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THE INQUIRY RESUMED ON THURSDAY, 2ND DAY OF

FEBRUARY, 2023 AS FOLLOWS:

CHAIR: Good morning, everyone. A bright and early
start this morning. Mr. wolfe. 09:31
MR. WOLFE KC: Apologies in advance for getting

everybody out of their beds earlier.

Your witness this morning is Dr. Richard wright.

I think he intends to take the oath. 09:32
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DR. RICHARD WRIGHT, HAVING BEEN SWORN, WAS EXAMINED BY

MR. WOLFE KC AS FOLLOWS:

MR. WOLFE KC: Good morning, Dr. wright.

Good morning.

You should have 1in front of you a cipher Tist.

Yes.

I anticipate only needing to refer to one patient by
name or by cipher, and that's Patient 10, I think.
Yes.

That comes up in the context of an SAI, but before we
get into all of that, the first thing I should do is

refer you to your Section 21 statements, which you have

sent in to the Inquiry, and ask you whether you wish to

adopt them as your evidence, just the formality of
that. The first one is number 27 of 22. we find the
first page at wWiT-17829. Do you recognise --

CHAIR: Just pause you there. Can we check the
Tighting here. It seems rather dark up at our end.

Check if the 1lights on, maybe, or is it my eyesight?

Okay. It must be me, then. Sorry, I interrupted you.

MR. WOLFE KC: So that's the first page of your first
Section 21. 1It's recently been annotated in red 1ink,
as you can see on the right-hand side there, because
there are a number of corrections --

That's correct.

-- which I will take you to shortly. oOne of those
corrections we notice right away is at the top of the
page. It should be 27 of 2022, a fine detail, but
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there's other corrections I'm going to address with you
in a moment. Let's go to the Tast page of your Section
21. It's wIT-17900. we can see that you have signed
it on 16th June of Tlast year. Subject to those
corrections, do you wish to adopt this notice or this
response as part of your evidence?

I do.

we will go to the second of your responses. 1It's
number 43 of 2022. 1It's to be found at wIT-18421.
Again, the same annotation as the first page. Let's go
to the last page, wWIT-18453. We can see that you
signed it on 16th June of last year. Again, would you
wish to adopt that document as part of your evidence?

I do.

The corrections that you wish to make are multiple and
you have, through your legal team, committed them to

a written document. If I could just have that up on
the screen, please? It's WIT-91875. That is in the
form of a Tetter sent to the Inquiry at the start of

this week. It explains what's happening. It says:

"We refer to the two witness statements of Dr. Wright
and we refer to consultation with myself and Inquiry

counsel the week before.™

It says: "As we discussed at the consultation a number
of errors in the statements of Dr. Wright have come to
our attention, and we understand that Dr. Wright will

seek to correct these at the appropriate point"
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Now, at the start of your oral evidence.

... In ease of the Inquiry and as discussed at the
consultation, we understand that the errors that
Dr. Wright will seek to amend are as follows",

and they are set out in writing.

Just scroll down. Let's just go through the document
slowly and you can see the number of them, Chair. Just
scroll down through the page, on over the page, please,
and all the way through to 879. You say, through your
Tawyers, that you wish to apologise for the errors and

any inconvenience caused to the Inquiry.

Dr. wWright, the number of corrections that have to be
made to both statements is somewhat out of the
ordinary, certainly so far for this Inquiry. Can you
explain, in brief terms, without perhaps having to go
to too many of these corrections individually, but why
was there such a difficulty in delivering an accurate
statement?

A Tot of them are related to dates, I think. I've
obviously not been working in the Trust for some
considerable time, so some of the information and the
dates I was only able to confirm when I received the
bundle not so long ago, so that's part of the
explanation. There was some confusion about some

timings around, especially in relation to Mr. Haynes'
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9 Q.
A.
10 Q.

evidence, which 1 did try to clarify but at the time of
writing this, and I think I pointed out at the start of
my evidence, I did have a discussion with him and
neither of us were too sure about the dates at that
point, but it subsequently became clear, as he gave
evidence, and he had obviously reflected on things,
that the dates were clearer so that then became
possible for me to firm up some of those dates.

If we go back, just in ease of you, perhaps, to
illustrate what you are saying in respect of

Mr. Haynes. If we go to WIT-91876, just back a couple
of pages. If we just -- yes, focus on number 3,
perhaps. I might need to correlate this, I suppose,
with the witness statement itself. The words 1in
brackets that have been crossed out should have been
deleted. I think it should be previously -- I am
Tooking at that now and it seems it doesn't appear in
that form in the printed document I have in front of
me. Okay.

CHAIR: Something has been lost in translation.

MR. WOLFE KC: Yes, I think it's sort of printer
gobbledegook. Let me just see if I can rescue the

situation and illustrate it neatly.

Dr. Wright, at various points in your witness
statement, you refer to a conversation with
Mr. Haynes --

That's right.

-- which you date to September 20167
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A.
11 Q
A.
12 Q
A.
13 Q.
A.
14 Q.

Yeah.

Frequently when you refer to that date, you, in
brackets, as is suggested by this document, you refer
to Mr. Haynes as Associate Medical Director?

That's right. That's right.

As if he was Associate Medical Director in September
20167

That's right, and that was a mistake on my part. The
reason for that was there had been a number of changes
in personnel at that level, and at that point

Dr. McAllister had stepped down or the role was
changing. Mr. Haynes was appointed as Clinical
Director but for reasons that probably will become
apparent as we go through, we had been asking all
Clinical Directors at various times to step up to take
on part of the duties of the Associate Medical
Director. I apologise, I was confused as to the date
that he actually became a substantive Associate Medical
Director.

Yes.

That was an error of recollection.

In fairness to you, the Inquiry has already heard from
Mr. Haynes and his witness statement had to be
corrected by him because he had fallen into the same
error of recollecting that he had wrongly recollected
that he was Associate Medical Director from a point in
2016. 3Just to clarify it, and let me test this with
you. Is it now your understanding that Mr. Haynes was

appointed Associate Medical Director in October 20177
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'17, that's correct.

Is it your understanding that when you spoke to him 1in
September 2016, and I understand that that remains your
memory, that in September 2016, that, at that time, he
was Clinical Director within Surgery and Elective Care?
That's correct.

Did you know that his responsibilities as Clinical
Director within that part of the Directorate did not
include Urology?

Yes. Yes, I would have been aware of that at the time.
Say that again?

Yes.

You were?

Yeah.

Is it your recollection that Mr. weir, from in or about
June 2016, also became a Clinical Director within
Surgery and Elective Care and did have responsibility
for Urology?

That's correct.

Furthermore, and it's perhaps another error that you
have now corrected, you didn't, on occasion when
writing your statement, recall that Mr. McAllister had
become Associate Medical Director within Surgery and
Elective Care?

Yes.

I want to test your recollection on that.

Okay.

Is it your understanding now that Mr. Mackle stood down

from the role of Associate Medical Director in or about
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April 20167

That is correct.

To be replaced by Dr. McAllister?

Yes. If I could just explain possibly the reason for
the confusion there? Dr. McAllister was already an
Associate Medical Director for Anaesthetics and
Intensive Care and we asked him to take on the
additional role of Surgery at that point, so that was
probably part of the confusion. There wouldn't have
been a formal interview process in the way you would
normally expect for an appointment like that.

Dr. McAllister, for his part, had to step down from AMD
in Surgery and Elective Care covering Urology in or
about the autumn, I don't have a precise date, but in
or about the autumn of 20167

That's correct.

In other words, he was only in the role for a very
short period of time?

Yes, that is right.

Until Mr. Haynes took up the role a year Tlater in
October '1l7, you were without an Associate Medical
Director covering that Directorate?

That is correct.

Just while we are on that subject, as Medical Director
had you some responsibility for trying to fill that
role?

Yes, absolutely. Jointly with the Service Director,
Mrs. Gishkori, we had, I think every other role of

medical leadership as in Clinical Directors and the
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Associate Medical Director filled at that time within
the Trust but the Surgical Director was a particular
challenge for a variety of reasons, partly due to the
staffing pressures, so it remained unfilled for

a considerable period of time. During that time we had
asked the four Clinical Directors within that
Anaesthetics and Surgical Directorate to, between them,
share the AMD duties out until we were able to make

a substantive appointment.

You refer to asking the Clinical Directors, in a sense,
to step up; is that fair?

That's right.

wWe can see that reflected in an e-mail that you sent,
TRU-163346. This is November 2016. Dr. McAllister
stepped temporarily aside, as you put it here, and you
are writing to Messrs Scullion, Tariq, wWeir and Haynes.
They are your Clinical Directors in this area?

Yes.

You are saying to them: *'During this period I would
expect management issues to be dealt with by the
Clinical Directors in liaison with the Director for
Acute™ that's Mrs. Gishkori, and yourself?

Yes.

In relation to professional matters?

Yes, mm-hmm.

I think that tidies up an aspect of the confusion.

I am not proposing to go through each of your
corrections, quite apart from the fact that the printer

has scrambled out the document in the wrong way or 1it's

10
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A.
33 Q.
A.
34 Q.

the wrong way in the screen, I should say. If there is
any uncertainty about what you say in your statement,
we will try and clarify that. Your evidence,

Dr. wWright, 1is particularly important in the context of
this module. This module is focusing on the MHPS
Framework and its outworking in the case of

Mr. O0'Brien. The Inquiry is charged with Tooking at
the effectiveness of the MHPS Framework in that case,
and, therefore, we will be looking at your evidence,
the Inquiry will be looking at it with a view to
judging the effectiveness of the MHPS investigation.
was it thorough? was it conducted properly? was it
conducted fairly? Did it achieve its objectives? Or
does the process, in light of your experience of using
it, require strengthening? Those are the kinds of

issues we are going to get into with you today.

Just then going back to the start, I suppose. You were
appointed Medical Director in the Southern Trust on
1st July 2015; 1is that correct?

That is correct, yes.

Just in ease of the Inquiry's note, just let me touch
upon your qualifications and background. Again, your
witness statement up on the screen, WIT-17837. Those
are your qualifications. I should say, you are now
retired from the medical profession; isn't that
correct?

That is correct, yes.

when did you retire from your profession?

11
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I retired from a full-time post in 2018, but continued

to work in a part-time capacity for the Health and

Social Care Leadership Centre, and, for a short time,
covering a Paediatric Radiology maternity leave.

I haven't done any medical work for the Tast few months o5
of any sort. Before that I had only been doing a few

hours a week as the Responsible Officer for RQIA, which
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is the Tocal regulatory body.

I note at 4.2, you are a founding member of the Faculty

of Medical Leadership and Management?

That's correct, yes.
where did that interest come
faculty?

Okay. I began my career as a medical manager back in

from and what is that

the Ulster Hospital in what's now the South Eastern

Trust as Clinical Director in Radiology. That was

quite some years ago. I worked there as a Consultant

for 12 years, and after that time moved to the Belfast

Trust.

Just scroll over on the page, we can see some of that

at 5.1.

So I was working in --

Your first medical management role, as you said, was 1in

the Ulster in 19937

I was appointed Consultant in 1993 and I think 1998 or

thereabouts, 2000, I would have been appointed as

Clinical Director, and subsequently became Deputy

Medical Director just for a brief period before I left

the Trust to go to Belfast.

12

when I moved to Belfast,
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initially I was working as a Paediatric and General
Radiologist and then became Associate Medical Director,
as a result of the reorganisation of the Health Service
and the Trusts they created these new roles and

I applied for and was appointed Associate Medical
Director of what was then Clinical Services, which was
the Radiology Laboratories and Anaesthetic Service in
Belfast. Subsequently there was a bit of
reorganisation and I became AMD, Associate Medical
Director, for the Specialist Hospitals Directorate,
which was really all the non-acute hospitals. Things
Tike the non-acute adult hospitals, so children's, the
maternity service, regional orthopaedic service, the
Dental Hospital and Community Dental Service, ENT, ear,
nose and throat, eyes, special clinic of general
urinary medicine clinic. I suppose all the things that
weren't acute medicine or surgery in Belfast. 1I did
that role for five years, and at that time I also was
the Appraisal Lead for the Trust, implementing the
regional appraisal system.

Just scroll down we can see aspects of this on the
screen, just on down further, please.

In my last two years at Belfast, I also took on the
role as Head of School for the newly founded School of
Clinical Diagnostics at NIMDTA - which is the Northern
Ireland Medical and Dental Training Agency, with
responsibility for training Radiologists and
Histopathologists. I suppose over my career

I developed an interest in the medical management side

13
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of the profession as well as doing a clinical post.

The Faculty of Medical Leadership in Medicine evolved
during that time. It was a new institute set up to try
and develop medical management as a professional entity
with professional standards and to develop as a career
pathway for potential doctors. It was very embryonic
and small in those early stages, and has grown since
then. I am a member still but I am not active in the
organisation now.

Yes. Did you hold office within the faculty?

No, no, no.

As AMD in Belfast, assumedly quite a busy role and

a complex role --

Yes.

-- in terms of the challenges that you might have met?
Yes. It was quite a dispirit breadth of specialties
that were on my patch, a very interesting group towards
the end, none of which were my own speciality in
Radiology, and we had significant challenges within
that group. A lot of the regional services were based
in Belfast. we had a lot of MHPS cases that I would
have been involved in at various levels and various
ways. To give you a flavour, this would have covered
things Tike doctors who are sick, who have drug
problems, who have alcohol problems, doctors who are
under-performing clinically, doctors who needed support
with NCAS, doctors who were working in failing systems
where that was a major factor, so the usual breadth.

I would have been Case Manager, I was trying to recall,

14
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probably for about six or seven cases and Case
Investigator for around about the same number during
that time. I was involved, for a while, on one of the
attempts to improve the MHPS process by the Department,
I gave evidence to that way back when I was AMD.

I would have sat on our Directorate Oversight Panel for
all the cases that involved within the Directorate. we
would have had a weekly meeting with the Medical
Director to discuss issues across the patch. As well
as my own patch, we would have shared learning and
experience across the rest of the Trusts as well. That
wasn't an area that one particularly enjoyed or sought
but i1t came with the job and there would have been

a significant number of cases during my time.

Yes. I think maybe just if we Took specifically at
this aspect now, just going through to your second
witness statement, WIT-18423. And you say -- just

scroll down the page, please, to 4.1, where you say:

"1 was 1nvolved in applying the MHPS process throughout

my time in Belfast in those five years"

Then obviously as Medical Director in the Southern

Trust.
"During that period 1 had experience of many MHPS

cases, more than 30. Belfast | would have acted as

Case Investigator or Case Manager."
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You have also delivered, I think you have said, just
scrolling down to 4.6, a series of talks on 1issues
associated with MHPS, at least in part?

Mm-hmm.

It's familiar territory for you by the time 2016 comes
along and you are dealing with the matter that we are
most interested in.

Yes.

Just on your movement from Belfast to the Southern
Trust. The first time you took up the role of Medical
Director was within the Southern Trust?

That's correct.

No prior involvement with the Southern Trust?

No, never worked there before.

was that a natural progression to move from an AMD role
in combination obviously with your clinical duties in
Belfast, but to go into Medical Director, top of the
hierarchy in terms of medical management and, in

a sense, leaving the clinical duties behind?

I don't know if I'd describe it as a natural
progression but it was certainly a direction of travel
and it seemed there was an opportunity arose in the
Southern Trust, which was unlikely to come up again 1in
the near future, so I thought I would apply for it, and
I am very glad I did.

The job description for the role, if we could just
briefly look at that, TRU-101577. You might recognise
that. I suppose we don't really have the time to get

bogged down in the minutiae of these job descriptions,

16
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but, in a nutshell, you were responsible for all
professional medical and dental matters?

That's right.

That involved overseeing appraisal, training, job
planning, those kinds of things?

Yes. Obviously I was the Responsible Oofficer as well
for all the medics, and clearly whilst I was
responsible for it, we had a large number of people
working with me and with the Trusts to deliver on those
issues, but, yes, I was the designated person and
doctor responsible for professional issues.

Just the role of Responsible Officer. was that within
the Medical officer's role or 1is that an adjunct to it?
It was a key part of the Medical Director's role, and
obviously people are familiar with the process. This
was a system that was brought in by the General Medical
Council a few years ago. It requires every doctor to
be revalidated on a cyclical basis on the basis of
appraisal and evidence of good practice. There's quite
a system that has to be put in place to allow that to
happen. I think we had demonstrated that we had

a system that certainly could deliver on the mechanics
of the appraisal process very well, in that we
achieved, almost every year, 99%, and some occasions
100%, of all doctors appraised on a yearly basis and
during my time the revalidation process worked fairly
smoothly. The challenges around appraisal are well
recognised in terms of how effective it is. we had

a tight system for monitoring appraisal but I was well

17
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aware there are always improvements that can be made to
that to be more effective. 1In terms of the mechanics
of the appraisal and revalidation process, we had

a very well established system. I think, and

I believe, and many doctors told me that they felt well
supported within the Southern Trust with that process,
which is not something that's found everywhere.

Yes. The professional leadership aspect of your role,
which is set out within paragraph 2 of the job
description -- we don't need to turn it up, it will be
a familiar feature to you. You had to provide support
to your Associate Medical Directors, Clinical Directors
and Lead Clinicians throughout the Trusts. Presumably
there was an element of reciprocation in that. They
had to be, in some respects, your eyes and ears on the
ground or closer to the ground in terms of drawing
professional issues to your attention?

very much so. Particularly the Associate Medical
Director team was critical to the running of the
professional system within the Trust, so that was
something I spent a lot of time developing and
improving. Certainly by the time I Teft post, I felt
we had a very highly trained, competent and effective
and quite diverse team of Associate Medical Directors
who were in a good place to deliver that going forward.
The Clinical Directors, I always think, to be honest,

I have always said the Clinical Director role I think
is the most difficult role in the Health Service. You

are delivering high volumes of clinical work and you

18
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are also trying to manage a team of colleagues who can
be challenging at times. I was very conscious that
they had to be supported through training and, well, 1in
other ways as well. I think there was evidence that we
usually had good numbers of applicants for most of
those posts, but one of the most difficult areas, and
this is a recurring theme, was in the whole area of
Surgery, throughout my time, to fill those posts, and

I think that reflected on the complexity and the
demands on the job of the clinicians practising, not
that there wasn't a desire for them to become involved
but they were so busy clinically. oOne of the
challenges of the post was that, in terms of workload,
most of the clinicians in the Southern Trust carried

a very high workload burden, working in much smaller
teams than, for instance, they might have been in
Belfast. So, my main challenge was making sure they
didn't work too hard as opposed to trying to get them
to do work, and that could be as big a problem at
times. The Clinical Directors were key to that and
certainly my role would have been to support them and
to have used them as a conduit in both directions to
receive information and to share information with the
body of doctors and dentists.

The Inquiry, I think, is particularly interested in
this area of medical management and the stresses that
affect both the cb level and the AMD level and,

I suppose, their practical capacity to be able to do an

effective job, and obviously the setting for our
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interest is within the Surgery sector. You think by
the end of your tenure the place was in a better state
of health than when you arrived because you oversaw
improvements. If we just go back to the beginning. 1In
2015, how would you assess the state of health of
medical management within Surgery in particular, and
what ultimately did you do to move it on to a better
place?

The post holders had been in post for a considerable
time. In Surgery 1in particular the Associate Medical
Director and some of the Clinical Directors were
approaching retirement, so that gave an opportunity to
refresh and renew, I think, and just to Took at how the
system worked. There were particular challenges 1in
Surgery because we were trying to deliver acute
surgical services across two acute hospitals with

a very small team, so that was problematic. As has
recently, there have been developments in the public
sphere recently where that service has been re-profiled
within the Tast few months. Wwe were still trying to
manage an acute site on two sites. When they indicated
they were retiring it was challenging to fill those
posts, and it took quite a wee while before we had

a static workload or workforce in those posts. I think
there had been difficulties in the past with
relationships within the Directorate between
individuals and between some of the surgical team which
didn't help things and took a while to settle down,
it's probably fair to say. I Tlike to think that the
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opportunities for people filling those posts were

improved by the amount of training we did over three

years that I was in office with doctors who were

interested in management roles. This was something

they had sought and we designed a bespoke training

programme around clinical management for doctors, in

association with the Leadership Centre and our own

Human Resources Department to try and fill the gaps

that they saw in their own training and to encourage

medical management as a possible career path. oOne of

the main stumbling blocks, I think, would have been the

amount of time and resource given to clinicians wanting

to take on those roles. There would have been 1imited

programmed activity or PA allocations for them, and

Timited administrative support staff to help them in

the roles.

Part of this was because of funding issues,

but, to be fair, a Targe part of it would also have

been the clinicians themselves who really didn't want

to give up significant parts of their clinical practice

to take on these roles. They would prefer to do them

on top of full-time posts.

Yes. Just if I can come in on that, and we can

continue the discussion along this. If I can frame it

in this way:

Mr.

Haynes, in his evidence, painted

a picture of a busy clinician.

Mm-hmm.

He had a role in Belfast as well as a role in

Craigavon?

Mm-hmm.
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And no doubt Daisy Hill. The impression perhaps might
have been, to some extent at least, about fitting the
managerial aspects around the practice, the clinical
practice, and if something had to give, it had to be
the managerial element, whether that's not being able
to attend a meeting or not being able to give enough
attention to a particular issue that might have been
blowing up and he, I suppose, to generalise slightly,
bemoaned the absence of effective support for that
role. Has that changed?

I'm not sure. I haven't been in the Trust for a number
of years.

No, but did it change during your time or was there

a process to try and --

There was a process in place to try and improve that.
Oone of the last things I did, when I came back from

a period of sick Teave just before I retired, I was
asked to do a number of projects by the Chief Executive
rather than to step back into the Medical Director's
role, because I was retiring a few months later. One
of them was an exercise around job planning and how to
recruit and retain doctors. As part of that we did

a lot of interviews with the staff as to what would be
helpful. At that point we had identified certainly

a need for better admin support for a lot of these
management roles and more PA allocation if that was
available. I presented that report not long before

I Teft, and I understood that that was being taken

forward. But there clearly was an issue in that
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respect which we had not really bottomed out by the
time that I Teft the Trust. This would have been,

I have to say, common across the health sector system,
although, and this is one difference I had observed,
when I was working in Belfast as an AMD, for example,
that would have been half-time post and half-time
clinical. we weren't, at that stage, in the Southern
Trust where often it was two or three programmed
activities for the AMD role, so although the Belfast
patch would have would have been bigger there was

a disparity in the resource for medical admin time. As
I say, part of that was a funding issue but part of it
was the clinicians themselves who hadn't yet got their
mind into the place where they really wanted to give up
sufficient of their clinical activities to allow them
to take on that amount of time. That's always a always
a problem in the small team when you have very few
colleagues to share your work around. 1It's easier in

a bigger team to shed some of your clinical work.

Help us with this: Wwhat is the importance of that tier
of management, the CD role and the AMD role?

when it's working well, it's absolutely crucial to the
running of a hospital. The CD is the person who will
pick up issues early and has the ability, and often the
authority, to sort them out quickly and rapidly. Wwhen
the role is working well, it's a very effective post
and a very effective way of managing governance qissues,
as well as all the other staffing issues and so on that

they have to do. 1It's also a role whereby, again when
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it's working well, a clinician has the opportunity to
develop new services to bring in new ideas, to really
make a change. So the reason why a lot of people would
want to do a CD's role 1is because they have perhaps

a particular project or an issue that they want to
bring to the fore and, in that position, you have the
ability often to do that. The downside is you often do
have to give up sufficient clinical time to allow that
to happen, and that's a difficult journey for a Tot of
clinicians.

when you came into post on the surgical side, the AMD
was Mr. Mackle?

Mm-hmm.

The CDs included Mr. Brown?

Mm-hmm.

I think there was one other person in post, Sam --

I forget, it doesn't much matter. In general, when you
came into the post, did you meet with the people 1in
each of the Directorates occupying these key management
roles?

Yes, I would have. Wwe would have had regular monthly
Associate Medical Director team meetings, which

I chaired, where they gathered together at AMD Tlevel,
but as well as that I would have had pretty regular
one-to-one meetings with each of the Associate Medical
Directors. I would have had less frequent one-to-one
meetings with the Clinical Directors, but I did try to
meet with them individually as often as possible.

There would have been other opportunities, such as the
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regular medical staff meetings, which I attended most
times on both the Daisy Hill and the Craigavon hospital
sites, and we'd have opportunities to meet together.
Then occasionally one would have tried to meet with the
clinical teams, so I would have tried to meet with
specialty groups as a group on an occasional basis when
the opportunity arose, but time pressures didn't allow
it to happen as one would have Tiked. I would have
been engaging with -- I would have known all the
Clinical Directors well, I would have met with them
reasonably frequently, and certainly the Associate
Medical Directors, we would have been on frequent and
almost daily contact with them.

I believe you were in the chamber yesterday and you
would have heard me taking Mrs. Trouton through a list
of concerns in a broadly chronological fashion that had
preoccupied her, as well as medical management, in
reference to Mr. 0'Brien's practice over a period of
years. And come 2015, there were still, what she would
have described, as recurrent issues around triage,
around retention of patient notes and, I get the
impression, towards the end of 2015 issues in relation
to record-keeping in terms of dictating actions or the
history taken at clinics. Wwe will come to what

I understand was a meeting in January of '16 with

Mr. Mackle and Mrs. Trouton. I know you've difficulty
recalling that and we will Took at that. Prior to
that, when you are coming in the door and trying to get

to grips with what's going on in each of the various
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departments, were concerns in relation to Mr. O'Brien's
practice referred to at that time?

I have no definite recollection, before that meeting,
of them being formally raised in any way. That's not
to say there might have been some comment at

a one-to-one that was un-minuted, but he certainly
wasn't -- this wasn't an issue that was high on my
radar at the time that I arrived, until that meeting in
January. I had met Mr. O'Brien on a number of
occasions. I was aware of -- I mean, I had met him.

I was aware of his practice, but really until that
meeting in January, I wasn't aware of the extent of the
difficulties that were -- having.

what, in general terms, were you hearing about the
Urology Department upon commencement of your post?
Okay. The Urology Department was -- I met with them as
a team fairly early on in my time. Wwe were certainly
under a lot of pressure clinically in terms of waiting
Tists targets, as were all the surgical departments and
that was very clear. They did have reasonable staffing
Tevels as the funded levels that were agreed but, in my
opinion, they probably did need additional support.
They certainly weren't one of the departments that was
on my risk 1ist for immediate staffing crises. There
were others that were, but Urology was functioning
reasonably well. They were delivering well. They were
actually seen within the Trust as being one of the
innovative teams. They had won the Chairman's Award

for team work, I think the first year that I was there.
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They had participated in a number of regional
initiatives for some very advanced forward Tooking,
they were experimenting with different types of
tele-radiology or telecommunications on projects. They
took the first adept fellow, which the adept fellow
programme was a programme of clinical management
trainees and they were the first and, in my time, the
only Surgical Department in the province to take an
adept fellow, who was a urological trainee, who fed
into their Tithotripsy programme which is a regional
service. My impression of them was these were a very
high performing team, very clinically competent. They
were prepared to work with colleagues across the
region. On a practical network they shared patients
and expertise on a regular basis, but they were
probably suffering from the same as many other surgical
specialties of being overworked. My impression I got
from them was that they were functioning well as

a group and they were high performers and valued,
certainly within the Trusts and across the region.

In terms of those kinds of interactions and the
information that flows from that, there was nothing
written down by you as an issue that you were going to
have to follow up and work on?

There were many other issues across the Trust related
to medical staffing that were just of a higher order in
terms of staff shortages, and there were other doctors
where their performance and behaviour issues which were

of quite a serious nature which we dealt with in my
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first few months of arriving in the Trust. They were
on my desk. Mr. O0'Brien was not at that stage.

You say, if we could just bring it up, wWiT-17894, and
paragraph 67.3:

"When 1 initially came to the Trust in July "15 it
became apparent to me there was a lack of trust between
Consultant medical staff and some of the senior medical
and non-clinical leaders over a number of preceding
years. This seemed to be an issue, particularly within
the Surgical and Anaesthetic teams. There was also

a lack of knowledge among many of the medical
non-clinical leadership staff regarding possible
options open to them for dealing with difficult issues
among colleagues. Mr. O"Brien was probably the most
senior colleague iIn the entire Trust which was an added
factor. This may have led to a reluctance for medical

staff to escalate some significant issues."

I am anxious to explore maybe the general point you
make first about the Trust issue. Can you better
explain that or broaden it out for us?

Okay. I remember coming to the Trust and having my
first Associate Medical Director team meeting and being
surprised at just the general atmosphere within the
meeting, which was not open and appeared to be quite
defensive. So, that was a significant issue which had
to be addressed fairly early on. Some of that was

because of interpersonal issues that had obviously been
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going on for a while between some of the team members,
and between them and previous issues before my time.

I made it very clear at the start that we were going to
change that culture and behaviour, and we set out
deliberately to do so at a very early stage because
that was unacceptable to me. I think, by and Targe,
that was welcomed by most of the people that were
there. We went on an away weekend, if you like,
specifically to tackle this issue of culture, and we
brought in expertise from the Beeches Health and Social
Care Leadership Centre, and we took a stock-take of
where we were with that. Part of that was to identify
training needs. I think possibly, to be honest, that
was where some of the members maybe felt that it was
time to move on to do other roles and it was time to
refresh some of the team members, which was part of
that process as well. I think, to be fair, that turned
around fairly quickly. I'm not sure what the original
source of all that was but it was a very definite --
maybe it was a mistrust of me coming in from an outside
Trust, it may have been that, but, certainly, my modus
operandi was that we were a team, that even though we
had certain areas of Directorates to cover, there was
to be cross-cooperation between the AMDs and mutual
support, and that was the way they were going forward.
It was a factor right at the start but it was fairly
rapidly turned around.

Just a discrete point lying within that paragraph:
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"There was also a lack of knowledge among many of the
many medical non-clinical leadership staff regarding
possible options open to them for dealing with
difficult i1ssues among colleagues."

Yes.

what are you getting at there?

I think particularly options such as the MHPS process.
People had a very superficial understanding of how it
operated and what help could be attained from it.

There wasn't a great awareness of the goal of NCAS and
the National Clinical Service, for instance, and the
potential it had to assist and help with difficult
cases. My way of working was, where problems were
identified, to deal with them at an early stage, to
intervene with a process that was overseen by the Trust
Ooversight Committee, with a view to preventing them
escalating into more serious issues. When I arrived in
the Trust, there were a number of issues that had
clearly been going on for some years. Some of them had
been dealt with and there were a few outstanding ones.
I made it clear to my AMD team that was going to stop
and that the way forward was to deal with issues by the
appropriate process in a formal manner. The reason for
doing that is often you can prevent a relatively minor
issues from escalating to a more major one, before
behaviour becomes entrenched. I have had experience of
that in a number of previous areas where that has
worked well, and I have seen the effects where not

doing that has led to very significant problems that
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are almost impossible to fix if Teft un-dealt with.
That was part of the reasoning behind developing then
the training package for clinicians for medical
management.

Yes. Obviously, just to pick up on your point about
knowledge of MHPS and understanding of its import and
how to use 1it, you are coming obviously with

a background in a bigger Trust, probably more
throughput of MHPS cases with a larger demographic?
Yes.

Could I suggest to you that really should only be part
of the explanation for the lack of knowledge that

Mr. Mackle and, for that matter, Mrs. Trouton, revealed
in their evidence over the past couple of days. They
didn't seem to know too much about MHPS at all. 1In

Mr. Mackle's case that was notwithstanding that he had
been asked to be a Case Manager once, and Mrs. Trouton,
for her part, had never heard of it.

Mm-hmm.

Is that surprising to you when I put it in those terms,
given their roles in senior operational management and
senior medical management?

It clearly couldn't be allowed to continue. You can't
have an Associate Medical Director who is ultimately
unfamiliar with the MHPS process, which again is one of
the reasons why we developed a bespoke training
programme for them because it was apparent that there
was a deficiency of knowledge amongst senior clinical

staff in that area, and that did surprise me, but it
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probably reflected the relative lack of number of cases
that they'd had going through previously. Yes, it was
a concern. Our training programme was specifically
aimed at the medical staff, so that we had a cadre of
potential candidates then for Clinical Director and AMD
roles. It hadn't extended out to non-medical staff at
the time I was there, but that probably would be
something that would be worth doing, clearly.

Yes. Presumably, your concern about the Tack of
knowledge about how to deal with difficult issues among
colleagues isn't solely focused, isn't Timited to MHPS.
Presumably there's a range of tools or strategies that
you would expect management to be aware of in order to
deal with that kind of issue?

Yes. I have to say, the Human Resources Department,

I found them very supportive and knowledgeable around
these processes. I think there was a hesitancy among
clinical staff to bring issues to the fore because they
were uncertain of the options that might have been open
to them, and I think that was a block. People
sometimes saw these processes as punitive in
themselves, whereas, in fact, often they were aimed at
trying to get to the bottom of an issue so you could
address the core issues. There was a gap of
understanding, I think that is fair to say, and that
was my experience.

Just going back to issues around your job, your job
description, how that interacted with other people.

You have made it clear, and the job description makes
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it clear, I suppose, that your responsibility is on the
professional side, there's an operational side,
obviously, and that responsibility lay in the
Directorate with a Director who, when you came 1into
post, was Ms. Gishkori?

I think she started around about the same time as
myself.

Yes. Then, so far as Urology is concerned, you have
another tier below that?

That's right.

Assistant Director, who, for a large part of the first
-- I suppose, the first six months, first nine months,
was Mrs. Trouton?

Yes.

Then within Urology itself you have a Head of Service,
who was Mrs. Corrigan?

Mrs. cCorrigan, yes.

In terms of the operational management, medical
management dichotomy, if it's helpful to see it in
those terms, was that well understood in the context of
managing difficult doctors, difficult clinicians?

That were parts of the Trust that worked extremely well
and there were other parts where it didn't work so
well, and there were obviously reasons for that. To
give an example of one area that worked very well in my
experience was child health, paediatrics, where we had
a very motivated Associate Medical Director who was
very focused on quality improvement and developing

standards, and very innovative in his thinking and that
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percolated in a very -- and they had a good working
relationships between them and the Director of the
service. There were lots of areas like that that
worked really well. I think the acute side struggled
to make it work so well, and part of that was simply
the size and the complexity of it, which was just so
much bigger than any of the other sections. They had
quite a number of AMDs working within the one
Directorate, working to the same Director. 1It's very
complex, they were managing emergency services as well
as elective services across a whole raft of
specialties. 1In parts of the Trust that divide, if you
Tike, worked very effectively. 1In other parts it was
less clear and blurred, and I think there was certainly
potential for improvement, which I understand has
happened. The Acute Service, to be honest, there were
tensions between the operational side and the
professional side, and whilst all parties tried to work
together, the reality 1is there's often a blur in those
boundaries and I'm not sure that, at all times, that
system worked as well as it could have.

Yes. You are right to use the word blur or confusing,
as it's said in your statement. Just on that, we've
heard from Mrs. Trouton. She is an Assistant Director.
She is receiving from the Head of Service within
Urology concerns about, Tlet's use the example of
triage. She, on occasions, tries to deal with it
directly with the practitioner. On some occasions, and

probably more occasions, she tries to escalate it to
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the Clinical Director and sometimes the Clinical Lead,

but her frustration appears to be that they are not,

that is on the medical side, they are not seeing the

impact on her service as clearly as she is and are not

taking the kind of steps to provide an effective remedy

that she needs.

Mm-hmm.

How is that difficulty to be resolved? 1Is it a case of

infusing the medical side of the management Tine with

a better understanding of the steps that they should be

taking to address the problem?

That would be part of the solution. 1It's really vital

that all parts of the system worked together and with

each other and with united purpose, especially 1in

a difficult, complex situation as arose with the

scenario we are dealing with today, which was

a long-standing problem, as it turns out. I suppose,

in a situation like that, it's really critical that all

relevant parties with responsibility worked together to

solve it. Certainly part of the issue would be a more

skilled medical leadership workforce who would know the

options available to them and know when to escalate,

and what is acceptable to be dealt with locally and

what is not.

Is the picture that I've painted through Mrs. Trouton's

evidence, is that a familiar one to you of an

ineffective challenge function on the medical

management side?

It wasn't a norm by any means.
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experience within the Southern Trust, was that we had
very effective challenge. We have Tots of cases,
obviously we can't discuss them individually, to show
evidence of that, where we dealt with many, many cases
of great complexity, some of which were before the
courts, some of which were related to medical health,
some of which were related to under-performance. That
would have been the norm. This was unusual, in that
there seemed to be a reticence to deal with this 1issue
conclusively 1in this particular instance. There would
have been the exception rather than the norm, but
nevertheless, an important exception.

I think, I can't quite put my finger on the quote from
your statement, and maybe we will come to it later, but
if I can paraphrase. Your impression, up to a certain
point, was that medical management had sought to deal
with things informally within -- and perhaps
operational management as well is captured by your
concern, tried to deal with matters informally within
their own sphere of influence within that Service or
within that Directorate, rather than bring it outside.
Do you recall that analysis? Wwhat was your thinking
there? First of all, where did that understanding come
from and what should have been done?

where there's repeated issues that arise, such as arose
in this case, that have not been resolved within

a reasonable time frame, I mean it's always good to
deal with these things Tocally and informally if you

can, and that often works and that's great, and the
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Clinical Director would be key in doing that. Where
that doesn't work, then I would expect that to be
escalated to myself and to the Service Director and for
a formal plan to be developed to deal with that. That
would be the normal way we would do business.
Historically, that may not have always been what
happened, but certainly that was the way I intended and
practised, and I made that very clear. I was somewhat
surprised when I appreciated the issues that had been
going on for so long and the extensive work that had
been done to try and manage them, but not really deal
with the issue at the heart of the practice. So, yes,
in this particular instance, it was unusual, but my
impression was that the issue had been allowed to
fester, if you 1like, for much too long before bringing
it to a formal procedure.

when the Inquiry comes to write the history of this,

I suppose, the impression that has perhaps been given
by the evidence, and obviously there's much more
evidence to be received, was, as you've highlighted
there, informality of an approach while issues
continued to occur, not being effectively addressed,
sometimes not addressed at all. You are suggesting
that that is an unusual culture or an unusual approach
in your experience in the modern public health system
of this country?

Yes.

This was perhaps a local culture that is somewhat

strange in your eyes?
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I wouldn't say it was local. 1In the early days of my
involvement in medical management this would have been
quite not usual. Across all Trusts there would have
been practitioners who would have been behaving poorly
for long periods of time, who had been managed
ineffectively. During my professional 1ife and my
experience that situation has changed to the point now
where it is really exceptional to find something Tike
that. I did have a few cases similar when I was in
Belfast in the early days, but not towards the end of
my time there. I was impressed, if you like, by the
way many of the difficult cases had been dealt with 1in
the Southern Trust when I arrived there, very
effectively, some of which I picked up the tail-end of
and saw to a conclusion. This was very unusual, but
you are right to say that in the modern NHS and modern
Health Service, in my opinion, this would not be
acceptable.

Yes. When witnesses have given evidence to that effect
that this is how we did manage and, you know, they
accept that that, with hindsight, isn't a good way of
doing it. When you ask for explanations, some of the
explanations are to the effect that the person
concerned carried a certain reputation or medical
excellence in certain aspects of his practice?

Mm-hmm.

And a generally positive reputation on a personal
Tevel.

Mm-hmm.
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Is that, 1n your experience, a danger that medical
management has to guard against in general, this,

I suppose, sense that somebody is perhaps too important
and too popular to challenge effectively?

Again, in the early days of my professional Tife of
medical management that would not have been an unu