
 

The Royal College of Surgeons of England 

38-43 Lincoln’s Inn Fields 

London WC2A 3PE 

T:  020 7869 6222 
E:  irm@rcseng.ac.uk  
W:  www.rcseng.ac.uk/irm  Registered Charity No. 212808 

 

 
Report on the General Surgery surgical service at 

  

The Queen Elizabeth Hospital King's Lynn NHS 
Foundation Trust 

 
 
 

Review visit carried out on: 30 April – 02 May 2025 
 

Report issued: 06 October 2025 
  

Invited Service Review Report 

         
 A service review on behalf of:  Review team:  

 
The Royal College of Surgeons of England  

The Association of Surgeons of Great Britain and 
Ireland 

The Royal College of Anaesthetists 

Lay Reviewer 

 ,  

 
XXXXXXXXXXXXXX 

, 

. 

 

     

         

 PRIVATE AND CONFIDENTIAL  

http://www.rcseng.ac.uk/irm


 
 

Contents 
1. Introduction and background ..................................................................................... 4 

2. Terms of reference for the review ............................................................................. 6 

3. Conclusions .............................................................................................................. 8 

3.1. The quality and safety of surgical care ............................................................... 8 

3.1.1. The intra-operative care in respect of surgical technique and standards 8 

3.1.2. The post-operative care provided, including the timely recognition of any 
post-operative complications and the clinical decision making for appropriate 
treatment of post-operative complications ................................................................. 9 

3.1.3. Further operative decision-making concerns ......................................... 10 

3.2. Culture, team working and communication ...................................................... 12 

3.2.1. Clinical records in which the quality of culture, team working and 
communication were considered to have been unsatisfactory ................................ 12 

3.2.2. Concerns around the quality and safety of surgical care, as raised by 
interviewees ............................................................................................................ 13 

3.2.3 Leadership ............................................................................................ 14 

3.2.4 Relationships with other services .......................................................... 15 

3.3 The effectiveness of clinical governance arrangements .................................. 15 

3.3.1 The effectiveness of clinical governance arrangements as demonstrated 
within clinical records .............................................................................................. 15 

3.3.2 Incident investigation processes, including how in-patient deaths which 
meet the criteria for mortality review and other patient safety incidents are identified, 
reported and investigated within the surgical division ............................................. 17 

3.3.3 How recommendations from investigations are acted upon; and how 
processes ensure sharing of learning amongst clinical staff and senior management
 18 

3.3.4 Concerns raised about clinical governance arrangements .................... 18 

3.4 Whether the Trust’s model of service delivery is optimal to delivering 
responsive and effective clinical care, and educational support, to resident and SAS 
doctors 19 

3.5 Other ................................................................................................................ 20 

3.5.1 Programme Activities (PAs) .................................................................. 20 

4 Recommendations .................................................................................................. 21 

4.1 Urgent recommendations to address patient safety risks ................................ 21 

4.2 Recommendations for service improvement .................................................... 21 

4.3 Additional recommendations for consideration ................................................ 23 

4.4 Responsibilities in relation to this report ........................................................... 23 

4.5 Further contact with the Royal College of Surgeons of England ...................... 23 

Appendix A - Information provided to the review team ...................................................... 24 

Appendix B – Clinical record review notes ......................................................................... 38 

Appendix C – Service overview information ....................................................................... 68 



 
 

Appendix D – Documents received during the review ....................................................... 77 

Appendix E – List of interviewees ...................................................................................... 80 

Appendix F – Royal College Review Team ........................................................................ 82 

Appendix G – “Whistleblowing” Letters .............................................................................. 84 



4 
 

1. Introduction and background 

 
On 14 October 2024, Dr Rebecca Martin, Medical Director for The Queen Elizabeth Hospital King's 
Lynn NHS Foundation Trust (‘the Trust’), wrote to the Chair of the Invited Review Mechanism 
(IRM) to request an invited service review of the Trust’s General Surgery surgical service.  

The request highlighted concerns raised about the clinical care provided by, and the culture within, 
the General Surgery service. By way of context, the Trust had received two anonymous letters, in 
September 2023 and August 2024, in which concerns about the care and treatment provided to 
patients were raised.  

Following receipt of the first letter, feedback was gathered from staff. The feedback described 
communication problems within the team, and it was noted that these issues were impacting teams 
beyond the General Surgery service. Significant staff sickness within the team was also reported 
as an issue that was affecting staff and their workload. 

In order to address some of these issues, the Trust commissioned external mediation for team 
members. The Trust considered that the mediation had resulted in some initial improvements in 
working relationships. However, it was noted that ongoing monitoring of the mediation agreement 
was poor. As noted above, a second anonymous letter was received in August 2024. 

The Trust requested that the cases outlined within the two anonymous letters were considered as 
part of the invited service review. Some of these cases had been reviewed through local 
governance processes, while others had reportedly not been reviewed as they either had not been 
reported or had not met the threshold for investigation. 

This request was considered by the Chair of the RCS England IRM, a representative of The 
Association of Surgeons of Great Britain and Ireland (ASGBI) and the Royal College of 
Anaesthetists (RCoA), and it was agreed that an invited service review would take place. 

A review team was appointed, and an invited review visit was held on 30 April – 02 May 2025. The 
appendices to this report list the members of the review team, the individuals interviewed, the 
service overview information, the documents provided to the review team and the clinical records 
reviewed. 
 
On 14 August 2025, following the production of the first draft of this report, RCS England received 
an anonymous, undated “whistleblowing” letter in relation to the General Surgery Department at 
the Trust. The letter raised potential patient safety issues, and a request for actions that were 
outside of the scope and the Terms of Reference of the RCS England invited review mechanism.  
 
The letter was shared with the review team and the Trust’s Medical Director, in confidence. RCS 
England requested that the Trust kept RCS England informed of steps they would be taking in 
response to the letter. On 15 September 2025, the Trust’s Medical Director provided the College 
with a list of actions taken in relation to the concerns raised within the letter. 
 
A second anonymous and undated “whistleblowing” letter was then received by the College on 29 
August 2025. The letter was received through the College’s central postal system, and it was not 
immediately clear to the College which Medical Director and live review the concerns related to. 
On 15 September, the second letter was shared with the review team and the Trust’s Medical 
Director, in confidence. The College requested that the Trust provide a further update on action 
taken regarding the allegations raised within the letter. Further details can be found within 
Appendix G. 
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Brief Overview of the healthcare organisation and Department1 
 
At the time of the review, the General Surgery service at Queen Elizabeth Hospital King's Lynn 
NHS Foundation Trust served a catchment population of approximately 331,000 people across 
West and North Norfolk, North Cambridgeshire and South Lincolnshire.   
 
There were seven substantive consultant surgeons within the specialty service. The service was 
also supported by a consultant, who had retired and returned, and a locum consultant. In addition 
to this, the Trust noted a vacancy within the service’s staffing establishment. 
 
It was noted that these consultants were broadly divided into three teams: the Colorectal Team 
(consisting of four substantive consultants), the Upper Gastrointestinal Team (made up of two 
substantive consultants, and the retired and returned Consultant), and the General Team (with 
one substantive consultant and a locum/s).  
 
The review team understood that the Trust planned to recruit two further substantive consultant 
surgeons, a colorectal consultant and an upper gastrointestinal consultant, to sit alongside the 
aforementioned seven substantive posts. 
 
Within the wider team, there were three further substantive surgeons, two breast consultants and 
one vascular consultant. 12 Surgical Registrar posts and 23 Junior Doctors supported the service. 
 
On a broader Trust-level, the review team were informed of plans to merge The Queen Elizabeth 
Hospital (QEH) in King's Lynn with Norfolk and Norwich University Hospital and the James Paget 
University Hospital, to form a ‘new group model’. It was anticipated that the relationships 
establishing this, across this clinical network, would be formalised in October 2025.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

 
1 This information was taken from the ‘Service Overview Form - SR (002)’, as provided by the Trust. 
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2. Terms of reference for the review 

 
The following terms of reference for this review were agreed prior to the RCS England review 
visit between the RCS England and the healthcare organisation commissioning the review. 
 
Background 

 
The review team will consider the standard of care within the General Surgery service.  
 
This invited review was requested following the Trust’s receipt of two anonymous letters, in 
September 2023 and August 2024 respectively, which raised concerns about the care and 
treatment of patients. 
 
The feedback gathered from both surgeons and clinicians, following the resulting investigation in 
September 2023, described communication issues within the General Surgery service. These 
issues were impacting teams outside this service and notably leading to significant sickness within 
the general surgery consultant team. This, in turn, impacted the General Surgery service, and 
increased the workload of others. 

 
The Trust took steps to improve the difficult, internal relationships and working environment, within 
the department. These efforts included commissioning external mediation for team members in 
November 2023, and the team later committing to working together in a more effective and 
collaborative way. There were some initial improvements in working relationships; however, the 
Trust identified that there were still areas that required improvement. The compliance with ongoing 
monitoring has been poor and further steps to address this are underway. 
 
The second anonymous letter was received in August 2024. It raised concerns about a patient 
who sadly died in August 2024, as well as seven other patients treated between October 2022 
and August 2024. Some of the cases, raised in the letter, had been reviewed through local 
governance processes. Other cases had not been reviewed as they were not reported or had not 
met the threshold for investigation.  
 
The Trust did not consider that there were patterns which reflected a need to restrict practice of 
the currently employed surgeons involved, though one surgeon underwent a period of supported 
practice, with mentoring by a senior surgeon. 
 
Review 
 
The review will involve: 
 

• Consideration of background documentation regarding the General Surgery service.  

• A clinical records review of 20 cases put forward by the Trust. These records will include eight 
index cases, and 12 randomly selected cases in which an unplanned return to theatre, or 
complications, occurred. 

• Interviews with members of the General Surgery service, those working with them to provide 
the service and other relevant members of the Trust’s staff. 

 
Terms of Reference 
 
In conducting the review, the review team will consider the standard of care provided by the 
General Surgery service, including with specific reference to: 
 

1. The quality and safety of surgical care 
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To review the current General Surgical practice at QEHKL in relation to national standards at 

the relevant time including for each patient a review of: 

o The intra-operative care in respect of surgical technique and standards; and  

o The post operative care provided, to include the timely recognition of any post-

operative complications and clinical decision making for appropriate treatment of any 

post-operative complications. 

 

2. Culture, team working and communication 

o To review the working culture within the General Surgery Services including the 

effectiveness of team working and communication between clinicians, both within the 

Surgical team and with colleagues working with them in Anaesthetic team and Critical 

Care Unit. 

 

3. The effectiveness of clinical governance arrangements 
 
o Whether the General Surgery team have robust governance and oversight 

arrangements in place to ensure appropriate identification, learning and action 

following patient safety incidents.  

o To review incident investigation processes including how in-patient deaths which meet 

the criteria for mortality review and other patient safety incidents are identified reported 

and investigated within the surgical division; how recommendations from investigations 

are acted upon; and how processes ensure sharing of learning amongst clinical staff 

and senior management. 

 
4. The review team are also asked to consider the following: 
 

o Whether the Trust’s model of service delivery is optimal to delivering responsive and 
effective clinical care, and educational support, to resident and SAS doctors2? 

 
Conclusions and recommendations 
 
The review team will, where appropriate: 
 

• Form conclusions as to  
 

o The standard of care provided by the General Surgery service including whether 
there is a basis for concern considering the findings of the review. 

o The effectiveness of the working culture within the General Surgery service. 

o The effectiveness of the governance and oversight arrangements in place to 

ensure meaningful learning. 

o Make recommendations for the consideration of the Medical Director of The Queen 
Elizabeth Hospital King’s Lynn NHS Foundation Trust as to courses of action which 
may be taken to address any specific areas of concern which have been identified 
or otherwise improve patient care. 
 

The above terms of reference were agreed by the College, the healthcare 

organisation and the review team on 14 April 2025 . 
 

 
2 The term ‘SAS doctors’ is used to refer to specialty doctors and specialist grade doctors who have carried out at least 

four years of postgraduate training, two of which are in a relevant specialty. 
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3. Conclusions 

 
The following conclusions are based on the information provided to the review team from the 
interviews held, the documentation submitted, and any clinical records reviewed. They are largely 
organised according to the Terms of Reference (ToR) agreed prior to the review but also take 
account of the themes that emerged whilst reviewing this information. 
 

3.1. The quality and safety of surgical care 

In order to assess the quality and safety of surgical care within the General Surgery service, the 
review team conducted a clinical records review (CRR) of 17 clinical records, before commencing 
two days of interviews with staff within the service, and from other departments.  

Unfortunately, the review team did not have time to review three3 of the 20 clinical records outlined 
within the Terms of Reference. 

As part of the CRR, the quality of intra-operative care and post-operative care was assessed. In 
eight cases, the quality and safety of surgical care were considered to have been unacceptable4, 
and in a further two cases5, the review team reflected that there was room for improvement in the 
care provided.  

A summary of the cases, and concerns highlighted by the review team, are outlined below.  

3.1.1. The intra-operative care in respect of surgical technique and standards 

In the following cases, the review team identified concerns regarding the standard of intra-
operative care provided to patients: 

•  
 
 
 

  

 
 
 

  

 
 
 
 

 

•  
 

s 

 
 

 
 

  
 

 



 
 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

  

 

 

 

 

 
 

 
 

 

 
 

 

 
 

•

•  
  

•  
 
 

•  
 
 
 
 
 
 

•  
 

Within three of the cases outlined above  the review team queried whether the 
operating surgeons had sufficient competencies to perform the surgeries undertaken. In these 
cases, the standard of surgical care was considered to have been unacceptable. 

The review team were particularly concerned that the surgery in case was performed by a 
locum consultant surgeon. At the time of the clinical records review, it was unclear whether 
feedback had been provided to the operating surgeon’s locum agency about the quality of surgical 
care provided by the surgeon in this case. As a result, it was strongly recommended that feedback 
be provided to the locum surgeon’s agency, and it was suggested that the Trust consider whether 
a regulatory referral was required.

3.1.2. The post-operative care provided, including the timely recognition of 
any post-operative complications and the clinical decision making for 
appropriate treatment of post-operative complications

9

 
 

 
 

 
10 11  

 
12 13   
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The review team identified concerns around the quality of post-operative care provided in the 
following cases: 

•  
 
 

  
 

  

• 
 
 

17  
 

  

•  
 

  
 

•  
 
 
 

 

•  
 
 
 
 

 

When reviewing the post-operative care provided to patients, it was considered that there had 
been a delay in the recognition of post-operative complications in four cases. The delays in the 
recognition of post-operative complications in cases likely resulted in delays in 
these patients being returned to theatre. 

3.1.3. Further operative decision-making concerns 

In the following cases, the review team considered that, in order to provide an acceptable standard 
of surgical care, the patients should have been taken to theatre earlier:  

•   
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•  
 

 

•  
  

 
  

The final case in which the review team considered that the surgical care could have been 
improved, was case  

 
 
 

 

The information noted above provides a summary of the conclusions drawn from the limited 
number of clinical records reviewed as part of this invited review. Interviewees provided further 
comment on the quality and safety of surgical care provided by the service, from which the review 
team drew up a number of further recommendations for service improvement.  

3.1.4 Concerns around the quality and safety of surgical care, as raised by 
interviewees 

Interviewees were divided when asked for their opinion on the quality and safety of surgical care 
provided by the service. While a number of interviewees were confident in the quality of patient 
care, others considered that the care provided by the service was ‘highly variable’.  

 

Themes were identified within the concerns raised, the first of which related to the quality of patient 
handovers in the service. Interviewees described a lack of formalised handover processes. 
Reportedly, there was no formalised process to facilitate the handing over of a patient from one 
consultant to another, which proved particularly challenging in relation to the management of 
patient care on weekends.  The review team heard that resident doctors within the team had raised 
concerns regarding handovers in early December 2024.  

Issues surrounding inadequate handover processes were also raised in relation to the 
employment of locum consultants within the service. From accounts provided, it was understood 
that when a locum consultant left the Trust on a Monday, there were no proper processes to pass 
patients on, and patient handover would be left to middle-grade doctors. Furthermore, the review 
team heard of instances in which substantive consultants had refused to take over the care of 
patients admitted, or operated on, by weekend locum consultants, posing a significant risk to 
patient safety. It was widely considered that there should be a handover process, facilitating the 
handover of patient care from locum consultants to named consultants, following all shifts. 

The review team strongly recommended that the service implement a policy or standard operating 
procedure to ensure that there is a comprehensive handover of all surgical patients, at all times 
when on-call staff change, including either side of the weekend. This should be a formal session 
in which all patients are handed over to the oncoming team. The recommended system should 
clearly apply to locum consultants and should ensure that every patient is allocated to a named 
consultant. Once implemented, this system should be audited. 
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Interviewees further reported that there was no policy surrounding the care of consultants’ patients 
while they were on annual leave. The ad-hoc approach of cover had become more difficult to 
manage when the service had struggled with low consultant staffing levels. The service should 
strongly consider implementing a robust policy that defines what the patient handover process 
entails, which should be followed when consultants take periods of leave. 

A further challenge, associated with patient handovers, was that the electronic system used by 
the Trust did not provide accurate and up-to-date information around who was responsible for the 
care of a patient. Specifically, if the care of a patient was handed over from one consultant to 
another, the system did not reflect this. The Trust should review whether appropriate changes can 
be made to the electronic system to ensure there is up-to-date information regarding which 
consultant is responsible for the management of each patient’s care. 

A small number of interviewees raised concerns about the clinical competency of one consultant 
surgeon. The review team were reassured that the Medical Director was aware of these concerns 
and that this surgeon was engaged in the processes to address them. However, the surgeon in 
question described a lack of support and mentorship on joining the service, by which the review 
team were concerned. 

The review team reflected that the Trust needs to implement a comprehensive and bespoke 
mentoring programme for all new consultant appointments. This should be robust and 
appropriately audited. The mentoring should cover both clinical and leadership skills. 

With regard to the collection of and learning from data, it was noted that the Trust submitted service 
data to the National Bowel Cancer Audit (NBOCA)24. However, generally, staff were unaware of 
the NBOCA outcomes and how the service performed against national averages. The review team 
recommended that the Trust Audit Office ensure consultant surgeons are provided with their 
NBOCA data, and that this is validated by the consultant surgeons. This should be incorporated 
as part of the departmental clinical governance. 

3.2. Culture, team working and communication 

3.2.1. Clinical records in which the quality of culture, team working and 
communication were considered to have been unsatisfactory 

Within the clinical records provided for review, four cases25 were identified in which the quality of 
service culture, team working and communication was not considered to have been satisfactory. 
In one further case26, the review team were unable to comment on the quality of team working and 
communication. 

  
 
 

 

  
 
 
 

 

 
 

 
24 The National Bowel Cancer Audit (NBOCA) is a national audit that collects data on the quality of care received by, and 
outcomes of, individuals diagnosed with bowel cancer for the first time (in NHS hospitals in England and Wales). 
25  
26  
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. 

 
 

.  

 
 

Although the quality of team working and communication was deemed to have been acceptable 
in the remaining cases, the review team were deeply concerned by the accounts of service culture 
provided by interviewees, as outlined below.  

3.2.2. Concerns around the quality and safety of surgical care, as raised by 
interviewees 

Interviewees described being unsurprised by the commissioning of the RCS England invited 
service review and attributed this to the ‘toxic culture’ amongst surgical colleagues, which 
reportedly continued to exist within the service.   

Staff members within the surgical team, as well as colleagues, had previously engaged in 
mediation to address cultural issues within the service; however, the general consensus amongst 
interviewees was that this had been unsuccessful. One of the factors this was ascribed to was 
insufficient input at executive level, in ensuring that the mediation agreement was adhered to. It 
was understood that following mediation, there had been some meetings with those who had 
participated, chaired by the Medical Director, but these meetings had not been continued. 

It was clear that there was a poor culture and strained working relationships amongst consultants. 
A number of reasons for these fragmented relationships were given, which are detailed more fully 
within Appendix A. 

Some of the factors included work distribution and differing approaches to surgery. In relation to 
the former, interviewees described an uneven distribution of work, particularly in relation to cancer 
services. Some individuals considered that certain surgeons were only performing selective cases. 
With regard to consultants’ different attitudes towards surgery, a small number of interviewees 
described differences in approaches regarding laparoscopic surgery. But, a more widely 
contentious issue was the acquisition of the CMR Versius Surgical Robotic System, ‘The Robot’.  

While some interviewees identified the benefits of The Robot, particularly with regard to 
recruitment and clinician engagement, others expressed concerns about long theatre times 
associated with its use. At the time of the review, use of The Robot was suspended. 

The review team reflected that the move from open to laparoscopic and then robotic operating 
had resulted in operations taking longer, specifically in relation to robotic surgery. It is 
recommended that the lengths of surgeries are monitored, and discussions undertaken between 
the relevant staffing groups (surgeons, anaesthetists and theatre staff) about when surgeries 
should be converted – ensuring all staff were on the same page. 

In the opinion of the review team, the Robot could be an asset, and a positive tool in the recruitment 
of new consultants. However, a firm and definitive plan needs to be implemented for robotic 
surgery and mentoring of surgeons at the hospital. A pause in the use of the Robot puts it at risk 
of being moved to another site, particularly with the proposed merging of services in late 2025. 

Staff sickness was considered by some interviewees to have contributed to the poor culture within 
the service because of the increased workload. It was, however, noted that, at the time of the 
review, the service was experiencing their lowest levels of staff sickness for the last 18 months. 
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Issues around staff sickness, and its impact on staffing levels, were exacerbated by delays in 
recruitment within the service. It was understood that there had been two long-term consultant 
vacancies within the service which had resulted in rota gaps. The review team were informed that 
the two vacancies were for a ‘colorectal consultant’ and an ‘upper gastrointestinal consultant’. It 
was noted that the Trust had ‘gone to offer’ in relation to the upper gastrointestinal consultant, at 
the time of the invited review. The status of recruitment to the colorectal consultant role, was 
unclear.  

Different explanations were offered for the delays in recruiting to these roles. Some attributed the 
delays to process, including those within the human resources (HR) department; however, others 
noted that there had been delays in shortlisting candidates on the part of management within the 
General Surgery department. Further explanations offered can be found in Section 5.2.3.4. 
Regardless of the reasoning, there was a general consensus amongst interviewees that these 
vacancies posed significant challenges to the service, especially with regard to rota gaps. The 
vacant roles were considered difficult to recruit to, notwithstanding this. There was widespread 
optimism about the prospect of ‘new personalities joining the team’, and the culture shift that might 
accompany this. The review team agreed that the recruitment of new consultants to the service 
may have a positive effect on the service culture.  

With the aforementioned prospect of new consultant surgeons joining the service, the review team 
reiterated the advice, outlined within section 3.1.4, that a bespoke and audited mentoring 
programme should be implemented to ensure sufficient support for all consultant appointments. 

A further explanation offered for the prevailing poor team culture was one consultant surgeon, who 
appeared to struggle with a lack of perceived prestige and found it difficult to adapt to new 
technology and ways of working. Both the review team and some interviewees considered that 
this had made him “bitter” and “resentful”.  

In light of the toxic culture described, the review team asked interviewees about the willingness of 
consultant surgeons to seek second opinions from one another. While some interviewees 
considered themselves and others able to ask for a second opinion, others did not. The review 
team considered it critical to patient safety that surgeons could seek second opinions, as well as 
support from one another in theatre, with complex cases and/or intra-operative problems. 

The review team expressed concerns that this continued dysfunction and failure to communicate 
may lead to service deterioration and present risks to patient safety. Furthermore, the poor service 
culture, and the potential risks entailed, may have a negative effect on the service’s reputation. 

3.2.3 Leadership 

The review team found that surgical leadership was not respected or valued by the service. It was 
indicated by a number of interviewees that the Clinical Director had struggled to manage 
relationships with colleagues both below and above them.  

Notwithstanding that the Clinical Director had to manage challenging dynamics within the team, 
there was some agreement that the Clinical Director did not see ‘eye to eye with their colleagues’, 
and did not have the requisite skills/training to manage this very demanding role. It was understood 
that an individual was to be brought in from Norfolk and Norwich University Hospitals NHS 
Foundation Trust to support the Clinical Director in their role in the weeks following the invited 
review. Progress made within this piece of collaborative work should be monitored. 

Interviewees also reflected upon the former Divisional Director, who had stepped down from their 
role a few weeks prior to the invited review. It was noted that they struggled to find time for the 
responsibilities associated with this post, and with relinquishing clinical responsibilities. 

The majority of interviewees agreed that service leadership needed to be sought from beyond the 
General Surgery department.  As a result, the review team reflected that the service needs to 
introduce leadership from outside the general surgical division. 
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More broadly, the leadership at senior management level was considered, by interviewees, to 
have been poor. Specifically, some interviewees felt that senior management staff failed to 
manage more difficult individuals within the service. This was partially attributed to a high turnover 
of senior management staff and their different ideas/approaches to management. Individuals 
described not feeling listened to by senior staff, a sentiment which was compounded by a lack of 
clarity around how issues were dealt with by senior management.  

3.2.4 Relationships with other services 

The review team considered the service’s teamworking with other services, notably the Intensive 
Therapy Unit (ITU), Anaesthesia, and the Critical Care Outreach Team (CCOT). Members of the 
surgical team did not describe any concerns regarding their relationship with the ITU. It was noted 
that a small number of individuals from within the ITU had previously shared concerns about their 
relationship with colorectal surgeons. Interviewees recognised that both specialists could have 
‘strong views’ and there could be ‘differences in opinion sometimes’. The review team further 
heard about previous incidents in which intensivists had raised concerns on Datix27 regarding 
reported delays in returning some patients to surgery. 

General surgeons and anaesthetists both reflected on the shortage of anaesthetists and the 
impact this had on their respective services. The standard of care provided by anaesthetists was, 
however, praised. Interviewees reflected that there had previously been some friction between the 
surgical department and Anaesthesia. However, it was generally considered that, at the time of 
the review, the teams were getting on well. 

At the time of the review, the review team did not consider there to have been significant issues 
in the General Surgery service’s relationship with the teams outlined above. 

3.3 The effectiveness of clinical governance arrangements 

3.3.1 The effectiveness of clinical governance arrangements as demonstrated 
within clinical records 

The clinical governance arrangements displayed in five cases were considered to have been 
unacceptable28. In two further cases, there was room for improvement29; in one case30 no grading 
was provided as the Trust was awaiting the completion of a Structured Judgement Review (SJR) 
for the case; and, in the final case, no comment was provided as the records were under review 
by the Coroner. 

The review team highlighted concerns around clinical governance in the following cases: 

• Case  It was noted that this case was due to be discussed at a Mortality & Morbidity 
(M&M) meeting in September 2023; however, the discussion was deferred due to an 
ongoing Serious Untoward Incident (SUI)31 investigation. No further discussion of the 
patient was identified. The review team considered that,  

 the case should have been 
discussed at a governance or mortality meeting. This was an important step that should 
have been taken to raise awareness of amongst the General Surgery 
team. It was also the opinion of the review team that the poor relationship between the 

 
27 Datix is a risk management information system. Staff use this system to record patient safety incidents that either have, 

or could have, led to patient harm. 
28  
29  
30  
31 A Serious Untoward Incident (SUI) is not strictly defined; however, it is accepted as a serious event in which there is 

significant potential for learning, or the consequences on patients, their chosen others and/or organisations, are 
sufficiently serious that additional resources are warranted to ensure a sufficient response. All Trusts have a policy and 
procedure to manage, and draw learning from, such events. 
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consultants, outlined in Section 3.2.2, would likely have precluded a rational discussion of 
this patient. 

The review team further reflected that the governance and SUI processes that occurred in 
relation to this case, were inadequate. Specifically, they did not appear to have adequately 
explored issues  

 
.  

• Case  The review team were unable to comment on the effectiveness of clinical 
governance arrangements in this case;  

 The comments from the M&M discussion 
of this patient, did however provide a good summary of the concerns shared by the review 
team to which they would add concerns about poor intra-operative decision-making. 

• Case  The review team noted that there was an M&M presentation regarding this case, 
by a resident doctor. However, the presentation did not recognise the concerns regarding 
the delays in diagnosing the suffered by the patient. Furthermore, no 
records were provided showing discussion of the case. There did not appear to have been 
any incident investigation processes regarding this case. 

• Case  There did not appear to have been an incident investigation or M&M discussion 
of this case, as would have been expected by the review team. 

• Case  Within the records provided, the review team could not identify any records 
showing discussion of this case within an M&M meeting, as would have been expected. 

• Case  It was noted that the only relevant document provided, regarding the clinical 
governance arrangements in this case, was  This file was purely a statement 
of fact, with no commentary provided. No further records could be identified which showed 
discussion of the case within the Department, at an M&M meeting, or in a clinical 
governance meeting. The review team considered that this was unacceptable. 

• Case  Within the documentation provided, there were no records that showed incident 
investigation processes being followed, nor discussion of the case within M&M meetings. 
In the opinion of the review team, it would have been valuable to have seen a discussion 
about  and its effect upon outcomes discussed amongst the team, as a learning 
exercise. 

• Case   
 
 
 
 
 

 

• Case  This case was awaiting completion of a Structured Judgement Review (SJR)34 
therefore the review team were unable to provide further comment. 

It was understood that there were governance and oversight arrangements in place within the 
service. Notably, there were weekly M&M meetings, monthly clinical governance meetings, and 
consultant meetings. However, the efficacy of some of these meetings was queried by some, due 

 
 

. 
34 A Structured Judgement Review (SJR) is a validated case review methodology used to critically analyse patient care 

and outcomes to identify strengths, weaknesses and areas for learning and improvement. 
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to the ‘toxic environment’ which reportedly existed within these spaces. Further details can be 
found within section 3.3.4. 

In five sets of clinical records provided35, there was no record of discussion of the relevant case 
within an M&M meeting, as would have been necessary to raise awareness of the relevant learning 
from such incidents. When reflecting on case  specifically, the review team considered that the 
service culture would likely have precluded a rational discussion of the patient within the General 
Surgery team.  

In case  M&M discussion of the patient occurred. However, the M&M presentation given about 
this patient did not recognise the concerns identified by the review team about  

. This gave rise to concerns about service staff’s ability 
to discuss issues in a non-confrontational manner, which resulted in learning and ultimately 
improving the Department/its outcomes.  

The review team considered that the consistent and effective use of M&M meetings was necessary 
to ensure that the appropriate identification, learning, and action from safety incidents was 
achieved. Within the service, it appeared that the vocalisation of criticism, regardless of how 
justified it was, appeared to be interpreted personally. This reportedly resulted in shouting 
matches. In the opinion of the review team, M&M meetings needed to be chaired by a senior 
medical leader, such as the Medical Director, to ensure a culture of learning rather than 
antagonism. Furthermore, the meetings should be job planned, with consultants’ understanding 
that attendance is mandatory, and a register of attendance should be taken. 

The review team considered that while colorectal MDT meetings were reasonably functional, their 
effectiveness was marred by poor consultant surgeon interactions.  

3.3.2 Incident investigation processes, including how in-patient deaths 
which meet the criteria for mortality review and other patient safety 
incidents are identified, reported and investigated within the surgical 
division 

Incident investigations did not appear to have been flagged for cases  in turn, 
limiting the learning and actions that could be drawn from these cases.  This needs to be 
addressed to ensure Trust captures all significant events36. 

A Serious Untoward Incident investigation was conducted in case  however, the review team 
were concerned by the conclusions drawn from the investigation.  

 
 Thus, any 

learning drawn and shared from this case was inherently/likely limited. 

On review of the clinical governance arrangements displayed in case  the review team could 
only identify one document labelled  this file consisted of a statement of fact 
regarding the chronology of this case, with no commentary provided. Thus, the review team could 
not identify any action or learning drawn from the case.  

Finally, no grading was provided for case  as the Trust was still waiting upon completion of a 
Structured Judgement Review (SJR) of this case. Concerningly, at interview, the review team 
learned that there were a number of cases undergoing these reviews, dating back to 2023. 
Recommendations around this can be found below, in section 3.3.4. 

 
35 Cases  
36 Significant events are incidents which are unintended or unexpected, which either did or could lead to the harm of at 

least one patient. 
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3.3.3 How recommendations from investigations are acted upon; and how 
processes ensure sharing of learning amongst clinical staff and senior 
management 

The review team were unable to comment on this term of reference due to a lack of information 
provided. They were unaware of a Trust mechanism to disseminate shared learning. 

In the opinion of the review team, there did not appear to be an acknowledgement that M&M 
reviews were a collective departmental learning opportunity, and as such were seen as each 
individual surgeon’s issue, to address themselves. 

As a result, the review team considered that there was a potential risk that patterns of sub-optimal 
care would not be identified as having similar root causes. A more collegiate and collaborative 
open team approach would allow for changes, likely allowing for better patient care and improved 
partnerships across the Department as a whole. 

 

3.3.4 Concerns raised about clinical governance arrangements 

The review team reflected on the M&M meetings, which took place within the surgical department 
every week. Interviewees expressed divergent views about the culture of these meetings; 
however, the majority view was that M&M meetings were unpleasant and did not foster a culture 
that facilitated learning from patient safety incidents. The review team considered that the 
functionality of M&M meetings would improve with better surgical colleague interaction. 
 
It was further understood that consultant attendance at M&M meetings was inconsistent. It was 
unclear whether these meetings were job-planned, with some interviewees reporting that they 
were not. Resultantly, some individuals described struggling to attend M&M meetings. 
 
Notable resourcing and administrative issues were described in relation to these meetings. 
Specifically, the meetings did not have a Chair, there was no administrative support, and the 
meetings did not have a specified venue. 
 
As noted above, the review team strongly recommended that a Chair be appointed to allow for the 
balanced and open discussion of cases, and that adequate resourcing was agreed so to ensure 
that M&M meetings were effective. Furthermore, it was considered that attendance should be both 
mandated and job planned to ensure that all consultants were present for discussions. 
 
The review team also considered the monthly departmental Clinical Governance meetings. It was 
understood that these meetings had been reinstated approximately six months prior to the review; 
however, they were not formally job-planned at the time of the invited review, due to their relatively 
new re-commencement. 
 
The culture of Clinical Governance meetings was described by interviewees as unpleasant, with 
regular clashes amongst consultants. The governance lead struggled to undertake administrative 
duties, including booking a suitable venue and ensuring that minutes were consistently taken.  
 
The review team were informed, by interviewees, that secretarial support was required to assist 
with the minuting of Clinical Governance meetings. The review team did not agree that secretarial 
support was required for this. 
 
The review team recommended the Trust re-consider the post holder of Governance Lead for 
Surgery.  
 
With regard to Consultant Meetings, interviewees generally considered these meetings to have 
been unproductive. Attendance was an issue, and the meetings lacked structure due to the 
reported use of the same agenda at each meeting. The review team recommended that 
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attendance was mandated, and an updated agenda was used for each meeting. There were also 
concerns that items that should have been discussed were not, leading to a culture of secrecy. 
 
It was understood that General Surgery had approximately 13 outstanding SJRs dating back to 
2023, highlighting significant delays in these processes.  
 
It was noted by interviewees that there was no mortality lead within the Division, which could have 
contributed to the delays in the management of SJRs. The review team suggested that the Trust 
might consider appointing a Mortality Lead within the Division, to support with the timely 
management of SJRs, moving forward. 
 

 

3.4  Whether the Trust’s model of service delivery is optimal to 
delivering responsive and effective clinical care, and educational 
support, to resident and SAS doctors 

3.4.1 Concerns raised about the Trust’s model of service delivery and the 
educational support provided to resident and SAS doctors, as raised by 
interviewees 

Primarily, concerns were raised around the management of operating lists and the quality of 
training offered by the service. While resident and SAS doctors reflected that there was some 
variation in the quality of training offered by different consultants, most interviewees described 
disappointment in the very limited amount of operating that they had been allowed to do. The 
consensus amongst a number of resident doctors was that the skills that they had were not being 
utilised. 

There appeared to have been little locally arranged training provided by the service to resident 
and SAS doctors. A small number of interviewees described attending laparoscopic training, led 
by the Clinical Director, in which resident and SAS doctors could ‘practice in a simulation’; 
however, beyond this, there appeared to have been little developmental training offered by the 
service. 

The cultural issues described within section 3.2 appeared to have had a negative effect on the 
resident and SAS doctors. The resident and SAS doctors described feeling generally unsupported, 
and they did not feel listened to. 

At the time of the review, the Trust’s model of service delivery did not appear to be delivering the 
educational and developmental support expected by the resident doctors, the SAS Doctors, and 
what the review team would expect. 

To address the concerns raised, the review team considered that a senior doctor should be 
appointed to hold regular meetings or a forum, with the middle grades across the Trust, to hear 
their concerns and re-motivate them. Further training opportunities should be provided to resident 
and SAS doctors, both within theatres, and with regard to a local training programme within the 
service. Specifically, there should be opportunities for non-consultant grade doctors to develop 
their operative and endoscopic skills.  

3.4.2 The effect of service culture on surgical trainees/specialist registrars 

It was understood that in the year prior to the invited review, the service did not receive any surgical 
trainees from the Deanery, due to the poor training experience provided. The review team 
understood that the consultant surgeons had discussed the need to be ‘more friendly in theatres’, 
within consultant meetings. Furthermore, it had been agreed that senior trainees should be given 
more opportunities by consultants.  
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Concerningly, the review team heard concerns raised around ‘having a trainee in the room’ when 
a complication occurred. There was a fear that if something went wrong, it would not ‘be fairly 
received by colleagues’. As a result of this, training offered to trainees had been scaled down. 

Again, the review team highlighted the risk for reputational damage to the service, from a surgical 
trainee perspective, should the aforementioned cultural issues not be resolved. 

3.5 Other 

The following conclusions were drawn from interviews conducted over the course of the invited 
review visit. However, the subject matter fell outside the agreed Terms of Reference. Nonetheless, 
the review team considered it pertinent that these matters were drawn to the attention of the 
Medical Director.  

3.5.1 Programme Activities (PAs) 

On multiple occasions, interviewees noted that there were individuals within the General Surgery 
Department who were “double counting” PAs, specifically they were performing clinical work when 
scheduled for administrative work. It was the view of the review team that such double counting 
should be stopped, as it raises concerns about probity which the Trust should address. 
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4 Recommendations 

 

4.1 Urgent recommendations to address patient safety risks 

The recommendations below are considered to be highly important actions for the healthcare 
organisation to take to ensure patient safety is protected. 
 

1. The Trust should implement a policy or standard operating procedure to ensure that there 
is an effective handover of patients at all times, including on either side of the weekend. 
This system should clearly apply to locum as well as substantive consultants and should 
ensure that every patient is allocated to a named consultant when a locum consultant 
leaves. Once implemented, this system should be audited. 
 

2. The Trust should implement a policy that outlines the processes required for patient 
handovers when consultants take periods of leave, and for ongoing care.  
 

3. The Trust should ensure that there is a system in place that clearly determines on-call 
arrangements, clarifying who is responsible for the ongoing management of a patient’s 
care in cases where the on-call surgeon has operated. 
 

4. The Trust should review whether appropriate changes can be made to the electronic 
system to ensure that it holds up-to-date information regarding which consultant is 
responsible for managing a patient’s care. 
 

5. With regard to case  the review team strongly recommended that the Trust provides 
feedback to the operating locum surgeon’s agency regarding the unacceptable quality of 
surgical care provided in this case, if this has not already occurred. The Trust should further 
consider whether a regulatory referral is required. 

a. The Trust should ensure that there is a robust system of feedback in place to 
ensure that feedback is provided to locum agencies in cases of poor practice. 

 
6. It is critical that the ongoing dysfunction between the consultant surgeons is resolved. The 

review team expressed concerns that continued dysfunction would lead to service 
deterioration and present risks to the provision of safe care. 

a. The Trust might consider implementing behavioural contracts with the threat of 
disciplinary action should the contracts not be abided by. 
 

7. The Trust should keep RCS England updated in respect of the actions taken in relation to 
the two ‘whistleblowing’ letters received by RCS England and shared with the Trust in 
August and September 2025. 
 

4.2 Recommendations for service improvement 

The following recommendations are considered important actions to be taken by the healthcare 
organisation to improve the service 

8. The Trust Audit Office should ensure that the service’s consultant surgeons are provided 
with their NBOCA data, and that this is validated by the consultant surgeons. This should 
be incorporated as part of the departmental clinical governance. 
 

9. The Trust should introduce effective leadership to the surgical division. The Trust might 
consider looking beyond the surgical division for leadership appointments. Individuals 
within these roles should be supported with training and ongoing mentoring. 
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a. The review team understood that an individual was to be brought in from Norfolk 
and Norwich University Hospitals NHS Foundation Trust to support the Clinical 
Director in their role in the weeks following the invited review. Progress made within 
this collaboration should be noted and monitored. 

 
10. The length of robotic and laparoscopic surgeries should be monitored, and discussions 

had between the relevant staffing groups (surgeons, anaesthetists and theatre staff) about 
when surgeries should be converted – ensuring all staff are in agreement with the approach 
taken by the surgeon. 
 

11. The Trust should implement an operational and governance plan for the ongoing use of 
robotic surgery at the hospital, in turn, illustrating and utilising its value. A pause in the use 
of the Robot puts it at risk of being moved to another site, particularly with the proposed 
merging of services in late 2025. 
 

12. The review team considered that the consistent and effective use of M&M meetings was 
necessary to ensure that there was appropriate identification, learning, and action from 
safety incidents. To improve the efficacy of M&M meetings, Chairing (by a senior medical 
leader) and adequate resourcing should be agreed and recorded.  

a. The attendance of consultant surgeons should be mandated, job-planned, and a 
register taken, to ensure all consultants are present for discussions at M&M 
meetings. 

 
13. With regard to clinical governance meetings, consistent recording of minutes should be 

carried out.  
a. The Trust should re-consider the post holder of Governance Lead for Surgery, until 

the service culture and divisions are resolved, and adequate training and/or support 
is in place. 
 

14. Consultant Meeting attendance should be mandated, and an updated agenda should be 
used for each meeting. Attendance throughout the entire meeting should be minuted. 
 

15. The Trust should implement and ensure that there is satisfactory and bespoke mentoring 
for all new consultant appointments. This needs to be robust and appropriately audited. 
This mentoring should cover both clinical and leadership skills. 
 

16. The Trust might consider appointing a Mortality Lead within the Division to support with the 
timely management of SJRs, moving forward. 
 

17. The Trust should appoint a senior doctor to hold regular meetings or a forum, with the 
middle grades across the Trust, to hear their concerns and re-motivate them. Further 
training opportunities should be provided to resident and SAS doctors, both within theatres, 
and with regard to a local training programme within the service. Specifically, there should 
be opportunities for non-consultant grade doctors to develop their operative and 
endoscopic skills.  
 

18. Based on the review of case  it is recommended that the Critical Care team and theatre 
nursing staff receive training on the positioning and handling of sedated patients. 
 

19. Following the review of case  it is recommended that the Director of Nursing remind 
nursing staff of the importance of calculating and recording the risk of thrombo-embolic 
disease. 
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20. Incident investigations did not appear to have been flagged for cases  in 
turn, limiting the learning and actions that could be drawn from these cases.  This needs 
to be addressed to ensure the Trust captures all significant events. 

4.3 Additional recommendations for consideration 

The following recommendations are for the healthcare organisation to consider as part of its future 
development of the service. 

21. The practice of ‘double counting’ Programmed Activities must cease. 

4.4 Responsibilities in relation to this report 

This report has been prepared by the Royal College of Surgeons of England and The Association 
of Surgeons of Great Britain and Ireland (ASGBI), under the IRM for submission to the healthcare 
organisation which commissioned the invited review.  It is an advisory document, and it is for the 
healthcare organisation concerned to consider any conclusions and recommendations reached 
and to determine subsequent action. 

It is also the responsibility of the healthcare organisation to review the content of this report and 
in the light of these contents take any action that is considered appropriate to protect patient safety 
and ensure that patients have received communication in line with the responsibilities set out in 
the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014, Regulation 20.37 

4.5 Further contact with the Royal College of Surgeons of 
England 

Where recommendations have been made that relate to patient safety issues the Royal College 
of Surgeons of England will follow up with the healthcare organisation that commissioned the 
invited review to ask it to confirm that it has taken to action to address these recommendations. 

If further support is required by the healthcare organisation the College may be able to facilitate 
this. If the healthcare organisation considers that a further review would help to assess what 
improvements have been made the College’s Invited Review service may also be able to provide 
this assistance. 

 
  

 
37 The Health and Social Care Act 2008 (Regulated Activities) 
Regulations, 2014: http://www.legislation.gov.uk/uksi/2014/2936/contents/made 

http://www.legislation.gov.uk/uksi/2014/2936/contents/made
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Appendix A - Information provided to the review team 

 
The following section represents a summary of the information provided to the review team during 
the interviews held, in the documentation submitted and in any clinical records reviewed.  
 
This section is largely organised according to the Terms of Reference agreed prior to the review 
but also takes account of the themes that emerged whilst reviewing this information. Information 
provided by interviewees during their interviews is presented as it was reported to the review team 
at the time of their review and circumstances may have changed subsequently. It is summarised 
in an amalgamated and anonymised format. 
 
The information presented will sometimes reflect the viewpoints of individual staff members and 
some viewpoints described may be contradictory or may have been expressed in the absence of 
further, substantiating information. Noting these viewpoints is not intended to imply their factual 
accuracy. The information in this section does not necessarily represent the review team’s 
opinions, which are provided in the Conclusions section of this report. 
 

5.1  The quality and safety of surgical care 

 
Interviewees were asked for their opinions on the quality and safety of surgical care, within the 
General Surgery service. The responses received were divergent. 
 
A number of interviewees expressed confidence in the quality of patient care. They described the 
service as ‘safe’; comments included, ‘I’d let them [the service] take care of my family’ and ‘I think 
that the quality of patient care is good’.  Amongst these interviewees, there was an 
acknowledgement that there were ‘awkward characters’ within the service, and reports of ‘a team 
who don’t particularly like each other.’ However, they maintained that ‘outcomes, on the whole, 
are okay’, and that ‘the patients are safe’. 
 
Some interviewees further reflected that they were aware of the safety concerns raised by others; 
however, they considered that ‘all of this is anecdotal… I have not seen data to support this’. Other 
interviewees noted that they had not seen a ‘great change’ in patients, which would give rise to 
patient safety concerns, while ‘looking after [others’] patients on call’. 
 
However, the review team also heard several reports of a ‘highly variable’ quality of patient care, 
across the service. Comments provided by interviewees included, ‘Some parts of the surgical 
service are safe. Some are not.’ Concerns around patient safety, raised by interviewees, have 
been broken down, thematically, below: 
 

5.1.1 General handovers 
 

Interviewees noted that case handovers ‘lack[ed] in consistency’. The review team were informed 
that there were ‘no structured handovers’, and individuals raised particular concerns regarding the 
formal handovers, or lack thereof, taking place on either side of the weekend.  
 
It was noted that there was ‘no formal handover on a Friday’. Reportedly, there was no formalised 
process to facilitate the handing over of a patient from one consultant to another, for the weekend 
and consultants had to personally ask colleagues to see their patients. The review team heard ‘all 
non-emergency patients’ were seen by a middle-grade colleague, accompanied by an F1 or F2, 
on the weekends. 
 
The review team were informed that resident doctors had sent a letter in early December 2024, 
which was reportedly shared with the wider surgical team in January 2025, in which ‘they clearly 
raised concerns about handovers’.  
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Interviewees explained that the electronic system used did not reflect that a patient had been 
handed over from one consultant to another, e.g. ‘from consultant A to consultant B’. On the 
system, ‘the patient stays under consultant A’. 
 

Annual leave and Handovers 
 

It was reported that the service had ‘no policy about who looks after a consultant’s patients while 
they are away’. The review team heard that ‘there is an unsaid rule that others cover’; however, it 
was considered that ‘this hasn’t worked with less staff’. 
 

5.1.2 Locum Consultants 

 
A number of interviewees described the issue regarding the lack of formalised handovers, in 
relation to the employment of locum consultants. The review team heard that there were ‘issues 
around the continuity of care of patients appointed to locums’, which affected patient care.  
 
Interviewees highlighted particular issues around the lack of handovers on Mondays, following the 
weekend shift. It was noted that ‘when locum consultants leave the Trust... there are no processes 
to pass the patients on’ and, due to the lack of ‘proper handover’, it was left to the ‘middle grades, 
who have known the patient from the weekend… to pass them on’. 
 
The review team heard of instances in which substantive consultants had refused to take over the 
care of patients admitted, or operated on, by weekend locum consultants, posing a significant risk 
to patient safety.  
 
There was a general consensus, amongst interviewees, that there should be ‘a handover process 
from the locum to someone else [another consultant] on the Monday’.  
 
Interviewees were unclear as to who should have been responsible for the implementation of a 
policy that ensured and mandated the safe handover of patients from locum consultants to 
substantive consultants. It was said that ‘the clinical or divisional lead’ should have ‘taken 
responsibility for this.’ 
 
One further patient safety issue was raised, in relation to locum consultants. The review team 
heard that there were ‘locums over the years who’ve done harm’. Specifically, one case  was 
described, relating to  

 
 

 The case was presented as “moderate harm”. 
 

5.1.3 Cases in which reported patient safety concerns were raised 

 
Further cases were described in which patient safety was considered to have been an issue. 
 
Concern was raised in relation to ‘one case in  ‘The case was presented as an 
“unavoidable death”’, however, the review team were informed that ‘almost every colleague felt 
this was an “avoidable death”’.  
 
Another case was described in which “an intensivist felt that a patient should go back to theatre, 
and the surgeon waited’. It was considered that the hesitation around returning to theatre, may 
have reflected ‘a fear to ask for help… perhaps the surgeon didn’t feel safe in speaking to all 
colleagues to get a second opinion’.  
 
Some interviewees described hearing comments about cases in which patient safety was 
considered to have been ‘unsafe’. They noted that allegations were ‘from one individual’ and 
tended to relate to ‘two surgeons’. These ‘complaints’ were described as ‘personal’. 
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From an operational perspective, the review team further heard that where ‘unsafe’ practice had 
reportedly occurred, specifically in relation to the index cases, these cases had either been 
investigated or reported on Datix, apart from in one instance. In this case, the operational team 
‘didn’t find anything immediately of concern and didn’t feel that it should have been on the system.’   
 

5.1.4 The competence of individual consultants 

 
A small number of interviewees raised concerns around the competence of one consultant 
surgeon, describing their ‘inability to work independently as a consultant’. It was noted that ‘there 
were some questions’ about their ‘competence around colorectal endoscopy’. As a result, 
individuals described feeling ‘less comfortable’, at the prospect of undergoing surgery performed 
by this surgeon. 
 
The review team heard that this individual was ‘engaged in the process’ around addressing these 
competencies. The review team heard the individual in question had reportedly received a lack of 
support and mentorship in certain areas upon joining the service, despite requesting this, which 
reportedly affected their confidence. The lack of mentorship for new consultants was a sentiment 
echoed, with a view that ‘mentoring for new consultants is inadequate… This needs to be more 
concrete and structured’. 
 

5.1.5 The management of complications 

 
There were differing views, amongst interviewees, around the service’s attitude towards 
complications, honesty around them, and individuals’ abilities to learn from them. 
 
The review team heard views that ‘surgeons take complications very seriously’, ‘all the consultants 
would help [were complications to arise]’, and that ‘the complication rate amongst all of us is well 
within national limits’. 
 
However, some interviewees did not consider that there was ownership and honesty from all 
surgical consultants around complications. The review team heard ‘concerns about the sharing of 
important information that could help shape practice’. 
 
 A minority opinion expressed was that individuals were ‘covering up their complications. They 
don’t discuss the cases in M&Ms’. 
 
Some interviewees shared the view that there might be some reticence, amongst consultants, 
around seeking a second opinion when managing complications. This is explored within section 
5.2. The review team heard views including: 
 

• Sometimes ego gets in the way of clear thinking which could prevent certain individuals 
seeking out a second opinion.  

• An interviewee reportedly being told, ‘Why would I get a second opinion when I know what 
to do?’, in response to requesting that a surgeon got ‘a colorectal colleague to come along 
and just see that patient’.  

 
5.1.6 Data Collection 

 
Several interviewees were asked about the collection and submission of NBOCA data. Generally, 
staff were unaware of the outcomes of the dataset, which was submitted to NBOCA by the Trust.  
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5.2 Culture, team working and communication 

 
The consensus amongst interviewees was that they were ‘not surprised’ by the commissioning of 
the RCS England invited review. It was reported that team members within the surgical service, 
and colleagues, had participated in mediation previously, but a ‘toxic culture’ amongst surgical 
colleagues remained. 
 

5.2.1 Previous Mediation 

 
Interviewees described a widely held view that the mediation undertaken did not work. A small 
number of interviewees described seeing some short-term changes in colleagues’ behaviours, 
following the mediation. The review team heard, ‘You could see that some of the colleagues were 
tongue-in-cheek trying to be nice to each other [after the mediation], but this rapidly deteriorated.’  
 
The mediation’s reported lack of success was attributed to a number of factors, the first of which 
was engagement. Interviewees described a lack of ‘trust’ and ‘belief’ in the mediation process. 
Comments included, ‘There has been no engagement. Mediation would have been effective if 
people believed in the value of mediation’.  
 
Some interviewees also expressed frustration at the temperament or character of colleagues who 
participated in the mediation, stating ‘Mediation has changed my view of people radically, I have 
seen lots of weak people full of insecurities. I saw people who were totally erratic’. 
 
The review team heard that, at the conclusion of the mediation, participants reached and signed 
an agreement. However, some interviewees expressed that there was insufficient input, at 
executive level, in ensuring that the agreement was adhered to. It was noted that ‘There should 
have been more input to make sure what we’d agreed, about treating and talking to each other, 
was adhered to’, and ‘There was an expectation on QEH, at executive level, to continue this 
[mandating the results of mediation], I’m not sure on the rigour of that…’.  It was reported that, 
following mediation, ‘there were some meetings, initially chaired by the MD’ but they had not been 
continued. 
 

5.2.2 Poor working relationships and culture amongst consultants within the 
General Surgery service 

 
A significant number of interviewees described the General Surgery service as being a ‘toxic 
environment’ with a ‘toxic culture’. Colleagues noted that ‘it can be pretty toxic between the 
surgeons’, with individuals ‘making each other’s lives difficult’; and that it was ‘one of the most 
dysfunctional teams’.  
 
The review team heard reports of individuals not speaking to each other, with comments including, 
‘Anecdotally, I was told by a colleague that another colleague hadn’t spoken to them for a few 
years’. In reference to this, it was noted that the team was ‘so fragmented that bad faith is 
inevitable’. 
 
There were, however, also descriptions of two surgeons having a ‘very close relationship’. 
Reportedly, these individuals often called one another into theatre for assistance – ‘that is the 
arrangement they have in place’. From a small number of interviewees, the review team heard 
that this close relationship could ‘give the impression of covering for things’. 
 
More widely, within the service, interviewees noted that there were a number of ‘big personalities’ 
amongst the surgical Consultants. Interviewees described some surgeons as having ‘problems 
with ego’, as ‘difficult’, as undermining, and as having ‘no communication skills’.  
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5.2.3 The reasoning behind the toxic culture within the service, specifically amongst 
the surgical consultant body 

 
The difficult and fragmented relationships within the team were attributed to a number of factors, 
outlined below: 
 

5.2.3.1 Work distribution 

 
Several interviewees identified that the distribution of work within the team was ‘not fair’. 
Specifically, it was noted that there was a ‘disparity around cancer work’. The review team heard 
that the cancer work was predominantly undertaken by two individuals. There was a recognition 
of the need to ‘spread the load a bit’. 
 
It was noted, by some interviewees, that ‘certain individuals are doing selective cases’. They 
described instances in which patients were being ‘cherry picked’. It was felt that this impacted the 
distribution of work within the service. 
 
 

5.2.3.2 Differing attitudes to surgery 

 
The review team were informed that differences between surgeons, and their attitudes to surgery, 
had ‘led to some tension within the team.’  
 
A minority opinion expressed was that there was ‘an overuse of laparoscopic surgery’ within the 
General Surgery service. The review team heard that laparoscopic surgery was selected, 
‘irrespective of [patient] suitability’. It was stated that one individual within the team ‘didn’t believe 
in open surgery’ and was ‘sarcastic’ about the use of open surgery. 
 
Several interviewees reflected on the recent acquisition of the CMR Versius Surgical Robotic 
System, ‘The Robot’. The review team were informed that The Robot had been used previously, 
but its use was suspended at the time of the invited review. 
 
Some interviewees reflected on the merits of The Robot, stating, ‘it was good to see the robot 
bought in, as development’ and ‘The robot was put in place to engage clinicians, and to offer it as 
a marketing tool to recruit and retain surgeons at the hospital.’ However, the more widely held 
view queried the Trust’s ability to use The Robot ‘to its fullest’. 
 
Interviewees reflected that the robotic surgery was ‘taking a long time’. The theatres in which this 
surgery was taking place were described as ‘pitch black, silent, no lights, people are requested 
not to talk. This can be draining on people’s wellbeing for very long procedures. This is worse 
since The Robot’. As a result, individuals described being ‘happy for staff that it [The Robot] is no 
longer being used’. 
  
With regard to the ‘very long’ surgery times associated with the use of The Robot, the review team 
heard that there was always a risk of surgical activity declining as The Robot was introduced. 
However, it was reported that there had not been a post-business plan review in relation to The 
Robot.  
 

5.2.3.3 Staff sickness 

 
Interviewees described high levels of staff sickness within the General Surgery service. It was 
reported that ‘General Surgery is a particular problem in terms of sickness’. However, the review 
team were told that, at the time of the review, the service was experiencing ‘the lowest sickness 
rate in the last 18 months’.  
 



29 
 

Due to the levels of sickness, interviewees described the service feeling like they were often 
‘missing’ a ‘functioning consultant’. It was felt that there was an insufficient Trust response to this 
issue, ‘We are not happy. Nothing is done about this by the Trust’. 
 

5.2.3.4 Delays in recruitment 

 
The review team heard that issues with staff recruitment had exacerbated the problems, outlined 
above, in relation to staff sickness. It was reported that there had been two long-term vacancies 
within the service which, according to some, had resulted in ‘rota gaps’. The review team were 
informed that the two vacancies were a ‘colorectal consultant’ and an ‘upper gastrointestinal 
consultant’. It was noted that the Trust had ‘gone to offer’ in relation to the upper gastrointestinal 
consultant, at the time of the invited review. The status of recruitment to the colorectal consultant 
role, was unclear. 
 
Interviewees provided different explanations for the delays in recruiting to these posts. Some 
individuals considered that the processes, including within ‘Human resources, the divisional team 
etc’ had delayed recruitment, despite the vacancies having ‘secured funding’. Meanwhile, other 
interviewees noted that some of the recruitment delays were, at least partly, attributable to 
individuals within the service. The review team heard that ‘it took a long time for the speciality to 
say what they want’. Then, when the ‘advert was out for the upper GI consultant… they [individuals 
within the General Surgery service] weren’t shortlisting for a month’. It was, however, collectively 
recognised by all interviewees, that recruitment had ‘taken a long time’.  
 
A further explanation offered for the recruitment delays was that a ‘retired and returned’ surgeon 
was supporting the service, in theatre, to ‘backfill some of the gaps’. As a result, the Trust were 
only able to offer ‘half a post’ in relation to the colorectal vacancy, which they recognised was not 
a particularly attractive proposition in terms of recruitment. 
 
There was also a view expressed that that the potential for earnings, from additional waiting list 
activity, had incentivised the failure to fill vacancies, resulting in ‘department resistance’ to 
recruitment. A Freedom of Information request had reportedly been submitted to the Trust about 
filling vacant consultant posts. 
 
Interviewees generally recognised the problems posed by these vacancies. They noted that there 
were ‘challenges… with support, with general clinics, and theatres’, as well as the rota gaps, noted 
above. It was considered that the resulting requirement for ‘existing consultants [to] takeover 
vacant shifts’ was ‘a big problem’. However, some interviewees reflected that while recruitment 
and the resulting rota gaps presented an issue, ‘it is not the root of the problem, it is just on the 
periphery’. 
 
There was a fairly widespread agreement amongst interviewees that the vacant consultant posts 
were ‘difficult to employ’ to. It was reported that the service had ‘very limited choice’ with regard 
to candidates, which was challenging. However, despite the recruitment difficulties, several 
interviewees expressed optimism about the prospect of new consultants joining the service. They 
considered that ‘better care’ could be provided, with ‘a good number of upper GI and colorectal 
surgeons’. 
 
It was also considered by some that the service culture could be improved, with the introduction 
of ‘new personalities in the team’. Interviewees considered that this would help the ‘dynamic’ to 
‘shift’. As a result, there was a consensus that ‘the most important thing is that the right person 
should be appointed’. 
 

5.2.3.5 Consultant mentoring 

 

A small number of interviewees reflected on the mentoring required for new consultants that may 
join the team. The review team heard that ‘the mentoring for new consultants is inadequate… This 
needs to be more concrete and structured’ to maintain the confidence of new consultant 
appointments. 
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5.2.3.6 Communication 

 
The review team heard differing views on the quality of communication across the General Surgery 
team. The majority view was that there were ‘obviously communication difficulties between them’. 
It was noted that ‘the consultants are all in the same office, but they don’t communicate with each 
other’. The communication between the colorectal team was highlighted as ‘not very good’. 
Interviewees acknowledged that there were ‘always differences’ in personalities within a service; 
however, they considered that issues arose ‘when it interferes with clinical care’. 
 
 

5.2.3.7 Individuals 

  
There was one consultant surgeon who was identified, by several interviewees, as being ‘the main 
issue’ and ‘a problem’. It was reported that this individual was ‘misleading with information… it 
makes you uncomfortable’. The review team heard that this individual reportedly ‘talked in the 
corridor about complications’, and would ask for ‘details about surgeries, and would go to different 
other people and stir the pot’. Other comments included this individual, ‘expresses in a way that 
is not constructive and is sometimes vindictive. That is the catalyst of the problem’.  
 
It was reported that if this individual “leaves and doesn’t come back, the department will be a 
different place’, and ‘60-70% of issues will go’ . 
 

5.2.4 Seeking second opinions 

 
In light of the ‘toxic culture’ described, and the reported communication difficulties across the 
service, the review team asked interviewees about the ability of the consultant surgeons to seek 
second opinions from one another. Interviewees provided mixed responses. 
 
Some interviewees considered that there was a positive culture around asking for a second 
opinion. Comments included:  

• ‘We always discuss this. I can seek a second opinion’ and ‘We do help each other out’. 

• ‘There is freedom to ask for a second opinion…  I’d be happy to ask anyone.’  

• ‘Bar one, my perception is that surgeons ask for a second opinion. We’ve never found that 
to be a problem’. 

 
However, other interviewees described a resistance to seeking second opinions, and a culture 
within which they were not sought. The review team heard: 

•  ‘You can only talk to colleagues who are prepared to collaborate’. 

• ‘There is no second opinion… There is no sense of “I have discussed this with X 
colleague”’.  
 

This was described as being an issue amongst management within the service: 

• ‘amongst senior management, there are individuals who do not drive the effort to seek 
second opinions’. 

 
5.2.5 Service leadership 

 
The leadership of the service was reported to have been a factor which had contributed to the 
poor culture, team working and communication within the team. 
 
More generally, interviewees considered that the management, within the service, was ‘very 
weak’. Some interviewees explained that ‘awkward’ or ‘challenging individuals’ had not been 
appropriately dealt with by service leadership. As a result, it was felt that tensions had escalated. 
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The review team heard that ‘the leadership team does not facilitate communication and teamwork’, 
with concern expressed about the accurate and formal relaying of information to service staff. One 
such example given was that an interviewee did not ‘formally know’ that the Divisional Director 
had stepped down a few weeks prior to the RCS England review, at the time of the review. 
Reportedly, individuals also heard news of a ‘HEE visit’ through ‘corridor chit chat’. 
 
There was a majority view amongst interviewees, that the service needed to seek leadership from 
beyond the General Surgery department. In terms of stepping up to leadership roles, it was 
generally considered that ‘the right person is not within the general surgery department’; ‘we need 
to get help from the outside to lead the department, and then, amongst equals, we may find a 
common goal again’. Interviewees expressed that any individual appointed to a leadership role 
needed to be ‘stronger’. 
 
The review team heard that the senior management team were ‘working to get a new Divisional 
Director’, and they had ‘someone in mind’ from outside the department.  
 
There was a consensus amongst interviewees that the individuals holding service managerial 
roles, were not suited to these positions, as explored below.  
 

5.2.5.1 The Clinical Director 

 
A number of individuals discussed the leadership and management style of the service’s Clinical 
Director. A few interviewees expressed that the Clinical Director was ‘not an effective manager’. 
It was noted that they were ‘not a good communicator’, they had ‘difficulty managing the 
relationships both below and above them’ and they had been ‘put in a leadership role that they 
were not capable of’. 
 
Interviewees recognised that the ‘circumstances’ and ‘dynamics [within the team]’ that they were 
managing were ‘very difficult’. Specifically, the review team heard that ‘people are very challenging 
towards [the Clinical Director} in a very open and direct way’, and that they were ‘trying their best’; 
however, it was maintained that the Clinical Director did not always see ‘eye to eye with their 
colleagues’. 
 
There was some agreement, among interviewees, that the Clinical Director did not have the 
training to undertake the role effectively. Comments included, ‘People aren’t born managers, and 
I don’t know that [the Clinical Director] has had the training for it’. However, it was reported that 
there were plans for an ‘individual for Norfolk and Norwich to support’ the Clinical Director in this 
role over ‘the next few weeks’. 
 
Interviewees reported that the Clinical Director struggled to see or implement a ‘bigger picture’ for 
the service. Some feedback included, ‘I don’t think [the Clinical Director] has a holistic view, they 
go day by day’ and ‘they don’t command respect or see a bigger picture, but their heart is in the 
right place’.  
 
There were mixed reports about the Clinical Director’s temperament. Some interviewees noted 
that they ‘liked’ the Clinical Director, describing them as a ‘nice’ person who had ‘calmed down 
since mediation.’ But there were also reports that the Clinical Director could be ‘abrupt and almost 
insulting if you ask [the Clinical Director] to give you a hand’. 
 
It was said that the Clinical Director had built ‘good relationships with the Operations Team’. They 
were described as ‘the best Clinical Lead I have. They’ll help me with whatever I need’, and their 
‘resilience’ was praised. However, it was maintained that they could not manage the ‘big 
personalities´ within the service. 
 

5.2.5.2 The former Divisional Director 
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The review team were informed that there had been a General Surgery Divisional Director in place 
until a few weeks before the RCS England invited review when they had ‘stepped down’ from the 
role.  
 
The review team heard that the former Divisional Director had struggled to make time for their 
service managerial responsibilities. Specifically, it was stated that ‘there wasn’t enough time for 
them to be Divisional Director and do everything else’, and ‘when they were supposed to be 
Divisional Director for the morning, they were in theatre, in clinic etc’.  
 
With regard to their temperament, some interviewees expressed that the former Divisional Director 
had ‘a temper’, was ‘potentially not very keen to ask for help’ and had a ‘narcissistic leadership 
style’.  
 
An anecdotal allegation was also shared, that the Divisional Director was ‘bullying theatre staff, a 
colleague and middle grade doctors’.   
 
It was reported that the former Divisional Director had a good relationship with the Operations 
Team.  
 

5.2.6 Trust leadership 

 
When considering the leadership within the Trust, the majority of interviewees expressed a ‘real 
disconnect between senior management (the executives) and the ground’. This disconnect was 
attributed to a few factors. The first of which was a ‘high turnover of management’. The review 
team heard that new management would often ‘come in with different ideas’, which left some 
interviewees feeling ‘insecure about everything, particularly when we went into special measures’.  
 
Interviewees described a continued sense of insecurity, specifically around the proposed ‘new 
group model’ in which ‘Norfolk and Waveney, James Paget and us’ would be merged, in October 
2025. In light of this, reports of ‘Lots of staff... being made redundant at Norfolk and Norwich’ were 
a source of anxiety for interviewees. 
 
However, it was reported that the senior management over the ‘last two years’ had ‘been 
reasonably stable’. 
 
The disconnect between the service and senior management was also attributed to a sense of not 
being ‘really listened to by the people above us’. Interviewees described feeling that executives’ 
‘ears were shut’. This feeling was compounded by a sense that service staff did not have clarity 
around how issues within the service were dealt with by senior management. 
 
Interviewees described struggling ‘to get managerial support’. It was considered that this lack of 
support was not helped by a lack of understanding, on the part of senior management, about ‘the 
system’. Specifically, it was noted that executives needed ‘knowledge of the system, of data’ so 
that they could see and understand ‘what’s good or bad’. 
 

5.2.7 The relationship between the General Surgery service and other services 

 
5.2.7.1 Intensive Therapy Unit (ITU) 

 
A small number of interviewees reflected on the relationship between the General Surgery service 
and the ITU. From a General Surgery perspective, the review team heard ‘I have no concerns with 
ITU. They support and help me’.  
 
However, it was also noted that the ‘ITU have shared concerns about their relationship with 
colorectal surgeons. Both intensivists and colorectal surgeons have strong views’. There was 
agreement amongst interviewees that there could be ‘differences in opinion [between the teams] 
sometimes’. 
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It was also noted that there had been incidents in which ‘intensivists had raised concerns which 
were reported on Datix. It was felt that there had been some delay in going back to surgery with 
some patients’. 
 

5.2.7.2 Anaesthesia 

 
When considering the relationship between Anaesthesia and the General Surgery service, the 
primary concern raised was the lack of anaesthetists. Comments from a General Surgery 
perspective included ‘about one in three of my lists were cancelled due to a lack of anaesthetists’ 
and ‘I’m happy with the quality of anaesthetists… the capacity of anaesthetists, specifically not 
having enough consultant anaesthetists is more challenging’. 
 
When there were insufficient anaesthetist numbers, the review team heard that ‘the Service 
Manager decides which lists get covered… individual anaesthetists don’t choose who gets 
chosen’. The review team did, however, hear a conflicting account from within the surgical team, 
noting ‘the anaesthetists I know, if they know I’m operating, they’ll be there’. 
 
A small number of interviewees described previous ‘friction with anaesthesia’ due to a surgical 
consultant ‘talking about other colleagues with anaesthesia’. Reportedly, there had been previous 
incidents in which ‘wrong’ Datix reports had been submitted by a consultant anaesthetist. 
 
However, it was generally considered that, at the time of the review, the teams were ‘getting on 
well’. 
 

5.2.7.3 Critical Care Outreach Team (CCOT) 

 
One primary concern was raised in relation to the Critical Care Outreach Team. A small number 
of interviewees expressed ‘grave concerns’ that ‘not all patients are seen by consultants. They get 
referred to CCOT, so nurses and doctors think that the patient has been dealt with, but they’ve not 
necessarily been seen by a Consultant.’ It was noted that ‘CCOT should be going back to ITU with 
every patient that they see.’ 
 
The review team also heard that CCOT staff would approach Anaesthesia about ‘all patients they 
have concerns with’; however, it ‘would be expected that ‘CCOT escalate concerns to the surgical 
team’. 
 

5.2.7.4 The effect of service culture on surgical trainees/specialist registrars 

 
The review team heard that the service received ‘no trainees, last year, from the Deanery’. 
Interviewees stated that ‘According to surgical trainees, there was hostility and not enough work 
and training’. As a result, the service was reportedly ‘put at the bottom of the choice list for people 
engaged in the rota’. It was, however, said that core trainees, as well as two registrar trainees, 
might return to the service in August 2025. 
 
With respect to the ‘hostility’ of the service, it was said that when there had been previous reports 
of consultants being ‘not friendly’; these concerns were discussed in consultant meetings. 
Specifically, the review team heard, ‘We discussed that we needed to be more friendly in theatres’. 
 
Interviewees also reflected on the reported ‘poor training experience’ provided by the service. 
Some individuals considered that there had been ‘a loss of focus on training’. It was noted that 
there was ‘a poor learning experience in certain theatres’. Due to this, it was ‘agreed that the senior 
trainees should be given more work by the senior consultants’.  
 
There was a minority view expressed that trainees wanted to be ‘spoon-fed’ and ‘that’s not how 
you learn as a surgeon - one of the problems is that consultants do a lot of laparoscopic work, and 
trainees are not ready for it’.  
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The impact of the service culture on the quality of training experience was considered a concern. 
In relation to ‘having a trainee in the room with a complication’; there was a ‘fear’ that if something 
went wrong, it would not ‘be fairly received by colleagues’. As a result, the training offered by some 
had been ‘scaled down’. 

 
5.3 The effectiveness of clinical governance arrangements 

 
5.3.1 Mortality and Morbidity (M&M) Meetings 

 
Interviewees provided varying reports about the number of cases discussed at M&M meetings, 
with some interviewees recalling discussion of up to 25-30 cases per meeting. These weekly 
meetings were led by consultants and ‘reported by juniors’. Nurses allocated patients, and 
recorded decisions made within these meetings. There were divergent views regarding the culture 
and efficacy of these meetings.  
 
A minority view was that these meetings were ‘amicable’ and ‘not toxic’, with individuals stating, 
‘If we felt we needed to speak up, we would’. These interviewees considered that ‘patients get a 
good discussion’. 
 
There was also some recognition that these meetings had ‘improved a bit since mediation’. 
Specifically, it was noted that there was ‘more constraint at consultant level’, and there was no 
longer a ‘lack of professionalism, as blatantly’.  
 
However, the majority view was that interviewees did not feel able to discuss cases as fully and 
openly, as desired. Comments included:  

• ‘There is no way you can talk about things, you will be shut up’.  

• ‘They [the consultants] don’t let people speak up’.  

• ‘M&M consultant interactions are poor. They don’t discuss the cases fully. They just say 
the patient had an “unavoidable death” most of the time. We don’t discuss morbidity most 
of the time, we just discuss mortality’. 

 
When describing the culture of these meetings, it was noted that there were generally ‘two groups 
disagreeing. Things were taken personally’. The atmosphere was further described as 
‘unpleasant’, ‘difficult’ and ‘awkward’, and ‘the tension is palpable when you’re in the room’. When 
considering the impact of this culture on learning, it was noted that ‘M&Ms became more a culture 
of blame, rather than learning’. 
 
The review team heard that Consultant attendance for these meetings, was ‘patchy’. Interviewees 
reflected that ‘The consultants are not there every week’. There was a lack of clarity around 
whether M&M meetings were job-planned, as some interviewees reported that M&M meetings 
were ‘no longer job planned’. A small number of interviewees described difficulties attending in 
light of this, stating ‘When I can, I still go’. 
 
Reportedly, there were also resourcing and administrative problems, regarding the M&M 
meetings. Interviewees stated, ‘We don’t have admin support for M&Ms, or a specified venue’. It 
was further noted that, ‘There isn’t a Chair [for these meetings]… I don’t know who would take on 
this role’. 
 

5.3.2 Clinical Governance Meetings 

 
At the time of the review visit, the review team heard that clinical governance meetings had been 
reinstated ‘in the last six months’. It was noted that there had been a visible effort, on the part of 
management, ‘to get clinical governance meetings back’. These meetings were reportedly 
‘timetabled’; however, the review team were informed that they were not job planned, as the 
scheduling of consistent governance meetings was ‘relatively new’. 
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Interviewees expressed doubts about the efficacy of these monthly meetings. The review team 
heard that there was a ‘toxic environment’ within these meetings, in which consultants had 
‘clashes’. Further comments included, ‘The meetings have gone downhill’ and ‘they are not 
effective’.  
 
Interviewees noted that colleagues did not place enormous value on these meetings, as the review 
team heard ‘colleagues said it [the implementation of clinical governance meetings] wasn’t 
needed.’ 
 
One positive development identified, was that the governance meetings had been extended to 
‘monthly 3-hour meetings’, allowing more time for discussion. Additionally, it was understood that 
anaesthesia and the intensivists were invited to join these meetings every quarter, promoting 
discussion across the teams. 
 
Again, resourcing and administrative issues were identified, with regard to these meetings. 
Interviewees noted that the clinical governance meetings were ‘not minuted at the moment’, and 
that secretarial support was needed for this. Although, the review team heard that the two 
meetings, leading up to the RCS England review, had been minuted. It was also reported that a 
venue was required for these meetings. 
 
Some interviewees expressed the view that an alternative Chair should be sought for these 
meetings, as the appointment, at the time of the review, was ‘not the right person to lead these 
meetings’. It was noted that ‘There are some senior nurses I would recommend in the team to take 
over this role’. It was also considered that the current Divisional Director might be an appropriate 
fit for this role ‘if they weren’t Divisional Lead… The factions of the team would listen to them in a 
medical governance situation, potentially’. 
 

5.3.3 Consultant Meetings 

 
The review team heard accounts of Consultant Meetings. The general consensus was that these 
meetings were unproductive and tumultuous. Comments included, ‘there is no useful discussion’, 
and ‘They are literally fighting against each other. I understand the factions, but they are all turning 
on each other’.  
 
Attendance was reportedly an issue, as ‘people don’t come’, and the meetings reportedly lacked 
a considered structure. The review team were informed that ‘There are no minutes and the agenda 
is the same each time’.  
 

5.3.4 Structured Judgement Reviews (SJRs) 

 
A small number of interviewees reflected on the management of SJRs by the General Surgery 
service. Reportedly, the service had a number of SJRs which were overdue; there were 
approximately ‘13 SJRS outstanding.. dating back to 2023’. Interviewees identified significant 
delays in completing these reviews. The review team queried whether cases which were the 
subject of outstanding reviews had been reviewed through other mechanisms, to which they were 
informed that the cases the Trust had been ‘worried about’, had been ‘reviewed in other ways’. 
 
It was also noted that the lack of ‘mortality lead within the Division’ had not helped with the 
management SJRs within the General Surgery service. 
 
When considering the robustness of governance overall, it was said that ‘the consistency of 
learning from governance… is inconsistent’.  
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5.4 Whether the Trust’s model of service delivery is optimal to delivering responsive 
and effective clinical care, and educational support, to resident and SAS doctors? 

 
The input of resident and SAS doctors into the General Surgery service’s clinical care model was 
explored with interviewees. 
 

5.4.1 Ward rounds and clinics 

 
With regard to ward round and clinics, the review team were informed that the resident and SAS 
doctors ‘support the Consultants across all three teams’. In relation to clinics, specifically, the 
review team heard that resident and SAS doctors did not have clinics under their names, ‘Most of 
the time you go as an assistant to the Consultant’. However, there had reportedly been some 
change to this structure, following the mediation. Notably, it was reported that a ‘middle grade list’ 
was introduced, in which ‘one middle grade assists the other’. 
 

5.4.2 Operating Lists 

 
Resident and SAS Doctors expressed disappointment in the level and quantity of operating they 
were allowed to do. Interviewees described doing ‘skin suturing for all of the cases’ and informed 
the review team that ‘you are not allowed to do any surgery, only laparoscopic appendicectomies 
as an emergency, otherwise you just close the skin’.  It was reported that some hadn’t ‘opened a 
patient for three years’ and struggled to get experience in surgery; leading, overall, to an 
unsatisfactory experience. 
 
Some interviewees recognised variation in the training experience, across the service. Comments 
included, ‘There are a couple of Consultants who you can work with, who will let you do things’ 
and ‘There is one Consultant who is supportive’. A very small number of interviewees described 
‘knowledge of… middle grades [operating], supported by a Consultant remotely’; however, others 
reported that they ‘don’t see a lot of middle grade lists going on’. 
 
Reportedly, the service did not have any registrars in the year prior to the invited review. As a 
result, interviewees described thinking that ‘there would be an increase in theatre time. However, 
things have not worked out that way. It has not changed anything.’ The review team heard that 
‘The consultants come and do all the on-call cases’.  
 
Several interviewees, of the relevant staff-grade, described having experience undertaking a 
number of different surgeries, but noted that they had not performed these procedures since 
joining the service. There was a consensus that the service was not ‘using’ the skills that they had. 
 

5.4.3 Training 

 
Resident and SAS Doctors noted that there was some available training ‘arranged by the 
Deanery’. They could also use their ‘study leave to attend various generic SAS courses’. However, 
the review team heard that there was very little ‘locally arranged training’. 
 
A small number of interviewees described a type of laparoscopic training, held by the Clinical 
Director, in which individuals could ‘practice in a simulation’, but no further examples of localised 
training were provided. 
 
 

5.4.4 Culture of the General Surgery service 

 
Resident and SAS Doctors described feeling unsupported and unheard by consultants within the 
General Surgery service. Comments included ‘I would like support if in trouble… I can’t speak to 
anyone, there is only one Consultant I would speak to’ and ‘no one listens to what we think about 
the patients at all’. 
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Several interviewees described receiving ‘personal comments’ from consultant surgeons within 
the service. Interviewees acknowledged feelings of ‘disrespect’ towards Resident and SAS 
Doctors. 

  



 

  

Appendix B  
Not published – contains sensitive and confidential patient level information. 
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Appendix C – Service overview information 

 
Prior to the review visit the healthcare organisation was asked to complete the following ‘service 
overview form’. The information presented below is what was provided. 
 

 Numbe

r 

Additional notes 

Local information 

Catchment 

population 

 
Approximately 331,000 people across West and North Norfolk, North 

Cambridgeshire, and South Lincolnshire.  

• Area: The catchment area covers the towns of King's Lynn, 

Wisbech, Hunstanton, Downham Market, and Swaffham, as 

well as villages and hamlets across an area of over 750 square 

miles.  

• Counties: The hospital provides acute services to populations 

in West and North Norfolk, North Cambridgeshire, and South 

Lincolnshire.  

Contains an ageing and frail rural population. 

 

Sites 

providing 

specialty 

service 

 QEH, North Cambs Hospital (Wisbech) NCH Sites for delivery of 

Endoscopy and Outpatient clinics 

NCH elective services only 

 

Personnel numbers 

Consultant 

Surgeons 

within 

specialty 

service 

7  Substantive 

 Substantive 

 Substantive 

 Substantive 

 Substantive 

 Substantive 

 Substantive 

 (retire and return, FT) 

Vacant post 

 Locum  
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Surgeons 

within 

wider team 

3 Vascular 

 Substantive   

 

Breast 

 Substantive 

 Substantive 

 

Surgical 

registrar 

posts  

12 SCF   3 

SPR   2 

SPD   7 

 

Junior 

doctors 

supporting 

the service 

23 FY1    9 

FY2    5 

SHO  6 

TD     3  

 

Details of on-call 

Consultant 

surgeon 

on-call 

1:9 Including 2 vacant posts covered by 1 locum currently 

 

Surgical 

registrar 

on-call 

e.g. 1:6 Note details of out of hours commitments 

 

Facilities  

Service 

dedicated 

ward beds 

 2 Acute wards and 1 Elective post op ward 

ICU beds  5 

HDU beds  8 

Theatres 

used by 

the service 

 6 Main Theatre, 1 Emergency Theatre, 4 Day Surgery Theatre, 1 Day 

Surgery Treatment room, 1 Theatre within Sandringham  

Inpatient 

elective 

22  
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lists per 

week 

Day case 

elective 

lists per 

week 

7  

Emergenc

y lists per 

week 

 2 lists everyday 

 

New 

patient 

clinics per 

week 

 Week 1 template  Week 2 template 
Sub Specialty  Sub Specialty 
General Surgery  General Surgery 
Main theatre   17  Main theatre   1

6 

Day Surgery 3  Day Surgery 7 
OPD 2WW patients   82  OPD 2WW patients   8

1 

OPD New patients   10
7  OPD New patients   9

3 

OPD Follow up patients   10
1  OPD Follow up patients   9

3 

Breast Surgery  Breast Surgery 
Main theatre   5  Main theatre   4 
Day Surgery 0  Day Surgery 0 

OPD New patients   50  OPD New patients   5
0 

OPD Follow up patients   94  OPD Follow up patients   9
4 

Vascular Surgery  Vascular Surgery 
Main theatre   0  Main theatre   0 
Day Surgery 2  Day Surgery 2 

OPD New patients   24  OPD New patients   2
4 

OPD Follow up patients   20  OPD Follow up patients   2
0 

 

Follow up 

clinics per 

week 

  

Activity numbers per year for the past two years 
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Total 

inpatients 

and day 

cases 

 Please note timeframe of data quoted here 

Outpatient

s seen 

10,486 

10,015 

2023/2024 

2024/2025 to date 

 

Acute 

admissions 

4041 

3814 

2023/2024 

2024/2025 to date 

 

Elective 

admissions 

2999 

2860 

2023/2024 

2024/2025 to date 

 

Number of 

patients 

undergoing 

surgery 

939 

(EM) 

2606 

(DC) 

330 (EL) 

685 

(EM) 

2338 

(DC) 

359 (EL 

 

2023/24 

2023/24 

2023/24 

2024/25 to date 

2024/25 to date 

2024/25 to date 

18 week 

breaches 

506 

519 

523 

585 

560 

557 

644 

677 

724 

727 

747 

April 2023 

May 2023 

June 2023 

July 2023 

August 2023 

Sept 2023 

Oct 2023 

Nov 2023 

Dec 2023 

Jan 2024 

Feb 2024 
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789 

813 

821 

832 

829 

836 

797 

802 

787 

753 

692 

678 

March 2024 

April 2024 

May 2024 

June 2024 

July 2024 

Aug 2024 

Sept 2024 

Oct 2024 

Nov 2024 

Dec 2024 

Jan 2025 

Feb 2025 

 

Patients on 

elective 

waiting list 

1297 

1354 

1317 

1443 

1399 

1336 

1425 

1433 

1465 

1488 

1555 

1575 

1620 

1604 

1665 

1624 

1626 

1553 

1591 

1536 

1532 

1431 

April 2023 

May 2023 

June 2023 

July 2023 

August 2023 

Sept 2023 

Oct 2023 

Nov 2023 

Dec 2023 

Jan 2024 

Feb 2024 

March 2024 

April 2024 

May 2024 

June 2024 

July 2024 

Aug 2024 

Sept 2024 

Oct 2024 

Nov 2024 

Dec 2024 

Jan 2025 
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1436 Feb 2025 

 

Clinical governance arrangement for the past two years 

MDT 

meeting 

frequency 

weekly Upper GI HPB – SMDT - Monday 

Upper GI – Local – Tuesday 

Breast – Local – Wednesday 

Liver & NET SMDT– (fortnightly) Wednesday 

Colorectal – Local – Thursday 

Lover SMDT (CUH) – Thursday 

Upper GI SMDt (NNUH) – Friday 

GIST/NET (NNUH) – Friday 

 

Time 

scheduled 

for MDTs 

 Upper GI HPB – SMDT – Monday – average of 6 per meeting over past 2 

months 

Upper GI – Local – Tuesday – average of 14 per meeting over past 2 

month 

Breast – Local – Wednesday – average of 27 per meeting over th past 

month 

Liver & NET SMDT – minimal cases only when required 

Colorectal – Local – Thursday – average of 20 cases per meeting 

Lover SMDT (CUH) – Thursday – 1 -2 per meeting 

Upper GI SMDt (NNUH) – Friday – average of 5 per meeting over the past 

2 motnhs 

GIST/NET (NNUH) – Friday (joined with the above) 

 

Average 

consultant 

surgeon 

MDT 

attendance 

(%) 

 MDT attendance percentage 01/04/24 to date 

Target percentage = 66% 

Colorectal 

– 82% 

– 60% 

– 56% 

– 80% 

Upper GI 

– 64% 

– 70% 
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24% 

Breast  

 

 

 

M&M 

meeting 

frequency 

weekly Weekly on a Thursday morning 08:00 – 09:00 

Time 

scheduled 

for M&M 

1-2 Usually, 1 to 2 cases are discussed by the junior Drs 

Average 

consultant 

surgeon 

M&M 

attendance 

(%) 

 Please see appended spreadsheet 

There was some significant sickness for a couple of individuals in year 

Number of 

audit days 

last year 

 2 meetings have been held to date since the team were asked to reinstate 

these following mediation in April 2024 

Time 

scheduled 

for audit 

days 

 Monthly clinical governance 2-5pm 

 

Other 

regular 

governanc

e meetings 

Monthly governance meetings for about 3 hours.  Quarterly sessions including critical 

care and anaesthetics.  

National 

databases 

submitted 

to 

NELA 

Complaints, incident reporting and SUIs in the last two years 

Number of 

incidents 

106 
There were 805 incidents submitted between 01/03/2023 and 28/02/2025 
under the specialty ‘General Surgery’. 
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Out of the 805 incidents, 106 have consultant surgeons as handlers, so 
considered medical.  The remaining 699 are being managed by nursing 
staff so are more likely concerns with nursing management.  
Out of the 106 incidents found: 
 

No Harm 47 

Harm Minor 15 

Harm Moderate (DoC completed) 5 

Harm Major 0 

Near Miss Minor 27 

Near Miss Moderate 10 

Near Miss Major 2 

 This is using the NHSE criteria for harm. 

 

Number of 

SUIs 

 
We currently use the PSIRF criteria and so SUIs are no longer a term used 
within the QEH. 
We investigate incidents where there is considered to be learning and the 
decision to investigate is no longer based on harm.  PSIRF started in the 
trust on 01/09/2023. 
During 01/03/2023 and the start implementation of PSIRF on 01/09/2023, 
the following Serious Incidents (SIs) were declared and investigated: 
 
1 Serious Incident (SI).  
WEB99776. Closed October 2023 
 
After the implementation of PSIRF on 01/09/2023 until 28/02/2025, the 
following reviews have been requested: 
 
1 PSII (patient safety incident investigation). 
WEB112219.  Closed February 2025 
 

WEB103651 – Harm Moderate.  
External review requested Nov 
2023 

Open 

WEB104977 – Harm Moderate 
Concise review.  Jan 2024. 

Closed  

WEB104380 – Near Miss, 
Major. Concise review. Dec 
2023 

Closed 

WEB110750 – Near Miss, 
Moderate. Concise review. July 
2024 

Open 

WEB114710 – Near Miss, 
Moderate Concise review. Nov 
2024 

Closed 

 

Number of 

patient 

complaints 

34 
43 Formal complaints were submitted under the general surgery specialty 
within the 2-year time period (01/03/2023 – 28/02/2025). 
 
34 of these complaints included concerns with surgical management (9 
were solely for nursing concerns) 
 
3 have Datix submissions attached to them and have been managed 
through both routes 
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Number of 

never 

events 

0 0 Never Events relating to general surgery 
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Appendix D – Documents received during the review 

 
The following items of documentation were provided to the review team before, during or after 
the review visit. It is requested that the healthcare organisation responsible for commissioning 
the review retains a copy of all items of documentation for its own records, and to be in a 
position to make it available on request and to comply with information access requests. Once 
the RCS England issues the report, it will not keep a copy of this information indefinitely. 
 

• 2324 Plan vs Actual FINAL 

• Copy of General surgery audits (002) 

• 161_Year9_AnnualReport 

• General surgery audits 

• LB Jan - mar 24 

• April_May 2023 CG minutes 

• General Surgery Clinical Governance minutes 100425 

• General Surgery Clinical Governance minutes 12.03.25 III 

• April 2023 mortality minutes.docx 

• May 2023 mortality minutes number 2.docx 

• MM Presentations update .msg 

• Re M+M for General Surgery.msg 

• Re MM cases .msg 

• Copy of Surgery complaints - 01.04.2024 - 31.03.2024 

• AAR WEB112555 Stroke for DLT.pdf 

• SI93902-2023-3006 Final.pdf 

• SI99776-2023-12650 SI - Final.pdf 

• Surgery incidents 01.04.2023 - 31..03.2024.xlsx 

• WEB104380 Final Report.pdf 

• WEB104977 Missed Ca.pdf 

• WEB112219-2024-8017 Final.pdf 

• WEB115336 Rapid Review.pdf 

• WEB115759 - VTE Sandringham. General Surg. Final RR.pdf 

• Copy of Surgery complaints - 01.04.2024 - 31.03.2024.xlsx 

• PSII105384-2024-1309  - Exec approved 03.05.24 v.2 15.05.24.pdf 

• PSII106969-2024-3152 - Final .pdf 

• WEB99974-2023-13557 - Final.pdf 

• M&M Meeting 14th September.pptx 

• April 2023 mortality minutes.docx 

• CH M&M - .pptx 

• M&M.pptx 

•  M&M presentation final.pptx 

• 15.02 Morbidity and Mortality Presentation.pptx 

•  Appendix 3  Case presentation.pptx 

• M&M 28.pptx 

• M&M Minutes 

• m&m presentation 2024.pptx 

• M&M Presentation 16.05.2024.pptx 

• M&M  23.05.2024.pptx 

• M&M. .Final.pptx 

• May 2023 mortality minutes number 2.docx 

• MM 25-8 .pptx 

• MM AH presentation 07.09 .pptx 

• Morbidity & Mortality.pdf 
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• Morbidity And Mortality presentation (ayo).pptx 

• Mortality Meeting .pptx 

• D931713 FINAL TO PRESENT MM 09_05_24.pptx 

• Morbidity and Mortality.pptx 

• M&M Presentation.pptx 

• April 2023 mortality minutes.docx 

• April_May 2023 CG minutes.doc 

• General Surgery Clinical Governance minutes 100425.docx 

• General Surgery Clinical Governance minutes 12.03.25 III.docx 

• May 2023 mortality minutes number 2.docx 

• MM Presentations update .msg 

• Re M+M for General Surgery.msg 

• Re MM cases .msg 

• Deteriorating patient policy 

• ReSPECT policy 

• Deaths_Surgical_Division_2023-24.pdf 

• ISR1287_Emergency_Theatre_Activity_2023-24.pdf 

• LoS_Report_Surgey.pptx 

• Outcome Data 

• Readmissions_Surgical_Division_2023-24.pdf 

• Deaths_Surgical_Division_2023-24.pdf 

• ISR1287_Emergency_Theatre_Activity_2023-24.pdf 

• LoS_Report_Surgey.pptx 

• Readmissions_Surgical_Division_2023-24.pdf 

• Scans of the Clinical Records for cases A1 – A20 (inclusive) 

• Reviewer - Clinical Record Review Log 

• Invited Review Request Form.1 pw 

• Mediation 

• Service Overview Form - SR (002) 

• Anonymous Whistleblowing letter. 

• Trust Final Response to Whistleblowing letter 

• Anonymous Letter to the Care Quality Commission (August 2024) concerning seven 
cases of care 

• Anonymous Letter to the Family of Patient ( ) regarding their care 

• Anonymous Letter to , Chief Executive about emergency general surgery 
operative deaths, citing case  (21 September 2023) 

• Independent Investigation Report by (April 2025) into case ‘A2’ 

• Anaesthetics CLINICAL GOVERNANCE MINS JAN 2023.docx 

• CLIN GOV MEETING MINS 160524.docx 

• CLIN GOV MEETING MINS SEPT 23.docx 

• CLIN GOV MEETING MINUTES 21.03.23.docx 

• CLINICAL GOVERNANCE  MEETING 120224.docx 

• CLINICAL GOVERNANCE  MEETING MINS 22.02.23.docx 

• CLINICAL GOVERNANCE APR 2023 MINS.docx 

• CLINICAL GOVERNANCE COMMITTEE MEETING 19.03.24.docx 

• CLINICAL GOVERNANCE DEC 23.docx 

• CLINICAL GOVERNANCE JAN MINS.docx 

• CLINICAL GOVERNANCE JUNE MINS.docx 

• CLINICAL GOVERNANCE MEETING JUL 2023.docx 

• Clinical Governance Meeting Minutes 120325.docx 

• CLINICAL GOVERNANCE MINS 180424.docx 

• CLINICAL GOVERNANCE MINS 190624.docx 

• CLINICAL GOVERNANCE MINS NOV 23.docx 
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• CLINICAL GOVERNANCE MINS OCT 23.docx 

• CLINICAL GOVERNANCE MINUTES MAY 23.docx 

• RE SJR request  

• ^0M 1.5.24 JS complete 

• SIRF discussion 

• DoC Phase 2  given to pt with AvMA 06122023 

• WEB103651 

• GENERAL SURGERY M&M AND CG CONSULTANT ATTENDANCE 

• Surgery Directorate 1 Chart 

• Elective operations - Copy - From  
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Appendix E – List of interviewees 

 
The following individuals were interviewed as part of this invited review. The RCS England 
provided guidance on who it considered relevant to the Terms of Reference and the individuals 
listed were selected by the healthcare organisation that commissioned this review. 
 

  Consultant Colorectal Surgeon 

  Resident Doctor 

  Resident Doctor 

  Head of Nursing Surgery 

  Speciality Doctor 

  Consultant Colorectal Surgeon 

  Colorectal Nurse 

  Colorectal Cancer Specialist Nurse 

  Directorate 1 Operations Manager 

  Consultant General Surgeon 

  Consultant General Surgeon 

  Consultant Anaesthetist 

  Stoma Care Nurse 

  Resident Doctor 

  Risk & Governance, Surgical Division 

  Consultant Colorectal Surgeon 

  Divisional Operations Director, Surgery 

  Consultant & Governance Lead 

  Specialty Doctor 

  Colorectal Nurse 

  Directorate 1, Service Manager 

  Senior Stoma Care Specialist Nurse 

 

   

  

Theatre Manager 

Consultant Anaesthetist & Service Lead 

Consultant General Surgeon & Clinical 
Director/Service Lead 
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Appendix F – Royal College Review Team 

 
 The Royal College of Surgeons of England 

 
 
 
 
 
 
 
 

  

 
 
 
 
 
 

 

 

 The Association of Surgeons of Great 
Britain and Ireland 

 
 
 

   

 
 
 
 
 

  

 
 
 
 
 

   

 

                                 The Royal College of Anaesthetists 
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 RCS Lay Reviewer 
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Appendix G – “Whistleblowing” Letters 

 

During the production of the draft report, on 14 August 2025, RCS England received an undated 
anonymous “whistleblowing” letter concerning the General Surgery service at the Trust.  

The letter raised potential patient safety issues, and a request for actions that fell beyond the 
scope and the Terms of Reference agreed for this invited service review.  

On 19 August 2025, the “whistleblowing” letter was shared, in confidence, with the review team. 
and the letter was shared, in confidence, with the Medical Director of the Trust on 22 August 2025, 
along with a request that the Trust inform the College of steps it would be taking in response to 
the letter. 

On 15 September 2025, the Medical Director reverted to the College with a list of actions taken in 
response to the concerns raised within the “whistleblowing” letter. 

A second, undated, anonymous “whistleblowing” letter, concerning the General Surgery service 
at the Trust, was received by the College on or about 29 August 2025 (the letter was received in 
hard copy and given that it was not immediately clear which Trust it related to, it took a few days 
for the Trust to be identified). The letter raised concerns regarding alleged unsafe practices, 
favouritism and staff misconduct within theatres.  

The letter was shared with both the Medical Director and the review team, in confidence, on 15 
September 2025. 

Again, the College and review team requested an update from the Trust with regard to actions 
that would be taken in response to concerns raised within the second “whistleblowing” letter. 

 

 

 


