MS PAGE: Sorry?

- PROF FORSYTH: What evidence were you given to

demonstrate that the standards were raised and did that
provide you with reassurance that the service was now at

satisfactory level?

MS PAGE: Well -- | mean, we were satisfied that all the

actions that we were -- 50, if you — what you go into at
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that ipc)int was Monitor, CQC; and SHA. PCT, and a Trust,

right, all working together tg; try and organis# resources.; o
And also Monitor were taking action to have more revfews
done into practice, they decided they were going to take
responsibility for that at that point. So there wers all

sorts of reviews going on but my team, if you are asking -

. what we were doing, my team my director of nursing and the

then Neela Shabde and others were actually working right up

~with the teams fulfilling our bit of responsibi*ity. giving

our skills and expertise. ‘

PROF: FORSYTH:' The team in the Trust?

MS PAGE: Team in the Trust, yes, to make sure that we could
do as much és we were doing or be as much help as we could |
be practically to them. That included being part of |
brinQirig in resoyUrcés from elsewhere.

The medical staff through Gold had, you know. their own
lists of outcome measures that they were expecting to make
sure th‘ét they céuld give assurance to the population that
care was safer than it was. But it was on a journey.

| suppOSé Gold Command was about putting in’ that
emergency safety net, Was not it, so it was not going to be
the perfect outéomes of epidurals being able to be given 24
hours a day, it was about can we assure ourselves that
anydnev giving birth there tomorrow would be safe.

Change -- | know it sounds daft but we were in the
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middle of conversations of women going from the ward to the
theatre as emergency sections, which, you know, so there
was — | was doing things like can we find them some money

to actually get those doors changed because they were -- and

frying to help them ﬁhancially,‘ get the changes in place.

| remember visiting the ward to meet the midwives at the
time with Tony, just to sit down with theh and say, you
know, "how does it feel? What can we do?* Trying to engage
them just tp put some leadership into the place, you know to
say this matters.
But | dp know Neela and Mike and others were actually
on the shop floor in Barrow Hospital with the clinical
leaders;, with the Medical Director, actually helping and
supporting as much as they could. But we had an awful lot
of staff shipped in from outside of Cumbria, particularly
midwives who had the remit to get up a alongside the
midwives Were a working there and improve practice and there
was the whole issue of the supervision of midwives as weil
that was being tackled at that tinie. We were not sure that
was right. In fact, with hindsight we will say we were |
righf to probe that, but, that is how it feit.
We were not sitting in room saying, "we want these
outcomes tomorrow or next week”, it was very much very |
practically based and trying to give them really high

_quality people from outside to help raise the day-to-day
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practises and to show people that actually, certain practice -
were +ot right, and they had to change.

We had people' in rooms facilitating conversatidns
between midwives and cbnsUltants to actually redress the
balance of the relationship between obstetric and midwives.
So it was not fbcket science, it was abﬁut doing that stuff

in a an attempt to try to improve the safety of the service.

PROF FORSYTH: Again, were you the getting feedback

that t%is was having an impapt, that some of these aspects
of the clinical care were improving?
MS F"AGE;: From'tﬁe patients?
PROF FORSYTH: From any sources? From patients c.s.r‘
users of the servicé, from the people providing the service.
Did it feel that it was all beneficial to them as well?
MS PAGE: | think, when you are in the middle of that Gold
Command, you’ don't often Stop to reflect everyday about that
but what we did have in Barrow -- and that is through Geoff
Joliffe, the GP lead there - he held the ring on collecting
the information from the GPs during that Gold Command
process to make sure that a) we were communicating correctly
with, you know, the women who were coming in asking
questions about it, but also feeding back into the system if
there were any particular issues that had gone'wrong or had
failed or women that not perhaps been dealt with properly.

So, | think, we were in that mode rather than
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collecting information about did people have -- it was not a
sort of — the patient survey type stuff. It was more
clinical information about how clinical cases were developed
and whether GPs could be on a heightened alert fea!ly to
women. Because ﬁo not forget, none of the GPs had raised
anything about maternity services. It was more at that end
of it, | am afraid, rather than very organised sort of
systematic collection of feedback.
PROF FORSYTH: One of the, again, in relation to the
commissioning, | suppose,‘ is that the neonatal component of
rﬁaterhity services. The neonatal unit at Barrow is a level
one unit which really should not look after any baby that
has got anything specifically wrong with it and should be
transferred out, Whereas you have got a consultant-led
obstetrician service.
| wondered whether you felt that this was an issue of
whether some of the issues that were presented in that
service room were related to not having a high level of
neonatal service and that leads to decisions about which
mothers or which babies should be transferred out?
MS PAGE: | think it was through some of the incidents going
back in time. One of the reasons we brought Neela Shabde in
was because we were getting informatién in those early days
about paediatric services across the county. And although,

you know, there were a probably more issues outside hospital
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for children and the safe guarding issues and children

falling through the net in Cumbria, it was nota c‘ompletely

- integrated paediatric service ih the county which is where

we wanted to take it.
‘In answer to your quesﬁon. the — when Neela,

particularly after she arrived and we had gone into really-
looking at the neonatal aspects of care across the county —

| do not want to put words — | am trying to recall %at

she 4 the conversations we would have had ab*:ut that. We
knew and | had formed a view based on what | was told, that
the way in which children were transferred out ‘of Barrow
hospital when they, neéded to be transferred out, was not
systematic. Either thrbughout the 24 hours cycle, or thé
seven day cycle dependfng on who was on duty, there did not
seem to be a systematic assessment; that is the view | came
to. ’

Now, | am not a clinician, right, so I-am -- in dne or

two of the incidents — | remember one baby being |
transferred to Manchéster and then on to Newcastle and | am
doing this without hindsight, right, so at the time — and
there Were oné or two other incidents around like that.
That was not the‘only reason why we got into a big ;eview of
paediatric services, but it was certainly one of the reasons |
because, | guess, again because | came from an acute

hospital background -- we had very systematic methods in
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Northumbria of what we kept in-house, what transferred to

Newcastle, neulnatology unit up there run purely by nursing

staff very, very well and it was very systematic.
| didn't see that in Cumbria anywhere. So part of the

paediatric review was to actually bring more systematic, a

‘much more systematic approach to that and to have more cover

during the course of the week of the children's unit by
senibr clinicians making these decisions and it not being
Ieft‘ to junior dactors as it seemed to us to be.

"That was the precursor of the Andy Mitchell report in
how we would in Cumbria completely change the whole
paediatric service and, you know, | must admit, | bought
Neela in because she had done it for me in the North-east,
she had, you know, she had really completely re-organised
paediatrics to be an out of hospital service, only adrriitted
if you really needéd to be admitted. So she was going to be
instrumental in helping not just systemise the neonatal unit
area but also children being admitted to Barrow hospital.

We looked at the data on just the admissions of
constipation and, you know, | remember Neela and | saying,
"what we need here is education programmes, not admissions.” | '
And so it was trying to actually get a grip of that data to
see what it was showing us so we were tracking babies around
with that data.

Particularly in north Cumbria, the paediatric unit
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1 there on a Monday moming, suddenly there would be an army
of children being sent across‘ the A69 to Newcastle because
of the way the place was organised over a weekend. We could

begin to see through just looking at that data what was

That was pre-cursor to the Andy Mitchell review and our

attempt then after that {o commission paediatrics for one

2

3

4

5 happening.
6

7

8 Trust to run it all for the entire county. Unfortunately

9 that did not come off becaus*a the three Trusts decided to

10 work together and, anyway, it did not work out. They were

11 not held to account for it so|it just fell by the way side.
12 PROF FORSYTH: Do you think that contributed to the
13 continuing difficulties of provjding both matemity and
14 baediatric services in Cumbria? '

15 MS PAGE: | mean, up until the time | left, yes, if | am
16 honest.

17 PROF FORSYTH: Okay. Thank you.

18 MS PAGE: It actually does not take Idng to re-organise
19 that. 1t only took me about 18 months in Northumbria to do
20 the whole lot and we could have done that back in --

- 21 whenever it was, 18 months back. But when you have got
22 total resistance and you are trying to commission that and
23 we went to arbitration with these Trusts, which is a very
24 high level of dispute, at points when we wahted these

25 changes to happen, and we were not supported because the
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perforrhance management did not exist.
PROF MONTGOMERY: The arbitration was at the stratTgic'
Health Authority? |
MS PAGE: So we lost the case and on we went.
DR WALTERS: One of your colleagues said there was
need to preserve the maternity services in Barrow even
though they were not (inaudible) and couldv not meet The
Royal College guidelines. How did that knowledge feed into
conversations about the incidents that you started to seT‘?
MS PAGE: You would need to go back to the data but | am
doing this from memory now. You know, | would need to go
-and check my facts again, | think, if | could get access Io
them. That is when you look at Lancaster and Barrow, and
Helme Chase, if you look at the total number of births
across the footprint, when we did changes to A&E and the
changes to — we did some changes to RLI which basically
sent this South Cumbria population base towards Barrow for
admission for emergency medicine, emergency surgery, which
increased the numbers of their emergency rotas that made the
rotas more sustainable so we had actually made those
changes, not by consultation, just by' sitting down with
Ambulance Service and the with clinicians, ‘and trying to
just redirect populations bases.

When we looked at the number of births, what we felt at

the time and again, relying on the Medical Directors to

"
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analyse this data with the GPs: we felt that if you could
drop the R L | unit to a midwife-led unit and have th% main
admitti:ng wvnit for that populartio‘n base of South Curﬁbria ;
into Barrow, we wbuld'have enough to actually sustain the
service.

We had to -- as commissioners, sometimes you make
decisions about hospital care that have unintended
consequences and people often - because the nation is
focused on elective care sometimes, you change t+ elective

care volumes and you change your rotas in a place like
Barrow because you neéd enough volume of patief-nts for the -
emergency r’otasy to deal with and the elective rotas to dealy
with, so it is a fine balance.

We used to work out the numbers from, well, if we have
got to have a team of six obstetricians or six surgeons,
what volume do we need and have we got enough volume in the
south the county to fulfil that? If we move the just the
catchment érea of the population of’ the hospital slighﬁy,
you can sustain it.

We felt at the time that actually if we could haVe’ made
those changes in the R L |, downgraded that unit slightly,
yes, there are some women from Lancaster who will go to
Preston which was 15 minutes away, but actually that
southern part of the Cumbria would Ibok towards Barrow which

it, actually, When we looked at the data, when we moved the
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emergency care boundaries slightly, that worked.

DR WALTERS: BLtt as that was not happenmg, and then
you are now seeing maternal deaths and incidents, what was

the response then? You have actually got something you have

‘gota service where it is not financially via/ble, and you

are not meeting guidelines about members of statf.
MS PAGE: Sorry, | didn't -
DR WALTERS: So you have got rising — you seem to
have a problem thTre in, for instance, you have not got that
change in population. So you have got numbers which are low
and an infrastructrre which is not meeting professional
guidelines, | am wondering how you managed to rationalise
that?
MS PAGE; Atthe time, of coﬁrse. we did not have that
picture that you have described. So with hindsight wé have.
DR WALTERS: But you must have known that they were
not, that the structure of the unit was not meeting national

guidelines as part of your quality and commissioning?

MS PAGE: Yes, you do but you cannot — even though you know

that, you cannot go about shutting units just because they

do not meet — you will have a pian to work that through.

DR WALTERS: Yes, | appreciate that. | just wondered

what _sorf of conversations had gone along, "yes, we can put
Gold Command in place, we can have lots of action plans. but

actually we still here have got what is an objective -
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infrastructure problem"?

'MS PAGE: Right. So you are w%nting to know what — after

the Gold process, how we felt about it at that point?

DR WALTERS: Yes or even before that point. | mean,
because, | think, the Trust had written to say that unit was
not financially viable. |

MS PAGE: | do not - that did not happen. lvdo not

think — | cannot remember the Trust ever writing to me —

DR WALTERS: Right.
MS PAG’E: -- saying it was not financially viable. [ would

have to go.

DR WALTERS: “That was the first in the tariffs sort

of matched against you needed to provide to be --

MS PAGE: 1 do not think the Trust evér — | do not - it

might have - if they did, itk would have been very, very

late on when they —

DR WALTERS: Pre-Tony Halsall's days, I think.

MS PAGE: That is before my time then. | arﬁ sorry.
Certainly in my time, as Commissioner in Cumbria, and Tony
was there foremost of that, the Trust never wrote saying it
was not financially viable. My view of it was that having

run matemity units in Wansbeck, Noﬁh Tyneside and Hexham,
which waé a similar thing, Hexham was a midwife-led unit,
Wansbeck was destin;ad to be the main obstetrician

consultant-led unit and North Tyneside a midwife-led unit,




that was the longer-term pian for it but that was viable -
nderan FT.

So | came at the matemity issues in north Cumbria and

South Cumbria with that the same practical hat on but no-one

ever wrote to me Saying it was not financially viable. |
think that could have been on the back of someone béing
inexperienced about running and FT and understanding how,
across sites, you can actually make it viable which |
suppase | brought with me because { just happened to have
it

Certainly with the -- certainly at the put it of which

Neela arrived and we started raally to look out this on the
Journey, you know, of the PCT, we felt that it could be
re-organised in a different way. If it required a subsidy,
we would have talked about that. We talked about that in
north Cumbria because that -- you know, because you cannot
shut Carlisie maternity unit. You have to have an
obstetrician service, you know, covering that sort of
population when the next nearest hospital is Newcastle.

So we would have had those conversations but we felt,
in terms of the volume, that we could'actually manoéuvre the
volume. It might have meant changes to Helme Chase and if
. that had to happen, that had to happen. But we thought we
could come up with a viable reconfiguration if ndrth

Lancashire was part of that re-organisation.
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DR WALTERS: With hindsight, do you think anything
could have te*minated the situation soonér? Any action on
behalf of the PCT?
MS PAGE: Gosﬁ.... Million dollar ciu’estion. “You often sit
there, don't you, and think, of all the - that‘ those two
maternal deaths - how we approached the process of managing
those serious untoward inciaents, we were - | think, to the
best of our ability, we probably managed that quite toughly.
We did not s?*ut the cases down. | say that was not easy to
do, that was standing against the tide because | knew at
,that:'point, h%ving been there, that Monitor could not |
possibly let them through if these cases were not closed. |
mean; you know they certainly would not have let me through
in Northumbria. | |
' You know, wé knew that so we were standing really firm
when we really felt we had evidence to say this should not |
happen. ‘John Ashion particularly was putting the pleces
togeth’ér and acting to try and see whether this was out of
the norm and everything. v’He'must have done three or four
different levels of investigation which was probably again,
more above the norm than many commissioners would have done.
‘ |ncluding a confidential inquiry because at the end he said
"we are just going to do a root cause analysis on every
single 'one."

| mean, that was, that took ages to negotiate with




LS 7% B S

Q@ O ~N O o,

1

12

13
14
15
16
17
18
19
20
21
22
23
24
25

59

. medical directors and you know, put that together to enable

us to have access to all the notes and do rhat and all we
were searching for is there an issue here? Even though we
were searching through the data, we were searching through
the GPs at that point, we were ~- you know, ifonly.

Perhaps we could have done more. We tried our best. |

DR WALTERS: | think what we have to remember is that
actually commissioning in 2009 was not quite the same as it
is ﬁow. The relationships are different. ﬂ :

MS PAGE: No.

MR BROOKES: Thank you, Just ooupT of things then. | know

Jonathan has gof one last question. | think you have

just --we touched on one of the things | wanted double
check on because — | want to make sure that | have got my
understanding right in my mind. | believe you said that if
you had known about the Fielding Report earlier, that would
have been a key trigger in earlier intervention from the
PCT. | think that is right?

The question really was: was there anything else that
could have been triggered it and, | think, there was
potentially the SUIs and you have juét described the process
you were going through. | have seen quality of the
responses of the SUIs which varies dramatically from the
north and’the south of Cumbria in terms of their responses

and fhe way in which fhey have dealt with those. | can
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understanding that. But looking at it now, was there
anything that you think could have triggered, other thar* the
Fielding Repoﬁ. earlier intéwention?

MS PAGE: | think, again, it is with hindsight, isn't it -

| think had the PCT not had ~if it had been a normal

heélth economy and all the other fires had not been burning

I think that we would have gbt to maternity services across '

the county in 2008,

| believe that because we were ready to consult on the

north and my view at the time ahd. ] think, my team's view,

was that it is far better to tackie maternity right across
the county and’ have the conVersatipn with all the women’
about having safe births and what is safe birth and that is
what we wanted to do. That is what John wanted to do and we ‘
.would have got there earlier.
But, I think, you know, we would not have got there

becauée of the triggers of the SUIs or anything like that,

we would have got there because it was the right thing to

do. That we -- maternity and paediatrics, get that right,
because that is certainly the way | have been trainéd.
Whether it be in London on the north east, we were taught to
start W|th children and maternity. Get that safe, then mové
on to your A&E departments aﬁd all your surgical rotas,
medical rotas, but go in through the eyes of safe birth and

safe children.
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We tried to 'do that but, unfortunately, again you see
in the north we were krrocked off because, even though we
wanted to put it in the consultation, we were told not to

because the election was looming.

MR BROOKES: That was advice from the strategic Heath

authority?

MS PAGE: That was -- Mike Farrar (CEQ NHS North West) Bew;ek told me | should not

that and the second time we got there, we were in
arbitration with north Cﬂumbria over we wanted to consult on

matemnity, ahd Mike gave them the money to keep it open. |

said, "no, we have ng to tackle this” so he said, "no, we
cannot tackle it now.. There is another election looming” so

it was -- we should have done it and | should have pushed
that harder in 2008. We should have done it for the entire
county, paediatrics and maternity together. But we did not
and that was a mistake, | think.

MR BROOKES: Thank you, that isf‘ really helpful.and it sounds
like at no stage were you supported by the SHA to move that
up the agenda in terms of looking at maternity services.

MS PAGE: No.

MR BROOKES: Thank you.

PROF MONTGOMERY: Thank you. Just want to check | have
heard correctly what you have said us to on oné point. It

is about the nature of the issues around management

capability and grip in the Trust.
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| think | have heard you described that the problems.

that you saw and tackled through thel Gold Command were the

- same problems as the one you identified at the time of the

FT application and had raised to Monitor and, you Have not

- said this, but it would 'seem_y also to be the sarhe'problems as

the Monitor review of management capability that was
commissioned in 2012. 1 want to check that —

MS PAGE: Yes.

' PROF MONTGOMERY: - my unde“’sta’nding' of what you said

was that those were problems that both could have been

identified were identyiﬁed at the time|of the Monitor

appli@ation.

MS PAGE: ‘Yes. they were. Yes.

PROF MONTGOMERY: Yes.

MS PAGE: You have to put that égainst the context of the
fact that the orgénisation, you know; when it was inherited
by that quite in experiengéd team in 2006, in my opinion,
you wduld not put a rookie Chief Executive in a place Iike‘ :
that. | was having a hard job and | was fairly experienced
in the county. | still, as you see, I am still made |
mistakes. | -

PROF MONTGOMERY: | think. I'm trying to put my head
round was this a deteriorating situation or was it a problem
that had been there all the way through. | think, it was --

MS PAGE: It was there in 2006. It had not been tackled so
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it was badly run from the outset. In my technical

expefn’ence, right, in the way | have been trained and |

think that team tried. We saw we saw the shoots. You know,
the Medical Director was responding. We saw the shoots;
they jjust were not ready.

.Now, | actually had a really good relationship with
Tony Halsall. it was very professional and | think he would
say we got on ‘okay; You know, we got on really well but
the* were not experienced enough to take this through with
all the problems that existed in that organisation. They

just were not there.

When and FT takes you over | suppose | knew probably
more than even anyone in the SHA because | was operational,
I knew they would have trouble immediately they hit FT. It
was a car crash waiting to happen but, you know, you can
oniy tell thé system. It felt a lonely place is all | would
say. |
MR BROOKES: | can understand that. Again, this is not
meaning to put words inb your mouth, | get a sense that
pre-FT, you would expect a very strong performance
management from the SHA, in partnership with the PCT
commissioning responsibilities. | have a sense from what
you said that that was never the culture of the SHA, never
its approach compared with what you were used to.

MS PAGE: Yes, | probably am able to say that because | came
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1 from 17 yéars in the North-east, and you could see the

2 comparison was,jF.lst - in fact,’ | used to go home at night

3 saying, "God, you know, how can the’ NHS be so different in

4. two different bits?" | was eXpeéting it to be the same.

5 | know when we have talked about; you know, mistakes

6 and errors, | have assumed tﬁey had backed me over matemity
7 and péediatricians bgcadse if you went to ihe North-east, as

8 |did, wiih a plan to reorganise maternity services in

9 Northumbrié. we #did it. And we were held to account fo} it
10 and we implemented it. And | was expecting that in the

11 North West and it was not there. It took me 18 months to

12 two years to reaiise that, actually, you know, why would you
13 not you hold people to abcount for implementing service

14 change and they did not even do it in the north and the -

15 north is still not sorted because they were not held to

1,6' accbunt for the change. So it was very different.

17 MR BROOKES: Thank you. Any further questions? No. That

18 has been very, very helpful thank you very much for your
19 time.

20

21
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| (At2.11 p.m.)
THE CHAIR: Okay, thank you for coming. My name is Bill Kirkup. I'm chairing the Panel.
I'll ask my colleagues to introduce themselves to you.
MR BROOKES: I'm Julian Brookes. I'm currently Deputy Chief Operating Officer for
Public Health England, but I used to be Head of Clinical Quality at the
Department of Health.
PROF MONTGOMERY: I'm Jonathan Montgomery. I'm Profeésor of Healthcare Law at
University College London and chair of the Health Research Authority, but in the
past I've chaired on a couple of provider trusts, PCT and SHA. o
THE CHAIR: You'll see that we’re recording proceedings; we’ll pmj;:uce an agreed record at

the end. You may also know that we have opened proceedililgs to family members as
observers. As it happens we don’t have any here for this session, but they may listen
to the recording subsequently. _ |

You also know that we've asked you to hand in any —

MR PANTER: Mobile phones?

THE CHAIR: ...mobile phones and recording devices. Just to emphasise that we don’t want
anything to go outside the room until we produce the report with everything
considered in context.

If you have any... I've said this so many times that I've lost my way there. Do
you have any questions for me about the process?

MR PANTER: No, no. |

THE CHAIR: Okay. Can you just start off by explaining for me what your position is and

how long you’ve held that?

MR PANTER: I'm currenﬂy a nurse at the University Hospitals of Morecambe Bay. 1 started
as a Student Nurse in 1989, qualified in 1992. For over 25 S/earé, I have been an
accredited staff representative with the Royal Collége of Nlirsing, but I'm not here in
that capacity. For most of that time, I've had sort of a staff-ibide role just above an
accredited representative, so probably from the early 1990s tI think I was a staff-side
secretary and probably for the last 4-5 years ['ve been staff-side chair.

THE CHAIR: Okay. Do you work in Lancaster?

MR PANTER: Iwork as a theatre nurse two days a week at the Roj’al Lancaster Inﬁrrﬁary.

THE CHAIR: Right. N

MR PANTER: And then the other three days of the week — it can be¢ a bit flexible — I work as

an accredited representative and in the staff—side chair role, for which I do have a

2

o




1 job description
2 |THE CHAIR And do you get round the three main sites domg that _]ob?
3 |IMR PANTER: Qurte alot at Kendall, because a lot of meetings tend to be at Kendall,
4 certainly a lot at the RLI Ihavean ofﬁce atthe RLI, and I do, a number of times a
5 year, get up to Barrow, but I'don’t tend to get a lot of meetings up there.
6 |THE CHAIR: Okay. ,‘ j
7 |MR PANTER: So that’s the least frequent site for me, Barrow. Given that it’s a three-hour
8 - round trip I do try and avoid it, because you're spending three hours of your time
9 travelling.
10 |THE CHAIR: Yes, okay. I think you got in touch with us. So, could you just explain the
11 background to that? What led you do that?
12 MR PANT ER: I think I'd taken an interest in it and sort of looked on the website. And I
13 think it was a few weeks ago you interviewed a former colleague of mine,
14 Russ Dunkeld, about — a
15 |THE CHAIR: Sure. |
16 MR PANTER: .. .whistleblowing and,vvclearly, as a nurse technically I have nothing to add in
17 terms of midwifery, because I don’t know anything about it, but [ felt given the time
18 I'd been at the University Hospttal I'may be able to add something about the culture
19 of whistleblowing, heving raised... Idon’t like the word ‘whistleblowing’; I tend to
20 | think of it as raising eoncerns. So, you know, you haven't always got the evidence
21 and it’s something I have done — you know; rdised concerns when 1 thought it
22 appropriate — over the last 25 years.
23 Primarily, I think, as a nurse, but perhaps using my skills that I've learnt as an
24 accredited staff representative and, also, as sort of staff-side chair you feel as well
25 You know, you look at — if something’s wrong, you do want to raise issues, so it
26 might be in terms of, you know, proposals about cost improvement that might have
27 an impact on patient care, rmght have an impact on staff — so, again, I would respond
28 to those, so I've had that sort of role now for the best part of 15 years.
29 |THE CHAIR: Okay, so what's your observation on how this Trust does respond?
30 MR PANTER: Isuppose one of the things is it is very difficult being a whistleblower. And,
31 - you know, I've had some difficult tlmes with the Trust. And it goes back a long way.
32 I'think it was back in the early 1990s. We had problems with the behaviour of
33 a senior member of the medical team, so I met with the chief exec and they did a b1g
34 investigation. And the worry was that sometimes things aren't dealt with. It was |
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another el,:ht years before sort of that — and that’s how it sort of resolved, that the -
person sort of left, so.. _

So, you do w orry that just because you ralse something it can be a number of
years before, sadly, something gets done. ' '

THE CHAIR: Ts it because something else happem, eight years down the ]me”

\ \/[RPM.’TER I'm not sure. 1think it’s — in that partmular case, because itwasusedasa

case study by Public Concern at Work. It w asa big mvesﬁgaﬁ;wn. You know,rthe‘
person was spoken to. “You need to sort your behav'iéur out.” Anid then the éréblem '
is that there was another incident a couple of yeérs later, and I don't think that was
dealt with particuiaﬂy well. And, as well, I think some of theithings I've done — and

I  do worry there's a sort of attitude, ‘Well, you need to iwitness it” And Ido
sometimes worry that...

One example — it was about four years ago — was there’d been an altercation
between two members of staff and I sat in the staff room and heard about it.
Someone had been verbally abﬁsix«'e, so I felt that was ﬁnacceﬁatable behaviéuf.. Isort
of raised it and one of the problems is that I'was told, well, it ha& béen dealt with.

And yow.i're not cOnvinced about that, and when I said, "Well—, you know; éan
you tell me what it was like?” “Well, it’s none of your business.” One of the worries
is that for people raising concerns — you know, you get into thaf confidentiality. And
are you convinced that the thing has been dealt with? | _

I remember dnce, 1 think... IfI go back, I'd sort of done a timeline. So, back
in 1994 1 did raise a concern about behavioural problems vﬁth a senior member of
thé medical team, va‘nd it Wé’nt on for a number of years. 1 remember once goino in
just to follow up a few issues, and I remember it was the chlef exec of a good few

4 Vyears ~ you know, and you realised how difficult.:. And the [comment was~ and I'd
savéd this one up?] ‘I'm not interested it’s you again.’

And I do worry... And there was an article in The szes about —in praise of

- whistleblowers. And 1t sa1d we can be dlfﬁcult people, becau[se I'm often going off
what people... Because people themselves arc rgluctant to rapse the issue, so you .

have to be quite persistent.

 Again, in'background — 2 b




1 | And I think one of the other issues, because you are looking at sort of, as well,
2 when the rinvesti'gation went back to 2004 — because there are two big areas, aren't
3 there? There's 2004 and 2008. ' | ‘
4 |THE CHAIR: We’re looking at the period from 2004-2012. , ;
5 |MR PANTER: One of the reasons that I was cdnsideﬁng —and I did mention this a while
6 ago, and it was only when I saw Russ in the paper had been — was that sometimes
7 you see small things.v And one of the things — I'd been seconded to Imprm}ing ;
8 | Working Lives. 1remember it was a project from the government, and back in 2002 |
9 ~we were assed for practice and because 1 Wasn’t working as a nurse I got a.
10 secondment to do with Practice Plus. _ &
11 And I found a report as part of the practice aéseséme,nt — and this perhaps
12 illustrates one of the problems — wés that people had come in to do this practice...
13 So, it’s not to db with pétient care; it was to do with the working lives of thé staff,
14 and then I had taken over. So, the report had been done in 2002 and then about 2005 -
15. I took over as the project lead fof the staff side.
16 -So, we had a report that we’d been shown at the time, and- stuff had been added
17 | about how the assessors had got it Wroné and things like that. So, when I took overI -
18 actually found a copy of the original report without all the additions — I've got copies
19 here — and I just happened to be 1ooking through a particular section. And it was to
20 ~do with the éonsultants’ dining room, a fairly trivial matter, but what worried me was
21 a sentence had been removed. Thére was a sentence in the original report, but the
22 report we’d been shown a few years earlier... |
.23 And it does worry me, although that was quite... And I made a non-exec
24 ~aware that that happened. '
25 |THE CHAIR: What was the sentence that had been removed?
26 |MRPANTER: It was... I've got it back here. Just to give you an example, so in the original
27 | report it said, ‘The Medical Director indicated a commitment to deal with this ’
28 ihiquitY’, ahd the previous sentence Wés, ‘The Trust operates a consultants’ dining
29 room that was noted by many as a significant symbol of inequality.’
30 | But when the original report I'd seen that had the additional comments was that
31 sente_n’cé was missing arboutr that he agreed to deal with the problem, So it worried me
32 that, given that that was an SHA repc;rt, who actually did that? Because people had
33 left tﬁat’d been involved in that originally, they couldn't get to the bottom of it.
34 |MR BROOKES: Can Ijust clarify when that was, sorry? |

-




I [MRPANTER: This was in 2002, but T didn’tdiscover it until 2005,
2 |MRBROOKES: Okay. = o
3. MR PANTER: And my worry was, if that was the culture in the run-up to 2004, that everi
. 4 somethiﬁd like an SHA report... I also followed — _ -
-5 THE CHAIR: CanI-Tm sorry to interrupt you, but it is slightly outside the peﬁod of A
6 reference, but I'm actually pretty surprised that they still had a consultants’ dining
7 room in2002.
8 MR PANTER: Yeah, it was —
9 |THE CHAIR: That’s pretty unusual :
10" [MRPANTER: Yeah, so what w orried me was I d discovered that, Whlch was fairly trivial,
11 but was that happemno in other areas? . ;
12 |THE CHAIR: No, I understand the pomt about removing the sentence from the report. 1
13 - understand that. I was Just — it made me raise my eyebrows to still have a
14 | consultants’ dmmo room. Ithought they'd all gone a long time before 2002. Was
15 © thatatRLIor..
16 |MR PANTER: That was at the RLL yeah. And also I d1d follow thmszs up.’ And, again, if
17 : we're talkmo about the culture, in the same way as Monitor come in, which we ve
13 | talked about, CQC have come in. Again, in that period, there was, I thmk, five
19 people came in and they actually spoke to them, the people who'd come in. Because,
20 obwously, there was a b1t of a gap from 2002-2005. ' v
21 . And again, what they wanted was, for contmulty, to br'incr other people in
22 - who'd been in in 2002 to come back in 2006, I thmk it was. And they actually said,
23 " ‘I'm not prepared to come back, because of the way we were treated AndIdid
24 ) speak to one of the people as well. There was a  lady, [Zara , who was the
25 | SHA lead. And1 sa1d “What was it like?” because I hadnt been heavﬂy involved. »
26 And she saxd “The way We behaved was highly unusual in terms of the way -
27 ' " So, it worried me not only was I plckmo up that somebody had decided it was
28 . - agoodideato remove a sentence, but somebody said, ‘Well, Ifm not prepared to g
29 | back and assess.’ o |
30  Andit’s like the CQC recently, you know? They came inin — What was it? — ‘
‘31 . back end 0f 2013 and then came back in 2014. If one of the CQC sald, ‘Well, I’
32 | not prépared to go back in there because of the way I was treaﬁed’ So, I worry that ‘
33 in that 2004 penod thmgs were quite dlfﬁcult '
34 |THE CHAIR: Treated by who, though‘7 ) ’
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MR PANTER: I'm assuming the people who were involved in the... You know, when they -
were coming in you obviously have people — ‘

THE CHAIR: The interview people?

MR PANTER: The interview people — I think it was more the people who were managing the
process at the time, because I only came in for the Practice Plus.

THE CHAIR: Right, okay.

MR PANTER: There were things — I remember one. .. , .

PROF MONTGOMERY: Could I ask... Before I lose track of it, you said you raised it with
a non-executive director.

MR PANTER: Yeah, yeah.

PROF MONTGOMERY: Tell us about how that person responded.

MR PANTER: It was somebody — June Greenwell — that Wés on the liét, and I think the first
response was, “What do you expect me to do about it?” and I thought, ‘Well, it’s not
my remit.” And I think the problem théy had was that... The answer I got was,
“Yes, it shouldn't have happened,’ but given that the people had left it wasn’t
something they could take outside the organisation.

PROF MONTGOMERY: And did you hear any more after that conversation?

MR PANTER: No, but I think when the new chief exec came it was actually removed as a...
Because it was seen as a bit of an embarrassment that they'd agreed to deal with it
and then it was a good 4-5 years before they actually did it. It caused a bit of bad

~ feeling, but sometimes small thmgs do.

PROF MONTGOMERY: Thank you. ‘

MR PANTER: And then I was... I mean, sometimes people used to get annoyed. One of the
earlier examples — it must have been around that period.

, T remember I'd done a press release about a problem, and I was working asa
nurse at the time and I remember getting éphone'call from one of the directors, who
thanked me for ‘being fucking helpful’ and slammed the phone down on me. And,
again, you think, if that’s the culture you really need to be quite strong to challenge
things. And that..

THE CHAIR: Can you just talk me through ‘what the incident was?

MR PANTER: On that one, it was... It might have been about staffing levels or something,
but the press had asked for a comment and I'd said what I thought was true. And we

didn’t really get into discussions; it was just ‘We’re very unhappy’ — that I'd made a

comment to press.




And sometimes — you know, as a more recent example bringing it right up to
date to show... Was it back in...? You’ve picked up the problems when the CQC to
do an unannounced inspection on Ward 39, which came about as an anonymous

whistleblowing, so we’re talking about whistleblowing.

And in discussions — because I was working in theatres at the time and when
they came in... Because the theatres are next door to 39, they asked me to be pulled
out of theatre and, in my role as a union rep, the CQC mtervLewed me. And we kept
up a bit of an email correspondence, and one of the comments he said was..
And when I looked at the report, which is in the pubhq domam was that
internally there was a trail of emails where people had.. Because it was prlmarlly to
~do w1th staffing levels on 39 and Ward 39 didn’t exist until - - was it November 20122
So, it was a very new ward, so staff had been raising concerns about staffing {“}
levels on there. There was a trail of emails, but what seemed to have happened is it ‘
was only when somebody anonymously raised the concern with the CQC that the
CQC came in, and then they were actively recruiting more staff
It’s certainly a lot better now, but the worry was even as late as 2012 staff —
you know, there was evidence that staff were raising concerns internally, but the
Worfy was for me that it was only when the CQC came in, made the report that staff
were going home in tears and stuff like that. |
And I think from the staff’s point of view I think it was a positive report,
because it said how hard they were working; there just wasn’t enough of them.
THE CHAIR: Sure. )
MR PANTER: But, for me, if you pick up one lesson, it was the faet that they tried to say {N‘s
there were problems for a year and then it required somebody to write an anonymous
letter to the CQC and the CQC came in, and then things reaily started to improve. I
mean it took a while, because they came back and there wete still a few problems.
THE CHAIR: What was the nature of the staffing issue that caused the pressure? 1didn’t
quite get what... '
MR PANTER: Right, in terms of 39? ;
THE CHAIR: Idon't know. You said there had been an m01dent |
MR PANTER: Right, so, in terms of 39 —

" |THE CHAIR: ...where somebody picked up the phone and said thqre was a—

MR PANTER: No, this was a... What I'm saymg is this was... Agaln, I'm sorry. I'm
jumping about a bit. This was back in that run-up to the 2004 bit.




THE CHAIR: Okay, okay.
MR PANTER: And what I'm saying is there’s still...
THE CHAIR: And what was the staffing issue then?
MR PANTER: In terms of 39?
THE CHAIR: No, in the run-up to 2004. You didn’t say where it was or what the nature of
the problem was. ‘ | A ‘
MR PANTER: Ihave to be honest on that. It was so long ago — you know, you're going back
a long Way.’ All T remember is that — I've probably got the press cuttings somewhere,
- but when you're working looking after patients and somebody rings you up and
swears at you down the phone — '
THE CHAIR: Yeah, sure. ‘ |
MR PANTER: Ihave to say I can't remember what it was about. Iknew it was to do with a
press release; I can't remember the exact details, but I do remember that when -
'sorﬁebody. .. It comes as a bit of a shock when you're in the middle of a clinical shift.
In terms of... It was the same sort of thing where, you know, we’'d opened a new
ward; we’d got a new team in. And we still, clearly — when you're assessing how

many people you need and stuff like that...

|THE CHAIR: Yeah, sure.

MR PANTER: And what I’m still a bit unclear of is to say from that 39 experience — you
know, where staff had raised concerns for 12 months and it seemed to be only when
the CQC were brought in — is what lessons can you learn even quite recently to say,
what went wrong when the staff were..

PROF MONTGOMERY Do you thmk the culture of the Trust in relation to ralsmg concerns
has changed since that period in 20047

MR PANTER: I think we’re better; we’re far better. But I do think we’re not there. We've
still got work to do in temis of responding internally.

PROF MONTGOMERY: So, if I can just a bit clearer in my mind, I understand it will be |
true of lots of places — you're never perfeét.

MR PANTER: No, no. ‘

|PROF MONTGOMERY: But can you illustrate for us something that you think would be

handled better now than it was when it was handled, say, in the early 2000s?
MR PANTER: Tl give you one small example. Again, it was not a clinical issue; it was to

do with one of our policies. And because of staffing problems at a senior level, we’d

had to — we’d agreed to suspend the policy and do things in a slightly different was
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to help the Trust out. ‘

And what happened was we carried on not doing what we'd agreed to do, but
on a lot longer basis. So, I asked a question in a meeting, for example, ‘How many
times have you not done what we’d agreed to do?’ and the answer was, ‘No, we've
always done it,” which I didn’t think was true.

And I raised that concern at director level and within a very short period of
time I actually got an apology, somebody saying, ‘I'm sorryi. I did mislead you over
that.” And I think for me that was only a small thing, but it was quite significant.

PROF MONTGOMERY: Would you say that’s the norm now? It Won't be perfect every
time, but normally you'd expect to get a response like that now.
MR PANTER: Yeah. And I think they are a lot quicker, and I think we were still having
significant problems up to the Ward 39, but I think Ward 39 —~ because it happened {M
n... It wasn’t something you could blame on people who'd left; it was still there.
So, I think it came as a wake-up call to say, ‘Things s?till aren't right.” And the
fact the CQC came back twice and gave a report saying, ‘Yoﬁ’ve still got problems,’
- you know, I think we are facing up to those issues a lot better now.
PROF MONTGOMERY: The other thing I wanted to ask was whether or not there were any
particular issues around maternity care that you were aware of having been raised?
MR PANTER: The only — I think one came up at a meéting I was mentioning before. I think
in the early days there was a... Ithink Tony Halsall had done some house calls and
you sometimes think, ‘If you're going to do that you need to be very, very well
prepared’ — and I'm not perhaps sure that was the case. |
PROF MONTGOMERY: House calls to staff at homes? {*
MR PANTER: No, he was meeting the families, I think. So, I think that was commented on
at the time, but the only other one — because most of what I saw, because I'm not a
midwife so I wasn’t involved in the... And particularly giﬁen that it was at the
Barrow end of the patch, and given my experience, I think it was when the coroner
made the comment about the temperature chart going missinjg. ,

My experience said that could probably trigger somenghing happening and
going far wider, and I think that was when you followed the q:f:hain of events and they
started looking into what the CQC said previously, what Moﬂ;litor had Said.

And I think, again, going back to why I'm here, I susI;ect that — you know, my
gut feeling is that when recommendations are made and why‘I thought as a nurse,

rather than a midwife, I could contribute — and as a staff rep - about whistleblowing

10
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was that I suspect the recommendations that come out of this will go far beyond the

- midwives, and that’s why I felt I wanted to just sort of make a small contribution.

,|PROF MONTGOMERY: So, are you aware of any specific recommendations that came out

of reports into maternity services that were discussed about having broader -
significance? | A

MR PANTER: Not in the [inaudible]... No, I know a lot has been done in midwives and I'd
sort of, I think... [inaudible], you know, the midwifery full-time [inaudible] — they're
sort of heavily involved in that side of it, because at the moment I think it’s been very
technical in terms of the governance arrangements and bringing new people in,
becatse midwifes work in a different way, don’t they?

It’s a specific role, isn't it? It’s midwifes — they’ve been supervised as
midwives, which [ don’t fully understand as a nurse, but clearly that’s been as a very
significant step forward from the early recommendations.

PROF MONTGOMERY: Than_k you.

THE CHAIR:" Okay, Julian?

MR BROOKES: For my knowledge as much as anythmg, a very brief description of how
you interact as staff-side rep with the Trust and what areas you get involved with...

MR PANTER: In iny role as staff-side chair, my main role is we have probably at least
monthly meetings éither with senior managers or directors. It’s probably more related
to sort of employment relations rather than the clinical issues. You know, we do get |
an update in terms of how the investigation — the timescales and things like that.

Bimonthly, one of the meetings we have sort of every other month tends to
focus on policies, disciplinaries, grievances and things like that — but clearly the
whistleblowing pohcy which was revamped a year or so ago. Somiething like that
would come through us. .

When we meet with the directors on the second month, they're focusing on sort
of strategies and things like that. We had a difficult time back in 2013, because of our
financial difficulties. There was a proposal for a reduction of 270 frontline staff, and
this morning when I was coming in the Lancaster Guardian rang me up, because
they’ve been looking into staffing levels. v

And, obviously, our concern was if you take out 270 frontline staff it will have
an impact on patient c;clre. It was difficult for us to argue that, and again I think 1t wés
the CQC coming in and saying, ‘No, you need more staff on the frontline.” And for

me that probably one of the most significant things in the recent improvements.

11
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An example I give is, as staff—side chair, I'm involved in the staff induction. |
- And if I was there — I was there 3-4 years ago or at least threie years. The room, every
month, would be half empty. In the last 12-18 months, perhzips longer, when I go into
an induction meeting where all the new staff are, the room is?@quite often full and there
might not be a spare seat, so it tells me there’s a lot more people coming into the “
organisation, and for me — we are reviewing policies, But for me that’s probably the
biggest... |

PROF MONTGOMERY: And why do these inductions happen?

MR PANTER: Once a month at Lancaster, once a month at Barrowé My colleague does the
ones at Barrow. So, it’s all the new staff. They try and get tl‘hem1in as nearest to the
start date, and T do say... When they talk about staffing levels, which crops up —we
have a bit of an open session, and what concerns them... ‘ {m

And, cer’tainfy, you know, given what had been in the press they were worried
about staffing levels. And I say, ‘If I'm coming in to a meeting once a month and
there are significantly more people starting in the organisation, it makes you think...’

MR BROOKES: So, as a staff-side rep and then as chair, again you'&e involved in policies. I
understand that and I understand where the main focus would be, which would be
around HR issues.- However, were you ever engaged, discussed in terms of the

approach the Trust was taking in terms of the governance of the organisation?

MR PANTER: Probably not in those meetings. I do have a seat on the board — and, again,

you know, there was...
MR BROOKES: So, you attend all the board meetings. : ,
MR PANTER: Yeah. And I think one of the steps they took — there was a period where they - ¢

L

were going to change from a Director-of HR to a Director of Governance. And they
decided — we did tell them, ‘You need a Director of HR,’ so I think what they did...
The Director of HR was made redundant; they brought in a Qhector of Governance
; and then said, ‘We actually neéd both.’ - [

MR BROOKES: Yeah. So, just to be clear, those wouldn't come ac%oss the staff-side...
Governance issues etc wouldn’t come across the staff-side.

MR PANTER: No. _

MR BROOKES: Okay. But then you have a seat on the board.

MR PANTER: Yeah.

MR BROOKES: I assume as an observer.

MR PANTER: Just as — yeah, in the public part of the meeting.

12




1 |MR BROOKES: How long have you been doing that?
2 IMR PANTER: Probably... 1 tobk over probably about four years ago, so prior to that... I
3 think historically it goes back quite a way that the staff-side chair had a seat on the
4 board. | |
5 |MR BROOKES: So, you’ve been there since 2010-ish, 2011.
6 |MRPANTER: Probably, something like that, yeah. ‘ ' ,
-7 MR BROOKES: In that period of time, can you give me a flavour of the kinds of discussions
8 | the board had on governance?
9 |MRPANTER: I'd probably give... One recent example is there's been the issue of breast
10 screening that you've probably picked up on. So, the report went into the public
11 domain and in the public meetiﬁg there was a discussion on what the report
12 recommendations were, and obviously they were reassured — I think they said they
13 didn't feel there’d been anything detrimental to patients, but there were some quite
14 serious behavioural issues and if those weren't sorted out there’d be an impact on care.
15 ‘ 1And, again, I think it was oﬁe of those things that was an important — that in
16 the past they'd been reluctant to say about behavioural issues... ‘That should be dealt
17 with privately.” And I think I was very impressed that when that issue came up about
18 the behaviours, because it was in the report in the public domain, they séid, ‘No, we
19 need to discuss that because that’s the problem. If we don’t sort that out, then there
20 may be an impact on patient care.’
21 So, yeah, there was a discussion then. Unfortunately, the agenda’s very big, so
22 they were saying, ‘Well, we’re putting these...” I can't remember off the top of my
23 ~ head, but, ‘We’re putting things in place to sort out the...” So, that would be one
24 example.
25 |MR BROOKES: So, that’s one example.
26 |MRPANTER: And a very recent one.
27 MR BROOKES: Is it something you feel was routinely in the agenda? Was governance
28 ' rouﬁnely on the agenda? Was it a topic of discussion?
29 |MRPANTER: Yeah, I think the minutes from the governance committee and various
30 committees are at the back of the report. I know any key findings are... I think they
31 sort the report by exception, so, yeah, it is an item on the board, which perhaps it
32 wasn’t, you know, if we’re going back. Because I sometimes used to — although I
"33 ~didn’t have a place, I used to support the previous chair. And to that level I don't think
34 it was featured in the public part of the meeting. I think that’s...

13
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MR BROOKES: That’s what Chénged

MR PANTER: That’s what changed because there is probably more gomg into the public
part of the meetmg than they had previously.

MR BROOKES: Okay. IfI can just ask you one final area of — Wthh is more about your
role as an employee in the Trust, as a nurse working in theatr;e,s etc. Can you just
describe to me your understanding of the governance of the arganisation? How it
operates, how would you report an issue? How would you get concerns —not as a
staff-side member, but as a member of — as an independent person?

MR PANTER: IfIwas operatin_g as a nurse, then electronically thelje's a clinical-incident
report, so at a level as a Staff Nurse it would be putting that i;iacident in and saying

whatever it was, a medication error or something like that, so you would put that

report in.

And T think there was one — I don't want to go into detail, but there was one
where I a present and then they obviously do the rapid reviews, so somebody’s
allocated to do it, so I'm fairly sure that I was given a copy of the comments that were -
made and how to prevent that; | . |

MR BROOKES: And what happens to them then?

MR PANTER: Interms of... Ithink there was —

MR BROOKES: The rapid review is being done. What happens to it? Do you understand

- how it flows through the system?

MR PANTER: Yeah, so, I think in another incident — it depends what's appropriate in the
case. So, there was another incident, again, where there was a practice that had
developed that wasn’t particularly proper. I think it was the CQC had picked up on it | )
so it was reviewed; they followed it through; and then the standard operating
procedure was modified to fit in with the findings. o

| So, that’s quite often the way. Ifitis a clinical issue,%th_ey'd review what's
happening and then amend the standard operating procedure.[ I mean, it’s qﬁife a
difficult one, because one of the questions I ask that you sortliof pick up on is there's so
many standard operating procedures because there's so many things going on.

That’s one of the difficulties of working clinically»— z}ctually how many
standard operating procedures... You need to know where tﬂléy are.

MR BROOKES: And how well embedded do you think the governagince system is in the Trust?

And how well educated, exactly as what you were just saymg there, do you think our

individual frontline staff, i in knowing what to do in partlculan circumstances?

14
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MR PANTER: For clinical frontline staff, about '_ now, I think that has made significant
strides forward, but I think the governance arrangements are still... The changes are
still fairly new, so I still think thére's quite a way to go in making sure that the
frontline...

MR BROOKES: Can you give me an example of what still needs to be done?

MR PANTER: I think it’s probably — one example would be that, particularly, you know, in
the area where perhaps something happened, they'd be aware of the standard operating
procedures, but again one thing that would be difficult — if you're saying, ‘Well, it
might happen somewhere else’ — is making sure that the people in those other areas

are aware, I think. Anditisa challenge, that, when you're talking’about so many of
them. |

MR BROOKES: Thank you.

PROF MONTGOMERY: I just have one quick area, I think.

THE CHAIR: Sure. .
PROF MONTGOMERY: Just going back to the observing of the board and your observer

status on that, I wonder whether you’ve observed or been part of any discussions of
quality of maternity services'while you’ve been an observer on the board.

MR PANTER: I'm trying to think, in the public part of the... I'd struggle to actually recall a
specific... _Yeah, I'm sorry about that.

PROF MONTGOMERY: Thank you. And just very quickly, just in case, one of the things
we've been trying to understand is how the board dealt with the Pauline Fielding report.
Did you ever see that report as part of the meeting you were part of?

( MR PANTER: I'm sorry, no.

PROF MONTGOMERY: No, that's fine.

MR BROOKES: Does that report mean anything to you?

MR PANTER: I'm sorry, no.
MR BROOKES: That's fine.

-IMR PANTER: No.

THE CHAIR: Okay, fair enough.

MR BROOKES: Thank you. That’s very helpful.

THE CHAIR: Is there anything else that you would like to téll us?

MR PANTER: No, I think I've sort of... Hopefully I've just given you a bit of a flavour —
THE CHAIR: You have. '

MR PANTER: ...of somebody who’s been around a long time and been involved in those

15
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sort of...
THE CHAIR: Okay, thank you very much. Thanks for coming.
MR PANTER: Thanks for your time. Thank you.

16
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DR KIRKUP: Thank you for coming. My name’'s Bill Kirkup and I'm chairing the
Panel. I'll ask my colleagues to introduce themselves fo you.

PROF FORSYTH: Hi, I'm Stewart Forsyth and I'm a paediatrician and medical
director from Dundee.

MS FEATHERSTONE: | 'm Jacqui Featherstone. I'm head of midwifery and I+ead of
nursing at a district general hospr‘tal‘ in Essex. L

PROF WALKER: Jimmy Walker. I'm an obstetrician and professor in Leeds. I've
got a background workmg with the National Patrent Safety Agency and dlinical
governance in general.

DR KIRKUP: As you'll see, we're recording proceedings, and we'll make an agreed
record at the end. We also have family members in atﬁendance as observers.
They won't be taking part in anything other than obseMrng, and they may also

listen to the rejrdmg subsequently Do you have any| questlons for ur about

the process or can we start the interview? |

MS PARKINSON: No, I've read the information that we've beLn sent and it seemed
quite clear.

DR KIRKUP: Okay. | should say that we don't want to discuss individual cases in
the first part of the interview. We'll have a short break ahd ask if the observers
can leave and we can talk about anything that is clmhcally confidential and
refers to individuals, okay, so first part not confidential infonnatron I'l start off
by asking you if you would tell us when you started at the hospital and what
you've done in the hospital subsequently. :

MS PARKINSON: My first point was a student nurse in 1997, virhlch was three years.
I worked as a qualified nurse for roughly a year before training as a midwife. |
did an 18-month course. My practice was based at Furness General, and my
theory was at Carlisle, at St Martin's College, it was then. And then, since
qualrfymg in 2003, I've remained at Barrow Hospital.

DR KIRKUP: And worked as a midwife there since 2003?

MS PARKINSON: Yeah. The first - if my memory serves me fright, | think probably
the first year took little while to obtain full-time hours. It was bank work and we
got a short contract at Westmorland General, Helme Chase, worked at
maternity unit there, approximately four weeke, then, yeah, back to Barrow.

DR KIRKUP: And are you still working at the hospital?

MS PARKINSON: Yes, | am.

(3
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| DR KIRKUP? Okay, thank you. Jacqur"

MS FEATHERSTONE | just want to'start. From your qualrfymg, just teII me what
sort of the process was. D|d you have a preoeptorshlp and how did it work
and did you rotate them’? ow did you — as soon as you qualified, what
happened? rl i . &

MS PARKINSON: Asa~—

' MS FEATHERSTONE ‘Midwife. : ,
|MS PARKINSON: It did take a litle while for us to obtain full hours so the bank

hours that we had, we weren't under a preceptorshlp programme, but then we
.did — at some point in that year; I'm not too sure when = we did have a
preceptorship programme, but, from ‘memory - | can't remember what was
involved. " ’ .

, ‘MS FEATHERSTONE: Okay. Wa |t for a particular amount of time or just - did ! you f

have competenmes to get?
MS PARKINSON: I m sorry, I'can't remember | can’t remember

ImMs FEATHERSTONE. ‘Okay. ere did you first work when you first qualiﬁed’?‘

How did that work? Were there other students, newly qualified mrdwwes wrth ‘
you? S e :
MS PARKINSON There was two based at Barrow. Do you mean rn the same shrﬂ" o |
MS FEATHERSTONE No, as in you all started together, so drd you then go to;
labour ward fi rst and then go somewhere else, or what happened? When you .
: first qualified, where did you go within the unit?

MS PARKINSON: 1 think it was both areas, labour ward and the matemity ward

MS FEATHERSTONE: Okay, and then how did it work? Did you rotate round or did
you...?

MS PARKINSON: Yeah well, as part of the ward — labour ward practice, we usedto =

‘goona three-monthly basrs to labour ward for a month before retummg back

to the ward.

MS FEATHERSTONE Okay, so, over the last 10 years, where have you worked
within the hospltal? ,

MS PARKINSON: I've worked in matemity ward. l've worked on labour ward. |did .
roughly about six months with community. ' o P

MS FEATHERSTONE So you 've been everywhere really.
MS PARKINSON Pardon?
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|MS PARKINSON: Yep.

MS FEATHERSTONE: You've been everywhere. You’ve'been all round.

MS PARKINSON: Yes.

MS FEATHERSTONE: And does that contnnue'? Are you stlll rotatmg round'?

MS PARKINSON There’s no specific rotation at the momenrt. We attend for the shift,
and then you're allocated where you work. Commum*y have their own base,
but, for labour ward and maternity, we arrive and the coordinator then

» coordinates where the staff go, but there's no specific rotation.

MS FEATHERSTONE: Okay, but generally you work everywhere so everybody goes
to each of these plapes. |

MS PARKINSON: Yep.

MS FEATHERSTONE: Okay, and, when you first started, did you have a supervisor
of midwives? ‘

MS PARKINSON: Yep. ’ )

MS FL\THERSTONE: Have you still got the same supewiJﬂ

MS PARKINSON No, because my supervisor's left now, so that's changed.

MS FEATHERSTONE: And you have regular meetxngs with Four supervisor.

|
|
|
|
\

MS FEATHERSTONE: Annual reviews?

MS PARKINSON: Yep. ‘

MS FEATHERSTONE: Okay, and record keeping audits wnth them?

MS PARKINSON: Yes. Yeah, we take our notes along and they review your notes,

~ yeah.

MS FEATHERSTONE: Okay, and mandatory tralmng, dudf you do everything on a
yearly basis?

MS PARKINSON: We did do, or we still do obstetric days I'm unsure when they
started.

MS FEATHERSTONE Okay, so do you have maternity méndatory days, as well as.
trust mandatory days, now?

MS PARKINSON: Yes, we do.

MS FEATHERSTONE Okay, and that still attends and everybody does their yearly‘ :
update, that's already sorted for you.

MS PARKINSON: Yeah.
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'MS FEATHERSTONE -So, just generally when you re workmg on the ward would‘

you say the relatlonshxp with the medical and the nurslng and mldwn‘ery staﬂ‘ is
good? : :

MS PARKlNSON Today?

MS FEATHERSTONE: Then, when you started and —

| MS PARKINSON: Yes, | thought«lt was good at the time. If I'm to :yldOk*ba‘ckfih .

companson to how we work now -~
MS FEATHERSTONE It's good?

{MS PARKINSON: I can see the difference from prevmusly to today's practlce
MS FEATHERSTONE Okay, just explam what you mean by that.

MS F’ARKINSON | think the medlul staff and the paedlatnc staff have a stronger
presence now on the matermty umt | think they're more. VISIb|e | thl,nk‘ we
(S see them a ot more. They seem more readlly available to us. - '
MS FEATHERSTONE: On every shift, is there always a lead midwife? LR
MS PARKlNSON Yes, there's a labour ward coordinator who malnly coordlnates'; o
i labour ward, but i |s responsible for matemlty too ‘and the materL-\
allocated a shift leader.

- MS FEATHERSTONE “And that's obv:ous when you walk onto the ward that you '

know who that person is.
MS PARKINSON: It's htghllghted on the off-duty, yeah

MS FEATHERSTONE Fine, okay. If there’s a complaint or an incident happens |

“how do you know about it? How do you find out...? If you're workmg on a
“shift, how is |t cascaded to you, commumcated to you, that somethlng has
happened so that infonnatlon is shared?: ‘ -
MS PARKINSON: On that particular day, if there was a complamt that partlcular day"
MS FEATHERSTONE: Yes, doa particular day, ﬁrst yeah : :
MS PARKINSON | think it would probably come via the shift leader or the‘
coordinator who'd inform you. '
MS FEATHERSTONE And what would you say generally the way of deallng with
that on a day-to-day basis is, if something happens like that?
MS PARKINSON: | think they would maybe put an incident report i in.
MS FEATHERSTONE Yeah, | just meant to deal with it on a day-to-day basus, as
- opposed to... Then somethmg happenlng wnhin the unit that you may not

ity ward is,_ Y
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MS PARKINSON: Yeah, I think it is titled ‘lessons learnt’.

have been on shift, how is it cascaded? How is it communicated? What sort
of communication channels do you have?
MS PARKINSON: Sorry, I'm not sure —

MS FEATHERSTONE: If something happened, athihg, how is things

communicated within the unit?
MS PARKINSON: Verbal, written. Quite a chunk is done by email.
MS FEATHERSTONE: Do you have any monthly meetings that are multidisciplinary?
MS PARKINSON: Yeah. We have a ward meetlng monthly that | aséumed
everybody’s invited to.
MS FEATHERSTONE And is there a set agenda?
MS PARKINSON: The agenda is posted on our notlceboard where people can add

in what they want to discuss.

MS FEATHERSTONE: So is there a set aTenda where you would have govemance

issues discussed at that meeting?
MS PARKINSON: No, not at that meeting. | know that there are governance
meetings within - /
MS FEATHERSTONE: Have you ever attended?
MS PARKINSON: No. |
MS FEATHERSTONE: No, okay,. and what do you understand happens at the
governance meetings?
MS PARKINSON: | think they look at incidents, and perhaps discuss them and find
out what we've leamt and then they disseminate that infon'natlon through a — |

think it's monthly — we have a newsletter, monthly newsletter
MS FEATHERSTONE: So that's how you would find out amd lessons learnt through
a newsletter. |

MS FEATHERSTONE: Okay, and is there any other meetings that you would attend
to, that you're invited to, as a multidisciplinary with other meetings within the
unit? Anything - nothing else that you aftend? So the ward meeting is your '
main communication for you that is fed down, so you would get everything
through that type of meeting.

MS PARKINSON: Yeah.

MS FEATHERSTONE: Okay, and so, with regard to the process of a formal
complaint, do you know how that would normally work? Ifa oomplaint: comes
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in, do you know what the process Is of what happens to.. ? Would you write a
statement; would you get involved with it? ‘Again, would you fi fi nd ‘anything out
from what lessons leamt from thatas well? :

S PARKINSON ! thlnk if a oomplatnt goes in, then we are asked to write a
statement on that, and then | would be guessIg to say that an mduvndualyr iz
would recewe individual feedback. That's a guess. e

MS FEATHERSTONE: Okay, but, again, you don't recall seeing a response Ietter : '
80, again, to look at what the learning was from that.
MS PARKINSON: No, | don't |

MS FEATHERSTONE: Okay. What about recruitment? On a daily basis, was the [ |

- staffing good?
MS PARKINSON: Are you talkmg in recent years or...?
S FEATHERSTONE Yes.

MS PARKINSON: Initially, | thought, when | was first qualified, the staffing was good.

1 lcouldn't get hours. It took me a little while to become full time, so the staffing o
“ “was good. And then there was a pertod ~I'm rE; too sure when it changed, |
~ but staffingwas cut. k | » ,
MS FEATHERSTONE And if you came on and there was a shortage, how was the
process if there was a shortage of staff or what happened? :
MS PARKINSON | think whoever was in charge that day tried to find more staff

MS FEATHERSTONE Okay, _so generally you weren't involved with —

|MS PARKINSON: No,
MS FEATHERSTONE No okay, but would you be called to another area" i labour '

ward was busy and a ward was quneter did everybody go where the work was'?, nyﬁ'

; MS PARK!NSON Yes
MS FEATHERSTONE: Okay, and, because you re used to doing it in different areas,

that wasn'ta problem.

MS PARKINSON: Yeah.

MS FEATHERSTONE: Okay.

MS PARKINSON: In my opinion, | don't even think it mattered if the ward was quiet.
If labour ward needed staff, they were taken"from’ maternity ward.

MS FEATHERSTONE: So you could have been very full -

MS PARKINSON Yeah.
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MS FEATHERSTONE: And so, therefore — but, if it left you on your own and the
other members of staff had gone, but what did you do about then if you were
left, so would you be on your own on the ward? '

MS PARKINSON: Yeah, there's been times, with a support staff included.

MS FEATHERSTONE: Ye{s but did you need to escalate that ever to anybody? 'D
you feel confident to escalate it to anybody, or did it not need escalating?

MS PARKINSON: Probably not the confidence. : E

MS FEATHERSTONE: Okay. If you did, who would you lmmediately go to?

MS PARKINSON:. The ward manager. |

MS FEATHERSTONE: Okay. Is there anybody else, then, you would be able to go
to, anybody else that you could...?

MS PARKINSON: You would maybe look to one of the |senior midwives on the
fabour ward.

MS FEATHERSTONE: Did you ever contact your supervisor with regard to Lur
concemns? '

MS PARKINSON: | can't temember'. - ‘

MS FEATHERSTONE: Okay, but you know that —

MS PARKINSON: Absolutely.

MS FEATHERSTONE: - that you could contact somebody.

MS PARKINSON: Yes, yeah.

MS FEATHERSTONE: Okay. Have you ever been aware ¢f any inpatient surveys?

Again, has that sort of information or feedback been féd back down to you?

MS PARKINSON: No. |

MS FEATHERSTONE: If they've ever done surveys with wmmen that have delivered

~ and the feedback, have you ever seen any feedback from...?

MS PARKINSON: We have very recently — very recently, yeah.

MS FEATHERSTONE: Alright, okay, and do you have a matemnity service liaison
committee within the hospital? '

MS PARKINSON: I'm not sure.

MS FEATHERSTONE: dkay, that's fine, thank you. | think that's most of my
questions, but I'll pass over to somebody else. Thank you,

DR KIRKUP; Okay, thank you. Jimmy. : 5

PROF WALKER: Can | go back to how the system worMed? And really 'm also
interested in how things have changed over the last 10 years, because there's
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been various changes — how that happened. You said, when you were fully
employed, and once you got the hours, that you came to the hospital and you
didn't necessarily know where you were going to be working, so you could be
working antenatal or the labour, ward, but sometimes you did community as

well, buf usually the ward — labonjw ward or the antenatal ward. [s that right?
MS PARKINSON: Most recently, now... In previous years, we were on an allocation,
so we were either allocated maternity ward or labour ward. That was set
: throughout the year — on exceptions, where the staff needed to be moved
around, but you could maybe guarantee, January, February, March, you would

be allocated to the ward and April would be your labour ward placement ‘
PROF WALKER: And that's changed more recently. , B
MS PARKINSON: Yes, it has. Maybe over the last year or two years, the allocation
_has gone, so we arrive for your $hift, and the labour ward coordinator allocates
where you will work for that day between labour ward and matemity. The

then the antenatal clinic have th ;
PROF WALKER: Were you more comfortable working in the labour ward or the ;
antenatal ward or did it not really matter? : g
MS PARKINSON Anywhere.
PROF WALKER: You were quite happy. Now, you said that the coordinator would

community staff have their own core staff that remain there all the time, and
Lir core staff too. ' \

)

allocate these things. | think you also said earlier that, although there was a ‘
coordinator, that you would be on the staffing list or something like that. Does
~ that mean you wouldn't meet the coordinator when you first came on duty?

‘MS PARKINSON: Yes, you would, yeah. We all meet in an office.
PROF WALKER: So you knew that the person who was coordinating for the day i

would be known to you from the moment you arrived.

MS PARKINSON: Yeah.

PROF WALKER: Okay. Now, when you arrived, what sort of handover did you get
from the staff going off about the women you're going to be caring for?

MS PARKINSON: It would be the name, the parity, the dlinical reason for admission,
whether that be antenatal or postnatal.

PROF WALKER: Okay, so would you get an mdnvudual handover from the midwife
you were taklng over from, or would there be a common handover ~

MS PARKINSON: Yeah, a group handover.
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PROF WALKER: Sorry?

MS PARKINSON: A group handover.

PROF WALKER: Okay, so you heard about all the cases that were there, but
specifically you'd be allocated a patient in labour or on the ward or whatever.

MS PAR*INSON: Yeah. '

PROF WALKER: Okay. In the - _ :

MS PARKINSON: Sorry, you wouldn't... You would only regeive the handover of the

allocated ward. You wouldn't receive both labour warti and maternity.
antenatal ward or the

PROF WALKER: Okay, so the handover would be in th
- handover would be in the labour ward.
MS PARKINSON: Yes.
PROF WALKER: Is that true today as well?
MS PARKINSON: Yes. ‘
PROF WALKER: So, once you'd been allocated where yoj’d go, you'd get the
handover, okay. Now, did you feel that you prach§3d throughout the 10

years, did you feel that you were practising as an indi;vidt{lal midwife or did you
feel you were part of a team? E
MS PARKINSON: Both, | think. | think there was areas of bmth
PROF WALKER: So what aspects would make you feel that you were worklng
independently and what aspects were you working asia team? :
MS PARKINSON: | think the multidisciplinary approach, sm you would get updates
from community staff of women that maybe you w{ére expecting in or they
would obviously give you updates of ladies that had done home too that you'd
had dealings with, |
PROF WALKER: So you'd get other people feeding in glvmg information and so on.
MS PARKINSON: Yes, absolutely. A
PROF WALKER: If you were being allocated to ‘a woman|in labour when you first
arrived, now, did you feel that was you — for the day ‘that you were with this
individual, did you feel there was people support you round about it, or did you
feel that you were in an isolated area, looking after the woman, or did you feel
you...? ' |
MS PARKINSON: | think it was quite isolated at times, and the role of a labour ward
coordinator has been quite a recent role. It's been allocated.
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; MS PARKINSON: Yeah. e
, 'PROF WALKER: Okay, so, if ‘you have a problem - say, ‘when you first started work o
if you had a problem you were concemned about — someone's temperature e

PROF WALKER So ‘when you were f rst appomted were you a band 5o0r 6 and
thlngs have changed in the course of that time?

'MS PARKINSON: Yeah, it was E and F grades.
PROT WALKER: So were you relatively on your own at d'rat time, or did you h‘avey S

'someone supervising your care?

MS PARKINSON: | think there was always people theré to go to, always people

there to go to, but quite on our own as well. | think it was maybe a mixture.
PROF WALKER Okay, so you knew there were people there to go to. Were you

encouraged to go to them or did you feel that you could only go to them when =

~you really needed help?

approachable and some people gave more encouragement than others

more established, is that person more visible now?

absolutely know who to go to.

PROF WALKER: Okay, but do they come into the room? Do they check up. make -

~ sure you're okay?

~ blood pressure or foetal heart, whatever it was — what would be the sequence - -

that you would do? Who would you call on, first of all? v
MS PARKINSON: | would probably go to the labour ward sister.

' MS PARKINSON 1 thmk maybe both, again 1 think some people were more
' PR WALKER Okay. ‘Do you feel the system now, wutr* the*coordlna‘tor,y,whlch'kiksj‘_

‘ MS TARK'NSON AbSO'UteW. yeah. If there’s any concerlns,,they want to know. i

PROF WALKER: Okay, and what would they do? Would they come and review the .

sutuatlon and tell you whether it's okay or whether it should be escalated"

 further? »
MS PARKINSON: Yeah, they would.

PROF WALKER: Okay. Would you ever go to the doctor directly, or would you |

always go through the sister or the coordinator.

MS PARKINSON: No, | would go to the doctor directly as well.

PROF WALKER And what sort of response dld you get from doctors when you
called them?

11
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MS PARKINSON: It's hard to remember specifically. | think they would attend, yeah.
I think they would. ' |

PROF WALKER: Okay. Did you feel they were supportuve Did you feel reassured
when they came? Did you feel there was a certa sort of conflict of you
having justify calling thém or what? m ;

MS PARKINSON: | think sometimes there was an demént of needing to justify
yourself, but | think, when they came, they were supp‘cﬁbrtive, yeah.

PROF WALKER: Okay. If you felt that the doctor, when they came, didn’t do what
you thought was right, or you weren't comfortable with the decision they made,
what would you do?

MS PARKINSON: | would escalate it to the band 7onshift. |

PROF WALKER: Okay, and were they quite supportive of that if you had to do that?

MS PARKINSON: Yeah, they were. : |

PROF WALKER: Okay. Caj

-do in a year?

you remember approximately how many deliveries ymul

MS PARKINSON:'PersonaII*? o : '

PROF WALKER: Mm-hmm.
MS PARKINSON: I've no idea, I'm sorry.
PROF WALKER: So, | mean, on a given week shift, for instance, that you were on

labour ward, how many would you deliver in a week? |

MS PARKINSON: It could be two, three, |

PROF WALKER: So are you talking about two or three a Week with holidays, are
you talking about, what, about 80 delivenes ayearor Iess than that, more than
that?

MS PARKINSON: Maybe 40.

PROF WALKER: Okay, alright, so did you feel that, when people came to — you
were looking after people in labour, did you ever fegel that you maybe didn’t
have the skills, either yourself or the hospital, to|cope with the potential
problems this person might have?

MS PARKINSON: No. '

PROF WALKER: So you were always quite confident that the facilities were there if
need be,

12




|MS PARKINSON: Yeah, apart... | think our theatre was a problem, our theatre

: being allocated away from our labour ward, and the fact that we didn't have a
theatra team on call - they were on call; they weren't in the building.

PROF WALKER: Okay, so can you remember any situation where there was
something happening, that you knew that there was an emergency required
and you felt thmgs were not happening as fast as you felt they should do, and
you were getting anxious because of time to get a decision, time to get to

 theatre, time to transfer?

MS PARKINSON: No, I'm sorry, | can't.

PROF WALKER:- So that's more of a potential fear rather than an actual one.

MS PARKINSON: Yes.

PROF WALKER: Okay, and did you have any feehng from people you talked to or
your colleagues talked to that they“ had experienced that sort of actuality, or
was it - again did they also have the same fear - pdt'ential fear? |

| MS PARKINSON: | can't remember, |ms$ny

PROF WALKER: Okay, no, that's fine. You said earlier that you hadn't attended any
~of the govemnance meetings where they discussed cases and things. Why
was that? | mean, were you not allocated time or were you not...? Because,

- surely... Were you rrot expected to attend? '

1 MS PARKINSON No, | think we're more than welcome to attend | think it's the time i

factor, really.
PROF WALKER: So did YOu ask to attend but then told that there wasn't enough
midwives so you had to stay with your patient or what?
MS PARKINSON: No.
PROF WALKER: So did you not...?
MS PARKINSON: | lhmk if we were going to go, we would be expected togoin our
own time, rather than i in a work shift.
PROF WALKER: 'So you weren't being encouraged to go. Even if the labour ward
" was quiet, you wouldn't be encouraged to go to the meeting.
MS PARKINSON: If it was quiet, then, yes, you would be. You would be.
PROF WALKER Okay. What about other things like...? You say you had
mandatory days, or abstetric days, mandatory days in the Trust. Were you
given time allocated to go to them, or was thatin your own time?.
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MS PARKINSON: A mixture of both I think it depended on how the staffing would
‘be on a particular day. ’

PROF WALKER: And were there days when you were bboked in for mandatory
training but you couldn't go because you were put ontd the ward?

MS PARKIN#ON | remember one specific day being taken qff to w{)rk clmlcally

PROF WALKER: Okay. What about things like K2 tralnlng'? Dld you have access to
that? . ;

MS PARKINSON: We did.

PROF WALKER: And were you up to date with that? |

MS PARKINSON: I'm not quite too sure. We don't do it anymore. We don't do...
That's gone in the last couple of years.

PROF WALKER: Do you do any CTG training now? i

MS PARKINSON: We do. We have a mini-lecture and a CTG yeaw

PROF WASEER Okay. How often do you get that?

MS PARKINSON: | think it's supposed to be done yearly, if ncizt six-monthly

PROF WAL}(ER: Right, and so have you ever gone over CTGs ith people, cases
you've had or other people have had so you can learn from actual cases?

MS PARKINSON: Yeah, we do. There is a Monday meeting that's done midday,
and they try to look at a case from the previous week. That includes one of

- our consultants and other medical staff that wish to| attend, and obviously

anybody can go, and they do a presentation ofa particlillar case study, and we
have a projector on the wall and we look at CTGs and things of particular
cases. : |

PROF WALKER: And have you attended them? |

MS PARKINSON: Yep. ‘

PROF WALKER: So you get the opportunity, quite regularly, to get these meetings?

MS PARKINSON: | wouldn't say regularly. | think that dep Ends whether you're at
work on a Monday or what other thin'gs are going on at Lat time, you know,

PROF WALKER: Do you have a register in the hospital of w§1at sort of training that
all the staff have done, and are you notified what ydu're required to do to
maintain standards? '

MS PARKINSON We do to recent date, yeah. Within the las}l two years, we have a
training matrix. It's on our computer, so it gives you what you'd done, and if
it's completed and if it's due to be redone.

14
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PROF WALKER Okay, and were staff — can they manage to keep up to date W|th
that allocated training?
MS PARKINSON It can be hard sometlmes to keep up to date with your tralnlng
PROF WALKER: Okay.; Just to finish off, then, to go back to the sort of partly |
team-working, if /U or a colleague ran inloproblems’with a case in the riom, :
you'd obviously escalate that to the coordinator or whoever it was at the time.
, .What about the other midwives around? Can you come and support by if
- you need - you know, for shoulder dystocra can someone else come in the
room? How easy |s it to pull in support and help?
MS PARKINSON: Are we talkmg currently?
PROF WALKER: What it was before and what it is now.

MS PARKINSON I think we can, yeah. You can get extra staff, or the staff that are -

-~ in the unlt at the *rme If you were in a shoulder dystocra yeah. On+ the S '

emergency bell’s called or — people would come. : ’
PROF WALKE_R., if you rere involved in a particular mcrdent that you were unllappy ‘

- ’abom would you + are you encouraged to fill in an mcrdent form about that?

|MS PARKINSON Today, yeah.
v PROF WALKER And what about four years ago or five years ago‘7

MS PARKlNSON [ can't recall. | can't recall whether we were encouraged or not.

: ;PROF WALKER: So, if something in practice made you uncomfortable or there was

a problem or equrpment wasn't working or somethlng, but everything worked
out okay, would there be any way of that being reported or notnﬁed to senior
| staff in the past" '

MS PARKINSON I'm not sure.

PROF WALKER: Okay, right.

DR KIRKUP: Okay, thank you. Stewart.

PROF FORSYTH: Have you worked in another matemity umt as a trained mrdwnfe‘7

MS PARKINSON: No.

PROF FORSYTH: So your entire working as a tralned mrdwife has been in Fumess
General. '

~ .MS PARKINSON: Yeah.

PROF FORSYTH: How have vyou trled to...? Have you tried to find out how other
e units work how they operate what systerns they have in place"?
MS PARKINSON More recently, yeah. '

15
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PROF FORSYTH: How have you done that?

|MS PARKINSON: | think, well, we've been able to do that by discussing with new

people that come into the unit. They've shared theur experiences, and we
have a lot of agency staff that have worked elsewﬁ»ere, in London, and so
they've shared their experiences too. ' ‘
PROF FORSYTH: So, before that time, your experience of how to run a unit was

entirely based on what you saw in Fumess. Were there any other midwives

similarly — who'd had their whole training — their whole mudwufery experience in

Furness?

MS PARKINSON: No, | think there've been quite a few that have moved to the area
and have trained elsewhere, or people have been brought up i in the area and
then gone away to train and then moved back for famiiy reasons. ‘

PROF FORSYTH: So did they come back and fry to introduce new ideas of doing
things within a unit? ’

MS PARKINSON: Yeah, | think they did.

PROF FORSYTH: And how was that received? Vt\lere thesei implernented? ’

MS PARKINSON: Not that I'm aware, no.

PROF FORSYTH: Sorry?

MS PARKINSON: Not that I'm aware. | don't know.

PROF FORSYTH: So they may have come back with ideas, but you didn't feel they
were |mplemented Why not?

| MS PARKINSON: | don't know. I'm not too sure. | think there must have been some

resistance there,

PROF FORSYTH: You mean there was some resistant to change in the unit

MS PARKINSON: Yeah.

PROF FORSYTH: So where did that resistance to change cpme from?

MS PARKINSON: | think maybe higher up than my level, cerainly

PROF FORSYTH Whereabouts higher up?

MS PARKINSON: | think from a management side, probably

PROF FORSYTH: You mean beyond the matron for the labour ward beyond the
head of mldWIfery, or around the head of midwifery, ’

MS PARKINSON: Around about the head of midwifery, yeaht

PROF FORSYTH: Did this concemn staff that there was no change taking place'?
Was there a feeling that the unit was not going forward?

16
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MS PARKINSON: | don't think so. -

PROF FORSYTH: You don't think so.

MS PARKINSON No.

PROF FRERSYTH So you were comfortable with worklng in thT enwronment.

MS, PARKINSON: | thlnk at the time, we didn't see it. 1 think, now, to have

witnessed the changes that we've seen, it does make you look back and think S

how dtfferently we did work at the time.
PROF FORSYTH: Do you think the practlces are now safer?
MS PARKINSON: Yes. . i ;
PROF FORSYTH: What are the sort of ykey aspects that you feel that make it safer?

MS'PARKINSON: 1 think we have better support systems. We have better o

encouragement. | think we have better training.

|PrROF FLORSYTH; What about morale in the unit? What was if like in the past? |
MS PARKINSON: | think it went through flumies of being fine, and then being

ort-staffed obviously tends to impact on morale. People were working
longer; and you're seeing sickness to cover, so you're‘w
that did impact morale. |

' PROF FORSYTH: And what's the morale like today on the umt’7
o MS PARKINSON: Its okay.
i PROF FORSYTH: Again, from your own personal practice — | don't want you to

specify particular cases at this stage but were there times when you felt that( :
 patients were at risk on the unlt'? '

MS PARKINSON: Currently?
| PROF FORSYTH In the past, around 2008, around then.
| MS PARKINSON: No | can't remember thinking that.

PROF FORSYTH -So you weren't actually dlrectly |nvolved in a case you felt, in
- hindsight, ‘That was a very high-risk situation.’ : ;

MS PARKINSON: In hindsight, yes. | think even just the way we worked If you
could be allocated to labour, you could be going to see two antenatal patients
in an admlssion area, s0, in hindsight, yes.

PROF FORSYTH Do you think that — or were there issues around the types of
patients you were looking after at Furness in terms of the relatively hlgh risk?
Did you feel that they should be transferred to a larger centre?

MS PARKINSON: ' think on occasion, perhaps, yeah. .

17.
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PROF FORSYTH: | mean, were you in a situation where that happened, and did you
suggest that it was inappropriate for this patient to be t?tere?

MS PARKINSON: | can't quite remember. {

PROF FORSYTH: What about from a neonatal perspettlve’? What was your
relationship like with the p%ediatncuans in terms of prowdmg neonatal care?

MS PARKINSON: At the time, | thought it was fine. it was good

PROF FORSYTH: You say at the time you thought it was good What about, again,

in hindsight?

| MS PARKINSON: In hindsight, again, | think, as | said earlley our paediatric staff are

currently more visible on the ward. Our SCBU umt is at the end of the
matemity ward, so it's all very accessible. We don't have to leave our unit to
get to our special care. Daily, they're there, with no phone call to ask them to
come there. | | |
PROF FORSYTH: What about rLsuscitation skills of midwives, and particularly when
were was quite high-risk women delivering in Furnéss? Did the staff feel
confident they could deal with the initial resuscitation?
MS PARKINSON: Yeah, ! think so. S
PROF FORSYTH: How often do you resuscitate small babies?
MS PARKINSON: Small, premature, | don't think we would. Well, it would be very
rare. | dont think | personally have. | think the;ra would always be a

paediatrician in attendance in anticipation —
PROF FORSYTH: But, if a lady came in in the middle of the night and suddenly
delivered, how quick would the paediatrician be? chu|d the paediatrician be
at home? - E
MS PARKINSON Maybe, yeah, or there was an on-call roOm if my memory serves
me right, ,
PROF FORSYTH: What about — do you think attitudes and behaviours have .
changed around the unit? '
MS PARKINSON: Yes.
PROF FORSYTH: In what way?
MS PARKINSON: | think there’s certainly more team-working. | think that's a big
‘change. |
PROF FORSYTH: So what's made that happen? | mean,if this wasn't happening
before, why did it not happen before?

18
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|MS PARKINSON Idon't know I don't know.

PROF FORSYTH -So you don't really have a view, from your expenence of living
through this, why it didn't happen [ think that's one of the questions that we’ e
keen to try and find the answer to. ; ‘

MS PARKINSON | can only relate it... In mylopinion, I've seen new faces coming to‘ :
- the matemity unit. That's how | can relate these changes to.

PROF FORSYTH: So you think that new people came in and introduced a new way[

- of thlnklng about how we do things.

| MS PARKINSON: Perhaps, yeah Perhaps.

PROF FORSYTH: In terms of the staffing issues, there was an issue around
re-grading'and reorganising staff. Were you mvolved in that?,
MS PARKINSON: No. '

| PROF FORSYTH: No. Did you feel that that process has subsequently proved to be o
helpful, or do you think it was in refrospect, a bad thing? You've no real S

| comment. . ‘

/| MS PARKINSON: No, no.
| PROF FORSYTH: Okay, thank you very much.

DR KIRKUP: Okay, just a couple of points to pick up from rhe before we move onto
the second part. Are you aware of the Fielding report? P

MS PARKINSON: Yeah, | have heard the name. I'm not too sure that I've read it or
been given it to read. I'm not too sure.

DR KIRKUP: Would you have expected to have seen a report that related to how

- your unit operated'7 ‘ i

MS PARKINSON it would be nlce to have seen it, but | can't recall havmg seen lt

DR KIRKUP: Were there any meetings where it was discussed?

MS PARKINSON: Not that | was invited to or not that I'm aware of, nd 1

DR KIRKUP: What was the policy in the unit for intrapartum momtonng‘7

MS PARKINSON: Today?

DR KIRKUP: Okay, tell me about today. , ;

MS PARKINSON: 'Yeah, there's an mtrapaﬂum monitoring. It highlights who needs

" tobe monitored, if it's intermittent listening, auscultation or if it's a continuous

CTG. The protocol gives you advice on when to change from one to the other

or back to inte_rihittent auscultation. It kind of gives you a list of the cases that ;

you'need fo cbntinubusly monitor. o
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DR KIRKUP: Now go back a few years. Was the situation the same then, or has it
changed? | .

MS PARKINSON: | couldn't honestly say. | couldn't ;'ememiber. I'm sure that there
would have been a protocol. 1

DR KIRKUP: Y*)U see, it's interesting that, when | asked you you sau# ‘today’. You
didn't say, ‘This is the system that's been around for qlonkey s years.' It really
suggests that there's been a change. .

MS PARKINSON: Yeah, although I'm sure there was a protocol back then. 1 feel,
now, we have doubled, tripled protocols, from what | cgn remember.

DR KIRKUP: Does that-mean more people are- monitbred now, in labour -
continuously monitored? |

MS PARKINSON: Yeah, | think so. o X

DR KIRKUP: Okay, Do you feel suitably quallfied and experienced to look after
babies wﬁo are being monitored on the maternity ward? v T

MS PARKINSON: Today, yes.

DR KIRKUP: ivd , again, a few years ago. : “J

MS PARKINSON: | think incidents have highlighted where there was a shortfall, |
certamly, or where there was a lack, yeah. ‘

DR KIRKUP: But that wasn't evident before some things wemt wrong

MS PARKINSON: No.

DR KIRKUP: No, okay. Unless my colleagues have got anything they're desperate
to follow up at this stage — | o

MS FEATHERSTONE: I've got one thing, just about agency staff. You talked about
agency staff. Do you have them on a regular basis?

MS PARKINSON: Yes.

MS FEATHERSTONE: Now?

MS PARKINSON: Yes,

MS FEATHERSTONE: Before?

MS PARKINSON: No.

MS FEATHERSTONE: And how many agency staff would you have per shift.

MS PARKINSON: It does differ. Sometimes we can work with two a shift.

MS FEATHERSTONE: Regularly? '

MS PARKINSON: Yeah. Sometimes it's one. It's quite oﬂbn one of the night shift,
and two. )

20




MS FEATHERSTONE: Okay, that's all. -

DR KIRKUP: Okay, thanks. We'll have a short bause, because we want to ask you
some questions that raise issues of clinical confidentiality, so we need to ask
the observers to leave .

[ N S FS S S R

[Observers leave]
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DR KIRKUP: Good morning. | am Bill Kirkup, 1 am the
chair of the interview Panel. | will ask my eollTagues
to introduce themselves to you,

PROF FORSYTH: Stewart Forsyth, & Consultant
Paediatrician, Medical Director from Dundee;
PROF WALKER: |am Jimmy Walker, a Professor of
gynaecology in Leeds and used to work for the National
Patient Safety Agency.

DR KIRKUP: You will notice that we're recording
proceedings. We will make an agreed recor#!. which we
will share with you at a later stage in the process.

You also know that we have opened pro ings to family
members and we have famil_y members in}attendance today.
vWe will also allow people to access the recording if
they wanttoata subseéuent time.

During the first part of the interview with the

majority of the interview we will talk about non

clinical speciﬁc issues, we will then have a short

break while we go into a private session and we talk
about clinical details but that will be a subsequent

part of the interview.

You will also know we have asked you to leave

behind any recording deviées and mobiie phones, et
cetera, that is to emphasise that we don't want _

anything to go outside the room until we are ready
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produce a report with all the ﬁndiﬁgs in context,

Do you have any questions for me about the

: prdcess?

MS PARKINSON: No, | don't think so. It is quite clear
thank you. '
DR KIRKUP: l‘will start with a very general question
before handing to colleagues and that is can you tell
me when you started at the Trust what you have done
there over that period of time? _
MS PARKINSON: | was first employed by the Trust in
1977, when | had q’ualiﬁeAd as a nurse, | did my nurse
training in Liverpool and | came back to Barrow, whic;h
is my home town, and | was empioyed in theatre aé a
Staff Nurse and then general medical and surgical
wards.
We then move‘d‘from. that particular hospital, which

was North Lonsdale up to Furness General, where | did

thumb-some paediatrics and then | had the opportunity to do

my midwifery training with the Lakeland School of
Midwifery, which | did in 1989, dualifying in 1990,

Then | worked as a staff midwife on Special Care
Maternity Ward, fabour ward and the community during
that time gaining experience in all areas and then 1996
was when | applied and was successful with a G grade

post on Iabourv ward as labour ward co-ordinator ...




DR KIRKUP: Yes.

MS PARKINSON: ... wh?re | stayed until 2004. In 2003

| was offered a secondment to do the CNST assessments
with the head of midwifery. | did that part time for a
year and then the post became substantive in 2004,
which was full-time then, and | continued to be the

lead for CNST and also to took on responsibilities for
risk management.

DR KIRKUP: Okay. That carried on until?

MS PARKINSON: ThaJA carried it on until 2012.

DR KIRKUP: What have you done since then?

MS PARKINSON: | hafe reired.

DR KIRKUP: Thank you. | will hand you over to Jim.

PROF WALKER: Can | just clarify something, in
2003 you joingd up with head of midwifery to prepare
the hospital for CNST?

MS PARKINSON: That is right.

PROF WALKER: 2004 you took over that role as a
full-time thing?

MS PARKINSON: That is right.

PROF WALKER: At that point your are commitment
was about méking sure you aéhieve the standards?
MS PARKINSON: That is right.

PROF WALKER: What level was the hospital at that

point?
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MS PARKINSON: Level one.

PROF WALKER: Did you attempt to gT for level

-two?

MS PARKINSON: Yes. In 2008, Iyam sure that is right,
2008, we undertook assessment at level two, in the old.
standards, and we were successful at achieving that.
PROF WALKER: You were level two in 20087

MS PARKINSON: Yes.

PROF WALKER: Did you attempt to go to ievel three
after that or is that when new étandardr came in?

MS PARKINSON: New standards came in.

PROF WALKER: Were you reassessed under the hew
standards? | T ”

MS PARKINSON: Yes, but after | no longer worked for
the Trust. We were preparing to maintain level two but
the standards, the new standards, the evidence was
mainly from health records, | think it was about 80 to
90 per cent of the evidence would be from the health
records and our heaith recbrds would not have met
stahdards at that time and we took the advice of the
assessor that a lot of Trusts who were level two had -
undertaken level one in new standards to get the
guidelines in place to match the records. So we were
going for level one at the time | left.

PROF WALKER: Were you left at level two up until




—then be re-assessed as level one.
MS PARKINSON: Yes.

. PROF WALKER: Do you know what happened when that
reassessment was done?
MS PARKINSON: | know it was postponed and then they
were re-assessed at level one but | am not sure when.
PROF WALKER: They were successfully reassessed at
level one?
MS PARKINSON: Yes.
PR&)F WALKER: Undér the new rules?
MS PARKINSON: Yes.

PF{OF WALKER: Now, you said that you were in this

position preparing for CNST and then you took on the
risk management title and role. When did that occur?
MS PARKINSON: With the substantive post in 2004,
PROF WALKER: You then, de facto, were called the
risk manager, were you?

MS PARKINSON: Yes, | think, | have been trying to
remember what my title was at that time but | think it
was risk manager.

PROF WALKER: Because we have a document, it is
dated 2008/2009, after that, about risk sva{égy. Now,
was that somqﬂ’ning that yéu came in after that or is
that something that you were involved in development of

or what?
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MS PARKINSON: | was involved in the development of
that with the risk adviser for the Trust. We developed
the Maternity Risktanagement Strategy. . |
PROF WALKER: You said at one point that to be
reviewed under the new rules that you did not think
that your case records were up to standards. What was
wrong with them?
MS PARKINSON: When you looked at the evidence that was
required to achieve leQel two, a lot of specifics
needed to be rec ed: and the records we were using at
the time did not e‘I:ble staff to record these things in
a robust and consjstent manner. The health records
were noti- would not meet lhemv standards because of
that.
PROF WALKER: Were you using a personalised local
records? | '
MS PARKINSON: Yes.
PROF WALKER: You were not on the national record?
MS PARKINSON: No.
PROF WALKER: Wﬁat things were missing? Thingé
like the patient risk assessmerit or-
MS PARKINSON: Yes, some of the risk assessmeﬁts. |
can only explain it when we went on to the perinatal
notes because we had used the antenatal perinatal notes

for quite a lot of years. When we looked at the
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perinatal institute birth notes and post-natal records
all the things that we needed to make sure that wefe
recorded, there was a blace for them to be recorded.
The risk assessments were in place and these things
were missing from our notes. It relied upon people fo
actually write them, so there was no consistent way of
documenting them in those records.
PROF WALKER: When did you change over fo the new
perinatal notes?
MS PARKINSON: 2010/11.
PROF WALKER: 'Just leading up to just before your

retirement?

MS PARKINSON: Yes. We had them in place for about--
NEW SPEAKER: Excuse me, Chairman, | am sorry to
interrupt. There is a lead not plugged in there. That

is okay, is it?

PROF WALKER: You said new records were bought in
about 2011, 20107

MS PARKINSON: 2010, | think. If | think back to when
they finished September 2011. Yes. Probab!y late 2010
some of the staff were trained on them.

PROF WALKER: Was it mostly that sort of thing

that were missing from the notes? The structure of the
notes did not lend itself to the recording of the data? '
Ms PARKINSON: Yes.
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PROF WALKER: Do you feel that that affected the
care that was being given to the women at the time,
that the data was not being collected or thought about
or reported? '
MS PARKINSON: 1would not say it affected the care as
such, but it did not make it easy to check some things
had been done or had not been dong. Again, it relied
on the specific individual o record it, hand record
the things and sorﬁé people were better at record
keeping than others.
PROF WALKER: You mean by definition if you felt
that the data was not available in the notes then there
might be possibility that it had not been done or had
not been noted?
MS PARKINSON: Yes, | would say so, yes.
PROF WALKER: You were involved in reviewing of

cases over period of time, so did you get a feel that

. there was sometimes a lack of risk assessment or

documentation of important information which,

therefore, was not passed on for care?

MS PARKINSON: There were areas within the notes that
health professionals could document certain things.

The antenatal records, because we used the perinatal
institute records, they were quite comprehensive. I'm

not saying they were always filled in 100 per cent but
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there was opportunity there to write them.

The general heaith notes that we used for labour
and post-natal they relied upon the health professional
to record them in certain areas, so there will be small
prompts for people to write things in certain areas but
not the same sort of prompts as there would be in the
new records.

PROF WALKER: Okay. If we look at what your role

Is, because in this document, which you were involved
in preparing, your role reallythad a wide remit, from
both look at risk right down to meant to be responsible.
for training people in new equipment and various things
like that. 1€ that the range of work that you were
expected to do?

MS PARKINSON: Yes. It did expand. It seemed anything
ta do with the risk, anything that needed overseeing,
collection of records, seemed to be under my remit,
along with the matrons as well, because the matrons
were responsible for training and records as well, so |
was not on»rﬁy own with thét but, yes, if-seemed to
gather really momentum thét the role over the years
that | did it; | seemed to be respbhsible for more and
more things.

PROF WALKER: Do you think that was reasonable or

do you feel that there could have been more people
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employed to - or allocated to some of these roles?

MS PARKINSON: We did expand the risk management team,
especially when | becatﬁe involved in the aIJte
assessment, we did expand the team and part of that was
looking at the midwives who were employed, looking at
the incident reporting and follow up on incidents. So

we did employ more people in the end, but that took a
little bit of time to get the them in pc.’st. :

PROF WALKER: The people brought in to help on the
committee, what sort of training did they have on

safety aspects and risk assessments?

MS PARKINSON: | do not think | can answer that. | do
not think | remember that. i Te

PROF WALKER: Does that mean they didn't have any
training or much training or there was no organised
training?

MS PARKINSON: Not specifically on risk management, no.
They would have ha& training on the incident reporting
system in proceSs and the risk advisers in the Trust

gave training on the system and safeguard.

PROF WALKER: In your situation, you had some

initial training on CNST standards and so on. What
about the risk assessment and root cauée analysis?

Were you trained in that?

MS PARKINSON: There were couple of courses that | went
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on to do with the root cause analysis, there was one on
that and fhere was another one, just two days courses,
on the risk assessments but we tended to learn on the
job really and it was up to us to sort of make sure
that we knew what we were doing. '
PROF WALKER: If you were in a situation when you
reviewing a case and there was a problem of trying to .
work out how to handie a certain type of problem or
approaqh it, would there be someone in the Trust to go
to at risk management leve! that you could go to for
advice or were you very much left to work it youfs‘elf?
MS PARKINSON: No, initially my first point of contact
would be the head of the midwifery, if there was any
issue around a case that | was looking at. There was
also the Risk Manager for the Trust, he was very
experienced, more in non-clinical risk but he gained a
lot of experience and the Risk Adviser in the Trust as
well. She was Very helpful, she was the one that
ménaged the system. There was the risk team to go to,
to discuss things if | was not happy or I didn't know
which direction to go in.
PROF WALKER: Wheq you started on this job were
the Trusts merged at that time or were ‘you involved
throughout the Trust or was it just single site?

MS PARKINSON: No, it was definitely merged when | ook
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the secondment in 2003 because it was the three sites.
The Trust rﬁerged while | was a G grade on the labour
watd and | remember | was invoived in that little bit
because | was Royal College of Midwives steward for
Furness, so | did attend meetings to do with the
merger. |
PROF WALKER: You were Risk Manager then for the
all three maternity sites?
MS PARKINSON: Yes.
PFOF WALKER: How did you split your time in doing
that? |
S PARKINSON: | ensured that | was on each site at
:jasl one day a week and then sometimes to do with the
risk office as well. Sovl tended to divide my time.
Certain days | would go to the certain sites. Thatis
how | manageq it. |
PROF WALKER: f an incident occurred would you
call to the site at that point or would it be the head
of midwifery or when would you get involved in an
incident? |
MS‘PARKINSON: Waell, | was automaticaliy involved,
somy, alerted to all incidents via thé Safeguard
System, so | would receive an email df every single

incident in maternity services and gynae. If there was

any sort of serious incident or an incident where staff




1 "needed support or-| needed to start an investigation |
would go to that site as soon as stsible.
PROF WALKER: You talked about the - { can't

remember what you said, alert system.

o A~ wN

- MS PARKINSON: Safeguard System.
PROF WALKER: What is that? Explain that?
MS PARKINSON: Safeguard is the system that the Trust

purchased to manage incidents. So the staff, once we

© O ~N o

went from paper copies, which was paper when | first
10 started in 2003, | can't rememb. r at what point we went - #
11 to online reporting, | have tried to think back but |
12 am not specific an that. But ey ntually afi staff were » » l
13 trained, had access to the system. They would go

14 6nline. they would put their incident in, as they would
15 doon paper, and then it would go straight to the

‘16 Safeguard System online and then automatically send
17 outs would go to different people required to receive
18 the incident. ,
19 PROF WALKER: You will be one of the people? @
20 MS PARKINSON: Yes.

21 PROF WALKER: So an incident happened in labour
22 ward, it was put on to the Safeguard System, you getan
23 emall forit, What would you do that at point?

24 MS PARKINSON: Depending on the seriousness of the

25 incident, | would start an investigation or | would log
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1 itfor follow up. It just depends on what it was.

2 Then | would contact the staff involved if | neede
more investigation, maybe more information énf ihen

face-to-face interviews with staff if | needed further

infoméﬁon again,

PROF WALKER: So would these reports have enough |

~N @ ¢ »h W

information on them online to tell you how serious the

incident was? | mean, the outcotﬁe may give you

o o

information but there are also meant to be near miss
10 events as well. Would you have enough infom‘ﬂation
11 online? |
12 MS PARKINSON: Again, the incident reporting online
13 would give you a clue as to what had happenel but every
14 single incident we would review the records pridr to
15 the incident meeting and we used to have incident
16 review meetings every month, so myself or, later on,
17 one of the team would review the records to sée what
18 had happened and whether there was any near miss,
@ 19 whether there was any lessons to share, any practice
20 issues involved. ‘
21 PROF WALKER: Who would be peoaple that would do
22 that? Who would review the cases?
23 MS PARKINSON: The Clinical Incident Review Tearh.
24 There was an allocated consultant for the two obstetric

25 sites and then head of midwifery, sorry —~ the matron




for the midwife led unit, myself and then an allocated
member of trte risk team if there was further, you know,

’ informétion required.

" PROF WALKER: Would all these people be involved
every time? You said that there was an allocated
consultant. Would the consultant be present?

MS PARKINSON: The consultant, allocatéd consultant for
the site would be present at the review meeting.

PROF WALKER: That is once a month?

‘ " .
MS PARK!IJPSON: Yes, but, of course, if the incident

required it it would be done sooner than that, it would
just reported at the meeting.

PROF WALKER: An event which was more serious and
you wanted to act soconer than waiting for a month; what
procéss would you would go through to achieve a review?
MS PARKINSON: | would review that incident with the
matron or the head of midwifery and/or the consuitant
as soon as possible after the event. ’

PROF WALKER: Would you at that point have
statements from staff or would you have face-to-face
interviews with staff? v

MS PARKINSON: Either or both. Whatever it required.
PROF WALKER: So that if you were going to review
would you automatically ask all staff involved to

produce-a statement?
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MS PARKINSON: Not every incident would require a
statement, no. Only those that needed follow up.
PROF WALKER: Did you Irade your risks on the
standard grade risk matrix - 137
MS PARKINSON: Yes, yes.
PROF FORSYTH: Which ones did you take to a full
review? _
MS PARKINSON: The red incidents would. We did use the
RAG rating system.
PROF WALKER: If you h#d a red incident what
process would you have gIme through for that?
MS PARKINSON: The Clinical Director and head of
midwifery would é]so be nLtiﬁed of the red incident
and then we would start the investigation as soon as
possible.
PROF WALKER: Who would be involved in the
investigation? ‘
MS PARKINSON: Myself, possibly another matron or an
obstetrician, depending on what the incident was and
who was required to look at it
PROF WALKER: Basically you will be involved in
éll the reporting of all incidents or reviewing all
incidents?
MS PARKINSON: Yes,
PROF WALKER: You will be the core person?




MS PARKINSON: Yes.
PROF WALKER: How many incidents would be

» escalated that level across the Trust on average per
month, for instance?
MS PARKINSON: | can't remember, | am sorry.
PROF WALKER: Would you have a sort of a red
incident once a month to review or would that be less
than once a month?
MS PARKINSON: Probably more than that a month. Very
often when we had done the investigations thé Risk
Adviser would down grade the risk once we had done the

investigation. So it may well start off as a red

incident but following the investigation it may be down

graded to a medium risk to it, you know.

PROF WALKER: Ornce an investigation has been done
and recommendations are produced, who's responsibility
was it for recommendatiohs to be implemented?

MS PARKINSON: Again, depending on what the incident
was, but we would share the outcomes and
recommendations with all the staff, initially with the

staff involved, with the obstetrician, they would
disseminate it to their staff as well. We used the
obstetric emergency days. | had a risk management slot
on that, they were done twice a year so any lessons

leamt would bé shared there as well and then we had a
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Lessons Learried Board where it would be displayed for
staff to read and any changes in practice. Then we
also used the email to notify staff of any butcomes_ but
we did not juél rely on that because not all clinical
staff have chance to tead their emails every day.

PROF WALKER: You said that the midwives would be
told by one person and the medics will be told by
another person. Was there no joint meetings to discuss
incident and learning objectives from them?

MSP RKINSON: We had started to do those more
frequ[:uly. It was not easy with the three sites but

we had started to expand. We were always look at
different ways of sharing the lessons learnt. It was

still a work in progress.

PROF WALKER: How did they feed into, for

‘instance, chénges in guidelines? Was there a system

for that to work?

guidelines needed to be changed that would be taken to

the Maternity Risk Management Group and people would be

allocated to review that guideline and then, once that
had been agreed, that would be sent to all the senior
midwives and the obétetricians, once the guideline was
agreed at the Maternity Risk Management Group it then

would be disseminated to all staff.

MS PARKINSON: Yes, if the recommendation was that a




PROF WALKER: Was there any sort of closure of the
{oop that - if an incident occurred, ething had |
happened, you then highlighted that happening, you then
were - education or guideline was to try to be brought
into place to stop it happening again. Was there any
follow up to actually see if that all had happened?

MS PARKINSON: Again, that was work in progress. The
audits had started to be done more rigorously but it

was an area that we felt we were not QOing very well.
PRQF WALKER: When you say it w#as work in

progress, is that the ime when you were retiring, it

was still in progress then? - l

MS PARKINSON: Yes, yes.
PROF WALKER: It had not really been brought into
place?
MS PARKINSON: th properly. Again, we were always
looking at ways of trying to get that feedback and
trying to look at closing the loop. |

We WOuld do audit of records as wefl to have a
look and see if that would help but | have to say that,
in all honesty, we were not very goéd at»that. '
PROF WALKER: A specific thing like the K2 Fetal
Training Programmes, you seem (o be responsible for
making sure that staff went through that as well. Whaf

sort of success rate did you achieve in getting‘ people
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through K27

MS PARKINSON: K2 was a very useful tool for the staff

to utilise because they could do it when they had a r
spare half hour on the unit or even stay behind and do
it. So it was a good tool that we used and we

monitored it quite closely. Generally the midwifery

staff Were very good at doing it. The medical staff
needed a little bit more persuasion, you know, we had
to prompt them a lot more. The success rate was quite
good. 7
PROF WALKER: So what sort of percentage of the

midwives, for instance, were trained in K2?

MS PARKINSON: 90 to 100 per cent of staff, of midwives
would utilise it. ‘ |

PROF WALKER: And for medics?

MS PARKINSON: | can't remember what the percentage
was. YI just know that we, you know, we had to persuade
them to do it.

PROF WALKER: Okay. When did you bring in K2
lraihing? |

MS PARKINSON: | cannot remember.

PROF WALKER: Was it there at the beginning when
you were l;irst appointed?

MS PARKINSON: No, it was some time aftér that but we

seemed to have been doing it for a long time.




® ~N O s W N

9
10

L

12

13
14
15
16
17
18
19
20
21
22
23
24

25

21

PROF WALKER: Did you notice any change in, say,

incidents ooncerrring fetal heart rate interpretation

before and after7

" MS PARKINSON: 1 always felt that the staff were more

confident in fetal monitoring having utilise that
toal. Wg used to have a slot on the obstetrician
emergency days as well where we would use traces as
examples and staff always seemed more confident in what
they were saying were the CTGs.
PROF WALKER: Okay. That does not quite answer my
question but did you feel that there was less problems
orincidents inv‘ lving CTGs once K2 training'héd come
in, or did you think it did not make much difference?
MS PARKINSON: | don't think | can answer that really
because | have never really - | cannot remember.
PROF WALKER: Okay. Over the time when you wére.
what, eight years, seven years in position. what do you
feel that you achieved over that period of time of
improvement? '
MS PARKINSON: | thought a lot of about this and
specifically for coming here. | think, the CNST
assessments gave us a tool to improve practice. We
introduced the obstetrician-obstetric emergency déys where skill
drills were undertaken, where we could capture all

staff, midwifery staff and some medical staff, to
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change in practice, to current topics and the staff fed
back to-me that having done th.ese obstetrician
emergencies days twice a year they felt more confident
in skill drills, they felt more confident in neonatal
resuscitation.
| think just generally overseeing risk, ils

profile had been raised by us sharing all the CNST.
standards and the risks and helping the midwives to
understand that every time they met a pregnant woman

they were risk assessing her. jt was not ;n add-on; it

was not something that they did extra to what they were

already doing. The risks were, assessed for each lady
and at all times, soit Was not lomething new to them.

| think that was very important for the staff. it

certainly was important for me because Iy felt like we
were moving forward with change.

PROF WALKER: In the skill training days that you
had, who actually ran them?

MS PARKINSON: At the Fumess site it tended o be —

there was two midwives who were alse-ALSO [ Advanced Life Support in Obstetics] trained and

alseALSO
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trainers, so they took on the role of trainers for the
chstetrician days.

For the things like neonatal resuscitation, the
Neonatal Nurse Practice Educator would do those

sessions.




| 1 The ebstetrics-obstetricians on the RLI site were much more
2 involved with the obstetric days than the obstetricians |

at Barrow. They were all invited to attend and they

were all invited to take sessions bﬁt the uptake there

was not as good as what it was at RLI.

(=2 & | EE N /]

PROF WALKER: In as far as the trigger list and so
7 on that were produced in the document we have, the

8 trigger lists appeared to be for general hospital

9 trigger lists; did you have specific obstetrician
ﬂm trigger lists as weli. “
11" MS PARKINSON: Yes.
' 12 PROF WALKER: Where did you get them from? ’
13 MS PARKINSON: They were based — the CNST for
14 maternity standards had a trigger list and then we
15 expanded upon that; we added things to it we felt
16 should be trigger list that was always evolving. There _
17 was always things being added to the trigger list. If,

| 18 you know, if an indent-incident occurred that we had not

19 realised, you know, we would add that to the trigger
20 list so the staff could - were much more informed

21 about what they should be reporting.

22 The general mantra was: If in doubt report it,

23 put an incident report in and we will follow it up.

24 PROF WALKER: Lastly, when you retired what were
25 the still the bits to be done, do you think, to get the
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hospital to the state of risk management that it should

be? »

MS PARKlLISON: ] think ‘one of the biggesi things was

the record keeping. The introduction of the new

records “needed to embed and be audited. Other than
that | cannot really remember.

PROF WALKER: All ight. Thank you.

DR KIRKUP: Thank you. Stewart.

PROF FORSYTH: Thank you. So you're appoiﬁied as
Risk Manager in 2004, you refired in 2012. So you
almost coEered the period of which this inquiry is
concentr: ting. You also said that you-were really
ihfom\edlf every incident in the matemity services
that occurred durihg that time.

Cén you tell me what, in your opjnion. were the
risks to materity services during that périod?
MS PARKINSON: They did vary on the three sites. |
think the biggest risk was communication and that is
always something that will be reflected in incident
reports. | think that -
PROF FORSYTH: Can you elaborate on that for me?
MS PARKINSON: 1 think that the communication between
the paediatricians and the obstetricians and the
paediatricians and the midwives was not always as it

should have been. It was quite difficult at times to
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engage the paediatricians when we needed to review
guidelines or we needed to implement ch ngein
practice. It was very difficult to get the
obstetricians and paediatricians in the same room at
times. -
PROF FORSYTH: What period of time is that over?
The whole 2004 to 12 or is there -
MS PARKINSON: it did not seem as bad to me at first,
Whether lhat was because | had come from the clinical
area and | was still viewing it from a clini#ian point
of view but, again, one of the‘biggest risks for me as
a G grade on labour ward was getting thy paediatricians
to understand what criteria we should be following when
we needed a paediatrician in attendance.

There seemed to be things going on in the
background that we were not aware of, The inclusion
criteria for a paediatﬁcian éo attend lahour ward,
that was char{ged but without any discussion with us, of
course, the midwife would bleep to say, "We have got a
forceps delivery. Can you attend?". “No, we do not
come o them anymore.” Well then they would be
conflict between them.

| When we wanted 1o review a guideline it took a

long time for them to engage with us. There was also

changes to practice that we felt needed reviewing.
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There was the issue of, it is going back a little
bit now, but it was véry relevant, that with a
prolonged rupture of membranes we used to take an eanj
swab and a placenta swab and that practice was found to
be not evidehcé based and a lot of babies were having a
positive ear swab and being put on antibiotics and
having to stay in hospital and that would just be a

localised collection of staph aureus, it would not be

systemic. So then by the time you gdt the blood

cultures back, which the baby had to have done, the

-
o

—
=

result would come back negative, the baby then stopped

—
N

the antibiotics and go home. To the midwives, you knT«

-
w

and, the mothers and the parents, you know, this is

pu.itting the baby through unnecessary trauma and

- -
o &N

unnecessary antibiotics. But it was very difficult to

get the paediatﬁciéns to agree to that and that was a

- -
-~ o

guideline, one of the guidelines that we struggled to

-
(o]

get reviewed and looked at.

-t
w

PROF FORSYTH: Sticking with communication. What

N
o

about communication between the midwives and

]
-

obstetricians? Were there issues there?

N

MS PARKINSON: | do not feel that the communication for
23 them was as difficult but some of the staff had worked
24 together for a long time. The rotating SpRs were ‘

25 always very on the ball more often than not and were
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” used to doing things in a very structured way.

The staff grades at‘-d the consultants had been
there for quite some tirhe and did not always understand
the need for daing things differently and having the
evidence to show that you were doing it differently as -
well. It was much harder to get them to engage in
changes.
Just things, | mean, one of the examples was the

introduction of the traffic light system to labour

ward. That was resisted quite strongly by some of the
clinicians and not adhered to. There was supposed to
be four;hourly ward|rounds. Now the SpRs coming from
bigger haspitals would be used to that but trying to

get the staff grades to adhere to that was quite
challenging for the midwives, for the labour ward
co-ordinators and they were tﬁe ones having to push it
all the time.

PROF FORSYTH: Did that come up in some of the
incidents that —

MS PARKINSON: It did, yes.

PROF FORSYTH: You felt there was adverse
incidents as a result of failure to comply

\Mth routine? |

MS PARKINSON: Yes, | mean, it did in the sense that the

midwives started to, and quite rightly, utilise the
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incident reporting system to say when a high risk
patient had not been reviewed or when it had difficulty
getting the patient reviewed and quiL ﬁght!y they
were put an incident about that.
PROF FORSYTH: Again, trying to follow that
tﬁmugh more in terms of trying to briﬁg about change,
you said that earlier on your first point of contact
was Head of midwifery. Did you feel that was an
.effective port of call? |
MS PARKINSON: Yes. The head of midwifery was, you
know, would take on board what we were saying and she
would liaise with me with the Clinician Director and if
| ever struggled to get lhé ClinicalLrector to accept
what | was saying or toA move on.what] Was saying, to
act upon it, head of midwifery was always good support.
PROF FORSYTH: Did you find the Clinical Director
quite difficult to move on some of the points?
MS PARKINSON: He was not difficuit to communicate
with, he was very approachable, he just had his own
version of what risk management should be. He did not
always see the need for documentary evidence that we
were doing something and the follow up on incidents, if
it was a consultant involved, could be quite difficult

at times.

PROF FORSYTH: So communication was a key area.




What other aspects of midwifery care or obstetric care,
aediatric care kept you awake at night? Being aware

of all of the information, what other areas would

really concern you over that period of time?

MS PARKINSON: My mind has gone blank. | think, just

generally, in the last few years it seemed to change.

We did have a process that we were following initially

and | took the post and we had access to the Chief

Executive via the Clinician deemance Grbups and the

then Directory of Nursing through the Nursing Midwifery

Forum but {ater, when the new Trust board came in, the

structure changed and it was not as easy to raise and

escalate issues as it had, or as | thought it had been

and that was one of the things that concerned me; that

© we were raising issues, we were saying what the risks
were and they were not being dealt with in a way that |
would have been happier with.
PROF FORSYTH: Can you give me an example without
mentioning patients’ names?
MS PARKINSON: One that comes to mind very easily is
the equipment. The equipment, we were getting
ridiculously low on equipment and | cannot think what
the word is, the renewal of the equipment. Again,
@_here used to be a procedure for capital bids for

getting new fetal monitors. The specific things with




© O N O s N =

-
o

12
13
14
15
16
17
18
19
20
21
22
23
24
25

30

the fetal monitors, the Dopplers and infusion devfces.
Now, the infusion devices was Trust widé, it was
ridiculous. They were trying to work towards a library
and have a standard piece of equipment but that never
came to fruition; it did not happen and it got to the
point where we weré really struggling for équipment
within the maternity services and the matron on the RLI
site was particularly good at persuading companies
mayﬁe she would trial their equiptﬁent and then |
remember shI got some infusion devices but had to use
their products, their, you know, the IV lines and things
like that, she-had to go into that.

Tﬁey always seemed to be trying to go through the
back door to get the equipment that we needed rather
than normal processes that we used to follow.

DR KIRKUP: You said that came in with new Trust Board.
Can| be clear which new Trust board we're talking

about here?

MS PARKINSON: Sorry. The one that came in 2007/'8.
DR KIRKUP: Right. |

MS PARKINSON: §had very little dealings with the next
Trust Board. By the time they came in | had gone.

PROF FORSYTH: Were there incidents related to the
equipment?

MS PARKINSON: ‘Yes.
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PROF FORSYTH: Are there issues that you felt were
quite common coming across your desk in terms of
incidents which never really felt reflected risk,
significant risk in.the maternity sewicés‘?

MS PARKINSON: | know there are, | cannot think at the
moment. It has been so long and | have not had access
to any documentation. Can | come back to that cne?
PROF FORSYTH: Yes, of course. Can | ask, you do

you feel over the period of geoing from 2004 t°,2°12'

that the risks were changing or were the samea risks
‘coming up repeatedly and, therefore, learning was not
happening?

MS PARKINSON: | think both really. Some risks we were
dealing with and were not being repeated but other

risks probably we never got to the bottom of.

PROF FORSYTH: Can you give me an example there?
'MS PARKINSON: | think one of the ones that goes back
in the beginning when ! took the post of Risk Manager,
I'd just come from the labour ward at Furness and we
had always managed emergency sections in the main
theatres, the theatre that was on the labour ward had
never been utilised, it was never functional and we had
always managed with and on call system in theatre. Now
that was quite a big issue when | first took that post. |

It did not seem to matter what we said to who, it did
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not change anything for a long, long time.

We had, | am sure if | could lock back on the
system, we had some near misses. One particular
incident occurred when — initially we could not get
into theatre because it was locked and the staff had
not arrived and the registrar and the anaesthetist and
the midwifery staff were there and they started the
procedure and it was called-cord prolapse and the clinician
saved the baby. Now he went against a lot of protocols

doing that beca-use‘the anaesthetist didn’t have her
assistant with her and there was ho scrub nurse, the
midwife scrubbed. They arrived iust after the baby was
born. |
We would raise this with the Trust that we needed
people on site. Now that was implemented but only
latterly. Again, | cannot remember what year but |
think it was 2009/10 and it was on our risk registrar
or it was one of our risks when | first took over but
we wére asked why it was not on the risk register sort
of latterly and, | think, thai, again, itis becausé we
just did not get anywhere with it. That was one that
we worried me, that eventually, you know, something
would happen.
PROF FORSYTH: Any other risks or issues, again,

during that period of time from the insight you have,
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- clearly you;have an important insight into what
happened within the orgar'uisaﬁon during that period?
Are there other particular risks or aspects of care

that concerned you?

MS PARKINSON: Record keeping. Yes. Record keeping.
It was such a big thing that you can evenrforget about

it because it came into everything -- the record

keeping at times.

PROF FORSYTH: Why was that not able o be soluble

problem? Where did qu see the difficulties?

MS PARKINSON: | think you have got some people who are

better at record keepin% than others. | think, that is
a given. Butno matter how we seemed to deal with
it~ 1 do feel it had improved. We did regular
sessions on record keeping as, you know, Trust
maternity matrons and supervisors, records were

reviewed annually. We had implemented band 7, what we

call band 7 review where they just select so many sets

of records, | think it was 10 sets of records every

month randomly, against a template. So we were always
striving to improve record keeping.

PROF FORSYTH: Was the clinician leadership doing

all it could to try to make improvements?

MS PARKINSON: | don't feel it was ever really laken as

seriously as what it should have been. | did record
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1 keeping sessions with the medics and one of thé

consistent things that was not happening was the time
that they reviewed patient and they just Eid not seem
to see why that was relevant. It would be there, they
would sign it and have the clinical, you know,

assessment there but they never — even when challenged

they did not understand why and the thoroughness of the

@ N ¢ A W N

some of the record keeping. Explanations that should
9 be given to the patients that may well be given
10 verbally but were not writien down.

11 PROF FORSYTH: What about in risks around
12 antenatal care? We have talked abou pallia-tive care,
13 Were there incidents that carﬁe up, releatedly came up
14 there that caused you concem that were not being
15 addressed effectively?
16 MS PARKINSON: Again, the record keeping for the
17 community midwives, some are better than others. They
18 did use perinatal notes, there was a place to write
19 things. So | always found that very disappointing when
20 people did not write something when there was somewhere
21 to write it, there was even a prompt there.
22° PROF FORSYTH: What about incidents when mothers
23 presented themselves to hospital and were triaged and
24 reading the case notes there seems fo be a number of

25 incidents around there. Query loss of fetal movements
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and matters of initial management?

MS TARKINSON: | never found that to be an issue. Ifa
lady rang up and said she was not feéling baby move she
was brought up, she was monitored, she was checked over
and she would be given a full assess_ment. Imean, a
member of the medical team would be brought in if the
findings -- that was not an area that | was
particularly concerned about.
PROF FORSYTH: When these incidents, the high
praffile incidents began to emerge, how did you feel
your position was in relation to regulatory bodies
started to become involved? Did you feel that you had
the support you needed at that time? Particularly from . |
the Trust management?
MS PARKINSON: No | think they supported each other
because ii was all - can t have a drink? It was quite
overwhelming at the time but we supp'orted each other.
Not particularly from the senior staff really.
PROF FORSYTH: Not particularly from senior staff?
MS PAﬁKINSON: Not from senior management, no, Head of
Midwifery and the head of midwifery that was in post
when the incidents occurlied was very supportive and
would keep us aware of what was goeing on.
PROF FORSYTH: Did you fee! vulnerable at that
time? '
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MS PARKINSON: 1 think we all did but, yes, on a
personal level, yes.,' I think we did fee! winerable.

All we could do wal tell the truth and give the
information ihat was asked of us when we were
interviewed by the different people that came. We have

just, you know, tried to tell the truth really but it

was very stressful. .

PROF FORSYTH: Reflecting on the various reviews -
and reports that have come out, how do you feel fn
relation to the Trust management of risk management
within the matemiﬁ services? Do you feel that in

hindsight things could have been done differently?

MS PM!KINSOJJ Yes. | think hindsight is a wonderful

thing and | absolutely accept that things could have

been done differently. If they had been done

differently, maybe, you know, we would have leamt‘from

some of the thi'ngs that happened quicker but generally,

you know - | do feel that we did things as best we

could at the time. -

PROF FORSYTH: Yes so is there anything, in

particular, you feel, | mean, you have suggested that -

some things would have been done differently during

your time but learning from the report is there

anything you felt that either at your level or Trust

level things could have, should have been done?




o N o AW N

9

10
1
12
13
14
15
16
17
18
19
20
21
22
23
24
25

MS PARKINSON: | think that the avenues for escalating

issues and them being acted on at a senior level, fould

have been done better and could have been done
differently. | think when you look aback you think:
Why didn't | do that at that time? Why didn't | make
more of an issue of it? You can only think, well, you
thought you were doing the right thing at the tirhe.
Yes, the reports that have come out and the
recommendations that have been made generally | would
égree with what they were saying.

If | had still be in post | would have been

working to implement them recommendations.

PROF FORSYTH: Thank you. ‘

DR KIRKUP: Thank you. You have had a reasonably a long
association with the hospital. You started asa

midwife in 1990. We have heard quite a lot about the
professional relationships between different staif

groups. How did you find it whén you started in 19907
What was it like for a midwife in the unit?

MS PARKINSON: When | started as a student midwife we
were the first midwifery school for Barrow and staff

were very, very keen to make it work. | think.‘the head

of midwifery at the time was very proactive and she

also was the business manager side of things as well,

which probably, at the time, | did not realise but
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later | did that, you know, we had a good training
budget_for staff to go oh external study days, the
staffing levels were differeﬁt.
Then over time things seemed to change; more and
more responsibilities and extended roles were given and
iaken up by the midwives .and also the working
relationships between the medical staff | always found
as a practising midwife | had good working
relationships with the obstetricians and the registrars
and staff grades and a lot of us had worked togethér ' “
for a lot of years | think that they trusted us to do
what we had to do. | : :
DR KIRKUP: When did that change? | ‘
MS PARKINSON: | still felt that when | took the post
in 2003 that we still had reasonable working patterns
and working systems buf it maybe it was my awareness
changing, maybe it was because | worked at, you know,
RL! then as well, saw a different system in place. The
staffing levels changed during that few years as well.

The Cost Improvement Programme did impact upon the
renewing stéﬁ, so that made it difficult. That always
challenges people, does it not, when the staffing
levels are not what they were used to. The working

relationships seemed to change more after | had left

the slinieiaa-clinical areas as such and | would listen to staff
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and they would be saying what difficulties they had
with some of the medical staff then.

Of course, you know, the lead clinician, our lead
clinician at the time became the Clinician Director and
that removed him from the sﬁnieian—cMarea to a certain -
degree. There was no real change of medical staff at
that ime. Our consultants had been in post for quite .
some time.

DR KIRKUP: Itis a pretty major change from what you
are describing to what is, fo example, in the Fielding
Report and had been amply backed up by a number of
other people. How on earth|could that have happened
within five years, six years?

MS PARKINSON: How do I think it happened? | am not
really sure. | think it is only when we Jooked back

that you realise how much things had changed. |do not
really think | can answer that.

DR KIRKUP: When did you read the Fielding Report?
MS PARKINSON: | didn't see the Fielding Report until
quite some time after it had come and ihe acting head

of midwifery, and | am relying on my memory here, but
the acting head of midwifery, becau_se the head of
midwifery had gone secondment or sabbatical, the acting
head sent an email, myself and the matrons, saying,

"Has anybody got the action plan for the Fielding
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Report?" Now at the time there was so many things
going on, | generally felt, "God, | have missed it. It

has been sent out and | haven't seen it." So | waited

to see what everybody else said because | thought |
cannot have missed that because we were waiting for it
and then we all said, "We have not seen report.” So
that was s’ome time in the middle of 2010, so thatis

when we actually got sight of it and we very quickly

© o N o o » & N

had to, you know, read it and come up with an action
10 plan from the recommendations. Which \nj did.
11 DRKIRKUP: You were aware that the Fielding

12 investigation, if | call it that, was taking piace, the
13 Fielding feview? You would have presumE:Iy been

14 interviewed by Dame Pauline?

15 MS PARKINSON: Well, { was interviewed, Yes, | was
16 very aware it was being undertaken. l'was intewiéwed

17 butonly for about 15 or 20 minutes. They asked if |

18 would mind being interviewed again because Mr. Hussain

19 was going fo Lancaster and he needed to be seen by
20 them, so they said they would call me back but in

21 actual fact | never got called back by them but | was
22 interviewed for a brief period of time by them.

23 DR KIRKUP: Okay. How did thét process strike you,
24 that you did not get sight of the Fielding Report unti!

25 people were starfing to talk about action plans?




MS PARKINSON: A bit puzzled. We didn't know what had
happenefi toit a’nd. to be honest, we thought that maybe
the head of midwifery, because the head of midwifery

had gone and there was different ones acting up that
somehow it had slipped through the net. Itis only

fairly recently that | found out that it actually was

in the Trust but had not been shared with us,

DR KIRKUP: Okay. It must have made life difficult for

you, if you were the Risk Manager at that time. Would

not the *Risk Manager have been central to the action

plan and the implementation of the action plan?

- MSP . KINSON: You would have thought so, yes.
PHIL: Were you sl'focked when you read the Fielding
Report? |
MS PARKINSON: Yes and in some respects disappointed.
| felt it was a true reflection of what was going on. '
Obviously you don't agree with everything in a report.

To be honest | cannot think of any specifics at the
moment. It talked about, one of the major things was

. around multi-disciplinary working was central to this.

It saddened me but it was not incorrect. -

DR KIRKUP: So you were aware of how much things had
deteriorated from 2003 when yoh left the ¢linician_clinical
position?

MS PARKINSON: 1 don't think I was aware of it as | am
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now. | think; it was a very gradual thing. | do not

really know what else to say.

DR KIRKUP: 1 am inteIested to know how you think it

can have changed that rapidly and at %at point you
became aware that it was changing? Were you perhaps -

let me see if | can help you a bit. Were you perhaps

given a rosy view of how things were in> 20037 Itwas
not really quite all sweetness and light then? 7
MS PARKINSON: Well, it probably was not but | was not
involved in managemjnt then, so | was purely a
clinician at that time.
DR KIRKUP: ‘Which gave you an opportunity to see it at
first hand an& experiehce it?
MS PARKINSON: Yes, and as | have said, you know, we
felt that we had fairly good working relationships and
there was always areas and always certain doctors that
you knew you had to pull by a hook and get them there
and things like that but from what the staff told me
things had changed. Things were different.
DR KIRKUP: [ want to pick up something about incident
reporting. | know we have discussed that briefly but
what was your impression of where the unit, the
maternity unit in Fumess stood iﬁ terms of the

reporting indents that happened?

MS PARKINSON: Well, we were one of the first to roll -
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out the incident reporting systems and also first to go

live on the on line. At the time in them first two or

three years we were trying to move things forwérd. We
encouraged people to report. We tried to foster ano
blame culture.

DR KIRKUP: Did you think they responded to that?

MS PARKINSON: Yes, Idid. because the incident reports
increased. Staff were utilising the system to report

things that they were not comfortable with or, you

know, incidents where tﬁings maybe were not manag#d as

appropriately as they should, plus they did the trigger

list as well, which was your general things. - '

DR KIRKUP: There were some that clearly should have
been reported as incidents that weren't, at least until
very much later and some probably never reported at

all. You must have been aware of those coming through
the syslem?

MS PARKINSON: | am sorry, | do not — can you explain
that? | do not know what you mean?

DR KIRKUP: You must have seen things being reported
years later as incidents lhatv should have been reported
atthe time. You must have been aware of that. Did

you not think, "Gosh, why are'We reporting something
now in 2010" or whenever it is, "that happened in

20047", for example?
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MS PARKINSON: | do not remember incidents being
rej:rted several years later. Are ybu thinking of a

ty
DR KIRKUP: 1 will goin to the details of a specific

of incident or a specific incident?

incident when we are in second part of the session but
| thought perhaps we can talk about it in general
terms. Sﬁcking to generalities then, you were‘
confident that everything that should have been
reported as an incident was?
N]S PARKINSON: No, you can never say that, no.
DR KIRKUP: How far short were you?

S PARKINSON: 1 do not know how far short.
EIR KIRKUP: Did you try and assess that?

MS PARKINSON: | do not know whether this answers your -
question but when we first took over the online

incident report, the risk adviser and myself would do
quarterly analysis of the incidents, look at what they

were the previous mpnth and highlight any increases or

any decreases or anything that was being reported more
ihat what it had been before and we looked at trends.

So we did all that in the early part of when | took

that post. That was a regular thing that went to the
Glmman-c_m Governance Group and the Board were aware and
that template that we used at that time was held up as

a good example of how to analyse your risks and your
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incidents and other divisions and departments were
encouraged to do it in a similar si1uation to develop

their own way.

DR KIRKUP: Okay; 1 want to ask you in general terms
about how the Trust managed prepar:-:_ﬁons for inquests.
Can you take us through what the process was?

MS PARKINSON: Well, | was first involved in an inquest
in 2009, that will be right, 2009. Myself inciuded and

the other staff had never been to an inquest before.

DR KIRKUP: Sure.

MS PARKINSON: So the head of Legal Services, who was
in the Trust headquarters at Westmoreland — |

DR KIRKUP: Can | be clear who that would have been?
MS PARKINSON: Ranu Rowan. | met with her to discuss
what do we do? How do we prepare the staff? The they
are concerned. They do not know the process.‘ we had
never been. So she agreed to meet with them and go
through the process with them and with staff working
shifts we cannot just do one meeting, you héve got to

do at least couple. So she met with the staff and

prepared them for the Inquestb and went through what
would be expected of them for this particular inquest

that was going ahead and then the next inquest face

_ after that she did the same.

DR KIRKUP: When you say prepared them, give me a bit




-l

fOON

10
1
12
13
14
15
16
17

18

19
20
21
22
23
24
25

more detail about what you went through?
MS PARKINSON: it would be, well, where it would be
held. Who would be there. How the room woulI be set
out. How the interview process would go. Who would be
in the room and what would be expected of them.
DR KIRKUP: When you say what would be expected of
them, can you unpack a little bit? The Coroner would
question them individually. That they could have the
statement with them if they had written a statement.
Yes.
MS PARKtNSON: And they could refer to that vstatement.
Generally Ranu, because Ranu had been atm ny inquests
for the Trust, just maternity had never.been at Ine
before, she was able to explain how Mrt Smith would, you
know, conduct himself and how they should not feel
threatened, just tell the truth and then where we would
meet on the day of the inquest and how it would go
forward. Whether the staff who were giving evidence
could be in the room while that was happening and, you
know, she explained all that to everybody. That was
generally what was said.
DR KIRKUP: Were there any other preparations apart
from those meetings that you describing with the head
of Legal Services?

"MS PARKINSON: No.




N

© ® ~N O o ph W

1
12
13
14
15
16
17
18
19
20
21
22
23
24
25

47

DR KIRKUP: Did staff have their own meetings?

MS PARKINFON: Not that | am aware of, no. No. That
inquest was to do with a case that had happened, you
know, within a few months, so the staff were —- they
had their statements and they were aware of tﬂe case
and it had been fairly recent in their minds.

DR KIRKUP: Was that process that you have described

there the same for all the inquests that you were

_associated with or were there any exceptions?

MS PARI.(II‘LSON: They were all the same except because, |
think Ranu was on leave, | think she initially saw some

of the staff and then the solicitor from Hill Dickinson

came instead of Ranu.

DR KIRKUP: Who would that have been?

MS PARKINSON: Emma Giacamo. She met with the staff,
DR KIRKUP: Did she go through exactly the same prooéss
that you described? ‘

MS PARKINSON: Yes, excebt, as you are aware, she did
come up with some issues that she felt the staff might

want to consider because of quastions that the family

had.

DR KIRKUP: Are we talking about -- l. do not want you

to talk aboui clinical issues here but are we talking

about the Joshua Titcombe inquest at this point?

MS PARKINSON: Yes.
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DR KIRKUP: So why wefe there issues that she wanted to

raise with the staff?

'MS PARKINSON: | think belwuse it had been such a long

time since the incident had occurred, since Joshua died
and a lot of thing;s had happened. 86 | think she just
wanted to be aware.
As far as | was concerned that do::ument came so

that we could answer them for her so that she had all

the information, that was my understanding of what that
document was. ‘
DR KIRKUP: Right. The c‘tocument you talking about is
the question and answer?,

MS PARKINSON: No, it IJ the issues document. Not the
question and answer. |

DR KIRKUP: Which is the question and answer document
then? |

MS PARKINSON: That is from the communication
department that was used by them, the communication
team. Itis based on the issues document but it is not
the same one.

DR KIRKUP: "Inquest Joshua Titcombe Q gnd As"?
MS PARKINSON: No, that is not ours. That was not
pfepafed b)} us.

DR KIRKUP: Who prepared that?

MS PARKINSON: The communication team.
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DR KIRKUP: Itis described in the email, again not

talking about clinical issues, but it is described in

the email as, "The responses to the questions that we
discussed at the pre-inquest meeting”™.

MS PARKINSON: No,yit is not. That is not - that is

not the document that | sent back to Emma Giacamo.

DR KIRKUP: Why is it attached to the email that you

sent?
MS PARKINSON: It was - it was re-titled by the
communications team. Theré is two separate documen4
DR KIRKUP: | am talking about an email that you wrote
to and Angela Peel and lots of other staff, copied to - l
lots of other staff including midwives that had an
attachmént to it that is -
MS PARKINSON: Yes, it did, yes, it did. it had the
gquestions that Ms Giacamo had asked, it had the answers
to the questions for her on that but the titie of that
document was not the question and answers that come
from the communications team.
DR KIRKUP: “Inquest Joshua Titcombe Q and As;', thatis
the attachment taken from the email?
MS PARKINSON: Well, | know there was two different
documents.
DR KIRKUP: Okay. Sticking with the one that was

attached to the document. If you prepare a set of

¥
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it to anybody that sounds to me like coaching staff in
answeIs to questions.

MS PARKINSON: No, it certainly was not intentional fo

do that.

DR KIRKUP: What was it intended to do?

MS PARKINSON: The intent was that Emma sent them list
of questions to me and we gave the responses that we

felt were accurate. | circulated them to the staff to

say, "Have | done this correctly? Is this the response

that we should give?”

DR KIRKUP: When you say, "We prepared the answers that
we thLught .." who is we?

MS PARKINSON: |did. 1didanda matron as well, she

was involved.

DR KIRKUP: Okay.

MS PARKINSON: We answered the questions and then sent
them back to Emma because my understanding was that it |
was Emma that needed them questions answering.

DR KIRKUP: You had also copied in all of the staff

including those who would bé giving evidence to the

inquest? |

MS PARKINSON: Yes, | did to make sure that what | had

put was accurate in case they wanted to add anything or

that | had not answered something correctly.
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DR KIRKUP: You do understand that it is sounds from
where‘l am sitting as if you are Prepanng model
answers that all staff have acf.ess to? You do
understand that that is what it looks like?
MS PARKINSON: | can see now that that is how it might
look but it certaiﬁly was not my intention. It was
never the intention to coach staff to do anything, wé
never did that. We jﬁst told them to tell the truth.
That they would have the statements in front of them,
“and they would answer the question# that the Coroner
gave them. That certainly was not my intention when
that document was completed and s’ent back to the
solicitor. ‘
DR KIRKUP: Excuse me for saying so, that is the.evffect
it has had. If you were doing it again how would do it
differently to stop if having that effect?
MS PARKINSON: Well, we learn from things, do we not?
I never thought that that was, you know, that would be
perceive in that way. It was certainly was not my
intention but | think | would be little more careful
next time before 1 did anything like that because of
the way it has been perceived. '
DR KIRKUP: | am not sure it is just a question of
perception. | think it is a question that staff had

access to the same set of answers that in some senses
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were model answer; they were the best answers we can
come up with to the questions. | don't thinkitis
just a question of perceptibn that lies with at the

difficulty that | have with that.

' MS PARKINSON: Well, again, | can only say, as | have

said before, said to the police, said to the Ombudsman,
it was not my intention, it was never my intention to
coach staff. It was just to get the answers for the
solicitor. That is why we did it.

DR KIRKUP: 1 think [ have pushed the point.as farjas |

need to. ! will ask my colleagues if they have any '
follow up questions?

PROF FORSYTH: No. o ‘
PROF WALKER: No.

DR KIRKUP: | am going to have a brief pause now and

then move Into the second clinical refated part of the
interview, [ will ask people to withdraw at this
point.

In private session
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1 (At 11.00 am)
, DR KIRKUP: Can | say for the record thank you for 6oming? ‘My name’s Bill Kirkdp.
I'l ask the other members of the panél tp introche themselves.

| {PROF FORSYTH: Hello. My name's Stewart. Forsyth; !'m a paediatrician and I'm
| also a medical director from Teesside in Scotiand. '
’PROF MONTGOMERY: I'm Jonathan Montg}omery and I'm Professor of Health
Care Law at University College London, and 1:hair the Health Research |
Authority and in the past I've chaired PCTs and SHAs in Hampshire. .

MS FEATHERSTONE: Hello, I'm Jacqui Featherstlne and I'm Head of Midwifery

- and Head of Nursing at a district general hospital in Essex.

DR KIRKUP: | appreciate it's a somewhat daunting setup and | apolbgise for that,

but the iniention is for us to have a conversation with you where we find out as
rﬁuch as‘you can tell us about some general poinis and some specific points
that we want to pick up with yoh. We have made these sessions open to
family members. In fact, we'ré ‘not attended by any family members tdday.

That means that unless somebody comes in at a later stage, | won't need to

differentiate between the first part of the session ar?d the sedond part wherewe ™"
pick up any specific clinical points related to any ini:lividuals that we might want
to talk about, so feel free to treat it all the same. The reason for the electronic
paraphernalia is that we are recordiﬁg you and it and we will make a record of‘
the proceedings,.which other people will then be ablé to |istén to subject to
there not being any confidential clinical details in there. |

MS PINKNEY: Okay.

DR KIRKUP: We want to make sure —
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PROF MONTGOMERY: Actually, I'm just going to ask those péop[e to be quiet.

DR KIRKUP: Okay. As you know, we‘ve ésked evérybody, including members of
the panel to hand in all electronic recordirlg, devices other than these and we
have placed a sfrict réquirement on everybody present that they don't tallg
about'what's been the subject of today or put things on elect;onic media‘apaft |
from our s_ummary, which will just say who you are and in very general ter’in's; ’
what we've talked about. That's because we want to be able to yconsider’ allof
thé. evidence to be able to come to a view about all of the context and not tol’ -
have people commenting on individual bits 'as we go along the Way.

Is there anything else that | can ‘tell you that you would like to ask
| about at this stage? ' ‘

MS PINKNEY: No, | don't think so.

DR KIRKUP: Thank you. Can | start off then by asking you if you could just tell us

~when you first started at the Trust and what different things you've done?
, Because | know that it hasn't always been the same jdb.

MS PINKNEY: Do you mean in midwifery or in total?

{DR KIRKUP: If you had an association with the Trust beforé then, just tell us about, :

it briefly.
MS PINKNEY: Well, | trained in the Trust in 1977 as a general nurse, | was then a
- staff nurse, then went on, in 1981, applied to train as a midwife, completed that
training in 1982, worked in the consultant unit until 1983, the end of 1983. |
then took up a role as a temporary community midwife and, in 1984, took on
that roie ina penﬁanent capacity. In 1999, | was appointed a clinical midWife

specialist for community midwifery, which is a fancy title really for community
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manager. In 2003, my job title was changed to mndem matron, so it was nof a -
role that | applied‘ for, it's just that the title was changed and | a!so had
responsibility then for antenatal cinical as well

In 2007, there was a reorganisation of the modem matron fole and kin
my role as a modern matron, | had one day a Week that was“ my allqtted time

for that role; for the rest of the time | had a full-time community caseload and |

was a supervisor of midwives as well. In 2007, when the modern matron role

was reorganised, the role was to be expanded and that was going to becomea (™

full-time manrgenal role with no clinical respon5|billty My heatt's a ways been

as a clinician. I've always cherished my role as a communlty mndwufe s0 l
made the decision not to apply to become a modem matron an asked If I
could step back to be a band 7 community mudwnfe and that's what happened.
In, let me get this straight, 2008, we had a new Head of Midwifery or |
think it might have been back end of 2007, but any\na'y, in 2008, the band 7

~midwives were summoned to a meeting with the new Head of Midwifery. |

obwously knew this person, because she had been a modern matron and | had,

worked W|th her in that role, but many of my colleagues hadn't met her and t

was a very, very dlfficult meeting. It was a very challengmg meeting, because |
we were advised that we were going to be re-banded. that there were ‘ﬁnancial
oonstraints within the Trust, that the jobs — we had previously gone threugh the
agenda for change job-matching process and weld been matched as band 7s
as community midwives but we were told then that the matching was incorrect,

that we didn’t meet the job profiles for a band 7 and that we were gomg to be

restructured. That had an absolutely devastating lmpact on the mldwwes who =




1 -were thereg

2 DR KIRKUP: Did that apply to all midwives?

3 MS PINKNEY: All band 7 mldeves across the whole Trust
:  |DRKIRKUP: Okay.

s |MS PINKNEY: So people were extremely upset. | think it was probably an

6 inappropriate time, beating in mind that many midwives hadn’t actually met the |
7 e Head of Mldwn‘ery before this. was our f rst contact The meetmg was not’
8  minuted, HR weren't represented, so it was a very dlff' icult meeting and thét |
9 ' had a sugnrﬁcant impact, « think, on morale for all the band 7 mldwwes acrcss
10 the Trust. We were - | think we felt devalued, demoralised. -
o ‘ | ‘We afranged to 1lnee\t',with HR. We anangéd,to meet with the fkpra,l 1 d
12 College of Midwivés. We met with our Iocél MP. We felt éggrieved because
13 o we had been matched only, | think, maybe two years before and tOld;,"\'i)";\O'u |
14 | k‘now. we had matched the job description that, actually, the Head of Mldw:fery j }'
15 wps,involved‘ in writing as a modern. matron at that time. So, anywa”y‘,: thél’ ~
16 - process went on. | think it was actually in 2010 that we got ‘nOtifit:aticnt\,hc‘t,p
17 "'ye,Se this was happening, that we were to apply for thelspeciﬁcband‘,,75??’«9';?3*’{;i;*"~~

L1 that had been created.
15 |DRKIRKUP: Sowhat had happened in the intervening two years then?

20 |MS PlNKNEY: | think they were just going through the pmcess, like, you know,

21 " looking at, | suppose, what natural wastage there would be, looking at wpat
22 roles they were going to develop, you know, because they did develop actually
23 quite alot of specialist band 7 roles. So people were — had informal ihter\)iews,

24 and then formal mtervuews dependlng on what they chose to apply for. Peoplei '




who chose not to apply for the roles were down-bandéd to a band 6 post. It

caused massive upset.

DF KIRKUP: How many did that apply to? |

MS PINKNEY: In the end, it didn't actually apply to too — in fact. | think it really ohly
applied to community midwives. The labour ward midWives — | think there were

‘maybe half a dozen people who ended up being down-banded, but another

issue that people felt aggrieved about at that time was the Trust had just

changéd its pay protection policy the month or two months before. Whereas
previously people would have had five yea pay protection that was
- down-banded, the Trust reduced it to two years. 8o, where people would have

previously — it almost felt like they — | know it profably wasn't the case, but it

almost felt like they'd waited until, you know, everjything was ripe for them and
then they did what they did. And certainly within our team, as community
midwives, it caused massive upset, béwuse %all of a sudden you had
colleégues who had worked together for 20 years in some situations and then, -
all of a sudden, some were 7, some were 6 and; aciually, _Iot's of them were
- doing very similar cIiniéal work. So it was a very difﬁcult time.
{DR KIRKUP: Sure. You started to say something aboLJt the labour ward midwives
| there. Did this policy apply to them ;s well?
MS PINKNEY: 1 don't think any of the labour ward midwives were dbwn-bandmed,ﬁ
because they needed band 7 — | think ihey all slotted in toband 7 labourtward
coordinator roles.
DR KIRKUP: Okay.
MS PINKNEY: Yeah.
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DR KIRKUP: Okay. Thdnk you. Pll hand you over to Jécqui.” |

MS FEATHERSTONE: Okay, thank you. You were just saying ébout the
community, so were there eome band 7s out inithe commuhity then or...? |

MS PINKNEY: We 'w,ere ‘all band 7s apart from thevrotat‘ional midwives who ,carr:ue :
out of the unit to work with us. So they developed some specidlist community b
roles — mental health, ‘drug and alcohol, élthou‘gh the drug and alcohol post

i was actually in place already. So people were invited to apply for specialist

roles and there were two community lead posts estabhshed as well whlch I '

was appointed to and a colleague. But the mlﬁiwrves who were downgraded a
cqlleague in particular — well, several colleagues | don't thlnk ever got overflt»:v
really and left in ’very difficult circumstances. ‘ ’

MS FEATHERSTONE And is that your present post now then? sy
MS PlNKNEY No because | was restructured again in. 2012. They demded - I_, . :
mean, really | felt that the opportunity to get the post right was there rn,2010f’

‘and | don't think they did. We didn't need two lead community midwives; We
were a team of 14 at that time it should have been one, but anyway, | wasf:?;
invited to apply agam for my post and agaln because | was approachmg a '
Qertaln age, | declined and | undertookﬂex:ble retirement and now ,,workk
part-time as a band 6 midwife. ”

MS FEATHERSTONE: You said you were a supervisor of midwives.

MS PINKNEY: Yes.

MS FEATHERSTONE: Are you still?

MS PINKNEY: No, | resigned in 2008, because of how | felt really. | was very‘V

disillusioned.




1 MS FEATHERSTONE: With management or with what?

2 MS PINKNEY: | was disillusioned with everything that was happening around that

3 time, they were ‘reducing staffing within the matémity unit, particularly 6n the
4 ~ labour ward and that cauéed, aQain, massive upset, particularly to the labour
5 ward midwfveS and there were a number of ver'y,_ yery heated meetings at
3 which | was present at some of them. | think tlrle staff felt it was unsafe to
7 reduce staffing, but the drive at that time was financial, absolutely. My belief is
8 that the finances were driving everything. That's how it felt, at the expenlse, O
9 ~ possibly, of Safe[y. | know that's quite a strong statement, but that's h]w'it felt
10 to me. | | L
11‘ ‘ - | was becoming disillusioned with supervision.w [ felt thé’LSAw ére not
12 particularly supportive. | had been involved in queral situations, which was
13 nothing to do with any of the families concemed, n:10re to do with — well, | had a
4 particular situation with an independent midwife Whose practice | felt was not
15 .| - safe and | felt very unsupported when | contacted the LSA. Itfelt very reactive.
16 : | felt that we weren’t supported as supervisors. Yiou know, we literally had tﬁe'
17 guidance, the LSA guidance and that's — fhat was bur bible really énd it felt Q
18 ~ whenever you needed additional sﬁpport it didn’t really feel as if it was there.
19 You know, | could go on the phone and ask for advice and then I'd get off the
20 - phone and think, ‘Well, “she’s very nice but what did she actually say? ’What : B
21 did she say?’ You kﬁow, so — also, because of the staffing being reduced, as a
2 | supervisor or as a group of supervisors, we were being called into thke uniton a
23 reguiar basis to fill the gaps in staffing and | was doing 2-3 on calls a week as a
24 community midwife, | was doing seven night blocks on call for supervision and |
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had just had“ enough. So | resigned as a supervisor in 2008.

MS FEATHERSTONE: ‘Was there a manager on call at the same time? "

MS PINKNEY: No. |

MS FEATHERSTONE: Sojust—

MS PINKNEY: There may have been — when you say ‘a manager, | mean,
obviously within the Trust there would have been s"oymebody, but there weren't
mldWIfery managers that | m aware on call.

MS FEATHERSTONE: So if there were staffi ng issues —

MS PINKNEY: They called the su;%erwsors |

MS FEATHERSTONE They always called the supervusor which actually isn’t what‘

MS PINKNEY: No, it isn't and we knew that, but the bottom line is if there's not

enough staff safety‘s going to be compromised, so we went.

|Ms FEATHERSTONE; Were the community ever called in?

|ms PINKNEY Occasionally community would be called in. They did actually —

when there was all the dtscusswn when they were talkmg about reducmg
staffi ing on mghts they decided they would do an on-call rota for hosmtal
midwives, so that if, you know, if there was a problem ovemught they would""~/
have somebody to call and that continued for quite a while. | think that's only
just sort of stopped in the iast year or two. |
MS FEATHERSTONE: So, as a supervisor, were you involved in investigatiorie
-~ doing, you know, part of the LSA investigatione when you were supervisors, -

-were you involved as a team doing those?

MS PINKNEY: The incidents that | was involved with'really were -~ they were




1 " discussed as a team, but two supervisors actualiy qhd the investigation.

2 MS FEATHERSTONE: And did they run alongside theE management investigations :

3 | |or how did it fit in with the govemance? | ’

4 MS PINKNEY: I'm just thinking about a particular incideﬁt where, | think, it really
| 5 - was the supervisor investigation came first and then there was a management

6 |  investigation. ‘
 7 MS FEATHERSTONE: And how was either from ‘a supervisory sort of

8 recommendation and the recommendation of management, how was that Q

9 | |shared within the multidisciplinary team? o ” |

10 MS PINKNEY: | don't think that | was involved in discussions at thatr level. | think it

1 . came to the Head of Midwifery then and she took thTt role on and she was a

12 | supervisor as well. I'm not very clear about that.

13 MS FEATHERSTONE: Okay. Sometimes when you waré out in the community did
14 you come in to the hospital or did you tend to work bnly outin the community?

15 MS PINKNEY: Well, because | only had one day a week in that role, | used to come

16 in often very early in the morning because | just didn't have enough t,ime. Sol

17 would be called in — | would come in for meetings. il would always start the day O
18 in the hospital:and | would come in as Wéli if | was needed, you know, fof

19 - anything. |

20  |MS FEATHERSTONE: So how then was communicatioL fed out to the community,

21 because it's always sort of -~ communication is sonfaetimes, you know, if you're
22 in the hospital, if on that day you get that commuénication about what's been
23 ‘happening’, how was the communication fed cJut and distributed to the
24 community?

10




1 MS PINKNEY: Because we had regular community midwives meetinng and -
2 MS FEATHERSTONE: Which,,was led by...?

3 MS PINKNEY: WL]!, either the Head of Midwifery when — the first Head Lf Midwifery

4 that we had when | was first a matron, up ur;til 2007, was a very — she was a
5 ~ very visual person, you know, she was there, she was a presence on the unit
é all the time and staff felt very supported by ﬁer. So she would come to the -
7 community midwives meeti,ngs. She wés very, very supportive of thg mldwwes o
8 | have tobsay l'h hot sure that she was perceived as being very effecﬁve at é ¢
9 | higher IevelJA | don't think she was very strong at, you know, at aé, board level
10 certainly. The Head of Midwifery that came after her got off to a bad start, as
11 l’vé said, yc{u know, with this meeting that she had. She was -~ 4he’d been a
12 matron and a midwife and led é unit. She had never, that we were aware of,
13 | ever worked in a consﬁltaht unit, so then’ it seemed like did she have the
14 experience? | It didn’t feel that she supported us very well, you know, to then be
15 the Head of Midwifery across two consultant units and she wasn't very strong.
| 16 So she '-- .I don't think she éver came to any of the community midwives’ |
17 : meetings. She wasn't very visible really. | | |

18 |MS FEATHERSTONE: Okay. With the multidisciplinary meetings on the labour
19 ward or: in the hospital, so, you know, were there other — 3

20 MS PINKNEY: There were meetings. ‘ The matrons, the senior midwives met with

21 the consultants on a fairly regular basis. There were directorate meetings with
22 - the directorate manager, consultants, senior midwives.  There were
23 supervisors' meetings and- cross-bay meetings as supervisors and local, you

24 know, so...

11
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MS FEATHERSTONE: Were govemance issues discussed at directorate

meétings?
MS PINKNEY: Yes. | N ~
MS FEATHERSTONE: So if there'd been a particular Sl that month or - WOuId that
have been dis;ussed there? |
MS PINKNEY: Probably not there. | don't recall it woé:ld be discussed there. The
process for clinical incident reporting was -‘ l mea’n,‘ there were .fegu‘lér‘
meetings and it was led by one of our oonsulta‘n‘ts and‘ it involved rﬁidwives,
gynae staff as well, but it wasn’t crpss-bay. Tth was juSt ~ it was a local

S
meetmg and actions were taken, but it wasm’t dlssemmated very well :

Obwously, the system now is very different and ol:;viously much more effective
but | don't feel it was particularly effective at that turne
MS FEATHERSTONE: What about complaints? qu that come up as Well. the
process of making formal complaints? /'
MS PINKNEY: We had a guideline, we had a process but | don't recall it was
~ discussed at directorate meetings. k 4
MS FEATHERSTONE: If there was a complaint about, in particulaf, what happened |
in community, how would you know that there was a complaint about — |
MS PINKNEY: Because it would come to me to be investigatéd, depending on what

the issues were.

MS FEATHERSTONE: Ahd did you do the response or: did that go back?

|MS PINKNEY: It wouldlgo back to the — well, | would .obviously investigate it and

write my response and then it would go back to lhe I think it's now called the

Customer Service Department, but it was 'Complaints and Litigation

12
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| MS FEATHERSTONE: And what was discussed at those meetings?

%

Department lt would go back to them and then, depending on what the i
person = if the person — you know, if the complaint was resolved if the |ssues‘,
‘were resolved at that level, or sometrmes there wiruld be meetlngs and ;:)eoplei .
would be invited in to discuss their issues. |
MS FEATHERSTONE: And did you have an MSLC within the hospital?

MS PINKNEY: There had been one and then, for whatever reason, it was L

disbanded lwasn’t really involved in that but there had been one and'l don’t:’;,j_- S

know why 1t was dlsbanded or when that happened, but it seemed Ilke it was
I'm not quite sure, maybe around 2006, 2007. »

MS FEATHERSTONE: And then was there any Service user input after that?

MS PINKNEY: Yes, because we had a matemity -1 c+ 't remember what we called:_ -

it. We had a group where we met with — and users were part of that with - and a

we had consultants were invited and we had GPs and midwives, yeah an‘d”,’:
that happened, but agaln that was disbanded as well.
PROF MONTGOMERY: You said consultants were invited, did they go?

MS PINKNEY: Yeah. Yes. Yeah“rnost of the time, 1 would say.

MS PINKNEY: Issues relating to matemity care, the way you know, initiatives that;" -
were being developed, you know, thlngs like — we would talk abput. let me
think... When we were developing the screentng policy that was d’iscossed: |
there. Just general day-to-day things that Were happening. o

MS FEATHERSTONE And did recommendatlons come out of it and actions and,
‘were they mmuted meetings? o |

MS PINKNEY They were mmuted I'm not quite sure about actions specifically. | .
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IMS FEATHERSTONE: And were they distributed then o —

can't remember.

MS PINKNEY: Yes, they were.
MS FEATHERSTONE: The other thing | waé going to ask you .about'was about

inpatient surveys and staff surveys. Did that happen within the unit?

MS PINKNEY' Yes, it did. | don't know about staff survreys as much, but there were
certainly patient surveys, particularly done in sort of antenatal chmc and -1
~ mean, it wasn't sort of a contmual ongoing process as |t is now, but it was
done periodically. ‘ ;
MS FEATHERSTONE: And when ﬁ1e results came baci<, what happened fo those?
MS PINKNEY Well, it tnould be discussed and actloned I guess, if that was — |

can't really recall to be honest, but I'm sure that it was actioned, if there were

specmc things that could be actioned.

MS FEATHERSTONE Yes. Okay, that's just my first fe ; Fll come back.

DR KIRKUP: Okay. Stewart.

PROF FORSYTH: Thank you. Can | ask you about the time when you were

working in the labQur suite, in the —
MS PINKNEY: | never really worked in the labour suite.
PROF FORSYTH: You didn’t work in the labour suite at all.
MS PINKNEY: Only occasiona!lly.’
PROF FORSYTH: Right.
MS PINKNEY: Because my role was in community.
PROF FORSYTH: Yes, but I thought you came in and did some bank work.

MS PINKNEY: Yes, | would comé in if — well, it wasn't bank. If the unit was short,

14
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1 they would ring and we would go in for that shift. So itwasn'ta planned...

2 PROF FORSYTH: Okay. Even from that experienbe, I'l come back. to the

3 ~ community in a moment, but juLt in relation to that, we’ré intérested in the

4 relationship with the medical staff and you mentioned about there was also

5 some communication between the senior midwives and consultants, but in

6 terms of day-to-day practice | wondered how you felt, the midwives, how

7 ~ effective ,it',,was, the relationship with the obstetric and also wnththepaedlatnc o
8 1 staff. Ijid ‘yokt’: fﬁink itworked Wéll? | | R e

9 |MS PINKNEY: We had very little forrral contact with the paediatric staff. I’Vea,beén B
10 thinking about this before | came really and théy used to hold - vthe;4 ‘
11 " paediatricians used to lead a r+eeting periodically where they wculd fy,lioqk' at |
2 | interesting cases, but éctually, in terms of things like clinical incident meetlngs f.» .
13 1 and things like that, the paediatricians were never invdlved. So we used to s’ée" =

14 -~ the paediatricians, but that would be, you know, when'they came on tp’tﬁg
15 1 labour ward if there was anything interesting happening,»b‘ut there was very ‘ j
16 -~ little formal contact with the paediatricians, in my experiencﬁe. |

17 PROF FORSYTH: And so if you suddenly had a baby post-hatally unwell, did,tyou;

18 | feel the paediatric SUppbn was available when you needed it? -

19 MS PINKNEY: Do you mean on the labour ward or gen‘erélly? .

20 |PROF FORSYTH: Both. |

21 MS PINKNEY: | would say yes. [ would say yés. but | think that the — as | said, the
22 day-to-day contact was informal and quite limited. But if there was an issue,

23 | they would generally be there. Yeah, they would.

24 PROFE FORSYTH: Okay.

15




MS PINKNEY: Yeah.

process worked well?

mJnmunity’?
PROF ORSYTH: Yeah.

really. A

PROF FORSYTH: Yes.

MS PINKNEY: It wasn't always as good as it could be.
"but | think at times the staff were under a lot of

maybe -~ on occasion, maybe the communication

community - in the early days, you know, when |

day, but we don't...

MS PINKNEY: In terms of community policies.

PROF FORSYTH: In terms of the community, { think w{e’ve sort of tduched ﬁpon ita
| bit,l about the communication between the opmmuﬁity stai?" and the hospital, so
that if there was a baby being discharged whq may have been a sort of ‘,

| high-risk baby around the time of delivery, how di{! - |n terms of ensuring that

 the community midwife ~ midwifery staff were fully informed, did you feel that

MS PINKNEY: You mean communication from the midwives on the ward to #

MS PIthNEY: I think it depended very much on who was doing the paperwork

'Sometimes it was excellent,
pressure in the hospital and

wasn't always as good as it

could have been, but by and large and in the early days of when | was on

was young, we used to visit

people twice a day. We used to go out twice a dasfl and then every day up until
day 10, so babies did get quite é ot of — and muffns got‘a lot of input. Sadly,

that's no more. Not sadly that we don't go twice a day and we don't go every

|PROF FORSYTH: And were you involved in terms of policies that were —

had litle to do with the
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development of hyospital policies, but in community

PROF FORSYTH: Something like, for example, group B strep pollcy

MS PINKNEY: The J;roup B strep policy was very much — do you mean hllstoncaily
or now?

PROF FORSYTH: Well, historically, but obviously if it's changed now wefd like te u

| know about it. » | | |
MS PINKNEY Hlstoncally it was the paedlatnclans The paeduatncuans very much :
| wrote the policies in relatlon to group B strep and anythlng relatmg to the ,

paediatric side jreally. And now it's much more of aqomed up pro<*ess and

every — | mean, the guidelines are sent out across the Trust and everybody has

the opportunity|to have input into the development of policies and it'% a much i

_better process than it Was in the past

= PROF FORSYTH Right. What about the policy around a mother presentlng herself '

to the hospital concemed whether there's foetal movements or somethmg else
and then is sent home? Was there a policy around that as to who — for:

| eXampIe, if you saw a lady in the community and were concerned and sentup?

MS PINKNEY: Now?
~|PROF FORSYTH: Well, historically as well,

MS PINKNEY: Sorry.
PROF FORSYTH: Did you feel there was a policy around that in terms of what you

would expect for the lady who was sent up to the hospital?

|MS PINKNEY: |can't recall whether we had a specific policy historically for reduced

foetal movement, but if | had seen a woman in community with reduced foetal

movement, we do actually have now a day asSessment unit, which we didn’t
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have in the past, so the woman would have been directed to the labour ward

and they would have dealt with that, and then, derendmg on what the situation

was would determine what happened. n#xt‘ If, you know, if the CTG was fine,

she had a scan and the growth was fine, then she would come back probably

to community. |If there were any issues, then obvhously the labour ward would

deal with that. Sometimes they would also maybe, you know make her an

appointment to be seen in the next available consultant clinic. It depends on

what the situation was after the woman had been

PROF FORSYTH: Yes, yes, clearly. Tt you

arrangements.

éséessed.

felt comfortable with those

MS PINKNEY: Well, | felt comfortable in my|role because | knew what | needed to

do. Whether that was necessarily reflected in a policy, because | don't actually

recall if there was a policy in relation to that then,

PROF FORSYTH: Okay, thank you.

raised there. You said if the CTG was fine; wh

was a fine CTG?

which there obvioi.usly is now.

|DR KIRKUP: Just before | pass on to Jonathan, juqt to pick up a point that you

é rr;ade the decision on what

MS PINKNEY: It would probably be the registrar on the labour ward or the

consultant, depending who was available at the time. Yeah.

DR KIRKUP: Okay. Jonathan.

PROF MONTGOMERY: Thanks very much. | wond?r ifyl could ask you, so | can

understand better some of the things you've talkef}d about,.and | wanied to start

with and understand supervision, because you

described a couple of things

that were dysfunctional - lack of supbort from the LSA, being Called in to cover

18
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the shortages of staff. Just explain for us thv it should havé worked énd the
good sides of supervision. - |

PINKNEY:  Well, supervision's about sa’:feguarcjing -mums and babies
fundaméntally. It's about quality, ensuring quality and supporting midwives to

deliver a qUality service, fundamentally and, you know, it's a role that if it works

- well is massively important within maternity. You know, we're very fortunate

’ within m/at,emity to have a system like supervision,’whichvdoesn’t‘ ’e,yxi’s‘ty wrthm ;
nursing. It faises challenges. it can be very, very chélienging. | it can be
challénging dealing with difficult situations. It can b* very challenging dealing
with difﬁcult situations when it involves beoplé that you work with, ’pot’entiélly
colleagues, because supervision is not hierarchic%l; You are supervisfng

people that you work with every day and, as a clinician, you know, that can be -

- very challenging and it requires a considerable degree of integrity to be éble to

separate one role from the other. It can be very difficult.

PROF MONTGOMERY: It would reaIIy help me, can you give an example of a bit

|ms

where it worked really well and a bit where that was difficult and didn’t work
_well from yourxtime as supervisor? |
PINKNEY: | haven't been a supervisor for seven years, but | suppose ’it cameto
the fore really without sort of a specific situation, ‘where’you could méybe
identify that somebody had a sb,eciﬁé learning need and that you were able to
put things in place to enable them to develop thét‘ role and that certainly
- happened in sort of several situations that | was involved with. Midwives who —
~or a midwife | can think of who had sort of failed to interpret maybe a CTG in

the way that it should have been done and so we were able to facilitate her to
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 |PROF MONTGOMERY: | understand the difference. Ydu'ie ia regulator sUﬁervisor; :

develop in that area and | think she went away, actually, to another busy labour

ward area to gain some experience in that.

PROF MONTGOMERY: P{nd as supervisor, you would have stayed as helt

o supervisor through that, so you could see what she learned.

MS PINKNEY: Absolutely. Well it very much dependéd really If you were the =it
depended on what your role was as superv sor, begause if you were
investigating — you ‘know, if you were the investigating supervisor or you wer‘e"
that midwife's - you cbuld be there as the midwife's supervisor to subport her

and to - I'm losing my thread.

the intention to practi’sicomes to you -
MS PINKNEY: You had to be very specific and clear about your role. If you were
'inves_tigating, then you needed to sort of take a step back, or if you were the

‘midwife’s supervisor then clearly you needed to be there to support her.

PROF MONTGOMERY: How many of you were there and what was the balance of

investigation and the supervision part?
MS PINKNEY: How many were we? Well, it varied, because péople sort of came
and went over the years. | would imaQine we were probably, maybe, at best
about six. | | | |
PROF MONTGOMERY: And if there was an investigation, there would have 'been
i , L , , s
MS PINKNEY: There would be two of us investigating and a midwife wouid be the

supporting midwife, the supporting supervisor for the midwife.

PROF MONTGOMERY: An example of an inv?qstigation that wasn't very

20
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satisfactory, that yeu didn't think — can you give us an example of the —
MS PINKNEY: Well, I fe!t — well, | suppose | could talk about the independent
midwife as well who | felt extremely uncomfortable that this mrdwrfe had taken ’

on a very, very hlgh-nsk patrent whcl wanted a home bu‘th

And we were very
- you know we were happy to support her but she chose to employ ‘an
. mdependent mrdwrfe who lrved in York whrch is a considerable distance away, ‘,
obvaous!y, from Barrow-m-Furness and thrs woman was, as I've said, high-risk. M ‘
o felt that it wasn't acceptable for a midwife who lived posstbly three hours'
" drive away to be taking on the care o* this woman. I contacted the LSA to ask
- for advice and basrcally they said, ‘Well, you know until somethmg goes wrong
- we can’t do anythmg about it | actu‘ally contacted her supervisor of midwives
in York and spoke to her and said | was very concerned that this mldwife was

taking on the care of hlgh-nsk women so far away, but it didn'’t really — didn't

| really come to much and, in the event, the woman ended up delivering

route. So | felt very let down.

‘ DR KIRKUP Presumably the uterus was shll rntact at that point.

MS PINKNEY Yes, yeah .

PROF MONTGOMERY: ' Thank you. Still with the exemple to help me rnake sense ;

" of what’e going on, ther_e"s been quite a lot of ‘tr‘oubles and that's why we're
here, fnvited to the unit. . | | |

MS PINKNEY: Yes.

a PROFVMO’NTGOMVE/RY: Can you give an example of how some of those worked
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,y'[yf,,ﬁ"’,fi[MS PINKNEY Iknow that they...

'y -ward in the MS

'ZPROF MONTGOMERY Soits your feeling that they

, PROF MONTGOMERY No l satd that you weren

. MS PINKNEY Yes Asfaras| could see in the minutes

their way through the'system that you described
 feel of how you might have been involved in,

- oomanity problem necessarily, but discussing an

MS PINKNEY Well, | actually wasn'’t involved in any

involved asa superwsor in any neonatal deaths, as

were In

MS PINKNEY: Well, if you're talking about specific issués”‘f"i'

upervisor in 2008,
~of thjmeetlngs and one of the meetings where it

of the meetings where | was present, which 1 think
: ':,,.’it wasn't actually discussed at that meeting. So |

_sort of dlscussmns around spectﬁc cases.

o were done you just happened not to be there —

No it wasn't that I d

n annual Ieave

dellberately dldn't go

of the issues were dlscussed and | was sort of backing out of supervus:on really

o at that tlme andy,: asyl say, | did resngn,:n 2008.

22

I’Id
| actually have looked back through so of 1

tings that were held at that ttme and | had given my a

to Jacqua'? I'd just Ilke that o

it wouldn't have been a

example Tf a death onthe

tnatemal deaths or | Wasﬂ'ti'jif’

| recalt

PROF MONTGOMERY So they weren't dlscussed in any of the rneetmgs that yo" 4

ologies to several L

was discu sed - sorry, one' L

was in the October of 2003 e

wasn't actually party to any '

were dlscussed and thlngs;': 5

idn’t want to be there; t was e

tthﬁeféif"l" didn't mean you

 Hwasnt prsnt




1 PROF MONTGOMERY: Did you say there was a system of foilow‘ub. because
2 there were discussions at meetings that you weren’t at?

3 |MS PINKNEY: I'm sure it would have been discussed. It will have been dichLsedv :

4 ~at cross-bay supervisors’ meetings, becaﬁse they were being held quite

5 regularly. You know,-they weren't just focal meetings, they were cr‘oss‘-byay

6  meetings as well and I'm sure in will have been discussed at senior midwives

2 | ~ meetings across the Trust, because obviously it's, you know, a "e'Vse""“s :
o o : , pEa

9 PROF MONTGOMERY:| And | take it from that that you weren't involved in d*ﬁy of

10 |  theinquests there were.

11 |MSPINKNEY: No.

12 PROF MONTGOMERY: The other thing | just wanted to understand a bit more was

13 around the sfafﬁng level discussions and you sét out the process from the point
14 - of view of the re-banding and all those sorts of concems and | wondered how it
15 | was justified by the Head of Midwifery. Did they make reference to
16 Birthrate Plus...? |

17 |MS PINKNEY: Birthrate Plus had been — | think it had = I'm not sure if —

18 |  Birthrate Plus had been done around = méybe around 2000 it had been doné:
’19 initially and that indicated that there were,'pafticularly at RLI, vat Lancaster, | - |
20 think there were significant issues in relation to staffing. There were some
21 shortfalls identified at Fumess, but the issues at FumessIWere more”,— or they
22 identified that they were more in reléti@n to skill’mix. | can't recall when it
23 : happehed again, because they did do Birthrate agéin, and that might'have .
24 : been around 2009, 2010, somewhere I’ike that énd the inyfor}ma"tion relating tor
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~ that wasn't actually disseminated to everybody, but | guess that that idenﬁfied
staff shortages, because there was a massive recruitment drive. | can't just
recall when it was.
PROF MONTGOMERY: And how did the Head of Mldwafery respond to the
concerns about safety?

MS PINKNEY: Do you mean following on from the meeting that we had -

PROF MONTGOMERY: You described the discussion on i'e-banding in the
. | ‘
2008-2010 period where they set out to change the staffing structure, so they

took quite a long time to implement it. {
MS PINKNEY: | think staff were under enormous preei.sure. | think stafi’, as | said
. before, felt devalued, because it seemed asif - ohviously the Trust was under
- financial constramts as the NHS is generally, bdt it felt like that was driving
. everythlng That's how it felt to me and | do remember readmg, you know, the
Trust lego that said, you know. ‘The needs of our pattents will drive everything
that we de' and it didn't feel like that. It felt like the need to save money will
drive everything we do.
PROF MONTGOMERY: And when the issues about safety were raised with the i
Head qf ‘Midwifery,' did she respond ‘in any way? | | |
MS PINKNEY: | dom't know. | wasn't party to the discussions around what

happened then, because obviously those meetings were held at a higher level,

but the staff were extremely concemed and, as | ﬁatd there were several very, |
very heated meetings with the Head of Midwifery and matrons and midwives
where the midwives clearly stated that it wasn't sbfe, that stafﬁng levels were

not safe, particularly on nights.
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1 PROF MONTGOMERY: And were you at some of those?
2 MS PINKNEY: That seemed to be the biggest issue.
3 PROF ALONTGOMERY What was the response from the Heald of Midwifery?

4 MS PINKNEY: Well, | think the response was just that we've got to do it and how

5 are we goin'g to do it and that's where the idea came from to put people on call
6 , to cover ’the uhit at night. But | think as well there wascjuite - certainly around -
,,,,,, 7| 2008, there were quite significant levels of sickness as well, which impactedon

8 what was aylrea’dy" happening. People felf that we were rror a team arrd that’s ‘

9 : v%ry sad really, because we a’|ways had been -e geo*i team and " the' |irrks k
10| between community, Iabour ward, maternity had always }beyen excellent, buttt :
1 B qut seemed to disintegrate really. It felt like well, we’}e not valued a.n"d‘.‘_ as

12 mdrvrdual mldwwes morale was rock bottom really. o

13 |PROF MONTGOMERY Thank you. The last area for me, you talked about the fact? o

14 - that the meetlngs — | can't remember the phrase you used, but it meant,ltk T

15 wasn't very cross-bay, they were local meetings on -
16 |MS PINKNEY: There were cross-bay‘: rﬁeetings as well.

17 |[PROF MONTGOMERY: I'm trying to get a‘pic‘ture for how, on both the hospital'uvnit:"' :

18 | and the oor‘nm.unity team sort of kept themselves aware of how thirigs"wére. |
19 done in different places, how current awareness worked, what sqrt of support; |
20 | you got for personal development and those sorts of areas. It's partly, as a
21 team how did yeu find it, buf its also what sort of support was there for ‘

22 peo'ple;s development?

23 MS PINKNEY Well, we, as a team, were — we had mandatory training days where,

24  we were requrred to go and update you know cllnlcal skills and emergencyi :
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drills and that kind of thing, but we were also upédated in terms of things that -

were happening in relation to public health, all Hnds of issues really. And there

were some in-house study bayfs and things. Peoﬁle were encouraged, | would

think — I'm just - it's very difficult to remember wha

t was happening at particular

times, but quite a number of colleagues were going through sort of degree

programmes and there was funding for the local

take advantage of to do modules and things, so...

university that people could

PROF MONTGOMERY: And can you think of any particular service changes that

happened as a result of what was learned from either personal development —

MS PINKNEY: Well, | did a degree — part-time degree
forever, | just can think wren | graduated, but an
the role of the community support worker, which

And as a result of that we developed that role and

thrdugh — it seemed to gb on
yway | did a dissertation on |
we hadn't had at that time.

they're absolutely invaluable

in our team now. We have an excellent = I'm rambling a bit now, aren't 1?

Sorry.
PROF MONTGOMERY: No. I'm trying to get — you've

described the system to me

and I'm trying to understand how it actually worked in practice, so that's really

~ helpful, thanks.
|IDR KIRKUP: Okay. Jacqui.

MS FEATHERSTONE: There was just one thing aPout record-keeping. As a

~ supervisor, were you involved with — you talked ébout mandatory training, so

as a supervisor were you involved in record-keeping sessions aslpart of that -

~ mandatory?

MS PINKNEY: We obviously audited fecords on quite a regular basis and we




1 - always did it as part — | don't know if you're aware that all midwives meet with

2 their supervisors and have an annual review Uand that's looking at any practice |

3 issues they've identified and any practlJ:e issues that we may have identified

4 and we always audited three séts of'notesv of each midwife at that time. We ,V -
5 also - latterly, it became the responsibility of all band 7 midwives to audit so

6 ~many sets of notes every month. |

7 MS FEATHERSTONE: And what happened with those audits?

e |MS PINKNEY: It was fed back to the — through the sort of risk management route if

9 ' there were any issues identified, but tl'ﬂerevwas a midwife who — her role was
10 primarily to = | think I'm just getting a bit confused. If we identified thi’ough, ,
11 supervision, then that woi.xld be 'some‘thing that the supervisors themks,elves :
12 would look at, but if we were just doing — you know, if we were auditing aé"
13 ‘band 7s, then you would feed back to’the midwife concerned and then the n
14 ~ matron would get a copy also of that audit, yeah.

15 MS FEATHERSTONE: And what sort of things would you talk to your supewiSee,
o W 16 aboﬁt with regard to retrospective record-keeping? 3
(“‘ﬁ 17 MS PINKN’EY: Well, webhad a checklist.
18 [MSFEATHERSTONE: Yeah. |
13 . |MS PINKNEY: Yeah, so we would go through the checklist.
20 MS FEATHERSTONE: Yeah. |
21 MS PINKNEY: We would go through the records and it would be anything -or

22 everything, really.

23 |MS FEATHERSTONE: Okay. But in particular, retrospective record-keeping, what

24 generally would happen within ~ we've looked at lots of notes and retrospective.
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| record-keeping seems to be quite a.IoL If you went through some notes, you

know, those retrospective records —

MS PINKNEY: 'Yes.

MS FEATHERSTONE: What sort of thingé would you be bringing up that you would,

you know, hope that that would ~ you know, you'd be able to see?

MS PINKNEY: | would want to see that it was clearly acknowledged that it had been

written retrospectively. | would want to see the da

date that it referred to. | would want to see that it was — that it recorded O

te that it was written and the

actually That happened, obviously that it was s:gned and tha] the signature

was printed. I'm not sure —

MS FEATHEITSTONE Was it something that you would say thTt it was done

routinely or in the norm or would you say.. ?
MS PINKNEY: | don't think it was done routinely.

situation where a midwife was, you know, if the

| ithink it would be done in a

labour ward was extremely

busy and the midwife had not had time to complete the records at that point. 1t

certainly wouldn’t be routine.

MS FEATHERSTONE: But in the sense that she did

n't have anky_ time whilst she -

was working with that woman, but when she'd finished when you would expect

them to?

MS PINKNEY: As soon as poss:ble As soon as she was able and l'd also expect

that anything she had used to doc - even things like, you know sometimes I've

seen paper towels used for people to document ¢

hings on while they're in the

rodm and | would expect that to be actually added to fthe notes. Anything that

was written at the time on whatever medium really

28

Bhduld also be in the notes.




10

11

12
13

14

15

16

17

18 -

‘19

20

21

.22

23

24

IMS FEATHERSTONE: Yeah, but before she left the shift you'd expect that —

MS PINKNEY: Absolutely, yes, | would. |
MS FEATHERSTONE: ~OkaL, that's what | wanted to ask, thank you.

|PROF MONTGOMERY: Can ljustr ask, in follow-up to that, what your perception of

the pattern of _r'ecbrd-keeping’ was at — between the midwives that you
supervised and would it be different in Furness from elsewhere? | can’t quite |

tell whether — -

MS PINKNEY: | never audited any notes from elsewhere. | think generally the e

'sta_ndard was okay in *he midwives that | supervised. | know that there we*e
issues with reCordekeeping and... Yeah, 'm not'really...
PROF MONTGOMERY: C4m | push you a little bit about what the standard is thal’s

okay and how that's generated? You obviously had an audit tool.

- |MS PINKNEY: We did have an audit tool.

|PROF MONTGOMERY How were the standards against which you were auditmg

generated? Were they local, were they NMC standards or. what'?

IMS PINKNEY: ‘They were local standards mcorporatmg NMC standards as well

PROF MONTGOMERY. Thank you.

|DRKIRKUP: Just to continue on that for a minute longer, was one of the standards

to do with the amount of retrospective record-keeping? | absolutely accept that

- you have to do it sometimes —°

MS PINKNEY No, | don't think it was. | don't think |t was one of the standards, no.

“|BR KIRKUP: Did it ever strike you that there waS'rather alotofitin Furness? '

MS PINKNEY: To be honest, most - a lot of the midwives | supervised were

community midwives, so they weren't necessarily labour ward records.
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DR KIRKUP: Okay.

2 MS PINKNEY: They were antenatal records and care pléns relating to antenatal

3 and postnatal care. So | didn't really supesvise "nany labour ward midwives, so
4 | wouldn't say, in my experience, that | saw a lot of ‘retrospective
5 record-keeping.

6 DR KIRKUP: Okay, thanks. We're nearly there. Theq}’e’s,ijust a couple more that |

7 . 'wanted to pick up with you. You talked a bit a_bfout the relationship between
8 midwives and paediatric staff. Can | ask you‘to make the same kind of O
9 ‘reflections on the relationship with obstetrics stTﬂ. |

10 MS PINKNEY: | think we generally had good very rélations with obstetrics staff.

11 ~ They were a visible presence. | mean, the quﬁlity of some of the rgégistrars we
12 had wasn't always great. | think there continues to be some issues with
13 medical staff in light of what's happened as a cbnseqUence of events.

14 |DRKIRKUP: Justexpand on that a bit for us.

15 MS PINKNEY: We have much more rigorous guidelines and processes in place, but

16 the midwives, 1 think, feel that we are practising uinder intense scrutiny and we B
17 are very anxious that something will be missed: ar{d people will be held to o
8 | account, which is understandable but it doesn’t iﬁeem to apply necessarily to |

;19 medical staff in the same way. In that if a mjdwife misses something, thefe'll

20 . " be a phone call, you know, and you will have to explain why you didn't do — for

21 example, a colleague forgot to plot — are you familiar with customised growth

22 . charts?

23 DR KIRKUP: Yes.

24 MS PINKNEY: A colleague forgot to plot on a customised growth chart one




1 attendance and it didnt affect the outcome, but she was ‘summoned to

2 Lancaster to explain why she hadn't done this. ~And we regularly see
3 _ custoi,[nised growth charts that medical staff 'rarely fill .in lnd these are the
4 women who are high-risk, so...

5 PROF MONTGOMERY And whose respon5|blllty is that to follow up, do you think?
6 MR PINKNEY: | don't know. | don't know whase responsibility. It feels like ~
7 DR KIRKUP: Who does the summoning of the mldwwes to Lancaster’? ;

8 MS PINKNEY: Whoever: risk — risk, midwife, whoever whoever, | don't know, :

8 matr%ns.

10 |DRKIRKUP: Right. It will be somebody in the nursing and midwifery panorama. :

11 MS PINKI\‘EY: It would be, yeah, somebody within midwifery.
12 |DRKIRKUP: Yeah. |

13 MS PINKNEY: But we feel still that we have a Iohg way to go, because obviously |

14 this process has a long 'way to go and yvhilSt we have very stringent guidéylin,e‘s’,"? S
15| as Ive said before, which we wese all able to contribute to and we have Veryf .
16 clear processes there is definitely a feeling that people are practlsmg much |
. 17 more defenswely and | don't thmk that necessarily is benefi iting the WOmen

18 |DR KIRKUP:‘ Do you think that sense of scrutmy,applles to the medical staff as
19 | well? |

20 MS PINKNEY: No, | don't think it does and | think my colleagues would agree that

21 thevmidwives - it seems to be the midWiVés and we WOrk',fyOU know, we're all

22 extremely anxioUs about, you know, will we get a brown envelyope, will We Qet a
23 phoneV call?  If VI haven't done this, what will happen, ,whét will be t\he’ ”
24 | consequences? Andlt doesn’t kfe‘el ,-vand | m’ight be oomplefely wron’gy.’
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because | don’t know what's going on up here, but it feels to me that there are

not the same consequences for medical staff.
DR KIRKUP: Is that a general view Fmongst your colleagues?
MS PiNKNEY: Yes, absolutely.
DR KIRKUP': That naturally will lead to a fair amount of resentment. o
MS PINKNEY: | don't think there's resentment; it just feels unjust, It feél unfair,
because the women that we're referring to the consultants are high-risk

women.

DR KIRKUP: Yeah.

MS PINKNEY: And, you know, we have to write the dgte, the time, your éinature,
you print, you do — and half the time they don't — yé)u know, it's - | B
DR KIRKUP: We might differ about the words, but | lhililk we're describing the same
~ thing, but 'm kéen to know whether relationships f!were good before the recent
scrutiny. | appreciate life's very difficult at the mioment. You're in a goldfish
bowl, |1 absolutely understand that, but cast your '}nind back to before, say, to
2007, 2008. Are you saying that relationships weré good at that time? ’
Mé PINKNEY: Well, | felt that my relationships Were g(;nod because | was a matron, O
so | was seeing the consultants much more oftenf than maybe my colleagues
were. So maybe that's not the question for rrie. I don't know how they |
perceived that at that time. ’
|DR KIRKUP: Okay.

MS PINKNEY: Yeah, | mean, even then really, | remember having a discussion ’

when we first introduced customised growth charts with one of our consultants

- and saying, you know, ‘The medical staff are not|filling these in’ and he said,




1 ‘Well, that's up to them. That's their clinical decision whether they do it of they

2 don't’ and, you know, sort of, ‘it's not for you to say’. And | do think another
L. consequence of what's happeniog now is tl'lat we have so many guidelines and
4 SO rhany policies and everybody is so extremely cautious that, in some ways,
5 it's having maybe a detrimental effect for the women, because we fought long
P and hard to introduce midwife-ted care against a particolar‘consultant who
7 would document m the woman'’s notes you know “This mldWlfe has taken C
8 | responsrbrllty. I therefore am absolvmg myself of respon — you know all thrsi |
:] _ carry on. We fought long and hard to dget midwife-led care and now the '
10 mejority of women are having consultant-led care because of the way we' re: : ‘
11 g now practising. And | suspect, | don't knov+ because | haven't seen the ﬁQ"f?S; -
12 ~ but suspect we're seeing far more assisted deliveries then maybe we would
13’ have done before, because people are practising very defensively and it isrkl’t, i
14 , always to the beneﬁt of women, not for low-risk women. k

15 DR KIRKUP Consultants writing things like that in the notes doesn’t sound to me as
16 - if relationships were always very constructive. That doesn't sound to me’llke |

17 the sound of a constructive relationship.

18 |MS PINKNEY: Well, | mean, that's going back. | mean, this is before any of this.

19 We'retahlking Changing Childbirth, you know, mid-‘903. but that's how it was at '
20 that time. Everybody was consultant-led. You know, we fought very hard to
21 get women back into the community, to make things low-risk and it almost feels
22 tome like we're now in danger of going back the other way.

23 DR KIRKUP: Okay.  In your role as supervisor of midwives you would come across
24 instances ‘vvhere practice wasn't all that it should have been or knowledge
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wasn't all as it should have been probably. I'm not talking about the isolated

incidenté, they happeh. The important thing is to recognise them and correct
them. Did y‘:u have any general concemns aboé:t midwifery prac(’ce? Was
there anything you thought was a particular — |

EMS PINKNEY: | think there were maybe the odd indivifdua! who raised concems. |
think, broadly speaking, no. | think, broadly speal%ing. my impression, because

| wasn't a |gbour ward midwife, my impression wa:is that the midwifery care was

good and | don't know haw much of what was going on in terms of the ’politic‘s

and things ari\d the staffing levels influenced how i:eople were able go practise.

DR KIRKUP: But pther than that, you weren't aware of any systematic isTues.
MS PINKNEY: | wouldn't say systematic, no.

DR KIRKUP: Okay. | mean, one thing that I'm bound to ask you about, there

appeared to be a systematic lack of knowledqe about the significance of
hypothermia in a neonate. Does that surprise youi?

MS PINKNEY: It does surprise me. It does surprise me, but — yeah; yeah it does
surprise me. |

DR KIRKUP: But it wasn't something you came actoss:

MS PINKNEY: No, not in my practice. ?

DR KIRKUP: Okay.

MS PINKNEY: No.

DR KIRKUP: Okay. Jonathan.

PROF MONTGOMERY: Just one thing: you described how you were called in to fill

staffing shonages‘iﬁappropriately.
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MS PINKNEY: Yeah.
PROF MONTGOMERY: Was there a system whereby you could raise concems,‘
 about .Stafﬁng levels or aLy other things like concerns -over safety, quality of i
heaf misses? |

MS PINKNEY: | suppose the process was through incident reporting.

|PROF MONTGOMERY: And did people use that system? Did you use that

system? | | i et
MS PINKNEY: [ don't think they used the system as well then aé they do now. l‘ -
think people tended to us# it more for — 1 think people tended to think it was for
major issues rather than staff shortages. | think pgople started to use it ‘more‘

when the staff shortages

and things sort of really kicked in and maybe as a |

reactidn to how they felt about, you know, the whole —

|PROF MONTGOMERY: Did you ever have cause to use it?

MS PINKNEY: Well, 've used it many times. I've used it many, many times.

PROF MONTGOMERY: And what was the response? Did you see any response?

MS PINKNEY: Going back? Well, | think it mainly went through — we had the
clinical vincident meetings where they were discussed and the risk manager at
that time always seemed to take the lead on it. If if was an incident involving -
medical staff, then the -~ because we had a designated consultant who sat in

~on that meeting and he would look into it. It never felt particularly effective, |

have to say. '

PROF MONTGOMERY: You can't give us an example wheré you raised something
that - |

MS PINKNEY: I can't give an example from — not going back, but it's certainly much
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1 more rigorous now and it's very, véry well and widfly used.
2 MS FEATHERSTONE: Just going on from what Jonathfan said, so if‘ you were called
3 in where stafﬁng wasn't safe, was there an escaf%ﬁon policy then or that you
4 ~ would follow?
5 |MS PINKNEY: No. |
6 vMS FEATHERSTONE: And if it was really unsafe did you éver shut the unit?
7 |MSPINKNEY: No. |

¢ |MS FEATHERSTONE: Did you tryto? o | O |
9 | MS PINKNEY: No, because by calling in people genera*ly that would make sure that g
0 | sta'fﬁrig — you know, the staffing was okay. It was - | don't think we ever got to } o
11 - the point where it was unsafe in times that | was ir'wolved that | can recall. I'm
12 sorry, | can't really recall.

‘13 MS FEATHERSTONE: That's okay, but sometimes it may havé had the staff, but
14 actually the women, you know, you've got so many women that — |
15 MS PINKNEY: Yeah and it isn't just about the staff, of course. It's about the skill
16 mix, isn't it? | ,
17 |MS FEATHERSTONE: Yeah. O

18 MS PINKNEY: And i am not an experienced labour ward midwife, so, you know, if

19 ever | was called in, often | would go to the ward and then release a midwife
20 . from the ward to go to the labour ward, because ’dbviOUSly she was better
21 _ equipped to deal with things than | was. |

22 {MS FEATHERSTONE: Okay, thank you.
23 |[DRKIRKUP: Anything further?
24 |PROF FORSYTH: No, I'm fine, thank you.

36




DR KIRKUP: Okay Is theré anything else that’yOu woﬁld like io Say to us?

MS PINKNEY No, | don't think so. 1 hope it's been helpful

DR KIRKUP: ‘Well in that case, | can brmg the mtervuew to a closeland thank you‘ :
~ very much for coming and for being frank with us.

MS PINKNEY: Thank you.

DR KIRKUP: Very helpful, thank ybu; |

(End of interview)
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