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‘This is not a story of bad people, or those who did not care, or who wilfully harmed 
patients.  Indeed they were dedicated and well motivated. But they lacked insight, their 

behaviour was flawed. There was poor teamwork and lack of leadership.’
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‘This is not a story of bad people, or those who did not care, or who wilfully harmed 
patients.  Indeed they were dedicated and well motivated. But they lacked insight, their 

behaviour was flawed. There was poor teamwork and lack of leadership.’

It is a story of a breakdown of trust; of letting others down, and of terrible harm
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Bolsin immediately noticed that operations 

were taking much longer than he expected

Dhasmana carried out 38 switches, 20 died (53%)
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“the split-site working and poor operating and ICU 
facilities are inefficient, archaic, inhibitory to progress and 
potentially dangerous”
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Dr Stewart Hunter Prof Marc de Leval

“the data available to us was weak, but there 
was considerable confusion in the 

organisation of ICU, and generally poor 
communication.  The unit needs 

strengthening with new appointments”
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struck offstruck off suspended

• Frank Dobson announces Public Inquiry 
• GMC guidelines issued 
• litigation expected for 119 deaths and 47 cases of brain damage 
• merit award system changed
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Where were  
the rest of the doctors?
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Mr Roger Henderson QC

“The reason that no cardiologist and no anaesthetist was in the 
frame was that the case which was unwieldy enough as it was 

would have become wholly unmanageable and hopelessly 
prolonged had any of them been charged. It took long enough 
as it was but would have taken even longer had others been 

charged”.  
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“The reason that no cardiologist and no anaesthetist was in the 
frame was that the case which was unwieldy enough as it was 

would have become wholly unmanageable and hopelessly 
prolonged had any of them been charged. It took long enough 
as it was but would have taken even longer had others been 

charged”.  

“Again to try to avoid undue complexity and increased time, 
to focus on only two types of cardiac problem; eg ignoring 

cases of truncus arteriosus etc”.  
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“Felt like emigrating after the hearing”
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Sir Robert Francis QC

“Felt like emigrating after the hearing”

“The apotheosis of the blame culture;  
someone had to be seen to pay”  
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The data available to the GMC
Voluntary, unvalidated mortality data from UK Cardiac Surgical Register


paid for by the surgeons themselves

• varying accuracy of reporting

• no risk stratification

• procedure based

Bristol was not improving

at the same rate 


as others
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2/14/2015 All changed, changed utterly

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1113398/ 1/3

BMJ. 1998 Jun 27; 316(7149): 1917–1918. PMCID: PMC1113398

All changed, changed utterly
British medicine will be transformed by the Bristol case

Richard Smith, Editor

BMJ

Copyright © 1998, British Medical Journal

See the article "Taking precautions with ACE inhibitors" on page 1924b.
See the article "Cardiac surgical services in Bristol are now of high quality" on page 1986.

This article has been cited by other articles in PMC.

“The Bristol case,” in which judgment was passed last week  will probably prove much more important to the
future of health care in Britain than the reforms suggested in the white papers. Reorganisations of the NHS come
round with monotonous regularity, but changes on the wards and in surgeries are slow and often unrelated to the
passing political rhetoric.  In contrast, the Bristol case is a once in a lifetime drama that has held the attention
of doctors and patients in a way that a white paper can never hope to match. The case has thrown up a long list of
important issues (see box) that British medicine will take years to address. At the heart of the tragedy, which has
been Shakespearean in its scale and structure, is, as the GMC said, “the trust that patients place in their doctors.”
That trust will never be the same again, but that will be a good thing if we move to an active rather than a passive
trust, where doctors share uncertainty.

The trust between doctors and patients works on two main levels: between individual patients and doctors and
between society and doctors’ organisations. The Bristol case will affect both. The most profound—but least
easily measured—effect may well be on the relationship between individual doctors and patients. In the past two
weeks the case must have been in the minds of many patients consulting doctors, particularly those about to
undergo operations. Worldwide, the doctor­patient relationship is changing.  For instance, the main theme of
last week’s world conference of general practitioners in Dublin was the change from patients being passive
recipients of care to being active partners in all decisions; it was also the theme of the first conference to
celebrate the 50th anniversary of the NHS. Evidence is growing that as patients become equal partners in the
doctor­patient relationship then outcomes and satisfaction improve and costs fall.  If the Bristol case hastens
the move to patients being treated as equals it will have produced real benefit.

The Bristol case has already accelerated the move to provide patients with data on the performance of doctors
and hospitals,  and this has to be a good outcome. Cardiothoracic surgeons have already taken impressive
steps,  but they are way ahead of the pack. Doctors in other specialties, particularly non­surgical ones, are going
to have to think hard and fast about how to gather and present data on their performance.  Neither gathering nor
interpreting the data is easy,  and experts on improvement emphasise that such data are best used as a source of
knowledge for improvement rather than for judgment.  If the Bristol case leads to an environment where we
concentrate on removing bad apples rather than improving the whole system then both patients and doctors will
suffer. There must be mechanisms for responding to doctors whose performance has deteriorated to an
unacceptable level, but such mechanisms will never bring about the systemic improvements that we need.

Issues raised by the Bristol case

The GMC identified several issues that arose during the course of its inquiry that concern the practice of
medicine and surgery generally and that need to be addressed by the medical professsion.

1

2,3

4–6

4,7

8–10

10

11

12

13,14

@ProfMJElliott martin.elliott@gosh.nhs.uk 



2/14/2015 All changed, changed utterly

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1113398/ 1/3

BMJ. 1998 Jun 27; 316(7149): 1917–1918. PMCID: PMC1113398

All changed, changed utterly
British medicine will be transformed by the Bristol case

Richard Smith, Editor

BMJ

Copyright © 1998, British Medical Journal

See the article "Taking precautions with ACE inhibitors" on page 1924b.
See the article "Cardiac surgical services in Bristol are now of high quality" on page 1986.

This article has been cited by other articles in PMC.

“The Bristol case,” in which judgment was passed last week  will probably prove much more important to the
future of health care in Britain than the reforms suggested in the white papers. Reorganisations of the NHS come
round with monotonous regularity, but changes on the wards and in surgeries are slow and often unrelated to the
passing political rhetoric.  In contrast, the Bristol case is a once in a lifetime drama that has held the attention
of doctors and patients in a way that a white paper can never hope to match. The case has thrown up a long list of
important issues (see box) that British medicine will take years to address. At the heart of the tragedy, which has
been Shakespearean in its scale and structure, is, as the GMC said, “the trust that patients place in their doctors.”
That trust will never be the same again, but that will be a good thing if we move to an active rather than a passive
trust, where doctors share uncertainty.

The trust between doctors and patients works on two main levels: between individual patients and doctors and
between society and doctors’ organisations. The Bristol case will affect both. The most profound—but least
easily measured—effect may well be on the relationship between individual doctors and patients. In the past two
weeks the case must have been in the minds of many patients consulting doctors, particularly those about to
undergo operations. Worldwide, the doctor­patient relationship is changing.  For instance, the main theme of
last week’s world conference of general practitioners in Dublin was the change from patients being passive
recipients of care to being active partners in all decisions; it was also the theme of the first conference to
celebrate the 50th anniversary of the NHS. Evidence is growing that as patients become equal partners in the
doctor­patient relationship then outcomes and satisfaction improve and costs fall.  If the Bristol case hastens
the move to patients being treated as equals it will have produced real benefit.

The Bristol case has already accelerated the move to provide patients with data on the performance of doctors
and hospitals,  and this has to be a good outcome. Cardiothoracic surgeons have already taken impressive
steps,  but they are way ahead of the pack. Doctors in other specialties, particularly non­surgical ones, are going
to have to think hard and fast about how to gather and present data on their performance.  Neither gathering nor
interpreting the data is easy,  and experts on improvement emphasise that such data are best used as a source of
knowledge for improvement rather than for judgment.  If the Bristol case leads to an environment where we
concentrate on removing bad apples rather than improving the whole system then both patients and doctors will
suffer. There must be mechanisms for responding to doctors whose performance has deteriorated to an
unacceptable level, but such mechanisms will never bring about the systemic improvements that we need.

Issues raised by the Bristol case

The GMC identified several issues that arose during the course of its inquiry that concern the practice of
medicine and surgery generally and that need to be addressed by the medical professsion.

1

2,3

4–6

4,7

8–10

10

11

12

13,14

• mandatory individual mortality reporting

• RCS rapid response group

• 12 x increase in the suspension of doctors

• 18/199 cardiac surgeons under investigation

@ProfMJElliott martin.elliott@gosh.nhs.uk 



Sir Ian Kennedy QC

@ProfMJElliott martin.elliott@gosh.nhs.uk 



Sir Ian Kennedy QC

“It would have been much better to hold the public inquiry 
before any involvement of the GMC.   

The wider brief and more effective and open process was 
better suited to explore the complex issues involved and to 
hear in detail the harrowing tales of the families involved”. 
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Respect and Honesty 

Involving patients 

Keeping them informed 

Improved communication 

Improved support services 

Better consent Processes 

Easier patient feedback 

Better complaint responses 

No-fault compensation system 

A Health Service that is well led 

Improved regulation of quality and safety 

Better and clearer local management, including of doctors 

Competent healthcare professionals 

Broader notion of professional competence 

Improved leadership skills 

Monitoring of competence 

Revalidation 

Supporting clinical managers 

Managing the introduction of new procedures 

The safety of care 

 National Reporting system 

 Incentives to report 

 Abolish system of clinical negligence 

 Design for safety 

Care of an appropriate standard 

 Define and coordinate standards of care across NHS 

 Monitor standards and performance (including world class IT) 

Easy public access to information 

  

Public involvement 

The care of children 





Sir Ian Kennedy QC
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Sir Ian Kennedy QC

“There were no agreed national standards as to what amounted 
to good quality care for paediatric cardiac surgery - no agreed 
measure or benchmark”.   

“There was confusion in the NHS from top to bottom as to 
where responsibility lay for monitoring the quality of paediatric 
cardiac surgery”. 
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Sir Ian Kennedy QC

'There's no incentive to admit error, only to
cover up'
In an exclusive newspaper interview, Clare Dyer talks to Ian Kennedy, the law professor who headed
the inquiry into the heart-surgery baby scandal at Bristol Royal Infirmary

Clare Dyer

Tuesday 24 July 2001 15.30 BST
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“Doctors, surgeons battling 
against difficult circumstances, 
with inadequate resources in a 
culture where the finding of 
scapegoats appears to be put 
before the finding of solutions”
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2/14/2015 One Bristol, but there could have been many

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1120823/ 1/3

BMJ. 2001 Jul 28; 323(7306): 179–180. PMCID: PMC1120823

One Bristol, but there could have been many

Radical change is essential but hard to achieve

Richard Smith, editor

BMJ

Copyright © 2001, BMJ

See the article "Bristol inquiry " on page 181.

This article has been cited by other articles in PMC.

Some will read the well written report of the Bristol inquiry into children's heart surgery as a “whodunnit?”  The
answer is that “the system done it,” but various named individuals behaved dishonourably. Some have been
struck off by the General Medical Council.  All will have paid a heavy price with sleepless nights. The report is
primarily, as Ian Kennedy, the chairman, says in his introduction, a tragedy. A great many well intentioned
people worked hard to do good but did dreadful harm. Over 30 children under 1 year died unnecessarily, the
report concludes.  Many more were severely injured.

The most chilling thought in the report is that there could have been 50, perhaps 500, even 5000 similar reports
about other parts of the NHS. The ingredients that led to the excess deaths in Bristol occur throughout the NHS.
The report emphasises not only that the NHS had no system for monitoring quality and no reliable data but also
there was no agreement on what constituted quality. “Thus the most essential tool in achieving, sustaining, and
improving quality of care for the patient was lacking . . . clinicians had to satisfy only themselves [the report's
italics] that the service was of sufficient quality.”

Bristol (and we must accept, as does the inquiry, that Bristol has become a noun that denotes not just a city but
also a medical tragedy) came to public attention because there were some data and people concerned to make a
fuss. We might have read a report on excess deaths in a general medical unit in Barchester or wholly inadequate
psychiatric care in Slagthorpe, but we won't because there were no data, nobody made a fuss, and the bodies are
lost. It took decades to spot that Harold Shipman, a general practitioner near Manchester, had become Britain's
most prolific serial killer, murdering perhaps 400 of his patients.  The government—despite acknowledging that
“at present, there are unacceptable variations in the quality of care available to different NHS patients in different
parts of the country” —is anxious to reassure the public that something like Bristol could not happen now. It's
false reassurance. The machinery it has created and is creating is not yet adequate to prevent such a tragedy—and
perhaps never will be.

Some might like to depict Bristol as a story of wicked surgeons running amok, but the report shows that the story
was more complicated. Consider this paragraph, which I've edited slightly by removing specific references to
Bristol to show its universality:

1

2

3

4

5

Throughout the inquiry we heard evidence of underfunding, meaning that a gap had developed between the
level of resources properly needed to meet the stated goals of the unit and the level actually available. There
were constant shortages of trained nursing staff. The level of specialists was always below the level deemed
appropriate by the relevant professional bodies. The consultants lacked junior support. They were expected
to care for patients in places that were several hundred yards apart and to hold outreach clinics all over the
region. Some facilities and necessary medical equipment had to be funded through the good offices of a
charity.
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120 doctors have had their licences revoked since 2012



Sir Ian Kennedy QC 
on Children’s Heart Surgery in General
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Sir Ian Kennedy QC 
on Children’s Heart Surgery in General

there were too many cardiac surgery centres in the UK, and 
complex surgery should be done in centres of excellence, and 
not in centres which do not meet a defined minimum number of 
procedures.
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Sir Ian Kennedy QC 
on Children’s Heart Surgery in General

there were too many cardiac surgery centres in the UK, and 
complex surgery should be done in centres of excellence, and 
not in centres which do not meet a defined minimum number of 
procedures.

“Considerations of ease of access to a hospital should not be 
taken into account when considering whether cardiac surgery 
should be undertaken there”.
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health care is an information economy
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Prof Jim Monro 
on behalf of 


STCVS of GB
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what is the optimum 

size and volume?
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Prof Jim Monro 
on behalf of 


STCVS of GB

what is the optimum 

size and volume?

Recommended in 2003 that a 
unit should do no less than 
300 relevant operations per 
year.  
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Prof Jim Monro 
on behalf of 


STCVS of GB

what is the optimum 

size and volume?

Recommended in 2003 that a 
unit should do no less than 
300 relevant operations per 
year.  

At the time that would have 
meant that 50% of the units in 
the UK would have closed.
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2003

Prof Jim Monro 
on behalf of 


STCVS of GB

what is the optimum 

size and volume?

Recommended in 2003 that a 
unit should do no less than 
300 relevant operations per 
year.  

At the time that would have 
meant that 50% of the units in 
the UK would have closed.

no change in NHS governance, and no action taken
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Realpolitik

2001
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Realpolitik

2001

Richard Taylor MBE FRCP
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Realpolitik

2001

Richard Taylor MBE FRCP

won over sitting labour junior minister, 

with a majority of 18,000
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Realpolitik

2001

Richard Taylor MBE FRCP

won over sitting labour junior minister, 

with a majority of 18,000

The Kidderminster Effect
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Realpolitik

2004

The majority of my profession  
was very anxious for change
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Roger Boyle Sheila Shribman
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Roger Boyle Sheila Shribman

Consensus meeting; the then current configuration was ‘unsustainable’
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Roger Boyle Sheila Shribman

Consensus meeting
ALL units sent representatives
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Roger Boyle Sheila Shribman

Consensus meeting
ALL

ALL  agreed that the number of units should fall from 11 to 7
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Roger Boyle Sheila Shribman

Consensus meeting
ALL

ALL
ALL recognised that their unit might be a ‘victim’
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Roger Boyle Sheila Shribman

Consensus meeting
ALL

ALL
ALL

ALL agreed on the need for change

@ProfMJElliott martin.elliott@gosh.nhs.uk 



2006

Roger Boyle Sheila Shribman

Consensus meeting; the then current configuration was ‘unsustainable’ 
ALL units sent representatives 

ALL  agreed that the number of units should fall from 11 to 7
ALL recognised that their unit might be a ‘victim’ 

ALL agreed on the need for change 
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Roger Boyle Sheila Shribman

2007

The Royal College of Surgeons called for concentration of expertise
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Sir Bruce Keogh 
Medical Director 


NHS England
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Medical Director 


NHS England

The Safe & Sustainable Review
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2008

Sir Bruce Keogh 
Medical Director 


NHS England

The Safe & Sustainable Review

“failure to reorganise paediatric cardiac services 
would be 


a stain on the soul of the speciality”
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Sir Bruce Keogh 
Medical Director 


NHS England

The Safe & Sustainable Review

31 surgeons, of which 10 purely paediatric,

 in 11 centres doing a total of 2300 cases per year 
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2008

Sir Bruce Keogh 
Medical Director 


NHS England

The Safe & Sustainable Review

31 surgeons, of which 10 purely paediatric,

 in 11 centres doing a total of 2300 cases per year 

Some centres were doing < 100 cases, 

and only had 2 surgeons
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2008

Sir Bruce Keogh 
Medical Director 


NHS England

The Safe & Sustainable Review

Centralisation was Working
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Joint Committee of  PCTs (JCPCT) 
Steering Group


Standards Group

Admin Team
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Joint Committee of  PCTs (JCPCT) 
Steering Group


Standards Group

Admin Team

Review Group 
Sir Ian Kennedy


Prof James Monro

External Advisors 
KPMG (demographics, etc)


Ipsos Mori
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Who makes the decision?

Joint Committee of  PCTs (JCPCT) 
Steering Group


Standards Group

Admin Team

Review Group 
Sir Ian Kennedy


Prof James Monro

External Advisors 
KPMG (demographics, etc)


Ipsos Mori

Professional Comms Team

Local  
Oversight  
& Scrutiny 

Committees

Judicial  
Review 

of  
Process
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The Need for Change; Children’s heart surgery was becoming increasingly complex 

•	Services had developed on an ad hoc basis; there was a need for a planned approach for England and Wales 

•	Surgical expertise (31 surgeons) was spread too thinly over 11 surgical centres 

•	Some centres were reliant on one or two surgeons and could not deliver a safe 24h emergency service 

•	Smaller centres are vulnerable to sudden and unplanned closure 

•	Current arrangements were inequitable as was too much variation in the expertise available from centres 

•	Fewer surgical centres were needed to ensure that surgical and medical teams were seeing a sufficient 

number of children to maintain and develop their specialist skills 

•	Available research evidence identified a relationship between higher-volume surgical centres and better 

clinical outcomes  
•	Having a larger and varied caseload would mean that larger centres are best placed to recruit and retain new 

surgeons and plan for the future 

•	The delivery of non-surgical cardiology care for children in local hospitals was inconsistent; strong leadership was 

thought to be required from surgical centres to develop expertise through regional and local networks  
•	Increasing the national pool of surgeons was not considered the answer, as this would result in individual 

surgeons performing fewer surgical centres and increase the risk of occasional surgical practice 


The ‘Need for Change Document’ also predicted significant benefits if the change was carried through:- 
•	Better results in the surgical centres with fewer deaths and complications following surgery 

•	Better, more accessible diagnostic services and follow up treatment delivered closer to home within regional 

and local networks 

•	Reduced waiting times and cancelled operations
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•	Better, more accessible diagnostic services and follow up treatment delivered closer to home within regional 

and local networks 

•	Reduced waiting times and cancelled operations

•	Improved communication between parents and all of the services in the network that see their child 

•	Better training for surgeons and their teams to ensure the sustainability of the service 

•	A trained workforce expert in the care and treatment of children and young people with congenital heart 

disease 

•	Centres at the forefront of modern working practices and innovative technologies that are leaders in research 

and development 
•	A network of specialist centres collaborating in research and clinical development, encouraging the sharing of 

knowledge across the network 




The ‘Need for Change Document’ also predicted significant benefits if the change was carried through:- 
•	Better results in the surgical centres with fewer deaths and complications following surgery 

•	Better, more accessible diagnostic services and follow up treatment delivered closer to home within regional 

and local networks 

•	Reduced waiting times and cancelled operations

•	Improved communication between parents and all of the services in the network that see their child 

•	Better training for surgeons and their teams to ensure the sustainability of the service 

•	A trained workforce expert in the care and treatment of children and young people with congenital heart 

disease 

•	Centres at the forefront of modern working practices and innovative technologies that are leaders in research 

and development 
•	A network of specialist centres collaborating in research and clinical development, encouraging the sharing of 

knowledge across the network 


ALMOST THE SAME AS KENNEDY A DECADE EARLIER



Secretary of State’s criteria for reconfiguration of NHS services

• support from GP Commissioners 


• strong public and patient engagement


• a clinical evidence base


• developed and supported patient choice
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unique and complete support from all professional and national lay bodies
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The Largest and Most Extensive Public Consultation in NHS History

£6,000,000
75,000

responses
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The Largest and Most Extensive Public Consultation in NHS History

4 months in 2011

Videos laying out case

234 page, multilingual publication

Website with FAQs

Ipsos Mori questionnaire

‘Town-Hall’ meetings

Focus Groups

£6,000,000
75,000

responses
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Kennedy and Monro Review
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Kennedy and Monro Review

visited and scored all centres against the newly defined standards
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Kennedy and Monro Review

visited and scored all centres against the newly defined standards

“During the current assessment process I and my colleagues on 
the panel found many examples of commendably high 
commitment and dedication by talented NHS staff delivering 
congenital cardiac services.  

But we found exemplary practice to be the exception 
rather than the rule.  

Mediocrity must not be our benchmark for the future.”  
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made 4th July 2012 (in public) agains a decision making business case 
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de-designate Leeds, Leicester, Oxford and Royal Brompton

@ProfMJElliott martin.elliott@gosh.nhs.uk 



The Decision

made 4th July 2012 (in public) agains a decision making business case 

de-designate Leeds, Leicester, Oxford and Royal Brompton

reduce the number of centres to 7
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Treating CHD
The Times (London, England). (July 6, 2012): Opinion and Editorial: p20.
Brief article, Letter to the editor
COPYRIGHT 2012 NI Syndication Limited. The Times
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Sir, This week marked an important turning point in the future care of children with congenital heart disease (CHD) in
England. We strongly believe that the decision taken by the Joint Committee of Primary Care Trusts (JCPCT) will
improve clinical outcomes and help to save more children's lives in the future.

Maintaining the status quo was simply not an option. For too long surgical expertise has been spread too thinly across too
many hospitals, and services need to be better co-ordinated to deliver expert care closer to where families live. The
decision will mean that children's heart surgery will be provided in fewer larger centres with the expertise and volume of
cases to ensure that outcomes for children improve. New congenital heart networks of care will be developed to ensure
that services for children are more joined up, meet new national quality standards and deliver better monitoring of
outcomes, allowing for services to be continually reviewed and improved.

We have stood firmly behind this review as we believe it will create a more sustainable service that is safe for the future.

It is vital that we now move forward and make sure that the process of change is embraced with no delays. Our
organisations will help to ensure these changes are implemented so that children have access to world-class care in the
future. professor terence stephenson Academy of Medical Royal Colleges dr peter carter Chief Executive and General
Secretary, Royal College of Nursing dr hilary cass President, Royal College of Paediatrics and Child Health professor
norman williams President, Royal College of Surgeons james roxburgh President, Society for Cardiothoracic Surgery in
Great Britain and Ireland dr tony salmon President, British Congenital Cardiac Association
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Wholehearted support from  
the Presidents of ALL the Royal Colleges 
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Judicial Review from the Leeds SoS Ltd

won on legal technicality, appeal planned
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de-designated units fought back

Jeremy Hunt instructed 
the Independent Reconfiguration  Panel 

to review the process
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The IRP, Chaired by Baron Ribeiro
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The IRP, Chaired by Baron Ribeiro

experts in hospital reconfiguration

NHS managers

public engagement specialists

no experts from the specialty

@ProfMJElliott martin.elliott@gosh.nhs.uk 



The IRP, Chaired by Baron Ribeiro

experts in hospital reconfiguration

NHS managers

public engagement specialists

no experts from the specialty

5 month Review

@ProfMJElliott martin.elliott@gosh.nhs.uk 



The IRP, Chaired by Baron Ribeiro

experts in hospital reconfiguration
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public engagement specialists
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5 month Review

“The Safe & Sustainable review was based on a flawed analysis of  the impact of  incomplete proposals”
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The IRP, Chaired by Baron Ribeiro

experts in hospital reconfiguration
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A New Review
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were we guilty?
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were we guilty?

•  Cultural Disconnect

•  Group Think

•  Prejudice and Pragmatism

•  Operational Disconnect 

•  Panic, Symbols and Spin
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data  
health care is an information economy
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The data available to the GMC
Voluntary, unvalidated mortality data from UK Cardiac Surgical Register


paid for by the surgeons themselves

• varying accuracy of reporting

• no risk stratification

• procedure based
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Thousands of Diagnoses, Thousands of Terms

there is so much to put right

so many risk factors

weight, prematurity, genetics
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the law of unintended consequences
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A leading heart expert today declared that he would not let his daughter be

treated at a children’s cardiac unit which reopened after a safety scare.

The Government’s former heart disease research chief said that the number

of deaths at Leeds General Infirmary was “on the edge of acceptability”.

Professor Sir Roger Boyle spoke out just days after the unit was operations

started again following an eleven day closure.

The centre was shut down at the end of last month after figures showed that

it had double the death rate of others across the country.

NHS medical director Sir Bruce Keogh declared the unit safe and reopened it

earlier this week after checking the data, saying that he would happily send

his own children there for treatment.

But Sir Roger called for the centre to be placed under close supervision.

He said: “We find they’re just on the edge of what we call an alert. In other

words, showing that they were right on the edge of acceptability.”

And Sir Roger said he would not send his own daughter there, adding: “I

would go somewhere else. I would go to Newcastle.”

His comments infuriated campaigners who are fighting to keep the centre

open.
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Pagel C, et al. Heart 2013;0:1–6. doi:10.1136/heartjnl-2013-303671
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VLAD: Outcomes Corrected for Complexity 
Victor Tsang, Kate Brown & Martin Utley

above line = good

below line = not so good

3y  
national
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Investigation of mortality from Paediatric Cardiac Surgery in England 2009-12 
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3. Data Extraction 

a) There�was�a�clear�process� for�data� submission� to�NICOR�by� individual�Trusts�with�a�CQC�
mandated�deadline�of�1�June�2012� for�2011/12�data.�Following�this�deadline,�a�period�of�
two�months�was�allowed�for�units�to�ensure�their�data�quality�was�optimised.�

b) A�patientͲanonymised�data�extract�was� taken� in�August�2012� and�used� to� generate� the�
analyses�for�2011Ͳ12.�Previous�years�followed�a�similar�pattern.�

c) It�was�clear� to� the�NICOR�Steering�Group� that� there�were�major�deficiencies� in� the�data�
submitted�by� Leeds� (as� exemplified�by� Table�B).� This�has� been� addressed� as� actively� as�
possible�in�the�intervening�period,�as�part�of�NICOR’s�process�to�optimize�data�quality.��

d) The�new�data�included�in�the�current�analysis�of�07/04/13�is�the�reason�for�the�difference�
in� the�outcomes� for� individual�Trusts� from� the�preliminary�data.�The�effectiveness�of� the�
data�submission�process�could�be�considered�as�a�measure�of�organizational�culture�and�
commitment�to�quality�service�delivery.��

�

Unit 
Missing weight

in 2011-12 
data 

BRC 0% 
GOS 0% 
GUY 0%�

NHB 0%�

RAD 0%�

SGH 0%�

ACH 0.3% 
GRL 0.5% 
BCH 1.2% 
FRE 1.4% 
LGI 34.7% 

Table�B:�data�as�submitted�August�2012�
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EXCELLENCE

nobody jumps higher by lowering the bar
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you have to know how everyone is doing
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lies, damn lies, and statistics



“I have just learned that half 
the paediatric cardiac surgeons 

in this country 
are below average.  

This has got to be stopped!”

attributed to a very senior politician at the time of the Bristol Inquiry
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mediocrity must NOT be  
the benchmark for our future
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