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1 EXECUTIVE SUMMARY 

OVERVIEW 
1.1 On 1 April 2009, the Care Quality Commission (CQC) became the independent regulator for 

all registered health and social care services in England. CQC replaced three earlier 

commissions: the Healthcare Commission (HCC), the Commission for Social Care 

Inspection (CSCI) and the Mental Health Act Commission (MHAC). CQC carries out its 

functions by a process of registration, inspection, monitoring and, if necessary, enforcement, 

using civil and criminal powers afforded under the Health and Social Care Act 2008 (HSCA). 

1.2 Following the establishment of CQC it was set the challenge of developing systems to register 

over 22,000 health and adult social care providers, spanning some 40,000 services, under the 

new HSCA. Of these 22,000 providers, CQC had to register 378 NHS trusts by April 2010. 

1.3 During the period relevant to our review, CQC, as an independent regulator, co-existed 

alongside other entities with responsibility for, or an interest in, patient healthcare, including 

NHS Strategic Health Authorities (SHAs), which were structured across ten regions, 

containing various NHS health trusts; these included NHS Primary Care Trusts (PCTs), 

which took responsibility for managing or commissioning local NHS services. Monitor is the 

regulator of NHS Foundation Trusts. These, along with other entities with an interest in 

patient healthcare, feature in this report.  

1.4 Until April 2012, CQC was structured around seven regions: East, East and West Midlands, 

London, North East and Yorkshire and Humber, North West, South East, and South West. 

CQC's North West regional team was responsible for registering and regulating healthcare 

providers including University Hospitals Morecambe Bay (UHMB), which achieved 

Foundation Trust Authorisation in October 2010. UHMB provides a comprehensive range of 

acute and support hospital services for around 350,000 people across North Lancashire and 

South Cumbria. It largely operates from three main hospital sites: Furness General Hospital 

(FGH), Royal Lancaster Infirmary (RLI) and Westmorland General Hospital (WGH). 

1.5 This report concerns our investigation into CQC's regulatory oversight of UHMB through its 

inspection and monitoring regime, both pre- and post- HSCA registration (in April 2010), in 

response to a complaint filed by a member of the public (the Complainant). Our report also 

addresses what we shall refer to as the "11 questions" and an allegation of a "cover-up", 
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submitted by a Whistleblower at CQC. The series of events significant to this investigation 

span a time period of some four years beginning in autumn 2008.  

1.6 The nature of the allegations made are very serious, with certain events (which include the 

deaths of a number of UHMB patients) currently being investigated by the Police. Our 

investigation has therefore been, of necessity, highly detailed. It has also focused on the 

allegations raised; however, as a consequence of conducting our investigation, we make 

limited reference to broader aspects of regulation in the public healthcare arena, which we 

consider relevant to how CQC fulfils its role.  

KEY ISSUES INVESTIGATED 
1.7 We have investigated the individual questions and broader concerns raised by the 

Complainant and by the Whistleblower. When considered together, however, the majority of 

the questions posed, in essence, combine to challenge the overall quality and effectiveness of 

regulatory oversight of UHMB by CQC during the period under investigation. A key question 

which arises is on what basis CQC registered UHMB without compliance conditions in 

April 2010. 

1.8 We were specifically asked to consider the independence of the decision taken by CQC in 

May 2009 not to investigate a series of maternity deaths at UHMB which occurred in 2008, 

one of which involved the death in November 2008 of the Complainant's child, nine days 

after birth at FGH (referred to as the Baby T case). We were asked to investigate a related 

concern raised by the Complainant that in 2009 the Parliamentary and Health Service 

Ombudsman (PHSO) and CQC may have colluded to agree that the PHSO would not 

investigate the circumstances surrounding the death of Baby T. The Whistleblower also raised 

a concern about a possible "cover-up" by certain members of CQC's senior management and 

the suppression of information requested by the Whistleblower in relation to CQC's 

regulation of UHMB and we have also investigated this concern. 

1.9 We focus on these key issues in this Executive Summary and address the specific individual 

allegations in the main body of our report.  

THE ALLEGATIONS 
1.10 On 19 March 2012, the Whistleblower submitted a paper to certain members of CQC's 

senior management which set out concerns over CQC's regulation of UHMB. This paper 

concluded by requesting answers to 11 specific questions. These questions included asking 
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why CQC had not identified serious issues in the provision of maternity services at UHMB, 

related questions on CQC's regulatory activity, the serving of subsequent enforcement 

warning notices and the decision, ultimately, for CQC to launch an investigation at the Trust 

in early 2012.  

1.11 Subsequently, the Whistleblower asserted that the manifest failure of certain senior 

individuals at CQC to address the above concerns raised further issues, including a question 

as to the probity of these members of senior management and queried if their inaction was 

indicative of some form of "cover-up" at the highest level of the organisation. 

1.12 On 21 November 2012, during the course of our investigation of the Whistleblower's 

allegations, CQC's current Chief Executive held a meeting with the Complainant. In April 

2009, the Complainant had complained to PHSO about UHMB and requested an 

investigation into the circumstances of his child's death. The PHSO (in February 2010) 

subsequently rejected this request. In his meeting with CQC's Chief Executive, the 

Complainant expressed his suspicion that CQC had exerted improper influence on the PHSO 

not to investigate his complaint. He also expressed serious concerns regarding CQC's 

registration of UHMB in April 2010, without compliance conditions. 

1.13 Following the November 2012 meeting, we were asked to widen our investigation to include 

the following three questions, alongside the Whistleblower's allegation of a "cover-up" and 

the "11 questions":  

i Did CQC make its own independent decision about what action to take following an 

investigation case referral from CQC's North West regional team in 2009 into five 

Serious Untoward Incidents (SUIs) that occurred at UHMB maternity services in 2008, 

one of which was the Baby T case? 

ii What was the nature of CQC's subsequent interaction with PHSO and what evidence is 

there regarding a claim that CQC tried to influence PHSO not to investigate the 

complaint?; and 

iii Having had concerns about maternity services in December 2009, on what basis did CQC 

subsequently register UHMB without conditions in April 2010? 

1.14 Taken together, we deem all of the questions raised to relate to the broader question of the 

quality of CQC's regulatory oversight of UHMB during the relevant period. Our work has 

involved review of documents, emails and the interview of a large number of individuals both 

at CQC and elsewhere (but excluding UHMB). It should be noted that we are not clinicians 
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but our work as investigators is directed towards determining the facts and, where possible, 

drawing evidence-based conclusions.  

KEY FINDINGS 
1.15 In undertaking our work on CQC's regulatory oversight of UHMB, we have identified 

aspects of poor governance at CQC (specifically around operational weaknesses) as well as 

questionable decision making by the Regulator. However, in this latter regard, we also have 

concerns about the apparent failure by both UHMB and other healthcare organisations to 

share information with CQC, which had it been made available, would likely have enabled 

CQC to make more informed decisions. This particular issue has also had implications for the 

subsequent authorisation by Monitor of Foundation Trust status to UHMB, as we 

understand Monitor, in part, relied upon care quality information provided to it by CQC.  

1.16 We cannot say what impact the apparent failure in regulatory oversight had on levels of 

patient care at UHMB but it should not be overlooked that at all times in the period under 

review, we understand that the North-West SHA held the lead role in performance 

management at UHMB and was responsible for strategic supervision of hospital care, while 

the related Primary Care Trusts (North Lancashire and Cumbria) had responsibility for 

monitoring UHMB (and other local NHS healthcare providers) to ensure the right range and 

standards of care were being delivered at the Trust. For the avoidance of doubt, CQC's role is 

to regulate healthcare services and not to manage them. 

1.17 Regarding the allegation made by the Whistleblower of a "cover-up" of CQC's regulation of 

UHMB, we found no evidence of a "cover-up" specifically directed at the Whistleblower's 

concerns. However, we did find evidence of the apparently deliberate suppression of an 

internal CQC report entitled "Summary of the internal review of the regulatory decisions and 

activity at UHMB", which was commissioned by senior management in October 20111. It was 

discussed at a meeting of a select group of senior individuals in March 2012, and was critical 

of CQC's regulatory oversight at UHMB. The report was discussed ahead of a high-level 

meeting with Monitor. The report addressed many of the same issues the Whistleblower was 

to raise and the alleged decision to suppress it (very shortly before the Whistleblower 

submitted their own questions) may constitute a broader and on-going cover-up.  

_________________________ 
1 This allegation has been denied by the person who is alleged to have given an instruction to delete 
this report. 
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1.18 On the issue of possible collusion between CQC and the PHSO not to investigate the Baby T 

case, we found no evidence to support this allegation.  

1.19 We observed indications that, at certain times, a dysfunctional relationship may well have 

existed between the various stakeholders, most notably between the SHA and CQC, 

especially regarding information sharing. We note that these observations echo problems 

encountered during an earlier period at Mid-Staffordshire Foundation Trust. The West 

Midlands SHA opening statement2 to the Mid Staffordshire NHS Foundation Trust public 

inquiry on 11 November 2010 stated problems “were not picked up, or were not treated 

sufficiently seriously, by a large number of bodies, or if they were picked up, they were not shared 

between them”. We question whether this is indicative of a more systemic issue which may be 

worthy of further reflection by the Department of Health (DoH).  

1.20 We were also struck by, what we were told was, the lack of an obligation for UHMB to 

disclose critical information (specifically in this case, findings of a review of maternity services 

by Professor Dame Pauline Fielding conducted in 2010) to CQC, which if it had been 

disclosed may well have resulted in a different outcome at registration.  

REGULATORY OVERSIGHT 

1.21 Our overall view is that CQC will consider that there were a number of failures in its 

regulatory oversight of UHMB, both centrally and regionally, during the period under review, 

certain of which should, in our opinion, have been recognised at the time. We noted:  

• weaknesses in governance around systems and procedures to assure the quality, 

accountability and proper management of CQC's operations and delivery of service, 

manifesting itself, at times, in the apparent inaccuracy of the monthly risk rating ascribed 

to UHMB;  

• a lack of detailed prescribed procedures, including at registration and for conducting 

investigations;  

• a lack of transparency around why certain decisions were made or changed (for example, 

a visit to FGH in October 2010 which was not documented); and ultimately 

• an apparent decision in March 2012 to delete the internal report referred to above, on the 

quality of CQC's regulatory oversight at UHMB, which had identified and summarised 

many of these same issues. 

_________________________ 
2 http://www.nhsconfed.org/Key-Health-Issues/HPD-December2010/Pages/Policy-Developments-
summary10-141210.aspx 
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REGISTRATION OF UHMB 

1.22 The Complainant asked about the basis on which CQC registered UHMB without 

compliance conditions in April 2010. Our key finding is that we cannot say if UHMB should 

have been registered with conditions (this is not our field of expertise) but we have identified 

the following weaknesses which may have resulted in there being no compliance conditions 

attached to the decision to register:  

• an apparent lack of clear procedures, guidelines and effective training for CQC staff 

concerning the registration process; 

• a general lack of resources, capacity and time to conduct pre-registration inspections 

leading to a perception amongst regional staff of a 'register now - check later' philosophy;  

• an over-reliance on UHMB's self-assessment as part of the application process; 

• an over-reliance on third party assurance;  

• weaknesses in management information systems which failed to capture within CQC all 

known and available key information on UHMB and required follow-ups, resulting in the 

resultant downgrading (ie from high risk to low risk) of its risk rating; 

• an apparent lack of clinically experienced staff within CQC's North West region to 

perform inspections; 

• the registration assessment not taking into account all of the available information 

regarding UHMB both held within CQC and known by other stakeholders; 

• a lack of clarity over responsibilities of the regional team and CQC's central function 

regarding the registration approval process; 

• the failure of UHMB itself to provide all relevant information for CQC to consider and 

the failure of CQC to require a representation that all relevant information had been 

provided to it by the applicant; 

• at times, an apparently dysfunctional relationship between CQC and other stakeholders, 

which resulted in critical information on the quality of care at UHMB not being shared; 

and 

• a lack of continuity of oversight by the regional team including the failure by an outgoing 

manager to pass on key information or conduct a specific briefing on UHMB to his 

replacement, including that historically UHMB had apparently withheld key information 

from CQC. 

1.23 In the months leading up to registration, CQC had received details of various action plans 

from UHMB in response to earlier concerns, as well as various reports, which appear to have 
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afforded assurance and mollified concerns within the regional team. As part of the 

registration process, a CQC regional assessor had also followed up on specific issues with 

UHMB by telephone and email and received further assurance on the issues raised. The 

regional assessor referred UHMB's application to CQC's National Quality Assurance Group 

(QAG) due to concerns over staffing levels, but QAG (formed to ensure consistency of the 

registration process across CQC) was satisfied that UHMB could be registered without 

compliance conditions. This was probably a marginal decision made by QAG, based on the 

information then known to CQC. 

1.24 While we are unable to comment whether UHMB should have been registered without 

compliance conditions, we have seen evidence of a senior member of CQC's operations team 

stating, after the fact, that the decision to do so was not an appropriate one. This statement 

was made with the benefit of hindsight and on the basis of additional information which had 

come to light in the interim.  There is no evidence that contemporaneously any stakeholder 

queried the registration of UHMB without compliance conditions. 

1.25 Another weakness we identified in the registration process relates to what appears to have 

been a decision at the time UHMB's registration was approved to issue an "improvement 

letter" (in relation to staffing at UHMB). CQC is unable to provide any detail as to the 

proposed contents of the improvement letter or whether such a letter was actually sent; we 

have found no evidence that it was. There is a lack of transparency around this issue, which is 

but one example of a poor administration process.  

1.26 Whilst we are critical of CQC's performance around registration, there are other equally 

important factors, which we consider if they had been known to CQC might have resulted in 

a different outcome to the registration process. CQC could not defer registering UHMB but 

might have registered it with compliance conditions. The most relevant factor is that CQC 

was not in possession of all the information available, (which the public might reasonably 

expect it to possess, including on-going concerns held by other stakeholders about the quality 

of care at UHMB), to have enabled it to make a fully informed decision to proceed with 

registration without compliance conditions. However, information already in CQC's 

possession (for example, a septicaemia mortality alert and lumbar puncture concerns) does 

not appear to have been taken into account during consideration of the application. This 

reflects a weakness in the quality of available management information. Perhaps, more 

importantly, information held by others, including UHMB itself, was not disclosed to, or 

shared with, CQC. 
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1.27 We have particular concerns regarding the failure by UHMB to fully disclose all relevant and 

known information to CQC in its self-assessed application for registration made on 

25 January 2010. The Trust can be excused to some extent in this regard, however, as we 

were advised that there was no mandatory obligation for an entity seeking to register to do so.  

This is in stark contrast to other regulatory environments such as financial services3.   

1.28 There was also no obligation for UHMB to confirm in the registration application that it had 

fully disclosed all relevant information. We consider this to be a weakness in the design of 

CQC's registration process.  It is particularly relevant in UHMB's case as in the first quarter 

of 2010, at the time CQC was considering its application, UHMB failed to advise CQC that, 

as a result of the five maternity Serious Untoward Incidents (SUIs) which had occurred in 

2008, it had commissioned a review of maternity services by Professor Dame Pauline Fielding 

(the Fielding review). We would view this as material information a regulator would wish to 

know. In January 2010, CQC was apparently in attendance at a stakeholder meeting when 

reference to this review was made. We do not know the full nature of this reference but for 

whatever reason CQC appears not to have appreciated its potential significance.  

1.29 The Fielding review resulted in a report (the Fielding report), which although finalised after 

the 1 April 2010 registration deadline (albeit a draft existed at 31 March 2010), was critical of 

UHMB's maternity services. Although CQC sought additional information on other issues as 

part of the registration process, its apparent lack of awareness of the Fielding review and its 

scope meant it did not seek any updates on the review's progress or initial findings. That said, 

even if CQC had been aware of the on-going review during the registration process, we 

understand the law did not provide for a registration that might be conditional on a specific 

matter such as a satisfactory outcome of the Fielding review. CQC formally came into 

possession of the Fielding report in spring 2011, although there is some evidence to suggest it 

also learned of the review during an inspection visit undertaken in June 2010 but again CQC 

appears not to have appreciated its significance. 

1.30 As stated above, there is some evidence that the existence of the review had been known to 

CQC in January 2010, but there is no evidence that this information was held centrally or 

shared in any way. This is again an example of the lack of quality management information 

upon which CQC could make informed decisions. It is not clear to us when the regional SHA 

_________________________ 
3 For example, the Prudential Regulatory Authority applies Principle 11 of the former Financial 
Services Authority's Principles for Businesses: A firm must deal with its regulators in an open and 
cooperative way, and must disclose to the appropriate regulator appropriately anything relating to the 
firm of which that regulator would reasonably expect notice. 
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(which provided frequent assurance on UHMB including the local performance 

management), or the local PCT, knew of the existence of this review.  

1.31 We note that according to a CQC briefing paper dated June 2009, the SHA encouraged trusts 

to share high profile SUIs with CQC. UHMB did not inform CQC of the five maternity SUIs 

and neither did the SHA. We are not aware of any memoranda of understanding (MoU) on 

information sharing, which existed at the time, and we found a lack of transparency among 

the agencies as to how decisions on sharing information should be taken. This may well have 

resulted in a lack of effective partnering and information sharing between health bodies but 

does not indicate an effective interaction between CQC and the local SHA.  

1.32 Equally, questions arise as to the effectiveness of CQC's interaction with the local PCT which 

also had its own concerns about UHMB in the period shortly before registration. Prior to 

a meeting held in February 2010, North Lancashire Teaching PCT had advised UHMB of 

"a long running set of concerns", raised by others of the Trust's services as well as its own 

concerns. The PCT did share its concerns with CQC but not until June 2010 i.e. after 

registration.  

1.33 While we have identified specific weaknesses in CQC's registration process, we consider it 

important to appreciate the context within which the new regulatory body was operating; as 

the DoH Performance and Capability4 review (DoH review) of CQC published in February 

2012 noted: 

"The regulatory framework within which CQC works was 

developed by the Department and was new; the NHS had never 

been regulated before and no previous regulator has sought to 

cover health and social care using a common set of standards". 

1.34 To provide some context, of the 378 trusts registered by CQC, only 22 were registered with 

conditions. The DoH review also acknowledges a number of weaknesses within CQC which 

touch upon some of the areas we have investigated, in that: 

"With hindsight, both the Department and CQC underestimated 

the scale of the task of establishing a new regulator, bringing a 

new regulatory system into place and managing expectations of 

_________________________ 
4 Published February 2012 
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what CQC’s role would be. Even so, CQC could have done 

more to manage operational risks." 

POST REGISTRATION OVERSIGHT 

1.35 Following the registration of UHMB, there were further interactions between CQC and 

UHMB.  The CQC North-West region planned to carry out compliance reviews at all NHS 

trusts in the region within two years of registration. After CQC received the Fielding report in 

2011, a one-day review (excluding maternity services due to the impending Baby T inquest) 

took place at RLI in April 2011 with a resulting upgrade (ie from low risk to high risk) in the 

risk rating to Amber/Red.  

1.36 A follow up visit planned for autumn 2011 was, we understand, 'overtaken by events' 

following CQC's July 2011 unannounced inspection of maternity services at three UHMB 

sites, which resulted in enforcement action by way of a Warning Notice being served in 

September 2011. This was followed in turn by the instigation of Gold Command5 by the 

SHA and ultimately a full investigation by CQC undertaken at the Trust in early 2012. 

1.37 The Gold Command was formed by SHA in October 2011 after the declaration of a "major 

incident" following increasing concerns and further SUIs at UHMB during 2011. The SHA 

apparently declared a major incident "as a means of imposing special arrangements for them to 

oversee the response" at UHMB.  CQC questioned internally whether the SHA held the 

powers to do so as it considered the "powers lie with Monitor" and CQC.  This indicates a 

lack of a clearly articulated position as to which entity held the senior oversight responsibility 

for UHMB.  This situation may well have created a delay in CQC launching its own 

investigation at UHMB which did not begin until January 2012 (see below).   

1.38 A full CQC follow-up review to the September 2011 Warning Notice was proposed for early 

December 2011; however, this did not occur. We are told that CQC held back on an 

inspection due to the support that the Trust was receiving at the time through the actions of 

Gold Command and also due to a "diagnostic review" (into maternity and paediatric services 

at the Trust) that Monitor caused to be commissioned in November 2011. We have been 

given conflicting information about whether a follow-up inspection is mandatory following 

the compliance date of a Warning Notice being reached. This appears indicative of a lack of 

_________________________ 
5 A strategic structure established and chaired by SHA to establish control of major risks and 
weaknesses in the healthcare provision by UHMB by formulating the strategy for dealing with non-
compliance. 
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clear operational guidance resulting in confusion between CQC's compliance teams and 

policy leads. 

1.39 A point of note and concern is that there appears to have been little discussion of UHMB in 

CQC's Risk and Escalation Committee (REC) meetings over this period (September 2011 to 

December 2011), which is surprising and, in our view, a failing given the remit of the REC 

and the accelerating concerns generally about the Trust by other organisations; concerns 

which were known to CQC's regional team. 

1.40 The September 2011 Warning Notice was served six weeks after the 18-20 July 2011 

inspections. This is slow compared to CQC's new enforcement guidelines which require 

service within two weeks (no rule existed at the time). 

1.41 A further inspection is required should any SUIs occur between service of the Warning 

Notice and the deadline for compliance. There were three SUIs (two maternity) and a further 

possible maternity SUI in the compliance period of this Warning Notice. Although CQC did 

carry out an inspection at FGH maternity unit on Saturday, 1 October 2011, this was 

apparently not documented. Additional visits were not conducted by CQC following the third 

and fourth incidents, in apparent contravention of its own policy. 

1.42 CQC formally decided on 15 December 2011 to carry out an investigation at UHMB. It is not 

clear why it took so long for CQC to reach this decision, following the 2 September 2011 

Warning Notice, the deteriorating situation at the Trust, namely the three SUIs, the one 

possible SUI and adverse mortality data (in October 2011, CQC learned that UHMB had the 

highest mortality rate in England). CQC staff told us they held back on launching an 

investigation due to other work being undertaken at the time by Gold Command and 

Monitor. 

1.43 Overall, there is a lack of clarity over why the decision to investigate was made when it was. 

Although there is an Investigation Terms of Reference (published on the CQC website) and 

there was mention in the REC meetings, there was no detailed discussion at the REC of the 

rationale for, and objectives of, the investigation, further underlining operational weaknesses. 

CQC INTERNAL REVIEW OF REGULATORY DECISIONS AT UHMB  

1.44 In October 2011, it appears that Monitor became concerned about its approval process for 

authorising UHMB's Foundation Trust status in October 2010, a decision which in part was 

based on positive assurances provided to it by CQC regarding the known problems in 
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maternity services. Monitor signalled to CQC its intent to commission an external review of 

its decision making leading to UHMB's Foundation Trust authorisation.  

1.45 At the same time, a senior CQC individual commissioned a senior manager to undertake an 

internal review of CQC's regulatory decisions taken since April 2010, along with certain 

specific issues, including whether "… is it reasonable for the region to have determined it was 

compliant and provided assurance to Monitor and then to issue a [Warning Notice] just over 

12 months later on issues similar to previous concerns". The review was classed as a Serious 

Untoward Incident review. 

1.46 We only became aware of this review during our investigation when we were informed by 

a member of the regional team. We followed up by interviewing the individual who 

undertook the review. He informed us that at a meeting in March 2012 that he was instructed 

by a member of senior management at CQC to "delete" the report of his findings. This 

allegation has been denied by the member concerned and two other senior individuals 

present at the meeting also could not remember the instruction being given.   

1.47 The individual claimed what laid behind the instruction to him to delete his report was a 

sense that it contained findings that were potentially damaging to CQC's reputation. CQC 

was due to meet Monitor the following day to discuss the findings of Monitor's own 

externally commissioned review of its decision-making that led to it approving UHMB's 

Foundation Trust Authorisation.  

1.48 We eventually obtained a copy of this report from one of the attendees of the March 2012 

meeting. The report is critical of CQC and references: 

• over-reliance on assurances provided by UHMB and the SHA and the willingness to 

accept information at face value; 

• insufficient validation of information that would have helped strengthen regulatory 

judgments; 

• a failure to recognise that the absence of independent assurance information should have 

triggered evidence gathering; 

• local CQC staff and management changes resulting in discontinuity in regulatory 

oversight;  

• an incongruence between the apparent level of confidence in UHMB and past levels of 

concern and action taken; 



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 15 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

• a UHMB registration process that was inadequate in terms of identifying potential risk 

indicators; 

• a lack of timely use of information and action by the regional team when triggers 

suggesting the need for regulatory intervention arose; and 

• flaws in the way in which CQC's Quality and Risk Profile operated, thereby increasing the 

potential for misinterpretation of organisational risk.  

1.49 Having identified the above issues, the conclusions note that evidence of "falling standards of 

care" although evident at the time, was not known to CQC and that "the information that CQC 

was sighted on supported the conclusions and judgments that were made". 

1.50 We have carefully considered whether evidence exists to corroborate the assertion that there 

was an instruction to delete this report. We conclude that such corroborative evidence exists 

in the form of a contemporaneous note of the meeting and the lack of action taken on the 

information included in the report, most notably at the next meeting of the REC. We were 

also surprised that the fact that such a review took place was not shared with us during 

briefings we held with the senior member of management, who allegedly gave the instruction 

to delete the report, ahead of the commencement of our work. We have given careful 

consideration to whether the alleged instruction to delete this report could in effect constitute 

a deliberate "cover-up" and if so what would be the reason for doing so? We have concluded 

on balance the evidence (discussed further below), suggests it might well have constituted a 

deliberate "cover up".  

THE COMPLAINANT 
1.51 In response to the three questions we were asked to answer as regards the Complainant, we 

consider that the Central Investigation team at CQC made its own independent decision in 

May 2009 regarding what action to take following an investigation case referral from the 

CQC North West regional team regarding a series of five maternity SUIs, including the Baby 

T case. In determining not to commission an investigation (at that time), we have seen no 

evidence of any attempt by any other party to interfere in CQC's decision making process. 

1.52 One might consider, however, whether the original decision not to investigate was the correct 

one in light of the differences of opinion as to whether taken together the circumstances 

surrounding the five SUIs in maternity were indicative of a systemic issue or not. 

Investigating individual cases was outside the remit of CQC (it was noted by CQC at the time 

that the Baby T case was being considered by PHSO, which does take on individual cases). 
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Investigating apparent systemic issues does fall within CQC's regulatory remit. Consideration 

as to whether the decision was correct was, however, outside our remit. 

1.53 CQC's original decision not to investigate appears to have been taken on the basis that the 

formal referral document itself only related to the Baby T case. That said, the original referral 

email from the regional team to the central Investigations team did make reference to the 

four other recent maternity SUIs. It does appear that the SUIs were subsequently considered 

during the decision making process by CQC but the view finally taken was, in effect, that they 

were not related.  

1.54 The available evidence could be viewed as indicating that the level of rigour applied in the 

decision making process could have been more robust but it does appear that the decision 

made was, at least in part, because PHSO was already independently considering the case. 

Nevertheless, we consider that the recorded rationale for the decision could have been 

clearer. After the original decision had been made, the CQC regional team remained 

interested in the outcome of PHSO's deliberations as to whether it would investigate the 

Baby T case. 

1.55 Regarding the principal complaint of the Complainant, we found no evidence to support the 

serious allegation that CQC's then Chief Executive tried to influence PHSO not to investigate 

the complaint in question. We have found no evidence of any impropriety having occurred 

and consider that the nature of the interaction between PHSO and CQC in relation to the 

Baby T case was not, in any way, irregular.  

1.56 Although we recognise the Complainant's acute frustration that the circumstances 

surrounding his child's death have still not been investigated to his satisfaction (and indeed is 

outside the scope of our review), based upon what we have learnt from enquiries with PHSO, 

their decision not to investigate the individual death of his child appears consistent with 

PHSO's criteria that it only investigates individual cases. PHSO appear to have concluded 

that the events at UHMB maternity services in 2008 constituted a systemic issue that fell to 

CQC to consider as a whole.  

1.57 It is apparent that there were differing views on this point. We have seen evidence that 

(individually within both CQC and PHSO) there was debate as to whether the circumstances 

of the Baby T case was an individual matter requiring investigation by PHSO, or if the issues 

arising from it and the presence of the other maternity SUIs combined to make this a case 

where systemic issues were present which warranted the matter to be actioned by CQC. It is 
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clear from our investigation that ultimately in February 2010 (after a number of months of 

consideration of the issues, including the input of clinical expertise), the issues were deemed 

by PHSO to fall to CQC to action and CQC accepted this decision.  

1.58 In reaching its decision not to investigate, PHSO sought assurance that CQC would consider 

the apparent systemic care issues prevailing at UHMB maternity services. PHSO appears to 

have asked for this assurance so that it could, in effect, "hand-off" the complaint it had 

received to CQC, safe in the knowledge that the Complainant would receive satisfactory 

remedy through the follow-up action CQC would take. On 12 November 2009, CQC's 

Regional Office had given PHSO, in unambiguous terms, the assurance it sought. PHSO had 

indicated to the Complainant in November 2009 that this was likely to be the outcome and 

confirmed this in writing to him on 3 February 2010. 

1.59 CQC's Regional office then appears to have reached a view that was directly contrary to 

PHSO's own assessment of whether the five SUIs were evidence of systemic issues, to a 

finding that the SUIs did not constitute a "cluster event". This decision was apparently based 

on an assurance from the SHA that the five maternity SUIs from 2008 had no clinical 

commonalities. The local SHA provided CQC with assurance as it considered UHMB's 

responses to the SUIs and its progress to be satisfactory. 

1.60 Despite the assurance made to the PHSO that CQC's Regional team would then follow up on 

the issues, it failed to do so, as no further CQC follow-up on UHMB's action plan appears to 

have been taken post February 2010. There is no transparent record of any decision not to do 

so, and it is unclear as to why there was no follow up action taken, nor any referral of the 

Baby T case back to PHSO. UHMB was registered without compliance conditions less than 

two months later on 1 April 2010. 

THE WHISTLEBLOWER 
1.61 In the first instance, the allegation of a "cover-up" originated from the Whistleblower's claim 

that the continued failure of certain, senior CQC individuals to address his concerns about 

the regulation of UHMB, formally raised by him on 19 March 2012, amounted to a form of 

cover-up, ostensibly to protect personal reputations. This is a very serious allegation to which 

we have also given lengthy and very careful consideration.  

1.62 We found no evidence that any deliberate action was taken to prevent the concerns raised by 

the Whistleblower being reviewed. However, we observed weaknesses in the management 
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and governance at CQC during the period under review, an observation first raised in the 

DoH review of CQC published in February 2012.  

1.63 We also infer from our investigations that a less than harmonious and probably dysfunctional 

working relationship may have developed between the Board and the Executive. This is 

another potentially salient feature touched upon in the DoH review of February 2012: 

"… accountabilities are unclear. There is a blurring of the 

boundary between the Board and the executive team, with the 

Board only recently moving to take on a stronger role to 

constructively challenge the executive team." 

1.64 The DoH report made recommendations to address this and broader issues related to 

corporate governance. It also noted that "some of CQC's decisions have been the focus of 

external criticism"6.  

1.65 Although we found no evidence of a "cover-up" as specifically alleged by the Whistleblower, 

as noted above, we did uncover activity which could be construed as representing a senior 

management cover-up regarding CQC's knowledge of its own failings regarding the 

registration of UHMB and subsequent assurances it gave to Monitor as part of its process in 

considering UHMB for Foundation Trust Authorisation. During our investigation into the 

events leading up to the launch by CQC of an investigation of UHMB in January 2012, we 

discovered that a key internal review had been commissioned of "…the regulatory decisions 

and activity at UHMB". The report of that review was not notified to the Board, or otherwise 

disseminated beyond a small number of senior managers and, as described above, the author 

was allegedly instructed to delete it.  

1.66 We have considered whether the circumstances surrounding this apparent instruction to 

delete the report may have in any way impacted on the apparent reluctance of certain 

individuals to respond to the Whistleblower's questions. We found a series of events in close 

temporal proximity, over a period of a month, which we consider relevant to this issue. The 

period in question includes the following events: 

Date Event 
23 February 2012 The publication of the DoH report. 
12 March 2012 The internal meeting of senior CQC personnel to discuss the internal 

review report and plan for a meeting with Monitor. 

_________________________ 
6 DoH Report 2.16, p.16 
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Date Event 
13 March 2012 Meeting between CQC and Monitor regarding UHMB. 
14 March 2012 CQC Board meeting, at which the Board declared that Monitor 

should accept its responsibility for the Foundation Trust 
Authorisation of UHMB. 

19 March 2012 Receipt of the 11 questions from the Whistleblower. 
22 March 2012 CQC Risk Escalation Committee meeting at which, despite the 

findings of the review, reference to UHMB is limited to an unrelated 
case. 

  
1.67 By the time the Whistleblower questions were received on 19 March 2012, CQC may well 

have felt under pressure, having been exposed to criticism not only as a result of the DoH 

report but also from its own internal review on UHMB. CQC may well have felt defensive 

about exposing itself to further criticism and therefore did not act promptly to review the 

concerns identified in the internal review report, which might have resulted in further 

negative scrutiny. 

CONCLUSION 
1.68 The allegations we have investigated and the events we have described have identified 

a failure of governance, including operational weaknesses concerning CQC's regulatory 

oversight of UHMB, and the apparent suppression of an internal report highlighting many of 

these issues. We are aware of changes which have already been implemented by CQC both as 

regards personnel and of various process improvements.  

1.69 While the decision to register UHMB without compliance conditions was CQC's alone, it 

appears that other stakeholders including the SHA either failed to share relevant information 

with CQC, or did not share such information in a timely manner. It should be noted that 

given our remit we have not interviewed any representative from the SHA, Monitor or 

UHMB and would wish to highlight that these organisations have not had the opportunity to 

comment on any of our observations.  

1.70 SHAs no longer exist following their abolition as part of the Health and Social Care Act of 

2012, and it is hoped that better partnering occurs, perhaps through the use of MoUs 

between NHS England and the various Clinical Commissioning Groups. Finally, we note our 

surprise that in a regulatory environment, a regulated entity was not itself obligated to bring 

matters of high importance to the attention of its regulator and note that this still appears to 

be the case. 
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FURTHER CONSIDERATIONS 
1.71 CQC asked that we anonymise individuals referenced in this report. For this reason, in parts 

I, II and IV of this report we refer to job roles only. Additionally, in this Executive Summary 

and the section of the report where we consider the alleged "cover-up", we have ignored 

gender and refer to all individuals as "Mr". We do not consider that our approach to 

affording anonymity to individuals in any way impacts on the findings from our work.  

1.72 This Executive Summary should not be read or relied on in isolation and this report must be 

considered as a whole; selecting portions of our work, without considering all factors and our 

analysis together, could create a misleading view of the process underlying our conclusions. 

1.73 The preparation of this report is a complex process and it is not appropriate to extract partial 

analysis or make summary descriptions without proper reference to the full report. Any 

attempt to do so could lead to undue emphasis on any particular factor or analysis. The key 

findings set out in this Executive Summary should be considered in the wider context of the 

detailed findings set out in the main body of this report. 

1.74 This report has been prepared exclusively for CQC.  To the fullest extent permitted by law, 

we do not accept or assume responsibility to anyone other than CQC for our work, our 

report and other communications, or for any opinions we have formed.  We do not accept 

any responsibility for any loss or damages arising out of the use of the report by CQC for any 

purpose other than in connection with Project Ambrose. 
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2 BACKGROUND 

2.1 In this section we briefly introduce some of the key organisations, persons and events 

relevant to our investigation, before describing our specific instructions and the format of this 

report. Appendix 1 also provides a glossary of key terms and abbreviations. 

THE CARE QUALITY COMMISSION 
2.2 The Care Quality Commission began operating on 1 April 2009 as the independent regulator 

for all registered health and adult social care services in England. Under the legislative auspice 

of the Health and Social Care Act 2008 (HSCA) CQC replaced three earlier commissions: the 

Healthcare Commission, the Commission for Social Care Inspection and the Mental Health 

Act Commission. As a regulator, CQC ensures that the services provided by those bodies 

within its regulatory remit comply with essential standards of quality and safety of care. 

2.3 CQC carries out its functions by a process of registration, inspection, monitoring and, if 

necessary, enforcement, using the civil and criminal powers afforded to it under the HSCA. 

Enforcement can take a number of forms such as: issuing fines or Warning Notices, stopping 

admissions into a care service, suspending, restricting, or cancelling a care service’s 

registration, or criminal prosecution. Where significant concerns are identified in relation to 

the care provided by a care system, CQC may, under section 48 of the HSCA, carry out 

a special review or investigation in order to identify the root cause(s) of any serious failings.  

UNIVERSITY HOSPITALS OF MORECAMBE BAY 
2.4 CQC's North-West regional team is responsible for registering and regulating healthcare 

providers in this region, one of which is University Hospitals of Morecambe Bay Foundation 

Trust (UHMB). UHMB became a Foundation Trust on 1 October 2010 and provides 

a comprehensive range of acute and support hospital services for around 350,000 people 

across North Lancashire and South Cumbria7. It operates from three main hospital sites: 

Furness General Hospital in Barrow (FGH), Royal Lancaster Infirmary (RLI) in Lancaster, 

and Westmorland General Hospital (WGH) in Kendal. It also manages two centres - Queen 

Victoria Hospital in Morecambe and Ulverston Community Health Centre.  

2.5 FGH and RLI provide a range of "General Hospital" services, with full emergency 

departments, critical/coronary care units and consultant-led beds. WGH provides a range of 

_________________________ 
7 www.uhmb.nhs.uk/about-us/ 
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General Hospital services, together with a Primary Care Assessment Service (PCAS) and 

GP-led inpatient beds, operated by Cumbria Partnership NHS Foundation Trust8. All three 

hospitals, namely RLI, FGH and WGH are registered to provide maternity and midwifery 

services. 

KEY EVENTS RELEVANT TO THIS REPORT 
2.6 Our investigation concerns CQC's relationship with UHMB, both regulatory and non-

regulatory given the fact that when CQC came into existence, the full provisions of the 

HSCA 2008 had not been fully brought into force and UHMB, therefore, did not fall within 

the full regulatory ambit of HSCA until 1 April 2010. The period of events relevant to this 

investigation spans over three years from April 2009 to July 2012. During this period, a large 

number of significant events occurred in relation to CQC's regulation and monitoring of 

UHMB. We discuss these events in detail throughout this report but first introduce the main 

events in the format of a simple timeline, in order to set the scene:  

Date Event 

18 May 2009 Baby T's father writes to CQC with concerns over the death of his 
new-born child in November 2008. The following day CQC first 
learns of a number of SUIs (five maternity related) at the Trust in 
2008/09, including the Baby T case in maternity.  

27 May 2009 CQC's Investigation Team considers but rejects investigation of 
the maternity SUI referred to it by CQC's North-West Regional 
team. Monitor put UHMB's FT application "on hold". Baby T's 
father advised on 5 June 2009. 

15 June 2009 CQC risk rating for the Trust is increased to "Red" due to 
concerns regarding the SUIs. 

12 August 2009 CQC and PHSO meet at CQC's London offices. 

16 December 2009 CQC NW Regional Director writes to Baby T's father describing 
concerns re systemic failures at the Trust. 

January 2010 "Pauline Field[ing] review into clinical governance" first mentioned 
at a stakeholder meeting hosted by CQC. 

3 February 2010 PHSO formally rejects investigating the Baby T complaint by 
writing to Baby T's father. 

1 April 2010 UHMB registered by CQC, without compliance conditions. 

12 April 2010 CQC reduces its risk rating of the Trust to Green. 

16 April 2010 CQC writes to Monitor to confirm that its level of concern re: 
UHMB had reduced to minor concerns. At this point Monitor's 
FT assessment is restarted. 

5 May 2010 North Lancashire PCT writes to UHMB with concerns on the 
Trust's performance. 

26 May 2010 North Lancashire PCT medical paper highlights a litany of patient 

_________________________ 
8 www.uhmb.nhs.uk/about-us/ 
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Date Event 

care concerns at UHMB. 

26 June 2010 CQC conducts an unannounced inspection at FGH and finds the 
site compliant. 

6 August 2010 Fielding report finalised, uncovering severe deficiencies in 
UHMB's maternity services. It is not shared with CQC at this 
point. 

30 September 2010 CQC confirms to Monitor that Trust is "Green" rated. 

1 October 2010 UHMB is authorised as a Foundation Trust by Monitor. 

21 January 2011 CQC first aware of findings of Fielding report and formally obtains 
it in April 2011. 

20 April 2011 CQC conducts a planned Compliance Review at RLI initially 
finding seven minor and three moderate concerns. 

June 2011 Baby T inquest held by Coroner resulting in a "Rule 43" letter. 
Cumbria Constabulary launch a Police investigation. 

18-20 July 2011 Unannounced maternity inspection by CQC and NMC, identifies 
three major concerns. 

2 September 2011 CQC serve Warning Notice against the Trust for Regulation 10. 

September 2011 Police announce formal opening of an investigation into patient 
deaths at UHMB. 

27-28 September 
2011 

Two SUIs at UHMB in maternity related to issues raised by 
recently served CQC Warning Notice. 

1 October 2011 CQC inspection at FGH, nothing of note observed. 

3 October 2011 SHA initiates "Gold Command" to monitor the Trust. 

7 October 2011 Major incident alert triggered re UHMB. 

11 October 2011 Monitor issues FT Breach Notice. 

12 October 2011 A further baby death occurs at the Trust. 

13 October 2011 SHA declares a Major Incident. 

14 October 2011 Internal "SUI" review commissioned into CQC's regulatory 
decisions on UHMB. 

21 October 2011 UHMB identified as having the highest mortality rates in England. 

3-7 November 2011 Diagnostic review team from Central Manchester University 
Hospitals identifies serious service weaknesses at Trust. 
 
H&H Bellaire Consulting identify significant outpatient follow ups 
backlog at the Trust. 

28 November 2011 A senior member of CQC gives oral testimony to Francis Inquiry. 
CQC lobbies the government for the removal of the 
Whistleblower from CQC (ultimately unsuccessful). CQC website 
displays declaration of support for Chair and executive 
management by the Board. 

15 December 2011 CQC decide to launch a "Section 48" Investigation at UHMB. 

21 December 2011 CQC carry out a Responsive Review (unannounced) at RLI. 

25 January 2012 CQC issue a Warning Notice with regard to Regulation 22, Staffing 
at RLI. 
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Date Event 

2 February 2012 PwC governance report for Monitor highlights weaknesses in 
governance, risk management and accountability at UHMB. 

8-9 February 2012 CQC conducts an inspection at RLI A&E department. 

20 February 2012 CQC conducts an inspection at FGH A&E department. 

24 February 2012 CQC issues Warning Notices with regard to:  
(i) Regulation 17 (1) (a): respecting and involving service 

users at RLI. 
(ii) Regulation 9 (1) (a) (b): Care and welfare of service 

users at FGH and RLI. 

27 February 2012 The CQC Whistleblower challenges the effectiveness of CQC's 
regulatory activity at UHMB at a CQC Board meeting. The 
challenge is rebutted by a senior member of staff. 

7 March 2012 An internal review of CQC's regulatory actions at CQC 
(commissioned on 14 October 2011) is issued to a select audience 
within CQC. 

19 March 2012 The CQC Whistleblower emails a paper to CQC senior 
management regarding concerns held in relation to CQC's 
regulation of UHMB. The paper includes so-called "11 questions". 

18 April 2012 CQC Board meeting takes place at which the Whistleblower's 
concerns regarding UHMB were scheduled to be discussed. The 
expected discussion does not occur.  

29 June 2012 The Whistleblower raises concerns relating to capability and 
probity of CQC due to their UHMB concerns not having been 
addressed. 

4 July 2012 The Whistleblower reiterates concerns around probity of CQC's 
leadership. 

10 and 11 July 2012 During an internal email exchange the Whistleblower asserts that 
the failure by certain CQC individuals to address the concerns 
raised in relation to UHMB constitutes a form of cover-up. 

13 July 2012 CQC publishes its investigation report into the emergency care 
pathway at UHMB. 

20 September 2012 Grant Thornton instructed to investigate the Whistleblower's 
concerns regarding CQC's regulation of UHMB and the associated 
allegation of a potential "cover up". 

28 January 2013 Grant Thornton's investigation remit widened to include 
investigation of three key related questions following a complaint 
against CQC by Baby T's father. 

  

2.7 For reference, Appendix 5 provides a more detailed timeline of key events. 
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BACKGROUND TO OUR INSTRUCTIONS 

The "Whistleblower" concerns 

2.8 On 27 February 2012, a meeting of the CQC Board took place during which the 

section 48 Investigation at UHMB was discussed. During this discussion, one of the 

attendees ("the Whistleblower")9, raised concerns over the effectiveness of CQC in its 

regulation of UHMB as in their view it appeared that the problems at the Trust were long-

standing in nature. 

2.9 The response given to the Whistleblower at the meeting was that CQC's regulatory activity in 

relation to UHMB had been a robust piece of enforcement work10.  

2.10 Dissatisfied with the response given, the Whistleblower set about researching CQC's 

regulatory activity in respect of UHMB, using publicly available sources of information, such 

as Monitor's website, as well as CQC's current and archived websites. 

2.11 In the process of conducting this research and studying various reports and documents, the 

Whistleblower's unease regarding UHMB and CQC's regulatory actions began to increase. 

Concerns grew that the problems evident at the Trust were long-standing in nature and had 

not been detected early enough by CQC. This led the Whistleblower to question further the 

previous assurance given that CQC had conducted a robust piece of work in relation to 

UHMB.  

2.12 On 19 March 2012, the Whistleblower emailed a paper11 to senior CQC individuals, which 

detailed various comments in relation to CQC's regulation of UHMB. This was presented 

principally in the form of a timeline together with 11 questions. 

2.13 On 23 March 2012, the Whistleblower received a response to the paper. The general thrust of 

the response was that the Whistleblower's concerns were based upon documents within the 

public domain and did not necessarily represent the true picture of CQC's regulatory 

engagement with UHMB. Nevertheless, the Whistleblower was advised that UHMB would 

appear as an agenda item for discussion at the next Board meeting, the following month 

(18 April 2012). 

_________________________ 
9 The Whistleblower gave evidence to the Francis enquiry in November 2011 and was subsequently 
accorded Whistleblower status in accordance with the Public Interest Disclosure Act 1998 by the then 
Secretary of State for Health. 

10 Document 216. 

11 Document 137 (email chain) and Document 001 (paper). 
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2.14 The Whistleblower alleges that despite the reassurances given, UHMB was not discussed at 

the April 2012 Board meeting. 

2.15 Matters apparently came to a head during 10 and 11 July 2012 when, during an internal email 

exchange between the Whistleblower and certain senior CQC individuals, the Whistleblower 

alleged that their concerns in relation to UHMB were not being properly addressed12 and that 

the reason for this was that senior individuals at CQC were involved in a form of cover-up 

intended to protect their reputations and to avoid any allegations of negligence13. 

The Baby T complaint 

2.16 On or about 21 November 2012, a meeting took place at CQC's London Finsbury Tower 

offices between CQC's Chief Executive and the father of a baby who died in 2008 nine days 

after being born at UHMB’s FGH maternity unit. The baby's death was recorded as a Serious 

Untoward Incident and the hospital subsequently admitted liability. The case became known 

as the "Baby T" case. 

2.17 The purpose of the meeting was to discuss a complaint recently made by the father against 

CQC. The complaint was largely two-fold and can be summarised thus: 

• that in the summer of 2009, CQC's then CEO allegedly engaged in an improper 

discussion with the Chief PHSO in an attempt to influence the PHSO's consideration of 

whether to investigate further a complaint that had been made to it by the father, 

concerning the care given to his wife and new-born baby by UHMB. The alleged 

improper discussions took place not long after CQC had decided not to investigate the 

series of maternity SUIs that had occurred at UHMB in 2008, one of which was the Baby 

T case; and 

• that following CQC’s decision not to investigate the 2008/2009 series of SUIs and 

notwithstanding an apparent acknowledgment in the latter part of 2009 that there were 

serious and systemic risks to patient safety at UHMB, CQC wrongly de-escalated its risk 

profile of the Trust in the months leading up to its regulatory registration on 

1 April 2010. It is contended that this de-escalation ultimately resulted in the Trust 

achieving registration without the imposition of any compliance conditions for 

improvement, despite the fact that the risks previously identified still existed. The 

_________________________ 
12 Document 137, email chain. 

13 Document 4. 
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consequence of this was that the public was given a misleading impression of patient 

safety at UHMB, particularly in relation to maternity services. 

GRANT THORNTON INSTRUCTIONS 
2.18 Grant Thornton UK LLP has been instructed by CQC to conduct two streams of work in 

reaction to the above sets of circumstances, covered by two engagement letters – the first 

dated 20 September 2012 and an addendum engagement letter dated 28 January 2013. Given 

the two sets of instructions are inextricably linked, both in time and context, as they both 

relate to CQC's regulation of UHMB, we present the results of both investigations together in 

this single report. 

PART I 

2.19 Part one of this report concerns our instructions in our engagement letter dated 28 January 

2013. In this engagement letter, CQC requested a full investigation of Baby T's father's 

complaint, as set out at paragraph 2.17 above. This element of our investigation covers the 

time period May 2009 to April 2010, which is the period during which the events giving rise 

to the complaint allegedly occurred. We were requested to answer three key questions as 

follows: 

1. Did CQC make its own independent decision about what action to take following an 

investigation case referral from CQC's North-West regional team in 2009, which 

concerned five Serious Untoward Incidents that occurred at University Hospitals of 

Morecambe Bay maternity services in 2008, one of which involved the death of Baby T? 

2. What was the nature of CQC’s subsequent interaction with PHSO and what evidence is 

there regarding the claim that CQC’s former Chief Executive tried to influence PHSO 

not to investigate a complaint about Morecambe Bay maternity services? 

3. Having had concerns about maternity services in December 2009, on what basis did CQC 

subsequently register the Trust without conditions in April 2010? 

PART II 

2.20 Part two of this report concerns our instructions in our engagement letter dated 

20 September 2012. In this engagement letter, we were requested to conduct an independent 

investigation into the concerns raised by the Whistleblower in relation to CQC's regulation of 
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UHMB in the paper dated 19 March 201214. The 11 questions posed by the Whistleblower in 

this document were as follows: 

1. Why did CQC not identify any of the serious issues with the Trust’s maternity services 

that were clearly around in July 2010? 

2. What action/follow up occurred after the Compliance Review of LRI15 in April 2011?  

3. When was the Warning Notice following the Compliance Review of maternity services 

in September 2011 served? Why are there 2 different versions of the same report? 

4. Why was there no follow up/update after this review? 

5. Does a Warning Notice (and other regulatory actions) stay in place until CQC 

undertakes a follow up visit? If so, is this safe for the public and fair to the provider? 

6. Why are there so many serious and different issues in the reports commissioned by 

Monitor - especially the Diagnostic review and the review into Out-patient follow-ups 

- that relate directly to patient care and experience, ie not purely governance issues?  

7. Why was an investigation launched in this case and at this time (especially as there 

seem to be other providers with similar or worse situations where an investigation has 

not been launched)? Are we [CQC] transparent in being able to justify this decision?  

8. Why is the Warning Notice served in September 2011 concerning maternity services 

referred to in the Terms of Reference of the Investigation? 

9. What triggered the Compliance Review at LRI [RLI] in February 2012? Why was a 

Warning Notice issued on ‘Staffing’ at this point? Are we [CQC] transparent in being 

able to demonstrate the appropriateness of this course of action? 

10. Why were 2 further Warning Notices issued on Outcomes 1 and 4 (found compliant 

just a couple of weeks previously) in March 2012?  

11. Can we demonstrate consistency, transparency and fairness in our regulatory 

judgements and actions throughout this period? How would we [CQC] demonstrate 

that we [CQC] have followed our Enforcement Policy? 

 

PART III 

2.21 As part of our engagement letter dated 20 September 2012, CQC also asked us to investigate 

whether there is any evidence to support, or otherwise rebut, the allegation of some form of 

cover-up on the part of CQC in its regulatory dealings with UHMB, in the context of the 

_________________________ 
14 Docs 137 (email chain) and 001 (paper). 

15 The Whistleblower refers to the hospital as LRI (Lancaster Royal Infirmary), though the correct 
name is RLI (Royal Lancaster infirmary). 
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concerns and questions raised by the Whistleblower (as described at paragraph 2.15 above). 

Part three of this report considers this question. 

PART IV 

2.22 In the course of our combined investigation we have familiarised ourselves with a large 

number of events occurring over an approximate three year period. We encountered an 

additional issue concerning a CQC inspection of UHMB maternity services and an external 

review of UHMB maternity services that occurred in close proximity to the inspection. We 

were asked to consider and report on this matter and Part IV of this report sets out the 

results of our enquiries.  

METHODOLOGY 
2.23 In the course of this investigation we conducted a total of 28 interviews with 21 persons 

including CQC officers and employees past and present, as well as persons from certain 

external organisations relevant to our enquiries. These interviews included a meeting with the 

Whistleblower and the father of Baby T. 

2.24 For the purposes of this report, individuals have not been named. Within Parts I, II and IV, 

individuals have been identified only by their position within an organisation. In Part III 

(where we consider the alleged “cover up”), a fully anonymous naming convention has been 

adopted in which the relevant individuals have randomly been ascribed an alphabetic 

identifier preceded by the prefix “Mr”, ie Mr A, Mr B etc. The male gender has been adopted 

for these purposes for all persons, regardless of gender to help preserve anonymity and for 

ease of understanding. These conventions have been adopted in accordance with CQC 

requirements. 

2.25 We acknowledge the willingness of the Whistleblower and the father of Baby T (also known 

as the Complainant) to be identified in this report. However, for the purpose of consistency 

we have opted to anonymise them.  

2.26 We have reviewed many hundreds of documents in the course of our investigation. We have 

specifically requested and been provided with over 500 documents we deemed of particular 

interest, which we have fully logged with unique reference numbers. The majority of these 

documents were provided by CQC, though we have also received a number of documents 

from the Whistleblower, Baby T's father and PHSO. For the purposes of traceability of 

source evidence, we have referenced throughout the report to specific document numbers. 

We have not exhibited the documents, again due to data protection considerations. 
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2.27 We also carried out focused reviews of historical emails. Note however the limitations 

described at paragraph 2.31 below. 

APPROACH TO SIGNIFICANT CRITICISMS 

2.28 A necessary consequence of our work has been the identification of potential criticism of 

individuals and organisations. Where the evidence we have seen has indicated that potential 

personal criticism was justified, we aimed to put these points to individuals during their 

interviews where practicable. During the process of progressing the initial draft report, we 

wrote to inform those affected of provisional potential criticisms and provided them with the 

opportunity to respond as appropriate ("the fairness process"). Each "criticisms letter" was 

accompanied by a schedule summarising the potential criticisms and referencing the context 

of those criticisms. Sharing large original extracts of the draft report or large volumes of 

original evidence with fairness process participants would have been unduly onerous on 

individuals, distracting and undesirable.  

2.29 We sent out provisional criticisms on 11 and 12 April 2013 and received the last response on 

5 June 2013. We carefully considered the responses and additional information received and 

took this into account in preparation of the final report. Where participants either 

fundamentally and explicitly disagreed with important evidence-based conclusions or 

produced relevant new evidence, we have reflected this in the report, either by way of 

accompanying footnotes or modifying our provisional findings.  

2.30 Some participants asked to see revised drafts of the report. We concluded that this was not 

appropriate as it would have been disproportionate and potentially led to an endless cycle of 

correspondence with the many participants that had the potential to postpone completion of 

our report indefinitely. What we have done is provide an opportunity to respond in a 

reasonable timescale in the context of an investigation-based approach. We have also 

anonymised the report (see paragraph 2.24 above) to ensure that the individuals should not 

be identifiable. We have not necessarily reflected all information provided by participants in 

the report, given the other information and evidence already considered. We note that there 

were many positive aspects of regulatory or other work undertaken during the period under 

consideration. However we were not tasked with reflecting all positive points of personal or 

corporate behaviours, rather we were tasked with providing evidence-based answers to the 

questions posed and it is on this that we have focused. 

 



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 31 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

LIMITATIONS  
2.31 While we have seen a number of paper copy historical emails, we understand from CQC that 

it does not retain historical electronic emails older than a year. This has therefore had 

a limiting effect on our email review process. 

2.32 Although our investigation is about UHMB and CQC's regulation of it, speaking with 

employees of UHMB is not within our remit. Similarly we have not been instructed to speak 

to employees of Monitor or other relevant bodies, for example the Primary Care Trust or 

Strategic Health Authority local to UHMB. 

2.33 We have been engaged to perform this work as investigators experienced in conducting 

regulatory investigations. We do not have clinical expertise. Therefore we have sought to 

focus on providing evidence-based answers to the questions posed in our instructions.  

2.34 Except to the extent set out in this report, we have relied upon the documents and 

information provided to us as being accurate and genuine. 

2.35 If further information is produced and brought to our attention after service of this report, 

we reserve the right to revise our opinions as appropriate. 

2.36 This work does not constitute an audit performed in accordance with Auditing Standards. 

2.37 No responsibility is accepted to anyone other than the Care Quality Commission. 

RESTRICTION ON CIRCULATION 
2.38 This report has been prepared exclusively for CQC.  To the fullest extent permitted by law, 

we do not accept or assume responsibility to anyone other than CQC for our work, our 

report and other communications, or for any opinions we have formed.  We do not accept 

any responsibility for any loss or damages arising out of the use of the report by CQC for any 

purpose other than in connection with Project Ambrose.  

DISCLOSURES OF INTEREST 
2.39 The investigation has been conducted independently by our Forensic and Investigation 

Services department. 

2.40 During the course of our investigation Grant Thornton became the financial auditors of 

University Hospitals of Morecambe Bay Trust (UHMB). We have not contacted or been in 
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touch with anyone from UHMB during our investigation. Nor have we discussed matters 

with anyone from our audit team other than to disclose to them the existence of the 

investigation as part of their conflict checking process. We therefore do not consider there to 

be a material conflict of interest in this instance but as a precaution we have established an 

information barrier or "Chinese walls" arrangement between ourselves and our audit team, 

including a number of controls.  

FORMS OF REPORT 
2.41 For CQC's convenience, this report may have been made available to recipients in electronic 

as well as hard copy format. Multiple copies and versions of this report may therefore exist in 

different media and in the case of any discrepancy the final signed electronic copy should be 

regarded as definitive. 
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3 PART I: BABY T'S FATHER'S COMPLAINT 

1. DID CQC MAKE ITS OWN INDEPENDENT DECISION ABOUT 

WHAT ACTION TO TAKE FOLLOWING AN INVESTIGATION 

CASE REFERRAL FROM CQC'S NORTH WEST REGIONAL 

TEAM IN 2009, WHICH CONCERNED FIVE SERIOUS 

UNTOWARD INCIDENTS THAT OCCURRED AT UNIVERSITY 

HOSPITALS [OF] MORECAMBE BAY MATERNITY 

SERVICES IN 2008, ONE OF WHICH INVOLVED THE DEATH 

OF BABY T? 

INTRODUCTION 

3.1 In considering this question, we first set out the actions that CQC was able to take at the time 

in question, ie between late May 2009, when the CQC's North-West regional team made the 

Baby T referral to CQC Central Investigations and Enforcement Team (the Investigations 

Team), and February 2010, when the father of Baby T was apparently given final notification 

of the decision not to investigate. We then go on to set out the key events relevant to the 

decision not to investigate that we have ascertained as a result of our investigation, as well as 

the regulatory activity that CQC undertook in response to the referral and the emerging 

concerns about the Trust. We interpret "what action to take" as meaning both the specific 

initial decision of whether or not to investigate, as well as action in the approximate seven 

months following the case referral date, up to December 2009. Finally, we consider relevant 

explanations provided to us by involved persons before summarising the key facts and 

events. In terms of the key events, for clarity, these are addressed broadly in time sequence. 

3.2 For the purposes of answering this particular question we do not consider CQC/PHSO 

interactions in this period in great detail as this is the subject of Question 2 of this section.  

ACTION CQC WAS ABLE TO TAKE: ITS POWERS 

HCC powers, up to 31 March 2009 

3.3 Up to 31 March 2009, the Healthcare Commission (HCC)16 was the body for improvement in 

the quality of health care and public health in England and Wales. Its powers were provided 

_________________________ 
16 The legal name for the Healthcare Commission was the Commission for Healthcare Audit and 
Inspection (CHAI) 
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by the Health and Social Care (Community Health and Standards) Act 2003 (HSCA 2003). 

Section 52(1) of HSCA 2003 empowered HCC to conduct investigations into the provision 

of healthcare by or for an English NHS body17. 

"Interregnum period", 1 April 2009 to 31 March 2010  

3.4 CQC was established on 1 October 2008 in "shadow form" and began operating on 

1 April 2009, replacing three earlier commissions: the Healthcare Commission, the 

Commission for Social Care Inspection (CSCI) and the Mental Health Act Commission 

(MHAC). The Health and Social Care Act 2008 (HSCA 2008) established CQC, and set out 

the powers it has to regulate services and to take enforcement action. However HSCA 2008 

did not come into force until 1 April 2010. The powers and responsibilities of the CQC 

during what we will refer to as this "interregnum period" between 1 April 2009 and 

31 March 2010 were therefore, largely, those of the three former commissions. 

3.5 We understand that as of 1 April 2009 a new NHS complaints regime came into force and 

unlike HCC, CQC lost the power to consider individual complaints from the public about the 

NHS services. 

"The change to the NHS complaints system from 1 April 2009 

involved a move from a three-stage to a two-stage complaint 

handling system, wherein the complaint will either be resolved 

at a local level or can be brought to PHSO."18 

"In accordance with the Health and Social Care Act 2008 and 

the Local Authority Social Services and NHS Complaints 

Regulations 2009, CQC cannot consider individual complaints 

about the services we regulate. The only exception to this is 

when complaints involve the Mental Health Act."19 

1 April 2010 onwards 

3.6 From 1 April 2010, HSCA 2008 came into force and CQC obtained its new powers. 

Section 48 gave CQC powers to carry out investigations into the provision of English NHS 

health care and adult social care. Under HSCA 2008, CQC uses its investigation powers 

where it becomes aware of a significant problem that affects a whole local care system rather 

_________________________ 
17 Document 505. 

18 www.ombudsman.org.uk/__data/assets/pdf_file/0009/1017/Annual-Report-2008-09.pdf 

19 http://archive.cqc.org.uk/contactus/howtoraiseaconcernorcomplaint.cfm 
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than a single provider, often due to serious systemic failings (eg lack of coordination between 

sectors and/or services leads to unnecessary serious harm).20 

Requirements for an investigation 

3.7 The CQC North-West regional team made the Baby T referral to CQC's Investigations Team 

on 20 May 2009, after Baby T's father had made an enquiry two days earlier. The timing of 

this fell into the "interregnum period", as described above. In other words, CQC was 

formally operational at this time, however it had not yet acquired its powers under 

HSCA 2008. It was still bound to regulate (at least in respect of NHS organisations) 

according to the HSCA 2003 and therefore was required to abide by the criteria for 

investigations as operated under HCC, subject to the changes in the NHS complaints system 

as described in paragraph 3.5 above. We present the HCC requirements for an investigation 

below21: 

"The Healthcare Commission will investigate allegations of 

serious failings that have a negative impact on the safety of 

patients, clinical effectiveness or responsiveness to patients. 

This may include: 

• A higher number than anticipated, or unexplained, deaths, 

serious injury or permanent harm, whether physical, 

psychological or emotional. 

• Events that put at risk public confidence in the healthcare 

provided, or in the NHS more generally. 

• A pattern of adverse effects or other evidence of high risk 

activity. 

• A pattern of failures in service(s) or team(s) or concerns 

about these. 

• Allegations of abuse, neglect or discrimination against 

patients. 

_________________________ 
20 Document 003 (reg). 

21 Document 323. 
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Other failings with less serious effects on patients’ safety may 

be subject to a review. In determining whether to investigate, 

the Healthcare Commission will consider the extent to which 

local resolution, referral to an alternative body, or other 

action might offer a more effective solution. 

The Healthcare Commission does not investigate: 

• A complaint that has not been pursued through the NHS 

complaints procedure or the Healthcare Commission’s 

independent stage, unless it raises an immediate concern. 

• Individual complaints about professional misconduct. 

• Changes to service configurations. 

• Matters being considered by legal process. 

• Specific matters already determined by legal process. 

This does not preclude the Healthcare Commission from 

investigating circumstances surrounding such matters, 

particularly if there are general concerns about patient safety 

or suggestions that organisational systems are flawed." 

[Emphasis added] 

3.8 The elements of this guidance potentially relevant to the circumstances of the Baby T referral 

are highlighted in bold above. 

The investigation process 

3.9 The HCC approach to investigation was to only investigate where it thought that there was 

evidence of a serious failure and the causes of that failure were unclear22. We understand that 

there were a total of 19 investigations carried out from approximately 600 referrals 

throughout HCC's existence23. 

3.10 The 2008 HCC published document "Learning from Investigations" states that where 

appropriate, HCC would try to resolve concerns and encourage improvement without 

_________________________ 
22 Document 505. 

23 Source: an Investigation Manager. 
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resorting to investigation. The document states that when it is clear that the causes of 

problems are readily identifiable and the organisation has the capacity and the willingness to 

improve, HCC would intervene by issuing recommendations instead. All referrals were put 

through a staged approach, as follows24: 

Screening 

3.11 HCC's National Helpline staff would carry out the initial screening of requests for 

investigations, coming from sources such as the public, the police, journalists, solicitors, MPs, 

patient or carer support groups, or direct from the organisations involved. Where the referrals 

could meet the criteria for investigation, they were passed to the Investigations Team. 

First look 

3.12 The Investigations Team then would undertake a "First Look", ie a review of the concerns 

raised and an analysis to determine whether the referral did in fact fall within the HCC's 

investigation criteria. The Investigations Team may at this stage have referred the case to 

another body if appropriate. 

Initial consideration 

3.13 The team would then have had to decide whether HCC should intervene or investigate in 

some form. This would have involved a closer analysis of the issues and gathering evidence 

from a variety of sources, eg statistical data, talking to staff and patients and reviewing survey 

results and the trust’s core standards declaration. 

Intervention 

3.14 HCC could undertake an intervention if it was not fully assured that the trust was doing all 

that it should to protect the safety of patients or provide a sufficiently high-quality, 

responsive service. On average, one out of every six cases to reach the initial consideration 

stage resulted in some form of intervention being taken by the Investigations Team.  

Investigation  

3.15 A full investigation was seen as the last resort. An investigation could have been commenced 

where HCC had credible information suggesting a serious failure in the provision of 

healthcare that was badly affecting the safety of patients, clinical effectiveness or 

responsiveness to patients.  

_________________________ 
24 Document 505. 
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3.16 An Investigations Manager in position at the time (and responsible for the Baby T referral) 

told us that the threshold for accepting cases was deliberately set high. 

3.17 The purpose of an investigation was to identify the underlying (or root) causes of failures in 

the provision of healthcare. It would identify failings both in systems and individual 

behaviours, which may have contributed to the poor overall outcome. An investigation would 

provide an explanation of what happened and why, and make recommendations to prevent 

repetition25. A dedicated team would be selected which might include clinical experts, chief 

executives of NHS trusts and a range of other specialist advisors. 

Investigation examples regarding failings in matern ity services 

3.18 The "Learning from Investigations" 2008 document also sets out some examples of 

investigations that were carried out by HCC. One maternity example is provided, as 

reproduced below: 

"Concerns about a high number of maternal deaths at a North 

West London trust led to an investigation which found serious 

problems with teamwork, staff shortages, consultant cover and 

the capacity to safely manage the number of births at the 

trust"26. 

3.19 The 2008 document goes on to discuss that it had carried out investigations into three 

maternity units, with similar issues emerging:  

"After finding worrying similarities in major investigations into 

deaths at three maternity units, we identified a number of issues 

that suggest a unit may be in difficulties, including weak risk 

management, poor team working, inadequate training and 

supervision, poor facilities and staff shortages. We have since 

worked closely with individual trusts and the Royal Colleges to 

focus on these issues. We have also carried out a review of 

maternity services in England. The results are due to be 

published in 2008." 

_________________________ 
25 Document 505. 

26 Document 505, page 8. 
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3.20 The ex-HCC Investigations Team therefore had experience in maternity investigations – and 

by reference, knowledge of systemic weaknesses, by the time the Baby T SUI referral arose in 

April 2009. 

KEY EVENTS IN RELATION TO THIS REFERRAL 

The five maternity SUIs - background 

3.21 It is useful to briefly introduce here the five SUIs that are the subject of this key investigation 

question. In 2008/09, UHMB experienced a total of 12 SUIs, five of which related to 

maternity services at the Trust27. These five SUIs have been summarised in the 

documentation28 we have seen as follows: 

"1. Pregnant diabetic lady who arrived in the A&E department 

already dead. Although under the supervision of the Trust and 

GP for her pregnancy and diabetes, the post mortem showed 

she died of an unrelated cardiomyopathy (heart condition). 

2. Pregnant lady who suffered an amniotic embolism during 

labour and suffered a cardiac arrest. A Senior Registrar was 

present, full Cardiopulmonary resuscitation was attempted 

without success. Both the mother and baby subsequently died. 

3. A full term baby was stillborn due to having a cord wrapped 

round its neck during final stage of birth. A specialist registrar 

and two senior midwives were present at the birth. 

4. A mother was found to have an infection after giving birth. 

While she was treated and recovered the baby also had the 

infection. The midwives did not recognise the infection 

symptoms shown by the baby and as a result treatment of the 

baby was delayed. Following transfer to Manchester and 

Newcastle for specialist treatment the baby died. 

5. A baby was found to have an infection 24 hours after birth. 

This was recognised by midwives and the baby was treated and 

subsequently recovered." 

_________________________ 
27 Document 163. 

28 Document 163. 
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3.22 The fourth SUI listed above is the Baby T case. We do not intend to provide a full 

chronology of this specific case here, though can summarise that following this SUI, the 

Trust commissioned two external investigations. The hospital accepted liability for Baby T's 

death and the case ultimately was subject to a coroner's investigation. 

3.23 Being dissatisfied with various elements of the external investigation, Baby T's father wrote to 

PHSO on 4 April 2009 making a "Stage two" complaint, and asking for certain elements of 

his case to be investigated29. Baby T's father also wrote to Monitor from at least 

12 May 200930 regarding his case, highlighting various concerns. 

The initial Baby T referral to CQC 

3.24 On 18 May 2009, Baby T's father emailed the Enquiries desk of CQC, asking if CQC had any 

remit to investigate the serious concerns relating to the death of his new born baby (Baby T), 

who "died as a result of negligent care afforded to him by [the] maternity service at Furness 

General Hospital on 27/28th October 2008"31. He stated that although the Trust undertook its 

own investigation, which confirmed that Baby T's care was unacceptable and which directly 

resulted in the baby's death, there remained "a number of very serious outstanding concerns that 

remain unanswered", including lack of postnatal medical records and discrepancies between 

the temperature as reported by nurses in post-event witness statements versus his own 

recollection32. Baby T's father stated that he had written to PHSO, but commented that their 

investigations were being held up by the Trust's delay to provide documentation33. The email 

attached a number of documents, including34: 

• a presentation telling the story of Baby T; 

• the family's chronology of events and questions submitted to the Trust; 

• the Trust's investigation report; 

• Baby T's father's response to the investigation report (a letter); and 

• a recent letter from Baby T's father to Monitor detailing his concerns. 

 

3.25 The enquiry was forwarded to a CQC North-West Manager on 19 May 2009.  

_________________________ 
29 Document 415. 

30 Document 196. 

31 Document 422. 

32 Document 422. 

33 Document 422. 

34 Document 422. 
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3.26 Simultaneously, on 19 May 2009, an Assessment Director at Monitor, emailed the CQC 

Regional Director for the North-West region about the 12 SUIs reported at UHMB in 

2008/09, five of which related to the maternity department35 (these SUIs had not been 

known to CQC before until then). One of these SUIs was the Baby T case. The apparent 

coincidental timing in Baby T's father's enquiry and Monitor informing CQC of the 12 SUIs 

is explained by the fact that Baby T's father had been raising concerns with Monitor already, 

as we indicated at paragraph 3.23 above. 

3.27 On 20 May 2009 the case was referred on by the CQC North West Regional team to the 

CQC Central Investigations and Enforcement Team36 after discussions within the regional 

team37. The referral email stated the following: 

"The attached correspondence relates to an independent review 

of the case of a baby, … [Baby T] … in Furness General 

Hospital … The review identifies serious failings in respect of 

the hospital and we are currently unaware of what the Trust has 

done to ensure these failures are rectified. … [Monitor] has 

informed us that there have been 12 untoward incident reports 

regarding the Trust, 5 of which related to maternity services. 

We were unaware of these incidents38 … I have discussed the 

concerns the review raises, together with the information we 

now have relating to untoward incidents and the risk analysis 

resulting the self assessment with my Regional Director … and 

… [an] … Assessor and we agreed that in the first instance we 

should seek advice from yourself as to whether the issues raised 

in the review indicating failings in the Trust would trigger an 

investigation…."39 

3.28 It is thus clear from this original referral information that the referral to the Investigations 

Team was not solely in relation to Baby T but also the other SUIs. 

_________________________ 
35 Document 424. 

36 The Regional Director was sent a courtesy copy. 

37 Document 452. 

38 It should be noted that the Trust has, at that time, no obligation to advise CQC of these incidents. 

39 Document 422. 
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3.29 The referral form40 (completed two days later on 22 May 2009) records the following details 

under "Nature of event(s) (including degree of harm)": 

"Death of a baby due to staff shortages and negligence. Loss of 

medical records. Police involved due to disappearance of 

essential medical records needed for the Trust to give clear and 

precise report of the events leading up to the death of the baby." 

3.30 The referral form therefore focuses only on the Baby T incident and not the other SUIs. The 

investigation criteria on the form is recorded as "Patient Safety". We note that the 

Investigation Manager told us that this section of the referral form will have been completed 

by the referrer, ie the region. 

3.31 Also on 20 May 2009 at 19:57, a Regional Assessor emailed the Regional Director and Area 

Manager with some thoughts on these issues: 

"There is a theme from my Assessor role/knowledge regarding 

the trusts [sic] ability to investigate complaints thoroughly, in a 

timely manner and resolve issues. We also have the 

whistleblowing comments […]  regarding standards of care. 

I am therefore suggesting that any consideration by 

investigations may wish to focus on complaints handling, this 

would give us a clear view of the governance and safety issues 

within the trust alongside any maternity services 

review/investigation. 

In my view there are gaps in the external report. It does not 

include reference to the medical staff interventions or staffing 

levels or indeed why notes are missing.  

It raises a concern that had the trust not been going forward for 

FT status I would not have been aware of the review… 

Having read the reports I now feel confident that the risk rating 

will increase."41 

_________________________ 
40 Document 414. 

41 Document 452. 
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3.32 We note that these thoughts were given after the referral had been made to the Investigations 

Team earlier that day. The Regional Director responded stating that it raised a number of 

concerns: 

 "Why did the Trust not notify us of this matter? 

Why did the SHA not provide us with information? 

What is the trust doing (or has done) to ensure that the 

apparent mistakes in the care and treatment of this child are not 

repeated. 

I spoke with … [another Regional Director] … before I left the 

office this evening and he endorsed the decision to refer the 

matter to … [the Investigations Team] … 

I am ocncerned [sic] that this matter appears to have been 

largely off your radar and completely off mine…. this issue had 

not been picked up in anything htat [sic] "Finsbury Towers" 

have sent to me. This seems to me to be a clear reflection of hte 

[sic] fragmentation that is around in the organisation at the 

moment…." 

3.33 We have not seen any evidence that these particular thoughts were passed on to the 

Investigations Team. In particular, the view that the investigation should focus on complaint 

handling does not appear to have filtered through to the Investigations Team – it is not 

reflected on the referral form. 

Monitor's interest in the SUIs 

3.34 The following day, on 21 May 2009, the Regional Director emailed the Investigation Manager 

(from the Investigations Team) advising that Baby T's father's enquiry coming in had 

coincided with Monitor wanting to make a decision about UHMB's Foundation Trust (FT) 

Authorisation the previous day, ie 20 May 200942. The Regional Director's email records that 

Monitor had been advised by CQC to defer the FT decision but that Monitor was anxious 

about putting a timeframe around this43. Whilst acknowledging that the Regional Director 

would "not normally want to hassle [the Investigations Manager] so soon", he asked if the 
_________________________ 
42 Document 424. 

43 Document 424. 
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Investigations Manager was "able to give any indication about how quickly [she] will be able to 

consider this matter". 44 The Regional Director forwarded to the Investigation Manager within 

this email a chain of email correspondence with Monitor to this effect, including the 

19 May 2009 email from Monitor informing CQC of the 12 SUIs45. CQC had learned about 

these SUIs for the first time only the previous day, when Monitor Assessors approached the 

CQC Assessor46. 

3.35 The Head of Investigations and Enforcement forwarded the original referral to the 

Investigations Manager the next day, on 22 May 200947. Indeed, the referral form48 is signed 

and dated as received by the Investigations Manager on 22 May 2009. The case was given the 

designation "Case 512". 

3.36 Four days later, on 26 May 2009, Monitor emailed the CQC Regional Assessor asking if she 

could provide any further indication on timeframe for the investigation or panel as she was 

reporting to the Monitor Board the next day at 10am. In reaction to this, the Regional 

Assessor contacted the Investigations Manager that day at 11:33am. The Investigations 

Manager replied five minutes later saying: 

"I am on a visit this afternoon, but will take a look at the 

refferal [sic] and get back to you asap, or at least with a 

response you can send to Monitor before 10am tomorrow."  

3.37 This appears to imply that the Investigation Manager had not yet reviewed the documents, at 

least in detail, by this point. 

The initial CQC decision not to investigate the fiv e SUIs 

3.38 The Investigation Manager emailed the Regional Assessor early the next morning, 

27 May 2009 at 7:41am, stating the following: 

"At present the case is being investigated by the PHSO and this 

needs to continue in order that the parents [sic] complaint and 

concerns are adressed [sic]. 

_________________________ 
44 Document 424. 

45 Document 424. 

46 Document 50. 

47 Document 422. 

48 Document 414. 
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It appears that the trust have [sic] investigated the death and 

there are recommendations for improvement and learning from 

his death. You could ask to see the trust action plan for this and 

monitor implementation. 

I do not think case meets are [sic] criteria for further 

investigation at this point from the investigation team. I would 

advise you to contact the PHSO and request to be updated on 

the outcome of the case. I am happy to discuss this again when 

they have completed their enquiries."49 [Emphasis added] 

3.39 The timing of the emails here is potentially significant. The Investigation Manager indicated 

on 26 May 2009 at 11.33am that she had not yet reviewed the documents, and that they had 

a visit to conduct that afternoon. However the Investigation Manager gave a decision by 

27 May 2009 at 07:41am. This implies that the Investigation Manager considered the 

documents for a relatively short amount of time – either in the evening of 26 May 2009 or 

very early morning of 27 May 2009. The Investigations Team's "Case 512" file, which we 

have been provided with, contains 13 documents and 95 pages of information, including 

emails, a newspaper article, two letters, a power point presentation, a chronology of events 

and an investigation report50. The Investigation Manager confirmed that the decision was 

based solely on the information provided to her (ie in the "Case 512" file). 

3.40 The language in the Investigation Manager's decision email clearly refers to only one death, 

ie the Baby T death and there is no reference to the other four maternity SUIs, or the other 

seven non-maternity SUIs at the Trust. It therefore implies that the Investigation Manager 

did not take the other four SUIs into account when forming the initial decision. 

3.41 The decision recorded on the referral form51 mirrors the information from the Investigation 

Manager's 27 May 2009 email, stating that the "Remedial action taken/planned" was as follows: 

"Referral reviewed by Investigations. Advice given to region. 

Case currently being investigated by PHSO which needs to 

continue. Advised region to request update on outcome of the 

_________________________ 
49 Document 421. 

50 The Investigation Manager was unable to recall how long it took her to review the referral given the 
amount of time since the event. She refuted that she did not give the documents a comprehensive 
review. 

51 Document 414. 
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case. Advised region to request to see Trust Action plan and 

monitor implementation. Case not accepted by Investigation's 

[sic] Team." 

3.42 This statement is not dated. Again, there is no reference to the other SUIs. The precise 

reason for the decision not to investigate is not entirely clear from the referral form or the 

27 May 2009 decision email. It is clear that there was an acknowledgement that the PHSO 

investigation was on-going and that the Investigations Team was willing to discuss the case 

further following the outcome of this work. The Investigations Manager asked the region to 

instead monitor progress of a remedial action plan. 

3.43 The criteria for investigation in use at the time (see paragraph 3.7 above) states that: 

 "In determining whether to investigate, the Healthcare 

Commission will consider the extent to which local resolution, 

referral to an alternative body, or other action might offer a 

more effective solution." 

3.44 The Investigation Manager has clarified to us that in relation to these criteria, the reason 

behind her decision was therefore that:  

• "the trust was taking action to learn from the tragic death."  

• "the death was investigated by the trust with learning identified for improvement at the trust." 

• "the trust had also commissioned external investigations into the death. The case was also a 

complaint which was being reviewed by the Parliamentary and Health Service Ombudsman 

(PHSO)." 

3.45 We interpret this as meaning that the case was rejected because it was (in the Investigation 

Manager's opinion) being resolved locally, and had been referred to other bodies, ie PHSO. 

3.46 However, we note that in his original referral email52, Baby T's father indicated that in his 

view, the Trust's investigation was not fully satisfactory. He stated that although the Trust did 

undertake its own investigation: "…we now have a number of very serious outstanding concerns 

that remain unanswered." The email goes on to list concerns regarding absence of postnatal 

records, a "mislaid" observation report regarding the care afforded to Baby T and 

discrepancies in reported temperature records.  

_________________________ 
52 Document 422. 
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3.47 At interview, the Investigation Manager confirmed to us that the "Case 512" referral was 

dealt with by her only; others would only have become involved if it was accepted for 

progression to the next stage. We asked what information was used to assess the case and the 

Investigation Manager confirmed that the decision not to investigate was based solely on the 

information provided in the referral pack, namely: emails from the regional team, 

a newspaper article, letters from the family to Monitor, a presentation on the Baby T case and 

the SUI investigation report. The Investigation Manager explained that the fact that the case 

was judged not to meet the criteria meant that it was not pursued beyond the "First Look" 

stage which would require further investigation (see paragraph 3.12 above). No clinical advice 

was sought as part of the decision, however as the case did not progress beyond the "First 

Look" stage, this is in accordance with the process at the time. The Investigation Manager 

confirmed to us that at the time the Trust was not highlighted on the mortality outliers 

analysis. 

3.48 When we asked about the other four maternity SUIs that were drawn to her attention 

concurrently to the Baby T referral, the Investigation Manager told us that the five SUIs 

represented different circumstances and therefore there was no trend: although there were 

two SUIs relating to babies with infections, one of which was the Baby T case, the other baby 

was treated and recovered – this may have represented learning from the Baby T case. We 

note that the information on the case file does not list the dates of the incidents, therefore it 

is not possible, from this information, to know which SUI occurred first. 

3.49 Additionally, in the Investigation Manager's opinion, the incidence rate of SUIs did not 

appear high based on her prior investigation experience, particularly regarding maternity 

cases. It is not clear whether the Investigation Manager came to this opinion at the time or 

whether this view has been formed since. Certainly there is no contemporaneous 

documentary evidence showing any thoughts of the Investigation Manager about the other 

SUIs at the time. However we do note that the email from the Regional Director to the 

Investigation Manager including brief details of all five SUIs is in the "Case 512" paper file. 

3.50 The Investigation Manager told us that in hindsight she wished that there had been more 

information, as there were problems at the Trust, as was proven later, which might have 

highlighted concerns earlier. However, the Investigation Manager did confirm that based on 

the information available and reviewed, the case did not meet the investigation criteria. The 

Investigation Manager therefore stands by the decision made at the time. 
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3.51 We asked the Investigation Manager specifically if there was any undue pressure regarding the 

referral decision. We were told that there was no pressure, other than time pressure – being 

aware that there was an on-going FT application. She confirmed that if she had needed more 

time, she would have asked for more time. 

3.52 At Appendices 2 and 3 we set out extracts from two of the Investigations Team 

case/activity logs showing information recorded about all UHMB referrals. As can be seen, 

"Case 512" is recorded with a status of "Case closed - out of remit". We note that "Case 512" 

is recorded as having been both opened and closed on 22 May 2009. The reason for this is 

unclear. These extracts also confirm that there were two earlier referrals to the Investigations 

Team regarding Ophthalmology (May 2008) and Radiology (2004). 

3.53 The Investigation Manager told us that there was no other information on the Investigations 

Team activity log about UHMB, as far as she could remember, therefore there was no 

indication of trends. This is at odds with the records however, as explained in the paragraph 

3.52 above, though we note that the prior referrals were not related to the maternity 

department. 

3.54 A letter from the CQC's then CEO to the Executive Chairman of Monitor, sent over six 

weeks later on 12 June 2009 in relation to this referral provides additional information about 

the decision not to investigate. It reveals information that was gathered by CQC in the wake 

of the referral, as it states that the conclusion from the team was that: 

"…on the basis of the information provided by the Trust on 

actions put in place regarding the SUIs, they would not be 

pursuing matters at this stage, pending the outcome of the 

PHSO review or unless further concerns came to light"53.  

3.55 The letter concludes that "In light of the activities set in train the CQC inputs at this stage will be 

co-ordinated through the Regional team", ie instead of a formal investigation. This explanation 

also refers to SUIs in the plural and therefore indicates that the other SUIs were taken into 

account by this stage. Note that CQC was writing to Monitor at this time in response to 

a 1 June 2009 letter from Monitor54 where Monitor informed CQC of its decision to delay 

UHMB's FT application and asked CQC to confirm the action it planned to take in respect of 

maternity services at the Trust in light of the five maternity SUIs.  

_________________________ 
53 Document 239. 

54 Document 163. 
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3.56 The Regional Assessor forwarded the Investigation Manager's decision email to the Area 

Manager on 27 May 2009 and commented that she would follow up with PHSO and the 

Trust, and recommended they have a conversation with the SHA regarding the external 

review and the number of SUIs. The Regional Assessor also said that she still did not know if 

this was an excessive number.  

3.57 The Area Manager followed up after having been forwarded the Investigation Manager's 

decision email on 27 May 2009 asking the Investigation Manager in an email55: 

"As I sent the original email, I am concerned that I did not 

receive a direct reply or telephone conversation. I would 

welcome further discussion as I would like to understand the 

rationale informing the decision not to proceed with an 

investigation at this stage and the likelihood of this being taken 

up once the PHSO has completed their review of the 

complaint." 

3.58 The Investigation Manager provided additional information to the Area Manager in response 

by email on the same day saying she was happy to discuss and that:  

"…we do not look at individual incidents. Or cases that are 

currently being investigated through the complaints process as 

this would duplicate work… The number of SUI's [sic] do not 

appear high and some of those appear to be unavoidable"56.  

3.59 This email therefore provides more detail behind the Investigations Manager's reasoning for 

rejecting the complaint and indicates that the Investigation Manager was aware of the other 

SUIs around this time. The Investigation Manager told us at interview that she concluded that 

there was no pattern in the SUIs. According to a summary report we have seen, prepared by 

the Regional Assessor and dated 3 June 2009, the follow up discussion did happen and the 

Investigation Manager informed the Regional Assessor that "[the decision] would be reviewed 

should other concerns came [sic] to light"57. 

3.60 The Investigation Manager told us that in her opinion "the door remained open" for the 

regional team to re-refer the case back to the Investigations Team if additional concerns were 
_________________________ 
55 Document 425, page 2. 

56 Document 425, page 2. 

57 Document 50. 
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raised. She also said that she was open for the regional team to challenge the decision. This is 

indeed reflected in the Investigation Manager's email to the regional team (see paragraph 3.38 

above) where she said that:  

"I would advise you to contact the PHSO and request to be 

updated on the outcome of the case. I am happy to discuss this 

again when they have completed their enquiries."58 

3.61 When we spoke to a former manager in the NW Region, she made it clear to us that she 

thought that the Investigations Team should have taken this complaint on – because she 

thought there were systemic failings. She said that her impression at the time was that the 

case could not be reopened for any reason other than as a result of the PHSO findings – in 

effect the door had been closed. She told us that had she been made aware that there was an 

opening to re-refer, then she would have pursued it. She also admitted that her personal 

knowledge of the existence of the Investigations Team was lacking initially and that she was 

perplexed by the investigation procedures.  

3.62 Given the events that unfolded over the following months and years at the Trust, the fact 

that the case was not re-referred back to the Investigations Team by the region for additional 

consideration was, according to the former Area Manager, a missed opportunity. The 

Regional Director also expressed to us that in hindsight, it was a missed opportunity to 

investigate, and that if an Investigations Team had gone into the Trust then they would have 

found out the extent of the problems. He added however that he cannot say if an 

investigation should have happened. The Regional Director told us: "who am I to criticise if 

they prioritise and choose not to investigate". He said that the information coming back was 

that the SUIs did not constitute a pattern and so did not substantiate the need for a major 

investigation. The Director Operations at CQC (then, the Deputy Director of Frontline 

Operations) also told us that, in hindsight, she thought it was the wrong decision not to 

investigate.  

3.63 It appears possible that this opportunity may have been missed as a result of the impression, 

as told to us by the Area Manager, that  the Investigations Team were not receptive to the 

case being re-referred. However, we note that the Investigation Manager's decision email 

stated that: "…I am happy to discuss this again when they [PHSO] have completed their 

_________________________ 
58 Document 421. 
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enquiries"59. We also note that there were discussions at the Regional Risk Panel meetings 

about the possibility of re-referring this case to the Investigations Team at a later date (see 

table at paragraph 3.97 below), and the Area Manager's note of 3 June 2009 (see paragraph 

3.59 above) indicated she had been told the decision would be reviewed if other concerns 

came to light, so the cogency of this explanation is subject to question.  

Communication of the decision to Monitor 

3.64 The Regional Assessor notified Monitor shortly following the Investigation Manager's 

decision on 27 May 2009 at 08:3760 to say that: 

"Our investigations team have informed me that as the case is 

still under investigation by the PHSO, the CQC would not 

usually undertake an investigation until after the findings of the 

PHSO are known." 

3.65 She also added an insight into the additional work that she was planning at this point in time: 

"I will be undertaking further work with the trust and the SHA 

within the next month to establish a clearer picture of maternity 

services and once the PHSO report is available I will ask 

investigations to review the case again. As I haven't spoken to 

the PHSO team yet, I am not clear what their timescales are." 

[Emphasis added] 

3.66 We have not seen any evidence to indicate that the Regional Assessor, or anyone else, re-

engaged with the Investigations Team at any point in relation to this case. Indeed, the 

Investigation Manager told us that the regional team never contacted her again about further 

concerns. We set out further work conducted by the regional team below (paragraphs 3.80 to 

3.100). 

3.67 Monitor formally notified CQC of its decision to delay the Trust's FT application regarding 

UHMB on 1 June 2009 via a letter from its Executive Chairman to CQC's previous Chief 

Executive: 

"Monitor has taken this step in light of concerns in relation to 

incidents in maternity services provided by the Trust and the 
_________________________ 
59 Document 421. 

60 Document 200. 
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potential for further investigation by both the CQC and the 

Parliamentary and Health Service Ombudsman (the 

Ombudsman). Further details are set out below."61 

3.68 The letter explains that when Monitor sought the views of the local CQC team on the twelve 

SUIs in 2008/09, they were advised that CQC was unaware of these SUIs. In other words, 

UHMB had not informed CQC of these SUIs. 

3.69 CQC's Deputy Director of Frontline Operations at the time also provided additional 

explanation of the decision in a letter to Monitor on 18 June 200962: 

"Any future initial considerations for investigation by the 

national team at CQC would be a result of new evidence or 

concerns being made known to CQC or outcomes from the 

Ombudsman investigation providing evidence or information 

that may trigger an escalation of risk." 

Communication to Baby T's father of the initial dec ision not to investigate 

3.70 A Regional Assessor wrote to Baby T's father on 5 June 2009 and advised him that:  

"…whilst our predecessor organisation, the Healthcare 

Commission had a remit to investigate complaints, this became 

the remit of the Parliamentary and Health Service Ombudsman 

(PHSO) in April 2009."63 

3.71 The Regional Assessor went on to say that his complaint raised concerns regarding quality of 

care at the Trust and outlined work that was planned as a result, including working closely 

with the SHA to ensure CQC was satisfied that the Trust had undertaken the appropriate 

remedial actions. This was effectively Baby T's father being informed that his complaint will 

not be investigated formally by CQC.  

Subsequent interaction with UHMB on the issue 

3.72 The Regional Assessor's briefing paper64 dated 3 June 2009 records that she had a telephone 

conversation with the Trust's CEO and Director of Nursing, on 27 May 2009, the date of the 

_________________________ 
61 Document 163. 

62 Document 103. 

63 Document 311. 

64 Document 50. 
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decision not to investigate. In this conversation, the Trust's CEO and Director of Nursing 

reiterated the Trust's action and progress in relation to the Baby T case. It is not absolutely 

clear who initiated the conversation. The paper describes the event as the Trust's CEO and 

Director of Nursing "undertook a telephone conference call with the Assessor…" which possibly 

indicates that UHMB initiated it. 

3.73 The briefing paper records that UHMB then provided the Regional Assessor with updated 

action plans in relation to the external review, an action plan for the supervision of midwives 

dated May 2008 and the "CNST level 2 report" dated April 2008.  

3.74 We note that two of these pieces of evidence pre-date the Baby T death (5 November 2008) 

by some five months and therefore question the relevance of providing them to the Regulator 

in response to the incident. Arguably the fact that the Baby T death (which UHMB has 

admitted liability for) occurred in spite of these action plans being in place raises possible 

questions over their effectiveness or implementation.  

3.75 According to the Regional Assessor's briefing paper65, the Trust's CEO also confirmed that 

further reports were expected shortly, including the Local Supervising Authority (LSA) report 

due 1 June 2009, the Charles Flynn report (also known as the Flynn report) on maternity 

services management due 8 June 2009 and the Birthrate Plus Limited staffing review due to 

commence in summer 2009. 

3.76 The Regional Assessor also records in her paper66 (dated 9 June 2009 – only 12 days 

following the initial decision not to investigate) that the Trust's CEO told her that he would 

wish further opportunity for local resolution. This appears to indicate that the Trust's CEO 

wanted time to address the concerns and did not want CQC to escalate or launch an 

investigation.  

Further interest from Monitor 

3.77 Monitor remained interested in the risk rating ascribed by CQC to the Trust following the 

decision not to investigate. On 3 June 2009 for example, the Regional Director emailed the 

Deputy Director of Frontline Operations (cc the CQC former Chief Executive and others) to 

say that: 

_________________________ 
65 Document 50. 

66 Document 50. 
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"Monitor are hassling us for a view 'yesterday' about the risk 

rating of the Trust … we cannot allow Monitor to dictate the 

pace just because they were about to make a decision about 

Foundation status but learned of concerns at the very last 

minute. Our revised view of the trusts [sic] risk status needs to 

be properly grounded, balanced and substantiated."67  

3.78 CQC's then CEO replied that she agreed and that Monitor was not putting any pressure on re 

timescale. Despite the CEO's comment it is clear from the Regional Director's email that his 

team felt pressured by Monitor – not necessarily to come to a certain decision but to provide 

updates on their view of the Trust around this time. 

Early contact between PHSO and CQC 

3.79 Not long after the initial decision not to investigate, on 9 June 2009 CQC made first contact 

with PHSO with regard to this case: according to PHSO, a CQC member of staff68 

telephoned the PHSO Assessor to ask about the case and whether PHSO would be 

investigating69. PHSO apparently advised CQC that it did not know if it would be 

investigating at this stage. When we spoke to CQC's Regional Assessor, she told us that she 

contacted PHSO to check their output and process and was informed that there was some 

delay. We therefore assume that the 9 June 2009 telephone call was from the Regional 

Assessor from the North West regional team acting on the advice of the Investigation 

Manager (the Investigations Team). The Investigation Manager told us that she did not have 

contact with PHSO. 

Regulatory activity by CQC immediately following th e decision not to 

investigate 

3.80 Following the Investigation Manager's decision not to investigate this case, on 27 May 2009, 

the regional team carried out a number of activities in response to the heightened risks, in 

addition to those already discussed above. We set out the main regulatory activity we have 

identified below. 

Interaction with the SHA 

3.81 The Regional Assessor and the Area Manager met with SHA on 3 June 2009 in order to 

discuss serious untoward incident handling by the Trust, gain a view on any trends regarding 

_________________________ 
67 Document 166. 

68 PHSO did not tell us who. 

69 Document 539. 
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maternity SUIs and to understand the SHA's view on the progress the Trust had made in 

response to an external investigation which had commenced at the end of December 200870. 

3.82 The SHA confirmed at this meeting that it did not routinely monitor rates, trend and 

benchmarking data on maternity or other SUIs. The SHA did though confirm that it was 

satisfied with the Trust action plans and progress; however, two further reports were due, ie 

the Flynn report and the Birthrate Plus Limited report and the LSA report had not yet been 

fully considered by the SHA. 

3.83 According to the Regional Assessor's briefing paper, the SHA also expressed on 3 June 2009 

that they were satisfied with the performance of the Trust to date regarding the handling of 

SUIs in general and in relation to Baby T71. SHA also did not state any concern relating to the 

number of SUIs in general or those relating to maternity services at UHMB and indicated that 

there was no common pattern between them. 

3.84 At the end of the Regional Assessor's 3 June 2009 briefing paper, she recorded several items 

for further consideration, including: 

• SUI rates, trends and concerns not being routinely reported to CQC Assessors, 

meaning ORP72 risk rating may be inaccurate; 

• internal and external reports not being shared with CQC; 

• SHA does not formally report SUIs to CQC but "encourages" Trust to do so; 

• paediatric services have not been fully reviewed as part of Baby T SUI; and 

• Monitor and SHA were aware of information re SUIs and other issues but this 

had not been shared with CQC. 

3.85 These items usefully sum up the CQC regional Assessor's thinking about the Trust at this 

point in time.  

Attending a PCT STEIS assurance meeting with UHMB 

3.86 On 19 June 2009, the Regional Assessor participated in a PCT "STEIS"73 assurance meeting 

with UHMB by conference call. The meeting was chaired by the PCT and the agenda was set 

to include review of the Baby T incident, an update on two other maternal deaths and 
_________________________ 
70 Document 50. 

71 Document 50. 

72 Organisational Risk Profile. 

73 STEIS stands for Strategic Executive Information System. It was a system for collecting weekly 
management information from the NHS including serious untoward incidents. 
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consideration of issues around this incident and any past incidents that were still under 

review74. We understand that the Chief Executives of both the SHA and Cumbria PCT 

attended75. 

3.87 In her update to the Regional Director on 23 June 200976, the Regional Assessor explained 

that she was planning to discuss matters with the SHA in order to obtain their perspective on 

the Baby T case around the PCT's ability to manage SUIs. She would also be speaking with 

Monitor for an update. She emphasised that from recent conversations with the SHA, 

Monitor and the Trust, all parties expressed the desire for an early reconsideration of the risk 

rating by CQC. She emphasised that CQC could not do this until it had all the information, 

including the view by the SHA. 

Other regulatory activity 

3.88 We have seen additional evidence of CQC regulatory activity around this time, including 

reviewing the Charles Flynn report findings and carrying out various internal discussions.  

3.89 The Flynn report was published in June 200977. Whilst it concluded that general management 

arrangements within UHMB maternity were effective and fit for purpose and clinical 

governance arrangements were adequate, it also highlighted several issues. These included:  

• less effective clinical governance for multi-disciplinary issues; 

• potential for enhancement to professional supervision arrangements for 

midwives; 

• weaknesses in inter disciplinary collaborative relationships at FGH; 

• little, if any, inter site cooperation; 

• a reported history of mistrust or animosity between the sites; 

• Trust Board, executive and non-executive undergoing major change; 

• no representation of maternity services in relevant PCT forums or committees; 

• history of poor relationships between obstetricians and paediatricians. 

3.90 We asked the Regional Director about the Flynn report findings indicating that issues were 

still present in June 2009. His response was that by that time the Investigations Team was 

_________________________ 
74 Document 100. 

75 Document 158. 

76 Document 158. 

77 Document 71. 
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"running down", although we note that the team was not formally disbanded until March 2010 

– see paragraph 3.104 below. 

3.91 Following CQC's request for an update (see paragraph 3.87 above), a briefing paper was 

prepared for CQC, dated 26 June 2009 by the Assistant Director of Clinical Quality and 

Safety at the SHA regarding the SUIs at UHMB78. This paper sets out some of the corrective 

actions that the Trust was taking in response to the Baby T SUI including staffing and 

systems issues. The report also stated that Cumbria and North Lancashire PCTs had taken 

over the performance management of the SUIs. This report in summary concluded that the 

Trust had provided evidence that the incident was appropriately reported and investigated 

and action had already been taken to address the urgent issues. It also concluded that 

following the management report, the Trust would refresh the action plan to ensure the 

longer term issues of team/multidisciplinary working were addressed and embedded. 

3.92 We have seen that the Regional Assessor reviewed the various reports and actions arising 

from the Baby T case, including: the February 2009 external report, the 22 May 2009 LSA 

report, the June 2009 management report (Flynn report), the 15 June 2009 action plan from 

the external review, and several other letters between involved parties around these issues. 

The Regional Assessor presented a summary of her reviews to the Regional Director on 

29 June 200979. 

3.93 On 16 July 2009 the CQC Deputy Director of Frontline Operations wrote to Monitor. This 

letter provides an insight into CQC's thinking with regard to an investigation at this time, 

where she stated that: 

"The investigations team will provide you with any update 

regarding the likelihood of undertaking an investigation 

pending the Ombudsman decisions to formally investigate the 

complaint currently being considered. I have made it clear that 

we cannot preclude undertaking a future investigation if at any 

stage during the Ombudsman's deliberations, they make us 

aware of evidence or information that would cause us to review 

_________________________ 
78 Document 187. 

79 Document 193. 
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our current position in respect of commencing an 

investigation."80 

3.94 Clearly, at this stage, CQC had not ruled out investigating the SUIs. 

3.95 A further letter from the Regional Director to Monitor on 29 July 2009 also summarises CQC 

activity and developing thinking in relation to the SUIs at this time. This included the fact 

that the Trust had been "Red" rated at the most recent North-West Regional Risk Panel on 

13 July 2009, and states that concern over the SUIs was reduced following discussions with 

the SHA and PCT (as detailed earlier) which suggested that the incidents did not have 

common causes. The Regional Director also said in this letter that a risk-triggered Standards 

Based Assessment (SBA) of the Trust had taken place in July 2009. This SBA considered the 

following standards: C5a - NICE, C10b - code of practice, C8a - Whistleblowing and 

C14c - complaints81. As a result of this SBA, the Trust was found not to be fully compliant 

with standard C5a – NICE82. See Appendix 8 for a detailed explanation of what the Core 

Standards were. 

3.96 The Regional Director also summarised in his letter the outcomes of the Flynn report and 

stated that there were concerns that there were systemic features to some of the findings. 

From our discussions with the Regional Director, we know that the fact that the Trust was 

"Red" rated by CQC at this time meant that it was subject to additional scrutiny as it was 

discussed at monthly Regional Risk Panel meetings as a provider of concern. 

3.97 We summarise below CQC's internal risk rating history for the Trust throughout the period 

May 2009 to December 2009, ie the period relevant to this investigation question. We also 

summarise the key considerations discussed at the Risk Panel meetings, which captures the 

main regulatory work that was being undertaken throughout this period: 

Month Risk 
Rating 

Summary of key considerations at Risk Panel meeting 
 

May 2009 Yellow  
June 2009 Red Escalated to "Red" due to concerns regarding the 12 SUIs. CQC 

is engaged with SHA and PCT regarding this. Awaiting outcome 
of SHA meeting with PCT and their consideration of reports 
outstanding from Trust. A number of questions raised by report 
on maternity services by Liverpool Women's Hospital. Three 

_________________________ 
80 Document 107. 

81 Document 530.  

82 Document 530.  
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Month Risk 
Rating 

Summary of key considerations at Risk Panel meeting 
 
reports received to date appear "very silo based" and do not 
address the multi-disciplinary issues. A SBA visit is being 
undertaken on 13 July 2009. "Once all information has been 
received regarding the SBA, the Ombudsman's decision and the 
issues raised in the recent maternity report bring to the panel in 
August to review whether to get investigations involved." 
 

July 2009 Red PHSO have sought clinical advice, outcome not yet known. SHA 
and Cumbria PCT met Trust to review SUI processes and 
specifically maternity SUIs. Flynn report received June 2009 
shows numerous comments re management of paediatrics, 
cultural issues and lack of inter-disciplinary working. CQC has 
not seen evidence these are being addressed in a robust way. 
Staffing issues at time of incident and subsequently have not 
been addressed. Trust has commissioned Birthrate Plus to look 
at staffing levels but no evidence that levels are satisfactory at 
this time. SBA visit planned for 13 July 2009. It is the panel's 
view that systemic failings have taken place and there is concern 
that this situation could be replicated within many departments 
and not just within maternity services. Trust to remain "Red" 
until more information received from PHSO, the SBA visit and 
the SHA response to the management report. "…depending on 
the information that is available the panel may decide to submit 
another briefing to Investigations to make another request for an 
investigation." 

August 
2009 

Amber Regarding concerns around staffing levels: Trust CEO has 
written confirming his satisfaction with the levels and support 
arrangements in place and that the Trust is undertaking Birthrate 
plus. Trust has forwarded to the Assessor an action plan and a 
sustainability plan from the Flynn report which tries to address 
the failings. Trust had a standards based assessment (SBA) in July 
where three standards were met on the day, however this still 
needs to go through the moderation process. Complaints 
standard is met. Regarding standard C5a NICE Guidance – 
"there is a failure to meet any lines of enquiry." Assessor to contact 
CEO "to confirm that the leadership will be totally inclusive of cross 
site working." Agreed that Panel is satisfied with the actions from 
the maternity services. Panel satisfied with issues from Charles 
Flynn report. The PHSO review does not impact on CQC risk 
rating. Provider downgraded to Amber. 
 

September 
2009 

Amber Still in dialogue with CEO and Monitor. CEO is seeking to 
obtain clarity of actions at the meeting on 17 September 2009. 
Purpose of meeting to provide clarity to the Trust on what 
further actions are required to reduce risk rating. Information 
received from Trust updating action plan from original SUI. No 
update on management report action plan. Coroner has reported 
findings on another October 2008 baby death and is critical of 
inter disciplinary working. From the SBA visit, the Trust will be 
qualified on one standard – compliance with NICE guidance. 
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Month Risk 
Rating 

Summary of key considerations at Risk Panel meeting 
 

October 
2009 

Amber Meeting with CEO, Regional Director, "AM" and "LAM" has 
taken place. No new evidence of compliance/progress against 
plan presented. Clarification given to Trust of evidence required 
in order to reduce risk rating. Follow up meeting on 15th October 
2009 with Trust to obtain detail of progress of all aspects of 
ORP. Annual Health Check rating is "fair". Feedback to Trust on 
SBA qualification has taken place. FT application has been 
shelved by Monitor and Trust will have to go through the due 
diligence process again. However their priority is to focus on the 
CQC registration process. 

November 
2009 

Amber Meeting was held on 15th October 2009 between CQC Assessors 
and Trust. The Trust provided updated information on the 
Women's and Children's Sustainability Action Plan, as follows: 
Creation of Family Services division with dedicated Assistant 
Director of Operations appointed. New organisational structure 
evidenced. 
 
Email received 25th September 2009 from Baby T’s father 
acknowledging positive experience felt by his family throughout 
the birth of their third child and the changes in practice they felt 
had taken place. 
  
Best practice – twinning with Liverpool Women’s progressing. 
Terms of reference agreed and seen. No meeting taken place yet.  
Maternity dashboard content agreed for implementation 
December to March. 
 
Bulleting to cascade lessons learnt shared across Trust has been 
developed. 
 
On-going monitoring and audit supported by twice yearly 
meetings between Director of Nursing and Head of Midwifery 
and Lead Supervisor implemented. Professional heads and 
managers from maternity and paediatrics attended management 
development in September 2009. 
 
The Trust appealed against the qualification of Annual Health 
Check standard C5a on the basis of achieving NHSLA level 2 
which commented positively on the implementation of NICE 
guidance. National and existing priorities underachieved/failed in 
AHC [Annual Health Check]. Trust is aware of their failings and 
has plans in place to address all areas where they are below 
target. 
 
CQC/Monitor have met to discuss issues in advance of any 
potential application from the Trust for Foundation [Trust] 
Status. CQC require assurance of sustained improvement and 
have confirmed to Monitor that the rating is unlikely to change 
before 2010. 
 

December Amber PHSO have reported their findings on the Baby T case. Father 
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Month Risk 
Rating 

Summary of key considerations at Risk Panel meeting 
 

2009 reasonably happy with outcome but still has concerns about the 
investigation. The Regional Director is dealing with this. 
 
Trust has developed a Maternity Risk Group, Children’s safety 
group, Labour Ward Forums and Obstetric update and issues – 
all these are Trust wide and multi-disciplinary. Minutes of groups 
have been requested but not yet received. 
 
Each of four leads Midwifery, Paediatrics and Lead clinicians for 
these have received appraisal in view of team development and 
sharing of this amongst the professional teams. 
 
Birthrate plus – interim draft report now received by Trust but 
awaiting clarification on staffing numbers. Sustainability Plan – 
next report not available until mid-December. Review of 
documentation and evidence for all NICE and significant 
guidance since April. Audit results show that this is now 
complete. NICE compliance was presented to Trust Board in 
November 2009. Trust has been awarded NHSLA level 2.  
 
Agreed: Remain as Amber pending outcome of audit. 

   
3.98 From our review of the Risk Panel meeting minutes and papers, we can see that various work 

was carried out by the regional team in this period. It can be seen that the Trust was "Red" 

rated as a result of the SUI concerns in June 2009. Gradually, the Trust provided more and 

more information to help alleviate the concerns that CQC had, so by August 2009 the rating 

was reduced to "Amber" and remained "Amber" through to December 2009. Note that in 

the following question we consider the risk ratings in the period beyond December 2009 (see 

paragraphs 3.249 to 3.441). 

3.99 The June 200983 and July 200984 Risk Panel meeting minutes continue to record CQC's 

interest in the Baby T case and that there was consideration of the potential to re-refer the 

case back to the Investigations Team (highlighted in bold, above). This is at odds with the 

explanation given to us by the Area Manager who told us that from her perspective, the "door 

remained shut". The Area Manager did attend the June 2009 Risk Panel meeting, according to 

the minutes. 

3.100 See paragraph 3.269 below where we fully discuss the risk rating methodology. 

_________________________ 
83 Document 467. We note that the title of these minutes confusingly indicates they are for the July 
2009 meeting but we believe this is an error and that they are in fact the June 2009 minutes. The 
electronic document name is " 20090615 NW Regional Risk Mins", indicating they are for June. 
Content also indicates they were for the June meeting. 

84 Document 469. 
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Confirmation of the decision not to investigate in December 2009 

3.101 The regulatory work as detailed above following the Investigation Manager's 27 May 2009 

initial decision not to investigate appears to have culminated in a final letter being sent to 

Baby T's father on 16 December 200985, apparently crystallising the decision not to 

investigate. In this letter, the Regional Director stated that: 

"Unlike our predecessor organisation, the Healthcare 

Commission, CQC does not have any powers or remit to 

investigate individual complaints about the NHS. For this 

reason, we are unable to look into or comment on the wide 

range of concerns that you express about the UHMBT 

investigation … Our remit is to question whether concerns 

referred to us suggest that there are systemic failures in the 

operation of a trust. If there are we act, within the limits of our 

powers, to secure improvements that reduce the risk of future 

adverse outcomes for patients." [Emphasis added] 

3.102 The Regional Director justified a lack of an investigation because CQC did not investigate 

individual complaints and instead explained that CQC's remit was to question whether 

concerns reflect systemic failures in the operation of a trust. The letter does go on to set out 

a number of serious concerns that CQC had about the operation of UHMB, which we 

consider as part of our response to Question 3 at paragraphs 3.261 to 3.266 3.249 below. 

3.103 For the purposes of answering this key investigation question, this December 2009 letter acts 

as a final cut off, as Question 3 below considers events in the period following this letter and 

up to registration of the Trust in April 2010. 

Dissolution of the Investigations Team 

3.104 Potentially relevant is the fact that there was an organisational restructure within CQC 

throughout 2009 where the Investigations Team was "wound down" and ultimately dissolved. 

The Investigation Manager told us that the Investigations Team stopped accepting new 

referrals in January 2010 and the team was disbanded in March 201086.  

3.105 We spoke to CQC's former CEO about the disbandment of the Investigations Team and she 

told us that it was a Board decision about the deployment of staff. The Board decided to 

_________________________ 
85 Document 227. 

86 Note the Director of Operations told us it was disbanded in May 2010. 
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devolve the investigation role to the regions instead. When asked whether the 

disestablishment of the Investigations Team had any bearing on the Baby T/maternity SUI 

investigation not being conducted, CQC's former CEO told us that she did not think that it 

would have had a bearing on the team's decision making. The Director of Operations told us 

that now, CQC still has the capacity to carry out investigations, though it is no longer 

centralised. 

3.106 The Regional Director told us that although it may well be that the Investigations Team was 

not formally disestablished until March 2010, as far as he was concerned, in a practical sense, 

it was not "open for business" at the time in question, and therefore there was not the option 

to re-refer UHMB for investigation after PHSO had made its decision not to investigate the 

Baby T complaint (in February 2010 – see paragraphs 3.281 to 3.287 below for further 

discussion of this). 

3.107 The extent to which the dissolution of the team had an effect on this referral is impossible for 

us to determine based on the information available to us. 

ANALYSIS OF EVIDENCE 

3.108 It is important to emphasise that it was not part of our remit to talk to Monitor, the SHA, the 

PCT or the Trust itself – and we have not done so. We have, though, interviewed relevant 

individuals within CQC who had a role to play with regard to the investigation case referral in 

2009, including the Investigation Manager (then part of the Investigations Team) and from 

the North-West regional team the Area Manager, the Regional Assessor and the Regional 

Director.  

3.109 In a memo of 12 September 201287 to CQC's current CEO, the Director of Operations (who 

was a Deputy Director of Frontline Operations when the SUIs referral was made in 2009) 

said that the Regional Director, supported by her, had requested the investigation. We have 

not seen any direct evidence showing any involvement in or support by the Director of 

Operations of the original referral88. As discussed at paragraph 3.69 above, we have seen that 

the she had been in contact with Monitor regarding the possibility of an investigation and on 

19 June 2009 told them that:  

_________________________ 
87 Document 48. 

88 The Director of Operations (then Deputy Director of Frontline Operations) wrote to us on 
29 April 2013 and said that following discussions between herself and the Regional Director, he 
referred in line with the organisational protocol in place at that time. She also stated that she had no 
managerial oversight of the then national investigations team nor was in any way involved in its 
operational decision making. 
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"Any future initial considerations for investigation by the 

national team at CQC would be a result of new evidence or 

concerns being made known to CQC or outcomes from the 

Ombudsman investigation." 

3.110 There is no evidence to suggest that the decision not to investigate the referral was anything 

other than independent. We have seen no evidence that any person attempted to apply direct 

pressure on the Investigations Manager – the ultimate decision maker. The Investigations 

Manager told us that she was not put under any pressure regarding this investigation decision 

from anyone internal or external to CQC and that it was her decision and hers alone. Indeed, 

the first contact between CQC and PHSO appears to have been after the initial decision was 

made. Indeed, The Director of Operations has specifically asserted that "… at no time was any 

pressure applied by … [CQC's former CEO] …, …[CQC's former Chair] … or any other 

member of CQC to take a particular course of action on this Trust"89. 

3.111 The investigation question, however, was not just focused on whether the decision to 

"investigate" was independent but rather more generally whether there was an independent 

decision regarding "what action to take". Clearly, the information provided in the original 

referral/enquiry from Baby T's father and subsequent information that came in from 

Baby T's father and others regarding the other four maternity SUIs, led to the regional team 

carrying out a significant degree of other non-investigation regulatory activity. Indeed, CQC 

"Red" risk rated the Trust directly as a result of escalating concerns and carried out a number 

of activities, including reviewing the various action plans and reviews that were occurring at 

the time. Nothing arising from this work appears to have prompted the team to decide that a 

full investigation was justified at this time, although whether to re-engage the Investigations 

Team was considered by the Regional Risk Panel.  

3.112 We have seen evidence that the Trust's CEO spoke with the regional team in order to explain 

actions that the Trust was taking in response to the concerns. He apparently communicated 

his willingness to deal with the issues at a local level, ie within the Trust. However we are not 

asserting that this was inappropriate. 

3.113 At interview, the Regional Director recalled to us one occasion where he met both the 

UHMB CEO and the UHMB Chair. According to the Regional Director, in this meeting they 

made a point of telling him that it would cost them £0.25 million to re-do the due diligence 

_________________________ 
89 Document 48, page 4. 
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that had been prepared for the FT application. This could be perceived as indirect pressure 

not to delay the FT application process, or the Trust just ensuring that CQC was in 

possession of the full facts. Either way we have found no evidence to suggest that this 

influenced the decision making of CQC regarding the investigation of the Baby T referral. 

3.114 There was also further contact between PHSO and CQC after the initial decision had been 

made. We discuss this in our consideration of the following key investigation question – see 

Question 2 of this section. In any case, it appears there was no influence exerted directly by 

CQC's previous CEO onto the Investigations Manager or the regional team as a result of her 

contact with PHSO or otherwise, based on what we have seen and been told. 

3.115 We have seen evidence to show that there was pressure from Monitor (though 

understandable) to receive an update on the expected progress of the investigation referral 

decision, however, not pressure to make a certain decision. This pressure does however 

appear to have prompted the Investigations Manager to conclude on the case in a relatively 

short time window, less than 24 hours, though there were 13 documents and 95 pages of 

material available to review. The effect that this had on the direction of the decision is 

impossible to assess in retrospect. Certainly we were told by the Investigations Manager that 

she checked the records provided to her – the extent to which this was possible in the 

apparently small time window is not clear90. 

3.116 Therefore, it may be that (understandable) pressure from Monitor on CQC to advise them of 

the timeframe around which an investigation decision would be provided may indirectly have 

provoked the Investigations Manager to respond without a full reflection of the available 

material. In addition, the absence of any mention the other four maternity SUIs in her 

27 May 2009 email and on the referral form, suggests that the Investigation Manager may not 

have taken those other SUIs into account when reaching her initial decision not to 

investigate, although in interview she suggested (but did not categorically state) that she had 

taken them into account and we have seen mention by the Investigation Manager of the other 

SUIs in conversations following the delivery of her decision. The reason for her not 

mentioning the other SUIs on the referral form and in her email is not known.  

3.117 Nevertheless, CQC continued to take an interest in the Baby T case and improvements at 

UHMB in the following months (as explored in later sections of this report). 

_________________________ 
90 The Investigation Manager was unable to recall how long it took her to review the referral given the 
amount of time since the event. She refuted that she did not give the documents a comprehensive 
review. 
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3.118 Both the SHA and PCT played a role in helping to allay CQC's concerns in this period, in 

particular the SHA which informed CQC on 3 June 2009 that there were no clinical 

commonalities between the five maternity SUIs.  

3.119 Also potentially at play was the fact that the Investigations Team was being wound down. 

However, the extent to which this was a factor is not something we can ascertain. 

CONCLUSION 
3.120 We have been asked to consider whether CQC made its own independent decision about 

what action to take following a referral from the CQC North West regional team. We have 

considered the initial decision not to investigative following the referral and also subsequent 

decisions not to re-visit that initial decision. 

3.121 The initial  CQC decision not to investigate was made by the Investigation Manager alone, on 

the basis that CQC's criteria for investigation were not met, which included the fact that the 

case was under review by PHSO. Certain CQC staff have commented that the decision not to 

investigate at that stage was a "missed opportunity", suggesting they think the decision was 

wrong. However, this may well be with the benefit of hindsight. 

3.122 It might be inferred that the decision was made without fully reflecting on all the facts (as the 

decision was apparently made in a short amount of time despite the voluminous 

documentation), but the involvement of PHSO appears to have influenced the decision at the 

outset. However, the documented decision does not refer to the other four maternity SUIs, 

indicating that at least initially, the Baby T case was considered in isolation, despite (albeit 

limited) information on the other maternity SUIs being on file. That said, we have not been 

asked to investigate whether or not that decision was wrong. As to whether it was reached 

"independently", the only evidence we have seen of external pressure in relation to the initial 

decision is that the decision maker may have felt some pressure to reach a decision quickly.  

3.123 There were many factors which appear to have contributed to the subsequent failure to re-

visit the question of whether an investigation should be launched. Those factors are 

considered in more detail elsewhere in this report, and they appear to have allayed some of 

CQC's concerns about UHMB, giving CQC the impression that improvements were being 

made (see paragraphs 3.367 to 3.371 below). We have seen no evidence that CQC did not act 

independently in determining that the evidence it was receiving did not indicate that it should 

reconsider the question of an investigation. Again, we do not consider whether that was the 

"correct" decision. 
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3.124 We do note that at least one of the individuals we interviewed indicated that in their opinion, 

there was no possibility of a "re-referral". The evidence suggests that others, including 

particularly the North-West Regional Risk Panel did understand that a re-referral was 

possible. However, CQC may wish to consider whether or not guidance on procedures for 

referral, criteria for investigations, and the possibility of "re-referring" were clear enough. 

3.125 The winding down of the Investigations Team may have also been a factor in the regional 

team's decision not to re-refer the case to the Investigations Team. The Regional Director at 

the time has indicated that when PHSO decided not to investigate the Baby T case in 

February 2010, he considered the Investigations Team "closed for business" and therefore re-

referral was not a realistic possibility. The Investigations Team had stopped accepting new 

referrals in January 2010 and the team was disbanded in March 2010. 

3.126 In any case, we note that even if it was not a realistic possibility to re-refer the issues to the 

Investigations Team in February 2010, responsibility still laid with the CQC regional team for 

following up the issues. However, this was apparently not done. The CQC regional team 

potentially misinterpreted the reasons for PHSO's decision not to investigate in February 

2010, or failed to take these reasons fully into account (see paragraph 3.287 below for further 

explanation of this point). There was no acceleration or apparent reconsideration of concerns 

within CQC following PHSO decision not to investigate, despite the fact that part of the 

PHSO's rationale for not investigating was that it had been given assurances by CQC, and 

specifically the outgoing Regional Director, that CQC would be dealing with the issues via 

on-going work.  

3.127 We consider that a potential failure in process may have contributed to CQC apparently not 

taking the PHSO decision fully into account in as considered a way as maybe it should have. 

Potentially, if a clear process was in place for dealing with incoming information from PHSO, 

then this might have enhanced the chance of CQC taking more action from February 2010 

onwards. To illustrate this missed opportunity, there are a number of features in the MoU 

that was put in place between PHSO and CQC from 1 April 2010 (which was unfortunately a 

month or two too late) that ensure that information coming from PHSO to CQC would be 

dealt with appropriately: 

•  "We will aim to align our data collection systems where possible to support effective 

information-sharing and quality monitoring" 91 

_________________________ 
91 Document 314, paragraph 3.1. 
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• "…PHSO may share information with CQC … ii) Where PHSO receives information in 

the course of an investigation that is of such concern that it is considered likely to 

constitute a threat to the health or safety of patients" 92 

• "Where … PHSO has decided not to investigate …, [if]  because the CQC already knows 

about the complaint, PHSO will normally advise CQC of the decision not to investigate 

the complaint (but will not normally share a copy of the decision letter itself)" 93 

• "PHSO may also share general information arising from its casework (while protecting 

the privacy of complainants) for the wider benefit of improving services for people: this 

may include information about any identified trends or themes emerging from our 

casework, and complaint handling more generally" 94 

• "The CQC will use information provided by PHSO to inform its regulatory processes as 

follows: i) CQC will add this information to other accumulated evidence it holds about the 

service to inform the quality and risk profile: this assists CQC in deciding what actions it 

may need to take… iii) CQC will log any systemic recommendations for remedy and 

ensure that these recommendations are properly followed up in its inspection and 

monitoring programmes." 95 [Emphasis added] 

 

3.128 We have seen no evidence that the PHSO's concerns were logged or followed up in 

a systematic way. 

  

_________________________ 
92 Document 314, paragraph 4.2, (ii) 

93 Document 314, paragraph 4.3 

94 Document 314, paragraph 4.5 

95 Document 314, paragraph 4.6 
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2. WHAT WAS THE NATURE OF CQC'S SUBSEQUENT 

INTERACTION WITH PHSO AND WHAT EVIDENCE IS 

THERE REGARDING THE CLAIM THAT CQC'S FORMER 

CHIEF EXECUTIVE TRIED TO INFLUENCE PHSO NOT TO 

INVESTIGATE A COMPLAINT ABOUT MORECAMBE BAY 

MATERNITY SERVICES? 

INTRODUCTION 

3.129 The above question arises in the context of a complaint ("the complaint") against UHMB 

submitted by the Baby T's father ("the Complainant") in April 2009 to the Parliamentary 

Health Service Ombudsman (PHSO) in relation to the death of his new-born baby in 

November 2008. 

3.130 Our investigation has included a review of documents and emails provided by PHSO, CQC 

and the Complainant as well as interviews with CQC and PHSO itself. 

3.131 In detailing the facts of the matter we set out a timeline of relevant events established from 

information and material we have sought and reviewed. We also summarise the salient points 

of the several interviews we have conducted in relation to this particular matter. 

3.132 First, in order to aid understanding of the responsibilities of both organisations in terms of 

the handling of complaints, there follows a brief explanation of the role of PHSO and how 

this contrasts with that of CQC. 

3.133 PHSO is a public body which has a statutory responsibility under the Health Services 

Commissions Act 1993 to consider a complaint that someone has sustained hardship as 

a consequence of, inter-alia, failure in services provided by a health service body in England. 

PHSO has discretion as to whether or not to investigate complaints96.  

3.134 By contrast, CQC is an independent, corporate body established under the Health and Social 

Care Act 2008. It is responsible for the regulation of the quality of health and adult social care 

services in England. In relation to the National Health Service, CQC, inter-alia, undertakes 

_________________________ 
96 A Memorandum of Understanding between PHSO and CQC describing the framework to enable 
the two organisations to effectively work together. Constituted 8 April 2010. See: 
www.cqc.org.uk/sites/default/files/media/documents/mou_phso_and_cqc_201006112917.pdf, as 
of 26 March 2013. 
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special reviews and investigations of particular quality issues or services, exercising powers 

conferred to it under Section 48 of The Act. 

3.135 Unlike PHSO, since April 2009, CQC has not had specific remit to investigate individual 

complaints but will take issues arising from such complaints into account when considering 

whether or not to launch a "Section 48 Investigation".  

3.136 For the avoidance of doubt, PHSO and CQC are separate bodies that act independently from 

one another. While there may be occasions when cross-cutting issues give rise to a mutual 

interest, they are responsible for making their own decisions based upon their exclusive 

statutory remits. There is no element of co-dependency between the two organisations.  

3.137 In April 2010, a Memorandum of Understanding (MoU) was formally agreed between the 

two organisations concerning, inter-alia, the sharing of information and matters of 

jurisdiction in relation to cross-cutting issues97. This occurred after the time period relevant to 

this particular question, though the absence of an MoU during this time was not an 

impediment to the two organisations liaising and cooperating with one another on matters of 

mutual interest.  

TIMELINE OF EVENTS  

3.138 On about 4 April 2009, the Complainant submitted his complaint against UHMB in relation 

to the death of his child, Baby T, to PHSO98.  

3.139 As far as can be ascertained, on 9 June 2009 CQC made first contact with PHSO concerning 

the matter when a CQC member of staff telephoned a PHSO Assessor to enquire whether 

PHSO would be investigating the complaint. CQC had itself received a complaint from the 

Complainant on 18 May 2009. According to PHSO, this was the only contact between PHSO 

and CQC until 3 August 2009.  

3.140 On 3 August 2009, a routine relationship meeting was held between PHSO and CQC at 

PHSO's offices. Among those in attendance were the Chief PHSO (CPHSO), her deputy 

(DPHSO), CQC's former Chief Executive (CQC CEO) and CQC's former Chair. 

_________________________ 
97 A Memorandum of Understanding between PHSO and CQC describing the framework to enable 
the two organisations to effectively work together. Constituted 8 April 2010. See: 
www.cqc.org.uk/sites/default/files/media/documents/mou_phso_and_cqc_201006112917.pdf, as 
of 26 March 2013 

98 Document 415. 
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3.141 According to PHSO's note of the meeting99 there was no formal discussion of UHMB or the 

complaint, though we are led to believe by the DPHSO that at the conclusion of the meeting 

the CPHSO apparently mentioned to CQC's then CEO that she wanted to talk to her about 

UHMB and that she would be contacting her. 

3.142 On 7 August 2009 the office of CQC' then CEO wrote to the office of the CPHSO 

confirming that a meeting had been arranged at CQC's offices at 16:30 hours on 12 August 

[2009]100 . 

3.143 On the morning of 12 August 2009 a PHSO assessment panel, chaired by the CPHSO, 

convened to discuss the complaint. Among the attendees was the DPHSO. According to the 

meeting note101, a lengthy discussion took place concerning various options on how to deal 

with the complaint.  

3.144 The note records that the CPHSO expressed the view that in light of a number of SUIs at 

UHMB, CQC should be persuaded to take "relevant action" and that if such an undertaking 

could be secured then PHSO should discuss this with the Complainant. Further, the note 

records the CPHSO advising of her upcoming meeting (that afternoon) with the CQC's then 

CEO and, in that context, an intention on her part to discuss what CQC would be willing to 

do in relation to UHMB. The note concludes by recording the CPHSO deferring any decision 

concerning the complaint until after the CQC meeting. 

3.145 A copy of notes the CPHSO prepared for her meeting with CQC on 12 August 2009, made 

before that meeting but after the Assessment Panel meeting have been provided. The notes 

detail a number of headline issues the CPHSO apparently intended discussing with CQC's 

then CEO. With regard to UHMB the note records the following102:  

"[CQC] Engage with us in providing good outcomes to 

individual complaints which involve systemic wider issues: 

either in following up recommendations made for us for 'action 

to prevent a recurrence', or by conducting a regular or special 

review, as in the University Hospitals of Morecambe case [sic]."  

_________________________ 
99 Document 533. 

100 Document 516. 

101 Document 516. 

102 Document 517. 
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and 

"? Re University Hospitals of Morecambe Bay NHS Trust"  

3.146 The note then lists two "Immediate priorities", the second of which is as follows: 

"2. University Hospitals of Morecambe Bay NHS Trust – 

maternity and midwifery services 

Complaint to us following the death of a baby at 9 days….. 

The Trust has admitted failings that appear to be 

systemic/broader than this case: 

…CQC position unclear 'they have delayed taking their relevant 

action in relation to this Trust pending PHSO's decision'. 

…It seems to us that…the greater need is for a broader 

investigation of the quality of maternity and midwifery services 

at this Trust. 

Would CQC be receptive to that?" 

3.147 As scheduled, on the afternoon of 12 August 2009 the CPHSO met with the CQC's then 

CEO at CQC's offices. The meeting was not documented or memorialised. 

3.148 On 4 September 2009 there was an email exchange between the CQC Deputy Director of 

Frontline Operations (now, the Director of Operations) and the DPHSO concerning the 

complaint and UHMB103. Copied in was a CQC Regional Director. During the exchange the 

CQC Deputy Director of Frontline Operations advised the DPHSO that CQC was not 

considering any investigation activity or other regulatory activity on the basis of the complaint 

with the caveat that CQC would reserve the option to take further action in the event of any 

findings arising from a PHSO investigation. Further, the DPHSO was directed to the CQC 

Regional Director for the purpose of any future discussions.  

3.149 The DPHSO's response was that PHSO had not yet made a decision on whether to 

investigate the complaint and that arising from a conversation with her colleague (the 

CPHSO), it was her understanding that during the meeting on 12 August 2009 between the 

_________________________ 
103 Document 518. 
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CQC's then CEO and the CPHSO, the CQC CEO had suggested there might be a better way 

to deal with matters other than an investigation, such as quality assessments of UHMB. The 

DPHSO went on to advise that if that was the case then PHSO would consider declining to 

investigate the complaint but would want to assure the Complainant that matters were being 

dealt with robustly. 

3.150 The CQC Deputy Director of Frontline Operations responded by again directing the 

DPHSO to the CQC Regional Director for future liaison.  

3.151 On 10 September 2009 the DPHSO sent an internal memo to the CPHSO concerning 

a telephone conversation she had had with the CQC Regional Director six days earlier104. In it 

she wrote:  

"In your conversation with [CQC's then CEO] shortly before 

your leave, the suggestion arose that if we could assure [the 

Complainant and his wife] that as a result of their experiences 

CQC are now taking robust action to ensure improvements in 

the quality of maternity services in the Trust, you might decide 

not to investigate. I followed this up with [the CQC CEO's] 

office. She was also on leave and CQC staff hadn't realised we 

were expecting them to come back to us. However, I spoke on 

4 September with [the CQC Regional Director]." 

3.152 The DPHSO then went on to describe the substance of her conversation with the CQC 

Regional Director who, according to the DHPSO, had advised that: 

• the Baby T case provided evidence of "…systemic failure in maternity services 

across the Trust"; 

• UHMB's Chief Executive had been told that CQC would consider "very carefully" 

the Trust's application for registration in April 2010 to ensure standards of care 

were appropriate and would consider limiting registration in the event they were 

not; 

• that there was no doubt at all that CQC was taking the complaint "…very seriously 

indeed." 

 

3.153 She added her own observations, that: 

_________________________ 
104 Document 519 
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• an investigation by PHSO "might raise expectations of answers which we [PHSO] 

are unable to meet…"; 

• the outcome of an investigation by PHSO would "be unlikely to alter what the 

Trust are currently being requested to do by CQC…" 

 

3.154 The memo concluded: 

"In all the circumstances, it may be that there is little to be 

gained by an investigation but [sic] if you decide that this is the 

case, you may want to reassure [the Complainant and his 

wife] that their complaints have been taken extremely seriously 

by the Trust, CQC and Monitor and that every effort is being 

made to improve the quality of service at Morecambe Bay." 

3.155 On 11 September 2009 the CPHSO responded to the DPHSO by internal memorandum105 

as follows: 

"I agree that there is little to be gained by an investigation into 

this case given that the CQC is clearly taking very seriously 

indeed the concerns [the Complainant and his wife] have 

raised…I have concluded therefore that we should not accept 

the case for investigation." 

3.156 On 12 November 2009 the DPHSO telephoned the CQC Regional Director to update him 

on PHSO's progress in assessing the complaint and to enquire what progress CQC was 

making with UHMB. The DPHSO's note of the conversation106 records her having said that 

PHSO was minded not to investigate the complaint. The note also records the CQC Regional 

Director describing the activity being undertaken by CQC in relation to UHMB and of the 

"cautious" approach CQC would be adopting regarding the regulatory registration of the 

Trust in April 2010.  

_________________________ 
105 Document 520 

106 Document 521 
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3.157 On 16 December 2009 the CQC Regional Director wrote to the Complainant regarding 

UHMB107. Among other things the letter signalled an intention by CQC to carefully review 

UHMB's upcoming application for registration from 1 April 2010.  

3.158 On 3 February 2010 the CPHSO wrote to the Complainant advising PHSO's final decision 

not to investigate his complaint108. The letter referred to how PHSO had ensured that CQC 

was fully aware of the issues at play and that as a result of the close oversight being applied by 

CQC it would be unlikely that a PHSO investigation would achieve much more than was 

already being done. 

3.159 On 4 February 2010 PHSO wrote to CQC communicating their decision regarding the 

complaint109. The letter stated: 

"Following careful consideration of [the Complainant's] 

concerns and discussions with you, the Ombudsman has 

decided not to investigate [the] complaint…It seems that it is 

now for the CQC to monitor the trust's compliance with its 

action plan and to ensure services are improved." 

INTERVIEWS 

CQC Regional Director 

3.160 On 7 February 2013 we interviewed the CQC Regional Director, who had retired from the 

organisation on 31 March 2010. The interview covered a number of subjects, including his 

knowledge of CQC's interaction with PHSO in relation to the complaint.  

3.161 In summary, the former CQC Regional Director told us that CQC's Investigation Team had 

rejected the UHMB maternity "cluster" referral, which included the Baby T SUI, because of 

PHSO's involvement in the complaint. Apparently, as PHSO enquires were in train, CQC's 

final decision on whether to investigate was, in effect, stayed until PHSO had concluded their 

work.  

3.162 On the matter of whether or not the complaint suggested the existence of systemic care 

issues at UHMB, the former CQC Regional Director said, "You don't have to look too closely at 

[the] complaint to show there was a problem in maternity" (the former CQC Regional Director 

_________________________ 
107 Document 523. 

108 Document 525. 

109 Document 526. 
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did not re-refer the case to the Investigations Team after it had been rejected some months 

earlier). 

3.163 Finally, the former CQC Regional Director said that he was not aware of any contact between 

CQC's then CEO and CPHSO concerning the Baby T case or the related complaint. Nor had 

he ever communicated with CQC's CEO about the matter, though he had discussed it with 

the CQC Deputy Director of Frontline Operations. He had also discussed the case with the 

DPHSO. 

The Chief PHSO interview  

3.164 On 11 February 2013 we interviewed the CPHSO, who had retired from her position on 

2 January 2012. We summarise the salient points below. 

3.165 As a general point and with regard to whether there was any co-dependency between PHSO 

and CQC in terms of how they handled complaints, the former CPHSO told us that 

circumstances might exist where individual complaints PHSO dealt with contained cross-

cutting issues, such as systemic problems at a Trust, that would be of interest to CQC. 

Further, when considering a complaint PHSO could make recommendations regarding 

systemic issues but it was not PHSO's remit to go beyond that point. Therefore, while there 

was no co-dependency between the two organisations and their separate identities were 

clearly defined, there would be an expectation on the part of PHSO for CQC to pick up 

issues that fell within their remit if highlighted by PHSO. In such circumstances PHSO 

would seek a commitment from CQC that follow-up would occur (this was the basis of the 

interaction between PHSO and CQC in relation to the complaint). 

3.166 The former CPHSO confirmed her knowledge of the complaint which, she said, had been 

presented to an internal Assessment panel to determine if sufficient grounds existed for an 

investigation.  

3.167 The former CPHSO said that while PHSO was making its own enquiries and decisions in 

relation to UHMB, there was a need to know whether CQC was "[also] on the case". From 

the information provided, PHSO's understanding was that CQC was very much aware of the 

complaint and that the concerns CQC held went much wider than the complaint itself in that 

there were broader (systemic) issues at the Trust. PHSO took from this that CQC was taking 

matters seriously. 
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3.168 With regard to the complaint assessment panel the former CPHSO said that while PHSO 

case Assessor who presented to the assessment panel was minded to go down the 

investigation route it was her view that if, as had been suggested, the issue at UHMB 

maternity services was part of a more general problem then that would have been a matter 

that fell within CQC's remit and not PHSO's. 

3.169 Concerning the PHSO/CQC meeting at CQC's offices on the afternoon of 12 August 2009 

(shortly after the PHSO complaint assessment panel), the former CPHSO told us that the 

purpose of the meeting was two-fold: 

i to discuss putting a strategic relationship in place and, in the process, ascertaining from 

the CQC CEO the identity of a CQC individual with whom the DPHSO could make 

contact; and 

ii to discuss what CQC was doing in respect of UHMB. 

 

3.170 The former CPHSO said that the complaint was discussed, though the conversation was not 

a long one and centred on setting up a line of communication between the DPHSO and an 

identified CQC contact point.  

3.171 The former CPHSO told us that the meeting lasted for less than one hour and that the 

majority of discussion focused on the strategic relationship between the two organisations 

with perhaps only 5 to 10 minutes spent talking about the complaint and UHMB. She also 

said that she recalled that the CQC former CEO appeared to know little about the complaint 

and was unsure about who the CQC contact the CPHSO was seeking would be. However, 

after referring to her papers the former CPHSO said that it appeared that the CQC CEO had 

told her that she would ask the CQC Deputy Director of Frontline Operations to get in 

touch with DPHSO. 

3.172 Regarding the lack of a meeting note or minute, the former CPHSO said that this was neither 

unusual nor extraordinary as it was not a regular liaison meeting. 

3.173 With regard to what she had discussed with the DPHSO after the CQC CEO meeting in 

relation to the way forward with the complaint, the former CPHSO told us that she would 

have said nothing more to the DPHSO than someone from CQC would be in touch with 

a contact name. 
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3.174 With regard to the DPHSO email exchange on 4 September 2009 with the CQC Deputy 

Director of Frontline Operations (mentioned in paragraph 3.148 above) and with particular 

reference to the DPHSO's comments that at the meeting at CQC on the 12 August 2009, 

CQC's then CEO had: 

"…suggested there might be a better way to deal with the issues 

involved through other assessments of the quality of the Trust 

and the future of midwifery services in the North West." 

3.175 The former CPHSO said that those comments did not match her recollection of what she 

would have said to the DPHSO and that she was clear she and the CQC's then CEO did not 

have a meaningful conversation regarding how CQC would deal with UHMB. 

3.176 In relation to the DPHSO's internal memorandum to the CPHSO of 10 September 2009 

(mentioned earlier in paragraph 3.151 above) in which the DPHSO wrote: 

"In your conversation with [the CQC's then CEO] shortly 

before your leave, the suggestion arose that if we could assure 

[the Complainant and his wife] that as a result of their 

experiences CQC are now taking robust action to ensure 

improvements in the quality of maternity services in the Trust, 

you might decide not to investigate." 

3.177 We suggested to the former CPHSO that DPHSO's comments appeared consistent with 

those in her email exchange with the CQC Deputy Director of Frontline Operations and 

indicated that the discussions she had with the CQC's then CEO about UHMB on 

12 August 2009 involved more than merely establishing a point of contact for a further 

conversation about the Trust. The former CPHSO responded "I am not sure I can help you. I 

don't know where she got that". She added that she had no recollection of any conversation 

with the CQC's then CEO beyond establishing a channel of communication between the two 

organisations. 

3.178 The former CPHSO also said that after the 12 August 2009 meeting there had been regular 

liaison meetings between PHSO and CQC but that she did not remember whether UHMB 

was discussed at any of these. 

The Deputy PHSO interview  

3.179 On 21 February 2013 we interviewed the DPHSO who was in post until December 2012. 
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3.180 The former DPHSO said that she first became aware of UHMB around April or May 2009 as 

a result of a complaint from the Complainant about the Trust. The complaint was initially 

dealt with by the PHSO Assessment team and then brought to her attention when CQC and 

Monitor became interested in the matter. Apparently, CQC had expressed an interest because 

they were concerned regarding the status of the registration of the Trust the following 

April [2010]. 

3.181 The former DPHSO told us that she and the CPHSO had formed the view that given the 

issues raised by the complaint there was a need for a broader review of UHMB and that the 

matter was therefore one for CQC to deal with. This was why she had wanted to establish 

contact with the CQC Regional Director, to ensure CQC was aware of the situation. The 

former DPHSO said that she had wanted to draw attention to the situation at a senior level 

within CQC as PHSO did not want to leave the Complainant without a remedy in the form 

of some action to improve care at the Trust.  

3.182 The former DPHSO said that she did not attend the CPHSO/CQC CEO meeting on 

12 August 2009. 

3.183 The former DPHSO described conversations she had with the CQC Regional Director after 

12 August 2009 regarding PHSO's consideration of the complaint and action CQC was 

undertaking regarding UHMB. She said that the CQC Regional Director had made it very 

clear to her that CQC knew that the issues at UHMB were serious and CQC was therefore 

taking action regardless of PHSO's position. 

3.184 Regarding the email exchange between her and the then CQC Deputy Director of Frontline 

Operations in September 2009 and which related to the CPHSO/CQC CEO meeting on 

12 August 2009, the former DPHSO said that in hindsight it appeared to her that both she 

and the then CQC Deputy Director of Frontline Operations had appeared to have differently 

interpreted their respective conversations with the CPHSO and the then CQC CEO. 

3.185 We asked the former DPHSO what she had meant by the comment in her email: "there might 

be a better way to deal with the issues …." She replied that she had meant that if CQC was 

performing other assessments PHSO could "hold back" [from doing an investigation].  

3.186 With regard to her internal memorandum of 10 September 2010 to the CPHSO and with 

particular reference to her comment, "In your conversation with [the then CQC CEO] shortly 

before your leave, the suggestion arose that if we could assure [the Complainant and his wife] 
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that as a result of their experiences CQC are now taking robust action to ensure improvements in 

the quality of maternity services in the Trust, you might decide not to investigate", the former 

DPHSO told us that what she had written was an accurate reflection of her conversation with 

the CPHSO after the CPHSO/CQC CEO meeting on 12 August 2009. She said this was 

supported by the CPHSO's memorandum in response to hers, in which the CPHSO 

concurred with her (the DPHSO's) assessment (paragraph 3.155).  

3.187 We asked the former DPHSO if she had been confident that CQC had, in fact, taken the 

robust action referred to in her memo. She replied that she was "surprised to say the least" that 

UHMB had been registered without conditions as this was contrary to what she had been led 

to believe by the CQC Regional Director. 

The CQC Director of Operations (formerly the Deputy  Director of Frontline 

Operations) interview 

3.188 On 18 February 2013 we interviewed the CQC Director of Operations regarding the 

complaint. 

3.189 The CQC Director of Operations told us that during the period in question she was CQC's 

Deputy Director of Frontline Operations and the complaint was therefore not within her 

remit. She said that any knowledge she had of the complaint had been mainly gained from 

conversations with the CQC Regional Director who, she said, had harboured concerns about 

maternity services at UHMB. 

3.190 With regard to CQC's Investigations Team's decision in 2009 not to investigate UHMB, the 

CQC Director of Operations said that she did not have operational responsibility for the 

team at the time and thought that in hindsight the decision not to investigate was a wrong 

one.  

3.191 The CQC Director of Operations said that she had no knowledge of the meeting between the 

CQC's then CEO and the CPHSO on 12 August 2009. She did recall, however, that at the 

time the CQC CEO's Executive Officer had contacted her and asked if she would be the 

PHSO general contact. She did not recall UHMB or the complaint being mentioned.  

3.192 The CQC Director of Operations acknowledged her email exchange with the DPHSO on 

4 September 2009. She could not, though, recall the conversation with the CQC CEO she 

had referenced in her email. 
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3.193 We asked the CQC Director of Operations what specific lessons she had been referring to in 

her email exchange with the DPHSO when she wrote, "…lessons to be learned from the way 

this complaint was dealt with..." She said that she could not recall.  

3.194 We asked the CQC Director of Operations if she knew what the DPHSO had meant when 

she had commented in her email that it was her understanding that the CQC's former CEO 

had suggested to the CPHSO:  

"…there might be a better way to deal with the issues involved 

through other assessments of the quality of the Trust and the 

future of midwifery services in the North West… ." 

3.195 The CQC Director of Operations said that she did not know, that it was never articulated and 

that she had only suggested the CQC Regional Director to DPHSO as a point of contact. 

3.196 The CQC Director of Operations said that she did not recall any conversation with the 

CQC's then CEO regarding how CQC should deal with the issues arising from the complaint. 

The CQC (former) CEO interview 

3.197 On 4 March 2013 we interviewed the CQC's former CEO who had left the organisation in 

August 2012. In summary she told us the following: 

• there was no co-dependency in decision making between CQC and PHSO as they are 

two independent organisations with separate powers;  

• she had only a vague recollection of the UHMB SUI case referral to CQC's Investigations 

Team in the spring of 2009. She thought the Investigations Team had been asked to 

consider the referral but the decision was that the case did not merit an investigation;  

• she had no recollection of any interaction she might have had with the CPHSO regarding 

UHMB; 

• she had no recollection of UHMB being mentioned briefly at a PHSO/CQC relationship 

meeting on 3 August 2009; 

• she had no recollection of her meeting with the CPHSO on 12 August 2009 or speaking 

with the CQC Deputy Director of Frontline Operations afterwards regarding establishing 

a point of contact for PHSO; 

• she could not recall PHSO not being minded to investigate the complaint and wanting 

CQC to take some action but that it seemed entirely reasonable to her for PHSO and 

CQC to have had such a conversation; and 
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• the 12 August 2009 meeting was not a formal meeting, hence the absence of a meeting 

note or minute. 

Meeting with the Complainant 

3.198 On 18 March 2013 we met with the Complainant to afford him the opportunity to provide us 

with any information that would assist us with our work. Thereafter the Complainant emailed 

us a number of electronic documents and files which we reviewed and added to our 

document store. 

ANALYSIS OF EVIDENCE 

3.199 Having described, by way of a timeline, the factual circumstances of the events surrounding 

this particular aspect of our investigation and having detailed the substance of the interviews 

we conducted personally with the main parties whom have given their version of events, we 

now consider the information we have gathered in the context of the question we have been 

asked to address.  

3.200 The question contains both a general and a specific element. The general element asks about 

the nature of CQC’s interaction with PHSO. The specific question is, effectively, is there 

evidence that CQC sought to influence PHSO not to investigate the Baby T complaint? The 

specific question raises by inference a serious allegation, involving behaviour that may call 

into question a senior individual's professionalism and personal probity.  

3.201 Before we begin our analysis we feel it necessary to explain what this particular section of our 

investigation does not seek to do. 

3.202 It does not seek to determine why PHSO declined to investigate the complaint. This is 

manifestly not within the scope of any of the work-streams we have been asked to undertake 

and is clearly a matter for PHSO.  

3.203 Neither are we seeking to address why CQC did not investigate the Baby T complaint as the 

fact that it is not within the organisation's regulatory remit to investigate individual 

complaints speaks for itself.  

3.204 Nor, in response to this question, are we seeking to address why CQC did not investigate the 

series of SUIs that occurred at UHMB maternity services in 2008 - which included the death 

of Baby T. That issue is addressed elsewhere in the report.  
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3.205 Finally, we do not seek to address why, in the context of the complaint and the series of 

SUIs, UHMB was registered in April 2010 without conditions. Again, this is addressed 

elsewhere in the report.  

3.206 As can be determined from the timeline set out above (paragraphs 3.138 to 3.159), CQC's 

interaction with PHSO in relation to UHMB maternity services and, by implication the 

complaint, took several forms and lasted for a period of approximately eight months. It 

materially began with an initial telephone call to PHSO by CQC in June 2009 and ended with 

the DPHSO's letter of 4 February 2010 to the CQC Regional Director advising CQC that 

PHSO had decided not to investigate the complaint. In the intervening period there were 

various interactions, arguably the most significant in the context of this question being the 

meeting between the CPHSO and the CQC's CEO on 12 August 2009, which will be 

explored in more detail below. 

3.207 Dealing firstly with the telephone call from CQC to PHSO on 9 June 2009. The call was 

made by CQC for the purpose of enquiring about PHSO's position in relation to the 

complaint. From enquiries made it seems that the timing of the call coincides with the period 

during which a debate was occurring within CQC concerning the potential investigation of 

a series of UHMB maternity SUIs, of which Baby T's death was one. In these circumstances, 

a call of this nature is not irregular and while details of the call are scant, there is nothing to 

suggest the communication was in any way improper.  

3.208 The next interaction between the organisations was the relationship meeting on 

3 August 2009 attended by the CQC CEO and Chair; the CPHSO; the DPHSO and one 

other PHSO person. The record shows that UHMB - maternity services or otherwise – was 

not discussed during the meeting's business but oral evidence obtained during interviews 

suggests that as the meeting broke up the CPHSO advised the CQC CEO that she wished to 

speak with her at some point regarding UHMB. There is nothing to suggest the convening or 

content of this meeting was in any way irregular. Nor can any material conclusion be drawn 

from the brief exchange concerning UHMB alleged to have occurred between the CPHSO 

and the CQC CEO. 

3.209 The next recorded interaction between the two organisations was on 7 August 2009 when the 

CQC CEO's office wrote to the CPHSO confirming a meeting between the two on the 

afternoon of 12 August 2009. This appears to support the suggestion that at some point 

during the 3 August 2009 relationship meeting the CPHSO mentioned to the CQC CEO that 
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she wished to meet with her in the near future. While the letter does not detail the nature of 

the meeting, the communication cannot be considered improper. 

3.210 The next significant interaction is the meeting on 12 August 2009 between the CPHSO and 

the CQC's then CEO. This appears to be a pivotal event in determining PHSO's future 

handling of the complaint. As what may or may not have been discussed at this meeting goes 

to the heart of the specific question and is therefore significantly material, any further 

examination shall be deferred until consideration of other interactions thought to be less 

significant in nature.  

3.211 On 4 September 2009, the CQC Deputy Director of Frontline Operations exchanged emails 

with the DPHSO concerning the complaint. While the exchange is significant in that it 

appears to contain information from the DPHSO relevant to what was discussed at the 

meeting on 12 August 2009 between the CQC CEO and the CPHSO, there is nothing to 

suggest this was irregular in any way. It appears merely indicative of the email participants 

acting on a decision that arose from an earlier meeting which neither of them attended. 

3.212 The same could be said of all the subsequent interactions featured in the timeline, such as the 

DPHSO's telephone conversations with the CQC Regional Director on the 

4 September 2009 and 12 November 2009 and her letter of 4 February 2010 to the CQC 

Regional Director advising of PHSO's final decision not to investigate the complaint. This 

therefore leads back to the key meeting on the afternoon of 12 August 2009 between the 

CPHSO and the CQC's then CEO. 

3.213 However, before scrutinising that meeting further it is relevant to consider two issues first: 

the substance of the PHSO Assessment Panel convened on the morning of 12 August 2009 

to assess the complaint and the CPHSO's notes prepared after the Assessment panel but 

before her meeting with the CQC CEO later that day; neither of which seem to have 

involved any interaction whatsoever with CQC. 

3.214 Dealing with the complaint assessment panel first. As detailed earlier, the business of the 

panel was memorialised in a meeting note110, dated 12 August 2009, the veracity of which has 

not been questioned by either the CPHSO or the DPHSO. The information contained 

therein is therefore considered reliable. 

_________________________ 
110 PHSO bundle, Flag 4. Document 534. 
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3.215 The note suggests that CQC was aware of the circumstances of the complaint as well as other 

issues at UHMB and, for reasons that are not explained, was deferring launching a "special" 

investigation pending any final decision by PHSO. 

3.216 Most significantly, the note also records the CPHSO having said: 

"…maybe we should convince them [CQC] to undertake the 

relevant action and that if we can secure that, to speak to [the 

Complainant] about that." 

3.217 The note also details an idea of the CPHSO's involving PHSO explaining the role of CQC to 

the Complainant's family and then ascertaining from CQC an indication of what action it 

might be willing to take at the Trust.  

3.218 The CPHSO is then recorded as deferring a decision on the complaint pending her 

forthcoming meeting with the CQC CEO with whom she intended discussing "…how we 

secured the next best step". 

3.219 Turning now to consideration of the CPHSO's note she prepared after the assessment panel 

in preparation for her imminent meeting with the CQC CEO. Again, the veracity of the note 

has not been questioned and is therefore considered an accurate reflection of the CPHSO's 

thoughts at that time. 

3.220 There is no doubt that the subject of UHMB features prominently in the note given it 

comprises one of the CPHSO's two "Immediate Priorities". The CPHSO also appears clear in 

her thinking that the circumstances surrounding the complaint involved wider, more systemic 

issues at the Trust. This apparently leads her to believe that rather than a PHSO investigation, 

there appeared to be, in her words, "a greater need for a broader investigation of the quality of 

maternity and midwifery services at this Trust". It is reasonable to suppose that her concluding 

question "Would CQC be receptive to that?", is one that she probably intended asking at the 

forthcoming CQC meeting. 

3.221 From the above analysis, it seems reasonable to conclude that prior to her meeting with the 

CQC CEO, the CPHSO was moving away from a PHSO investigation of the complaint and 

she instead thought that CQC was best placed to deal with the issues the complaint raised by 

mounting its own investigation. It appears her strategy for her meeting on 12 August 2009 

was to try and persuade CQC to adopt this course of action. 
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3.222 Turning to the meeting itself. It is unfortunate that no record of business, informal or 

otherwise, was made of the meeting, especially as the CQC's former CEO has no recollection 

of the meeting at all.  

3.223 Both the CQC's former CEO and the CPHSO have suggested that the meeting was not a 

formal relationship meeting, unlike the one nine days before and therefore did not warrant a 

note of proceedings. Nevertheless, given the important items to be discussed at the meeting, 

as implied by the CPHSO's pre-meeting notes, it might be reasonable to expect that some 

sort of record of the meeting would have been made, or perhaps a follow-up email 

summarising what was discussed. 

3.224 As the CQC's former CEO does not remember the meeting, there is nothing to analyse in 

terms of her recollection of what she may have discussed. However, at interview the CPHSO 

did provide her recollection of what was discussed.  

3.225 To recap, she said that the conversation she had with the CQC's then CEO about the 

complaint was a brief one; that she gave the CQC CEO a "flavour" of the case and further 

advised her that she did not want to make a decision on the part of PHSO until she had 

understood CQC's position on the matter. She also said that she sought from the CQC CEO 

a point of contact for her colleague, the DPHSO, to liaise with.  

3.226 According to the CPHSO, the CQC's former CEO appeared uncertain on the matter and 

undertook to get back to her at some point. It is the CPHSO's belief that the CQC CEO then 

passed the matter to the CQC Deputy Director of Frontline Operations to deal with 

(information given at interview by the then CQC Deputy Director of Frontline Operations 

appears to support this view). 

3.227 However, on the issue of whether she discussed the complaint with the CQC's former CEO 

in the context of which organisation might be best placed to deal with the matter, the 

CPHSO advised that she had no recollection of such a conversation occurring. This 

statement is at odds with the DPHSO's email exchange with the CQC Deputy Director of 

Frontline Operations on 4 September 2009 and her subsequent memorandum of 10 

September to the CPHSO.  

3.228 The CPHSO's response to the DPHSO email and memo was that she did not know where 

the DPHSO had got her information from; that all she – the CPHSO – had wanted from the 

CQC CEO was a CQC point of contact so that the DPHSO could ascertain what CQC was 
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doing in relation to the Trust. She also stated that she would not have had an unminuted 

discussion with the CQC CEO on such a serious matter along the lines suggested by the 

DPHSO. 

3.229 The DPHSO, on the other hand, while maintaining that her email exchange with the CQC 

Deputy Director of Frontline Operations concerning the complaint is open to interpretation; 

stands by her memorandum of 10 September 2009 to the CPHSO in which she references a 

conversation she had with the CPHSO about the meeting on 12 August 2009 in which the 

CPHSO suggested to her that a discussion with the CQC CEO on how to deal with the 

complaint had taken place. To support her account of the conversation, the DPHSO points 

to the CPHSO's memorandum in response to hers in which the CPHSO did not challenge 

anything she had previously written as misinterpreted or incorrect.  

3.230 The CPHSO's meeting plan which she drew up only hours before her meeting with the 

CQC's then CEO, appears to set out her intention to persuade CQC to launch an 

investigation at UHMB, something which she had also mentioned in the PHSO complaint 

assessment panel earlier that day.  

3.231 In light of the above it might reasonably be concluded that more likely than not that 

a discussion concerning which organisation was best suited to deal with the issues arising 

from the complaint occurred at that meeting.  

Contact between UHMB and CQC in relation to the fat her's complaint 

3.232 We are aware that an email exchange of 2 June 2009 between the then Chief Executive and 

Chair of UHMB has caused speculation to arise that there was contact between the UHMB 

Chief Executive and an unidentified individual, or individuals, at CQC concerning the 

complaint. The speculation is that the UHMB Chief Executive may have put pressure on 

CQC to persuade PHSO not to investigate the complaint, the apparent motive being to 

restart UHMB's Foundation Trust application which had been suspended when the series of 

maternity SUIs at UHMB in 2008/2009 came to light.  

3.233 The speculation continues that CQC made a conscious decision to hold back investigating 

UHMB unless PHSO initiated an investigation and found something untoward that CQC 

would be bound to deal with. Therefore, it is suggested it was in CQC's interest to persuade 

PHSO not to launch an investigation.  
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3.234 The speculation makes a link between the UHMB Chief Executive's comments in his email 

and the conversation between the CQC's former CEO and PHSO on 12 August 2009 in that 

it implies the meeting was the opportunity for the CQC's then CEO to execute the plan that 

had allegedly been hatched between CQC and the Trust.  

3.235 While the above is not within the scope of what we have been asked to look into, we feel 

bound to address the issue, not only for the sake of completeness but also to defuse the 

speculation that is likely to continue if the matter is not addressed.  

3.236 The facts are that CQC had made a decision not to investigate the Baby T case on 

27 May 2009, almost a week before the UHMB Chief Executive's email mentioned above. No 

evidence has been found to suggest CQC's decision was influenced by the Trust. Nor has any 

evidence been found to suggest that the CQC person responsible for the decision 

communicated with either the CQC's then CEO or the UHMB Chief Executive about the 

matter. In fact, there is no reason to suggest the CQC's then CEO had detailed knowledge of 

the UHMB SUIs and the Baby T case until August 2009, though there is evidence to suggest 

she was aware of these incidents at some prior point111. 

3.237 Additionally, the other relevant fact is that (as set out at paragraphs 3.143-3.144), the 

CPHSO, independent of any influence from CQC, was already minded not to investigate the 

complaint prior to her meeting with the CQC's CEO on 12 August 2009. There is therefore 

no evidence to support the allegation that CQC pressurised PHSO to drop the complaint that 

had been made to them. 

3.238 There is evidence to suggest the UHMB Chief Executive had discussions with CQC's North-

West regional team around the time CQC made its decision not to investigate the Baby T 

case, but this decision was made by CQC's Investigation Team and not the North-West 

region.  

3.239 No evidence has been found to suggest the former CQC CEO communicated with or even 

knew the UHMB Chief Executive at that time. At interview, when the UHMB Chief 

Executive's name was mentioned to the former CQC CEO, she said it was unfamiliar to her 

and that she did not know him. We have found nothing to question this.  

3.240 There is evidence that individuals within CQC initially adopted the view that they would wait 

for PHSO to decide whether it would carry out an investigation before any CQC action. This 

_________________________ 
111 Document 239. 
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view eventually changed, as evidenced by the CQC Regional Director's interactions with the 

DPHSO detailed above, on the basis that the matters to be investigated involved systemic 

issues not limited to the Baby T case.  

3.241 After consideration of the facts, no evidential basis has been established for suggesting that 

CQC or the CQC's previous CEO acceded to pressure from UHMB's Chief Executive, as has 

been suggested. Nor has any evidence been found to suggest that any such pressure was 

applied. It therefore appears that the speculation that has arisen in respect of this matter is 

groundless.  

CONCLUSION 
3.242 In answer to the two questions posed at the outset of this section, we conclude the following. 

3.243 The general question: based on the enquiries undertaken and the information obtained, the 

nature of the interaction between PHSO and CQC in relation to the Baby T matter was not 

irregular. While CQC and PHSO are independent organisations, they do have mutual issues 

that necessitate organisational interactions. Indeed, since April 2010 a Memorandum of 

Understanding (which formalises their relationship as an element of good corporate 

governance) has existed between the two bodies and regular relationship meetings occur. The 

absence of an MoU during 2009 did not preclude both organisations working together while 

maintaining their independence. It was therefore neither inappropriate nor improper for 

CQC and PHSO to have liaised and communicated with one another in relation to UHMB 

and the circumstances surrounding the Baby T complaint as there was mutual relevance, 

albeit from different perspectives.  

3.244 Further, the initial telephone contact between the two organisations in June 2009 was nothing 

out of the ordinary. The subsequent interactions between the DPHSO and the CQC's 

Deputy Director of Frontline Operations and the CQC Regional Director between 

September 2009 and February 2010 were not unusual in nature and merely represented the 

DPHSO seeking to assure herself that CQC was taking seriously the situation prevailing at 

UHMB.  

3.245 The specific question: no evidence has been found to support the speculation that the 

CQC's former CEO tried to influence PHSO not to investigate a complaint against UHMB 

maternity services. On the contrary, the evidence strongly suggests that as a result of 

concerns over what it perceived as systemic issues prevailing at UHMB, PHSO had made a 

decision not to investigate, independently of CQC, and was actively pushing for CQC to 
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confirm it would launch its own investigation into the Trust or, at the very least, initiate some 

form of corrective action.  

3.246 CQC appears to have duly acquiesced to PHSO's representations and offered it assurance on 

more than one occasion that something was being or would be done. These assurances, 

which came from CQC's North West Region and not the CQC's then CEO, appear to have 

persuaded PHSO not to conduct an investigation. Therefore, if there was any influence 

exercised by CQC on PHSO not to investigate the complaint, it was the assurances given by 

the CQC Regional Director - not the CQC's then CEO - and there is no evidence to suggest 

they were made in anything other than good faith.  

3.247 As for the meeting between the CPHSO and CQC's then CEO on 12 August 2009: the 

meeting itself was not irregular but the fact that it was not memorialised in any way was 

unfortunate. Nevertheless, there is no evidence to suggest the absence of any meeting 

minutes or notes as a cause for raising any suspicion.  

3.248 In conclusion, on the basis of the information presented and the evidence gathered, it would 

seem that there is no basis to any suggestion that there was anything improper about CQC’s 

contact with PHSO, or that CQC's former CEO sought to influence PHSO not to investigate 

the complaint.  
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3. HAVING HAD CONCERNS ABOUT MATERNITY SERVICES 

IN DECEMBER 2009, ON WHAT BASIS DID CQC 

SUBSEQUENTLY REGISTER THE TRUST WITHOUT 

CONDITIONS? 

INTRODUCTION TO REGISTRATION 

3.249 NHS trusts were required to register with CQC under HSCA 2008 from 1 April 2010. At this 

point, CQC gained a broad range of compliance and enforcement powers, which represented 

a new, relatively uncharted regime of regulation and granted CQC an ability to restrict or 

suspend providers' operations, to fine or prosecute individuals and organisations or to cancel 

registrations altogether112. 

3.250 Between 1 April 2009 and 31 March 2010 there was a transitional period, during which 

existing NHS trusts were preparing for registration under the new healthcare standards as 

guided by CQC via regular engagement and monitoring.  

3.251 Trusts were permitted to declare non-compliance if they believed they did not meet the 

required standards, though they needed to have systems and action plans in place to ensure 

that full compliance would be achieved within a defined period113. Depending on the severity 

of these concerns, CQC would register such trusts, but with conditions attached, either 

compliance conditions or restrictive conditions.  

"‘ Compliance’ conditions require a provider to make 

improvements to their service in order to meet essential 

standards of quality and safety and will be used only during the 

initial registration of existing providers. This is because the law 

allows us to apply compliance conditions for existing providers 

at transition only." 

Some ‘restrictive’ conditions will be routine and define the 

regulated activities that a provider is registered to carry on. 

Others have the same purpose as ‘compliance’ conditions 

mentioned above, and will require a provider to make 

improvements to their services to ensure that people who use 

_________________________ 
112 Document 03 (reg). 

113 Agreed notes of CQC Regional Director Interview 1, 4 September 2012. 
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services experience essential standards of quality and safety"114. 

[Emphasis added] 

3.252 UHMB declared itself as compliant on its application form, dated 25 January 2010115, and it 

was registered on 1 April 2010 with no compliance conditions attached. 

OUR APPROACH TO THIS QUESTION 

3.253 We structure this section by firstly introducing the concerns that CQC had about maternity 

services at UHMB in December 2009. These concerns were expressed in a letter from the 

then CQC Regional Director for the North-West and the father of Baby T 

in December 2009. 

3.254 We then discuss the Regional Risk Panel meetings, where decisions on the operational risk 

rating of UHMB were made. We explain the concerns that the Risk Panel discussed between 

December 2009 and registration on 1 April 2010 and what CQC was doing to address them. 

We also consider UHMB's Annual Health Check (AHC), which was published in 

Autumn 2009 and explain its role in the registration process. 

3.255 We go on to discuss the detailed steps taken by the CQC Assessor in processing the Trust's 

registration and the work conducted to address the concerns that CQC had about maternity 

services at UHMB in December 2009.  

3.256 We analyse these events in the wider context of the task CQC had at hand in registering the 

NHS, CQC's engagement with UHMB and other stakeholders and the Trust's preparedness 

for registration. We also include results of our interviews with key persons here and ultimately 

draw out weaknesses in the registration process that we have identified. We also consider 

compliance conditions. 

3.257 During the period discussed in this section, two Regional Directors were in post in the 

North-West. On 31 March 2010, the "outgoing" Regional Director retired and was replaced 

with the "incoming" Regional Director. 

CORRESPONDENCE BETWEEN CQC AND BABY T'S FATHER IN 

NOVEMBER AND DECEMBER 2009 

_________________________ 
114 Document 465. 

115 Document 76. 
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3.258 The "concerns about maternity services in December 2009" alluded to in this investigation 

question are those set out by CQC's outgoing Regional Director for the North-West (who 

retired on 31 March 2010), in a letter sent to the parents of Baby T116 on 16 December 2009. 

This letter was a direct response to Baby T's father's letter of 29 November 2009 sent to one 

of the CQC Assessors117. The backdrop was the father's complaint made to PHSO about 

UHMB maternity services earlier in the year (see paragraph 3.23 above). 

Baby T's father's letter to CQC dated 29 November 2 009 

3.259 The father, in his 29 November 2009118 letter, summarised the feedback he had received from 

PHSO regarding his complaint. 

"The Ombudsman had made it clear to us that the CQC are 

aware of serious and on-going issues at the trust and that 

these issues are directly related to [Baby T's] case. The 

Ombudsman have told us that 'the improvements necessary are 

significant and not easily achievable'. I also understand that 

the CQC have downgraded the trusts [sic] quality of service 

from 'good' to 'fair' and that this also is not unrelated to the 

issues that [Baby T's] case has highlighted." [Emphasis added] 

3.260 Further, he stated that: 

"The current stance of the Ombudsman is that the CQC's 

oversight of the issues and the proposed action in response are 

so substantial that they are satisfied that an independent 

investigation could not contribute anymore to the work already 

being undertaken." [Emphasis added] 

 

 

 

CQC's response to Baby T's father, dated 16 Decembe r 2009 

3.261 The outgoing Regional Director responded to the father on 16 December 2009119 and 

clarified that unlike HCC, CQC did not have any powers to investigate individual complaints 

_________________________ 
116 Document 227. 

117 Document 201. 

118 Document 201. 
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about the NHS, but could question whether concerns referred to the Regulator suggested the 

existence of any systemic failures at any provider. 

3.262 The letter stated that at that time, CQC indeed had a number of concerns about UHMB and 

these included poor levels of multi-disciplinary work within maternity services, poor evidence 

of effective communication and consistent working between all maternity units at the Trust 

as well as inadequate record keeping. He said: 

"We believe that if future tragedies are to be avoided, the trust 

needs to be able to evidence a much more integrated approach 

to care …." [Emphasis added] 

3.263 Further, the letter referred to the recently published 2008/2009 Annual Health Check (see 

paragraphs 3.290 to 3.306), where UHMB was downgraded from "Good" to "Fair". 

"The Trust was judged not to be compliant with national 

expectations in relation to: standard C5a 'Healthcare 

organisations conform to National Institute for Health and 

Clinical Excellence (NICE) guidance'; the number of cancelled 

operations; the time taken to achieve reperfusion in respect of 

patients who have had a heart attack; achieving national 

targets for the reduction of smoking In [sic] pregnancy and the 

initiation of breastfeeding; the incidence of MRSA bacteria and 

the provision of stroke care." 

3.264 The letter also mentioned the imminent process of CQC registration for all NHS trusts: 

"Like all trusts, UHMBT's registration application will need to 

be submitted within the next few weeks and between then and 

April [2010] we will be carefully reviewing application and 

deciding what, if any, conditions we intend to apply." 

[Emphasis added] 

3.265 Finally, the letter concluded by providing comfort that UHMB was under scrutiny: 

"I hope you will be able to take some comfort from the fact that 

the issues that you have brought to our notice have focussed our 

 
119 Document 227. 
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attention on the trust to a greater degree than would have 

otherwise have been the case and the knowledge that this has 

led to us placing strong expectations on the trust to improve 

aspects of its care." 

3.266 It should be noted that at the date of this letter in December 2009, CQC's risk rating for 

UHMB was Amber. 

REGIONAL RISK PANEL MEETINGS AND UHMB'S REGIONAL RI SK RATING 

IN THE PERIOD 

3.267 Regional Risk Panel meetings were held monthly across every CQC region. Their purpose 

was to discuss regional providers that were raising concerns and to agree an appropriate 

regulatory and compliance response. 

3.268 The incoming Regional Director, who was in post between February 2010 and November 

2011 (handover period was between February 2010 and March 2010), told us that although 

during the meetings all trusts of concern would be ascribed a risk rating, the main purpose of 

these meetings was to manage regulatory risk and organise an appropriate response. 

3.269 Based on the Regional Risk Meetings minutes we received from CQC, between June 2009 

and August 2009 inclusive, the following risk scale was being used to rate providers: 

Risk rating Colour rating Required action 

Business as usual Green Follow up by Assessor/Inspector through 
routine engagement 

Minor concern Yellow120 Follow up by Assessor/Inspector/line manager 
through focused engagement activity around 
issue. 

Concern Amber Follow up by Assessor/Inspector/line 
manager/relevant external partner; regular 
reporting required. 

Serious concern Red Follow up by investigation, enforcement or a 
specialist team, eg HCAI121 teams. 

   
3.270 UHMB was ascribed the following risk ratings between June 2009 and April 2010: 

Month Rating 
June 2009  Red 

_________________________ 
120 Note that in September 2009, the "Minor concern" grading was removed from the risk scale. 

121 Healthcare Associated Infections. HCAI are infections that are acquired as a result of healthcare 
interventions. 
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Month Rating 
July 2009  Red 
August 2009  Amber 
September 2009  Amber 
October 2009  Amber 
November 2009 Amber 
December 2009 Amber 
January 2010 No data 
February 2010 Amber 
March 2010 Amber 
April 2010 Green 
  

3.271 In December 2009, the internal risk grading of the trust was "Amber", which represented 

"Concerns" requiring a follow up by an Assessor, Area Manager or a relevant external 

partner. For UHMB, the relevant external partner was North-West SHA, which during the 

Risk Summit in January 2009 was nominated as the lead performance management agency for 

the Trust122. 

3.272 Between August 2009 and December 2009, when the risk rating was downgraded from "Red" 

to "Amber" (see paragraph 4.10 below), the Regulator and the Trust had been in frequent 

contact. From our analysis of the Regional Risk Panel meeting minutes, it is apparent that 

within this period, the Trust had provided the CQC regional team with a number of action 

and sustainability plans, which were designed to address weaknesses in the management of 

paediatrics, cultural issues between sites, lack of inter-disciplinary working and on-going 

staffing issues. These weaknesses had been previously identified via various external reports 

commissioned by UHMB, including the Charles Flynn as well as the Birthrate Plus Limited 

Report. 

3.273 The Chief Executive of UHMB was keen to further reduce the risk rating of the Trust and in 

meetings with the CQC's regional team in September 2009 and October 2009 sought to 

obtain clarity as to what steps the Trust needed to take to achieve a lower risk status and to 

discuss the progress in the implementation of the agreed plans123. 

3.274 Meanwhile, UHMB also twinned with the Liverpool Women's NHS Foundation Trust, 

considered to be a high standard setter, to promote best practice in its maternity services 

across all sites. The Trust also established internal development groups (Maternity Risk 

_________________________ 
122 Document 199. 

123 Document 475. 
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Group, Children's Safety Group, Labour Ward Forum, Obstetrics Update and Issues) to 

improve the intra-disciplinary and inter-hospital cooperation124.  

3.275 We asked the outgoing Regional Director to explain the de-risking and alleviation of concerns 

in this period. He told us that the reduction from "Red" to "Amber" was on the basis of the 

five SUIs from 2008/2009 (see paragraphs 3.21 to 3.23) not having any commonality, thereby 

implying a lack of systemic risk. He told us that he met the Trust's Chair and the Trust's CEO 

around this time and made it clear that he wanted three things to happen: 

i evidence that at FGH (Barrow) hospital there were on-going minuted meetings between 

obstetrics, medical and maternity staff, in other words a breaking down of silos; 

ii evidence that the Trust was addressing staffing shortages by enacting common policies to 

allow movement of staff between locations; 

iii evidence that the new record keeping system was in use and staff were being trained on 

how to use it. 

3.276 The outgoing Regional Director said that one of the Area Managers had evidence that the 

Trust was doing these things. 

3.277 In February 2010, new information came to light from a whistleblower125, and concerns were 

raised over the lumbar puncture procedures at UHMB. In response to this, the Trust 

provided CQC with information demonstrating that the treatment was in line with clinical 

guidance126. This response from UHMB was considered to have sufficiently addressed the 

concerns127. 

3.278 The Risk Panel minutes also indicate that throughout the period in question, CQC was of the 

view that some issues surrounding the SUIs128 discovered in spring 2009 remained 

unaddressed and the speed of implementation of changes by UHMB was unclear. However, 

the local SHA, the lead agency responsible for the performance management of UHMB, 

provided the Regulator with assurances as they considered UHMB's responses to the 

incidents and its progress satisfactory129. In February 2010, the SHA changed its own risk 

_________________________ 
124 Document 481.  

125 This is the term used by CQC. We do not know if legal whistleblower status had been afforded to 
this individual in accordance with the Public Interest Disclosure Act 1998. 

126 Document 489. 

127 Document 489. 

128 Serious Untoward Incidents. See Glossary. 

129 Document 120, page 20. 
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grading of the Trust to "Green", from "Amber" (at this stage CQC's rating was still 

Amber)130. 

3.279 By the time the Trust was presented to a National Quality Assessment Panel in 

mid-March 2010 (see paragraphs 3.351 to 3.359) and subsequently registered with no 

compliance conditions, CQC had been provided with further action plans, which were 

considered sufficient evidence to:  

"demonstrate multi-site, multi-disciplinary meetings and 

learning, lessons learnt, sharing staff review and close working 

with Liverpool Women's Hospital."131 

3.280 UHMB's risk rating was lowered to "Green" at the first Risk Panel meeting immediately 

following registration in April 2010, and consequently the Trust was removed from the 

regional risk register (until 2011). We present below the matters discussed regarding UHMB 

at this meeting132 to illustrate CQC's position at this important time. 

"Trust registered with no conditions and classed as a minor 

concern. Still on-going issues with baby death but trust 

responding correctly. 

Whistleblower133 – advised could now be in breach of data 

protection and he has written in again as he is not happy with 

CQC’s response. 

[Incoming Regional Director] confirmed that she had been in 

contact with Monitor with regards to the Trust reapplying for 

foundation status. CQC's response is that there are still some 

issues but these are not significant and are being resolved. We 

plan to include the Trust in the first round of planned reviews. 

Monitor are meeting with the Trust this week to confirm their 

_________________________ 
130 Document 134. 

131 Document 483. 

132 Document 494. We note that the title of these minutes confusingly indicates they are for the March 
2010 meeting but we believe this is an error and that they are in fact the April 2010 minutes. This is 
because (1) They refer to the May meeting being the next meeting, (2) The electronic file name is 
"20100412 NW Regional Risk Mins", (3) There is another set of minutes for the March 2010 meeting 
(which refer to April 2010 being the next meeting). 

133 This is the term used by CQC. We do not know if legal whistleblower status had been afforded to 
this individual in accordance with the Public Interest Disclosure Act 1998. 
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decision to reopen the FT application which will be assessed as 

normal and will be subject to any additional information that 

may come to light. 

Revised Risk Rating: Downgrade to Green and take off the 

register, but include in the first quarter planned reviews." 

[Emphasis added] 

RISK PANEL CONSIDERATION OF BABY T ISSUE – AWAITING  PHSO 

DECISION 

3.281 During the extended period June 2009 to April 2010, it is clear from the meeting minutes that 

the Regional Risk Panel was maintaining a watching brief on the progress of PHSO's 

consideration of the Baby T father's complaint. The PHSO referral was mentioned in the 

Risk Panel minutes on the following occasions: 

Date Trust 
risk 
Rating 

Comments in minutes134 Chair 

15 June 
2009135 

Red "The Parliamentary Health Services 
Ombudsman (PHSO) is due to make a decision 
on whether to investigate the concerns of Baby 
T’s parents. ... Once all information has been 
received regarding the SBA, the Ombudsman’s 
decision and the issues raised in the recent 
maternity report bring to the panel in August to 
review whether to request investigations to get 
involved." 

outgoing 
Regional 
Director 

13 July 
2009136 

Red "There were a range of enquiries around a 
specific case of the death of a child. … The 
parents of the deceased child have referred the 
case to the Parliamentary Healthservice [sic] 
Ombudsman (PHSO). The PHSO have sought 
expert clinical advice on the case. PHSO's 
findings are also not known. … The panel 
agreed that until more information is received 
from the PHSO, the SBA visit and the SHA 
response to the management report, the trust 
should remain in the serious concern (RED) 
category.." 

outgoing 
Regional 
Director 

_________________________ 
134 Emphasis in quotes added. 

135 Document 467. We note that the title of these minutes confusingly indicates they are for the July 
2009 meeting but we believe this is an error and that they are in fact the June 2009 minutes. The 
electronic document name is " 20090615 NW Regional Risk Mins", indicating they are for June. 
Content also indicates they were for the June meeting. 

136 Document 469. 
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Date Trust 
risk 
Rating 

Comments in minutes134 Chair 

August 
2009137 

Amber "The Parliamentary Health Service Ombudsman 
(PHSO) clinical review is on 14/8 to decide 
whether they will investigate the Baby T 
complaint." 

outgoing 
Regional 
Director 

14 
September 
2009138 

Amber No specific comments Area Manager 

12 
October 
2009139 

Amber No specific comments outgoing 
Regional 
Director 

9 
November 
2009140 

Amber No specific comments 
 

outgoing 
Regional 
Director 

14 
December 
2009141 

Amber "PHSO have reported their findings on the 
baby T case. Father reasonably happy with 
outcome but still has concerns about the 
investigation. [Outgoing Regional Director] 
dealing with this." 

outgoing 
Regional 
Director 

January 
2010 

N/A No meeting held N/A 

8 February 
2010142 

Amber "The SUI of the death of a baby to be taken off 
the risk report." 

outgoing 
Regional 
Director 

March 
2010143 

Amber No specific comments. incoming 
Regional 
Director 

April 
2010144 

Green "Still on-going issues with baby death but trust 
responding correctly." 

incoming 
Regional 
Director 

    
3.282 These extracts demonstrate that the regional team was monitoring the outcome of PHSO's 

deliberations throughout this period. Whether it was pivotal to the action they were taking or 

not is less clear. However, from at least September 2009, CQC confirmed that it was not 

_________________________ 
137 Document 471. 

138 Document 474. 

139 Document 476. 

140 Document 479. 

141 Document 482. 

142 Document 483. 

143 Document 487.  

144 Document 494. We note that the title of these minutes confusingly indicates they are for the March 
2010 meeting but we believe this is an error and that they are in fact the April 2010 minutes. This is 
because (1) They refer to the May meeting being the next meeting, (2) The electronic file name is 
"20100412 NW Regional Risk Mins", (3) There is another set of minutes for the March 2010 meeting 
(which refer to April 2010 being the next meeting). 
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waiting for PHSO before taking action, as recorded in a note prepared by the Deputy PHSO 

after a telephone conversation she had with the outgoing Regional Director: 

"While at an earlier stage CQC had considered that [PHSO's] 

decision as to whether to investigate was of great importance to 

[CQC's] actions, and that [CQC] should await the outcome of 

our work, their thinking has since developed further. The Trust 

itself has accepted that 'things are not right' and CQC therefore 

do not need, and indeed should not, to wait for an investigation 

before working with them [the Trust] to ensure that the 

situation improves"145. 

3.283 It appears that through continuing dialogue between the two organisations (principally 

between the Deputy PHSO and the outgoing Regional Director) CQC was informed of 

PHSO's decision not to investigate in December 2009, although PHSO's official final 

decision letter was not sent to CQC until 4 February 2010. The first Risk Panel meeting 

following the December 2009 meeting was in February 2010, when the panel decided to 

remove the "SUI of a death of a baby" [ie Baby T] from the risk report – presumably in 

response to this. Notably this decision was made while the outgoing Regional Director, who 

was well informed on the Baby T incident/the father's complaint, still chaired the meeting. 

For reasons that are unclear, the "baby death" issue did resurface in the April 2010 meeting 

minutes, however also in this meeting the Trust was reduced to a "Green" risk rating and 

consequently dropped off the Risk Panel's radar. This could imply that CQC took some 

assurance from the PHSO decision not to investigate the Baby T complaint. 

3.284 Latterly, in 2012, a member of CQC's executive management team wrote in an email in 

response to receipt of a relevant, internal report prepared by one of CQC's senior managers 

(discussed more fully by us elsewhere) that the outstanding PHSO complaint was important 

for CQC from the perspective of Trust registration, and specifically that CQC was unwilling 

to give "the okay" until PHSO reported: 

"The weakest point for us is the registration decision, I believe 

it should have had conditions in hindsight that would have 

given more scrutiny, also it was not monitor raising concerns 

that led to our RR [believed to denote Risk Rating], it was the 

outstanding … [Baby T] complaint at Ombudsman that both 

_________________________ 
145 Document 519, paragraph 3. 
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of our organisations [ie Monitor and CQC] were unwilling to 

give ok until that reported."146 [Emphasis added] 

3.285 It does appear from the Risk Panel minutes that the basic message that the CQC regional 

team took from the PHSO decision not to investigate was that it was a "green light" for them 

to carry on with the registration and continue to reduce their level of concern around these 

issues. 

3.286 We consider that (based on what we discuss elsewhere in this section) by this time, the CQC 

regional team was already well on its way to reducing its level of concern, as a result of the 

various action plans and assurances it had been provided with. Indeed the outgoing Regional 

Director told us that the Trust was actioning the three key improvements he saw as necessary 

(see paragraphs 3.275 and iii). We therefore consider it likely that the regional team retained a 

"watching brief" on the PHSO decision in case the PHSO work contradicted its own 

(provisional/developing) impression of the Trust, and especially in the context of the 

looming decision it had to make on UHMB's registration. Undoubtedly it would have been 

inconsistent, if not also potentially embarrassing, for CQC to register the Trust without 

conditions with PHSO discovering adverse findings either soon before or soon after.  

3.287 However, the "green light" message apparently taken by CQC was arguably a 

misinterpretation of the PHSO decision. As more fully discussed in Question 2 from 

paragraph 3.148 onwards, part of the PHSO's rationale for not investigating was that it had 

been given assurances by CQC, and specifically the outgoing Regional Director, that CQC 

would be dealing with the issues via on-going work – which might have included imposition 

of compliance conditions at registration. The exact cause of this misinterpretation is 

unknown to us. We do note that the outgoing Regional Director was well aware of the 

reasons for the PHSO decision and it was also he who chaired the February 2010 meeting at 

which the "SUI of the death of a baby [was] to be taken off the risk report". This suggests that he, 

at least, was not misinterpreting the PHSO decision, but was already fully satisfied by the 

Trust's progress on account of the work CQC had already conducted.  

3.288 However, it is not clear that the work performed by CQC in monitoring the Trust during the 

months leading up to registration measured up to the expectations of PHSO or the 

assurances that the outgoing Regional Director provided to PHSO. 

_________________________ 
146 Document 334. 
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3.289 We do know that the Deputy PHSO, was surprised by CQC's eventual decision to register 

without compliance conditions in April 2010, and also latterly (in October 2010) Monitor's 

decision to grant Foundation Trust status. 

"I was surprised to say the least that no conditions were 

attached to UHMB's registration and even more surprised when 

Monitor … [gave] … Foundation Trust status. I understood 

from my conversation with [outgoing Regional Director] that 

conditions would be attached to the registration"147. 

2008/2009 ANNUAL HEALTH CHECK 

3.290 The Annual Health Check (AHC) was an NHS performance rating system used by HCC 

between 2005/06 and 2008/09. It looked at a broad range of targets and was designed for 

trusts to declare their compliance or non-compliance with the Core Standards148.  

3.291 The AHC was used by HCC and measured trust performance in two main categories: 

a Quality of Care; and  

b Financial Management.  

3.292 The effectiveness of Financial management was assessed by the Audit Commission and 

Monitor, whilst HCC was responsible for assessing Quality of Care. 

3.293 Quality of Care included:  

c an assessment against the Core Standards;  

d performance against the Government's national priorities; and  

e performance against existing commitments.  

3.294 Each trust would therefore receive a score for the following aspects: 

a Quality of care (the overall score); 

b Financial management (the overall score); 

c Core Standards; 

d National priorities; 

e Existing commitments. 

_________________________ 
147 Agreed note of our interview with the Deputy PHSO, 21 February 2013. 

148 Set out in Standards for Better Health, published by the Department of Health in 2004 
(http://webarchive.nationalarchives.gov.uk/+/dh.gov.uk/en/publicationsandstatistics/publications/
publicationspolicyandguidance/dh_4086665) 
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3.295 All trusts were graded against on a set scale – see Appendix 4 for details. 

3.296 In the transition/interregnum period between April 2009, when CQC was established, and 

April 2010, when the HSCA 2008 came into full effect (and CQC formally obtained its new 

powers), there was an overlap of regimes. In practice, this meant that the knowledge obtained 

via the last AHC was used when NHS trusts were applying for registration with CQC. 

3.297 The last AHC covered the year from 1 April 2008 up to 31 March 2009 and was published in 

October 2009. In the document published by CQC "NHS performance ratings 2008/09 - An 

overview of the performance of NHS trusts in England"149, it is stated: 

"From 1 April 2010, all NHS trusts will be required to be 

registered with us. Being fully compliant with all Core 

Standards would represent excellent preparation in advance of 

registration coming into effect." [Emphasis added] 

3.298 The AHC was based on a self-assessment process. Upon submission of its last AHC, UHMB 

declared itself fully compliant with all Core Standards, which was equivalent to "Fully met" 

(Appendix 4). 

3.299 Although the AHC was a self-assessment process, a number of inspections would have been 

carried out to verify the declarations made by some trusts. Inspections were carried out for 

20% of trusts: 10% were randomly selected and 10% were based on risk, defined as a risk of a 

trust's self-declaration being incorrect. The "risky" trusts would have been chosen either 

because the Regulator felt their self-declaration was unreliable or because they were 

considered to be a potential poor performer150. 

3.300 According to the June 2009 Regional Risk Panel meeting minutes151, UHMB was selected for 

a risk-based inspection for July 2009. Based on the letter sent from the outgoing Regional 

Director to Baby T's father in December 2009 (paragraphs 3.261 to 3.265), it appears that the 

decision to carry out this inspection was influenced by the information the father provided to 

CQC in May 2009152. See Question 1 at paragraph 3.1 above which considers this complaint. 

_________________________ 
149 Document 426. 

150 Document 510. 

151 Document 467. 

152 Document 422. 
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3.301 The inspection took place on 13 July 2009 and tested four Core Standards (AHC aspect (c) 

as set out at paragraph 3.291 above): 

Core standard tested Inspection conclusion 
C8a – whistleblowing Adequate evidence to demonstrate reasonable 

assurance of compliance. 
C10b – governance. 
 

Adequate evidence to demonstrate reasonable 
assurance of compliance. 

C14c – complaints response Adequate evidence to demonstrate reasonable 
assurance of compliance. 

C5a – NICE technology appraisal. 
 

The inspection did not find sufficient evidence to 
support any of the lines of enquiry. 

  
3.302 As a result of lack of sufficient evidence to support UHMB's compliance with Core Standard 

C5a, the inspection resulted in a downgrade in UHMB's adherence to Core Standards 

overall (AHC aspect (c) as set out at paragraph 3.294 above) from "Fully met" to "Almost 

met". 

3.303 When analysing the performance ratings for the "National priorities" (AHC aspect (d) as set 

out at paragraph 3.294 above), UHMB achieved five of 13 indicators, two were satisfactory, 

one underachieved, two failed and data was not returned to support the compliance of three 

indicators. This resulted in an overall score of "Weak" for this aspect of the AHC. 

3.304 Out of 10 "Existing commitments" (AHC aspect (e) as set out at paragraph 3.294 above), 

five were achieved, two were underachieved, one was failed and two were not applicable. 

Overall, UHMB achieved a "Partly met" status in this area. 

3.305 We summarise below UHMB's overall scores for its 2008/2009 AHC: 

a Quality of care – Fair 

b Financial management – Good 

c Core Standards – Almost met 

d National priorities – Weak 

e Existing commitments – Partly met 

3.306 UHMB therefore received a "Fair" score for the quality of care at UHMB. "Fair" was one 

step up from "Weak" and two steps away from "Excellent". This was later considered in the 

process of registration, as discussed below. 
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CQC'S ASSESSMENT OF UHMB'S REGISTRATION 

UHMB Application Form 

3.307 UHMB's application form153 was dated 25 January 2010 and comprised 30 pages of 

information, which included details of the applicant, regulated activities and location 

information. The Trust, in 2000 characters, also had to answer a few high level questions 

about equality, diversity and human rights and planning and delivery of services. 

3.308 The provider had to self-declare compliance or non-compliance against Regulations 9 to 24 

of HSCA 2008. UHMB self-declared compliance with all regulations for all locations and all 

regulated activities. 

3.309 The CQC Assessor responsible for UHMB told us that the application form was not 

accompanied by any separate documents, however it was standard for the Assessor to request 

additional evidence from the Trust, if deemed necessary. It was expected, though, that an 

Inspector/Assessor would have existing knowledge from their on-going regulatory work. 

Assessment Record – prepared 16 February 2010 

3.310 The registration application form was first subject to two brief checks for completeness and 

DPA154 compliance before being scrutinised in detail by the CQC Assessor. This was 

evidenced in an Assessment Record dated 16 February 2010155, which shows the analysis of 

concerns and care quality alerts derived from the registration QRP156, the CQC regional 

team's knowledge of UHMB and what steps the provider took to address them. 

3.311 The majority of information included in the QRP was derived from the AHC 2008/2009 

(discussed in paragraphs 3.290 and 3.306), Survey of Adult Inpatients 2008/2009 and Survey 

of NHS Staff 2008/09. As such, it appears that at the point of registration, the key risk 

profiling system was using data that was over one year old.  

 

 

_________________________ 
153 Document 76. 

154 Data Protection Act. 

155 Document 120. 

156 Document 349. Quality Risk Profile – see Glossary. 
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3.312 In her analysis, the Assessor appears to have reviewed the concerns highlighted in the QRP in 

turn: 

Outcome Alerts/ 
concerns 

Source of the concern 

Outcome 4: 
Care and 
welfare of 
people who 
use services 

Red  
 

AHC 2008/2009: 

• failure to meet national priorities regarding all three 
cancer care indicators; 

• missed target regarding heart attack reperfusion 
(existing commitments); 

• non-compliance with core standard C05a (see 
paragraphs 3.301 to 3.306). 

Amber • failed targets re infant health and inequalities: smoking 
during pregnancy and breastfeeding initiation (national 
priorities); 

• under-achievements in stroke care and cancelled 
operations (existing commitments). 

Outcome 8:  
Cleanliness 
and infection 
control 

Red AHC 2008/2009: 

• missing the MRSA bacteraemia incidents target 
(national priorities). 

Outcome 14: 
Supporting 
staff 

Red NHS Staff Survey 2008/2009: 

• "Staff feeling there are good opportunities to develop 
their potential at work" - the trust was in the worst 
20% when compared to other trusts; 

• "Staff suffering work-related stress in last 12 months" 
- the trust was in the worst 20% when compared to 
other trusts; 

• "Staff agreeing that they understand their role and 
where it fits in" - the trust was in the worst 20% when 
compared to other trusts; 

• "Quality of job design (clear content, feedback and 
staff involvement" - the trust was in the worst 20% 
when compared to other trusts 

Amber • "Staff suffering work-related injury in last 12 months" 
- the trust was worse than average when compared to 
other trusts; 

• "Staff experiencing harassment, bullying or abuse 
from staff in last 12 months" - the trust was worse 
than average when compared to other trusts; 

• "Staff reporting good communication between senior 
management and staff" – the trust was worse than 
average when compared to other trusts; 

• "Staff feeling valued by their work colleagues" - the 
trust was worse than average when compared to other 
trusts; 

• "Staff working in a well structured team environment" 
– the trust was worse than average when compared to 
other trusts. 
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Outcome Alerts/ 
concerns 

Source of the concern 

Outcome 16: 
Assessing and 
monitoring 
the quality of 
service 
provision 

Red NHS Staff Survey 2008/2009: 

• "Staff reporting errors, near misses or incidents" - the 
trust was in the worst 20% when compared to other 
trusts. 

   
3.313 The Assessor also added further information regarding Outcome 16, which was associated 

with the Baby T complaint and subsequent criticism of multidisciplinary working and 

communication between consultants and staff in maternity units of UHMB. 

3.314 In a further section of the Assessment Record, the Assessor determined the impact and 

likelihood of these identified concerns. As a result, three "major concerns" were recognised 

with respect to Outcomes: 4, 8 and 16 (multidisciplinary working between midwives and 

consultants in UHMB maternity units as in paragraph 3.313). "Minor concerns" were 

identified in Outcomes: 14 and 16 (NHS Staff Survey 2008/2009 as described in paragraph 

3.312). 

Outcome 4 – major concern 

3.315 To address the concerns regarding Outcome 4, ie missed targets identified in AHC 2008/09, 

the Assessor reviewed a number of pieces of evidence to evaluate UHMB's compliance. We 

note that we have not reviewed any documentation regarding this evidence and simply 

present here comments made in the Assessment Record. 

3.316 In November 2009 UHMB was awarded NHSLA level 2, which seemed to confirm 

compliance with core standard C5a - NICE technology appraisal (note that in July 2009 the 

risk-based inspection found UHMB non-compliant with this standard, paragraphs 3.301 - 

3.302). 

3.317 With regard to cancer targets, the Assessor reviewed UHMB Board reports from September 

2009, November 2009 and February 2010 – they demonstrated the achievement of all cancer 

targets in the period from April 2009 up to December 2009.  

3.318 UHMB Board performance reports for September 2009 and February 2010 were reviewed by 

the Assessor as evidence to support "patient thrombolysis". Although the year-to-date 

performance was missed by 8 percentage points, root cause analysis was in place and some 

performance improvement was noted. 
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3.319 According to the Assessor, evidence from the Trust Board papers also demonstrated that 

UHMB was taking steps to achieve targets for infant health inequalities; compliance was at a 

higher level than in 2008/09. 

3.320 Lastly, for stroke care, in the February 2010 Trust Board paper, it was demonstrated that 

UHMB had achieved 60.46% compliance between April and December 2009. 

3.321 Overall, based on the information received from UHMB, which mostly comprised Board 

minutes and Board performance papers, the Assessor concluded that having taken the 

evidence into account, the Trust was now in compliance with Outcome 4. 

Outcome 8 - major concern 

3.322 To assess UHMB's compliance with MRSA infection targets (Outcome 8), the Assessor 

deduced she had seen enough evidence to support the view that the Trust had designed and 

implemented action plans to address the concern. We have not seen nor requested any 

documents to support that. The Assessment Record summarised the number of MRSA and 

Clostridium difficile cases in 2008/2009, however it is not within the scope of this report for 

us to comment on these figures. Overall, the Assessor concluded that the provider had 

demonstrated compliance. 

Outcome 14 – minor concern 

3.323 To address non-compliance with Outcome 14, CQC Assessor emailed UHMB's Director of 

Nursing on 16 February 2010157 requesting "an action plan and outcomes which the trust has 

implemented to address these concerns", ie concerns from the NHS Staff Survey 2008/2009. 

The response arrived two days later in an email from the Director of Human Resources and 

Organisational Development at UHMB158, who explained how UHMB had been addressing 

the issues and attached a number of documents: Talent Management Strategy, Training Brief 

on Stress Management, Staff Survey Action Plans and People Strategy, among others. We 

have not seen the attachments to this email and we have not sought them from CQC. Based 

on this evidence, the Assessor resolved that the Trust achieved compliance with Outcome 14. 

 

 

 

_________________________ 
157 Document 126. 

158 Document 176. 
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Outcome 16 – major and minor concern 

3.324 The initial consideration of Outcome 16 "Assessing and monitoring the quality of service 

provision" (paragraph 3.313) drew attention to existing malfunctions in relationships between 

various levels of staff at UHMB's maternity services. In Assessment Record it is noted that: 

"Trust has demonstrated that it has developed and implemented 

a Maternity Risk Group, Children's safety group, Labour Ward 

Forums and Obstetric update and issues – all these are trust 

wide and multi-disciplinary. Minutes of groups have been 

received by CQC to demonstrate forum make up and agenda 

items. It can demonstrate that systems have been introduced for 

developing the traffic light risk assessment systems, risk reviews 

of staffing, theatre provision, midwives roles, review of CNST 

guidelines and incident analysis and lessons learnt from these 

… 

 … At the regional risk panel on 8th February the SHA stated 

they were monitoring the trust and were satisfied with actions 

they had taken with regards to this serious incident [Baby T] 

and other regulators having no concerns with the trust resulted 

in the risk rating being downgraded from amber to green... 

… The trust has established a knowledge, education, learning 

and development directorate in the Spring of 2009 and work 

has been undertaken to get a robust approach to lessons learnt 

in the organisation." 

3.325 On this basis, the Assessor decided that UHMB had achieved compliance with Outcome 16. 

Outcome 13 – minor concern 

3.326 Despite not having listed it as a concern in the earlier sections of the Assessment Record, the 

Assessor made a consideration of Outcome 13 – Staffing – in the "Final assessment and 

validation" section of the document. The Assessment Record includes the following 

information. 
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3.327 UHMB commissioned a review of staffing levels by Birthrate Plus Limited in 

summer 2009159. This was triggered by the Baby T incident. 

3.328 In December 2009 the draft interim report was received by UHMB, but staffing numbers 

needed clarification160. UHMB received the final report in February 2010 and the findings, 

which identified a shortfall of 15 WTE161 midwives, were communicated to the midwifery 

division for consideration. The report also highlighted that the shortfall could be addressed 

by changes in the staff mix and, in certain circumstances, substituting some of the midwives 

with midwifery support workers. 

3.329 CQC Assessor contacted the Trust on 3 March 2010162 to enquire about the findings of the 

Birthrate Plus Limited report. In her response UHMB's Director of Nursing163 said that "… 

the executive have asked for a presentation/discussion on this [the Birthrate Plus Limited report] 

either the 18/25 March and thereafter to Integrated Risk Committee and Board." 

3.330 On 8 March 2010, the CQC Assessor emailed UHMB's Head of Midwifery and Gynaecology 

regarding the Birthrate Plus Limited report. The Assessor asked to confirm whether UHMB 

was "happy with your [UHMB's] levels of staffing at present time and that they are within the 

range as recommended in the [Birthrate Plus] review"164. She also wanted to be advised whether 

there was a shortfall and if so, how this would be addressed. 

3.331 After two more emails between the Assessor and the Head of Midwifery and Gynaecology 165, 

on 8 March 2010 a telephone conversation took place between these individuals. CQC 

wanted further clarification of staffing levels at UHMB's maternity division. UHMB 

confirmed that: 

"Until the report and the proposed action plan had been 

presented to the trust board (29 March 2010) there had been 

temporary measure introduced to maintain the agreed and 

recommended staffing levels in the maternity units of the trust."  

_________________________ 
159 Document 79. 

160 Document 482. 

161 Whole-time equivalent. 

162 Document 183. 

163 Document 183. 

164 Document 183. 

165 Document 183. 
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3.332 This was to be achieved by cancelling non-mandatory training, extra hours and seconding in 

one midwife from another unit. The Trust was also to introduce a new model for midwifery 

care in FGH, which was based on the model already in place at RLI. 

3.333 Satisfied with the response from UHMB, the Assessor concluded there was only a minor 

concern with respect to Outcome 13. 

3.334 Following the steps taken by the Assessor as described above, the overall concern for the 

Trust was concluded as "Minor concern" for Outcome 13 and "Compliance" for all other 

outcomes. 

Information seemingly missed, overlooked or not con sidered at registration 

Lumbar puncture whistleblower 

3.335 On 13 November 2009 a whistleblower wrote to CQC raising issues regarding lumbar 

puncture procedures at the Trust166. The 8 February 2010 Regional Risk Panel meeting 

minutes167 show that the panel discussed this issue as a concern, potentially affecting 

registration: 

"Assessor to review the registration application and may 

register with conditions. Again need to ensure synergy with the 

registration status mirroring CQC's concerns, especially as the 

Trust has declared compliance in all sectors." 

[Emphasis added] 

3.336 UHMB responded to these concerns in a letter168 dated 12 February 2010 which appears to 

demonstrate that the provider delivered the treatment in line with clinical guidance169. 

However, the fact that this information was not incorporated in the 16 February 2010 

Assessment Record appears to be an unfortunate omission and indicates that it might not 

have been considered either way. 

 

 

_________________________ 
166 Document 440  

167 This is the term used by CQC. We do not know if legal whistleblower status had been afforded to 
this individual in accordance with the Public Interest Disclosure Act 1998. 

168 Document 512. 

169 Document 483. 



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 114 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

Septicaemia mortality alert 

3.337 In our investigation, we also came across a letter dated 10 December 2009 from the 

Dr Foster unit at Imperial College London to UHMB's Chief Executive170: 

"We are writing to share with you in confidence an analysis of 

mortality data which indicates higher than average mortality 

rates for Septicemia [sic] (except in labour) within your hospital 

trust …." [Emphasis added] 

3.338 Appendix 1 to the letter indicates: 

"…that on at least one occasion in September 2009, risk-

adjusted mortality of double the expected rate was recorded at 

this trust for this diagnosis or procedure… The probability of a 

false alarm for this trust in a twelve month period: 0.10%." 

[Emphasis added] 

 

3.339 It goes on to say that there was also one prior alert in the last 12 months – in February 2009. 

The included graph, reproduced above, shows these peaks in February 2009 and 

September 2009. 

3.340 CQC was aware of this mortality alert from 10 December 2009 and contacted the Trust's 

Chief Executive on 11 January 2010171. CQC's Surveillance Manager wrote to the Chief 

_________________________ 
170 Document 432.  

171 Document 432. 
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Executive of UHMB, with CQC's outgoing Regional Director and the Assessor copied in (as 

well as the PCT and the SHA)172. The Surveillance Manager said:  

"We are currently assessing the alert using our own analysis 

and other information before deciding whether or not it needs 

to be followed up further. We will write to you again to share 

our findings and will inform you if we need to make further 

enquires but in the meantime we would not want you to stop any 

action you may have already initiated" 173. 

3.341 However, despite these assurances, we have not seen any evidence to indicate any action or 

follow up taken by CQC either at the time or during the registration process. The Assessment 

Record of 16 February 2010 does not record any consideration of these issues, even though 

the Assessor had been copied-in. 

Information from Health Secretary regarding mortali ty rates – NOT including 

UHMB 

3.342 We have looked into the possibility of additional mortality alerts having been provided to 

CQC in the period leading up to registration of the Trust.  

3.343 It was reported in the media in March 2013 (in the wake of the Mid-Staffs Public Inquiry) 

that Doctor Foster research unit at Imperial College "sent to the [former] Secretary of State in 

March 2010 … a list of [15] hospitals that had high [rates]…"174. This was just before 

registration of UHMB on 1 April 2010. We understand that the former Secretary of State 

replied in a note dated 24 March 2010 saying he had asked CQC to study the data175. He has 

said that he "acted immediately and passed the data to the independent regulator [ie CQC]"176. 

3.344 CQC has recently said publicly that: "The mortality data from the Dr Foster Unit at Imperial 

College London was taken into account when these services were registered with the CQC in 

April 2010"177. 

_________________________ 
172 Document 432. 

173 Document 432. 

174 Document 464. 

175 Document 464. 

176 Document 464. 

177 Document 464. 
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3.345 We enquired with CQC and have been informed that: "UHMB was not part of a list of trusts 

with high mortality prior to registration in April 2010."178  

CQC acknowledgement of high mortality rates at UHMB  

3.346 We have seen an internal email discussion between senior CQC individuals (12 March 2012) 

regarding mortality rates at UHMB. The conversation is in the context of a briefing for a 

meeting the next day. One of the individuals writes: 

"- Why is UHMB not another Mid Staffs? 

- the information available at the time did not flag intelligence 

of known triggers such as financial problems, HCAI outliers, 

poor performance in terms of activity 18 weeks, outpatient 

appointments etc"179. 

3.347 The other individual responds: 

"Not sure I agree on info not known this Trust was consistently 

high HSMR outlier…"180. 

3.348 We note the second individual does not ascribe a time period to when she thought UHMB 

was a consistently high HSMR (mortality rate) outlier. 

3.349 We have not been instructed to specifically investigate mortality data in respect of UHMB 

and so cannot comment on the accuracy or time period of this comment further. 

Registration recommendation report – 8 March 2010 

3.350 On 8 March 2010, the Assessor prepared a Registration Recommendation Report – 

Transition Application181. Presumably, the document was prepared after she had satisfied 

herself the Trust was taking appropriate steps with regard to the Birthrate Plus Limited report 

findings, as explained in paragraphs 3.330 to 3.333 above. The recommendation section of 

the report states: 

 

_________________________ 
178 Document 430. 

179 Document 501. 

180 Document 501. 

181 Document 116. 



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 117 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

"I recommend that this application be Approved.  

The reasons for this are: The trust has declared compliant for 

all regulations for each regulated activity at each location. 

Where concerns were identified with regards to non-complaince 

[sic] the trust supplied additional evidence to support and 

demonstrate compliance. A minor concern was identified within 

Regulation 13 – Staffing182. Evidence from an independent 

consultant's report (Birth Rate plus) identified a short fall [sic] 

in the number of midwives at the Royal Lancaster Hospital and 

Furness General Hospital. The trust has development [sic] an 

action plan to review all aspects of staffing within their 

maternity units and as an interim measure they have ensured 

additional staffing hours are available to maintain midwifery 

staff numbers on each unit. 

It is recommended that the trust is registered with restrictive 

conditions183 only and the minor concern is followed up by an 

improvement letter following registration." [Emphasis added]. 

National Quality Assurance Panel – 17 March 2010 

3.351 On 17 March 2010 UHMB's registration was considered by the National Quality Assurance 

Group Panel (QAG). We were told by the Assessor and the incoming Regional Director that 

trusts that were raising concerns or where conditions or improvement letters were 

considered, were referred to the QAG. One of its purposes was to maintain consistency 

across all regions. 

3.352 Based on our interviews with the Assessor and the incoming Regional Director, UHMB was 

presented to the QAG due to concerns with regard to staffing levels. The QAG session 

produced a Registration Report Record184 showing that the Panel considered Outcome 4 

(failures in meeting national priorities and existing commitments) and Outcome 13 (staffing 

levels in maternity units). The concern hierarchy used at the time was as follows: 

_________________________ 
182 Presumably the Assessor meant Outcome 13 (Staffing), rather than Regulation 13. Outcome 13 
(Staffing) is standardised by Regulation 22. 

183 Some ‘restrictive’ conditions will be routine and define the regulated activities that a provider is 
registered to carry on. Others have the same purpose as ‘compliance’ conditions mentioned above, 
and will require a provider to make improvements to their services to ensure that people who use 
services experience essential standards of quality and safety". See Glossary. 

184 Document 177, page 3. 
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1. Major concern (worst); 

2. Moderate concern; 

3. Minor concern; 

4. Compliance (best). 

 

3.353 With regard to Outcome 4, the Panel agreed: 

"QAG looked at Furnace [Furness] General Hospital. Outcome 

4 is a major concern at step 3 [of the Assessment Record of 

16 February 2010] and compliance at step 6. QAG questions 

whether it should be moderate." 

3.354 The QAG panel therefore was questioning how early in the assessment form, the assessor 

graded UHMB as "Major concern" but later decided to reduce the final rating to 

"Compliance". The QAG therefore moderated the level of concern for this Outcome by two 

levels from "Compliance" to "Moderate concern" instead. 

3.355 An email from one of the CQC Managers to the incoming Regional Director on 

17 March 2010185 records that she disagreed with the Panel's opinion on amending the level 

of concern to "Moderate" from "Compliance". In her opinion, the issues raised within 

Outcome 4 related to national targets and indicated that good progress had been made and 

did not indicate non-compliance. She went on to say that even if it were changed to 

"Moderate" however,  

"… this would still leave the trust as overall minor concern, so 

wouldn't change anything in terms of the judgement to register 

the trust without compliance conditions."  

3.356 She concluded that she would leave the judgement on outcome 4 "as it stands", ie 

"Compliance", therefore ignoring the QAG decision. 

3.357 With regard to Outcome 13, the Panel stated: 

"Outcome 13 is minor at step 6 [of the Assessment Record 

dated 16 February 2010] but not mentioned in step 3 but 

_________________________ 
185 Document 173. 
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mentioned in step 2. this [sic] should change outcome in step 7 

to minor not compliance." 

3.358 Therefore although the statement is poorly worded, the QAG panel decision was to moderate 

the level of concern for this Outcome by one level from "Compliance" to "Minor concern". 

There was no comment on this moderation decision in the email of 17 March 2010. 

3.359 Based on the Registration Recommendation Report, the final decision to register UHMB 

under HSCA 2008 with no compliance conditions was made on the 17 March 2010 (the same 

day as the panel), presumably after the panel had concluded.  

Notice of Decision and Improvement Letter 

3.360 On 23 March 2010, five "Notice of Decision" letters, signed by CQC's former Chief 

Executive, were sent to Trust's CEO in respect of the following regulated activities: 

• treatment for disease, disorder or injury186; 

• surgical procedures187; 

• diagnostic and screening procedures188;  

• maternity and midwifery services189; and  

• termination of pregnancies190. 

3.361 No compliance conditions were attached to any of these registration letters. 

3.362 The Assessor's Recommendation Report described in paragraph 3.350 stated that the Trust 

was set to receive an Improvement Letter, which we understand was "a milder version of 

compliance conditions"191. Although the incoming Regional Director for the North-West was 

certain the letter was sent as planned, the Assessor responsible for UHMB claims that she 

would have been the individual responsible for sending it to the provider and she was 

positive that it had not been done. In the Assessor's opinion, the letter was never sanctioned 

by the management. Among all the evidence we have reviewed during the investigation, we 

_________________________ 
186 Document 337. 

187 Document 460. 

188 Document 461. 

189 Document 462. 

190 Document 463. 

191 Agreed note of Grant Thornton telephone interview with CQC Assessor, 13 February 2013. 
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have not come across UHMB's Letter of Improvement and indeed no one we spoke with was 

able to provide it to us. 

Foundation Trust application 

3.363 As UHMB was in the process of registering with CQC under HSCA 2008, its application for 

Foundation Trust Authorisation had been on hold since Summer 2009, when Monitor raised 

concerns over the 12 SUIs at UHMB in 2008/09. 

3.364 After the Trust was registered under HSCA, the incoming Regional Director wrote to 

Monitor on 16 April 2010 confirming CQC's view of the provider at this time: 

"The registration assessment of the Trust did initially identify 

concerns but further information was sought and we were 

satisfied that the Trust was taking appropriate actions to 

address those concerns and that the evidence overall indicated 

compliance. One remaining minor concern in relation to 

Outcome 13 (staffing) will be addressed through the issuing of 

an improvement letter." 

In this context, the CQC’s view of the confidence of the 

regulator(s) in the organisation’s ability to meet regulatory 

requirements is “confident” . The current operational risk is 

rated as “green”. The outcomes delivered by the Trust will be 

further tested through the Compliance Review process and will 

include updated evidence and information received for all 

outcomes. 

Since our telephone conversation on 9 April, I have been 

informed that CQC is about to pursue a mortality alert with the 

Trust. We would normally expect to receive a response within 3 

to 4 weeks"192. [Emphasis added] 

3.365 At this point, Monitor restarted its assessment of UHMB and subsequently in October 2010 

the Trust was granted Foundation Trust authorisation. 

3.366 The mortality alert referred to in this letter is likely to have been the one raised by Dr Foster 

in December 2009 (paragraph 3.337), which suggests this matter had not been considered or 

_________________________ 
192 Document 229. 
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actioned by CQC before the Trust was registered under HSCA. The Regional Director also 

implies here that she had only recently been advised of this mortality alert. 

ANALYSIS OF EVIDENCE 

Inconsistencies in concerns raised 

3.367 First of all, we have to emphasise that there is some inconsistency in the evidence we have 

seen regarding the level of concern held by CQC about the Trust over the period 

December 2009 to April 2010.  

3.368 The outgoing Regional Director's letter of 16 December 2009 recognised that UHMB was 

a challenging trust. In his words, the provider raised "a number of concerns about the 

operation …." Indeed similar opinions were given by the Regional Director in his 

conversation with the Deputy PHSO on 12 November 2009193, when he said that there was 

little evidence of all three UHMB hospitals working together and progress in making 

sustained improvements in multi-disciplinary cooperation was slow. He was also critical of 

the recent training for a new record keeping system and described it as poor. 

3.369 However, arguably, the comments made by the Regional Director to Baby T's father were at 

odds with the view of the Regional Risk Panel that he was chairing at the time. For example, 

the notes of the Regional Risk Panel meeting which took place on 9 November 2009 state the 

following regarding UHMB (set out in full): 

"Meeting held 15th Oct between CQC Assessors and Trust. 

Provided updated information on: 

The Women's and Children's Sustainability Action Plan: 

Creation of Family Services Division with dedicated Assistant 

Director of Operations appointed. New organisational 

structure evidenced. 

Email received 25th September 2009 from baby T’s father 

acknowledging positive experience felt by his family throughout 

the birth of their 3rd child and the changes in practice they felt 

had taken place.  

_________________________ 
193 Document 307. 
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Best practice – twinning with Liverpool Women’s progressing. 

Terms of reference agreed and seen. No meeting taken place 

yet.  

Maternity dashboard content agreed for implementation 

December [2009] to March [2010]. 

Bulleting to cascade lessons learnt shared across trust has been 

developed. 

On-going monitoring and audit supported by twice yearly 

meetings between DoN [Director of Nursing] and head of 

Midwifery and Lead Supervisor implemented. 

Professional heads and managers from maternity and paeds 

[paediatrics] attended management development in 

September 2009. 

Trust has appealed against the qualification of AHC standard 

C5a on the basis of achieving NHSLA level 2 which commented 

positively on implementation of NICE guidance. 

[…]  /whistleblower194: 

Disciplinary hearing has commenced. Staff side heard. Second 

part of hearing due to be heard on within next two weeks. 

Outcome of hearing to be notified to Assessor. 

National and existing priorities underachieved/failed in AHC: 

Trust is aware of its failings and has plans in place to address 

all areas where it is below target. 

CQC and Monitor have met to discuss issues in advance of any 

potential application from the Trust for Foundation Status. 

CQC require assurance of sustained improvement and have 

_________________________ 
194 This is the term used by CQC. We do not know if legal whistleblower status had been afforded to 
this individual in accordance with the Public Interest Disclosure Act 1998. 
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confirmed to Monitor that the rating is unlikely to change 

before February 2010" 195. [Emphasis added] 

3.370 The following month's meeting was held on 14 December 2009, two days before CQC's 

letter sent to the Baby T's father, and was again chaired by the Regional Director. The 

minutes state the following regarding UHMB: 

"PHSO have reported their findings on the baby T case. Father 

reasonably happy with outcome but still has concerns about the 

investigation. [Outgoing Regional Director] dealing with this. 

Trust has developed a Maternity Risk Group, Children’s safety 

group, Labour Ward Forums and Obstetric update and issues – 

all these are trust wide and multi-disciplinary. Minutes of 

groups have been requested but not yet received. Each of 4 

leads Midwifery, Paediatrics and Lead clinicians for these have 

received appraisal in view of team development and sharing of 

this amongst the professional teams. 

Birth-rate plus – interim draft report now received by trust but 

awaiting clarification on staffing numbers. 

Sustainability Plan – next report not available until mid 

December. 

Review of documentation and evidence for all NICE and 

significant guidance’s since April [2009]. Audit results show 

that this is now complete. NICE compliance was presented to 

Trust Board in November [2009]. Trust has been awarded 

NHSLA level 2. 

Whistle – blower196 – outcome of disciplinary hearing – 

Consultant has been dismissed from Trust. Just awaiting 

confirmation that all allegations have been investigated. 

_________________________ 
195 Document 479. 

196 This is the term used by CQC. We do not know if legal whistleblower status had been afforded to 
this individual in accordance with the Public Interest Disclosure Act 1998. 
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Meeting held 15th Oct [2009] between CQC Assessors and 

Trust. Provided updated information on: The Women's and 

Children's Sustainability Action Plan: 

Trust appealed against the qualification of AHC standard C5a 

on the basis of achieving NHSLA level. 

[…]  /whistleblower197 - Disciplinary hearing has commenced 

and the Assessor will be sent a copy of the outcome report. 

National and existing priorities underachieved/failed in AHC: 

Trust is aware of their failings and has plans in place to 

address all areas where they are below target. 

CQC & Monitor have met to discuss issues in advance of any 

potential application from the Trust for Foundation Status. 

CQC require assurance of sustained improvement and have 

confirmed to Monitor that the rating is unlikely to change 

before 2010"198. [Emphasis added] 

3.371 The notes from these Regional Risk Panel meetings appear to suggest that although there 

were some areas still requiring improvement, overall the Trust was on track towards 

compliance and was taking steps to make improvements. The notes do not mirror the level of 

current concern as expressed by the outgoing Regional Director in his letter to the father of 

Baby T in December 2009 (and discussed at paragraph 3.261 to 3.265 above) or his telephone 

conversation with the Deputy PHSO a month earlier (see paragraph 3.367 above). Specifically 

there is no mention in the minutes of: continuing issues with multi-disciplinary working, 

ineffective communication and inconsistent working between maternity units, or inadequate 

recording of care provided to patients. 

3.372 However, the minutes of the Planned Collaborative Review (PCR) meeting that took place in 

January 2010199 still record a high level of concern regarding UHMB: 

_________________________ 
197 This is the term used by CQC. We do not know if legal whistleblower status had been afforded to 
this individual in accordance with the Public Interest Disclosure Act 1998. 

198 Document 482. 

199 Document 151. 
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"CQC still have this provider [UHMB] on their radar as there 

are concerns regarding people safety. A specific incident 

regarding the death of a baby suggests a lack of 

interdisciplinary working which could potentially be affecting 

other areas."  

3.373 The minutes of the PCR also record that the "SHA also [had] concerns about patient safety and 

[were] working with the provider to review progress in relation to level of MRSA instances". 

Notwithstanding these comments, only a month later, the SHA de-graded their risk rating for 

UHMB to Green200. 

3.374 In February 2010 the CQC Regional Risk Panel meeting notes (there was no January 2010 

meeting) state that: "The SUI of the death of a baby [was] to be taken off the risk report"201. 

3.375 The reasons for these inconsistencies are unclear. The reasons the concerns and issues about 

UHMB were extinguished apparently so suddenly before the Trust obtained an unconditional 

registration under HSCA are also not clear. Certainly this coincided with the decision taken 

by PHSO not to investigate a complaint into the death of Baby T (see paragraph 3.282 

above). We explore this area further in our answer to the question at Section 3, Question 3. 

Lack of validation of evidence and no site visits 

3.376 As we discuss elsewhere in this report, one of CQC's senior managers ("the Senior Manager") 

prepared an internal report (commissioned October 2011, finalised March 2012 – only seen 

by a small senior management group) into CQC's regulatory activity at UHMB ("internal 

UHMB report"). This report discussed the level of validation of evidence undertaken by 

CQC in UHMB's registration.  

"The assessment of the registration application was not 

designed to validate each aspect of the application however a 

significant amount of assurance was taken from documents 

provided by the Trust and equally from other stakeholders such 

as the SHA which were untested. The rationale at this stage was 

that there was no other information to suggest that the 

documents were anything other than what was presented." 

[Emphasis added] 

_________________________ 
200 Document 65. 

201 Document 483. 
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3.377 The Senior Manager also criticised "the level of assurance taken from information provided 

by the Trust" and described it as: 

"… disproportionate to the perceived confidence that the 

regulator should have had in the organisation [UHMB] based 

on past levels of concerns and action taken. However, the local 

performance management arrangements co-ordinated by the 

SHA were used." 

3.378 We have seen evidence of concerns raised by the previous CQC Assessor in a memo 

prepared for the outgoing Regional Director in June 2009202 (10 months prior to registration) 

regarding both UHMB and the SHA being "economical" in sharing information with CQC: 

"SUI rates, trends or concerns are not routinely reported to 

Assessors within the North West. This could mean that the risk 

rating on the ORP203 may be inaccurate. Internal and external 

reports commissioned by or on behalf of trusts are not 

routinely known of by CQC. A question regarding this could be 

part of routine engagement activity with trusts." 

3.379 Despite this memo, CQC continued to accept new external reports and further action plans 

from the Trust as assurance throughout the period from summer 2009 to registration (and 

beyond). We observe that CQC staff did not appear to consider that the necessity for the 

Trust to produce more actions plans might have indicated that the old strategies were either 

not working or not being implemented. Similarly the SHA's declarations of satisfaction with 

UHMB's progress were apparently accepted at face value. According to the internal UHMB 

review, the decisions behind the risk ratings determined during planned collaborative reviews 

or risk summits (under HCC) were not made in a robust process.  

3.380 One of the CQC Area Managers told us that in contrast to her prior experience in social care, 

she found CQC lacked inquisitiveness and its procedures were aimed at ticking boxes with 

little thought and no analysis. 

 

 

_________________________ 
202 Document 50. 

203 Organisational Risk Profile. 
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"Register now, check later" attitude?  

3.381 When we spoke with various CQC staff, one of the questions we asked was whether any pre-

registration inspections took place in order to validate the information received from UHMB 

and SHA. The Assessor, who prepared the registration assessment, said that the compliance 

staff had not been encouraged to carry out inspections at that time due to workload 

pressures. Further, the Assessor said that there had been no capacity to conduct inspection 

visits. We were also told that the general approach and attitude of the organisation, at least in 

the North-West region, was to register all providers first then use the new regulatory model 

afterwards to address any concerns, ie "register now, check later". 

3.382 This appears consistent with the "Guidance for inspectors and assessors: How to register 

existing providers under the Health and Social Care Act 2008"204, according to which pre-

registration inspections were designed for exceptional, not routine circumstances only. 

"In exceptional circumstances we may visit a provider, where 

we do not have the information to make a robust decision, or 

where there is a significant risk of non-compliance that has not 

been reflected in the provider’s declaration. 

If an application contains all of the information we need then a 

visit or interview will not be needed."205 

3.383 However, the outgoing Regional Director told us that there was an opportunity at registration 

to look more closely at the Trust and this was not taken. He described this as a "missed 

opportunity". He said that the region could have performed targeted inspections locally to 

check out the evidence seen on paper. However when we asked if inspections could have 

been taken following receipt of the self-certification registration forms in January 2010, in 

fact when the outgoing Regional Director was still in post, his response was that in his 

opinion Regional Directors were marginalised – and it was dealt with by the centre. He said 

that in his opinion, the centre had the influence over whether a pre-inspection visit should 

occur and that the registration was a "highly political process" as it was all a few weeks before 

the general election.  

3.384 We asked CQC Chief Executive at the time, about the alleged attitude of "register now check 

later" and she said that this was not an accurate description of the registration process. She 

_________________________ 
204 Document 543. 

205 Document 543. 
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explained that in her opinion, the registration process (as a whole) was a good piece of work, 

with careful decision making and careful thought about the application of conditions. We 

asked her whether pre-registration visits were encouraged or expected and she said that she 

did not think so, although there might have been capacity to carry out a small number of 

visits. She told us that, in her opinion, there was not a resource issue with the registration 

project. She explained that over the course of two years, CQC had to register around 35,000 

services and this was a huge challenge. We note that CQC registered 378 trusts on 

1 April 2010. 

3.385 The former Chief Executive's view, as we understand it, was that although she does not 

accept CQC had a simple "register now and check later" mentality, it did recognise that 

registration was the very start of the process of regulation under the HSCA 2008, not some 

"once for all" judgement.  

3.386 We also asked the interim Chair of CQC at the time if the tone from the top was one of 

"register now, check later". She told us that she did not think that it was ever made explicit 

like this, though at the time, everyone was clear that without registration no service could 

function: it was the license to operate. 

A "power vacuum"? 

3.387 In the 12 months leading up to registration, two regimes were overlapping. On one hand, 

CQC was processing the AHC 2008/09 and on the other, CQC was preparing trusts for 

registration. During that year, however, HCC ceased to exist and CQC did not have any 

regulatory powers in respect of the NHS. In the words of the outgoing Regional Director206, 

CQC were limited to "naming and shaming" poor performing trusts in the media and raising 

concerns with the Department of Health. There was an Investigations Team in place to 

follow up on any concerns, where there were suggestions systemic failures, but at that time 

there were debates around whether this team should be led centrally or regionally. Indeed, the 

Investigations Team was ultimately disbanded (in April 2010). 

3.388 One of the CQC Assessors, who became a Compliance Manager in June 2009 and used to be 

responsible for UHMB, told us that regulatory powers were not available to CQC between 

April 2009 and April 2010, which hindered the validation process. Whether or not CQC in 

fact had regulatory powers, the perception of those working within it, some of whom appear 

_________________________ 
206 Document 227. 



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 129 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

not to have believed or understood it to have substantive powers, may have had an impact on 

its effectiveness during this transition period. 

Regional vs Central registration responsibilities 

3.389 The outgoing Regional Director told us that in his view, the registration process was centrally 

led. He said that the UHMB was led regionally but that information was fed to the centre and 

it was the centre that decided on whether a provider should be registered with or without 

conditions. As explained above, he said that the centre had influence over whether pre-

registration inspections should occur. The Director told us that in his opinion, CQC lacked 

effective leadership at the top of the organisation. He said that CQC had been the worst 

managed organisation he had worked at in 40 years. 

3.390 Contrary to his opinion, the former Chief Executive of CQC told us that the registration 

process was very much regionally led. The incoming Regional Director described the process 

as designed and agreed nationally but with a regional implementation and assessment process. 

3.391 One of the CQC Area Managers also told us that the registration was led by the region "in the 

main" with a centralised quality panel. This view is consistent with that provided by the 

former Chief Executive and the incoming Regional Director but not that of the outgoing 

Regional Director (see above). A CQC Investigation Manager gave the same view as the Area 

Manager mentioned above. She told us that it was the Assessor (at the regional level) who 

would reach a recommendation as to registration with or without conditions and the use of 

improvement letters. Any trusts where conditions or improvement letters were being 

considered would then be considered by a national panel – as a way of ensuring national 

consistency. UHMB went to the national panel as discussed at paragraphs 3.351 to 3.359 

above. 

Regional leadership – handover between Regional Dir ectors at a key time 

3.392 In terms of regional leadership, the incoming Regional Director acknowledged that it was the 

Regional Director, ie her, who was accountable for final decisions made at regional level with 

regard to registration.  

3.393 As discussed elsewhere in this report, there was a transition to the incoming Regional 

Director from her predecessor, the outgoing Regional Director, in the period from the end of 

February 2010 to the end of March 2010. The Trust was registered from 1 April 2010. The 

incoming Regional Director confirmed to us that in this period, she picked up the 

responsibilities from the outgoing Regional Director, which included registration. 
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3.394 The incoming Regional Director explained that when she joined the region, the registration 

assessments had been completed and the decisions regarding registration were being finalised. 

She said that UHMB was only one of many trusts in the region handed over to her from the 

outgoing Regional Director. 

3.395 The incoming Regional Director told us that the historical lack of sharing of information by 

the Trust was not part of the briefing she received on her arrival in the region. This was 

known to the region from at least June 2009 – see paragraph 3.378 above. As far as she was 

aware, there had been concerns about maternity services at the Trust, though by the time she 

arrived, there was evidence that these concerns were being addressed. 

3.396 The outgoing Regional Director told us that he did not recall discussing UHMB's registration 

as part of the handover to the incoming Regional Director, instead he said that it was 

channelled through others, ie one of the Area Managers. He acknowledged that he did 

discuss the Baby T case with the incoming Regional Director though. 

3.397 The outgoing Regional Director advised that during the regional leadership transition period 

leading up to his retirement date (31 March 2010) he utilised all his accumulated leave and 

was away for three weeks. He described his position during that time as "supernumerary". 

Lack of training, resources and qualifications 

3.398 The North-West regional team was tasked with managing the registration of 65 NHS Trusts 

and over 300 adult social care providers207 from 1 April 2010. Based on the conversations we 

had with the CQC staff in the North-West, the region (and perhaps the organisation in its 

entirety), did not appear entirely prepared for a process of such magnitude. We were also told 

that the majority of compliance staff in the North-West, including compliance managers and 

both Regional Directors, did not have a healthcare background, but a social care one. We 

were told that of the six or seven Area Managers for the North-West region, only one was ex-

HCC and there were around 20 healthcare inspectors and around 100 social care 

inspectors208. 

3.399 The former Chief Executive of CQC explained to us that in her opinion, CQC did the best 

job it could have in registering the NHS, given the circumstances of the recent merger and 

the staffing available. She added that this is not to say that with hindsight and with 

_________________________ 
207 Grant Thornton interview with the outgoing Regional Director, 7 February 2013. 

208 Grant Thornton interview with the outgoing Regional Director, 7 February 2013. 
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information that subsequently became available, there were not some trusts registered 

without conditions where they should have been imposed. She said that the staff of CQC 

were trying to do a great deal of wholly new work in a very short period of time.  

3.400 One of the former CQC Assessors told us that the new regime brought in a lot of 

uncertainties. For instance, applying conditions on registration was a very unfamiliar area, 

which represented a very new and unknown methodology. However, staff were provided 

with no training and instead were "handed a book", which was to be used as a tool in 

registration. The "book" she referred to was "Essential standards of quality and safety"209, 

which was designed for providers not CQC. It included guidance on outcomes and associated 

regulations.  

3.401 Another CQC staff member (a former Area Manager), who arrived at CQC from the CSCI 

(Commission for Social Care Inspection) in April 2009 told us that training had been very 

procedural and not at all KPI-related. 

3.402 The CQC staff we spoke to consistently told us that very few providers were registered with 

conditions, it was not a standard outcome. The incoming Regional Director said that in her 

region the number of such trusts was in "single figures". According to the Registration 

Manager in the North-West, imposing conditions required careful consideration as it had to 

have legal standing and constitute a specific and bespoke objective for each Trust. In the 

opinion of the regional staff, on the basis of the information CQC had at its disposal 

regarding UHMB, it was difficult to impose compliance conditions upon the Trust as there 

would be no concerns that would satisfy these criteria. 

Use of the "Quality Risk Profile" as key evidence 

3.403 The internal UHMB review gave a negative evaluation of QRP and the way it had been used 

for risk assessment. 

"The Quality & Risk Profile of an organisation has at times 

been considered as an indicators [sic] of a provider's 

compliance and performance with the Essential Standards and 

as such the presentation of "green" dials or insufficient 

information has been interpreted as no risk. As frontline 

operations view the QRP as a repository of information and 

intelligence on a provider, the perception of no risk is 

_________________________ 
209 Document 544. 
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challenged or can be used as a trigger to investigate further. 

Further work is required to enhance the consistency of the 

interpretation of QRP and its value across different sectors." 

3.404 Indeed, we have seen that the Assessor based the Assessment Record on the information 

derived from the QRP210. The QRP document however was designed to support the process 

of initial registration of NHS providers only. The majority of sections of the QRP were 

constructed on data from a period between one to two years prior to the registration (eg 

Annual Health Check 2008/2009). There was therefore a risk that data were simply out-dated 

or no longer relevant. 

Key evidence known but not considered 

3.405 We have also seen that the CQC staff were in possession of adverse evidence which does not 

appear to have been considered or taken into account prior to registration. Neither the 

December 2009 mortality alert (paragraph 3.337) nor the consideration of the potential for 

compliance conditions (per the February 2010 Regional Risk Panel meeting minutes211) were 

mentioned in the Assessment Record of 16 February 2010. The potential conditions referred 

to in the Regional Risk Panel minutes were regarding the radiology whistleblower212 concerns, 

which were later cleared after UHMB provided satisfactory evidence. It might be considered 

surprising that these concerns were not referred to as a part of the registration assessment. 

Key concerns CQC were not aware of – in the Fieldin g Report 

3.406 During the January 2010 PCR, CQC213 and other stakeholders were informed that the Trust 

was commissioning another external review into its maternity services, to be performed by 

"Professor Dame Pauline Field[ing]". Its first draft was completed on 31 March 2010 - just 

before the effective date of UHMB's registration. Another version of the report was dated 30 

June 2010 and the final version was eventually completed on 6 August 2010.  

3.407 The final report's214 findings were not known to CQC until January 2011 (see discussion at 

Section 7). Its contents were therefore not taken into account at registration. The report 

highlighted issues at the Trust, including shortages of staff, questionable suitability of the 

_________________________ 
210 Document 349. 

211 Document 483. 

212 This is the term used by CQC. We do not know if legal whistleblower status had been afforded to 
this individual in accordance with the Public Interest Disclosure Act 1998. 

213 We were told by the Compliance Manager that CQC hosted (and therefore attended) this meeting. 

214 Document 499. 
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premises, application of previously denounced practices and flaws in maintenance of patient 

records, among others. Although the report was complimentary about some practices, a 

catalogue of serious concerns were uncovered, some of them stated as posing serious risks to 

patients. We summarise below key criticisms of UHMB's maternity services: 

• inadequate labour ward environment with an unfavourable distance to theatres making 

the premises "not [entirely] fit for purpose"215; 

• increasing difficulties in attracting and appointing high calibre staff; 

• low morale of the maternity staff, intensified by past SUIs and resultant negative 

publicity; 

• strained relationships between different categories of staff (including management) and a 

"blame culture"; 

• weaknesses in the audit of implementation of recommendations and action plans, 

demonstrated by an incident of a baby being syringe-fed – a practice denounced during 

prior investigations; 

• gaps in awareness of practice requirements to report incidents by non-supervisory 

midwifery managers; "in one extreme case, this resulted in a manager being unaware of a 

midwife from another trust working under supervision in the clinical area"216. 

• concerns over lack of adherence to the criteria for acceptance of women in labour at 

Helme Chase (midwife-led unit in Kendal), which "had resulted in some high risk women 

delivering there at risk to the mother and baby…"217. 

• concerns over the existence of a "disclaimer form", which when signed enabled high risk 

women to remain at Helme Chase (note that in June 2010 UHMB denied the existence of 

this form218); 

• staff shortages and staff mix issues at RLI; 

• deficient staff arrangements for labour theatres and wards at FGH requiring "a more 

radical redesign and reprovision of a labour ward/theatre complex"219; 

• lack of dedicated paediatric neonatal sessions at RLI and FGH; 

• procedural weaknesses in logging formal complaints and no systematic data collection to 

facilitate learning from informal complaints; 

_________________________ 
215 Document 499, page 5. 

216 Document 499, page 6. 

217 Document 499, page 6. 

218 Document 541. 

219 Document 499, page 8. 
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• lack of consistency in the development of clinical guidelines or implementation process 

of national guidelines, no ownership of the guidelines and no multidisciplinary/multisite 

involvement in the process; 

• no testing of "meconium stained liquor", which "is a sign of fetal distress" and may suggest 

escalation "from low to high risk care"220; 

• "medical staff not undertaking ward rounds at the allotted time on labour ward"221; 

• medical staff, notably at FGH, not completing patient notes and records; 

• dysfunctions in team working in some parts of the maternity services, lack of 

cohesiveness among consultant obstetricians in the Trust and "unhelpful division between 

consultants"222; 

• "little confidence in the clinical leadership"223 as well as "little understanding of the concept of 

clinical governance"224 with insufficient analysis on "clinical audit, education and training, 

research and development, clinical effectiveness"225; and 

• "concerns about the support and training for care assistants who provide postnatal care to 

women"226. 

3.408 The Fielding Review fieldwork took place in the first quarter of 2010, when CQC was 

considering the registration of UHMB under HSCA. The decision to register the Trust with 

no compliance conditions was made on 17 March 2010 and only one minor concern with 

regard to maternity was ultimately identified as part of the registration assessment. The Trust 

was therefore registered at almost exactly the same time the above issues were detected on 

the wards. 

3.409 As per the internal CQC report on regulatory activities at UHMB: 

"The preceding 12 months to registration and authorisation by 

both regulators [CQC and Monitor] involved a significant 

level of engagement with the Trust and the SHA in terms of the 

Trust's preparedness for regulation as well as assurance on the 

_________________________ 
220 Document 499, page 11. 

221 Document 499, page 11. 

222 Document 499, page 13. 

223 Document 499, page 13. 

224 Document 499, page 15. 

225 Document 499, page 15. 

226 Document 499, page 11. 
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progress in actioning concerns raised following clinical 

incidents, complaints and whistleblowing"227. 

3.410 The fact that wide-ranging risks to patient care were identified by Professor Dame Fielding 

and her team, whilst at the same time they were largely missed by the regional CQC team, 

suggests that the "engagement" with the Trust and SHA was flawed and ineffective. This was 

later concluded by CQC's internal UHMB review, which criticised lack of validation of 

information fed through from UHMB and the SHA (as already discussed in paragraphs 3.376 

to 3.380). 

Key concerns CQC was not aware of – North Lancashir e PCT letters 

3.411 Evidence we have seen suggests that concerns were present at or around the time of 

registration in areas other than maternity services. In a letter to the UHMB Chief Executive 

dated 5 May 2010, the Chief Executive of North Lancashire PCT228, referred to a meeting 

having taken place on 11 February 2010 during which "a long running set of concerns" was 

discussed.  

3.412 The main concerns included: 

• hospital letters ("some letters waited more than 6 months for dictation")229; 

• deferment of appointment and cancellations; 

• medical certificates; 

• acute admissions; 

• "… anxiety that progress [on the issues immediately above] is slow/not being made"; 

3.413 The letter then continues and states that: 

"Additional issues have been raised by other colleagues, 

including the Lancaster, Morecambe PBC230 group and senior 

staff within the PCT." 

_________________________ 
227 This is the term used by CQC. We do not know if legal whistleblower status had been afforded to 
this individual in accordance with the Public Interest Disclosure Act 1998. 

228 Document 111. 

229 Document 113. 

230 Primary Biliary Cirrhosis. 
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3.414 The PCT Chief Executive summarised the additional concerns, regarding urgent and 

emergency care, highlighting lack of availability of basic equipment, staffing levels, patient 

flow systems, patient confidentiality, availability of phlebotomy as well as clinical 

communication, repeated outpatient appointment cancellations and consultant staff turnover. 

3.415 The conclusion of the letter emphasises the gravity of these issues and their impact: 

"I do think it vital that we address these issues as quickly as 

possible as unresolved concerns of this nature can only be 

damaging to the joint work that we need to do together in the 

medium and long term." 

3.416 Less than two months after UHMB had been registered by CQC with no compliance 

conditions, North Lancashire PCT prepared a medical paper about patient safety and clinical 

quality at UHMB. The document231 assimilates "a rather long list of issues and concerns" 

including: 

• poor communication standards; 

• reluctance to report "4Cs" (patient complaints, concerns, comments and compliments) 

and lack of evidence of lessons learned; 

• significant untoward incidents exampled by a wrong treatment of a patient with 

meningitis; 

• regular failures of the A&E waiting time targets; 

• extensive service failings, which echo the points noted in North Lancashire PCT's letter 

of 5 May 2010 but also include significant financial deficiencies (identified "savings 

opportunity of £16,023,000 per annum"); 

• clinical concerns particularly over disappointing results of the stroke sentinel audit and 

issues raised following a cancer peer review; 

• staffing issues including departures of senior clinical staff badly reflecting on morale and 

continuity as well as low levels of staff at A&E; 

• concerns over the Trust's culture derived from the very apex of the organisation: 

"… a level of complacency within the senior executive of the 

hospital's trust. For example, a letter from the PCT's Chief 

Executive to UHMB's Chief Executive outlining many of the 

_________________________ 
231 Document 112. 
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concerns expressed in this letter has so far failed to receive a 

response some 2 weeks after it was sent. Further, … our Lead 

Nurse for the PEC232, reports having great difficulty in 

accessing time in … UHMB's Director of Nursing's diary." 

3.417 We acknowledge that CQC did not become aware of the PCT's concerns or the medical 

paper until 8 June 2010233, post registration. Nevertheless, given the nature of these points, it 

is entirely possible that many, if not all, of these issues were existent prior to registration on 

1 April 2010. 

3.418 Beyond the obvious concern over the fact that CQC was unaware of these issues, despite the 

apparent engagement with the Trust (paragraph 3.409), this also poses questions over the 

timely and systematic communication between CQC and the PCT. 

3.419 CQC regional team told us that had they known about the PCT's concerns, they would have 

had a very different view regarding the imposition of conditions onto UHMB's registration. 

3.420 It should be noted that the Trust's response to the issues raised by the PCT, specifically the 

paper, was that it did not accept all of the issues raised. UHMB Chief Executive in his 14 

June 2010 letter stated that: 

"I will therefore try to answer each of the comments in turn so 

that we cannot be accused of further complacency. I would 

suggest, that the paper does not give an accurate overall 

picture of the Trusts [sic] performance and contains a mixture 

of genuine issues, anecdote and some inaccurate information." 

Undue pressure on the registration decisions? 

3.421 In order to explore the possible reason the apparent concerns about UHMB communicated 

to Baby T's father in December 2009 (by the outgoing Regional Director – see paragraph 

3.258 above) did not lead to conditions being applied to UHMB's registration (as is implied in 

the question we have been asked to answer), we considered whether there were any undue 

pressures on some of the key decision makers. 

_________________________ 
232 Professional Executive Committee. 

233 Document 412. 
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3.422 The incoming Regional Director told us that no undue pressure was applied regarding the 

registration decision of UHMB. She said that whilst Monitor was keen for updates, this was 

just part of the agreed process. 

3.423 The outgoing Regional Director told us that whilst Monitor was trying to influence around 

this time, this was unsuccessful.  

3.424 The Assessor also told us that while she felt pressurised from Monitor to "de-risk" the Trust - 

she explained that Monitor kept asking how it was going as they were interested for the 

purpose of the FT application - she did not think this influenced the risk grading eventually 

given. 

3.425 One of the Area Managers agreed that although Monitor was seeking information on the risk 

rating of UHMB, the CQC regional team would push them back and said that they would not 

change the rating until they were satisfied.  

3.426 On this issue, we were also told that Monitor did want an answer that the region was not 

prepared to give as they did not have enough information. Subsequently Monitor then went 

"up the chain" to CQC former Chief Executive, but she backed the Regional Director (we 

have seen evidence of such backing being given). 

3.427 CQC former Chief Executive told us that she had no recollection of any pressure being 

applied by Monitor and that she is in no doubt that no pressure was put on regarding UHMB. 

Conditions at registration 

3.428 The Fielding Review and the paper prepared at the request of the North Lancashire PCT, 

indicate that around the time CQC was considering the registration of UHMB, there were 

care quality issues at the Trust.  

3.429 CQC, according to its own internal review, was vulnerable to making judgements lacking 

robustness because it relied on information received directly from the Trust and was satisfied 

by assurances provided by the SHA with no validation and verification. The wider question 

remains as to what conditions the Regulator could have or should have considered in March 

2010 when the final decision was made on UHMB. 
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3.430 The HSCA 2008234 provides some guidance on the areas where conditions might be applied: 

"Regulations under this section may in particular make 

provision with a view to - 

(a) securing that any service provided in the carrying on of a 

regulated activity is of appropriate quality, and 

(b) securing the health, safety and welfare of persons for whom 

any such service is provided. 

Regulations under this section may in particular –  

(a) make provision as to the persons who are fit to carry on or 

manage a regulated activity; 

(b) make provision as to the manner in which a regulated 

activity is carried on; 

(c) make provision as to the persons who are fit to work for the 

purpose of the carrying on of a regulated activity; 

(d) make provision as to the management and training of 

persons who work for the purpose of the carrying on of a 

regulated activity; 

(e) make provision as to the fitness of premises; 

(f) impose requirements as to the keeping of records and 

accounts; 

(g) impose requirements as to the provision of information; 

(h) impose requirements as to the financial position of a person 

registered as a service provider; 

(i) impose requirements as to the making available to the public 

of information as to any charges made for the provision of any 

services provided in the carrying on of a regulated activity; 

_________________________ 
234 Part I, Chapter 2, Section 20, paragraphs 2 and 3. 
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(j) impose requirements as to the review of the quality of any 

services provided in the carrying on of a regulated activity, as 

to the preparation of reports of such reviews, and as to the 

making available to the public of such reports; 

(k) make provision as to the handling of complaints and 

disputes and the application of lessons learnt from them." 

3.431 Comparison of this extract to the findings of the Fielding Report and the concerns of North 

Lancashire PCT, indicates that compliance conditions on registration might have been 

considered in a number of areas. We are not clinical experts and so cannot make 

recommendations as to what conditions could or should have been applied but it appears to 

us that there would have been scope for conditions had CQC known the information set out 

in the Fielding Review and the concerns of the PCT. 

3.432 For context, we note that of the 378 trusts registered by CQC on 1 April 2010, 22 had 

compliance conditions applied (approximately 6%). 

CONCLUSION 

3.433 This question is based on an assumption that CQC had concerns about UHMB in 

December 2009 and asks on what basis (which we take to mean "why") did CQC nonetheless 

register the Trust without conditions on 1 April 2010.  

3.434 There is evidence that it did have such concerns. In a letter sent in December 2009 to 

Baby T's father, the Regional Director detailed serious concerns CQC had regarding UHMB's 

maternity services and UHMB in general.  

3.435 However, the evidence we have seen shows that, even in December 2009, CQC considered 

that those concerns, insofar as they existed (about which the evidence is not consistent), were 

being allayed. We observe that the serious concerns communicated by the Regional Director 

are not consistent with the concerns as discussed in the Regional Risk Panel minutes at the 

time. Rather, these minutes show that there had been concerns but that these were being 

addressed, in the main via the provision and execution of action plans by the Trust.  

3.436 Thus, it seems that the concerns the Regional Director identified to Baby T's father in 

December 2009 were not universally and consistently held in CQC at that time. The evidence 

we have seen also suggests that such concerns as CQC did have were rapidly allayed in the 

period December 2009 to 1 April 2010. Subsequently, UHMB was registered without 



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 141 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

compliance conditions in April 2010 suggesting the concerns had been entirely (or almost 

entirely) allayed.  

3.437 We have seen no evidence that CQC did not genuinely believe its concerns were being 

addressed. However, the evidence we have seen tends to suggest that CQC should not have 

been satisfied that those concerns were being, or had been, satisfactorily addressed. In 

different pieces of work, Dame Pauline Fielding and the PCT both indicated that services 

provided at UHMB (specifically maternity services) around the time of registration were 

inadequate. We acknowledge that the results of these pieces of work were not known to CQC 

at the time of registration. The obvious question is why were these reviews and reports not 

known to CQC and why were the issues not picked up in other ways? 

3.438 It appears CQC did not apply an appropriate degree of professional scepticism, particularly 

given that the Trust was already known to withhold information (see, for example paragraphs 

3.84 and 3.378) and had historically prepared numerous unenforced action plans to attempt 

to allay concerns. Note, however, that we have not investigated what form the heightened 

scepticism should have taken as this would amount to a clinical assessment which is outside 

the scope of this assignment. In addition, the situation was probably not helped by the lack of 

(NHS) sector knowledge and experience of the resources available.  

3.439 We have attempted to identify some of the reasons why CQC's registration assessment 

process was not as robust as it should have been (see paragraphs 3.376 to 3.432, and the 

summary below), and that question was also addressed by CQC's internal UHMB review, 

where flaws were highlighted in the assessment of UHMB's registration by CQC and 

weaknesses of the CQC's engagement with both the Trust and the SHA. We agree with the 

review's report that given the adverse history of the Trust known to the CQC regional team, 

too great a reliance was placed on unverified and non-validated information. 

3.440 We have found no evidence of any malign attempts to pressure the direction of the 

registration decision or the imposition (or not) of compliance conditions. However we have 

identified other potential weaknesses in CQC's handling of the registration process during the 

months leading up to April 2010, including: 

• evidence of a lack of clarity and resulting confusion between the responsibilities of the 

regional team and CQC's central function with regard to registration processes; 

• the registration assessment being largely based on data that was historical and not very 

recent or "real time"; 
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• a December 2009 mortality alert from Doctor Foster regarding septicaemia being 

apparently ignored in making the April 2010 registration decision and only having been 

addressed post-registration; 

• we understand that there was no obligation for UHMB to notify CQC of serious issues 

(eg the Fielding review being conducted and the SUIs) as part of the registration 

application form; 

• regional staff complaining of poor guidance regarding the registration process; 

• lack of knowledge in the regional team regarding possible compliance conditions that may 

be attached to a registration; 

• a lack of clinically experienced staff in the North-West regional team, with the majority of 

staff members instead having social care backgrounds; 

• general lack of human resources and capacity to conduct pre-registration inspections to 

check implementation of action plans "on the ground", compounded by intense time 

pressure to register providers; 

• a perception amongst some regional staff that the registration philosophy was "register 

now, check later"; 

• lack of information sharing amongst key stakeholders (including the Trust itself);  

• apparent misinterpretation of the PHSO decision not to investigate as an indicator that 

there was no further action required – in fact a significant part of PHSO's rationale for 

not investigating was on the assurances that CQC would take robust action to investigate 

the systemic deficiencies; and 

• key information not being passed on to the newly incumbent Regional Director by the 

departing one, including no specific briefing on UHMB (other than with regard to the 

Baby T case) and no briefing that the Trust historically withheld key information from 

CQC. Ultimately, this was exactly what happened – as evidenced by the adverse findings 

of the Fielding report and PCT letters which only became known to CQC following 

registration. 

 

3.441 Collectively, these weaknesses resulted in CQC registering UHMB without compliance 

conditions, an error which CQC's Director of Operations acknowledged in saying that 

UHMB's registration decision was CQC's weakest point in the regulation of the Trust. 

Furthermore, although there appears to have been an intention to issue an "improvement 

letter", we have seen no evidence that this was sent. 
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4 PART II: THE 11 "WHISTLEBLOWER" QUESTIONS 

4.1 This section deals with 11 questions posed by a CQC Whistleblower on 19 March 2012. 

These questions detail the Whistleblower's concerns into CQC's regulatory actions into 

UHMB. We address these questions in turn. 

1 WHY DID CQC NOT IDENTIFY ANY OF THE SERIOUS 

ISSUES WITH THE TRUST'S MATERNITY SERVICES THAT 

WERE CLEARLY AROUND IN JULY 2010? 

KEY EVENTS RELEVANT TO THIS QUESTION 

Pre-registration concerns about UHMB 

4.2 CQC was formally established on 1 April 2009. In its first year it held no regulatory powers 

and the only "regulatory tool" at its disposal for dealing with health providers requiring 

improvement was "naming and shaming them in the media and raising our concerns with the 

Department of Health"235. 

4.3 According to the Department of Health's Performance and Capability Review, published in 

February 2012, prior to the establishment of CQC, the NHS had never been regulated in the 

UK: 

"… the NHS had never been regulated before and no previous 

regulator has sought to cover health and social care using a 

common set of standards." 236 

4.4 From 1 April 2010, all NHS trusts had to be registered with CQC and were forced to step 

away from the existing annual self-assessment ("Annual Health Check"), which was replaced 

with CQC's regulatory and enforcement programmes. 

4.5 Prior to UHMB registering with CQC, there had been evidence of issues in the provision of 

services by the Trust, particularly in maternity services. Twelve Serious Untoward Incidents 

(SUIs), including five in maternity, were reported at UHMB in 2008/09237. One incident (the 

Baby T case) had been widely publicised in the media as the baby's father was dissatisfied 

_________________________ 
235 Document 227. 

236 Document 537. 

237 Document 424, pages 3-4. 
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with the way his subsequent complaints were handled, despite the Trust having admitted 

liability. 

4.6 The above-mentioned SUIs, together with several other issues - including the number of 

cancelled operations, national targets regarding the initiation of breastfeeding, incidents of 

MRSA and the provision of stroke care were the main issues influencing UHMB's "quality of 

services" rating by CQC (ie its Annual Health Check rating) being downgraded from "Good" 

in 2007/2008 to "Fair" in 2008/2009238. The ORP assessment by CQC's predecessor – HCC 

– rated the organisation as a "low level of concern" in early 2009239. 

Twelve SUIs at the Trust and the FT application 

4.7 In May 2009, CQC was approached by Monitor for clarification of the "low level of concern" 

in light of the 12 SUIs, including the five experienced in maternity, which Monitor had 

become aware of240. At that time, UHMB was in the process of applying for Foundation 

Trust Authorisation and Monitor was apparently keen to make a decision regarding the 

application. It became clear that UHMB had not shared these SUIs with CQC.  

4.8 We note that according to a CQC briefing paper dated June 2009241, the SHA encouraged 

trusts to share high profile SUIs with CQC. UHMB did not inform CQC of the 12 SUIs and 

they were not obliged to do so. SHA did not inform CQC of these SUIs either. As a direct 

result of Monitor's disclosures in May 2009, CQC revised the risk rating to "Red" and 

subsequently the Foundation Trust application of UHMB was suspended by Monitor, 

pending improvements in the provision of care. 

The Baby T complaint 

4.9 We have discussed in detail above at paragraphs 3.1 to 3.128 the circumstances surrounding 

the Baby T/maternity SUI referral to CQC, and conclude that it was a missed opportunity to 

identify some of the serious issues at the Trust's maternity service at an early point. 

Downgrading of risk rating in August 2009 and early  2010 

4.10 During the August 2009 meeting of the CQC North-West region Risk Panel and as a result of 

the Women's and Children's Services Improvement Sustainability Plan proposed by the Trust, 

_________________________ 
238 Document 227. 

239 Document 79, page 2. 

240 Document 79. 

241 Document 50. 
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as well as assurance from the SHA that the five maternity SUIs from 2008/2009 had no 

clinical commonalities, CQC downgraded the Trust's risk rating from "Red" to "Amber"242.  

4.11 A further risk downgrade to "Green" took place in April 2010 as a consequence of assurances 

given by SHA that they were monitoring the Trust and were satisfied with actions the 

provider had taken with regard to the maternity SUIs243.  

4.12 Moreover, in early 2010 UHMB appointed Professor Dame Pauline Fielding to carry out a 

clinical governance review of maternity services at the Trust. This was communicated at the 

North-West Planned Collaborative Review Meeting in January 2010244, which, we were told 

by the CQC Compliance Manager from the North-West, was hosted by CQC. We were also 

told that some time later, CQC complained to the SHA that it had not been told of the 

Fielding review's findings and in response the SHA said: "you were invited to a meeting where it 

was discussed – you didn't attend"245. We could not establish whether both meetings discussed 

here constituted the same or different instances. For detailed analysis of circumstances 

around the Fielding Review, see Section 7. 

4.13 Based on our conversation with CQC Director of Operations, the intention to carry out this 

review, which was communicated with CQC, was another contributing factor to CQC 

downgrading UHMB's risk rating (ie lower perceived risk). However we would comment that 

the fact that a review was being conducted itself does not appear to represent a valid reason 

to downgrade the risk rating. In our opinion, only positive results of such a review should be 

sufficient reason to evince a downgrade in risk. 

Final preparations for registration 

4.14 As part of the registration process, a detailed assessment was carried out to analyse the 

available evidence on the quality of care at UHMB. In the Assessment Record dated 

16 February 2010 (see paragraphs 3.310 to 3.334) the Assessor addressed concerns that had 

existed with regard to Outcomes 4, 8, 14 and 16 and judged the evidence provided by the 

Trust over the months leading up to the registration in April 2010 was sufficient to reduce 

these concerns to "compliance".  

_________________________ 
242 Document 471, Document 79. 

243 Document 134. 

244 Document 151. 

245 Agreed note of Grant Thornton interview with CQC Compliance Manager on 25 September 2012. 
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4.15 Concerns were also identified in Outcome 13 (staffing) in a report from Birthrate Plus246 

(finalised in February 2010), which was reflected in the Registration Recommendation Report 

dated 8 March 2010247 (note that at this time the Trust was Amber-rated). In the Registration 

Recommendation Report, the CQC Assessor's recommendation was that the Trust should be 

registered with minor restrictive conditions and sent an improvement letter following 

registration.  

4.16 Part I, Section 3, Question 3 (paragraph 3.249 to 3.435) describes the registration process 

of UHMB in detail. 

Registration of the Trust 

4.17 On 17 March 2010, a decision to approve UHMB's regulatory registration without any 

compliance conditions was made during the National Registration QA Group (Tranche 1a) 

Meeting248. In an email sent by the CQC Chair to the Whistleblower dated 11 July 2012249, the 

Chair said that the improvement letter was sent to the Trust post-registration. However, no 

one we have spoken to has been able to evidence that any such letter was sent. 

4.18 As a result of the unconditional registration of UHMB and confirmation by CQC of minor 

levels of concern in relation to standards of care provided by the Trust, Monitor restarted the 

UHMB's Foundation Trust application in April 2010. 

4.19 In May 2010, North Lancashire PCT contacted the Trust250 setting out a number of areas for 

concern in relation to the Trust's performance. Additionally, North Lancashire PCT 

requested its Medical Director to prepare a paper251 about patient safety and clinical quality at 

UHMB. See paragraph 3.416 above where we summarise PCT's "...rather long list of issues 

and concerns"252. 

_________________________ 
246 Birthrate Plus Limited provides expert advice and support to maternity services and health 
authorities to assess and review their staffing needs and quality outcomes. 

247 Document 116 

248 Document 177. 

249 Document 004. 

250 Document 111. 

251 Document 112. 

252 Document 112. 
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4.20 We are aware that the PCT considered informing CQC of their concerns, which were raised 

less than two months after the unconditional registration. The PCT's paper of 26 May 2010 

paper states that an option for consideration by the PCT Board was that:  

"The PCT writes formally to the Care Quality Commission and 

asks it to review its information and consider an in-depth 

review of patient safety and clinical quality issues at UHMB"253. 

4.21 CQC was informed of these concerns on 8 June 2010.  

The June 2010 maternity inspection 

4.22 In June 2010, CQC undertook an unannounced inspection into maternity services at 

Furness General Hospital with the purpose of following up on issues identified at 

registration, ie staffing levels as well as ensuring that the appropriate steps had been taken 

following the Baby T death in October 2008. The inspection took one day and was carried 

out by two Assessors from the regional team254. The inspectors identified only minor 

concerns and overall the site was assessed as compliant with all local areas and delivery 

meeting the requirements255.  

4.23 This outcome was inconsistent with the findings of an independent (external) clinical 

governance review ("the Fielding Report"), commissioned by the Trust in early 2010 (see 

paragraph 4.12), a second draft of which was prepared around the time of this inspection and 

the final draft of which was dated 6 August 2010. The review carried out by Professor Dame 

Fielding found a number of serious weaknesses at UHMB's maternity services (paragraph 

3.407) and considering the timing of that review, these issues are likely to have prevailed at 

the time of CQC's inspection in June 2010.  

ANALYSIS OF EVIDENCE 

Insufficiently qualified and inadequate resources f or registering providers 

4.24 It has been suggested to us that when CQC was set up in April 2009 it had a skills deficiency, 

which impacted on its ability to register Trusts (see paragraphs 3.398 to 3.402 where we 

discuss this in further detail). Based on our conversations with CQC personnel it would seem 

that due to the merger of the three predecessor organisations, there was a shortage of staff 

_________________________ 
253 Document 112 page 5, paragraph 7. 

254 Agreed notes of a meeting 1 with CQC Assessor, 3 October 2012. 

255 Document 79. 
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with NHS experience and expertise. The staff mix in the North-West region appeared to have 

reflected these shortages. 

4.25 According to two CQC Assessors responsible for UHMB in 2009 and 2010, a lack of 

experienced staff and relevant skills would appear to have translated into significant pressure 

on Assessors in general in early 2010, when the organisation was processing registration of 

NHS bodies. We were told that the time to carry out the application checks was not sufficient 

and that "applying conditions was not encouraged"256. This view was supported by a former 

regional Compliance Manager for UHMB, who said that "There was a reluctance to put 

conditions on registrations"257. See paragraphs 3.307 to 3.366 for fuller discussion of the 

process of registration of UHMB, and some of the potential weaknesses in that process. 

Lack of continuity in oversight of the Trust 

4.26 In an internal report into a review of CQC's regulation of UHMB258 ("UHMB report") 

prepared by a CQC Senior Manager, it is stated that there was an "absence of continuity in the 

oversight of compliance of the Trust within the region pre- and post-registration"259. This meant 

that "no individual had a continual oversight of the Trust and its history"260 and as a result "a 

greater reliance [was placed] on hard data compared to qualitative information"261. The report 

also criticised the assessment of the registration application itself, which "was not designed to 

validate each aspect of the application"262. Instead, "a significant amount of assurance was taken 

from documents provided by the Trust … which were untested"263. 

Overreliance on third party evidence 

4.27 The CQC internal report into UHMB regulation also concluded that CQC placed an over-

reliance on third party assurances, mainly the SHA. The Trust was commissioning internal 

and external reviews and was designing action plans and local monitoring, which suggested its 

commitment to improving its health care standards. However, we have seen no evidence 

CQC had tested the steps the Trust was taking. Indeed, there appear to have been no on-site 

_________________________ 
256 Agreed note of Grant Thornton telephone interview with CQC Assessor on 13 February 2013. 

257 Agreed note of Grant Thornton interview with CQC Compliance Manager on 25 September 2012. 

258 Document 65. 

259 Document 65. 

260 Document 65. 

261 Document 65. 

262 Document 65. 

263 Document 65. 
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visits at UHMB between the establishment of CQC in April 2009 and the first inspection in 

June 2010, according to the records we have seen. As already mentioned elsewhere in this 

report, the transition registration guidance stated that the pre-registration inspections should 

have only been carried out in exceptional circumstances. As such, assurances were seemingly 

accepted at face value and no independent and "first-hand" validation was made.  

"The absence of independent information as assurance [to date] 

should have triggered independent evidence collection by the 

CQC"264 

Rejection of Baby T / five maternity SUIs for inves tigation 

4.28 The Baby T/five maternity SUIs referral received in May 2009 was not investigated beyond 

the "First Look" stage. This could be considered as a first "missed opportunity" to carry out 

an investigation into the weaknesses of the provision of healthcare services of UHMB, 

although we note that there does not, even now, seem to be a unanimous agreement that the 

five maternity SUIs were sufficiently connected to trigger an investigation. See paragraph 3.1 

onwards for further discussion of the decision not to investigate the Baby T/five maternity 

SUIs referral. 

External pressure to register the Trust? 

4.29 In March 2009, UHMB commenced its application for Foundation Trust Authorisation. 

After Monitor had become aware of the SUIs at the provider, it was in frequent 

communication with CQC seeking assurances over the UHMB's risk rating as it was keen to 

make progress with the application. Some of the individuals we spoke with as part of this 

investigation did indeed feel that Monitor was putting CQC under pressure to downgrade the 

Trust's risk rating. There was also "significant local pressure to achieve Foundation Trust 

status"265. However, we have been advised by CQC executive management (past and present) 

that any perceived pressure from Monitor in relation to FT authorisation had no material 

bearing on CQC decision making during the period in question.  

Insufficiently qualified resources for inspections 

4.30 Clearly, the June 2010 inspection at UHMB presented an opportunity to detect issues similar 

to those identified in the Fielding Review which had been carried out only a few months 

_________________________ 
264 Document 65. 
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prior. For example, the following areas considered in the June 2010 inspection were also 

covered by the Fielding review: 

• multidisciplinary team relationships; 

• communication between midwives and medical staff; 

• medical records; 

• learning from incidents; 

• incident reporting; 

• staff shortages; and 

• staff skills mix. 

4.31 However, the evidence suggests the inspectors were not sufficiently qualified or experienced 

to make assessments of the maternity services. The inspector who led the June 2010 

inspection, despite her significant NHS experience, had no maternity expertise. As such, the 

inspection placed significant reliance upon conversations with patients and staff as there was 

no capability to carry out necessary testing. The inspector was aware of the inadequacy of her 

experience and, prior to the inspection, sought from within CQC specialist clinical input266, 

without success. 

4.32 We were told that the second inspector who carried out the June 2010 inspection had no 

NHS experience at the time and participated in the inspection as part of her learning 

objectives. We were also made aware that the inspectors' line manager had no NHS 

experience either. Had the resources been sufficiently skilled, it is possible that the outcomes 

of the inspection at this stage might well have been different. 

CONCLUSION 

4.33 The question is based on a premise, that there were serious issues in UHMB’s maternity 

services in July 2010 and then asks why those issues were not identified by CQC.  

4.34 There is evidence that the premise is correct. Five maternity SUIs occurred at the Trust in 

2008/2009. Serious weaknesses were identified in UHMB's maternity services department by 

the Fielding Review, finalised on 6 August 2010 (see paragraphs 3.406 to 3.410)267. The 

_________________________ 
266 Document 131. 

267 Baby T's father sent it to CQC on 21 January 2011, having obtained it in the legal processes he was 
going through, related to the death of his son. His lawyers advised him that it should not have been 
disclosed, therefore Baby T's father asked CQC to delete it, and they obliged, and therefore did not 
receive it formally until April 2011, when a copy was provided by the Trust. 
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fieldwork for the Fielding Review was carried out in the first quarter of 2010. North 

Lancashire PCT identified issues and concerns in February 2010 and May 2010 (see 

paragraphs 3.411 to 3.420 above). 

4.35 The question then arises, why were those issues not identified by CQC. We have set out 

above some of the factors which we believe contributed to a lack of robustness in the 

registration process (see paragraphs 3.376 to 3.432 above), and additional factors at 

paragraphs 4.24 to 4.32 above).  

4.36 In addition, CQC, despite having been made aware that the Fielding Review was taking place, 

did not follow up to obtain a copy of the report until eight months after it was finalised. 

Moreover, the concerns of the North Lancashire PCT over safety issues at UHMB in 2010, 

which were eventually communicated to CQC in early June 2010, did not appear to have been 

followed up. Further, the PCT's concerns had not been identified by the Regulator when the 

registration assessment was taking place only a few months earlier.  

4.37 We also note that once CQC did inspect the Trust in June 2010, this visit lasted only one day 

and was conducted by inexperienced inspectors lacking maternity experience and, in the lead 

inspector's case, a lack of confidence in her own ability.   
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2 WHAT ACTION/FOLLOW UP OCCURRED AFTER THE 

COMPLIANCE REVIEW OF LRI [RLI] IN APRIL 2011? 

THE APRIL 2011 COMPLIANCE REVIEW 

4.38 CQC had an intention to carry out full Compliance Reviews at all English trusts within two 

years following registration268. In early 2011 the decision was made by the regional lead of the 

North-West that a full Compliance Review would take place at The Royal Lancaster 

Infirmary - the largest of the UHMB's hospitals – in April 2011269. This decision to review 

was triggered by concerns about care and welfare, discharge arrangements and records 

management and coincided with the receipt by CQC of the Fielding Report, which CQC 

received formally from the Trust in April 2011. See Section 7 for a fuller discussion of the 

Fielding report. 

4.39 The Compliance Review took place on 20 April 2011 and was conducted by four inspectors 

in a one day visit. We understand from the regional Compliance Manager that its scope 

deliberately excluded maternity services due to the pending Baby T inquest, which was 

scheduled for early June 2011. CQC was keen to avoid any suggestion that it might have 

unduly influenced the inquest. 

4.40 Although we have not seen any planning documents relating to this inspection, we were told 

by the Compliance Manager that issues raised by the Fielding Report had been incorporated 

into the inspection planning as some were potentially trust-wide in nature and that the review 

considered the regulatory areas of "Information", "Document Management" and 

"Complaints handling". 

4.41 The "Review of Compliance" report270 arising from the April 2011 Compliance Review was 

published on 16 June 2011. It identified seven minor concerns and three moderate concerns 

(nutritional needs, staffing and complaints).  

4.42 Consequently, the risk rating of the Trust was upgraded to Amber-Red to reflect the areas of 

moderate concerns271, as per the KPMG report, which states that: 

_________________________ 
268 Agreed notes of meeting with CQC Regional Director, 4 September 2012. 

269 Agreed notes of meeting with CQC Regional Director, 4 September 2012. 

270 Document 221. 

271 Document 134, page 9. 
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"The Trust was rated Amber-Red at June 2011 due to the 

presence of outstanding compliance actions and moderate 

concerns arising from a planned CQC visit to the Royal 

Lancaster Infirmary (‘RLI’) at the end of April 2011. Three 

moderate concerns were noted." 

4.43 CQC's Enforcement Policy issued in October 2010272 is silent on the requirements for 

following-up a compliance inspection. The Policy only requires the NHS provider to supply 

CQC with action plans addressing any issues identified as a result of a compliance inspection. 

However, there is evidence that some follow up did occur, as set out below. 

FOLLOW UP TO THE APRIL 2011 COMPLIANCE REVIEW 

4.44 Following the April 2011 Compliance review, a CQC Compliance Manager and one of the 

inspectors attended a "mini risk summit" on 24 May 2011 in Preston273. The "summit" was 

also attended by a Local Supervising Authority Midwifery Officer, a representative of NMC 

and a representative of SHA274. During the meeting, the timeline of events at UHMB was 

discussed, including the issues around the Fielding Report as well as actions to be taken 

"going forward". 

4.45 However, considering the scope of the April 2011 review, which deliberately excluded 

maternity, the "mini risk summit", which was around maternity and excluded UHMB, cannot 

be regarded as a direct follow-up to the April 2011 Compliance Review. 

4.46 Similarly, another meeting took place on 27 June 2011275 – this time it was between CQC and 

UHMB and also focused on maternity issues resulting from the Fielding Review. As such, 

this meeting again cannot be regarded as a direct follow-up to the April 2011 Compliance 

Review. 

4.47 The Trust was obliged to present CQC with an action plan within seven days of the receipt of 

the Review of Compliance276. We have identified a document we believe represents this 

action plan – it encompasses issues identified by CQC during the April 2011 inspection, 

_________________________ 
272 A new enforcement policy was issued in April 2012. 

273 Agreed notes of Grant Thornton interview with CQC Compliance Manager, 25 September 2012 

274 Document 542. 

275 Document 541. 

276 Document 221, page 8. 
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names of individuals at the Trust responsible for implementation of the compliance actions 

and a timetable to meet the highlighted essential standards277. 

4.48 The Compliance Manager explained that from a compliance perspective CQC was not 

necessarily obliged to do anything about any action plan arising from the Compliance Review. 

The determining factor, apparently, of whether the plan was acceptable, in terms of 

addressing concerns, was the credibility of the remedial timescale proposed by the Trust. If 

this was deemed feasible then the compliance team would have been satisfied that the plan 

was effective. 

4.49 We have not seen any evidence of the monitoring of the action plan by CQC. We were told 

by the Compliance Manager that follow-up took the form of monthly telephone calls 

between the CQC compliance inspector and the UHMB's Director of Nursing. 

4.50 We have seen a "CQC Operations Regulatory Plan"278 (undated), authorised by the Regional 

Director and the Compliance Manager, that shows remedial action plans were in place and we 

assume these arose from the April 2011 inspection. It suggests that a follow-up Responsive 

Review was planned. 

 "…action plans in place, and a follow up Responsive Review to 

be undertaken at provider level in September/October [2011] 

time"279. 

4.51 Based on the interviews we have carried out with CQC staff and the evidence we have 

reviewed, it appears that the Responsive Review did not take place. The team did carry out 

unannounced visits in July 2011. 

UNANNOUNCED VISITS IN JULY 2011 

4.52 Between 18-20 July 2011, CQC, in collaboration with the Nursing and Midwifery Council 

(NMC), performed unannounced visits at all UHMB maternity units. These visits, as such, 

did not constitute a follow-up to the April 2011 review, which explicitly excluded maternity 

services. These were, however, relevant to the follow-up from April 2011 review as they 

uncovered serious issues and resulted in the serving of a Warning Notice in September 2011. 

_________________________ 
277 Document 129. 

278 Document 146. 

279 Document 146, page 6. 
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4.53 Thereafter, events at UHMB appeared to have escalated relatively rapidly. There were further 

maternity SUIs at the Trust - including deaths (on 27 September 2011, 28 September 2011 

and 12 October 2011) - the establishment of Gold Command (on 12 October 2011), the 

Breach Notice by Monitor (on 11 October 2011) and, ultimately, a regulatory "section 48" 

investigation into the Accident and Emergency Pathway, launched in early 2012. These events 

are discussed further as part of Whistleblower Question 4 (from paragraph 4.76 below), 

below. 

4.54 It is thought likely that given the above developments and resulting major involvement of 

external third parties engaged to stabilise and then improve the deteriorating situation in 

maternity services, specific follow-up to the April 2011 review, which excluded maternity, was 

superseded. 

CONCLUSION 

4.55 The 20 April 2011 compliance inspection at RLI deliberately did not include a review of 

maternity services, given the imminence of the Baby T inquest. The inspection yielded seven 

minor and three moderate concerns. We note that CQC's enforcement policy280 did not 

strictly oblige CQC to carry out a follow-up visit to a Responsive Review (inspection), though 

a provider (UHMB, in this case) was obliged to prepare an action plan to address concerns, 

which we believe we have seen in this instance. We have seen no evidence of a specific 

follow-up visit by CQC but we have been told there were monthly telephone calls between 

CQC and UHMB's Director of Nursing.  

4.56 A Responsive Review to follow up the April 2011 compliance inspections was planned for 

September/October 2011. We understand that this review did not happen as it was 

'overtaken by events' following July 2011 inspections into UHMB maternity services, which 

resulted in the September 2011 Warning Notice, followed by the instigation of Gold 

Command and ultimately a full investigation in early 2012. 

  

_________________________ 
280 A new enforcement policy was issued in April 2012. 
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3 WHEN WAS THE WARNING NOTICE FOLLOWING THE 

COMPLIANCE REVIEW OF MATERNITY SERVICES IN 

SEPTEMBER 2011 SERVED? WHY ARE THERE TWO 

DIFFERENT VERSIONS OF THE SAME REPORT? 

INTRODUCTION 

4.57 There was no Compliance Review of maternity services at the Trust conducted in 

September 2011 and so the wording of the question is slightly confusing in this regard. We 

understand that the Whistleblower is referring to the Warning Notice that was issued on 

2 September 2011281 following the Compliance Review (unannounced visits) conducted in 

July 2011. Therefore in this section we discuss this 2 September 2011 Warning Notice and 

the associated Review of Compliance document dated September 2011. 

4.58 The Compliance Review, which took the form of unannounced visits in July 2011, was 

carried out in collaboration with NMC. We understand that until this review took place, there 

had been no clinical expert input into the regulatory programme of UHMB's maternity 

services since the registration in April 2010282. 

4.59 The July 2011 Responsive Review:  

"… was initiated in response to several concerns that were 

brought to the attention of Care Quality Commission in relation 

to the provision of maternity care at the trust. These concerns 

included the findings of the Coroner Ian Smith's inquest and the 

subsequent rule 43 letter issued to the trust in June 2011."283 

4.60 The visits were conducted by a team of seven, led by a CQC Compliance Manager and 

including two CQC Assessors284; two representatives from the NMC, including the Director 

(for one day only); one other midwife and a lay person. The visits took three days over all the 

sites: a day and a half in FGH, half a day in Helme Chase Unit at Westmorland General 

Hospital and one day in RLI. The outcome of these inspections was that CQC served 

a Warning Notice on the Trust on 2 September 2011. 

_________________________ 
281 Document 254. 

282 Agreed notes of the Grant Thornton interview with CQC inspector, 13 February 2013. 

283 Document 49, page 3. 

284 CQC Regulatory Intelligence Officer. 
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THE SEPTEMBER 2011 WARNING NOTICE 

4.61 CQC issued a Warning Notice to UHMB on 2 September 2011 in relation to the Trust's 

registration to carry on maternity and midwifery services at the FGH and RLI locations. The 

Warning Notice was regarding the Trust's failure to comply with Regulation 10 - Assessing 

and monitoring the quality of service provision. The Warning Notice was issued following 

site inspections of maternity services at three hospitals as follows: 

• FGH on 18 July 2011; 

• Helme Chase unit at WGH on 19 July 2011; and 

• RLI on 20 July 2011. 

 
4.62 Concerns raised included: 

• Informal systems for dealing with emergency obstetric transfers at FGH; 

• No formal quality or safety monitoring and risk assessment procedures at FGH; 

• Hygiene issues in the labour ward at FGH including cleanliness and use of equipment 

representing poor infection control practice; 

• Risk registers not being kept up to date, 

• Inadequate arrangement in theatre staff rotas; 

• Evidence of inconsistent use of guidelines, eg different protocols for epidural service at 

RLI and FGH; 

• Inconsistent approach to reporting "near miss" events; and 

• Confidential records not being stored safely. 

 
4.63 The Trust was required to become compliant with Regulation 10 by 21 November 2011. 

4.64 A CQC Operations Regulatory Plan285 (undated but including details up to 14 October 2011) 

regarding UHMB states that follow-up to the Warning Notice was planned with a deadline of 

5 December 2011. This was to be a "full follow [-up] review incorporating both compliance 

reports non-compliance [sic]. Provider review [into] outcome286 …: 6, 7, 13, 16, 17 and 21"287. 

Location reviews were to be undertaken at each location: "Maternity – location level 1, 2, 4, 8 

_________________________ 
285 Document 146. 

286 See Appendix 7 for a list of Outcomes. 

287 Document 146, page 8. 
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… Ward level RLI – 4, 5, 13"288. The document indicates there would be a team of three over 

a period of four days on site with specialist midwifery support required. 

4.65 However, we have seen no evidence that the 5 December 2011 visit took place. See 

Whistleblower Question 4 at paragraph 4.76 below where we discuss reasons for this in 

further detail. 

THE "REVIEW OF COMPLIANCE" REPORT 

4.66 In September 2011289, CQC published a Review of Compliance report290 in relation to 

UHMB to accompany the 2 September 2011 Warning Notice. This review found overall that: 

"… University Hospitals of Morecambe Bay NHS Foundation 

Trust was not meeting one or more essential standards. We 

have taken enforcement action against the provider to protect 

the safety and welfare of people who use services."291 

4.67 The report states that CQC carried out an unannounced Responsive Review into Maternity 

and Midwifery Services that was initiated in response to concerns brought to the attention of 

CQC. These concerns included the findings of the Coroner's inquest and the subsequent 

Rule 43 letter issued to the Trust in June 2011 in relation to a death in 2008. The 

unannounced site inspection was undertaken jointly with the Nursing and Midwifery Council. 

4.68 In carrying out the review, CQC reviewed all the information it held in relation to the Trust, 

spoke extensively to other agencies including North-West SHA Commissioners and their 

medical leads292. Site inspections were carried out, as detailed above at paragraph 4.58.  

4.69 The report explains the same points listed above at paragraph 4.61 per the Warning Notice. 

We summarise below the results of the Responsive Review against outcomes:  

Outcome Judgement 

01 – Respecting and involving 
people who use services 

Moderate concerns. Transfers of women to theatre at 
FGH do not ensure privacy, dignity and safety. 
Information is not being given to women regarding 

_________________________ 
288 Document 146. 

289 Specific date not noted. 

290 Document 47. 

291 Document 47, page 3. 

292 Document 47, page 4. 
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Outcome Judgement 

facilities in use to allow informed decision making. 

04 – Care and welfare of 
people who use services 

Compliant. 

06 – Cooperating with other 
providers 

Compliant. 

08 – Cleanliness and infection 
control 

Moderate concerns. An open area of labour ward had 
not been identified as in need of cleaning. Some midwife 
staff not following correct procedures for single person 
use items which could place people at risk. 

10 – Safety and suitability of 
premises 

Major concerns. People using labour ward at FGH are 
inconvenienced and may be disadvantaged due to out-
dated care environment and poor access arrangements. It 
does not meet staff needs or fully meet needs of people 
with disabilities. 

11 – Safety, availability and 
suitability of equipment 

Compliant.  

13 – Staffing Major concerns. Problems associated with having only 
one emergency team available out of hours and at 
weekends. Staffing in theatres not adequate to cover out 
of hours. People were being put at risk and may have 
received a substandard level of care due to insufficient 
numbers of staff in theatres. They may have experienced 
delays. 

14 – Supporting staff Compliant.  

16 – Assessing and monitoring 
the quality of service provision 

Major concerns. Actions arising from monitoring of 
care delivery do not always take place in a timely manner. 
Risk registers do not consistently apply a rating and 
concerns are not escalated appropriately. Gaps prevent 
escalation of concerns and staff do not always report near 
miss events. The medical team do not always work 
effectively within the clinical governance and leadership 
arrangements across all three sites. Sometimes there are 
inconsistent approaches. Relationships between senior 
medical staff in certain areas did not demonstrate joined 
up working. The long term effect of this may increase the 
risk of a two tier service. 

21 – Records Moderate concerns. Approach taken to storing some 
medical records was not robust and some records were 
not always being securely stored and managed. Breach of 
data protection indicated a lack of rigour, oversight and 
accountability. 

 
4.70 UHMB was asked to report within seven days of the Review of Compliance being issued 

setting out their intended corrective action. 
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A SECOND VERSION? 

4.71 We have located two versions of the Review of Compliance report on the CQC website293. 

On examination the reports appear near-identical. There are only small differences where one 

version contains additional information about the Warning Notice served by CQC. There is 

an additional sentence in the "What we found overall" box in one version, namely the sentence: 

"We have taken enforcement action against the provider to 

protect the safety and welfare of people who use services" 294 

4.72 Also, in this version there are two additional pages concerning "Enforcement action we have 

taken to protect the welfare and safety of people using this service"295 where there are details of 

the 2 September 2011 Warning Notice, discussed above. 

EXPLANATIONS FROM CQC 

Director of Operations 

4.73 When asked in interview why there were different versions of the same report, the CQC 

Director of Operations said that she had no idea and contended that one could have been a 

draft version and the other the final version. This could have been due to a change in policy 

on CQC publications which gave trusts a period of grace to make representations. 

Compliance Manager 

4.74 The CQC Compliance Manager explained in her interview that there were problems with the 

publishing of the report on the website. She said that when the report was posted initially, 

there were originally no Warning Notices included; the final page detailing the commentary 

on the Warning Notices was missing and later added. 

CONCLUSION 

4.75 The Warning Notice in response to the Compliance Reviews carried out in July 2011 was 

served on 2 September 2011. We find nothing suspicious in the fact that there are two 

versions of the Review of Compliance Report of the July 2011 Compliance Review on the 

website. It seems that one is a slightly earlier draft and the later draft contains additional detail 

about the Warning Notice and was posted to the CQC website because that additional 

information was missing from the first report posted. We have seen no evidence to suggest 

that information was missing for any reason other than inadvertence or technical problems. 
_________________________ 
293 Documents 47 and 49. 

294 Document 47, page 3.  

295 Document 47, pages 48 and 49.  
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4 WHY WAS THERE NO FOLLOW-UP/UPDATE AFTER THIS 

[THE "SEPTEMBER 2011 COMPLIANCE"] REVIEW? 

THE QUESTION UNDER CONSIDERATION 

4.76 The Compliance Review took place in July 2011, and the resultant Warning Notice was issued 

on 2 September 2011.  

4.77 In consideration of this question, we discuss the regulatory action undertaken and considered 

by CQC (of which we are aware) from 2 September 2011, up to 15 December 2011, when 

a decision was made to carry out an investigation into the Trust. The investigation 

decision-making process is itself considered as part of our response to question 

number 7 (see below). 

KEY EVENTS AND FACTS RELEVANT TO THIS QUESTION 

The Trust's response to the Warning Notice 

4.78 In response to the Warning Notice, UHMB submitted evidence to CQC on 

21 November 2011, the deadline for compliance. In a briefing note on UHMB prepared for 

the Department of Health and dated 20 December 2011, the Director of Operations stated 

that:  

"The submission is being assessed as written evidence of 

compliance and any lack of clarity or further questions arising 

will be discussed with the trust. CQC will also undertake a 

further inspection to test the impact of actions completed to 

assess whether compliance with the regulations has been 

achieved, and whether this can be sustained. 

Since the issue of the Warning Notice, there has been 

substantial additional support provided to maternity services at 

UHMB. There has also been internal and external review 

activity covering maternity services, other service areas, 

including outpatient appointments, and wider issues of 

governance [Emphasis added]."296 

4.79 This indicates that CQC was still assessing the information one month after receipt. 

 

_________________________ 
296 Document 79. 
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Police investigation 

4.80 In September 2011, Cumbria Police announced that it had formally opened an investigation 

into the deaths of a number of mothers and babies at UHMB maternity services. This is 

relevant as context to the general level of interest in, and concerns regarding, the Trust and in 

particular its maternity services at this time. 

Monitor involvement 

4.81 Monitor also became increasingly involved in this period (September to December 2011). In 

particular, an internal email297 from CQC's former Chief Executive indicates that the (joint) 

CEO and Chair of Monitor was in conversation with the CQC former Chief Executive 

around 13 September 2011 and expressed discontent with the assurances that CQC had 

previously provided to Monitor on this Trust. The CQC former Chief Executive said that "… 

understandably he was very exercised about MB [UHMB] and how we [CQC] could have got our 

assessment so wrong" [emphasis added].  

4.82 In the same email, CQC's former Chief Executive requested from her staff an account of all 

of CQC's regulatory activity in relation to UHMB. This was prepared by the Regional 

Director and the Compliance Manager and provided to the former Chief Executive on 16 

September 2011. Based on this information, the Director of Operations drafted a response to 

Monitor on 16 September 2011 summarising CQC's position. 

4.83 Monitor wrote to the Trust on 14 September 2011 requesting an escalation meeting with the 

Trust Board on 22 September 2011. Monitor wrote to the Trust again on 28 September 2011, 

3 October 2011, 6 October 2011 and 7 October 2011.  

4.84 On 11 October 2011 Monitor wrote to the Trust's Chair to notify him of Monitor's Board's 

decision that the Trust was in significant breach of its authorisation as a Foundation Trust 

and that Monitor would now use its formal powers of intervention under Section 52 of the 

National Health Service Act 2006 (the Breach Notice). Specifically, the Trust was deemed to 

be in significant breach of three conditions: General duty, Governance and Healthcare 

targets. The Trust was "Red" rated for governance risk until further notice.  

Further incidents at the Trust in this period 

4.85 There were further significant developments relating to the quality of care at the Trust in this 

period. 

_________________________ 
297 Document 147. 
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4.86 On 27 September 2011, the death of a baby during childbirth at FGH may have been due to 

midwife error (paragraph 4.148). 

4.87 On 28 September 2011 there was a further incident at FGH relating to the safeguarding and 

treatment of an eight month old shaken baby admitted to the hospital, with a suspected 

inadequate response by the medical team (paragraph 4.148).  

4.88 The Trust failed to report either of these incidents to the CQC Compliance 

Manager/Compliance Inspector, despite a specific request made by CQC that CQC be kept 

informed of any incidents298. Both these incidents were registered as SUIs. The Trust 

indicated that the underlying cause in both cases related to matters in respect of which CQC 

had raised issues in its Warning Notice299.  

4.89 On 12 October 2011 another baby died at FGH Maternity Unit. However it is not known 

whether or not this was a death that could have been prevented300. 

4.90 CQC also became aware on or around 13 October 2011 of a significant issue with the 

operation of the Lorenzo (IT) system for outpatient appointments at UHMB that led to 

missed recalls for patients301. This issue was triggered by an SUI report about an outpatient 

who had come to harm due to lack of follow-up on a carcinoma. Other patients were being 

identified by GPs. "The recalls for 20,000 patients are being tracked to assess the level of risk (as 

yet unknown)302." Following discussions between SHA, CQC, and Monitor, the SHA declared 

a major incident in relation to this issue.303 

4.91 On 6 December 2011 new issues about UHMB were raised by NHS North-Lancashire, 

which highlighted emerging issues about the A&E department, waiting times and ambulance 

transfers at the Trust.304 

 

 

_________________________ 
298 Document 301. 

299 Document 134. 

300 Document 233. 

301 Document 233. 

302 Document 233. 

303 Document 233. 

304 Document 79. 
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External reviews commissioned by Monitor 

4.92 As part of follow-up activity and monitoring to its 11 October 2011 Breach Notice, Monitor 

commissioned two external reviews into the Trust: 

(i) On 3, 4 and 7 November 2011, a diagnostic review team from Central Manchester 

University Hospitals visited FGH and RLI to assess compliance with Monitor's 

remedial action plan. This review was conducted by experienced medical and 

nursing directors/consultants. The focus was on maternity and paediatric services 

across the Trust. The review reported in December 2011 and found that whilst the 

Trust had established a number of action plans, there was a lack of overarching 

strategy and leadership. Both would be required as a minimum to provide the 

baseline strategy for improvement and assurance that the maternity and neonatal 

services at UHMB were safe; 

(ii) H&H Bellaire Consulting carried out an investigation into the outpatient follow-ups 

backlog. This reported on 9 January 2012305 and found that 14,000 patients had 

been affected due to failure of the Lorenzo system. Issues identified in this review 

included governance, risk management and accountability at the Trust; 

 

4.93 See paragraphs 4.161 to 4.163 below for further details of these reports. 

The 1 October 2011 CQC visit to the Trust 

4.94 CQC had conducted a visit to RLI in April 2011, where potential Trust-wide concerns were 

identified306 (see discussion of this at paragraphs 4.38 to 4.43 above). As a follow-up to this, 

CQC planned to carry out Trust-wide Responsive Reviews in October 2011. 

4.95 We are not aware of such Trust-wide Responsive Reviews having been undertaken in 

October 2011. On Saturday 1 October 2011, CQC did carry out an inspection at FGH 

maternity unit, though it appears that the unit was quiet and uneventful307. We have not been 

able to locate the record of this visit within CQC's document management system and 

therefore do not know the specifics of this visit, the motivation nor the objectives. CQC have 

not been able to provide any record to us.  

_________________________ 
305 Note that the KPMG report dates this review as 9 January 2011 but we assume they mean 2012. 

306 Document 134. 

307 Document 234. 
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4.96 We were told at interview that the Director of Operations was not aware of this visit. A letter 

from the North-West Regional Director to Monitor on 7 October 2011 confirmed that CQC 

inspectors had seized copies of care records of three SUIs on the 1 October 2011 visit308. The 

letter stated that it was the intention of CQC to follow up non-compliant outcomes promptly 

after this date. We have seen no evidence of this. 

External regulatory activity and the initiation of Gold Command 

4.97 A telephone conference was called by Cumbria PCT on 29 September 2011 - attended by 

UHMB's CEO and UHMB's Director of Nursing (initially), the PCT, the SHA, the CQC and 

Monitor - "to consider the adequacy of the response and action required"309. Closure of the FGH 

unit was considered at this point, although risks were high given the geographic remoteness 

of the unit. It was agreed that instead, expertise would be drawn from other parts of the 

region to lead/provide the service at FGH and drive improvements310.  

4.98 External input to the Trust was commenced from 3 October 2011 when the Chief Executive 

of the NHS North Strategic Health Authority, asked the Chief Nurse of NHS North of 

England to take leadership of "Gold Command". Work streams for Gold Command were to 

be maternity, neonatal and paediatric, outpatient follow-up failures and Governance and 

Communications311. The first Gold Command meeting was held on 14 October 2011. 

4.99 At this point, there were also discussions over whether there should be an escalation to 

declaring a "major incident" to allow the SHA to take control, though it was decided to "hold 

fire"312. The SHA, PCTs Monitor and CQC were coordinating to discuss external clinical 

input at the Trust. Internally CQC discussed the desire for a midwife specialist to provide 

professional expertise313. 

4.100 The Compliance Manager represented CQC on Gold Command and attended the fortnightly 

teleconference calls. CQC however, was not involved in the solutions. This is consistent with 

an email sent from CQC Regional Director to CQC Director of Operations on 

3 October 2011 in preparation for an update with Monitor. The email states that "[a]s 

regulator we have distanced ourselves from the 'solutions' … as the regulator we would expect the 
_________________________ 
308 Document 268. 

309 Document 232. 

310 Document 232. 

311 Document 79. 

312 Document 232. 

313 Document 234. 
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SHA / PCT / Trust to get on with the solutions but that we [CQC] would want to be kept informed 

of any further concerns emerging from this work"314. 

4.101 On 7 October 2011 a risk summit meeting took place, chaired by the Chief Nurse of NHS 

North of England. 

4.102 A teleconference was held on 13 October 2011 between the SHA, PCT, CCG, Monitor and 

CQC whereby it was noted that the SHA had declared a "major incident" as a means of 

imposing special arrangements to oversee the response of the Trust. A "MRM" (Management 

Review Meeting) was planned internally within CQC to oversee its own regulatory response. 

Also on 13 October 2011, CQC Director of Operations commented internally that: "I am 

increasingly of the view that this is probably our next big candidate for full organisational 

investigation"315. 

4.103 On 21 October 2011, during one of the Gold Command meetings (attended by CQC Local 

Area Manager) it emerged that, based on the HSMR data collated by Dr Foster, mortality at 

UHMB was the highest in England. 

4.104 There was no CQC representative at the Gold Command meeting held on 4 November 2011, 

when it emerged that 11 SUIs were being investigated at the Trust at that time. However we 

understand that CQC were provided with the Gold Command meeting minutes on a timely 

basis. 

Additional CQC regulatory activity 

4.105 On 27 October 2011, CQC Risk and Escalation Committee (REC) undertook a lengthy 

discussion on the regulatory plan of UHMB, highlighting the chronology of regulatory history 

and issues identified at the Trust since 2008, which included mortality in maternity units and 

more recently, failings caused by the Lorenzo system.  

4.106 On 21 November 2011, the date of expiry of the Warning Notice, UHMB submitted to CQC 

written evidence of compliance with the Warning Notice316. 

4.107 On 6th December 2011, a risk summit meeting was called between Monitor and CQC317 (also 

see paragraph 4.91). 

_________________________ 
314 Document 234. 

315 Document 300. 

316 Document 79. 
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4.108 On 16 December 2011, a Management Review record was created in relation to this Trust, 

with meeting attendees listed as a CQC Compliance Manager, the Interim Regional Director 

and CQC's Legal Representative318. This management review record plans for a Responsive 

Review at RLI. The document is dated for sign-off as 20 January 2012. At interview, the 

CQC Compliance Manager explained that this document was signed at this date but the 

review took place soon after the visit to A&E on 21 December 2011. 

The 21 December 2011 CQC visit to the Trust 

4.109 CQC carried out an unannounced Responsive Review at RLI during the evening of 

21 December 2011. We have been unable to obtain a report of this visit, though we were told 

that a team of three Compliance Inspectors and one Compliance Manager visited the accident 

and emergency department at RLI in the evening319. 

4.110 The Compliance Manager told us that new information on A&E statistics prompted this 

Response Review. She explained that although it was quiet, the staff could not manage the 

workload. There were issues such as insufficient staff capacity, children not in children's 

wards, records going missing, lack of beds etc. 

4.111 As a consequence of this visit, a further Warning Notice was issued at RLI on 

25 January 2012320. This Warning Notice was issued in relation to failure to comply with 

Regulation 22 - Staffing. The Warning Notice had a compliance date of 16 March 2012. 

4.112 The Review of Compliance document published in February 2012 shows that the visit was 

conducted due to concerns in four outcomes. The review team reviewed all information held 

by CQC about this provider, carried out the 21 December 2011 visit, checked UHMB's 

records, observed how people were being cared for, looked at records of people who use 

services, talked to staff, reviewed information from stakeholders and talked to people who 

use services321. 

 

 

 
317 Document 79. 

318 Document 130. 

319 Document 36, paragraph 1, page 2. 

320 Document 36. 

321 Document 37, page 3. 
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4.113 The Responsive Review yielded the following results:  

Outcome Judgement 

01 – Respecting and involving 
people who use services 

Compliant. 

04 – Care and welfare of 
people who use services 

Minor concerns. 

13 – Staffing Moderate concerns. Problems associated with staff 
levels during busy periods. 

14 – Supporting staff Moderate concerns. Staff training and support was not 
being consistently monitored and updated. Some 
important training was not in place for all staff involved 
in delivering emergency care. 

 
4.114 The provider was asked to report within seven days of the Review of Compliance being 

issued setting out action they will take to improve. 

CQC regulatory activity that did not occur 

4.115 In the minutes of the REC meeting held on 24 November 2011, UHMB is conspicuous by its 

absence. In other words, UHMB was not discussed. One of the main roles of REC is (and 

was) to identify those organisations of highest risk and report these to the Executive Team on 

a monthly basis322. At this time there had been four recent incidents, including two SUIs in 

maternity and a further baby death (see paragraphs 4.85 to 4.88 above). CQC was aware of 

these issues. Also, a deadline for the compliance with the Warning Notice had expired three 

days earlier, Gold Command had been installed and was operating and the visit which 

subsequently took place on 21 December 2011 was planned. The previous REC meeting had 

also referred to discussions on UHMB that were due to occur at this meeting. We have not 

found anything to explain why UHMB was not discussed at this Risk Escalation Committee 

meeting at this important time. 

4.116 As discussed above at paragraph 4.64, a CQC Operations Regulatory Plan323 for UHMB 

included the intention to carry out a full follow-up on the 2 September 2011 Warning Notice 

by 5 December 2011 with a team of three spending five days at the Trust, including specialist 

midwifery support. We have seen no evidence that this ultimately occurred. 

4.117 A letter dated 2 December 2011 from CQC Regional Director to the chief Nurse of NHS 

North of England (and leader for “Gold Command”) sets out CQC's regulatory position at 

_________________________ 
322 Document 64. See Glossary at Appendix 1 for detail of the role of REC. 

323 Document 146. 
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that time in relation to UHMB324. It states that the Trust had submitted written evidence on 

21 November 2011 in response to the 2 September 2011 Warning Notice and that CQC 

would assess this and also undertake a further inspection to test the impact of actions 

completed to assess compliance.  

4.118 It does go on to say that CQC did not plan to complete an inspection at this time whilst there 

was a substantial amount of additional support being provided to the maternity services at the 

Trust and whilst there was internal and external review activity on-going.  

"It is CQC’s position that an inspection completed at this time 

would not be a robust test of the Trust’s ability to achieve and 

sustain compliance. An inspection in relation to Regulation 10 

will be undertaken when other review activity has been 

completed and additional support has been withdrawn. This 

will ensure that all evidence can be considered and compliance 

tested without the benefit of additional (short term) staffing and 

support. We shall however continue to monitor the position 

closely and will have no hesitation in conducting an inspection 

against additional outcomes should other concerns as to quality 

and safety arise that are not already being addressed directly 

through the activities being undertaken at the Trust." 325 

4.119 Therefore an inspection in relation to Regulation 10 was planned to be undertaken when 

other review activity had been completed and additional support had been withdrawn to 

ensure that UHMB could be compliance-tested without the benefit of additional short term 

staffing and support. 

EXPLANATIONS FROM CQC 

Director of Operations interview 

4.120 At interview, CQC Director of Operations explained that she became more involved in 

UHMB matters following the issue of the Warning Notice in September 2011. She explained 

that at the time the anxiety over maternity services at the Trust was increasing rapidly and that 

there were plans to start an investigation from the end of September 2011.  

_________________________ 
324 Document 271. 

325 Document 271. 
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4.121 We were told that CQC was observing new developments and the "tipping point", at which 

CQC commenced further action, was around the end of November 2011, when there were 

discussions with SHA and DH. See paragraphs 4.173 to 4.226 below for further consideration 

of the decision to investigate UHMB. 

Compliance Manager interview 

4.122 At interview, the Compliance Manager told us that she was constrained by the CQC policy at 

the time, ie that there was no policy stating that CQC needed to go back to inspect the Trust 

after a Warning Notice had expired and after the Trust had made representations. This 

however is contrary to the view of a member of the Enforcement Team we spoke to, who 

suggested follow-up was mandatory. This is indicative of lack of clarity between the 

intentions of the policy makers in the organisation and the compliance team's interpretation 

of the policies. 

4.123 The Compliance Manager explained that "the winter pressure was starting" when concerns 

about A&E emerged and at the beginning of December 2011 CQC made a decision to 

conduct an investigation. 

CONCLUSION 

4.124 The question asked why there was no follow-up after the Warning Notice of 

2 September 2011. The premise of that question (that there was no follow-up) is not, in our 

view, entirely correct. There was some follow-up by CQC to the Warning Notice issued on 

2 September 2011. As set out above, CQC carried out the following acts: 

i prepared (for internal use, an account of its regulatory activity at UHMB (see 

paragraph 4.82); 

ii carried out a visit to RLI on 1 October 2011 (see paragraphs 4.94 to 4.96 above); 

iii discussed UHMB at the REC on 27 October 2011 (see paragraph 4.105 above); and 

iv called, or at least attended, a risk summit meeting with Monitor in relation to UHMB (see 

paragraph 4.107 above). 

4.125 The lack of specific follow-up by CQC is perhaps explained by the rapidly moving events of 

that period, and the extensive involvement of other bodies in investigating and supporting 

UHMB. As set out above, following this Warning Notice, there was an acceleration in the 

level of concern at the Trust in the wider health economy. There were three confirmed SUIs 

and one possible SUI (a baby death) in the Warning Notice compliance period. Monitor 

issued an authorisation Breach Notice and Gold Command was established by the SHA to 
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oversee UHMB. Cumbria Police also formally commenced an investigation into the Trust 

and the diagnostic review team from Central Manchester University Hospitals visited FGH 

and found that there was a lack of overarching strategy and leadership at the Trust. 

4.126 We have been told that CQC held back on an inspection due to the support that the Trust 

was receiving at the time through the actions of Gold Command and also due to the review 

being undertaken by the Manchester Hospitals team on behalf of Monitor. It was decided 

that an inspection would be conducted once additional support was withdrawn so that the 

sustainability of improvements could be assessed. This appears reasonable.  

4.127 A full follow-up review to the 2 September 2011 Warning Notice was planned for early 

December 2011, this did not occur. There is a question as to whether CQC follow-up was 

mandatory at the time – we have been given conflicting accounts. 

4.128 We note, however, that there appears to have been little discussion of UHMB in the REC 

meetings over this period, despite the accelerating concerns at the Trust and the Director of 

Operations' prophetic warning that UHMB was potentially CQC's "…next big candidate for 

full organisational investigation""326. One of the main roles of REC is (and was) to identify 

those organisations of highest risk and report these to the Executive Team on a monthly 

basis. The Director of Operations was also the constituted Chair of REC. 

4.129 We also note that although CQC carried out a visit to FGH on 1 October 2011, we have not 

seen any documentation or records arising from this visit.  

  

_________________________ 
326 Document 300. 



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 173 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

5 DOES A WARNING NOTICE (AND OTHER REGULATORY 

ACTIONS) STAY IN PLACE UNTIL CQC UNDERTAKES A 

FOLLOW UP VISIT? IF SO, IS THIS SAFE FOR THE PUBLIC  

AND FAIR TO THE PROVIDER? 

THE GUIDELINES 

4.130 According to the Enforcement Policy in operation at the relevant time327 (August 2011 to 

December 2011) a Warning Notice is used as a method of enforcement when compliance can 

be achieved without posing a risk to people328. There must be: 

• clear evidence of failure to comply with the act/relevant regulation (ie a breach of 

regulations); and  

• judgement that the provider is capable of achieving compliance. 

 
4.131 A Warning Notice can be served on individual breaches or continuing non-compliance. If 

there is a continuing breach, a timescale for compliance is set, which is generally the shortest 

period within which a provider can be reasonably expected to achieve compliance. If there is 

still no compliance by the end of the timescale, prosecution proceedings can begin. CQC 

cannot prosecute without a Warning Notice having been served. 

THE ENFORCEMENT TEAM 

4.132 We spoke to CQC Regional Enforcement Manager to obtain an understanding of the 

enforcement of Warning Notices.  

4.133 She explained that a Warning Notice is the first stage in enforcement. The decision to serve 

a Warning Notice is made by the CQC's Compliance Manager and Compliance Inspector, 

though the decision making can be escalated. 

4.134 During late 2011, there was no set timescale between an inspection and when 

a Warning Notice had to be served, although the acceptance was that it should be as soon as 

possible. The CQC Regional Enforcement Manager told us the new guideline is now two 

weeks from the date of the inspection. 

_________________________ 
327 A new enforcement policy was issued in April 2012. 

328 Document 03 (Reg). Enforcement Policy, page 13. 
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4.135 A Warning Notice and an associated Compliance Report are sent out simultaneously. From 

June 2011 all Warning Notices were published on CQC's website. 

4.136 The compliance timetable attached to a Warning Notice should be reasonable and dependent 

on the circumstances. The Enforcement Policy states that the timescale should represent the 

minimum time needed to achieve compliance. Between the issue of the Warning Notice and 

the compliance deadline, there may be correspondence with the provider though CQC would 

always monitor the situation. 

4.137 The provider is required to provide written representations of compliance within the 

deadline, which is then reviewed by CQC. Following expiry of the compliance deadline, there 

would be a mandatory visit, but there is no defined timescale as to when this visit should 

occur. 

4.138 We were also told that if any SUIs occur between the Warning Notice issue and the deadline 

for compliance, a site visit should take place and a management review carried out. However 

there was no requirement at the time for a provider to notify CQC of an SUI. Although this 

is still the case now, we were told by the Director of Operations that some CQC regions 

would have an agreement with SHA on sharing "notifiable accidents", defined as "unexpected 

deaths", not all SUIs329. 

EXPLANATIONS FROM CQC 

Director of Operations interview 

4.139 The Director of Operations explained in interview that a Warning Notice does stay in place 

even after the compliance deadline is reached. The deadline is based on the particular risks of 

the situation.  

4.140 We asked the Director of Operations what happens if the deadline for compliance passes but 

the trust is still non-compliant. There are a number of options: 

i extension of the Warning Notice;  

ii another Waning Notice may be served;  

iii de-escalation, if some compliance has been achieved; or  

iv escalation via criminal or civil enforcement. 

4.141 In relation to UHMB specifically we suggested to CQC Director of Operations that there 

were indications that UHMB was clearly not compliant throughout the compliance period. 
_________________________ 
329 Agreed notes of Grant Thornton interview with CQC Director of Operations, 14 November 2012. 
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She explained that in this case it was agreed that the (September 2011) Warning Notice would 

remain in place pending findings of the Diagnostic Review being commissioned by Monitor 

(see paragraph 4.92 above for further information on this review). 

Head of Quality and Regulatory Risk interview 

4.142 CQC's Head of Quality and Regulatory Risk explained to us that a timescale of a Warning 

Notice can pass but it does not mean that it is extinguished. A Warning Notice will be 

followed up through inspection and at least a site visit. She explained that a Warning Notice 

is only extinguished once CQC is satisfied or if there is an escalation. She told us that there 

was not a prescribed timescale for follow-up of a Warning Notice, through this would usually 

be within two to three weeks of the compliance date. 

4.143 She also explained that in relation to UHMB, at the time of expiry of the 2 September 2011 

Warning Notice, ie 21 November 2011, CQC was receiving a lot of information from the 

Trust about compliance whilst contradictory evidence was emerging from elsewhere, 

including staffing issues and whistleblower evidence about A&E concerns. 

Compliance Manager interview 

4.144 The Compliance Manager explained to us at interview that at the time, there was no CQC 

policy that dictated that CQC should inspect the Trust after a Warning Notice had expired 

and after the Trust had made representations. However this is contrary to the Enforcement 

Team informing us that a post-deadline visit was mandatory at the time.  

CONCLUSIONS 

4.145 In direct response to the specific question posed, we conclude that a Warning Notice stays in 

place until CQC is satisfied that the Trust is compliant. The onus is on the provider to prove 

to CQC that it is compliant.  

4.146 Examination of this question has also yielded some further conclusions around the issue of 

the Warning Notice of 2 September 2011, as follows. 

Slow to issue Warning Notice 

4.147 The inspection visits were conducted on 18-20 July 2011, whilst the Warning Notice was not 

issued until 2 September 2011, six weeks later. The Enforcement guidelines in place now 

(although not then) require issue of a Warning Notice within two weeks. 

Slow and inadequate response to SUIs in compliance period 
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4.148 If any SUIs occur between the Warning Notice issue and the deadline for compliance, a site 

visit should take place and a management review carried out. There were at least three SUIs 

in the compliance period of the 2 September 2011 Warning Notice (ie prior to 11 November 

2011) and the discovery of a major outpatient issue: 

• A baby death at FGH due to possible midwife error on 27 September 2011330 (known to 

CQC from at least 29 September 2011); 

• A suspected inadequate response to a shaken baby on 28 September 2011331 (known to 

CQC from at least 29 September 2011; 

• A baby death at FGH maternity unit on 12 October 2011 which may or may not have 

been preventable332 (known to CQC from at least 13 October 2011); and 

• The Lorenzo IT issue affecting tens of thousands of outpatient appointments (known to 

CQC from at least 13 October 2011). 

 
4.149 CQC did carry out an inspection at FGH maternity unit on Saturday 1 October 2011 

(ie shortly after the first two SUIs), however it appears that this was undocumented. 

Additional visits do not appear to have been conducted following the third and fourth 

incidents. 

Lack of follow-up to Warning Notice 

4.150 Based on paragraph 4.144, it is not clear whether an inspection after the deadline for 

compliance had expired was mandatory. An email sent from CQC Regional Director to CQC 

Head of Quality and Regulatory Risk on 18 November 2011 stated that "The usual next step 

would then be reinspection"333. 

4.151 CQC did not carry out an inspection following the deadline for compliance imposed by the 

Warning Notice. The deadline for compliance was set for 21 November 2011 and a full 

follow-up review to the 2 September 2011 Warning Notice was planned for early December 

2011, however this was never carried out. CQC Regional Director said that:  

"… if we [CQC] simply go back to maternity as the area of 

identified non compliance and WN evidence we will find that 

the specific issues there have been addressed and they are 
_________________________ 
330 Document 301. 

331 Document 301. 

332 Document 300. 

333 Document 506. 
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'compliant' in maternity when we know trust wide that they are 

not. A provider profile of green ticks is not appropriate!!"334 

4.152 Internal discussions were to take place to discuss alternative options and "reach an 

organisational agreed position"335. 

4.153 A separate Responsive Review was conducted on 21 December 2011 however this visit was 

to the A&E department at RLI and not maternity, the subject of the Warning Notice. It 

appears that CQC "held off" because of extensive regulatory activity underway at the Trust 

around this time. 

  

_________________________ 
334 Document 506. 

335 Document 506. 
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6 WHY ARE THERE SO MANY SERIOUS AND DIFFERENT 

ISSUES IN THE REPORTS COMMISSIONED BY MONITOR – 

ESPECIALLY THE DIAGNOSTIC REVIEW AND THE REVIEW 

INTO OUTPATIENT FOLLOW-UPS – THAT RELATE 

DIRECTLY TO PATIENT CARE AND EXPERIENCE IE NOT 

PURELY GOVERNANCE ISSUES? 

INTERPRETATION OF THE QUESTION 

4.154 This question could be asking either or both of the following questions: 

1. "Why did Monitor, whose regulatory concerns are primarily related to financial and 

governance issues, commission work to investigate patient care and experience when 

this is CQC's responsibility?"; and/or 

2. "Why did CQC not pick up many serious patient care issues identified in the reports 

commissioned by Monitor?" 

THE REPORTS COMMISSIONED BY MONITOR 

4.155 We have already set out as part of our response to Whistleblower Question 4 that during 

the period September 2011 to December 2011 serious issues about UHMB were identified in 

a number of different fora. These issues (and the events that raised them) triggered Monitor 

to take action against the Trust: it issued a notice of a significant breach of FT Authorisation 

(the Breach Notice) on 11 October 2011 and required two reviews to be commissioned, over 

which it controlled the scope of work:  

i a diagnostic review of maternity and neonatal services (the "Diagnostic Review"); and 

ii a review into outpatient follow-ups. 

 

The "Diagnostic Review" 

4.156 A team from Central Manchester University Hospitals Foundation Trust carried out 

a Diagnostic Review of maternity and neonatal services at UHMB as a response to apparently 

longstanding issues prevailing within the service. The aim of the review was to ensure that all 

immediate and potential safety risks within maternity and paediatric services across the Trust 

had been identified and to produce a comprehensive risk log336.  

_________________________ 
336 Document 72. 
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4.157 The team visited FGH, RLI and WGH on 3, 4 and 7 November 2011 and their report was 

finalised in early December 2011.  

4.158 Key findings included337: 

• whilst the Trust had developed a number of action plans in response to the various 

incidents, reports and reviews there was a lack of overarching strategy and overall 

leadership;  

• no robust mechanism for reviewing services against national standards or using gap 

analysis;  

• no evidence of a systematic review being escalated through either a governance or 

management structure;  

• major concerns with leadership within maternity services across both managerial and 

professional groups; 

• no strong role models to inform and influence development of the service;  

• medical and midwifery teams worked in silos;  

• no senior presence at FGH site above midwifery matron level (Band 8a), a significant gap 

in visible leadership in an area of high risk;  

• no evidence of a clinical governance strategy; 

• the 2009 Mitchell Report338 recommendation regarding implementation of strong 

governance arrangements for paediatrics, has not been implemented;  

• critical incidents are reviewed by midwifery team rather than the multidisciplinary team;  

• lack of reporting of obstetric incidents to the Board;  

• only 1.79% of all medical staff in maternity and paediatrics had completed mandatory 

training; 

• serious concerns regarding the quality of local staff induction; 

• weak links between audit, education, incidents and guidelines;  

• lack of electronic foetal monitoring equipment in theatre giving rise to the potential lack 

of or delay in assessment of foetal condition following transfer and prior to the delivery; 

• some medical staff did not follow infection prevention and control best practice; 

• process in place for the management of complaints is well established but ineffective;  

_________________________ 
337 Document 72. 

338 Document 72, page 14. 
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• no evidence that equality has been considered in light of concerns raised about the 

ethnicity of mothers and babies involved in the maternity "high level incidents"339;  

• many of the paediatric consultant staffing recommendations of the 2009 Mitchell Report 

yet to be actioned; 

• no systems in place for nurses to take meal breaks without leaving just one member of 

staff on the ward. Some staff work long days of more than 12 hours without a break; and 

• Board papers did not include in depth reports which reflected the seriousness of the 

position within the maternity unit. This was in part because reassurance was taken from 

external audits and the fact the CQC June 2010 inspection had awarded overall 

compliance. 

4.159 We note that the majority of these issues summarised above are of a governance nature and 

therefore are seemingly within the remit of Monitor to investigate. We acknowledge that some 

are process weaknesses. 

4.160 Overall, the Diagnostic Review team concluded that there were serious concerns regarding 

the standards of maternity services at the Trust: 

"The Diagnostic Review Team found there to be significant risk 

to the safety of mothers and their babies which the Trust had 

not identified and therefore had not managed"340.  

"Where the Trust had identified risks the review team 

considered effective action had not been taken to 

appropriately mitigate these risks"341. 

"… overall there remain significant risks for the safety of 

mothers and babies particularly at Furness General Hospital 

but the lack of robust systems and leadership overall would 

indicate there is potential risk at the Royal Lancaster Infirmary 

too. This conclusion has been reached following the review of a 

significant number of Trust documents, interviews with staff and 

visits to all three hospitals"342. [Emphasis added] 

_________________________ 
339 Term used in the Diagnostic Review. 

340 Document 72, page 16. 

341 Document 72, page 17. 

342 Document 72, page 18. 



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 181 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

The Review into Outpatient Follow-Ups 

4.161 Following a SUI report about a patient who had not been followed-up in outpatients as 

required (paragraph 4.90), UHMB identified some 37,000 "access plans" on the Lorenzo 

outpatient booking system that had missed appointment dates. As a consequence, Monitor 

required the Trust to commission H&H Bellairs Consulting Limited to conduct a review of 

the issue. The review commenced in the week of 7 November 2011 and concluded by 

6 January 2012343. 

4.162 The key findings by H&H Bellairs Consulting Limited included344:  

• 14,000 patients had been affected by the issue of lack of outpatient follow-up; 

• clinical and managerial tensions and challenges had never been fully resolved contributing 

to the issue not being addressed;  

• UHMB was the first large trust to introduce Lorenzo (an outpatient booking system), 

a completely new product from June 2010; 

• there was no single cause for the backlog of outpatient follow-ups; 

• the biggest problem with the backlog (aside from its size) was that it was not recognised 

as a serious clinical problem - it was consistently described as an administrative problem; 

and  

• the late decision to address the issue was influenced by misleading assurances that the 

backlog was being managed. 

4.163 Again, although this report was to investigate a specific process issue, the findings do have 

a governance relevance, which is within the remit of Monitor. 

EXPLANATIONS FROM CQC 

Director of Operations 

4.164 CQC Director of Operations explained to us that at the time, CQC was aware that Monitor 

was commissioning these reviews. She added that it was agreed between the two 

organisations that Monitor would carry out this work and feed it back to CQC. She was clear 

that CQC knew of the problems at the Trust.  

Compliance Manager 

4.165 We asked CQC Compliance Manager how the outpatient backlog issue came to light. She 

told us that it was raised by a GP who attended a "Gold Command Risk Summit", which 

_________________________ 
343 Document 74. 

344 Document 74. 
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suggests that CQC had no awareness of the issue before then. Indeed, an email from the 

Regional Director to the Director of Operations on 13 October 2011 reveals that the 

problem had just become known to CQC. 

"We now know that there has been a significant issue with the 

operation of the Lorenzo (IT) system for outpatient 

appointments that has meant missed recalls for patients. One 

patient has been identified have having come to harm as a 

result (lack of follow up on carcinoma) and others are being 

identified by GPs. The recalls for 20,000 patients are being 

tracked to assess the level of risk (as yet unknown). This is new 

information. 

 Also, last night a baby died at Furness General Maternity Unit 

- we cannot of course assume this was a death that could not be 

prevented. 

There has been a further TC today (SHAs, PCT, CCG, Monitor, 

CQC) and the SHA have declared a "major incident" as a 

means of imposing special arrangements for them to oversee 

the response."345. [Emphasis added] 

4.166 This email also shows that following the emergence of this issue (plus a further baby death), 

the SHA declared a major incident (Gold Command). 

THE WARNING NOTICE WAS FOLLOWED BY INCREASED REPORT ING OF 

ISSUES 

4.167 It appears to be the case that after the 2 September 2011 Warning Notice was served, 

numerous underlying clinical and governance problems at the Trust began to emerge. 

A Warning Notice is the first step of an enforcement action CQC can take and resulted in 

significant involvement from organisations in addition to CQC such as Monitor, and NHS 

North of England. These bodies maintained contact with CQC via telephone conferences, 

meetings and, eventually, more formally through the Gold Command channel. 

4.168 The 2 September 2011 Warning Notice appears to have acted as a catalyst for the generation 

of new intelligence on the Trust. CQC staff, for example the Regional Director, told us that 

_________________________ 
345 Document 233. 
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the Warning notice acted like a "permission to speak" to UHMB346. New information and 

intelligence started arriving not only about maternity services but also about other 

departments at UHMB. Examples are provided as part of our answer to Question 4, see 

paragraphs 4.85 to 4.91 above. Indeed, on 13 October 2011 the Regional Director in an email 

to the Director of Operations said that: 

"The level of interest in UHMB is generating an increase in 

whistleblowing and new information being shared that is much 

broader than maternity services, including new issues as well as 

further evidence of the concerns relating to culture and 

governance"347. 

4.169 We have seen evidence of emails between various members of regional and central operations 

of CQC, showing CQC becoming aware of the emerging issues following the serving of the 

Warning Notice. CQC had an awareness of the newly-launched Police investigation, further 

baby deaths, the Lorenzo out-patient appointments issue and adverse mortality data. 

4.170 However, it seems to be the case that between the serving of the Warning Notice and the 

launch of the section 48 investigation, CQC adopted a less assertive role than perhaps would 

have been appropriate in the circumstances. As the Director of Operations said at interview, 

in terms of major incident management, the SHA were "holding the ring".  

CONCLUSION 

4.171 As to why Monitor commissioned reports into areas which might be thought to be CQC’s 

responsibility, we have not obtained an entirely clear answer. According to the Director of 

Operations, CQC agreed jointly with Monitor that Monitor would commission the two 

reviews in question. We have not spoken with Monitor to determine its motivation to take 

the lead in commissioning these reviews as that is outside our Terms of Reference. However 

examination of the review findings do show a governance focus (albeit not purely governance 

related) which would indicate that the reviews were, to some degree, within Monitor's remit 

to commission. 

4.172 As to why the two reports identified issues which had not already been identified by CQC, we 

have set out throughout this report our analysis of how CQC’s procedures and actions lacked 

_________________________ 
346 Agreed note of Grant Thornton interview with the Regional Director on 4 September 2012. 

347 Document 233.  
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robustness, such that it did not necessarily identify problems promptly. However, specifically, 

in relation to the two reports themselves: 

i UHMB was itself slow to recognise the significance of the outpatients follow up issue. As 

it did not feature significantly on the Trust's own radar, it is therefore unsurprising that 

CQC was unaware of it until autumn 2011.  

ii The diagnostic review confirmed the prevailing perception that there were serious issues 

at UHMB's maternity services department. CQC had already issued a Warning Notice in 

September 2011 regarding maternity services at the Trust. Arguably therefore, CQC 

deserves at least some credit for "raising the alarm" via the Warning Notice. 
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7 WHY WAS AN INVESTIGATION LAUNCHED IN THIS CASE 

AND AT THIS TIME (ESPECIALLY AS THERE SEEM TO BE 

OTHER PROVIDERS WITH SIMILAR OR WORSE 

SITUATIONS WHERE AN INVESTIGATION HAS NOT BEEN 

LAUNCHED)? ARE WE TRANSPARENT IN BEING ABLE TO 

JUSTIFY THIS DECISION? 

THE INVESTIGATION THRESHOLDS 

4.173 CQC has the power to conduct an investigation into the provision of NHS care under s48 

(1)(2)(a) of HSCA 2008. Appendix A of CQC's Enforcement Policy348 sets out the criteria 

under which CQC can conduct an investigation. Exercise of this power permits CQC to raise 

concerns with the Secretary of State for Health under the formal power under s48 (5) of 

the Act. 

4.174 According to the Enforcement Policy349, an investigation: 

• is conducted when there is evidence of a significant problem affecting a whole local care 

system rather than a single provider; 

• enables CQC to look into actual/potential serious systemic failings; 

• is used to understand the root causes of problems in a system; and 

• may conclude in recommendation of special measures and service of notices on relevant 

persons. 

4.175 An investigation may be triggered by  

i direct contact from service users, the public, staff or the media;  

ii issues brought to light during their other regulatory activities; or  

iii requests from the Secretary of State for Health, or from other regulatory bodies. 

4.176 Potential issues triggering an investigation may be: 

• a higher number than anticipated of unexplained deaths; 

• serious injury or permanent unnecessary harm to people, whether physical, psychological 

or emotional; 

_________________________ 
348 Document 03 (Reg), page 13. 

349 Document 03 (Reg), Appendix A. 
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• events which put at risk public confidence in care provided, or in the NHS, independent 

sector or adult social services generally; 

• a pattern of adverse outcomes for people or other evidence of high-risk activity; 

• a pattern of failures on the part of a service or services; or team or teams, or concerns 

about them; or 

• allegations of abuse, neglect or discrimination affecting people who use services, 

particularly those less able to speak for themselves or defend their rights. 

4.177 CQC will only start an investigation when they have credible information suggesting that 

failings in the provision of care or the exercise of functions affecting people’s basic safety, the 

effectiveness of a service and the responsiveness of a service to people’s needs. 

EVIDENCE GATHERED FROM OUR WORK 

Monitor requested/required CQC to investigate? 

4.178 According to the KPMG Report, in December 2011, following a call from Monitor's 

Compliance Director to CQC, who highlighted the need to investigate emergency services at 

the Trust, CQC launched an investigation. The KPMG Report states that: 

"In December 2011, following a call from Monitor’s 

compliance director highlighting the need to investigate 

emergency services at the Trust the CQC launched an 

investigation into the delivery of emergency care services at the 

Trust to determine whether there were issues which needed to 

be addressed"350. 

4.179 This appears to suggest that Monitor persuaded or required CQC to launch an investigation.  

Internal communication of the decision to investiga te 

4.180 CQC Director of Operations communicated the decision to launch an investigation into the 

Trust the next day, on 15 December 2011351: 

"…following discussion at REC and with Monitor this afternoon 

we have determined that an appropriate course of joint action 

is to launch an investigation into care, clinical and corporate 

governance at this Trust." [Emphasis added] 

_________________________ 
350 Document 134. 

351 Document 237. 
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4.181 She went on to say that352: 

 
"We will draft and agree a joint ToR but will use our powers to 

ascertain why the current model and environment of care is 

failing consistently to meet essential standards and whether the 

trust as currently constituted can fix the problems. 

The investigation will focus on the emergency care pathway 

from a quality and safety perspective by CQC and as a proxy 

for effectiveness of governance for Monitor. The Trust is unable 

to gain assurance from its current risk register or governance 

processes. 

The investigation will not seek to identify problems - we already 

know that there are concerns, it will make recommendations for 

a safe and sustainable organisation that is able to rebuild 

public confidence." 

 
4.182 She added: "Meanwhile we will do Responsive Review of A&E - Monitor are clear an 

investigation does not suspend our registration/enforcement powers". CQC former Chief 

Executive replied to the email with the comment: "Duly noted"353 indicating her endorsement 

of the decision to investigate. 

The REC minutes 

4.183 The decision to investigate was recorded in the 15 December 2011 REC minutes354 where 

under "any other business", the minutes state the following: 

"The Director of Operations advised the REC of the 

recommendation to launch an investigation under section 48 of 

the Health and Social Care Act (HSCA) at University Hospitals 

[of] Morecambe Bay NHS Foundation Trust. Regulatory 

activity at the Trust over the last twelve months had highlighted 

an increasing level of non-compliance and more recently, 

growing evidence of an unacceptable risk in the safety and 

_________________________ 
352 Document 237. 

353 Document 237. 

354 Document 63. 
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quality of services being delivered across a number of clinical 

pathways. In addition, there were also wider governance issues. 

The investigation will be led by CQC in collaboration with 

Monitor. An Investigation Manager had been appointed and 

terms of reference, including a joint working protocol with 

Monitor, will be drafted. The investigation is due to commence 

early in 2012." 

The DoH Briefing document 

4.184 As referred to elsewhere in this report, a briefing paper was prepared for the DH, dated 

20 December 2011355. In it CQC advises the DoH that CQC is to undertake an investigation 

into UHMB "following the identification of a number of concerns relating to the safety and quality 

of the services delivered by the trust"356. The paper states that the investigation was to run in 

collaboration with Monitor. 

EXPLANATIONS FROM CQC 

Director of Operations 

4.185 At interview, CQC Director of Operations explained that there was a consistent approach (in 

initiating this investigation), although emphasised the fact that every case is different and 

decisions are context-specific. 

4.186 As explained above (paragraph 4.120), according to the Director of Operations, plans to 

investigate were being drawn up from the end of September 2011. She told us that the 

"tipping point" was around the end of November 2011 when there were discussions between 

CQC, SHA and the Department of Health. She explained that the investigation was ready for 

mid-December, however a decision was made not to intervene over Christmas in order to 

limit public anxiety. 

4.187 When asked why did CQC not act sooner, for example following the two SUIs in September 

2011 and one in October 2011, and the Lorenzo outpatients IT issue, CQC Director of 

Operations explained that new issues were emerging around this time and partner 

organisations were carrying out their own diagnostics and Gold Command was also gathering 

evidence. Monitor was carrying out its diagnostic review with the Central Manchester team 

and this intelligence could have been used by CQC. All such factors contributed to CQC 

_________________________ 
355 Document 79. 

356 Document 79, page 8. 
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waiting until the "tipping point" (to use the Director of Operations' expression – see 4.186 

above) in late November/early December 2011. 

4.188 The Director of Operations explained that there was also a pre-Christmas A&E review at the 

Trust conducted by CQC which later resulted in further Warning Notices issued in 

January 2012 (see paragraphs 4.109 to 4.114 above). 

4.189 We asked the Director of Operations if the CQC framework was clear enough to facilitate 

the start of a formal investigation. She explained that at the time (ie September to December 

2011) it was not and there was no agreed methodology. Decisions were made through 

discussions driven by regional teams with involvement from the executive team and REC. 

4.190 We also asked the Director of Operations to comment on the fact that in the KPMG report 

commissioned by Monitor, it suggests that (see paragraph 4.178 above) CQC decided to 

launch an investigation into the Trust following Monitor's Compliance Director telephoning 

CQC. She commented that she could not recall the call exactly but asserted that it was CQC 

who told Monitor about the investigation; the Terms of Reference had been prepared in early 

December and CQC was ready to intervene. This contradicts with the 15 December 2011 

REC meeting (paragraph 4.183), during which it was stated that "terms of reference…will  be 

drafted [emphasis added]". According to CQC Director of Operations, any suggestion that 

CQC reacted only to Monitor's calls to take immediate action is wrong; Warning Notices 

issued by CQC pre-empted Monitor's intervention in October 2011 (paragraphs 4.81 to 4.84). 

Head of Quality and Regulatory Risk interview 

4.191 CQC Head of Quality and Regulatory Risk told us that she oversaw the eventual UHMB 

investigation as the Deputy Director role was vacant at the time. She explained that the 

"tipping point" for conducting an investigation was the independent reviews being 

completed. Concerns were emerging not only in relation to maternity but there were also 

wider concerns and governance issues. 

4.192 She spoke of resistance that was felt against CQC conducting an investigation into the Trust 

in mid-December from Gold Command members who felt that they were controlling the 

regulatory activity, which, in fact, was not within Gold Command’s remit. The resistance was 

because the individuals believed that the issues at UHMB had been longstanding, although 

CQC's response to that was "why had nothing been done previously then357." CQC Head of 

_________________________ 
357 Agreed notes of Grant Thornton interview with Head of Quality and Regulatory Risk, 
9 October 2012 
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Quality and Regulatory Risk stated that a possible driver for the resistance was self-

preservation of individual reputations in the context of upcoming decisions on the make-up 

of Commissioning Boards. 

4.193 We note that the Terms of Reference for this investigation (discussed more fully at 

paragraphs 4.203 to 4.206 below) indicate that:  

"…it will be necessary for the CQC to review the role and 

function of the commissioners (and the support provided to 

commissioners by the SHA) and their capacity to performance 

manage and support the trust in making and sustaining the 

necessary improvements"358. 

4.194 This is significant as it demonstrates that, officially, part of the investigation was to be 

a consideration of the role and function of the Commissioners (PCT) and the SHA. It is 

therefore clear that certain members of Gold Command, which was SHA-led, would face 

a potential conflict of interest (when providing CQC with input as to whether they thought 

an investigation was necessary), as they were potential subjects of any investigation which was 

commenced and might therefore have a disincentive to promote any investigation (see 

paragraph 4.192 above).  

4.195 CQC Head of Quality of Regulatory Risk explained that desktop investigation and planning 

started in the period between Christmas 2011 and the New Year, prior to formal 

commencement of the investigation in early 2012. 

Compliance Manager interview 

4.196 At interview, the Compliance Manager said that at the point that Gold Command was 

initiated (ie October 2011), it was her opinion that an investigation into the Trust should 

occur forthwith as she knew of compliance issues, medical outliers and systemic problems. 

She added she raised these concerns with the Interim Regional Director (who was appointed 

after the previous Director resigned in November 2011). She explained that the Warning 

Notice enforcement date was 21 November 2011, at which point Gold Command asked the 

Trust if it considered itself compliant. The Trust confirmed that it was. A lot of information 

_________________________ 
358 Document 2 point 7, page 3. 
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was submitted by the Trust, "too much"359, apparently. CQC Compliance Manager stated that 

she felt pressurised by the media to decide whether the Trust was compliant or not.  

4.197 Overall, the Compliance Manager told us that in her opinion issuing a Warning Notice in 

September 2011 was not appropriate and an investigation should have commenced at this 

stage. 

CONCLUSION 

4.198 The question was why an investigation was launched into this Trust (UHMB) at this time. It 

seems to us, from the evidence and information we have seen, that there was sufficient 

reason to justify launching an investigation into UHMB in December 2011. A question 

perhaps arises as to why the investigation was not launched earlier. It is not clear exactly why 

it took so long for CQC to commence its investigation, following the Warning Notice on 2 

September 2011 and compliance date of 21 November 2011 and the seemingly rapidly 

deteriorating situation at UHMB, namely the three SUIs, the one possible SUI (baby death) 

and adverse mortality data. CQC's explanation is that it held back due to other work being 

undertaken at the time by Gold Command and Monitor.  

4.199 It has been suggested to us at interview by a senior CQC individual that Gold Command 

members attempted to dissuade CQC from conducting its investigation and the potential 

motivation for such persuasion is alleged to be the preservation of personal reputations. We 

have identified a potential inherent conflict of interest for certain Gold Command members 

in this situation, in that their actions might have been examined as part of any eventual CQC 

investigation, by virtue of their positions on the SHA boards (responsible for the 

performance management of UHMB), and they therefore might have a disincentive to 

promote investigation. Deeper examination of this particular allegation does not fall within 

the scope of this investigation. 

4.200 As to the decision to investigate which ultimately was made, we were told that the decision to 

investigate was made independent of influence from other parties. This is contrary to the 

implication in the KPMG Report, which indicates that Monitor had pushed or asked CQC to 

investigate. Speaking to Monitor in order to verify this has not been within our remit. 

4.201 Overall there is a lack of clarity over why the decision to investigate was made when it was. 

As to the transparency of the decision, there are Terms of Reference (published on the 

_________________________ 
359 Agreed note of Grant Thornton interview with CQC Compliance Manager, 25 September 2012. 
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website together with a press release launching the investigation) and there was mention of 

the investigation in the REC meeting of 15 December 2011, which provides a level of 

transparency, though there was not a detailed discussion at the REC meeting of the specific 

objectives of and rationale for the investigation (according to the minutes). Further, according 

to the meeting minutes, attendees were invited to provide comments following the meeting 

only. Therefore, in our view, the decision could have been more transparent.  

4.202 In this investigation, we have focused on UHMB only and have not considered "other 

providers who may have been in similar or worse situations" (as asked in the question) as this is 

beyond our scope.  
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8 WHY IS THE WARNING NOTICE SERVED IN SEPTEMBER 

2011 CONCERNING MATERNITY SERVICES REFERRED TO 

IN THE TERMS OF REFERENCE OF THE INVESTIGATION? 

THE QUESTION 

4.203 We have interpreted the question as asking why the 2 September 2011 maternity Warning 

Notice was referred to as background information in the Terms of Reference of the 

investigation but was not part of the actual scope. In other words, if matters were serious 

enough to warrant a Warning Notice being issued four months previously and the author of 

the Terms of Reference went to the effort to refer to maternity, then why was maternity not 

part of the investigation itself? 

THE DOCUMENTARY EVIDENCE 

The Terms of Reference  

4.204 The UHMB Investigation's Terms of Reference360 were confirmed on 13 January 2012 by 

CQC Director of Operations and Monitor Compliance Portfolio Director.  

4.205 Terms of Reference identify the significant issues prompting the Investigation as being: 

• The 2 September 2011 Warning Notice in relation to Regulation 10. 

• Monitor's 11 October 2011 decision that UHMB was in significant breach of its terms of 

Authorisation due to governance failings in maternity and paediatric services. 

• Other significant issues including361: 

 
− "Thousands of outpatient follow up appointments not being booked in line with clinically 

determined access dates; 

− High mortality under both the Dr Foster HSMR and the NHS Information Centre for 

Health and Social Care SHMI measures of mortality; and  

− Strength, capacity and effectiveness of the Board of Directors as a result of Board 

vacancies." 

• Concerns expressed by the Trust itself about medicine, stroke and emergency care 

services. 

• Concerns raised by Commissioners (PCT) about emergency care in the context of 

ambulance transfers and performance. 

_________________________ 
360 Document 2. 

361 Document 2, Page 1, paragraph 3. 
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4.206 The Terms of Reference go on to state that the Investigation will include362: 

"Reviewing emergency care pathways by the investigation of 

the systems for admission (including emergency), internal 

transfer, discharge and external transfer of patients, including 

working in conjunction with other stakeholders. 

Using the emergency care pathway as a proxy, review the 

Trust's systems and processes for clinical governance including 

the systems for monitoring the effectiveness of these systems in 

the provision and delivery of assurance to the Board." 

4.207 The investigation was to involve observing frontline care delivered at Royal Lancaster and 

Furness Hospitals. 

The DoH Briefing document 

4.208 A DoH Briefing Document prepared by CQC, dated 20 December 2011 summarises the 

scope of the intended investigation, as follows: 

"Scope of the investigation: 

The investigation will run in collaboration with Monitor to 

enable a full review of safety, quality and governance as 

appropriate. 

Concerns at the trust stem beyond the initial areas relating to 

maternity services, neonatal and paediatric. Outpatient follow 

up appointment failures; Accident and Emergency and 

ambulance transfers; waiting times; governance and 

communications; and recent reports from Dr Foster and SHMI 

also indicate an overall high mortality HSMR rate. 

There is also insufficient clinical engagement or realisation that 

clinicians are vital to realising change and that managers alone 

cannot effect change. 

_________________________ 
362 Document 2, Page 2, paragraph 5. 
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There is a history of cultural issues at the trust and of 

a poor/defensive attitude to external parties/scrutiny (and a lack 

of engagement). In addition the trust has a history of putting in 

place action plans to deliver necessary changes that are never 

delivered.  

The investigation team will therefore be tasked with: 

• Reviewing and identifying all current and potential patient 

safety risks. 

• Reviewing culture and practice; risk identification, 

management, escalation and mitigation. 

• liaising with other stakeholders, including the SHA and 

commissioners, as appropriate to ensure that all relevant 

areas of concern are reflected in the review"363. 

Recommendation of CQC Senior Clinical Advisor  

4.209 On 14 December 2011, CQC Director of Operations emailed CQC former Chief and former 

Deputy Chief Executives, CQC Director of Regulatory Development, CQC Quality and 

Regulatory Risk, CQC Director of Governance and Legal Services and CQC Head of Media 

about her recommendation to launch a full investigation.  

"I am recommending following conversations with the regional 

team that a full clinical care investigation is launched."364 

[Emphasis not added] 

4.210 In her response to this email Senior Clinical Advisor of CQC said:  

"I would keep the maternity review separate though there may 

be overlap of the findings if leadership or governance are 

poor."365 [Emphasis added] 

4.211 This suggests the intention to exclude maternity from the investigation was expressed before 

the investigation's Terms of Reference were drafted or approved. 
_________________________ 
363 Document 79, Page 8 

364 Document 540. 

365 Document 540. 
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The January 2012 REC meeting 

4.212 The Terms of Reference for the investigation of UHMB was an agenda item for the REC 

meeting on 26 January 2012. We quote below directly from the minutes of this meeting: 

"The Acting Regional Director, North West, stated that this 

trust, Morecombe [sic] Bay, had given rise to some concerns 

and in December, a decision was taken by CQC to use its 

regulatory power to investigate this trust. The focus of the 

investigation was in three independent areas: maternity 

(staffing), outpatients/emergency services and governance 

(handled by Monitor – the trust had only been given Foundation 

Trust status in 2011). A Responsive Review has been conducted 

including a review of A&E since December. A Warning Notice 

had been issued regarding staffing and governance - Monitor 

was involved in the latter. Media interest had been increased 

because the media statement had been leaked prior to its 

release date in January. The investigation team was 

endeavouring the keep the investigation separate from business 

as usual. The Investigation Manager, … and the Head of 

Regulatory Risk had met the Chief Executive, MPs and the 

Scrutiny Committee to discuss the terms of reference of the 

investigation. The REC was informed that the Met police had 

increased their focus on the investigation since the deaths in the 

maternity wards. 

The Director of Operations had asked Monitor to assess 

whether the trust would make representation but if not, to let 

CQC know in writing. The advice to the CE, through the 

regional team, had been to suggest that the Warning Notice is 

accepted. 

CQC was now at the end of the diagnostic phase of the 

investigation and would work closely with Monitor. The 

timescales would be set up as soon as an action plan had been 

formulated though it was uncertain of the impact of the Met 

investigations.  

… National Clinical Advisor, said that this trust was falling 

short of the model, sighting [sic] an example in medical terms 
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that a diagnosis had been made but no follow up treatment 

given and warned that CQC needed to be prepared for adverse 

and prying public attention.  

The broad terms of reference of the investigation were not 

reviewed and the REC members were asked to send any 

comments to the Head of Regulatory Risk who would pass them 

to the Investigation Manager. The ToR would be reviewed at 

certain points in the investigation to ensure that it was running 

on track. 

ACTION: The REC members were asked to send any 

comments on the terms of reference of this investigation to the 

Head of Regulatory Risk (All)"366. [Emphasis added] 

4.213 It appears from this minute that CQC Head of Quality and Regulatory Risk was charged with 

finalising the Terms of Reference. 

4.214 We note that according to this minute, the Acting Regional Director North-West, was of the 

opinion that maternity was going to be one of the key areas of focus for the investigation at 

this time. 

4.215 The minutes also state that the Investigation Manager and the Head of Quality and 

Regulatory Risk had met the Chief Executive, MPs and the Scrutiny Committee to discuss the 

Terms of Reference of the investigation. 

4.216 The minutes reflect that the broad Terms of Reference of the investigation were not reviewed 

by the Committee in this meeting.  

4.217 We note that the minutes of this meeting were agreed in the following REC meeting, with no 

one suggesting any amendments. 

4.218 We observe that the Terms of Reference were considered by REC at this 26 January 2012 

meeting, however, inspection of the final Terms of Reference document posted on CQC's 

external website show it as dated 13 January 2012. This suggests that the Terms of Reference 

had been finalised thirteen days before the REC was consulted. 

_________________________ 
366 Document 52. 
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EXPLANATIONS FROM CQC 

Head of Quality and Regulatory Risk interview 

4.219 CQC Head of Quality and Regulatory Risk explained to us that there were discussions around 

the focus of the investigation and in those discussions it was acknowledged that there had 

been a lot of work conducted into maternity services. The purpose of the investigation was 

not to focus on a particular speciality but to identify systemic failings and why regulatory 

activity had not been effective in bringing about change. The team wanted to look more 

broadly than maternity and assess services across the board to identify systemic failures. The 

emergency pathway was selected which would allow a generic investigation testing ward-to-

ward care and which was an area that had not been covered previously. 

4.220 In terms of input into the Terms of Reference, Head of Quality and Regulatory Risk 

explained that as well as herself there had been involvement from the Interim Regional 

Director, Director of Operations and the Compliance Manager. She added that a draft was 

shared with Monitor and CQC Investigation Lead. However after initial involvement, 

Monitor withdrew from participation in the investigation. We have been unable to obtain an 

explanation from anyone we have spoken with at CQC why Monitor withdrew and as our 

remit has not included speaking to Monitor we are not able to comment any further on the 

matter. 

4.221 According to the minutes of the 26 January 2012 REC meeting, it was attended by the Head 

of Quality and Regulatory Risk367. Assuming the minutes are an accurate record of what was 

said at the meeting368, she did not correct the Interim Regional Director, when the latter 

mentioned that maternity was going to be a key area of focus of the review. In response to 

this the Head of Quality and Regulatory Risk said that she did not recall this comment being 

made by the Interim Regional Director. 

4.222 In response to the question of why maternity was mentioned in the introduction section of 

the investigation Terms of Reference but was not part of the scope itself, she explained that 

there was no conscious rationale for this.  

 

 

_________________________ 
367 Document 52. 

368 On 26 April 2013 the Head of Quality and Regulatory Risk wrote to us and expressed that there had 
been on-going issues with the minuting of REC. This was the first time this had been raised with us 
and we have not sought to ascertain the validity of this statement. 
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Director of Operations interview 

4.223 We asked CQC Director of Operations why maternity care was not included in the 

investigation when issues were recurring within this department at the time. Her response was 

that CQC already knew of the problems in maternity and already had sufficient evidence to 

show that the maternity services were poor. As the backbone of any NHS trust, A&E was the 

most appropriate candidate for the investigation. 

4.224 We asked the Director of Operations why maternity was mentioned in the 26 January 2012 

REC meeting minutes as one of the independent areas to be the focus of the investigation 

(as set out at paragraph 4.212 above). She said that there was no intention to investigate 

maternity by CQC at that time and that the REC minutes were incorrect. 

4.225 We also asked if there was any political aspect to the events of December 2011 and 

January 2012. The Director of Operations confirmed that focusing on the emergency care 

pathway and excluding maternity from the investigation Terms of Reference was not 

a politically-influenced decision, simply maternity had already been considered by so many 

parties and so many reports, including very recently by Monitor's specialist Diagnostic Review 

and it was not thought further investigation in maternity would add value.  

4.226 We asked why the 2 September 2011 Warning Notice regarding maternity was mentioned in 

the Terms of Reference of the investigation369. The Director of Operations explained that it 

was included for general context to the Trust and its issues, so as to set the scene as an 

introduction only.  

Compliance Manager interview 

4.227 CQC Compliance Manager said that she could not explain why the Terms of Reference did 

not include maternity and commented that if it had been included then it would have helped 

provide completion to these issues. However, she also said that the Investigation Lead 

indicated to her that maternity had been subjected to more than sufficient scrutiny and so 

there was a need to consider things differently. 

CONCLUSION 

4.228 It appears that the Warning Notice of 2 September 2011 relating to maternity services was 

included in the Terms of Reference of the investigation commencing in January 2012 simply 

to provide background context to recent CQC activity at the Trust. Evidence suggests that 

_________________________ 
369 Document 02. 
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from an early stage in the investigation planning, there was an intention to keep review of 

maternity services separate to this investigation (which it ultimately was), with the reason 

being that maternity already had been heavily reviewed recently. 

4.229 We do though note some confusion (on behalf of the Acting Regional Director North West 

at the January 2012 REC meeting) as to whether maternity services was intended to be 

included in the investigation. We do not know the source of this confusion but it appears that 

maternity was to be excluded from an early stage, for the reasons explained above 
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9 WHAT TRIGGERED THE COMPLIANCE REVIEW AT LRI 

[RLI] IN FEBRUARY 2012? WHY WAS A WARNING NOTICE 

ISSUED ON 'STAFFING' AT THIS POINT? ARE CQC 

TRANSPARENT IN BEING ABLE TO DEMONSTRATE THE 

APPROPRIATENESS OF THIS COURSE OF ACTION? 

AN INVESTIGATION VS. A COMPLIANCE REVIEW 

4.230 In order to provide context to this question, or series of questions, it is useful to explain the 

difference between an "investigation" and a Compliance Review. 

"An investigation differs from a responsive Compliance Review 

in that it normally necessitates a much wider and deeper look at 

a range of concerns potentially across all locations within a 

single provider such as an NHS hospital"370.  

4.231 An investigation normally involves a cohort of resources and takes a significant amount of 

time to be completed. In contrast to a regional compliance team, investigation officers have 

no enforcement powers371. The regional compliance team can use enforcement powers and 

issue Warning Notices. "Investigations can uncover evidence that leads us [CQC] to take 

enforcement action against individual registered persons."372 

THE FEBRUARY 2012 RLI COMPLIANCE REVIEW - TRIGGERS 

4.232 The investigation into the Accident and Emergency Services Pathway at UHMB, commenced 

on 13 January 2012 under the powers of Section 48, Health and Social Care Act 2008373. As 

part of its work, the Investigation Team gathered evidence at RLI between 6 February 2012 

and 9 February 2012 and identified a number of weaknesses in the provision of care, 

demonstrating a breach of regulations374. The Investigation Lead promptly informed the 

Director of Operations of the breaches, who subsequently asked the region to commence 

a Compliance Review at the hospital375. 

_________________________ 
370 Document 224, page 3. 

371 Agreed notes of Grant Thornton interview with Director of Operations, 14 November 2012. 

372 Document 003 (reg). 

373 Document 02. 

374 Document 224, page 3. 

375 Agreed notes of Director of Operations, 14 November 2012. 
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4.233 The Compliance Review at the RLI commenced with a two-day inspection during 

8 February 2012 and 9 February 2012. Subsequently two Warning Notices were issued against 

Outcome 1 and Outcome 4 with a compliance date of 29 February 2012. 

WAS THIS ACTION APPROPRIATE?  

4.234 CQC's Enforcement Policy in force at the time376 appears not to have had provision for 

enforcement action by an Investigation Team. Therefore, the decision by the Investigation 

Team to engage a regional compliance team to carry out a compliance review would seem 

appropriate. It appears to be how the regulatory model worked at that time.  

4.235 However, we note that the "Review of Compliance" report377, which concluded the 

8-9 February 2012 inspections, was not published until 29 June 2012378 - four months after 

the deadline for compliance and nearly five months after the original inspection. The reason 

for such an apparent delay is not clear to us. 

THE WARNING NOTICE(S) 

4.236 As per paragraph 4.233, as a result of the inspection on 8 February 2012 and 

9 February 2012, on 24 February 2012 the CQC regional team issued UHMB with two 

Warning Notices379 in relation to Outcome 1 (Respecting and involving people who use 

services) and Outcome 4 (Care and welfare of people who use services), which were assessed 

as "with moderate concerns". The Trust was obliged to meet the compliance standard by 

29 February 2012. 

4.237 The question posed specifically asks: "Why was a warning notice issued on 'staffing' at this 

point?" The Warning Notice on "staffing" referred to in fact resulted from a previous 

inspection into the A&E department at Royal Lancaster Infirmary that took place on 

21 December 2011 (see paragraph 4.109 above) and was served on the Trust on 25 January 

2012380. However, the inspection report381 was not made available to the public, ie on the 

CQC website until 6 February 2012, only two days before the Compliance Review 

commenced on site. This is explained further under Question 10 below. 

_________________________ 
376 A new enforcement policy was issued in April 2012. 

377 Document 224. 

378 CQC's website: www.cqc.org.uk/directory/rtx02 

379 Documents 31 and 32 – two Warning Notices, one for each outcome. 

380 Document 36. 

381 Document 37. 
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4.238 Due to the amount of activity being conducted around this time, it is not immediately 

obvious which Warning Notices arise from which visits. For clarity, we set out these events in 

the table below: 

4.239 CQC visits in this period: 

GT Ref Date of visit  Where Type  Warning notice 
issued? 

1 21/12/2011 RLI's A&E 
department 

Unannounced 
inspection 

Yes, A, below. 

2 08/02/2012 
09/02/2012 

RLI's A&E 
department 

Compliance Review Yes, B, below. 

3 20/02/2012 FGH's A&E 
department 

Compliance Review Yes, C, below. 

4 Started 
13/01/2012 

A&E, Trust-wide Investigation N/A – not in scope of 
this report. 

     

4.240 Warning notices in this period: 

GT Ref Date issued  Inspection report  Regulations  Compliance by  

A 25/01/2012 06/02/2012 22: Staffing 16/03/2012 
B 24/02/2012 29/06/2012 17(1) (a): Respecting 

and involving service 
users. 
Regulation 9 (1) (a) (b): 
Care and welfare of 
service users. 

29/02/2012 

C 24/02/2012 29/06/2012 Regulation 9 (1) (a) (b): 
Care and welfare of 
service users. 

29/02/2012 

     

CONCLUSION 

4.241 The 8-9 February 2012 RLI Compliance Review was triggered by concerns arising from the 

A&E investigation that CQC was conducting at UHMB at the time. The decision that the 

regional compliance team would conduct a Compliance Review apparently simultaneously 

with an investigation would seem appropriate given that breaches of regulations had been 

identified and CQC's Enforcement Policy382 did not permit enforcement action by an 

Investigation Team. 

4.242 The "Warning Notice issued on 'Staffing' at this point" referred to in the question did not relate 

to this inspection but an earlier A&E inspection carried out in December 2011, which raised 

concerns about staffing that it was deemed appropriate should be dealt with by way of 

a Warning Notice. 

_________________________ 
382 A new enforcement policy was issued in April 2012. 
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4.243 As to whether or not CQC was transparent in the reasons for the Warning Notices, we note 

that the Review of Compliance Report in relation to the inspections at RLI on 

8 and 9 February 2012 was not published until 29 June 2012. We consider that this delay 

between the review and the report does not assist in demonstrating transparency, especially 

where the deadline for complying with the Warning Notices issued on 24 February 2012 was 

29 February 2012, some four months before the Review of Compliance Report was 

published.  
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10 WHY WERE TWO FURTHER WARNING NOTICES ISSUED 

ON OUTCOMES 1 AND 4 (FOUND COMPLIANT JUST A 

COUPLE OF WEEKS PREVIOUSLY) IN MARCH 2012? 

THE "MARCH 2012" WARNING NOTICES AND ASSOCIATED INS PECTIONS 

4.245 On 15 December 2011, during a REC meeting, a decision was made to launch an 

investigation into the A&E Pathway at UHMB as a result of increasing levels of non-

compliance and unacceptable risks in the safety and quality of healthcare provision (see 

Whistleblower Question 7 at paragraphs 4.173 to 4.175 above for further information)383.  

4.246 Relying on comments made to us by CQC Compliance Manager, our understanding is that, 

hitherto, there had been no regulatory activity performed in relation to UHMB's Accident 

and Emergency care pathway but that in order to be compliant with its own 

Enforcement Policy384 CQC needed to carry out an inspection to obtain an "official trigger" 

to launch their investigation into that area.  

4.247 The necessary "trigger" inspection into A&E took place on 21 December 2011 at RLI and 

resulted in the serving of a Warning Notice on 25 January 2012 for breaching Outcome 13 

(Staffing) - as explained in paragraph 4.237. The related inspection report was then published 

on 6 February 2012. 

4.248 On 8-9 February 2012, further inspections took place at RLI A&E department, as described 

in paragraph 4.233. As a consequence of these inspections, on 24 February 2012 a Warning 

Notice for breaching Outcomes 1 and 4 was issued. The related inspection report was 

published some four months later on 29 June 2012. 

4.249 On 20 February 2012, CQC performed an inspection at FGH A&E department and 

consequently, on 24 February 2012 the provider was served a Warning Notice for non-

compliance with Outcome 1 and 4. The related inspection report was also published on 

29 June 2012.  

4.250 There were, therefore, no "March 2012" Warning Notices as referred to in the question 

posed and we assume reference is, in fact, being made to the 24 February 2012 Warning 

Notices. 

_________________________ 
383 Document 63. 

384 A new enforcement policy was issued in April 2012. 
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4.251 For clarity, please refer to table at paragraph 4.238. See Appendix 6 for further details. 

INTERPRETING THE QUESTION POSED 

4.252 One interpretation of this question is that what is being asked is why the 24 February 2012 

Warning Notices covered different breaches than those which were identified in the 

25 January 2012 Warning Notice, ie why the inspections carried out in February 2012 

identified issues that the previous December 2011 inspection did not.  

4.253 The 25 January 2012 Warning Notice related to an inspection carried out at RLI over 

a month earlier. We suspect that the delay in issuing the Warning Notice can probably be 

explained by the Christmas break and the planning for the investigation which launched on 

13 January 2012. 

4.254 We also note that whilst the December 2011 and February 2012 inspections did both 

consider RLI, FGH was not inspected in December 2011. 

4.255 The non-compliance on Outcomes 1 and 4 identified in the Warning Notices of 24 February 

2012 resulted from the 8-9 February 2012 inspection at RLI, which was seven weeks after the 

December 2011 inspection, and also from the 20 February 2012 inspection at FGH, which 

had not been inspected at all in December 2011. 

CONCLUSION 

4.256 Contrary to the assertion made in the question, we are not aware of any Warning Notices 

being served in March 2012. We assume what is being referred to are the 24 February 2012 

Warning Notices. 

4.257 In relation to those Warning Notices, we note that there was an earlier inspection of A&E at 

RLI, on 21 December 2011, which had not identified the concerns subsequently picked up as 

part of the 8-9 February 2012 inspections. We believe there are three possible reasons for 

that: 

• either, there were no such problems at RLI in December 2011 and there was a 

deterioration in care quality between December 2011 and February 2012; or 

• the December 2011 inspection was not adequate to identify the lack of compliance; or 

• as the February visit was for two days rather there was more opportunity to pick up on 

issues. 
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4.258 We are unable to say which reason is correct. Both reviews considered similar outcomes: 

21 December 2011 looked into Outcome 1, Outcome 4, Outcome 13 and Outcome 14. 

The 8-9 February 2012 review looked into Outcome 1 and Outcome 4. However, 

December 2011 review lasted only for one day and took place on a quiet night385. The 

8-9 February 2012 inspections took two days. We cannot provide any comments with regard 

to resources engaged in these compliance reviews. 

4.259 With regard to FGH, the assertion in the question that Outcomes 1 and Outcome 4 were 

"found compliant just a few weeks before" is incorrect as there had been no prior inspections 

into A&E at this site. 

  

_________________________ 
385 Document 37, page 15 
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11 CAN WE [CQC] DEMONSTRATE CONSISTENCY, 

TRANSPARENCY AND FAIRNESS IN OUR REGULATORY 

JUDGMENTS AND ACTIONS THROUGHOUT THIS PERIOD? 

HOW WOULD WE DEMONSTRATE THAT WE FOLLOWED 

OUR ENFORCEMENT POLICY?  
4.260 This question is very wide ranging, non-specific and, perhaps, rhetorical in nature given it is 

born out of the ten questions preceding it. In other words, it seems to us that rather than 

being a question that seeks an answer, it is one that summarises the questioner's own views 

on the matters of consistency, transparency and fairness, or at least reflects their own 

difficulty experienced in seeking answers to the questions posed.  

4.261 We have identified a number of potential weaknesses in the actions taken by CQC (and 

inactions) in the period April 2009 to July 2012 via our findings throughout this report. We 

do not seek to reproduce them here but refer the reader to our overall Conclusions at 

Section 8 below, where we draw together the overall results of our investigation. 

4.262 As for the question of transparency, we believe Section 5 and Section 6, which deal with the 

matter of an alleged cover-up, will address this issue. 
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5 PART III (A): THE ALLEGATION OF A COVER UP BY 

CQC 

Please note that an anonymisation technique has been applied to this section. Please refer to 

paragraph 2.24 for details. 

INTRODUCTION 
5.1 As detailed earlier in this report, in July 2012 an email exchange took place between the CQC 

Whistleblower and certain CQC individuals, in which the Whistleblower suggested a form of 

cover-up had taken place in relation to alleged failings in CQC's regulation of UHMB. The 

apparent basis for this allegation was, in the Whistleblower's view, the persistent lack of 

a satisfactory response to concerns he had first raised at a senior level, some months earlier, 

in relation to UHMB.  

5.2 We set out below a timeline of events assembled from information reviewed and evidence 

gathered. Thereafter, we provide details of interviews we conducted of the main actors from 

whom we sought various explanations. We then set out our analysis and, finally, our 

conclusions.  

TIMELINE OF EVENTS 
5.3 On 28 November 2011 the Whistleblower gave oral testimony to the Francis Inquiry into 

Mid-Staffs NHS Trust. His evidence contained serious criticism of CQC's operational 

performance and governance.  

5.4 We are aware that on 28 November 2011, high-level representations were made by CQC to 

a senior government minister to have the Whistleblower removed from his CQC role. These 

representations were unsuccessful and the Whistleblower remained in post. In the process, 

the government minister formally recognised the Whistleblower had made protected 

disclosures under the Public Interest Disclosure Act 1998. 

5.5 While it is not within the scope of our work to investigate or consider the Whistleblower's 

testimony to the Francis Inquiry and the subsequent high-level representations to the 

government minister, we mention it as forming part of the relevant background and context 

to the matters which ultimately gave rise to the Whistleblower's subsequent allegations of 

serious misconduct by senior CQC individuals.  
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5.6 On 15 December 2011, CQC took the formal decision to exercise its "Section 48 powers" 

and launch an investigation at UHMB. The Trust's Emergency Care Pathway was selected as 

the focus for the investigation. After a certain amount of preparation, the investigation began 

in earnest in February 2012. 

5.7 On 18 January 2012, a CQC Private Board meeting was convened. Among those present 

were the Whistleblower, Mr B, Mr D and Mr E. The meeting minutes record Mr D 

reminding those present of the need for confidentiality. One of the attendees, Mr K, is 

recorded as commenting that the Whistleblower's discussion of CQC business in the media 

"…would have an adverse impact on the way the Board conducted its business"386. 

5.8 The minutes note the Whistleblower's response to this comment: 

"…that [he] had only gone to the media on one occasion, which 

was an issue of public interest. It had not been an easy decision 

and although [he] hoped not to repeat it [he] could not give a 

guarantee not to do so."387 

5.9 On 24 January 2012, an article388 appeared in The Guardian newspaper written by the 

Whistleblower entitled "Why I became a whistleblower at the Care Quality Commission". The 

article set out to explain why he had given evidence to the Francis Inquiry and made serious 

criticisms of the leadership, governance and operational delivery of CQC.  

5.10 On 15 February 2012, a CQC Private Board meeting took place at CQC's Finsbury Tower 

offices that was attended by, among others, Mr B, the Whistleblower, Mr E and Mr D.  

5.11 According to the meeting minutes, Mr E related details of the CQC Investigation at UHMB. 

The minutes record that:  

"…[the Whistleblower] asked whether the failure [in patient 

care at UHMB] would have been identified earlier if CQC had 

been fully functional. … [Mr D]  replied that the organisation 

was fully functional and these issues had been identified and 

_________________________ 
386 Document 215. 

387 Document 215. 

388 Document 545. 
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tackled swiftly: this had been a robust piece of enforcement 

work."389 

5.12 The minutes also record that during that exchange, Mr D made mention of a "lessons 

learned" exercise being undertaken which suggested that at the time of registration, CQC had 

placed too much reliance upon assurances from the Trust itself and the SHA. 

5.13 On 19 March 2012 at 09:37 hours, the Whistleblower emailed Mr E and Mr D a paper setting 

out the results of his research into CQC's regulatory activity at UHMB. Among those copied 

into the email was Mr B390. 

5.14 The Whistleblower's email referred to the verbal exchange between himself and Mr D during 

the previous month's Board meeting and went on to express concerns that had arisen as 

a result of his research in relation to the Trust. The Whistleblower requested clarification and 

explanation regarding key events outlined in the paper he had attached to his email. He made 

clear that he sought the information in his capacity as a senior member of CQC and set 

a deadline of seven days for a response. 

5.15 The paper the Whistleblower attached to the email contained a chronology of regulatory 

actions undertaken by CQC in relation to UHMB. Its tone might be described as one of 

critical concern and it concluded by posing eleven questions to which the Whistleblower 

required answers (see Part II, section 4). 

5.16 Within minutes of receiving the Whistleblower's email, Mr D emailed Mr C, Mr B and Mr G 

seeking advice on how he should respond391. At 10:37 hours Mr E emailed Mr D to advise 

that Mr B had given an instruction that the Whistleblower's queries should be dealt with 

through his (Mr B's) office392. One minute later, Mr E emailed Mr G and wrote, "You 

probably need to know about [the Whistleblower's] interest in this."393 

5.17 At 13:50 hours on 19 March 2012, Mr G added to the email chain by emailing Mr D and 

Mr J, copied to Mr C and Mr F, the following message: 

_________________________ 
389 Document 216. 

390 Document 137, plus attachment, Document 1. 

391 Document 266. 

392 Document 335. 

393 Document 335. 
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"Both 

I had a quick word with [Mr B] re this and I would expect 

3 scenarios to play out… 

[the Whistleblower] speaks to hSj394[sic] re this 

 [the Whistleblower] may double run the story in The guardian  

 [the Whistleblower] may submit the material to the Francis 

Inquiry. 

[Mr F] will need some robust material by tomorrow or 

Wednesday latest, to be able to prepare for the media, so can 

you let me know when you might be able to respond."395 

5.18 At 16:00 hours Mr D's email response was: 

"Suggest this material is from [Mr J's] report and chronology 

which covers the process points addind [sic] [Mr C's] 

reflections. 

Do we want [Mr J] to draft a response up?"396 

5.19 At 17:07 hours Mr C emailed the following: 

"In my view it would very much depend on how categorical we 

can be in the timescales we've got. If we can blow [the 

Whistleblower] out of the water, lets [sic] do it. If we 

can't……better off doing [the Whistleblower] a short denial and 

'this is a complex matter that is subject to on-going regulatory 

actions' and an offer to give them the full salvo in a Board 

meeting would be best in my opinion."397 

5.20 At 17:28 hours Mr D's email response to Mr C was as follows: 

_________________________ 
394 Health Service Journal. 

395 Document 335. 

396 Document 335. 

397 Document 335.  



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 214 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

"Agree. Short response along the lines suggested adding that 

the Trust is of course subject to an on-going investigation and 

indeed enforcement so cannot respond to all of [his] comments 

at this stage but happy to do a presentation about the time line 

and context at a future board and [he] might be interested to 

hear we are doing an NHS 2 years on presentation in April to 

Board? 

This should go from [Mr B's] office and suggest it goes on 

Friday. [Mr F] you might want to think about how much of this 

we share with Monitor, our decisions are inexorably linked and 

if [he] criticises us [he] criticises them?"398 

5.21 At 17:51 hours Mr F responded: 

"If [the Whistleblower's] document is shared with the HSJ399 

ahead of interview with [Monitor's Mr L], we will need robust 

responses to the questions [he] raises asap."400 

5.22 On 23 March 2012 Mr B responded by email to the Whistleblower's e-mail of 19 March 2012. 

He did not directly address the eleven questions that had been posed and which had been 

copied to him but instead, asserted, that the Whistleblower's analysis of CQC's regulation of 

UHMB was based on publicly available documents that would not necessarily reflect the full 

complexity of the regulatory activity that had been undertaken. He suggested that it was 

possible that the information the Whistleblower had relied on might have been open to 

interpretation and did not necessarily convey the full facts. Mr B concluded by providing an 

assurance that a specific time slot would be set aside at the next Board meeting to discuss 

regulation, using UHMB as an example401. 

5.23 The Whistleblower responded to Mr B by email the same day and expressed his 

disappointment with the response given, in his view, the seriousness of the issues at play. He 

asked Mr B whether he had sought the view of the Board to ensure collective ownership of 

his response. Mr B replied that he had not but that he had been in discussions with senior 

_________________________ 
398 Document 335.  

399 Health Service Journal. 

400 Document 335. 

401 Document 142. 
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management and it was clear to them that there was "a need for the Board to have a full 

discussion"402. 

5.24 On 30 March 2012, an interview of the Whistleblower appeared in the Daily Telegraph 

newspaper. The article was entitled "Health regulator 'still failing' in duty to protect patients"403. 

5.25 On 1 April 2012, the Whistleblower emailed the CQC Board to reiterate his concerns 

regarding UHMB and drew parallels with other "problem" Trusts, referencing Barking and 

Havering and Mid-Staffs. He also confirmed his understanding that there was to be "a robust 

discussion and decisions on the way forward" at the next Board meeting404. 

5.26 On 18 April 2012, the planned Board meeting took place. The meeting minutes record that, 

among others, Mr B, the Whistleblower, Mr E, Mr G and Mr D were present405.  

5.27 The minutes also record, inter alia, that Mr D delivered a discussion paper concerning 

a review of NHS regulation over the previous two years. UHMB is not referenced in the 

discussion. There is brief reference, however, to an update provided by Mr D in relation to 

CQC regulatory activity at UHMB. The minutes note: 

"In order not to compromise the going investigations [sic] the 

Board received the confidential update recognising the 

restraints around this update."406 

5.28 And immediately thereafter:  

"[Mr B] asked [the Whistleblower] why [he] had not 

contributed to the debate, to which [he] replied [he] felt unable 

to do so."407 

5.29 Between 29 June and 4 July 2012, an exchange of emails occurred between the Whistleblower 

and Mr E408, initiated by the Whistleblower who began the exchange by advising Mr E that 

_________________________ 
402 Document 87. 

403 www.telegraph.co.uk/health/healthnews/9174237/Health-regulator-still-failing-in-duty-to-protect-
patients.html 

404 Document 142 

405 Document 217. 

406 Document 217. 

407 Document 217. 
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he, the Whistleblower, was still awaiting a response regarding the concerns he had raised in 

his email of 19 March 2012. In that context, he raised a further concern around the issue of 

probity and advised that the lack of response only served to increase his disquiet.  

5.30 Mr E replied that he was unaware there had been no response forthcoming. He apologised 

and advised that he would ask his office to follow things up. The Whistleblower responded 

that he felt it unfortunate that Mr E had overlooked such an important issue and requested 

that he respond personally.  

5.31 Mr E's response, copied into, among others, Mr B and Mr D, was as follows: 

"Thank you for your email of 29 June following up your 

original email of 19 March raising issues around CQC's 

regulatory activity at University Hospitals [of] Morecambe Bay 

NHS Foundation Trust (UHMB). 

Discussion about UHMB - including the opportunity for you to 

raise concerns - was due to take place at the April Board 

meeting. However, in the end the discussion (which was about 

two years of regulating the NHS) did not focus particularly on 

individual Trusts and the opportunity to discuss UHMB did not 

really emerge. 

You will be aware that CQC has carried out an investigation of 

this Trust using its powers under section 48 of the Act. This has 

been completed and the Commission's report, including an 

account of why CQC decided to launch an investigation will 

shortly be published. This is currently scheduled for 17th July. 

All members of the Board [and] yourself will receive an 

advance copy to make sure you are fully sighted before 

publication. 

Given the imminent report, and given the scope and detail of the 

questions you have raised about CQC's approach to UHMB, 

I suggest the opportunity to discuss this should be given to the 

 
408 Document 137. 
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whole Board. As a result, we will reschedule the debate 

originally planned for April."409 

5.32 The Whistleblower replied: 

"Thank you for your email. I note your position but do not 

consider it acceptable. 

I raised several serious issues, including potentially relating to 

probity, about CQC's actions in relation to Morecambe Bay in 

March 2012, in keeping with my role…., which you did not 

respond to. A board debate around the final investigation report 

is clearly not an adequate response. The fact that you have not 

responded to concerns around probity… is of further concern." 

5.33 Then, in email exchanges that occurred between 10 and 11 July 2012 between the 

Whistleblower and Mr B, into which the CQC Board and other individuals from outside 

CQC were copied410, the Whistleblower alleged "deceit" and "evasion" on the part of the 

organisation and a focus on "protecting reputations rather than a desire to learn lessons". He 

also accused Mr B of culpability in the failure of Mr E and Mr D to respond to his concerns 

in relation to UHMB.  

5.34 The Whistleblower further accused Mr B of failing to acknowledge shortcomings in CQC's 

regulatory activities and referenced reports from Monitor that, in his view, vindicated and 

justified his concerns. He also asserted that CQC had "sought to cover its tracks even to the 

extent of claiming the responses were 'robust' and that CQC 'uncovered' the problems". He 

suggested that an investigation of matters was warranted and that disciplinary action against 

Mr D should be considered411. 

5.35 The Whistleblower concluded the email exchange by advising: 

"The reason I am persisting is because the issues are extremely 

serious and affect people's lives – literally. This is entirely in 

_________________________ 
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keeping with my responsibilities…. In fact, I would consider it 

negligent not to pursue the issue." 412 

5.36 The email chain ends with an email from Mr B's Personal Assistant, to Mr E and Mr C. He 

refers to the Whistleblower's e-mail, mentioned immediately above and advises the following:  

"…I understand that [Mr B]  would like to meet with [Mr E]  to 

discuss this e-mail and [Mr C]  I understand that [Mr B]  would 

like some advice in terms of a response." 

5.37 The Whistleblower advised us that on 31 July 2012 he received an email from a senior 

member of CQC advising that an independent review was being commissioned into CQC's 

actions in relation to UHMB.  

5.38 On 20 September 2012 Grant Thornton UK LLP was instructed to conduct the above 

mentioned review. 

INTERVIEWS 

THE WHISTLEBLOWER INTERVIEW 

5.39 We interviewed the Whistleblower at our London offices on 1 October 2012. After the 

meeting he emailed what could be described as a statement of events in which he reaffirmed 

and clarified his account of events.  

5.40 The Whistleblower said that he had harboured concerns regarding the governance of CQC 

since the organisation was first created. These concerns were varied and included a lack of 

strategic direction, poor performance, weak governance arrangements and an oppressive 

organisational culture. He described how he had persistently raised his disquiet with the 

Board but without satisfaction. He also advised that he had taken his concerns outside CQC 

to other government agencies but without success. This ultimately led him to approach the 

Mid-Staffs public inquiry at which he gave evidence in November 2011. Thereafter, relations 

with the Board and executive management apparently soured. 

5.41 The Whistleblower confirmed his verbal exchange with Mr D at the February 2012 CQC 

Board meeting and advised that this led to him conducting his own research into regulatory 

activity at UHMB, which in turn led to him emailing his paper to Mr D and others on 

19 March 2012. 

_________________________ 
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5.42 The Whistleblower confirmed that after emailing his paper he had received assurances that 

matters were to be discussed at the forthcoming April 2012 Board meeting.  

5.43 According to the Whistleblower, UHMB was not discussed at the April 2012 Board meeting. 

Instead, a paper on regulating the NHS was tabled which did not allow for the airing of his 

previously trailed concerns regarding UHMB. According to the Whistleblower, this explained 

his reticence - as recorded in the minutes - to contribute to the debate as what was being 

discussed was not in accordance with what he had previously been led to believe would be 

discussed. He therefore felt unable to participate in the debate. 

MR D INTERVIEWS 

5.44 We interviewed Mr D on two occasions in relation to the Whistleblower's allegations; on 

14 November 2012 and again on 7 December 2012.  

5.45 Mr D confirmed that at the February 2012 Board meeting there was an exchange of views 

between the Whistleblower and himself concerning UHMB and CQC's regulatory 

effectiveness. He claims that in rebuttal to the Whistleblower's assertion that CQC was not 

a fully functional organisation at the material time and therefore did not detect the prevailing 

issues at UHMB, he asserted that CQC was fully functional and had carried out a robust piece 

of enforcement work in relation to the Trust. He was also keen to advise that he did not 

assert, as had been suggested by the Whistleblower, that the whole of CQC's regulatory 

activity in respect of UHMB was robust.  

5.46 We asked Mr D about the Whistleblower's paper on UHMB which was emailed to him on 

19 March 2012. His response was that he viewed it as a personal attack directed at him and 

therefore emailed Mr B, Mr C and Mr G seeking advice on how to respond. He advised that 

he then received advice that Mr B's office would deal with any response.  

5.47 We asked Mr D about the Board meeting on 18 April 2012 and the extent to which UHMB 

was discussed. 

5.48 He said that he had prepared a paper on NHS regulation which had been sanctioned by 

Mr E, Mr G and the Secretariat413. Appended to the paper was a case study relating to 

UHMB. According to Mr D, UHMB was mentioned briefly and the Whistleblower declined 

_________________________ 
413 On 29 April 2013 we received a follow-up communication from Mr D which, inter alia, advised that 
it was not for him to decide the agenda and content of the Board meeting, it was a matter for 
whomever chaired the meeting, advised by the Secretariat.  
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to participate in the discussion. We asked if the case study covered the areas of concern the 

Whistleblower had raised and Mr D said that the paper explored the remote geographical area 

of UHMB and the absence of other providers in the area (these were not issues raised by the 

Whistleblower in his questions).  

5.49 We asked Mr D whether the obvious antagonism that existed between him and the 

Whistleblower had affected his judgement in the way in which he had handled the 

Whistleblower's concerns. His response was that it had affected his approach in so far as how 

to respond, in that the instruction received was not to respond personally, as all responses 

were being coordinated via Mr B's office. He therefore did not respond to the Whistleblower.  

5.50 In summary, Mr D's position was that it was not for him to respond to the queries raised by 

the Whistleblower as he had received instructions to leave matters to Mr B. Further, Mr D 

said that the Whistleblower was given the opportunity to discuss his issues at the April 2012 

Board meeting but declined to do so.  

MR E INTERVIEW 

5.51 On 4 March 2013 we interviewed Mr E about a number of matters, including the 

Whistleblower's accusations. 

5.52 When asked, Mr E said he had no recollection of the exchange of views between the 

Whistleblower and Mr D at the February 2012 Board meeting. Nor could he remember 

receiving the email and attached paper on UHMB sent to him and Mr D by the 

Whistleblower on 19 March 2012.  

5.53 Mr E explained that he previously had a good relationship with the Whistleblower but from 

Autumn 2011 onwards (after the Whistleblower gave evidence at the Francis Inquiry) things 

became difficult. He had felt upset and disappointed at the way in which the Whistleblower 

had been publicly hostile toward him and others in CQC.  

5.54 Mr E said that the Whistleblower began generating a significant number of issues for the 

organisation. In his words, dealing with these issues became "a bit of an industry". Mr E's view 

was that while in the past the Whistleblower had performed his CQC role well, there became 

increasing concern among senior people with the way he was publicly airing his views and 

concerns. He felt that the Whistleblower was using his whistleblowing status to avoid the 

need for confidentiality.  
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5.55 Mr E said that as a result of these difficulties, he had reached an agreement with Mr B to the 

effect that all issues and queries originating from the Whistleblower would be dealt with by 

Mr B's office. Mr E said that he had not informed the Whistleblower of this arrangement but 

that this was not deliberate and there was no intention to ignore him. 

5.56 We asked Mr E about the April 2012 Board meeting and his recollection of any discussions 

concerning UHMB. He confirmed he was present and recalled that in response to the 

Whistleblower's paper on UHMB, Mr B had scheduled a discussion regarding the challenges 

and opportunities of regulating the NHS as one of the agenda items. It was his understanding 

that UHMB was to be discussed in that context and to that end there were some presentation 

slides referencing UHMB accompanying the NHS discussion paper.  

5.57 It was also his recollection that, for reasons unknown to him, Mr B removed UHMB from 

the discussion which resulted in the Whistleblower being denied the opportunity to discuss 

his concerns. In Mr E's words, the Whistleblower's questions were "left hanging in the air".  

5.58 Mr E said that in June 2012, not long before he left the organisation, he received an email 

from the Whistleblower asking why he had still not responded to the paper emailed to him on 

19 March 2012. He could not recall how he dealt with the email but stated that he would not 

have ignored the matter. 

5.59 We raised with him the email he had sent to the Whistleblower on 4 July 2012414 in which he 

acknowledged that the planned discussion on UHMB at the Board meeting on 18 April 2012 

had not taken place and offered to reschedule the debate. We asked whether he had in fact 

rescheduled the debate. He said that at that point he was leaving the organisation imminently, 

thereby suggesting he had not. 

MR B INTERVIEW 

5.60 On 25 March 2013 we interviewed Mr B. We began by asking him if he had any knowledge 

of CQC's regulation of UHMB, including the Trust's registration on 1 April 2010. Mr B 

replied that he did not (this could be considered reasonable given his senior position within 

the organisation).  

5.61 We asked Mr B if he remembered a CQC Board meeting on 15 February 2012 during which 

there was an exchange of views concerning the regulation of UHMB between the 

Whistleblower and Mr D. He replied that he did remember the exchange but could not really 
_________________________ 
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comment upon the nuances of the language that was used. We asked whether either the 

Whistleblower or Mr D had spoken to him about the matter, after the meeting. Mr B said 

that they had not.  

5.62 We asked Mr B to describe his thoughts about the relationship between the Whistleblower 

and the upper echelons of CQC as it appeared there was an element of antagonism present. 

Mr B responded that while he would not have used the term "antagonism" he did think there 

was a wariness of the Whistleblower as he (the Whistleblower) appeared to hold the view that 

if in his CQC role he heard something that he considered was in the public interest, he would 

talk to the press. He added that the Whistleblower had made no secret of this. Mr B observed 

that despite him reminding those present at private Board meetings, including the 

Whistleblower, of the need for confidentiality, the Whistleblower had gone on to give 

interviews to the press. This, apparently, caused a degree of wariness and uncertainty among 

others but he would not describe this as antagonistic.  

5.63 We advised Mr B that we had seen internal emails between various individuals during 

summer 2012 that suggested some relationships were not good. He responded that he 

thought things had become very hard for certain people as there was some uncertainty over 

how to resolve the issues at play given requests for information from the Whistleblower were 

"constant". 

5.64 We asked Mr B how the requests were managed and he replied there came a point when he 

became concerned that there was no co-ordinated response and as there were so many people 

receiving information requests, there was confusion over whose responsibility it was to deal 

with them. Mr B explained that while he felt it appropriate for the Whistleblower to raise 

questions, he took the decision that all responses were to be coordinated through his office. 
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5.65  We asked Mr B if that message had been communicated to the Whistleblower and he replied 

that it had. We advised that we had not seen any evidence of this having occurred and after 

discussing the issue further, Mr B advised that he had thought the message had been 

communicated but perhaps it had not415.  

5.66 We tabled a copy of the Whistleblower's paper on the subject of CQC's regulation of UHMB 

which he had emailed Mr E and Mr D on 19 March 2012 and which had been copied into 

Mr B. We asked Mr B if he recalled the document and he said that he did.  

5.67 We asked Mr B if he was able to answer any of the questions raised in the document and he 

replied that he was unable to. He added that he would have been coordinating a response 

rather than providing one and would have expected his office to have sought answers to the 

questions.  

5.68 We asked Mr B whether he recalled that happening in this case. He replied that he did not 

but assumed it had. We responded that according to the Whistleblower it had not happened 

which provided the trigger for him to escalate matters and eventually make his allegations. 

We then asked Mr B why there had been no response. He replied that he did not know.  

5.69 We moved on to discuss the Board meeting of 18 April 2012 and Mr B agreed that there was 

an understanding with the Whistleblower that his concerns regarding UHMB would be 

addressed then. We therefore asked him if this had happened and he replied that it had not. 

When asked why not, he responded that they had run out of time and that while he was 

unable to recall why, this did not mean there was anything sinister afoot.  

5.70 We gave a copy of the meeting minutes to Mr B to refresh his memory. He studied them 

before reiterating his point that they had run out of time. 

_________________________ 
415In an email exchange between the Whistleblower and Mr B on 10 February 2012, the Whistleblower, 
inter alia, voiced his disquiet having learnt of CQC staff being instructed to contact Board members 
only through the office of Mr B. Subsequent to his interview, Mr B has asserted that this evidences 
the Whistleblower's knowledge that his queries in relation to UHMB (presented some weeks later on 
19 March 2012) were to be dealt with through his office and not by the individuals (Mr D and Mr E) 
to whom the concerns were addressed. On 26 July 2012 (over four months after 19 March 2012), 
Mr B emailed the Whistleblower and others of comparable standing within CQC and advised the 

following: "I am writing to propose a new communications process [effective immediately]…when 
obtaining information from members of staff…As such I would like to request that all future communications 
to members of staff are made via me/my office…" 
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5.71 We asked Mr B if he remembered anything about a UHMB case study, comprising a slide 

deck, that Mr D was supposed to present to the Board. He suggested that he may have done 

but could not recall the detail and in any event there had been no meaningful discussion on 

UHMB due to time constraints.  

5.72 We asked Mr B how he had handled this situation given he had not delivered on his 

undertaking to the Whistleblower about his UHMB concerns. Mr B's response was that he 

assumed he had made it clear to the Whistleblower at the meeting that they had run out of 

time. We pointed out that the minutes did not reflect this, which Mr B accepted.  

5.73 We told Mr B that someone other than the Whistleblower had suggested to us that he - Mr B 

- was responsible for the removal of the opportunity for the UHMB discussion at this 

meeting. His response was that he was not. We pressed the point but Mr B reiterated on 

more than one occasion that he did not make any effort to deny the Board the opportunity to 

discuss UHMB.  

5.74 We then discussed with Mr B what action he had taken to reschedule the UHMB discussion 

that had not taken place at the April 2012 Board meeting. We tabled the email of 

4 July 2012416 from Mr E to the Whistleblower, which he had been copied into, in which 

Mr E had conceded to the Whistleblower that the UHMB discussion he had hoped for at the 

April 2012 Board meeting had not taken place and that efforts would be made to reschedule 

to the next Board meeting. We advised Mr B that the rescheduling had not happened and 

asked if he knew of a reason why not. His response was that there was no reason other than 

"oversight" and at that time Mr E was leaving the organisation.  

5.75 We reminded Mr B of the claim that he had removed UHMB from discussion at the 

April 2012 Board and linked this to the fact that the discussion had not been rescheduled. 

Mr B insisted to us that the matter was an oversight and "…that there was no deliberate 

determination not to bring information to the Board about any matter and certainly not an 

important matter about Morecambe Bay."  

5.76 We commented to Mr B that the failure to discuss UHMB at the April 2012 Board meeting 

and the subsequent failure to rectify the situation by rescheduling the discussion led to the 

Whistleblower sending his accusatory emails and raising concerns around probity. Mr B 

conceded that given his role at CQC the Whistleblower was entitled to raise serious questions 

about regulatory activity and was entitled to an answer.  
_________________________ 
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5.77 We observed to Mr B that it appeared that answers to the Whistleblower's questions were 

never given, despite undertakings to the contrary having been made and that opportunities to 

rectify matters had been missed and we were trying to ascertain why this had happened. Mr B 

repeated that there had been an oversight, not in any sense a deliberate one and there had 

been no intention to cover-up anything. He added that he recalled having a discussion with 

Mr D some time beforehand when regulatory activity was being taken at UHMB, and it was 

suggested to him that the operational team were concerned that matters did not get into the 

public domain that could then potentially jeopardise any legal action CQC was contemplating 

taking.  

5.78 We asked Mr B whether he thought what he had just spoken about was a factor in the 

apparent reticence that the Whistleblower seemed to have experienced. His response was, 

"Well, I think possibly…yes." 

5.79 We remarked that this might possibly suggest there was antagonism at play in respect of these 

matters. After further discussion on the subject, Mr B advised that a number of things had 

happened which had left certain senior individuals at CQC feeling betrayed and personally 

hurt by messages being put into the public domain. We asked Mr B if he was referring to the 

Whistleblower's testimony at the Francis Inquiry and he confirmed that he was. He remarked 

that some senior individuals felt their reputations were being unduly damaged without any 

recourse to redress. 

5.80 We asked Mr B if he was referring to Mr E and Mr D and he responded that he meant Mr G 

and Mr D, both of whom had been named by the Whistleblower in his written evidence for 

the Francis Inquiry. He added that their names had been redacted but not until after the 

Whistleblower's evidence had been circulated to interested parties, which meant their names 

were known. This, he said, had been very difficult for the two people concerned.  

5.81 We asked Mr B to tell us what he knew of the Fielding report. He replied that he did not 

know anything about it, that he had not seen it but was aware of its existence after UHMB's 

registration.  

5.82 We asked Mr B if it was correct that CQC's position was that had they known about the 

Fielding report then they would have done things differently, in terms of regulatory activity. 

Mr B replied that was correct with regard to registration. We asked about post-registration 

and Mr B advised that in hindsight, if Morecambe Bay had been registered with conditions, 
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his expectation would have been that CQC's intervention and follow-up would have taken 

place earlier.  

ANALYSIS OF EVIDENCE  
5.83 It appears that there were weaknesses on the part of CQC in its regulation of UHMB, 

a number of which are described above in Sections 3 and 4 of this report. The 

Whistleblower - a senior CQC person - appears to have picked up on this in the early part of 

2012 which led him to seek answers from Mr E and Mr D over a period of months. 

5.84 From emails and documents reviewed and interviews conducted, it also appears evident that, 

despite his persistence, the Whistleblower did not receive anything that could be described as 

a satisfactory response to his queries.  

5.85 The question, therefore, is "why not"? Can the failures to provide answers be attributed to 

either oversight or a deliberate decision not to provide answers? 

5.86 Mr E and Mr D told us that they were under instructions from Mr B not to respond direct to 

the Whistleblower but to leave matters instead to Mr B's office. Mr B acknowledges that he 

had initiated such an arrangement. Therefore, Mr D's and Mr E's reticence appears explicable. 

5.87 The Whistleblower has categorically stated that he was never told that his queries were being 

dealt with through Mr B's office. Neither Mr D nor Mr E told him, though perhaps it would 

have been appropriate for them to have done so. Nor, it seems, did Mr B make clear the 

arrangement to the Whistleblower, which he initially attributed to oversight, though he has 

latterly represented that the Whistleblower was aware of the arrangement.  

5.88 Regardless, why then did Mr B initiate such an arrangement? He has explained that he did so 

because the Whistleblower raised a considerable volume of requests for information and he 

(Mr B) wanted there to be a coordinated response and to resolve any confusion over who was 

responsible for dealing with information requests. We believe that this explanation, however 

accurate, does not tell the whole story.  

5.89 Mr B's description, at interview, of the emotional reactions and sentiments within CQC after 

the Whistleblower's appearance at the Francis Inquiry and his subsequent appearances in the 

press provides a helpful insight into the growing feeling of aversion and mistrust toward the 

Whistleblower within CQC.  
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5.90 Nevertheless, despite the apparent negative feelings towards the Whistleblower, he was, in his 

CQC capacity, perfectly entitled to raise the concerns he had about the regulation of UHMB 

and expect them to be appropriately dealt with in a timely manner. Both Mr B and Mr E 

acknowledged this. 

5.91 In our view, the negative feelings toward the Whistleblower helps to explain why Mr B felt it 

necessary to ensure that there was a coordinated response to the Whistleblower's requests for 

information and to ensure that there was no confusion over who was responsible for dealing 

with those requests. Why then were the Whistleblower's requests never effectively dealt with? 

5.92 It appears that it was initially intended that the Whistleblower would be given an opportunity 

to air his concerns and to receive a response to those concerns at the Board Meeting on 

18 April 2012.  

5.93 We have received conflicting accounts of why that discussion did not take place. Mr D, who 

was tasked with presenting a case study on UHMB, did not provide any explanation of why 

his presentation did not go ahead, even though he had slides prepared (he has latterly asserted 

that the decision on what was to be discussed was not his). Mr E stated that Mr B made a 

deliberate effort to remove in-depth discussion about UHMB from the meeting. Mr B 

vigorously denied this and ascribed the omission of the in-depth discussion as due to nothing 

other than a lack of time. The meeting minutes, whose accuracy has not been challenged, do 

not record that any discussion was curtailed or postponed due to lack of time, or otherwise 

account for the failure to deal with the Whistleblower's concerns. 

5.94 We note that Mr E's email giving a second undertaking to the Whistleblower dated 

4 July 2012417 recognised that the discussion about UHMB had been due to take place on 

18 April 2012 and does not suggest it did not take place due to lack of time. That email, 

which was copied to Mr B, concerning the airing of his concerns was also not followed 

through. Mr E has obliquely suggested that as he was leaving the organisation he did not feel 

any motivation to follow through his undertaking. Mr B also suggests this was the case. We 

note, however, that since Mr B had made arrangements for any response to the 

Whistleblower should come through his office, he perhaps ought himself to have made 

certain the debate took place.  

_________________________ 
417 Document 137. 



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 228 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

5.95 The Whistleblower has suggested that the persistent failure to answer his 11 questions 

regarding CQC’s regulatory activity in respect of UHMB (examined in Section 4 of this 

Report), indicates that there was some form of cover-up by CQC. In order to address that 

concern, we have sought to identify why the Whistleblower's questions were not dealt with by 

CQC, in circumstances where senior CQC individuals accept that the Whistleblower was 

entitled to raise those questions and entitled to expect that they would be answered. 

5.96 It appears that, following his appearance at the Francis Inquiry (where he strongly criticised 

CQC), and in the press (where he did the same), and his submission of what CQC appears to 

have considered an unreasonable number of requests for information, there was at best 

wariness towards the Whistleblower and at worst a substantial degree of hostility and mistrust 

that appears to have led to a decision that his questions should be dealt with through the 

office of Mr B (in the event the questions were not answered anyway). 

5.97 While such a response to criticism and the way in which this specific issue was handled might 

be considered as falling short of the standards expected of an organisation of CQC's standing, 

and perhaps indicative of dysfunctional leadership, it would not, by itself, suggest that there 

was a hidden agenda of a more troubling nature.  

5.98 There is conflicting evidence about why those concerns were not dealt with by Mr B's office. 

Whilst Mr B was very clear that it was solely a lack of time that led to the concerns not being 

discussed, that is not recorded anywhere in the minutes of the Board meeting at which the 

concerns were scheduled to be discussed. Furthermore, Mr E said that Mr B sought to ensure 

that there was no detailed discussion of UHMB at the relevant Board meeting.  

5.99 It appears to us that the evidence raises concerns, particularly about the following matters: 

• important questions, raised by a senior CQC individual, were not addressed; 

• the individual who raised those questions appears to have been marginalised by CQC; 

• although the questions were scheduled to be discussed at a Board meeting, that 

discussion did not take place; 

• there appears to be no contemporaneous record to explain why that discussion did not 

take place; and 

• the verbal explanations we have been given for why that discussion did not take place are 

inconsistent. 

5.100 All of those matters point to organisational failings at CQC. 
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5.101 However, as the Whistleblower has stated in the past, his allegations go beyond matters of 

capability and extend to issues of probity and personal integrity, in that he asserts there was 

a deliberate cover-up of CQC’s regulatory failings in relation to UHMB. 

5.102 The burden of proof that attaches to evidencing the type of behaviour alleged by the 

Whistleblower is necessarily high, which reflects the seriousness of the matter.  

5.103 The facts of the case as examined thus far do not, in our view, prove that some form of 

cover-up existed. The fact that the Whistleblower's concerns over the way UHMB had been 

regulated in the past were, in some respects at least, well founded but not satisfactorily 

answered, could merely be coincidental.  

5.104 However, during the course of our enquiries we did come across a series of events linked to 

CQC's regulation of UHMB which suggest the treatment of the Whistleblower may not have 

been entirely attributable to oversight, or the hostility and mistrust felt towards him, but may 

have been inspired by other motives. 

5.105 We set out below those events, and our findings.  
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6 PART III (B): THE INTERNAL REVIEW OF CQC'S 

REGULATORY DECISION MAKING AND ACTIVITY 

IN RELATION TO UHMB  

Please note that an anonymisation technique has been applied to this section. Please refer to 

paragraph 2.24 for details. 

INTRODUCTION 
6.1 During the course of our enquiries it was brought to our attention by an internal CQC source 

that in the latter part of 2011, during the period of "Gold Command" and other activity that 

culminated in CQC launching its Investigation into UHMB, an internal review of regulatory 

decision making and activity had been conducted by Mr J, a senior CQC individual. The 

source commented that a report had been produced (the "Mr J report") but that it had not 

been disseminated or circulated within CQC, despite the fact that it was understood by the 

source that one of the main purposes of the review was to identify lessons to be learnt from 

the regulation of UHMB. 

6.2 Hitherto we had not been advised of an internal review having been conducted along the 

lines described to us, which we considered unusual given there appeared to be a clear parallel 

with the work we had been instructed to do.  

6.3 We raised the issue with Mr G who indicated some recollection of a report prepared by Mr J. 

He advised that he did not have a copy of the report but would make enquires and suggested 

Mr F, another senior CQC individual, might have a copy. 

6.4 On 18 September 2012, Mr G emailed us a copy of a report entitled: "Summary of the internal 

review of the regulatory decisions and activity at UHMB" and advised that this was the Mr J 

report418. 

6.5 Mr G suggested to us that it was his recollection that the report had been of poor quality and 

badly written, hence it was never circulated for wider consumption. 

 

 
_________________________ 
418 Document 65. 
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ANALYSIS OF THE "MR J REPORT" 
6.6 The Mr J report419 is an undated, unpaginated Microsoft Word document, seven-and-a-half 

A4 pages long with a 3,128 "Word Count". The report has no contents table but is split into 

several sections including "Regulatory Background" (the preamble) and "Review of Regulatory 

Decision Making", in which three key questions relating to the Trust are posed and addressed. 

The questions relate to:  

"1. Deteriorating (Trust) standards; 

2. Awareness on the part of the Trust and the 'wider Health Economy' in relation to the 

identified concerns;  

3. [The] ...level of assurance and confidence…taken [by CQC] from the Trust and local 

health economy compared to independent verification." 

6.7 Other sections include:  

• "Key issues arising" containing sub-sections on "Application of Regulatory Model, Regional 

Oversight & Regulatory Activity, Provision of Assurance by the Trust and Third Parties, 

Timely use of information, Independent Assurance & Validation", and "Trust Culture and 

Behaviour";  

• "Changes in [CQC] practice", which suggests the findings of the review provide an 

opportunity to "…strengthen the operational implementation of the regulatory framework, the 

on-going management of struggling Trusts and the validation of judgements provided to other 

regulators or stakeholders." 

6.8 The final section is a "Conclusions" paragraph which asserts: 

"The overriding factor in this process was the level of 

assurance that was taken from the SHA and the Trust in the 

management of risks and concerns and the effectiveness of the 

internal control mechanism.  

In spite of the information and the significance of the concerns 

that have since been raised with regards to the delivery of 

clinical services in recent months, this level of intelligence and 

indication of falling standards of care was not evident at the 

_________________________ 
419 Document 65. 
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time nor highlighted in the monitoring programmes that the 

CQC used in its judgement making. 

The identification of additional triggers or the requirement to 

seek contradictory information or intelligence again was not 

indicated as the information that the CQC was sighted on 

supported the conclusions and judgements that were made. 

 Critically the judgements made by the CQC would not have 

changed." 

6.9 The conclusion is not clearly drafted and presents two possible ways to interpret it. The 

conclusion expresses the view that in the case of UHMB, CQC relied too heavily on 

assurances provided by the Trust and the Strategic Health Authority and that information and 

intelligence obtained would appear to have been taken at face value. It can then be read as 

saying that, given this was the regulatory model CQC was working to then, CQC was acting 

within the boundaries of what could be expected of it, and if taking the decision again, in the 

same regulatory context, would not do anything differently and therefore there was no failure 

by CQC. An alternative way of reading it is that if CQC was to make the same decision again, 

on the same information, then it would come to the same conclusion, ie there was a failure, 

but it was not in how CQC interpreted the information it had, but rather in its failure to 

obtain more and better information by critically assessing what had been provided and 

seeking more information. 

6.10 The report's conclusion might seem surprising given the critical nature of its findings which, 

while reproachful of UHMB420 for, among other things, maintaining a "secretive culture", 

being "image focussed" and "telling external bodies, in particular CQC, what they think they want 

to hear in order to keep the Trust closed to external independent scrutiny", also criticised CQC 

for a number of key failings, such as421:  

• an overreliance on assurances provided by the Trust and the SHA and a willingness to 

accept information at face value; 

• insufficient validation of information that would have helped strengthen regulatory 

judgements; 

_________________________ 
420 Document 65. 

421 Document 65. 
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• a failure to recognise that the absence of independent assurance information should have 

triggered evidence gathering; 

• local CQC staff and management changes resulting in discontinuity in regulatory 

oversight; 

• an incongruence between the apparent level of confidence in the Trust and past levels of 

concern and action taken;  

• a Trust registration process that was inadequate in terms of identifying potential risk 

indicators; 

• a lack of timely use of information and action by the regional team when triggers 

suggesting the need for regulatory intervention arose; and 

• flaws in the way in which CQC's Quality and Risk Profile operated, thereby increasing the 

potential for misinterpretation of organisational risk. 

6.11 In addition to identifying various regulatory weaknesses and/or failings, the report also 

reveals that in January 2010, three months prior to the Trust's registration, CQC was made 

aware of the existence of a maternity review that ultimately became known as the "Fielding 

review", which is considered in more detail in Part IV of this report, see Section 7 below.  

6.12 Having considered the report's findings and explicit criticisms, we recognised the potential 

parallel with the Whistleblower's concerns and therefore sought to determine why its 

existence had not been drawn to our attention earlier. We were not convinced by the 

explanation that the report was poorly written and unfit for disclosure and, in any event, its 

substance was, in our view, of key relevance to our investigation. 

6.13 In light of the above, we sought a meeting with the report's author, Mr J, to speak with him 

about his report and other matters related to our investigation. 

MR J INTERVIEW 9 OCTOBER 2012 

6.14 We interviewed Mr J on two occasions, the first time on 9 October 2012. 

6.15 We tabled a copy of the report we had been given by Mr G and Mr J said that it appeared to 

be a copy of the report he had produced in relation to his review of UHMB. He went on to 

say that the request for the report to be commissioned arose from a discussion led by Mr E at 

a weekly meeting but that he was unsure of the date, though he thought it might have been 

early October 2011. 
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6.16 We asked the purpose of the weekly meeting he had referred to and Mr J described it as an 

"Issues Meeting" that considered the weekly media attention that CQC was receiving or was 

likely to receive. Apparently, UHMB came to prominence in one of these meetings after 

a regulatory Warning Notice was issued against the Trust in September 2011. 

6.17 We asked Mr J if the purpose of his report was to manage media communications. His 

response was that was not the case and the report was about ensuring CQC was taking 

appropriate regulatory actions, that it was an internal piece of work regarding the chronology 

of CQC regulatory activity at UHMB and that its aim was to ascertain if there had been any 

omissions on CQC's part or evidence of failing to act on information. 

6.18 Mr J went on to advise that one of the purposes of the report was to determine how the 

situation prevailing at UHMB had arisen and whether CQC could have confidence in any of 

the information that it held on the Trust. In a sense it was about informing CQC's next 

regulatory steps. 

6.19 We were told by Mr J that the review was completed during the period October to December 

2011 and that he had conducted it on his own. He was unsure when the report was finalised 

but advised that he had submitted it to Mr D, Mr G and Mr E.  

6.20 Mr J said that the collective response was "This supports the decision that we are doing an 

investigation [of the Trust]" and "How did we not know all of this?" 

6.21 We were told there were also discussions around CQC's regulatory decision-making. We 

therefore asked Mr J his opinion on this and his answer was twofold. First, that the 

information CQC had given to Monitor (concerning Monitor's consideration of the Trust's 

application for Foundation Trust status) was given in good faith. Second, with the benefit of 

hindsight, CQC would have taken a different regulatory approach had it known in 2010 what 

it subsequently found out in 2011.  

6.22 We asked Mr J to be more specific and he mentioned the Fielding Review.  

6.23 We asked Mr J about any report drafting process he had followed and how many drafts his 

report had gone through. We were told there was no formal drafting or factual accuracy 

process. Further, there was no requirement for him to seek approval from anyone when 

finalising the report. Nor had he been influenced by anyone when completing the report. 
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6.24 We asked Mr J whether the report resulted in any regulatory actions being taken or 

improvement plans being implemented within CQC. Mr J's response was that the report 

findings had informed CQC's approach to regulation from an operational perspective. For 

example, they had started to conduct greater testing. We were also told that there had since 

been a shift at operational level regarding the level of assurance taken from third parties, such 

as Strategic Health Authorities; that there was now more of a focus on independence of 

regulation and that while in the past it was a reasonable expectation for CQC to rely on what 

it was told by established regulating bodies, that was no longer the case. 

6.25 We asked if the report had been discussed in any CQC meetings. Mr J advised that it had 

been but recalled that it had not been gone through "line-by-line". He added that this was not 

surprising as they had adopted a similar approach in the past with other reports and, in any 

case, matters had been overtaken by CQC launching an investigation at the Trust.  

6.26 When asked if the review was reported to the CQC Board, Mr J responded that he was not 

aware it had been, though he was unsure if Mr D or Mr E had shared it with anyone.  

6.27 We asked Mr J to provide us with, among other things, a copy of the email he had used to 

issue his report to Mr D, Mr G and Mr E. 

6.28 At 14:25 hours on the 23 October 2012, Mr J sent us a copy of the above mentioned 

e-mail422. From this, we saw that the report had been emailed to Mr G, Mr E and 

Mr F - copied to Mr D – at 17:00 hours on 7 March 2012. 

6.29 This indicated to us that Mr E and Mr D had received Mr J's critical report on UHMB twelve 

days before the Whistleblower had emailed them his 19 March 2012 paper raising concerns in 

relation to CQC's regulation of UHMB.  

6.30 As alluded to earlier, there were potential parallels between Mr J's report findings and the 

Whistleblower's concerns, yet the Whistleblower had made no reference to the report during 

our interview with him, or in any follow-up communications, which we considered unusual 

given his apparent punctilious attitude toward the whole matter of UHMB. It suggested that 

he was not aware of the report as if he had been, then he would very likely have seized upon 

the report's findings to vindicate his own concerns about UHMB. This led us to wonder 

whether anyone other than a small circle of CQC individuals had knowledge of the report. 

_________________________ 
422 Document 249. 
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6.31 Mindful of Mr J's assurance that the report had given rise to operational changes, we 

reviewed various CQC Operational Risk and Escalation Committee (REC423) meeting 

minutes, in particular the one chaired by Mr J on 22 March 2012. We found no mention of 

the report or its findings.  

6.32 As the report contained serious criticisms of UHMB, we contacted a CQC manager who, 

under the supervision of Mr J, had close involvement with the investigation at UHMB, an 

investigation that was still active at the time the report was emailed to Mr G, Mr E, Mr F and 

Mr D. We enquired whether he was aware of the report or any of the report's findings, as we 

would have expected those critical of UHMB to have been fed to the Investigation Team, 

given their potential relevance as intelligence. The CQC manager advised us that he had no 

knowledge of the report or its findings.  

6.33 We reviewed CQC Board meeting minutes and found no evidence of the report or its 

findings having been discussed, though we did find very brief reference by Mr D to a "lessons 

learned" exercise at a Board meeting on 15 February 2012. 

6.34 We searched the CQC website and found no mention of the exercise mentioned by Mr D.  

6.35 We made enquiries concerning the Issues Meetings mentioned by Mr J in order to review the 

meeting minutes but were advised that the meetings were not documented. 

6.36 We considered the apparent absence of Mr J's report from our search of the official records 

of CQC as potentially concerning, particularly in light of the critical issues it had highlighted 

for the organisation. Our concern was increased by the fact that the Whistleblower, a senior 

CQC individual, had formally raised his concerns with other senior CQC individuals that 

resonated with criticisms in the report but, despite his persistence in attempting to seek 

answers, appeared to have no knowledge of the report's existence, notwithstanding the fact 

that the senior CQC individuals, two of whom he was seeking answers from, did appear to 

have knowledge of the report but had apparently not shared it with him.  

6.37 As a result of our concerns, we investigated more closely the circumstances surrounding the 

Mr J review and subsequent report, the results of which we detail in Section 7 of this report. 

 

_________________________ 
423 See Glossary at Appendix 1 for a description of the role of the REC. 
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INVESTIGATION INTO THE INTERNAL REVIEW OF CQC'S REG ULATORY 

DECISION MAKING AND ACTIVITY IN RELATION TO UHMB  

6.38 In order to aid understanding of this particular issue, we set out below a timeline of key 

events relevant to the review and subsequent report. In it we make reference to the sources of 

information used to establish the timeline.  

6.39 Thereafter, we set out details of the various interviews we conducted with certain of the 

individuals concerned. We then provide our analysis and conclusions. 

TIMELINE OF KEY EVENTS 

6.40 On 2 September 2011, CQC issued a regulatory Warning Notice to UHMB in relation to 

maternity services (see paragraphs 4.61 to 4.65 above). That month, subsequent to the serving 

of the Warning Notice, there were two maternity deaths at the Trust that appeared to link to 

issues relevant to the Warning Notice. This, apparently, attracted media interest and became a 

matter of some concern for CQC and Monitor, as evidenced by an email sent by Mr E at 

09:52 hours on 13 September 2011424 to Mr D and Mr N and copying in Mr G. Mr E wrote: 

"I saw [Mr L (from Monitor)] and understandably he was very 

exercised about MB [UHMB]  and how we could have got our 

assessment so wrong. He also believes very strongly that the 

media interest will remain very live. I therefore need to see by 

the end of the week at the latest an account of all CQC's 

regulatory activity in relation to this hospital." 

6.41 At 15:45 hours on 16 September 2011, Mr D emailed Mr E a Word document entitled: 

"Chronology of Health Care Commission (HCC) and Care Quality Commission (CQC) work with 

University Hospitals [of] Morecambe Bay". The document was prepared by Mr H and Mr N on 

13 September 2011425. Accompanying the document was a proposed draft letter to Mr L and 

a Monitor colleague. 

6.42 The following month - October 2011 - a further maternity death occurred at the Trust. 

_________________________ 
424 Document 147. 

425 Document 147. 
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6.43 On the afternoon of 14 October 2011, a telephone conversation appears to have taken place 

between Mr D and a senior Monitor individual, the substance of which Mr D relayed in an 

email sent at 16:11 hours to Mr E, Mr G and Mr J426. In it, he wrote: 

"I have just had a conversation with [the senior Monitor 

individual]. They are intending to do an internal review of the 

actions and decisions leading up to the decision to authorise 

this Trusts [sic] last year, in part on the basis of the CQC 

assurances regarding problems in maternity services. 

Their hypothesis is that it is not unreasonable to have expected 

the [CQC] regional team to have looked at evidence clearly 

demonstrating continuing problems and therefore was the 

inspection robust within our methodology and reasonable 

expectations of what an inspection should seek out in terms of 

evidence." 

6.44 Within the same email, Mr D instructed Mr J to: 

" …commence an immediate review of our [CQC's] regulatory 

decisions [in relation to UHMB] since April 2010 in line with 

our internal SUI process427 and report to me your finding and 

recommendations on the following: 

"On the basis of the regions [sic] knowledge and history with 

this trust, was the [maternity] inspection in June 2010 a 

reasonable and robust process to have followed. 

Was the planning and risk assessment adequate? 

_________________________ 
426 Document 265. 

427 On 14 March 2013 in an email response to an enquiry from us regarding the nature of an 

investigation within the context of CQC's internal SUI process, Mr D wrote that CQC's 

internal SUI process is analogous to an inward-looking serious case review that follows "root 

cause analysis methodology". Such a review is carried out by a person who has not had any 

involvement in the regulatory decision-making related to the case being reviewed. The high-

profile case of serious abuse at the Winterbourne View Care Home was given by Mr D as an 

earlier example of a CQC internal SUI review.  
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Is it reasonable for the region to have determined [the Trust] 

was compliant and provided assurance to Monitor and then to 

issue a WN [Warning notice] just over 12 months later on issues 

similar to previous concerns."428 

6.45 He went on:  

"[Mr L]  will raise this on Wednesday [with] [Mr E]  and [Mr G]  

as for Monitor it has unhelpful echo's [sic] of Mid Staffs." 

6.46 At 17:07 hours on 25 October 2011, Mr J sent an e-mail entitled "UHMB - early findings"  to 

Mr D, which appears to be linked to the UHMB review he had been commissioned to 

undertake 11 days earlier429. In it he advised the following:  

"…it is clear that there are a myriad of issues that have either 

directly or indirectly impacted on the quality [of]  judgement 

which was conveyed to Monitor as part of the FT authorisation 

process. 

1. Scope of the Responsive Review [of FGH maternity services] 

in June 2010 was extremely narrow and I would suggest too 

narrow to make a judgement or be used as a judgement for the 

whole Trust. The reasons for the narrow scope need to be 

explored further…. 

2. The Trust's evidence of compliance appears to have been 

taken on face value and unchallenged. This again has 

something to do with culture of the Trust and also process at the 

time. The region have fed back a message of monitoring rather 

than performance / compliance management. 

3. [CQC] Changing teams meant that no-one had [a] complete 

picture of the historical concerns, even though this was well 

documented. 

4. Given that the information presented at the time was 

compliance, it is now considered that the action that the Trust 

_________________________ 
428 Document 265. 

429 Document 514. 
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said it was taking in 2010 was not taken nor robust. 

Superficially this suggested compliance with work in progress 

to strengthen. With the benefit of hindsight a more in depth 

assessment at the time may not have reached the same 

judgement. Such an in depth assessment may have been 

influenced by process as well as the backgrounds on the 

compliance teams. 

5. I need to follow up on the regional risk meetings to determine 

level of discussion, agreement of action and escalation  

6. Monitor's awareness of issues and involvement is well 

documented, however there is a final response in 

September 2010 from us stating improvement." 

6.47 At 18:55 hours that evening, Mr D emailed his response as follows430:  

"Thank you - discuss with [Mr E]  at issues meeting to keep 

[Mr E]  up to speed with progress and emerging findings please 

if this blows up whilst I am away."  

6.48 Mr J responded: 

"Will do! There is more to do as I am only up to October 2010 

with the overview. 

"However, I think there are certainly issues we need to be 

aware on [sic] in terms of regulatory action with this Trust and 

any thresholds re. tolerance or confidence (personally these are 

already very low)."431 

6.49 At 22:44 hours on 14 December 2011, Mr H sent an email to Mr J entitled "UHMB internal 

review"432. In it he wrote:  

"Is the report/briefing paper you were producing on the 

registration and compliance pathway of the trust completed and 

_________________________ 
430 Document 514. 

431 Document 514. 

432 Document 509. 
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can this be shared? Interested to ensure other decisions of 

activity are informed." 

6.50 At 10:05 hours the following day Mr J's email response was as follows433: 

"The report is drafted however is not ready for circulation. I 

hope to be in a position to do this in the period between 

Christmas and New Year. You will recall this is a reflective 

review rather than the current position however in terms of 

affecting or informing future regulatory activity the key findings 

informing recommendations will be around timely 

consideration of all information and intelligence available and 

regulatory follow up action (inspections and enforcement)."  

6.51 At 17:28 hours on 15 December 2011, Mr D emailed, among others, Mr E, Mr G, Mr F and 

Mr J, in respect of UHMB to advise: 

"…following discussion at REC and with Monitor this afternoon 

we have determined that an appropriate course of joint action is 

to launch an investigation into care, clinical and corporate 

governance at this Trust."434 

6.52 At 10:00 hours on 10 February 2012, a Monitor individual sent an email to Mr F entitled 

"CQC lessons learned exercise on Morecambe Bay?". In it he wrote: 

"I've been asked to check that you are also doing a lessons 

learnt exercise, as we are, on whether the recent issues 

identified at the trust could or should have been picked up at the 

time of your June 2010 Responsive Review or our authorisation. 

Apparently [Mr E]  committed to [Mr L]  to do this. Assuming 

that is indeed underway, we feel that we should both refer to the 

fact that we are doing this. We will publish the results of ours, 

which is being done by our internal auditors [KPMG], and 

HSJ435 are aware of this. 

_________________________ 
433 Document 509. 

434 Document 237. 

435 Health Service Journal. 
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Can you let me know what's happening at your end?" 436 

6.53 Mr F forwarded the email to Mr D four minutes later and wrote: 

"…take it this is the piece of work you referred to [Mr J] 

carrying out? Assume no plans to make this public?" 

6.54  At 10:10 hours Mr D replied: 

"Yes it is work [Mr J] did….We have no plans to make public as 

its [sic] an internal review of process not a revisit of 

decisions/judgement of region…I had no inputs into [Mr J] 

piece." 

6.55 At 11:12 hours on 2 March 2012, Mr E emailed, among others, Mr F, Mr D, Mr J and Mr G 

regarding UHMB437. He advised them of a conversation he had had with Mr L of Monitor 

regarding the HSJ "chasing" Monitor in respect of a piece on UHMB they were publishing 

imminently. Mr E went on to list three potential conclusions Monitor was considering 

drawing from their own review of UHMB decision making, the third one being: "…we [CQC] 

got it wrong."438. Mr E concludes his email as follows: 

"What we must do, as far as possible I would say, is turn this 

into a joint reflection between the two bodies, otherwise we run 

the risk of having a public argument which helps no one. Can 

we please consider how we are going to progress this and pick 

it up at key issues [meeting]? Also, [Mr J] I asked for a copy of 

our report. Can you get that to me today." 

6.56 At 11:31 hours, Mr F responded to the group: 

"This raises wider issues beyond the immediate UHMB 

problem. We should try to make the UHMB review a joint piece 

of work – but also use it to move the issue beyond a blame 

exercise…."439 

_________________________ 
436 Document 344. 

437 Document 331. 

438 In the context of the narrative used by Mr E it appears the use of the pronoun "we" refers to CQC. 

439 In the context of the narrative used by Mr E it appears the use of the pronoun "we" refers to CQC. 
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6.57 At 10:21 hours, on 7 March 2012 Mr J emailed Mr D his "Internal Findings Summary" in 

respect of UHMB; in effect, his report summarising the SUI review he was commissioned to 

undertake by Mr D on 14 October 2011440.  

6.58 At 10:51 hours Mr D emailed the following response: 

"Ok to forward [report] to [Mr F and Mr E]. I believe this is 

a fair and accurate critique of our actions in the wider context. 

The issues resonate with my conversation yesterday, it became 

group think and the achievement of FT became the end rather 

than means to an end. 

The weakest point for us is the registration decision, I believe it 

should have had conditions in hindsight that would have given 

more scrutiny, also it was not monitor [Monitor] raising 

concerns that led to our RR [we believe this denotes 'Risk 

Rating'], it was the outstanding [Baby T] complaint at 

Ombudsman that both of our organisations were unwilling to 

give [the] ok until that reported." 441  

6.59 At 13:00 hours on 7 March 2012, Mr J sent an email, entitled "UHMB Briefing" to Mr G, 

Mr E and Mr F, copied to Mr D442. He wrote: 

"Please find attached a summary of the internal review of the 

registration of the Trust by CQC and information 

communicated to Monitor in the authorisation of UHMB for 

foundation Trust status. 

[Mr F]  – following this week's meeting, can we meet to discuss 

messaging?" 

  

_________________________ 
440 In the context of the narrative used by Mr E it appears the use of the pronoun "we" refers to CQC. 

441 In the context of the narrative used by Mr E it appears the use of the pronoun "we" refers to CQC. 

442 Document 249. 
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6.60 The report was entitled "Summary Of The Internal Review Of The Regulatory Decisions and 

Activity At UHMB"443 and appears to be the original electronic version of the copy report 

provided to us by Mr G on 18 September 2012.  

6.61 At 17:26 hours on 8 March 2012, Mr E's Personal Assistant sent an email entitled "Meeting to 

discuss Morecambe Bay prior to CQC/Monitor meeting on Tuesday, 13 March 2012" to Mr G, 

Mr D, Mr J and Mr F. Copied in, among others, was Mr E. The PA wrote: 

"…I have put into your diary 45 minutes on Monday 

[12 March 2012] to discuss Morecambe Bay prior to the 

meeting [Mr E, Mr D and Mr F] are going to on Tuesday at 

Monitor to discuss the findings of the KPMG Report [the report 

of Monitor's review of their own decision making in respect 

of UHMB]." 444 

6.62 On 14 March 2012, a CQC Private Board meeting took place at Finsbury Tower. The 

minutes record that Mr E stated that the HSJ would be publishing an article focusing on the 

reasons why less than 12 months after Monitor had given Foundation Trust authorisation to 

UHMB, it was discovered there were serious quality and governance issues at the Trust. The 

minutes record that he went on to say that Monitor would be taking the stance that they had 

made a risk-based judgement and with assurances provided by the SHA and inspections 

undertaken at the time, they believed that Morecambe Bay was capable of becoming a 

Foundation Trust445. 

6.63 On 22 March 2012, a CQC Operational Risk and Escalation Committee (REC) meeting, 

chaired by Mr J, took place. According to the meeting minutes, UHMB was mentioned very 

briefly with regard to an action point from a previous REC meeting concerning the Terms of 

Reference for the CQC investigation at UHMB and a closed "liver disorder" case. The 

minutes make no mention of Mr J's UHMB review report446. Further, the report was not 

mentioned at subsequent REC meetings.  

 

_________________________ 
443 Document 65. 

444 Document 333. 

445 Document 213. 

446 Document 54. 
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INTERVIEWS  
6.64 Consequent to our initial interview with Mr J on 9 October 2012 in which we discussed his 

review of CQC's regulation of UHMB, we conducted further interviews with the following 

individuals: 

1. Mr G (two interviews); 

2. Mr J; 

3. Mr D; 

4. Mr F; 

5. Mr E; and 

6. Mr B. 

6.65 We now set out the substance of those interviews. 

MR G INTERVIEW 

6.66 We interviewed Mr G twice in respect of this matter; the first was on 21 November 2012. We 

began the interview by tabling Mr D's email of 14 October 2011 – sent among others to 

Mr G - in which he had instructed Mr J to carry out the "SUI" review. Mr G advised that he 

did not recall the email. 

6.67 We asked Mr G his interpretation of the email and whether he considered its subject matter 

to be a serious or routine issue. He replied that he thought it appeared to be the type of issue 

CQC would have taken seriously as, to him, it suggested that CQC had not conducted its due 

diligence around UHMB's Foundation Trust application very well. 

6.68 We asked Mr G how he would have followed up the email and he replied that he assumed 

Mr J and Mr D would have followed matters up and that he would have expected any 

subsequent report to have emerged at a REC meeting. 

6.69 We asked whether the decision to commission the report would have been made at one of 

the "Issues Meetings". He replied that, in his opinion, it was unreasonable to assume that 

would have occurred and that it seemed to him that the decision was made as a result of the 

telephone call between Mr D and the senior Monitor individual. 

6.70 We asked if Mr D had been empowered to make such a decision on his own. He responded 

that he would have expected Mr D to speak to someone about the matter but that it was 

within his competencies to commission such a report and that while it appeared that he was 
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seeking Mr E's support (in commissioning the review), his approval would not have been 

essential. Mr G went on to add that he would have expected REC to have known about the 

report being commissioned. 

6.71 We asked Mr G how the review's progress would have been tracked. His response was that 

he could not remember but Mr F had kept a copy of the report; hence him being able to 

provide us with a copy. He went on to say that while he could not remember seeing a draft of 

the report, he did recall that it was decided that it was of insufficient quality to be used.  

6.72 We tabled Mr J's email of 7 March 2012447 sent to, among others, Mr G (see paragraph 6.59). 

We asked Mr G if he recalled receiving the email transmitting the report to him. He 

commented that the report no longer seemed to be in draft form anymore, which did not 

appear to answer our question.  

6.73 We observed to Mr G that the email suggested the matter was to be discussed at an Issues 

Meeting and he acknowledged that it seemed to be the case but said that he did not know 

whether the meeting had taken place. 

6.74 We asked if he knew what had happened with the report after it was sent to him and the 

other recipients. His response was that he did not know.  

6.75 We reminded Mr G that after receiving the report he had requested a timeline of the activity 

detailed in the report, which he acknowledged, saying that he had wanted a summary. 

6.76 We tabled the report and asked if he had read it and, if so, whether it had caught his 

attention. He replied that he had not read it but had wanted a summary to ease his 

understanding as the report seemed too messy and, in his view, did not seem to be an 

objective review of CQC's decision making. 

6.77 We drew Mr G's attention to page 6 of the report, specifically the section on "Trust Culture 

and Behaviour" in which Mr J had written:  

"On reflection the regional team have described the Trust as: 

• Image focussed 

• Achievement of Foundation Trust status was essential  

_________________________ 
447 Document 249. 
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• Response to regulation is aligned to the former Annual 

Health Check assessment and the provision of lots of action 

planes [sic] and monitoring plans as evidence of 

compliance 

• A secretive culture prevails with the Trust appearing to 

decide who they tell what and when alongside telling 

external bodies in particular the CQC what they think they 

want to hear in order to keep the Trust closed to external 

independent scrutiny. 

• Pressure and demands from operational leadership teams 

to just do it evidenced through whistleblowing"448 

6.78 Mr J's analysis (in his report) of how the above affected CQC's decision making was as 

follows: 

"The significance of the impact of the Trust’s culture on the 

regional team’s decision has not been determined however it 

does appear to have led [to] the provision of assurance and the 

distraction of the regulator from further scrutiny and validation 

of the information as an accurate account of the standards of 

care being delivered at the Trust."449 

6.79 After reading the section, Mr G commented: "Sounds just like Mid Staffs to me." 

6.80 We asked why, in light of the Whistleblower having submitted his paper on UHMB less than 

two weeks after Mr J had submitted his report, the matter was not discussed at the next REC 

meeting or escalated by other means, particularly given the seriousness of the issues at play. 

We pointed out that we had been unable to speak with anyone who could explain to us 

exactly what had happened with the report. 

6.81 Mr G's response was that it was probably the case that the review was not an objective one 

and that the report was not good enough.  

_________________________ 
448 Document 65. 

449 Document 65. 
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6.82 We asked Mr G his opinion of the quality of Mr J's work. He responded that Mr J had not 

been at the organisation that long450 and suggested that he had perhaps been uncertain of his 

role in the organisation and the reporting mechanisms. He added that Mr J was not 

independently critical and suggested that he had conducted a "self-review" when undertaking 

his work451.  

6.83 We reminded Mr G that the report had been sent to three people in total. He commented 

that there was no agreement on how to proceed and what to do about the report. He claimed 

that Mr F had said [in respect of the report] "Are you kidding me? This can never be in a public 

domain nor subject to FoI [a Freedom of Information request]!"452. 

6.84 We asked Mr G if there was any instruction to destroy the report. His response was that he 

was not sure. He then went on to say that anyone was capable of producing a poor report 

and that it should have been "corrected" and followed up. He stated that what had happened, in 

terms of the report not being progressed, was not good enough and that steps should have 

been taken to rectify matters. He further commented that if the report was not independent 

enough then CQC should have commissioned an [external] independent review.  

6.85 We asked Mr G what would be his position today, faced with the same set of circumstances. 

His response suggested he would have done things differently. He advised that the period in 

question was a frustrating one, that CQC had lacked a strategic approach and were, instead, 

acting tactically. He went on to say that UHMB had been a poorly performing Trust, one of 

many and when scrutinised, their regulatory activity did not "stack up". He suggested that 

CQC's regulation of UHMB was not a good piece of work.  

6.86 Mr G concluded by commenting that there was no intention on the part of Mr E to cover up 

anything in relation to UHMB and that what had occurred was really more akin to "sloppy 

management than cover up". He also advised that CQC needed to learn and should not have 

ignored matters.  

_________________________ 
450 In interview, Mr J advised that he joined CQC in 2010. He had been in post for approximately 
eighteen months by the time his report was published. 

451 This comment by Mr G suggests he thought Mr J had had prior involvement in the UHMB case, 
such that he should not carry out the review. According to Mr D, Mr J was selected to undertake the 
review in accordance with the CQC SUI procedure which requires that the reviewer should not have 
had any prior involvement in decision making in relation to the matter under review. 

452 The Freedom of Information Act gives members of the public freedom to ask any public sector 
organisation for all the recorded information they have on any subject.: www.gov.uk/make-a-
freedom-of-information-request/the-freedom-of-information-ac 
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6.87 At the conclusion of the meeting we asked Mr G if he would read Mr J's report and email us 

any further thoughts. In that regard, the following day, Mr G emailed us the following 

comment453: 

"Thank you for yesterday , I have read the report and have no 

further observations to make except to say the conclusion 

stretches credibilty [sic]." 

RE-INTERVIEW OF MR J 

6.88 In an attempt to corroborate Mr G's version of events in relation to the Mr J SUI review, we 

re-interviewed Mr J at CQC's offices on 29 November 2012.  

6.89 We asked him why it had taken several months to report his review findings. His response 

was that it had been a busy time for CQC with regional restructuring, the UHMB 

investigation itself and having to carry out regular day-to-day responsibilities. Further, he was 

not being chased for the report.  

6.90 We asked about Mr H chasing the report and Mr J said that he was chased by Mr H no more 

than twice but that he had reservations about sharing the report with him as the findings were 

not supportive of past regulatory decisions and judgements and, in any event, the sharing of 

the report with the region had not been discussed. His view was that the report was 

commissioned centrally and a decision to share it with the region was therefore not one for 

him to make. He went on to say that the report contained some sensitive issues that reflected 

badly on the region in question and he therefore did not know how Mr H would react to 

them.  

6.91 Mr J also advised that in terms of taking forward the lessons learnt from the review, it was 

possible to make changes without singling out for criticism any particular individual. We 

asked if the necessary changes arising from the review were documented. Mr J told us that 

they were not but changes to the regulatory model had occurred nonetheless. For example, 

CQC no longer took "third party assurances" at face value. Another example given was the 

establishment of a special Foundation Trust team within CQC. 

6.92 We asked about the meeting on 12 March 2012 with Mr E, Mr G and Mr F. Mr J confirmed 

he attended that meeting and stated that it had been organised to discuss UHMB in light of 

an upcoming story by the HSJ regarding the Trust. According to Mr J, Monitor was due to be 

_________________________ 
453 Document 507. 
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interviewed by the HSJ regarding Monitor's FT Authorisation of UHMB in light of the SUIs 

that had occurred.  

6.93 He went on to say that Mr E and Mr G had wanted to know about the contribution CQC 

had made toward the Monitor FT Authorisation decision and what information they had 

provided to Monitor.  

6.94 We asked if, at the meeting, there was any discussion about potential risks for CQC arising 

from his report. Mr J replied that nothing of that nature was discussed, though there was 

a discussion concerning how, in terms of regulatory oversight, UHMB differed from the 

"Mid-Staffs" situation.  

6.95 We asked Mr J for his view on what he perceived were the differences between UHMB and 

Mid-Staffs. He replied that he could not answer as he had not been at CQC sufficiently long 

enough. He did say that Mid-Staffs was not the only trust against which parallels could be 

drawn and added that the discussion at the meeting focused on whether the UHMB situation 

could have been avoided, if any blame could attach to CQC, whether there had been any 

indications to CQC that the issues at the Trust were systemic and if these could have been 

followed up with more prompt action.  

6.96 Mr J said that while he was of the opinion that his report did not give a view on UHMB that 

would allow parallels to be drawn with Mid-Staffs, he conceded that his findings did not 

reflect good regulatory activity on the part of CQC and that it did not show the organisation 

in a good light. 

6.97 We asked Mr J if he had been asked by anyone to change or amend the report and he replied 

that he had not but that the meeting on 12 March 2012 was an uncomfortable one for him. 

Referring to his contemporaneous notes of the meeting454 he advised that Mr G had 

instructed him to delete his review report; an instruction that, he claimed, was verbally 

supported by Mr E and Mr F.  

6.98 According to Mr J, Mr G stated that the report had to be deleted as it was posing an "FoI 

risk" for the organisation as it was negative and therefore damaging for CQC. 

6.99 We asked Mr J if he had followed Mr G's instruction and he replied that he had not as he did 

not agree with Mr G's comments or his instruction. He added that he felt he was being put in 

_________________________ 
454 Document 305. 
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a very difficult position given it was Mr E and Mr G who were asking him to do something 

he felt was clearly wrong. He went on to say that while he could not remember specifically 

what he had said during the meeting, he did recall attempting to defend his position. He did 

not see the report in such a negative light and, in fact, thought it presented a positive 

opportunity for learning lessons. Contrary to the views expressed by the others, he felt it was 

important to acknowledge missed opportunities and then move on, ensuring that changes in 

practice were made.  

6.100 Mr J also said that he had felt very uncomfortable about the apparent weight that was being 

given in the meeting to the potential media impact and reputation damage his report findings 

might cause to CQC. His view was that the focus instead should have been on patient safety 

and the protection of service users as a main priority.  

6.101 Again relying on his contemporaneous notes, Mr J said that as a result of what had happened 

at the meeting, he had an impromptu meeting the following day with his line manager, Mr D, 

to whom he relayed the troubling instruction given to him by Mr G. According to Mr J and 

his contemporaneous note, Mr D said that the report was not a negative one and, in fact, was 

a balanced piece of work and could therefore not be deleted as it was needed to ensure 

improvements were made in relation to future CQC regulatory decision making. 

6.102 Given he had felt Mr G's instruction regarding his report was so wrong, we asked Mr J 

whether he had ever considered escalating matters by "blowing the whistle". He replied that it 

was not something he had considered. As far as he was concerned, having the support of his 

line manager was the most important thing to him.  

6.103 In the context of ensuring that lessons learnt from the report were followed through, we 

asked Mr J why he had not referenced his report at the REC meeting he chaired later that 

month. He replied that he had not been asked to share it at REC.  

6.104 Mr J also said that in addition to receiving the "delete" instruction he had been asked to 

provide a summary chronology of CQC's regulation of UHMB, free of references critical of 

CQC. In effect, he had been asked to omit anything that could be considered damaging for 

CQC. 
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RE-INTERVIEW OF MR D  

6.105 In an attempt to corroborate what we had been told by Mr J in relation to the discussion he 

claimed took place with Mr D after his meeting on 12 March 2012, we re-interviewed Mr D 

on 7 December 2012.  

6.106 Mr D confirmed that Mr J had told him that he had been asked in a meeting the previous day 

to delete his CQC UHMB review report due to the potential damage it could cause to CQC 

and that he needed advice on the matter. Mr D said he advised Mr J not to delete the report. 

He went on to say that he felt that it would have been more appropriate for Mr E and Mr G 

to have spoken to him about the matter first, rather than go direct to Mr J. 

6.107 We therefore asked Mr D if he had subsequently discussed the matter with either Mr E or 

Mr G. He replied that he would have had a discussion but could not recall when this might 

have occurred. 

6.108 We asked Mr D if he had raised the issue with the Board and he responded that he had not as 

it was an operational issue and it was prior to the Whistleblower raising his questions about 

UHMB. Mr D suggested that the outcome of the meeting on 12 March 2012 might have been 

different if he had been present and that while he was surprised at the nature of the 

conversation that had taken place, he did not believe this amounted to a cover-up. 

6.109 We pressed the cover-up point and Mr D conceded that it would be possible for an individual 

to perceive what had happened in such a way but he did not think that was the case. He 

suggested that what had occurred was more in the realms of reputation management than 

cover-up.  

6.110 We asked Mr D to consider whether concealing information in order to protect a reputation 

amounted to a cover-up and given his role did he not think this was wrong? He replied that 

from both a personal and professional perspective he thought the instruction allegedly given 

was "…wholly unwise".  

6.111 We observed that it was clear there were lessons to be learnt from CQC's regulation of 

UHMB and Mr D's response was that was the reason for the review and that improvements 

had since been made. We asked if there was any evidence, such as a document, that linked 

improvements made to Mr J's report and Mr D said that there were various compliance and 

improvement reports that the report would have influenced.  
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6.112 We asked Mr D about the failures to respond to the Whistleblower, in the context of Mr J's 

report. He responded that he did not consider the two were linked. He suggested that the 

Whistleblower did not agree with CQC's regulatory model and that rather than being about 

regulatory activity at UHMB, the Whistleblower's questions were an attempt to change things 

by discrediting him [Mr D] personally. 

6.113 We then discussed whether the criticisms levelled at UHMB in the report were ever 

communicated to the CQC team that was conducting a live investigation at the Trust at the 

time. Mr D commented that he would have expected the information to be passed on to the 

Investigation Team but that he did not know if this had happened and in any case it was 

a matter for Mr J to address as he had oversight of the investigation. 

6.114 We asked about the relationship with Monitor in the context of the events at UHMB and 

Mr D said that prior to commissioning Mr J to do his review, he had a telephone 

conversation with Monitor in which Monitor said that they had felt let down and exposed by 

CQC's inspection at UHMB in June 2010 and had asked if CQC was conducting its own 

review of what had happened. He added that he felt there was a "blame culture going on 

amongst stakeholders".  

6.115 We asked Mr D why, during his interview with us on 14 November 2012, he had not 

mentioned his conversation with Mr J on 13 March 2012 when Mr J had advised him of the 

"delete" instruction. He replied that he did not think it was his information to share and that, 

in his opinion Mr J's recollection, as detailed in his contemporaneous note, was "hearsay". He 

added that he could understand why we thought it might be relevant to our enquiries but 

reiterated his belief that what had occurred did not amount to a cover-up. 

RE-INTERVIEW OF MR G 

6.116 As a consequence of the claim by Mr J that Mr G had instructed him to delete his CQC 

UHMB report, we re-interviewed Mr G on 7 December 2012455. 

6.117 We explained to Mr G that we wished to speak with him further concerning the Mr J report; 

the serious issues it had raised; the fact that the report seemed to have "disappeared" after 

a meeting, which he attended, on 12 March 2012 and an allegation that an instruction had 

_________________________ 
455The following account of this interview is based upon contemporaneous notes taken by 
Grant Thornton, a typed summary of which was sent to Mr G for factual accuracy checking. 
Unfortunately, Mr G did not accept the summary was accurate and proposed changes which 
Grant Thornton could not accept were an accurate version of what was discussed. The account 
detailed is therefore Grant Thornton's account. 
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been given to delete the report despite it containing information that appeared useful from 

a "lessons learned" perspective.  

6.118 We asked Mr G if he had had any further thoughts about what had happened during the 

period in question. 

6.119 Mr G's response was that he was unable to remember that far back and had no recollection 

of the report other than Mr F had mentioned it to him. He added he was always kept very 

busy with up to twenty cases a week being discussed "week-in-week-out" and that UHMB may 

have been one of those cases. 

6.120 We commented to Mr G that there did not appear to be any evidence of the negative issues 

identified by Mr J in his report having been communicated to CQC's team that at the time 

was in the process of conducting an investigation at the Trust. His response was that Mr D 

was responsible for the investigation's Terms of Reference.  

6.121 We referred to the fact that Mr J's report contained criticism of CQC and asked Mr G if the 

report was something he would have wanted in the public domain. His response was that the 

report was not of a good standard and observed that it was clear to him that if there had been 

better governance around the report then something should have been done with it. 

6.122 We suggested to Mr G that his assertion regarding the quality of the report was one of form 

taking precedence over substance, whereas what really mattered were the regulatory issues the 

report raised. We expressed our concern that the regulatory issues identified in the report 

appeared to have been passed over. He responded that he did not know about that as 

regulatory issues were not his responsibility under CQC's scheme of delegation and that his 

job was to consider issues of a different nature. He added that it was the responsibility of 

Mr D and Mr E to address regulatory matters. 

6.123 We advised Mr G that we had been told that during the meeting of 12 March 2012 an 

instruction to delete the report had been given. We asked him if he could recall what had 

been said. His response was that he could only recall the report and any related discussion on 

the basis of what Mr F had told him. 

6.124 We asked Mr G if he considered that such an instruction was a serious issue. He replied that 

more serious was the apparent lack of follow-up of the report findings.  
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6.125 We asked Mr G whether he felt an instruction to delete a CQC report was acceptable. He 

again replied that he could not recall the report and only remembered his conversation with 

Mr F.  

6.126 We then asked Mr G if he had instructed Mr J to delete the report. He replied that he did not 

give such an instruction as he would not have been authorised to do so. 

INTERVIEW OF MR F  

6.127 We interviewed Mr F on 21 February 2013. 

6.128 At the beginning of the interview Mr F told us that he had recently changed his reporting 

line. Until very recently his line manger had been Mr G. 

6.129 We tabled the Mr J report and Mr F confirmed that he remembered it and recalled thinking at 

the time there was a need for an external, independent review as he had felt the report 

findings were not consistent with the final conclusion, which he did not agree with.  

6.130 We asked Mr F about any discussions he may have had with Mr J regarding the report. He 

said that he recalled that in the context of an upcoming media interview of Mr D, he and Mr J 

had discussed the position CQC should adopt. They discussed what information on UHMB 

CQC had in its possession and whether the regulatory decisions made would have been 

different if there had been more information.  

6.131 We raised with Mr F the meeting on 12 March 2012 that he had allegedly attended and he 

advised that he had no specific recollection. 

6.132 We told Mr F that we had previously spoken with a number of people present at that meeting 

and it had been alleged that he had said Mr J's report could not be exposed to the risk of 

a Freedom of Information request by being allowed to enter the public domain on account of 

the potential damage it could cause to CQC's reputation. His response was that he had 

probably been unhappy with the quality of the report and the fact that the conclusion was 

inconsistent with the preceding findings. He added that he had probably felt that the report 

was glib in nature, that it was not a good piece of work, that it did not answer the questions 

that had been asked and that something more robust was needed. He would therefore not 

have wanted the report to be circulated in those circumstances. 

6.133 We asked Mr F to explain his thoughts further and he responded that he felt the report was 

not robust enough, that there were questions to be answered about various decisions, 
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including why UHMB was registered by CQC without any conditions and that Mr J's report 

did not address the right questions. He went on to say that he remembered there were errors 

in the report, that he could not remember reading anything critical about CQC and that it had 

not contained any "killer views" of the organisation. He added that if he had said the report 

was not for the public domain, it was because he felt it was neither sufficiently robust nor 

critical enough and that he had wanted external scrutiny456.  

6.134 We asked Mr F whether he recalled anyone at the meeting giving an instruction to delete 

Mr J's report. He replied that he did not and pointed to the fact that he had retained a copy in 

his records. 

6.135 When pressed further on the issue, his response was that he could not say that such an 

instruction had not been given but that if it had he could not think why he had not acted 

upon it.  

6.136 We discussed with Mr F the issue of the Whistleblower and his paper regarding UHMB. 

6.137 Mr F advised that he had heard about the Whistleblower's UHMB paper and that while he 

thought the questions that the Whistleblower had raised were very good ones and required 

answering [by CQC Operations], the way in which the Whistleblower was publicly criticising 

and undermining CQC concerned him. He described the Whistleblower as "bombarding" 

CQC with detailed questions that required detailed responses, that he [the Whistleblower] was 

suspected of anonymously leaking information outside of the organisation, contrary to his 

own advocacy of transparency and that this has caused him (Mr F) to feel that CQC was 

"fighting a losing battle" in trying to perform its role.  

6.138 Mr F went on to express his view that the Whistleblower, in the context of his CQC role "felt 

more like the enemy than a critical friend". He felt that the Whistleblower harboured feelings of 

personal animosity against Mr E, though he did not know why and that the Whistleblower 

had always been "very vocal" in his criticism of both Mr E and Mr B.  

 
_________________________ 
456 On 15 April 2013 we received an email from Mr F in which he strongly denied making the 
comment attributed to him during the meeting on 12 March 2012 in relation to Mr J's report not 
being allowed to enter the public domain or being exposed to the risk of an FoI request. In the same 
email Mr F also stated that this particular point had not been put to him at interview on 
21 February 2013. The interview notes, which were agreed with Mr F as an accurate record of 
proceedings, do not support the latter assertion.   
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INTERVIEW OF MR E 

6.139 We interviewed Mr E on 4 March 2013 and discussed a number of matters with him, 

including the Mr J "delete instruction" allegation. The below paragraphs represent a summary 

of that particular topic. 

6.140 We raised with Mr E the commissioning of an internal review into the regulatory decision 

making at UHMB (the review conducted by Mr J). He recalled the instruction and went on to 

explain that around the time in question, Monitor's Mr L had asked CQC to give assurance 

over UHMB’s Foundation Trust status application and that after a certain amount of enquiry 

on CQC’s part he (Mr E) wrote a letter to Mr L providing the assurance he had asked for. He 

went on to say that it later became clear the situation at UHMB was not as positive as had 

initially been thought. A decision was therefore taken to review CQC's decision making that 

had led to the assurance being given to Monitor. Mr D commissioned Mr J to conduct the 

review. Mr E said that the decision was one for line management and not the Issues Meeting 

and that he may have discussed it with Mr D.  

6.141 We asked Mr E if it was therefore correct to assume that the Mr J review was initiated in 

parallel with Monitor's review of the matter. He replied that both CQC and Monitor were 

looking at the issue. He added that CQC had got things wrong and it needed to learn why.  

6.142 We asked Mr E why it took from October 2011 to March 2012 for the report of Mr J's 

review to be presented. He replied that he did not know. 

6.143 We tabled copies of Mr J's email of 8 March 2012 submitting his report to Mr E and others 

and the report itself. We asked Mr E if he remembered the report. He replied that he could 

not remember it but was sure he had read it. 

6.144 We commented that the report was critical of CQC and summarised some of the criticisms 

contained in it. Mr E replied that he did not remember the criticisms specifically.  

6.145 We told Mr E that just prior to the report being sent to him, Mr D had seen a copy and had 

commented that it was a good piece of work. We asked Mr E's view of this. His response was 

that by the time the report arrived, time had progressed and things had moved on. In his 

view, the overriding conclusion of the report was that CQC's judgement was sound, despite 

the content of the report being critical. 
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6.146 We suggested to Mr E that there appeared to be a dichotomy in the report in that the 

findings appeared not to match the final conclusion. He appeared to agree with our analysis 

and said "[the report] lets us off the hook". 

6.147 We asked Mr E if the report's criticisms of the Trust were fed to the CQC Investigation 

Team looking into the Trust. He replied that he had no idea. We asked if he would have 

expected them to be and he replied that he would but that the Investigation had focused on 

the patient experience at the Trust (as opposed to CQC regulation) and therefore Mr J's 

report was not a crucial document in understanding what was going on at UHMB. 

6.148 We asked Mr E if he remembered a meeting at CQC on 12 March 2012, which he apparently 

attended, at which, it had been alleged, an instruction to delete Mr J's report had been given. 

He responded that he did not recall the meeting we were referring to and that he had no 

recollection of an instruction to delete the report. He added that it would have been a silly 

and wrong thing to do.  

6.149 We advised Mr E that Mr F had also been at the meeting on 12 March 2012 and that we had 

been told that he had expressed concern that the report could not be let into the public 

domain and that it represented a Freedom of Information risk. We asked Mr E if he recalled 

this and he replied that he did not.  

6.150 We asked Mr E if such an instruction might have been given for the purpose of reputation 

management. He responded by advising that Mr D had thought that the report was good but 

it could have been better. His view was that it had "…exonerated us, sort of, and was soft on us. 

I thought it could have been harder." He added that the criticisms in the report were already in 

the public domain, or if not, they were about to be; that Mr D had spoken to Monitor 

regarding their review on their own decision making; the story [regarding Monitor's FT 

authorisation of UHMB] was in the Health Service Journal and CQC's limitations were 

therefore in the public domain anyway. 

6.151 We asked Mr E, again, whether he had any recollection of the alleged delete instruction and, 

if he did not, whether that because he could not remember if it was said, or whether because 

it did not happen. He replied that he would have remembered if it had been said. 

6.152 We asked Mr E if the delete instruction had been given, as alleged, whether he would have 

challenged the person giving it. He replied that he would have done and then implied that the 

fact that we had a copy of the report suggested that it had not been deleted as alleged. 
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6.153 We told Mr E that it had been suggested to us that concerns over the report were raised in 

the context of the Mid-Staffs situation. He replied that he had no idea why someone would 

have said that.  

6.154 We asked Mr E if the lessons learnt from the review had filtered down the chain of 

command. He suggested that the report gave rise to the creation of a specialist team whose 

role it was to robustly examine quality issues at Trusts approaching the end of their 

Foundation Trust application process.  

6.155 We asked Mr E if he had informed Mr B of Mr J's report. He replied that he could not recall 

but was sure he would have done. When pressed he went on to say that the review was a line 

management issue designed to establish if anyone had got things wrong and if there were any 

lessons to be learnt. He added that [in light of UHMB] the Board would have wanted changes 

to the registration process and that was a recommendation that ultimately went to the Board.  

6.156 We asked Mr E why Mr J's report was not given to Mr B given his findings raised similar 

issues to those raised by the Whistleblower and it might have assisted Mr B in dealing with 

the Whistleblower situation. His response was that he did not think the report was central to 

Mr B's concerns and that the Whistleblower was raising many questions. 

INTERVIEW OF MR B 

6.157 We interviewed Mr B on 25 March 2013. We discussed a number of matters with him 

including the Mr J "delete instruction" allegation. Below is a summary of that particular topic.  

6.158 We asked Mr B if he had been aware of the existence of an internal review that had been 

commissioned by Mr D regarding the regulatory activity of CQC at UHMB. He replied that 

he had not been aware. 

6.159 We asked Mr B if he ever recalled such a review having been mentioned at a Board meeting 

and he replied that he did not. 

6.160 We tabled Mr J's review findings report and Mr B said that he knew Mr J. We explained to 

Mr B the background to the report and that it had been presented to Mr E, Mr G and Mr D 

several days prior to the Whistleblower emailing his UHMB paper. We also provided a brief 

summary of the report's findings, including the criticisms of CQC and UHMB. Mr B 

commented that he had not been aware of the report's existence at the time but it had been 

brought to his attention after we had started our work, when he was still in post. 
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6.161 We asked Mr B if he had ever discussed the report with Mr E or Mr G. He replied that he 

had not discussed the report with Mr E but had been told about it by Mr G.  

6.162 We asked Mr B if he recalled the substance of his conversation with Mr G. He replied that 

Mr G had advised him of the existence of "a report" and asked if he had seen it, to which he 

(Mr B) had replied "no". Mr B went on to say that Mr G advised him that he was being asked 

questions about the report by Grant Thornton. 

6.163 We advised Mr B that a senior person within CQC had alleged that an explicit instruction had 

been given by another senior CQC person to delete Mr J's report from the records of the 

organisation and asked if he was aware of such an instruction. He replied that he was not 

aware.  

6.164 We asked Mr B for his response to the allegation that had been made. He replied that he 

thought it was extremely serious.  

6.165 We suggested to Mr B that there was a resonance between the Whistleblower's allegations 

and what we had discovered. His response was to reassure us that there was "…no pre-plan to 

distort any Board activity. That’s not how I behaved". In response, we returned to the allegation 

that he had removed discussion of UHMB from the Board meeting on 18 April 2012, not 

long after the alleged instruction to delete Mr J's report had been given and the 

Whistleblower had submitted his paper on UHMB. He responded as follows: 

"Well, let me say this. We had Board agenda meetings and… I 

was clear that there should be material prepared in relation to 

Morecambe Bay. And that…was duly prepared. Of 

course…looking back, not to have…made sure that we did that 

and given it priority was a mistake..." 

ANALYSIS OF EVIDENCE 
6.166 It was considered earlier whether there was sufficient evidence to support the Whistleblower's 

allegation that the way in which he and his concerns were dealt with suggested some form of 

high-level cover-up within CQC. On the basis only of the evidence about his questions and 

the failure to answer or discuss them, we concluded that there was insufficient evidence to 

suggest a cover-up had occurred and that in the absence of any additional information it 

appeared that what had happened to the Whistleblower had probably resulted from 
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a combination of organisational dysfunction and a shared opposition within the organisation 

to his unilateral activism.  

6.167 We then described how our enquiries led to significant new information, in the form of 

a claim made by Mr J that during a meeting on 12 March 2012 - at CQC's Finsbury Tower 

offices – Mr G, in the presence of Mr E and Mr F, had instructed him (Mr J) to delete a 

critical report that he (Mr J) had prepared concerning an internal review he had been 

commissioned to conduct by Mr D in relation to potential failings in CQC's regulation of 

UHMB, which might constitute a cover-up of a different sort.  

6.168 We have provided details of our investigation and set out a timeline of key events leading up 

to and going beyond the date of the alleged incident.  

6.169 We have also provided details of the interviews we have conducted with those whom we 

identified as potentially possessing relevant knowledge of the circumstances around that 

meeting. 

6.170 We now provide our analysis of the results of our enquiries, followed by our conclusions. 

6.171 The claim made by Mr J is a serious one. The fact that it is made in the context of the 

troubled history of UHMB and its regulatory relationship with CQC makes it even more so. 

Consequently, we have subjected the matter to very close and careful scrutiny.  

6.172  While there is no statutory definition of a cover-up, if it is considered as a deliberate attempt 

to conceal or suppress evidence of wrongdoing, error, incompetence or other embarrassing 

information then, in our opinion, if Mr J's allegation - that he was instructed to "delete" his 

report - was proved, that instruction would fall into that definition.  

6.173 What is alleged to have occurred is a form of "passive cover-up", where the act of 

concealment involves information (ie Mr J's report) not being provided or being wrongly 

withheld; as opposed to an "active cover-up" where acts of dishonesty and/or deception are 

used to misrepresent the true facts. While the distinction between the two might appear 

somewhat technical and potentially semantic, it is, nevertheless, an important one, as it 

dictates the nature of the evidence required to substantiate the allegation. 

6.174 Bearing this in mind, it seems to us that the test presented here is a two-fold one that seeks to 

establish "motive" (providing the reason for a cover-up to occur) and "method" (the act of 

the cover-up itself). Arguably, there is a third component of "opportunity" (to commit the 
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cover-up) but given this is represented by the meeting on 12 March 2012 we shall not 

consider it further. 

6.175 We must therefore consider two fundamental questions:  

6.175.1 "Is there evidence of any wrongdoing, error, incompetence or other embarrassing 

information that the organisation might want to conceal (the motive)?" If the 

answer is "no" then we would suggest the matter must rest there as there would be 

nothing to cover-up. However, if the answer is "yes" then the second question 

applies:  

6.175.2 "Is there evidence of anyone having tried to conceal any wrongdoing, error, 

incompetence or other embarrassing information by wrongly withholding or 

otherwise failing to provide information (the 'method', or 'act' itself)?" If the answer 

is "no" then, again, the matter must rest there as logic dictates that without the 

conscious act of a cover-up, there cannot have been one. However, if the answer to 

the second question is also "yes" then it would suggest that a cover-up may well 

have occurred.  

6.176 Taking the issue of "motive" first. 

POTENTIAL MOTIVES FOR A COVER-UP 
6.177 Mr J claims that he was instructed to delete his review of CQC’s regulatory activity in respect 

of UHMB. We have therefore considered whether CQC’s regulatory activity in respect of 

UHMB involved any wrongdoing, error or incompetence, on the part of CQC, which could 

potentially prove embarrassing to, or damaging for CQC, which might have been identified in 

or as a result of Mr J’s report, so as to provide a motive for destroying all copies of the 

report. 

6.178 We understand that the apparent failures in patient care at UHMB were serious, as is 

demonstrated by the actions ultimately taken by CQC, for example the 2012 Investigation 

into the Trust. It seems to us that as some of those failures occurred under regulatory 

oversight it must therefore follow that any review of potential failures in that oversight would 

have the potential to be embarrassing and damaging to a responsible regulatory body. Such a 

report, or at least its findings, would also, it seems to us, potentially be expected to be 

relatively widely disseminated, not least because the Regulator would be under a duty to 

identify any potential shortcomings in order to prevent any future recurrence – "lessons 
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learned". For those reasons, Mr J's review had the potential, in our view, to cause discomfort 

at CQC. 

CONCEALMENT OF DELIBERATE WRONGDOING 

6.179 Our investigation of the various matters we were asked to look into leads us to conclude that, 

from early on, CQC's regulation of UHMB was less than ideal. 

6.180 For example; there was the apparent failure to effectively deal with the issue of the series of 

maternity SUIs throughout 2009 and 2010; then there was the decision to register the Trust 

without conditions in April 2010; followed by the inspection of FGH maternity services in 

June 2010 and the failure to follow-up the lead given on what transpired to be the Fielding 

review; followed by the suspect care quality assurances given to Monitor in September 2010. 

All these matters are considered in detail throughout other sections of this report. 

6.181 Nevertheless, setting aside the question of whether Mr J was instructed to delete his report, 

nowhere during our many enquires have we found evidence that would suggest deliberate 

wrongdoing by CQC in relation to its regulation of UHMB. We therefore conclude that, in 

the absence of any information to suggest the contrary, key regulatory decisions affecting 

UHMB were made on the basis of beliefs that were genuinely held at that time and in good 

faith. As a consequence, we do not believe motive exists in this regard.  

CONCEALMENT OF ERRORS IN JUDGEMENT AND MISTAKES MAD E 

GENERALLY 

6.182 We have found no evidence of intentional wrongdoing in CQC's decision making but 

whether those decisions were free from error and made with a satisfactory degree of skill and 

competence is a different matter. 

6.183 We consider that there is a weight of evidence to suggest that errors in decision making did 

occur and that mistakes were made. To illustrate the point we list a number of these below: 

• CQC allowed a Trust with an apparently delinquent culture to divert regulatory scrutiny 

from poor standards of care; 

• the decision by the Investigations Team in 2009 not to investigate the series of maternity 

SUIs was arguably a mistaken one and represented a missed opportunity; 

• there was a failure to attach compliance conditions at registration that would have 

prompted further regulatory scrutiny; 
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• CQC mistakenly allowed the PHSO's decision on the Baby T complaint to influence 

registration of the Trust; 

• there was an overreliance on assurances provided by the Trust which went untested; 

• there was an overreliance on assurances from parties other than the Trust that also went 

untested; 

• there was slowness to react to unfolding events at the Trust; 

• there was an unwarranted level of confidence in the Trust given its problematic history; 

and 

• there were failures in following-up key information that might have identified risk. 

 

6.184 It should be noted that the above list was compiled not from our observations but are either 

ones made to us by a range of CQC staff during our many interviews, or ones we have seen 

expressed in internal documents reviewed during our investigation. In addition, the following 

observations about organisational or procedural weaknesses, or about the reasons for the 

mistakes identified above, were identified in internal CQC documents or by CQC staff in 

interviews with us: 

• the organisation lacked strategic direction; 

• the organisation's enforcement policy was insufficiently detailed and caused uncertainty in 

regulatory activity; 

• there were flaws in how CQC's Quality and Risk Profile (QRP) operated which led to an 

increased risk of inadequate organisational risk assessment; 

• there was a deficit of suitably qualified regional staff with NHS skills and experience; 

• there was a lack of continuity in the regional regulatory oversight of the Trust both pre 

and post-registration;  

• the registration application process was flawed and inadequate in terms of identifying risk 

indicators; 

• there was a lack of robust inspections and in-depth assessment; and 

• there was an adoption of a "group-think" mentality on the Trust achieving FT status as 

an end in itself rather than a means to an end.  

 

6.185 Some of the above listed observations appear in Mr J's report; such as flaws in how CQC's 

QRP operated; flaws in the registration process and failure to attach conditions at 

registration, to name but three. We therefore think it reasonable to believe that they held the 

potential to cause some embarrassment, if not concern, for CQC. We believe this is 
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supported by Mr J’s evidence at interview that the general response to his report from the 

others at the meeting was, "How did we not know all of this?", and by Mr G, also at interview, 

recalling Mr F apparently exclaiming, "Are you kidding me? This can never be in a public domain 

nor subject to FoI!". 

6.186 In the light of the above, we believe it could be contended that motive might have existed to 

destroy all copies of the Mr J report, as examined further below. 

CONCEALMENT FROM MONITOR OF ERRORS IN JUDGEMENT AND  

MISTAKES MADE 

6.187 The primary reason for the meeting on 12 March 2012 was to discuss UHMB in preparation 

for a further meeting with Monitor the following day. The purpose of the Monitor meeting 

was to discuss the findings of an external review commissioned by Monitor of its own 

decision making in granting UHMB FT Authorisation in October 2010. It will be recalled 

that this had the potential to become a contentious issue between the two organisations as 

Monitor had received positive assurances from CQC regarding the quality of care at UHMB.  

6.188 The incidence of further UHMB maternity SUIs and the serving of a Warning Notice by 

CQC on the Trust's maternity services in early autumn 2011 appears to have caused Monitor 

to question the assurance it had been given by CQC. Mr E had been put on notice by 

Monitor and he had sent an email to Mr D on 13 September 2011 concerning a conversation 

he had recently had with Monitor's Mr L in which he wrote, "… understandably he was very 

exercised about MB [UHMB] and how we could have got our [care quality] assessment so 

wrong"457. 

6.189 This view was also aired in an email of 14 October 2011 from Mr D to Mr E, Mr G and Mr J 

in which he wrote458: 

"I have just had a conversation with [a senior Monitor 

individual]… their hypothesis is that it is not unreasonable to 

have expected the [CQC] regional team to have looked at 

evidence clearly demonstrating continuing problems and 

therefore was the inspection robust…" 

_________________________ 
457 Document 147. 

458 Document 265. 
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6.190 Monitor also followed-up the issue in early 2012 via an email to Mr F on 10 February 2012 

and in the context of interest from the HSJ wrote:  

"I've been asked to check that you are also doing a lessons 

learnt exercise, as we are, on whether the recent issues 

identified at the trust could or should have been picked up at the 

time of your June 2010 Responsive Review or our authorisation. 

Apparently [Mr E] committed to [Mr L] to do this…we feel that 

we should both refer to the fact that we are doing this. We will 

publish the results of ours, which is being done by our internal 

auditors [KPMG]..." 459 

6.191 The potential embarrassment to CQC was spelt out in an email from Mr E to, among others, 

Mr F, Mr D, Mr J and Mr G on 2 March 2012 informing them of another conversation with 

Mr L in which he had apparently told him that one of the conclusions Monitor was 

considering drawing from their independent review was that CQC, "…got it wrong"460. The 

backdrop to this conversation appears to have been an imminent piece in the HSJ concerning 

Monitor's decision in granting UHMB FT Authorisation. Mr E wrote that, "…we run the risk 

of having a public argument [with Monitor] which helps no one." 461 

6.192 Mr F's advice is captured in his email response to Mr E in which he wrote "effort should be 

made [by CQC] to move [the CQC assurance/Monitor FT issue] beyond a blame exercise…"462. 

6.193 There is evidence that in granting UHMB FT Authorisation, Monitor had placed reliance on 

the care quality assurance they had been provided by CQC, only to find a year later that, as 

a result of apparent poor care quality, their decision might not have been justified. 

6.194 Monitor's intervention was reported in the media and appears to have caused some "behind-

the-scenes" tension between Monitor and CQC and, no doubt, a measure of embarrassment 

for both organisations judging from the earlier highlighted email comments. These comments 

also suggest that CQC was anxious to avoid becoming embroiled in a public spat with their 

fellow regulator.  

_________________________ 
459 Document 344. 

460 Document 331. 

461 Document 331. 

462 Document 331. 
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6.195 The Mr J review was commissioned on the day that Monitor had told CQC that it was 

commissioning its own "lessons learned" review. It therefore appears to us that the two 

reviews were complementary in nature and sought to achieve a similar purpose.  

6.196 Monitor, for their part, had stated their intention to publish the results of its review publicly, 

which it eventually did. CQC, on the other hand, appears not to have been minded to follow 

suit but from the email exchanges we have seen there appears to have been an expectation on 

Monitor's part that CQC would publish.  

6.197 As it was not within our Terms of Reference, we do not know what was discussed at the 

meeting between CQC and Monitor on 13 March 2012, the day after Mr J alleges he received 

his "delete" instruction. However, we do know that the minutes of a CQC Private Board 

meeting the following day463 record that Mr E stated that Monitor's stance regarding its FT 

Authorisation of UHMB was that it had made a risk-based judgement with assurances 

provided by the SHA. Any assurances provided by CQC were not mentioned, either at the 

CQC Board meeting or in what was reported in an HSJ interview with Monitor published in 

late March 2012 in which Monitor is quoted as having said it was “very likely”  UHMB had 

“deep-seated problems” at the time his organisation granted the Trust Foundation Trust 

Authorisation.  

6.198 While Monitor and CQC had apparently been successful in keeping their differences relatively 

low key and out of the public eye, it appears to have been a delicate situation. If CQC had 

disclosed Mr J's report or its findings to Monitor, that would have revealed to Monitor that 

the assurances CQC had given to Monitor were, at least in part, the product of organisational 

and procedural errors and mistakes in judgment exercised by CQC. We cannot say how 

Monitor would have responded to this disclosure and to what extent they would then have 

sought to “blame” CQC for their authorisation of UHMB as an FT. However, a desire to 

avoid providing the Mr J report to Monitor and thereby exposing CQC to the possibility of 

“blame” would, in our view, provide a cogent motive for destroying all copies.  

6.199 In the light of the above, we believe that there is some evidence from which it could be 

concluded that sufficient motive might have existed to result in the "delete" instruction.  

 

 

_________________________ 
463 Document 213. 
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AVOIDANCE OF FURTHER PUBLIC CRITICISM 

6.200 We also consider it relevant that in the lead up to the meeting on 12 March 2012, CQC had 

been the subject of adverse media coverage. For example, on 23 February 2012 The Guardian 

newspaper published an article entitled "Care Quality Commission problems – timeline" which 

set out a chronology of events between 1 April 2009 - when CQC was established - and 

23 February 2012, when the organisation's Chief Executive resigned464. The events described 

are framed in a less than positive light and include: 

• early criticism of the former Chief Executive's appointment;  

• the resignation of CQC's Chair amid reports of a controversial hospital inspection;  

• critical comment on the disbanding of CQC's Investigations Team;  

• the exposure by BBC TV's Panorama programme of the Winterbourne View Care Home 

scandal in which CQC attracted criticism for allegedly ignoring warnings from 

a whistleblower;  

• alleged errors in CQC's annual report to Parliament which supposedly grossly 

overestimated the number of inspections it had carried out and criticism by the 

Commons Health Select Committee of CQC for having taken "its eye off the ball" in 

relation to inspections; 

• two CQC "Whistleblowers" who gave evidence to the Francis Inquiry criticising the 

leadership and culture of the organisation;  

• the publication of a critical National Audit Office report on CQC; and finally 

• the publication of the Department of Health's Capability review of CQC on 

23 February 2012, which criticised the strategic-direction and leadership of the 

organisation465. 

 

6.201 Mr J's report contained additional negative observations for CQC which, if they became 

public, would have resulted in further negative media coverage causing additional reputational 

damage. Indeed, Mr J observed that, to his discomfort, those discussing his report at the 

meeting on 12 March 2012 appeared to be more concerned about the potential for negative 

_________________________ 
464 The Guardian "Care Quality Commission problems – timeline A history of troubles afflicting the 
NHS watchdog established to regulate health and social care in England" at: 
www.guardian.co.uk/politics/2012/feb/23/care-quality-commission-problems-timeline 

465 Department of Health's Capability review of CQC 
www.gov.uk/government/uploads/system/uploads/attachment_data/file/146830/dh_132791.pdf.p
df. as at 29 March 2013. 
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media impact and reputational damage rather than the issue that mattered most to him which 

was patient safety.  

6.202 In consideration of the above and in the context of Mr J's "delete" allegation, we believe it 

could be contended that motive might have existed.  

THE "WHISTLEBLOWER FACTOR" 

6.203 Whilst the Whistleblower submitted his UHMB paper one week after 12 March 2012, we 

believe the evidence shows that he was, nevertheless, perceived by some internally as 

problematic for the organisation before then. 

6.204 As described earlier, his critical evidence to the Francis Inquiry had caused significant upset 

among the upper echelons of CQC. The Whistleblower had withstood a serious attempt from 

within CQC to have him removed from his position and, in the process, had been recognised 

as a whistleblower, conferring upon him certain legal protection in terms of maintaining his 

CQC position. He had also appeared in the national press where he continued his criticism of 

the leadership. 

6.205 Perhaps most significantly, in relation to the Mr J report, the Whistleblower had also openly 

challenged CQC's regulatory effectiveness in relation to UHMB at a February 2012 Board 

meeting. It may well be the case that if Mr J's report findings had become known to the 

Whistleblower they would have added substantial "grist to his mill" and possibly increased his 

public outspokenness regarding UHMB. As it turned out, it seems he himself had already 

identified certain issues and was already "on the case", as evidenced by his UHMB paper sent 

to Mr D and Mr E on 19 March 2012.  

6.206 In light of the above, we believe that there is some evidence from which it could be 

concluded that sufficient motive might have existed to result in the "delete" instruction, in 

order that Mr J's report was not provided to the Whistleblower and used by him to raise 

further questions about CQC’s effectiveness.  

THE "MID-STAFFS FACTOR" 

6.207 One phenomenon we regularly encountered during our work is what we would describe as 

the "Mid-Staffs factor". The Francis Public Inquiry looked into the role of the 
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commissioning, supervisory and regulatory bodies in the monitoring of Mid-Staffordshire 

Foundation NHS Trust466, known colloquially as "Mid-Staffs" (inquiry).  

6.208 Rarely was Mid-Staffs not referenced at some point during the many meetings we had. It also 

appeared more than once in material and documentary evidence we reviewed. Indeed, its 

ubiquity and the almost universal apprehension its mention provoked led us to believe that 

the matter loomed "spectre-like" over the organisation.  

6.209 It is a matter of public record that prior to 12 March 2012, CQC had been the subject of 

criticism regarding Mid-Staffs and not just by the Whistleblower. It seems to us that this may 

well have contributed to a "fear factor" within the organisation of anything that could be 

linked, causally or otherwise, to Mid-Staffs. We observed on more than one occasion a link 

being made between UHMB and "Mid-Staffs". For instance: the Mr D email of 14 October 

2011 when he commissioned the Mr J review in which he commented: "…[Monitor's Mr L] 

will raise this on Wednesday [with] [Mr E] and [Mr G] as for Monitor it has unhelpful echo's [sic] 

of Mid Staffs"467. 

6.210 Mr J also mentioned at interview that Mid-Staffs was always "the elephant in the room" and 

had, in fact, been discussed in the context of UHMB at the meeting on 12 March 2012.  

6.211 Mr G, at his first interview on 21 November 2012, commented after reading Mr J's criticisms 

of the Trust's culture contained in his report, "Sounds just like Mid Staffs to me." 

6.212 On the basis of what we have set out above, there is evidence of sufficient motive or motives 

for the alleged "delete" instruction. We therefore now consider "Method", and whether there 

is evidence that there was, in fact, such an instruction. 

THE "ACT" OF COVER-UP 

6.213 In this section we consider whether or not there are facts to support Mr J's assertion that he 

was instructed to delete his review report. 

6.214 Mr J alleged to us in interview on 29 November 2012 that Mr G gave him an instruction to 

delete his report and that Mr E supported him in this, as did Mr F. According to Mr J, the 

reason for Mr G giving the instruction was that that report was damaging for CQC and posed 

an "FoI" risk.  

_________________________ 
466 Mid-Staffs public enquiry website: www.midstaffspublicinquiry.com/ 

467 Document 265. 



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 271 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

6.215 At interview, Mr J claimed that Mr G said to him "Read my lips" when he gave him the 

instruction. 

6.216 In support of his allegation, Mr J has produced a copy of his handwritten, contemporaneous 

note of the meeting468 which is the only record of the meeting's business we have come 

across.  

6.217 The meeting note is dated 12 March 2012 and entitled "UHMB" . The meeting's other 

participants (Mr E, Mr G and Mr F are denoted by their initials). The note makes mention of 

the HSJ running an article in the next two weeks, which appears to be a reference to the 

forthcoming HSJ interview with Monitor, which was published in late March 2012.  

6.218 The note then appears to suggest SUIs were discussed and whether these were known about 

at the point of [FT] authorisation. The note then suggests that a continuation of the FT 

discussion occurred and then records the words "Why not a Mid-Staffs", followed by "Action: 

email [the initials of Mr D]."  

6.219 On the evening following the meeting, at 20:35 hours, Mr J sent an email to Mr D in which 

he referred to the meeting he had attended earlier. He set out some of the issues that were 

discussed at the meeting. One of them he posed as a question: "Why is UHMB not another Mid 

Staffs?"469. He then answered the question. 

6.220 The note then records: "Advised by [initials of Mr G] (supported) by [initials Mr E] to delete 

file [the report] re FoI risk as negative and damaging 'Read lips' re delete". 

6.221 Mr J said that the day after the 12 March 2012 meeting he met with Mr D, who was not 

present at the meeting and told him of the delete instruction he had been given regarding his 

report. According to Mr J, Mr D's advice to him was not to follow the instruction. 

6.222 In respect of his meeting with Mr D, Mr J's contemporaneous note records: "13/3 [13 March] 

Catch up with [initials of Mr D] [he] confirmed [report] not negative & balanced view & cannot 

be deleted." 

6.223 Given Mr D corroborated this version of events to us at interview, we suggest it would be 

reasonable to consider the section of the note relating to it as reliable. It therefore follows 

_________________________ 
468 Document 305. 

469 Document 501. 
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that in the absence of anything that would suggest otherwise - and we have not found 

anything - it would be equally reasonable to consider the rest of the note describing the 

previous day's meeting to be reliable as well. We believe the "Why is UHMB not another Mid 

Staffs?" point described above is supportive of this.  

6.224 Turning now to what the other three people present at the 12 March 2012 meeting have said 

in response to Mr J's "delete" allegation. 

6.225 Mr G, in our view, was somewhat equivocal over what occurred at the meeting. At his first 

interview – which was before Mr J made his allegation to us – he recalled discussion about 

the report, particularly Mr F's alleged remarks about "FoI" and a need for the report to be 

kept out of the public domain. When we asked Mr G if there had been any instruction to 

destroy the report, his response was that he was not sure, which to us seemed an uncertain 

answer. 

6.226 When we interviewed him a second time – after Mr J had made his allegation to us – Mr G 

claimed that he could not remember as far back as March 2012 - some nine months earlier - 

and that anything he did know of the meeting was gleaned from what Mr F had told him.  

6.227 When we asked Mr G at the second interview if he had instructed Mr J to delete the report, 

he replied that he did not give such an instruction as he “would not have been authorised to do 

so” which, to us, was somewhat ambiguous, although preceded by a denial. Our conclusion, 

therefore, is that when given the chance to explain himself at two interviews, Mr G did not 

unequivocally deny giving Mr J an instruction to delete his report. Mr G has not produced to 

us any personal note of the meeting470.  

6.228 Mr F was also somewhat equivocal. He did not deny making the comments in the meeting 

that were attributed to him by Mr G regarding "FoI" concerns. Indeed, at interview he made 

comment that suggested he did make them but only because he was unhappy with the form 

of Mr J's report and its conclusion. We deal below with whether a concern over the form of 

the report would justify an instruction to delete. Mr F’s evidence confirms that, regardless of 

the reason, there were concerns about the report expressed at the meeting. It is therefore 

corroborative, to some degree, of Mr J's account and supports what he recorded in his note.  

_________________________ 
470 We note that on 16 April 2012 and 22 April 2012 we received correspondence on behalf of Mr G in 
which the allegation that he gave the 'delete' instruction was rejected outright. 
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6.229 When we asked Mr F whether he recalled anyone at the meeting giving an instruction to 

delete Mr J's report, his first answer was that he did not and pointed to the fact that he had 

retained a copy in his records. This is not evidence of the instruction not having been given, 

merely that it was not followed by Mr F. When asked a second time he replied that he could 

not say whether the instruction was given but if it had been he could not think why he had 

not acted upon it, which is not a denial that the instruction was given. Mr F has not produced 

to us any personal note of the meeting.  

6.230 Mr E's evidence was much more clear-cut than Mr G's and Mr F's. He stated that he had no 

recollection of the meeting on 12 March 2012 but that an instruction of the sort that is 

alleged to have been given would have stuck in his mind. Like Mr G and Mr F, Mr E has not 

produced to us any personal note of the meeting.  

6.231 To summarise the position with regard to the meeting on 12 March 2012 attended by four 

people: one person alleges he was given an instruction to delete a report and has a personal 

contemporaneous note - part of which has been corroborated - to support his contention; 

one person gave a somewhat ambiguous denial the instruction was given, another cannot say 

one way or the other whether the instruction was given and the fourth person cannot recall 

the meeting at all.  

6.232 While the above analysis may be a simplistic interpretation of a complex set of circumstances, 

we believe it is necessary to strip the facts down to their barest essentials to allow an 

informed judgement on what might have happened at that meeting. On that basis, of the four 

accounts we were given during the course of our enquiries, we find Mr J's version the most 

reliable.  

6.233 We now turn to consider whether or not there might be some explanation for the “delete” 

instruction which did not involve any motive of “cover-up”. 

6.234 Had the report already fulfilled its function and had the learning that it identified been 

adequately identified, assimilated and disseminated, such that there was no need for the 

report itself to be retained? Mr E sought to play down the importance of the report. While he 

conceded its purpose was for learning lessons, he claims that it was commissioned for the 

consumption of line managers, not the CQC Board as such, and lessons learnt were in fact 

acted upon – he gave the example of the subsequent establishment of a CQC team dedicated 

to assessing the care provided by hospital trusts approaching the end of their FT 

Authorisation process to avoid another UHMB/Monitor situation occurring.  



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 274 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

6.235 We note no copy of Mr J's report was ever provided to Mr H, a CQC North West regional 

compliance manager, who had requested one. While it has been suggested that there was 

never an intention for the report to be shared with regional staff, it appears this was never 

communicated to Mr H who clearly had a genuine interest in the matter.  

6.236 Neither was a copy provided to the CQC manager who was actually leading a live 

investigation into UHMB at the time of the meeting on 12 March 2012.  

6.237 Mr J's report was not provided to the Risk and Escalation Committee, whose Terms of 

Reference (approved by the Executive in July 2010) include: 

• "ensure there is a coherent model of risk management 

employed by CQC in relation to regulator activity. This 

includes actions in relation to specific concerns about 

health and social care services and organisations and in 

relation to targeting regulatory actions and resource 

across all aspects of risk"; and 

• "drive a culture and approach to risk management that is 

consistent across the organisation." 471 

6.238 The findings of the Mr J report were not raised or discussed at the REC meeting on 

22 March 2012472 (only 10 days after the report was presented to CQC senior individuals). 

Nor is there any evidence that the findings were considered at any previous or subsequent 

REC meeting.  

6.239 Mr G advised at his first interview that he would have expected the report to have emerged at 

REC and for Mr J and Mr D to have followed up the report's findings. He also commented 

that he would have expected REC to have known about the report being commissioned in 

the first place. 

  

_________________________ 
471 Document 64. 

472 Document 54. 
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6.240 Mr D could not give us a reason why REC was not consulted and commented that in 

retrospect it probably should have been473. 

6.241 Mr J advised that he was not asked to table his report at REC, and did not do so. That is 

perhaps explained by the fact that he had allegedly been told to delete it, as we find above, 

but nonetheless we consider that given his CQC role he could have been expected to ensure 

its findings were considered by the REC.  

6.242 As for Mr E's comment that the establishment of a specialist team to assess pending FT 

Trusts proves that lessons from the report were learnt - we have seen email evidence of the 

establishment of this team being discussed by Mr E prior to the findings of the Mr J report 

being emailed to him474. In any case, that was not the only lesson to be drawn from the 

report.  

6.243 The existence and content of the Mr J report was not disclosed to CQC's Board. Mr E's view 

is that in accordance with the scheme of delegation operated by CQC, the report was an 

operational matter and not one with which to trouble the Board. However, according to 

Board meeting minutes, Mr D briefly mentioned to the Board on 15 February 2012475 that a 

"lessons learned exercise" was being undertaken. This appears to be a reference to the Mr J 

review, that was not yet concluded. It indicates that Mr D felt it a matter of potential interest 

for the Board but we note he did not mention it again at the next Board meeting on 

14 March 2012476, even though UHMB was discussed. Given that Mr J had told him the day 

before that he (Mr J) had been instructed by Mr G to delete the report, this may not seem 

surprising, especially as Mr G was also at the Board meeting.  

6.244 Mr E was also at the Board meeting on 14 March 2012 and the minutes477 do not record him 

mentioning the Mr J report either, although they do record him informing the Board that 

Monitor had to account to the HSJ for its decision making in relation to UHMB's FT 

Authorisation (this was the day after CQC and Monitor meeting referred to earlier). The 

minutes do not record him (Mr E) mentioning the apparent contribution made by CQC to 
_________________________ 
473 We received correspondence from Mr D on 29 April 2013 where he said that there was no 
organisational process nor precedent for reviews to be shared with REC. He said that he refutes any 
implication that there is any basis on which he 'should' have shared the report with REC/the Board, 
except hindsight. 

474 Document 331. 

475 Document 216. 

476 Document 213. 

477 Document 213. 
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Monitor's decision making which Mr J had highlighted in his report and which he had 

discussed with Mr E only two days earlier. However, the minutes do record the following, 

"The Board agreed that it was important for Monitor [to] take responsibility for its judgements"478. 

If the Board had been informed of the existence and content of the Mr J report, including 

that Monitor had relied upon seemingly flawed assurances from CQC, it might not have felt 

able to confidently assert that UHMB’s FT Authorisation was an error for which Monitor 

should take full responsibility.  

6.245 The minutes of the 14 March 2012 Board meeting479 also record Mr E as having stated that 

"[UHMB] FT status had made no difference to CQC’s regulatory regime". This somewhat 

contradicts his assertion at interview that one of the outcomes of the Mr J report was the 

establishment of a specialist team to assess pending FT Trusts, so as to avoid a repeat of the 

Monitor/UHMB FT Authorisation situation. Arguably, this was a change to CQC's 

regulatory regime. A possible reason why it was not mentioned to the Board is that to do so 

might have caused the Board to ask why such a specialist team was required in the first place, 

which would have risked exposing CQC's position regarding the care quality assurances given 

to Monitor in relation to UHMB.  

6.246 The content of the Mr J report was not communicated to Monitor. Monitor had 

commissioned their own "lessons learned" review. It might be said, therefore, that they had 

no need for the Mr J report, which looked at CQC’s involvement with UHMB. We do not 

think that provides a sufficient answer, in circumstances where CQC and Monitor would 

continue to work together. 

6.247 In summary: we believe the Mr J report and its findings were highly relevant for the 

organisation, both in terms of CQC learning lessons for the future and, more immediately, to 

inform the Investigation Team that was looking into UHMB at that time, as the Mr J report 

contained criticisms of UHMB that could have been regarded as relevant intelligence. In 

short, it contained information that needed to be provided. It seems to us that the content of 

the Mr J report was not fully reviewed, assimilated and disseminated, so as to enable lessons 

to be learned, both at UHMB and at CQC. We think that information contained in the report 

was sufficiently important that the deliberate failure to provide it could properly be 

characterised as a “cover-up”.  

_________________________ 
478 Document 213. 

479 Document 213. 
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FORM OVER SUBSTANCE 

6.248 One final point to be dealt with is the suggestion that the reason the report was not circulated 

was that it was of insufficient quality. In Mr G's view the report was badly written and in 

Mr F's it was not robust enough and left questions unanswered.  

6.249 Given the seriousness of the substance of the report, we believe that deletion, or withholding 

on such grounds could not be justified. If there were concerns over the form, style or 

substance of the report then it should have been redrafted. Indeed, Mr G conceded as much 

when the point was put to him during interview. He couched it in terms of bad governance 

having occurred around the handling of the report.  

CONCLUSION 
6.250 In this section of the report, we have attempted to establish whether any evidence existed to 

support the Whistleblower's allegation of a cover-up having occurred at the highest levels of 

CQC in relation to the regulation of UHMB. Given the serious nature of the allegation we 

have considered matters very carefully and at length. 

6.251 To test the allegation, we have sought to establish whether motive might have existed to 

perpetrate a cover-up and the evidence suggests it may well have done. We then sought to 

establish if there was any evidence of the actual act of a cover-up having occurred, in this 

instance a verbal instruction to delete an important, internal CQC report. To our mind there 

is persuasive evidence that such an act may well have happened. We have asked ourselves 

whether such an instruction to delete the report could be characterised as a “cover-up” and 

we believe that it could.  

6.252 Therefore, on the evidence we have seen, it seems to us that an attempt to cover-up matters 

concerning CQC's regulation of UHMB may have taken place. The first improper action was 

the instruction to delete the Mr J report, which we find is more likely than not to have 

occurred. We infer that the failure only weeks later to respond to the Whistleblower's 

questions, which raised similar matters to those considered in the Mr J report, appears to 

have been a continuation of the same improperly motivated action.  

6.253 We note that there is no evidence that Mr B, who was involved in the failure to respond to 

the Whistleblower, was also involved in the decision to "delete" the Mr J report. Mr B 

appears to have been unaware of the existence of the report at the material time, although he 

was present at the February 2012 Board meeting when Mr D fleetingly referenced a lessons 

learned exercise. Mr B was not present at the meeting on 12 March 2012 and stated at 
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interview that he had no knowledge of Mr J's "delete" assertion. We have no reason to 

believe he had any involvement in that incident. 

6.254 Finally, we wish to acknowledge in particular the invaluable contribution made to this aspect 

of our investigation by Mr J, specifically his disclosure concerning the instruction he alleges 

he was given in relation to his internal review report. While we would have preferred that he 

provide this information at first interview, we understand the reasons he did not do so and he 

did make the difficult decision to make a disclosure at second interview for which, in our 

opinion, he deserves credit.    
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7 PART IV: THE FIELDING REVIEW 

THE FIELDING REVIEW 

THE SIGNIFICANCE OF THE FIELDING REPORT 

7.1 An issue that was not raised by the Whistleblower in relation to CQC's regulation of UHMB, 

but is nevertheless one of some significance and relevance, is the Fielding review. This was an 

external review of UHMB maternity services commissioned by the Trust following five 

maternity SUIs during 2008. The Fielding review referred to the Baby T case, mentioned 

earlier. 

7.2 The review was conducted by a team led by Professor Dame Pauline Fielding DBE and its 

agreed Terms of Reference, as contained in the final report480, were as follows: 

• "To provide further assurance that the trust has addressed any 

issues highlighted by its review of maternal and infant deaths in 

the areas relating to patient safety, patient experience, clinical 

effectiveness and team working and that it has robust practices, 

procedures, management and leadership in place to ensure good 

outcomes for patients accessing its maternity services. 

• To review current practice, procedures and management in 

respect of the key areas through to board level with a view to 

recommending actions which will improve the service to the best 

standard possible. 

• To review cross bay practice in respect of the key areas with a 

view to ensuring that there are common standards and 

procedures in place. 

• To consider and review any other relevant matters that may arise 

from the above stages. 

• To provide expert advice on the Family Services' Division's 

proposals and governance arrangements associated with new 

models of care for the future"481.  

 

7.3 The report does not make clear the time period during which the review was conducted but 

we believe the information-seeking component - entailing thirty separate interviews with forty 

_________________________ 
480 Document 499. 

481 Document 499, page 3. 
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members of staff and the collection of numerous documents - took place during the first 

three months of 2010 as the report's cover gives a final report date of 31 March 2010, though 

it also details two report amendment dates of 30 June 2010 and 6 August 2010. 

7.4 The timing of the review and its report are significant. While the Fielding review 

acknowledged that positive action had been taken by the Trust in relation to the SUIs, critical 

findings were made in relation to a number of areas of maternity care. In all, the report made 

over thirty five recommendations for improvement. These were wide ranging in nature and 

fell under the following headings: 

• patient safety incident reporting; 

• non-adherence to risk acceptance criteria; 

• staff shortages at Royal Lancaster Infirmary; 

• provision of staffing of theatres at Furness General Hospital; 

• consultant paediatrician cover; 

• patient experience; 

• clinical effectiveness; 

• team working; 

• clinical governance;  

• midwifery supervision; and 

• management and service structure. 

 

7.5 The general consensus is that despite the mention of recent improvements, the report paints 

a picture of serious and systemic issues prevailing within UHMB maternity services and that 

further, major improvements were needed. See paragraph 3.407 above which sets out some 

of the major criticisms in more detail. 

7.6 The Fielding review had presented its initial report (on 31 March 2010) but not its final 

report, when CQC registered UHMB without compliance conditions (on 1 April 2010). 

7.7 On 29 June 2010, an unannounced CQC inspection of maternity took place at Furness 

General Hospital. This was led by a CQC compliance inspector ('the inspector') with an 

inspector colleague in support. 

7.8 The inspectors were on site for one day where they interviewed members of staff and 

patients and inspected documentation. The outcome of the inspection was that no concerns 



THE CARE QUALITY COMMISSION RE: PROJECT AMBROS E 282 

 

© Grant Thornton UK LLP. All rights reserved.  

Strictly private and confidential. 

Report of Grant Thornton UK LLP
dated 14 June 2013

 
 

were identified and the site was assessed as compliant in accordance with regulatory 

requirements.  

7.9 The significance of this particular inspection is that it took place during the period when the 

Fielding maternity review was still active in that the review's findings, which contained 

multiple recommendations for improvement, were still being finalised. The implication of this 

is that the shortfalls in care identified by the review were likely still prevailing at the time of 

the compliance inspection. 

7.10 CQC formally came into possession of the Fielding report in April 2011, which aided 

decision making regarding a regulatory inspection of maternity services in July 2011 that 

resulted in the serving of a Warning Notice in September 2011.  

7.11 CQC was quoted in the press asserting that had it known of the findings of the Fielding 

review matters would have been escalated, resulting in earlier robust regulatory action against 

the Trust of the type that ultimately occurred482. 

7.12 During the early part of our review we uncovered information that raised a question mark 

over when CQC may have known about the Fielding review. We were therefore asked by 

CQC to look into the matter in more detail and our findings are as follows. 

OUR FIELDING REVIEW FINDINGS 

7.13 As discussed earlier in this report, HSCA 2008 stipulated a legal requirement for all NHS 

Trusts to register with CQC by 1 April 2010. In CQC's case, registration was handled by the 

North-West region and in accordance with the registration process, UHMB provided CQC 

with various documentary information to allow the Regulator to take a view on what 

conditions, if any, should be attached to UHMB. As is now well known, UHMB was 

registered free of any conditions.  

7.14 We understand that contained in with the documentary information pack provided by 

UHMB to CQC was a copy of the minutes of a North-West Region Planned Collaborative 

Review meeting483. The document we have been given does not give details of when the 

meeting took place (the document is annotated "Jan 2010" which, we are led to believe by a 

CQC source, is the month when the meeting occurred), or who was in attendance.  
_________________________ 
482 The Telegraph online article of 14 July 2012: "Morecambe Bay hospitals: regulator should have 
acted sooner" www.telegraph.co.uk/health/healthnews/9398195/Morecambe-Bay-hospitals-
regulator-should-have-acted-sooner.html as of 31 March 2013 

483 Document 151. 
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7.15 The minutes suggest that the purpose of the meeting was to debate current issues and 

concerns in relation to NHS organisations in the North-West region as over fifty Trusts were 

discussed. With regard to UHMB the minutes record the following: 

"CQC still have this provider on their radar as there are 

concerns regarding people safety. A specific incident regarding 

the death of a baby suggests a lack of interdisciplinary working 

which could potentially be affecting other areas. The Trust is 

working with an organisation to look at best practice and over 

the last 14 month [sic] quarterly action plans have been put in 

place. Terms of reference are being revisited and updated 

accordingly. SHA also have concerns about patient safety and 

are looking with the provider to review progress in relation to 

the level of MRSA instances. The PCT are carrying out 

performance management and Pauline Field [sic] has been 

brought in to look at clinical governance." [Emphasis added]  

7.16 We are told that the reference to "Pauline Field" is in fact a "typo" that should read "Pauline 

Fielding" ie Professor Dame Pauline Fielding DBE, a reference to the Fielding review.  

7.17 This appears to be the first instance when CQC became aware of the Fielding review. This is 

supported by a paper of the 12 December 2011 from the Cumbria Health and Wellbeing 

Committee Meeting re UHMB which states the following:  

“The CQC and NHS North West were made formally aware of 

our intention to carry out a review into the clinical governance 

arrangements of maternity services across our Trust and the 

terms of reference for the review in January 2010. Monitor 

were also made aware as part of our assessment to become an 

FT.” 484 

7.18 On 29 June 2010 CQC undertook an unannounced inspection of maternity services at FGH 

with the purpose of following up on a minor issue identified at registration, ie staffing levels. 

The inspection took one day to complete. 

7.19 The pre-registration reference to the Fielding review, mentioned above, appears to have been 

overlooked. At interview the inspector said that she was unaware of its existence prior to her 

_________________________ 
484 Document 135, page 7. 
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inspection but that during the course of her inspection she was advised by UHMB staff that 

the Trust had commissioned an external review into maternity services – subsequently 

identified as the Fielding review - but that a copy of the review's findings report could not be 

provided as it was still in draft version. 

7.20 The issue of the review was not followed-up and the outcome of the inspection was that 

maternity services were assessed as compliant.  

7.21 In late 2010, a decision was taken by Her Majesty's Coroner to conduct an inquest into the 

death in 2008 of Baby T. The baby's father had been in regular communication with CQC's 

North-West regional team since 2009 as he continued to harbour serious concerns regarding 

the standard of maternity care at the Trust. 

7.22 We understand from CQC that on 21 January 2011 the father emailed CQC485 a copy of the 

Fielding review findings report.  

7.23 Apparently, not long after sending his email the father contacted CQC to advise that on 

reflection he had erred in emailing a copy of the report as it had been disclosed to him as part 

of the pre-inquest process. He therefore instructed CQC to delete all trace of it, as well as the 

accompanying email, from CQC's systems. 

7.24 Nevertheless, in between receiving the email and the telephone call from the father requesting 

its deletion, the CQC recipient of the email had printed a copy of the report which she and 

a colleague had read. They therefore became aware for the first time of the many issues 

identified at UHMB maternity services by the Fielding review.  

7.25 Concerns surfaced regarding the considerable mismatch between the findings of the Fielding 

review and CQC's inspection in June 2010. There appears to have been an acknowledgement 

that this fresh intelligence needed to be acted upon but a dilemma arose given the 

unconventional manner in which the Fielding report had been received.  

7.26 As the father had asked for all traces of the report to be extinguished from CQC's records, 

the view was taken that without mentioning the Fielding review, CQC should ask the Trust to 

disclose copies of all reports it had commissioned into maternity services. As a consequence, 

the Trust eventually complied in April 2011.  

_________________________ 
485 Document 411. 
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7.27 In July 2011, after the Baby T inquest at which UHMB was criticised, CQC conducted an 

inspection of maternity services at UHMB that resulted in the serving of a Warning Notice in 

September 2011. This was the first in a number of regulatory interventions that eventually led 

to CQC launching a section 48 investigation of the Trust in January 2012. 

CONCLUSION 

7.28 In light of our findings, it appears there were at least two instances when CQC was informed 

of the existence of an important review into UHMB maternity services, prior to Baby T's 

father's email on 21 January 2011. Perhaps the most critical one was during the inspection 

carried out in June 2010 when the fact was mentioned to the CQC inspector by UHMB staff. 

Further questions might have drawn out the full implications of the Fielding review at that 

point and led to an escalation of regulatory action that did in fact occur once CQC formally 

came into possession of the review's findings report. The fact that it took the passing of many 

more months and the holding of the Baby T inquest to prompt the robust regulatory action 

that was required leads us to conclude that the inspection of maternity services in June 2010 

was a missed opportunity. 
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8 CONCLUSIONS 

8.1 We have addressed our instructions within this report in the following order, which 

corresponds broadly to the time sequence of events: 

Part I: The Baby T father's complaint 

Part II: The 11 "Whistleblower" questions 

Part III: The allegation of a cover-up by CQC  

Part IV: The Fielding review 

8.2 We present below our key conclusions in relation to our instructions and finish by setting out 

what we believe to have been some of the key "missed opportunities" in relation to CQC's 

regulation of UHMB. 

PART I. BABY T FATHER'S COMPLAINT 

1. Did CQC make its own independent decision about what action to take 

following an investigation case referral from CQC's  North West regional 

team in 2009, which concerned five Serious Untoward  Incidents that 

occurred at University Hospitals [of] Morecambe Bay  maternity services in 

2008, one of which involved the death of [Baby T]? 

8.3 We have seen no evidence to suggest that the initial decision by the CQC Investigations 

Team in May 2009 not to investigate the referral lacked independence. Nor have we seen any 

evidence of any attempt to interfere with the decision making process. The initial CQC 

decision not to investigate was made by the Investigation Manager alone, on the basis that 

CQC's criteria for investigation were not met, which included the fact that the case was under 

review by PHSO. 

8.4 Instead, some evidence suggests that the decision might have been made without a full 

reflection of the facts. The evidence suggests that the Baby T incident was (initially) 

considered in isolation by the Investigations Manager when arriving at the decision - as the 

other four recent maternity SUIs were not referred to in the documented decision. The 

evidence also appears to show that the decision was made in a short amount of time486.  

_________________________ 
486 The Investigation Manager was unable to recall how long it took her to review the referral given the 
amount of time since the event. She refuted that she did not give the documents a comprehensive 
review. 
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8.5 Many factors contributed to the subsequent failure to re-visit the question of whether an 

investigation should be launched. Information received by CQC about improvements that 

were being made at UHMB appears to have allayed some of its concerns about UHMB. We 

have seen no evidence that CQC did not act independently in assessing this evidence. 

8.6 There is an acknowledgement within CQC, ranging from regional level up to executive 

management level, that it is a clear example of a missed opportunity, suggesting they think the 

decision was wrong. Although this may be with the benefit of hindsight. The Investigations 

Manager however stands by the decision. We have not been asked to investigate whether the 

decision was correct or not. 

8.7 The only evidence we have seen of external pressure in relation to the initial decision is that 

the Investigation Manager may have felt pressure to reach a decision quickly. 

8.8 At least one of the people we interviewed indicated that there was no possibility for 

a "re-referral" to the Investigations Team. Evidence suggests that others did understand that 

a re-referral was possible. The winding down of the Investigations Team may have played a 

role in the decision of the regional team not to re-refer to the Investigations Team. The 

Regional Director at the time suggested that the team was essentially "closed for business" in 

February 2010 when the final PHSO decision on the case was made. 

8.9 In any case, it was the CQC regional team's responsibility to follow up once the PHSO 

decision was made. This team may have misinterpreted the PHSO decision not to investigate 

the case, or at least not taken fully into account the reasons for not investigating; there was no 

acceleration of concerns or apparent reconsideration of concerns by CQC despite the fact 

that part of PHSO's rationale for not investigating was that it had been given assurances by 

CQC that CQC would be dealing with the issues by on-going work. This could be due to lack 

of procedure – as we have seen no evidence that PHSO's concerns were logged or followed 

up in a systematic way. 

2. What was the nature of CQC’s subsequent interact ion with the PHSO and 

what evidence is there regarding the claim that CQC ’s former Chief 

Executive tried to influence PHSO not to investigat e a complaint about 

Morecambe Bay maternity services? 

8.10 The evidence suggests that the nature of the interaction between PHSO and CQC in relation 

to the Baby T/UHMB matter was not irregular and the initial telephone contact between the 

two organisations in June 2009 was nothing out of the ordinary. The interactions between the 
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Deputy PHSO, CQC's Director of Operations and CQC's North West Regional Director 

between September 2009 and February 2010 appear to represent PHSO seeking assurance 

that CQC was taking seriously the situation prevailing at UHMB. Indeed, it appears this 

assurance was given by CQC.  

8.11 The CPHSO and the CQC's then CEO met on 12 August 2009. The meeting itself was not 

irregular but the fact that it was not documented is unfortunate. Nevertheless, there is no 

evidence to suggest the absence of any meeting minutes or notes is suspicious.  

8.12 No evidence has been found to support the allegation that CQC's then CEO tried to 

influence PHSO not to investigate a complaint against UHMB Maternity Services. On the 

contrary, there is strong evidence to suggest that as a result of concerns over potential 

systemic issues prevailing at UHMB, PHSO was actively pushing for CQC to launch its own 

investigation into UHMB or, at the very least, initiate some form of corrective action.  

8.13 CQC offered PHSO assurances on more than one occasion that something was being done. 

These assurances, which were given by CQC's North West Regional Director and not the 

CEO, appear to have contributed to PHSO's decision not to conduct an investigation. There 

is no evidence to suggest they were made in anything other than good faith.  

8.14 In conclusion, relying on the information presented and the evidence gathered, there is no 

evidence of improper interaction between CQC and PHSO, or any attempt having been 

made by CQC's former CEO to improperly influence PHSO's decision in relation to the 

complaint made by Baby T's father. The assurances given to PHSO by CQC's Regional 

Director appear to have contributed to PHSO's decision making and PHSO's decision not to 

investigate UHMB might have been misinterpreted by CQC. Both these facts meant that 

UHMB was not scrutinised as early and as carefully as it might have been. However, there is 

no evidence of any improper motive behind those assurances.  

3. Having had concerns about maternity services in December 2009, on 

what basis did CQC subsequently register the Trust without conditions in 

April 2010? 

8.15 This question is based on an assumption that CQC had concerns about UHMB in 

December 2009, and asks on what basis (which we take to mean "why") did CQC 

nonetheless register the Trust without conditions on 1 April 2010.  
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8.16 There is evidence that it did have such concerns; in a letter sent in December 2009 to 

Baby T's father, the Regional Director detailed serious concerns CQC had regarding UHMB's 

maternity services and UHMB in general.  

8.17 However, the evidence we have seen shows that, even in December 2009, CQC considered 

that those concerns, insofar as they existed (about which the evidence is not consistent), were 

being allayed. We observe that the serious concerns communicated by the Regional Director 

are not consistent with the concerns as discussed in the Regional Risk Panel minutes at the 

time. Rather, these minutes show that there had been concerns but that these were being 

addressed, in the main via the provision and execution of action plans by the Trust.  

8.18 Thus, it seems that the concerns the Regional Director identified to Baby T's father in 

December 2009 were not universally and consistently held in CQC at that time. The evidence 

we have seen also suggests that such concerns as CQC did have were rapidly allayed in the 

period December 2009 to 1 April 2010. Subsequently, UHMB was registered without 

compliance conditions in April 2010 suggesting the concerns had been entirely (or almost 

entirely) allayed.  

8.19 We have seen no evidence that CQC did not genuinely believe its concerns were being 

addressed. However, the evidence we have seen tends to suggest that CQC should not have 

been satisfied that those concerns were being, or had been, satisfactorily addressed. In 

different pieces of work, Dame Pauline Fielding and the PCT both indicated that services 

provided at UHMB (specifically maternity services) around the time of registration were 

inadequate. We acknowledge that the results of these pieces of work were not known to CQC 

at the time of registration. The obvious question is why were these reviews and reports not 

known to CQC and why were the issues not picked up in other ways? 

8.20 We would agree that it appears CQC did not apply an appropriate degree of professional 

scepticism, particularly given that the Trust was already known to withhold information (see, 

for example paragraphs 3.84 and 3.378) and had historically prepared numerous unenforced 

action plans to attempt to allay concerns. Note that we have however not investigated what 

form the heightened scepticism should have taken as this would amount to a clinical 

assessment which is outside the scope of this assignment. In addition, the situation was 

probably not helped, by the lack of (NHS) sector knowledge and experience of the resources 

available.  
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8.21 We have attempted to identify some of the reasons why CQC's registration assessment 

process was not as robust as it should have been (see paragraphs 3.376 to 3.432, and the 

summary below), and that question is also addressed in the report of CQC's internal review of 

UHMB regulatory decision making, where flaws were highlighted in the assessment of 

UHMB's registration by CQC and weaknesses of CQC's engagement with both the Trust and 

the SHA. We agree with the author of the report in that, given the adverse history of the 

Trust, known to the CQC regional team, too great a reliance was placed on unverified and 

non-validated information. 

8.22 We have found no evidence of any malign attempts to pressure the direction of the 

registration decision or the imposition (or not) of compliance conditions. However we have 

identified other potential weaknesses in CQC's handling of the registration process during the 

months leading up to April 2010, including: 

• evidence of a lack of clarity and resulting confusion between the responsibilities of the 

regional team and CQC's central function with regard to registration processes; 

• the registration assessment being largely based on data that was historical and not very 

recent or "real time"; 

• a December 2009 mortality alert from Doctor Foster regarding septicaemia being 

apparently ignored in making the April 2010 registration decision, and only having been 

addressed post-registration; 

• we understand that there was no obligation for UHMB to notify CQC of serious issues 

(eg the Fielding review being conducted and the SUIs) as part of the registration 

application form; 

• regional staff complaining of poor guidance regarding the registration process; 

• lack of knowledge in the regional team regarding possible compliance conditions that may 

be attached to a registration; 

• a lack of clinically experienced staff in the North-West regional team, with the majority of 

staff members instead having social care backgrounds; 

• general lack of human resources and capacity to conduct pre-registration inspections to 

check implementation of action plans "on the ground", compounded by intense time 

pressure to register providers; 

• a perception amongst some regional staff that the registration philosophy was "register 

now, check later"; 

• lack of information sharing amongst key stakeholders (including the Trust itself);  
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• apparent misinterpretation of the PHSO decision not to investigate as an indicator that 

there was no further action required – in fact a significant part of PHSO's rationale for 

not investigating was on the assurances that CQC would take robust action to investigate 

the systemic deficiencies; and 

• key information not being passed on to the newly incumbent Regional Director by the 

departing one, including no specific briefing on UHMB (other than with regard to the 

Baby T case) and no briefing that the Trust historically withheld key information from 

CQC. Ultimately, this was exactly what happened – as evidenced by the adverse findings 

of the Fielding report and PCT letters which only became known to CQC following 

registration. 

8.23 Collectively, these weaknesses resulted in CQC registering UHMB without compliance 

conditions, an error which CQC's Director of Operations acknowledged this as an error in 

saying that UHMB's registration decision was CQC's weakest point in the regulation of the 

Trust. Furthermore, although there appears to have been an intention to issue an 

"improvement letter", we have seen no evidence that this was sent. 

PART II: THE WHISTLEBLOWER QUESTIONS 

1. Why did CQC not identify any of the serious issu es with the Trust’s 

maternity services that were clearly around in July  2010? 

8.24 There were evidently issues at UHMB in July 2010, as identified in the Fielding review, the 

fieldwork for which was carried out in the first quarter of 2010. As discussed elsewhere in this 

report, CQC did not officially receive the report of this review until April 2011. 

8.25 There were at least four reasons why CQC did not identify these issues in or around 

July 2010, as follows: 

i The organisational and procedural errors and weaknesses in the registration process, as 

detailed at Section 3, Question 3. 

ii UHMB did not volunteer to CQC information about the issues it was apparently 

experiencing, as detailed in the Fielding Review. 

iii Although CQC did carry out a (one day) inspection at UHMB in June 2010, this was 

conducted by inexperienced inspectors lacking clinical experience, and they did not 

identify the level of concerns apparently in existence at the time.  

iv CQC failed to follow up after having been told about the Fielding review, first at the 

January 2010 PCR meeting and then during the June 2010 inspection. At this visit, the 

inspectors were told of the Fielding review report being in draft form, but did not appear 
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to seek to understand its contents and how this might impact their inspection, nor follow-

up to request it. 

2. What action/follow up occurred after the Complia nce Review of RLI in 

April 2011?  

8.26 The 20 April 2011 Compliance Review at RLI did not include a review of maternity services; 

this was apparently a conscious decision in light of the pending inquest into the death of 

Baby T. This inspection yielded seven minor and three moderate concerns. An action plan 

was generated. CQC's enforcement policy487 in place at the time was silent on whether a 

follow up visit to a Compliance Review was necessary. We have seen no evidence of specific 

follow up by CQC, but were told that there were monthly calls with UHMB.  

8.27 A Responsive Review was planned for September/October 2011 as a follow up; we 

understand this review was "overtaken by events" following CQC's July 2011 unannounced 

inspection of maternity services at three UHMB sites, which resulted in the September 2011 

Warning Notice, followed in turn by the instigation of Gold Command by the SHA and 

ultimately a full investigation by CQC at the Trust in early 2012. 

3. When was the Warning Notice following the Compli ance Review of 

maternity services in September 2011 served? Why ar e there two different 

versions of the same report? 

8.28 The Warning Notice was issued on 2 September 2011 following the July 2011 

Compliance Review. There appears to be nothing suspicious around the fact that there are 

two versions of the same Review of Compliance report, other than that one is a slightly 

earlier draft of the other. The later draft differs in that it contains a section with additional 

detail about the Warning Notice issued as a result. We understand that the later draft was 

posted to the website because that additional information was missing from the first report 

posted. We have seen no evidence to suggest that information was missing for any reason 

other than inadvertence or technical problem.  

4. Why was there no follow up/update after this rev iew? 

8.29 Following the July 2011 Compliance Review and the 2 September 2011 Warning Notice, 

there was an acceleration in the level of concern about the Trust in the wider "health 

economy". Three additional SUIs and one possible SUI (a baby death) occurred in the 

Compliance Period of the Warning Notice.  

_________________________ 
487 A new enforcement policy was issued in April 2012. 
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8.30 Monitor subsequently issued an authorisation Breach Notice and Gold Command was 

installed by the SHA to oversee the Trust. Cumbria Police also formally commenced an 

investigation into the Trust.  

8.31 In November 2011, a diagnostic review team from Central Manchester University Hospitals 

carried out a review of maternity and neonatal services at FGH and found a number of 

serious concerns, including a lack of overarching strategy and leadership at the Trust. 

8.32 A full CQC follow-up review to the 2 September 2011 Warning Notice was proposed for 

early December 2011, however this did not occur. We are told that CQC held back on an 

inspection due to the support that the Trust was receiving at the time through the actions of 

Gold Command and also due to the diagnostic review. It was decided that an inspection 

would be conducted once additional support was withdrawn so that the sustainability of 

improvements could be assessed.  

8.33 We have been given conflicting information about whether a follow-up inspection is 

mandatory after the compliance date of a Warning Notice is reached. This indicatives a lack 

of clear operational guidance, resulting in confusion between CQC's compliance teams and 

policy leads. 

8.34 We were told that CQC did carry out an inspection at FGH maternity unit on Saturday 

1 October 2011 (ie shortly after the first two SUIs), however it appears that this was 

undocumented. Additional visits do not appear to have been conducted following the third 

and fourth incidents.  

8.35 CQC later carried out a Responsive Review inspection at the A&E department at RLI on 

21 December 2011, though by definition this was not related to maternity. A point of note 

and concern is that there appears to have been little discussion of UHMB in the REC 

meetings over this period (ie September to December 2011), which is surprising given the 

accelerating concerns generally about the Trust, held by other organisations, and known to 

the regional team. Thus, is seems that there was some follow up after this review, but further 

follow up which was planned did not take place because additional support was being 

provided. 

5. Does a Warning Notice (and other regulatory acti ons) stay in place until 

CQC undertakes a follow up visit? If so, is this sa fe for the public and fair to 

the provider? 
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8.36 A Warning Notice stays in place until CQC is satisfied of compliance, with the onus being on 

the provider to demonstrate compliance. We were given contradictory information as to 

whether a follow up visit is mandatory or not. This again highlights the lack of clarity in the 

Enforcement Policy488. 

8.37 Other issues around this 2 September 2011 Warning Notice worthy of mention include: 

• This Warning Notice was issued six weeks after the 18-20 July 2011 inspections. This is 

very slow compared to CQC's new enforcement guidelines which require issuance within 

two weeks (no rule existed at the time). 

• Inspections are required should any SUIs occur between issue of the Warning Notice and 

the deadline for compliance (11 November 2011 in this instance). There were three SUIs 

(two maternity) and a further possible maternity SUI in the compliance period. CQC 

learned of these events via participation in Gold Command meetings. Although CQC did 

carry out an inspection at FGH maternity unit on 1 October 2011, this was apparently 

undocumented and so we do not now know how robust that inspection was, or the 

results of it. Additional visits were not conducted by CQC following the third and fourth 

incidents. 

• Despite re-inspection being the usual step following the deadline for compliance imposed 

by any Warning Notice (in this case 21 November 2012), CQC did not carry out an 

inspection. This decision was influenced by the inflow of resources from other 

organisations to support UHMB, which could have distorted the actual state of healthcare 

quality at the Trust at the time. 

 
6. Why are there so many serious and different issu es in the reports 

commissioned by Monitor - especially the Diagnostic  review and the review 

into Out-patient follow-ups - that relate directly to patient care and 

experience ie not purely governance issues?  

8.38 Speaking to Monitor was not within our remit and therefore we do not know the position 

from Monitor's perspective – this limits our ability to fully answer this question. The question 

is also slightly ambiguous and could be asking one or both of two questions. 

i "Why did Monitor investigate patient care when this is CQC's responsibility?" 

8.39 We were told that CQC agreed jointly that Monitor would commission these two reviews (or 

cause them to be commissioned), despite reviews of patient care being outside Monitor's 

_________________________ 
488 A new enforcement policy was issued in April 2012. 
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usual responsibility, and within CQC's area. Many areas of these reviews relate to governance 

issues, which is within Monitor's remit. 

ii "Why did these two reports identify many serious issues that were not known by CQC?" 

8.40 Outpatients follow up report, January 2011: UHMB was itself slow to recognise the 

significance of the outpatients follow-up issue which we understand it had known of "for 

some time"489. As it did not feature significantly on the Trust's own radar, it is not surprising 

that CQC was unaware of it until autumn 2011. The emergence of the issue outside of the 

Trust (and to CQC) appears to have been due to a GP who asked to attend a risk summit. 

8.41 Diagnostic review, December 2011: The diagnostic review reinforced the existing 

perception that there were serious issues at UHMB's maternity services department. CQC 

had already issued a Warning Notice in September 2011 regarding maternity services at the 

Trust. Lack of knowledge of the full extent of the issues is explained by the factors discussed 

in the questions above. 

7. Why was an investigation launched in this case a nd at this time 

(especially as there seem to be other providers wit h similar or worse 

situations where an investigation has not been laun ched)? Are we 

transparent in being able to justify this decision?   

8.42 The decision to investigate was formally made on 15 December 2011. CQC told us they held 

back on launching an investigation due to other work being undertaken at the time by Gold 

Command and Monitor. The investigation was launched because of the apparent 

deteriorating situation at the Trust, namely the three SUIs490, the one possible SUI (baby 

death)491, the large backlog of outpatient appointments492 and the adverse mortality data493.  

8.43 CQC told us that the decision to investigate was made independently, however this is 

contrary to the implication in the KPMG Report which indicates that Monitor pushed or 

asked CQC to investigate. Speaking to Monitor in order to verify this has not been within our 

remit. 

_________________________ 
489 Document 74, paragraph 2. 

490 Document 268. 

491 Known by CQC from 13 October 2011. 

492 Known by CQC from on or around 13 October 2011. 

493 Known by CQC from 21 October 2011. 
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8.44 We were told in interview with a senior CQC individual that Gold Command members 

attempted to dissuade CQC from conducting the UHMB investigation in December 2011 

and that one possible reason for this was the preservation of personal reputations. We have 

not sought to further explore this point as the functioning of Gold Command is not within 

our terms of reference. We have however identified an inherent conflict of interest for certain 

Gold Command members, in that any investigation might have considered their role on the 

SHA boards. This in theory could have provided a disincentive to promote an investigation, 

for fear of adverse findings in relation to their actions in the performance management of 

UHMB. 

8.45 Overall, there is certainly a lack of clarity over why the decision to investigate was made when 

it was. Although there is an investigation Terms of Reference and there was mention of those 

Terms of Reference in the REC meetings, there was no detailed discussion at REC of the 

objectives and rationale of the investigation. As to transparency, the launch of the 

investigation was communicated publically with a press release494, and the Terms of 

Reference495 published on the CQC website, which provided transparency. However, given 

the lack of clarity about exactly why the decision to investigate was made when it was, there 

perhaps could have been greater transparency. 

8.46 In this investigation, we have focused on UHMB only and have not considered "other 

providers who may have been in similar or worse situations" as this is beyond our scope. 

8. Why is the Warning Notice served in September 20 11 concerning 

maternity services referred to in the Terms of Refe rence of the 

investigation? 

8.47 According to senior CQC staff, maternity was not the key focus of the investigation that 

commenced in January 2012, but the September 2011 Warning Notice was mentioned in the 

Terms of Reference to provide background and context. Maternity services were not included 

in the investigation because the maternity department had already been subject to significant 

scrutiny (eg by the diagnostic review) and there were wider concerns that CQC wanted to 

examine. We have seen an email from the Senior Clinical Adviser at CQC, which suggested 

excluding maternity before the decision to investigate was announced. The investigation 

therefore focused on the A&E pathway.  

_________________________ 
494 Document 502. 

495 Document 2. 
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8.48 However, the Acting Regional Director did state at the January 2012 REC meeting that 

maternity would be one of the key areas of focus of the investigation, although ultimately it 

was not. We do not know the source of this confusion, but based on the email we have seen 

from a senior clinical advisor at CQC it appears that maternity was to be excluded from an 

early stage. 

9. What triggered the Compliance Review at RLI in F ebruary 2012? Why was 

a Warning Notice issued on ‘Staffing’ at this point ? Are we transparent in 

being able to demonstrate the appropriateness of th is course of action? 

8.49 The February 2012 RLI Compliance Review was triggered by concerns emerging from the 

A&E investigation that CQC was conducting at the time. The decision that the regional 

compliance team would conduct a Compliance Review would seem to be appropriate given 

that breaches of regulations had been identified and CQC's Enforcement Policy496 did not 

permit enforcement action by an Investigations Team. 

8.50 The "Warning Notice issued on 'Staffing' at this point" as described by the Whistleblower did 

not relate to this inspection but an earlier A&E inspection carried out in December 2011. 

8.51 As to whether or not CQC was transparent in the reasons for the Warning Notices, we note 

that the Review of Compliance Report in relation to the inspections at RLI on 

8 and 9 February 2012 was not published until 29 June 2012 (with the deadline for 

compliance set at 29 February 2012). We consider that this delay between the review and the 

report does not assist in demonstrating transparency.  

10. Why were two further Warning Notices issued on Outcomes 1 and 4 

(found compliant just a couple of weeks previously)  in March 2012?  

8.52 No Warning Notices were issued in March 2012. We assume that the Warning Notices 

referred to here were the two served on 24 February 2012 and as a result of the A&E 

inspections conducted on 8 and 9 February 2012 at RLI and 20 February 2010 at FGH. The 

last inspection at the Trust prior to these visits was on 21 December 2011 at RLI and resulted 

in a Warning Notice being served on 25 January 2012 (inspection report published 

6 February 2012).  

8.53 As to the reasons why Outcomes 1 and 4 were found to have been breached in February 

2012 and not December 2011, there are a number of possible reasons: 

_________________________ 
496 A new enforcement policy was issued in April 2012. 
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• due to the time lag between the inspections (not "just a couple of weeks", but seven weeks) 

at RLI, this hospital might have experienced a deterioration in care quality resulting in a 

breach of Outcome 1 and Outcome 4.  

• it might however be that the December 2011 inspection at RLI was inadequate in some 

way, however, detailed assessment of the quality of the inspection work is out of our 

remit so we cannot be conclusive on this. 

• further, the December 2011 inspection was only for one day whereas the February 2012 

inspection was for two days, and so it is likely to have been more detailed. 

8.54 With regard to FGH, the assertion that Outcomes 1 and Outcome 4 were "found compliant 

just a couple of weeks previously" is incorrect as there had been no prior inspections into A&E 

at this site. 

11. Can we demonstrate consistency, transparency an d fairness in our 

regulatory judgements and actions throughout this p eriod? How would we 

demonstrate that we have followed our Enforcement P olicy? 

8.55 This question is wide ranging and non-specific. It seems to us that rather than being 

a question that seeks an answer, it is one that summarises the author's own views on the 

matters of consistency, transparency and fairness. We therefore refer the reader to our 

answers to the other investigation questions where we have identified a number of 

weaknesses in the regulatory actions taken by CQC in the period April 2009 to July 2012. 

PART III: THE ALLEGED "COVER-UP" 
8.56 Attempts were made to establish whether any evidence existed to support a CQC 

Whistleblower's allegation of a "cover-up" having occurred at the highest levels of CQC in 

relation to the regulation of UHMB. Given the serious nature of the allegation, matters were 

considered very carefully and at length. 

8.57 To test the allegation, effort was made to establish whether motive might have existed to 

perpetrate a cover-up and the evidence suggests it may well have done. Effort was then made 

to establish if there was any evidence of the actual act of a cover-up having occurred, in this 

instance a verbal instruction to delete an important, internal CQC report concerning CQC's 

regulation of UHMB. There is persuasive evidence that such an act may well have happened, 

though this is denied by the person alleged to have made the "delete instruction". Thought 

was given to whether such an instruction to delete the Report could be characterised as 

a "cover-up" and the conclusion is that that it could.  
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8.58 Therefore, on the evidence examined it seems that an attempt to cover-up matters 

concerning CQC's regulation of UHMB may have taken place. The first improper action was 

the instruction to delete an important, internal report, which more likely than not, did occur. 

It is inferred that in the case of certain individuals, the failure only weeks later to respond to 

the Whistleblower’s questions, which raised similar matters to those considered in the report, 

appears to have been a continuation of the same improperly motivated action. 

PART IV: THE FIELDING REVIEW 
8.59 The evidence suggests that there were at least two occasions on which CQC was likely made 

aware of the existence of the Fielding review, an important and critical review into UHMB's 

maternity services conducted in the first part of 2010. Perhaps the most crucial was during 

the  June 2010 inspection when the existence of an external review (the Fielding review) of 

maternity services was mentioned to CQC inspectors. Further questions might have drawn 

out the full implications of the Fielding review at that point and CQC claims this would have 

led to an escalation of regulatory action. The fact that it took the passing of many more 

months and the holding of an inquest for the robust regulatory action that was required to 

eventually occur, suggests that the regulatory inspection of UHMB maternity services in 

June 2010 was a missed opportunity for earlier intervention. 

SUMMARY OF KEY "MISSED OPPORTUNITIES" OVER TIME 
8.60 To summarise, we set out below what we consider to be potential key "missed opportunities" 

over a three year period for earlier intervention at the Trust and specifically its maternity 

services department. 

When Event A missed opportunity? 
May 2009 Rejection of the Baby T/maternity 

SUIs referral by the Investigations 
Team. 

This was potentially the first opportunity 
for CQC to examine the Trust's 
maternity services department on the 
ground/in detail. 

May to 
December 
2009 

The regional team did not re-refer 
the Baby T/maternity SUI referral 
back to the Investigations Team. 

If re-referred back to Investigations 
Team, it may have been accepted for 
investigation and led to closer 
examination. 

January 
2010 

CQC did not follow up when the 
Fielding review was first mentioned 
in the January 2010 PCR meeting. 
It was only sent the report by 
Baby T's father in January 2011. 

The Fielding review ultimately revealed 
serious weaknesses in UHMB's 
maternity services. CQC has said that if 
these weaknesses were picked up earlier, 
an escalation of regulatory action would 
have occurred. 

January 
2010 to 

CQC did not carry out any pre-
registration inspections at the 

Pre-registration inspection on the 
ground might have revealed the extent 
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When Event A missed opportunity? 

April 2010 Trust. of problems in maternity at this point. 
January 
2010 to 
April 2010 

CQC apparently misinterpreted the 
reasons for PHSO's decision not to 
investigate the Baby T case. 

PHSO's decision was made on the basis 
that CQC would be taking robust action. 
The action taken did not measure up to 
PHSO's expectations, including 
registration conditions not being 
applied. 

April 2010 Registration of the Trust without 
conditions. 

This was an opportunity for CQC to use 
conditions as a lever to improve care 
quality at the Trust. It was not taken. 

April 2010 Not sending the registration 
"Staffing" improvement letter to 
the Trust. 

This was an opportunity for CQC to 
improve care quality at the Trust. The 
letter appears not to have been sent. 

June 2010 Post-registration inspection at the 
Trust. 

This was apparently a short and shallow 
inspection conducted by staff lacking 
experience. The Fielding review was also 
mentioned to inspectors but not 
followed up. 

September 
2010 

CQC provided assurance to 
Monitor that it rated the Trust as 
"Green" for care quality. Monitor 
subsequently accorded UHMB FT 
Authorisation. 

If CQC had known of the issues at the 
Trust, the assurance it provided to 
Monitor might have been different.  

January 
2011 to 
December 
2011 

Lack of timeliness in launching an 
investigation.  

Following eventual receipt of the 
Fielding report in January 2011 (formally 
in April 2011), CQC took until 
December 2011 to commence an 
investigation. Swifter action might have 
led to speedier improvements.  

 

  

 

 

Grant Thornton UK LLP 

London 

14 June 2013 
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1 GLOSSARY 

Term Description 
A&E Accident and Emergency Department. 
Birthrate Plus 
Limited 

Birthrate Plus Limited provides expert advice and support to maternity 
services and health authorities to assess and review their staffing needs 
and quality outcomes. 

CCG Clinical Commissioning Group. 
CEO Chief Executive Officer. 
Complainant Baby T's father. 
CHAI The Commission for Healthcare Audit and Inspection. Known as the 

Healthcare Commission (HCC). 
CNST The Clinical Negligence Scheme for Trusts. 
CPHSO Chief Parliamentary and Health Service Ombudsman. 
CQC Care Quality Commission 
CSCI Commission for Social Care Inspection. 
DoH Department of Health. 
DPA Data Protection Act 1998. 
DPHSO Deputy Parliamentary and Health Service Ombudsman. 
EPR Electronic Patient Record. 
FGH Furness General Hospital – a component of UHMB. 
FoI Freedom of Information Act 2000. 
Francis Inquiry A full public inquiry into the role of the commissioning, supervisory 

and regulatory bodies in the monitoring of Mid Staffordshire NHS 
Foundation Trust chaired by Robert Francis QC. 

FT Foundation Trust. 
Gold Command A strategic structure established and chaired by SHA to establish 

control of major risks and weaknesses in the healthcare provision by 
UHMB by formulating the strategy for dealing with non-compliance. 

Grant Thornton Grant Thornton UK LLP. 
GP General Practitioner. 
HCAI Healthcare Associated Infections. HCAI are infections that are acquired 

as a result of healthcare interventions. 
HCC Healthcare Commission (formally, the Commission for Healthcare 

Audit and Inspection (CHAI)). 
HSCA 
the Act 

Health and Social Care Act 2008. 

HSJ Health Service Journal 
HSMR Hospital Standardised Mortality Ratios represent a system developed by 

the Doctor Foster research unit at Imperial College in London for 
monitoring death rates and other data on a monthly basis. 

KPI Key Performance Indicator. 
KPMG Report KPMG Learning and Implications from University Hospitals of 

Morecambe Bay NHS Foundation Trust, 12 July 2012. 
Lorenzo Lorenzo Care Management - comprehensive Electronic Patient Record. 
RLI Royal Lancaster Infirmary - a component of UHMB. 
The internal 
UHMB report 

Summary of the internal review of the regulatory decisions and activity 
at UHMB 

LSA Local Supervising Authority (Statutory Supervision of Midwives). 
MDT Multi-Disciplinary Team. 
Mid-Staffs Mid Staffordshire NHS Foundation Trust . 
Monitor The independent regulator of NHS foundation trusts responsible for 



THE CARE QUALITY COMMISSION RE: PROJECT A MBROSE Appendix 1

 

 
© Grant Thornton UK LLP. All rights reserved.  
Strictly private and confidential. 

This Appendix forms an integral part of the report of 
Grant Thornton UK LLP dated 14 June 2013 

 

Term Description 

authorisation and regulation of the NHS foundation trusts. 
MP Member of Parliament. 
MRSA Methicillin-Resistant Staphylococcus Aureus - a bacterium responsible 

for several difficult-to-treat infections in humans; especially 
troublesome in hospitals, prisons, schools and nursing homes. 

MoU Memorandum of Understanding. 
NHS National Health Service. 
NHSLA NHS Litigation Authority . 
NMC Nursing and Midwifery Council. 
PHSO The Parliamentary and Health Service Ombudsman - a public body 

which has a statutory responsibility under the Health Services 
Commissions Act 1993 to consider a complaint that someone has 
sustained hardship as a consequence of, inter-alia, failure in services 
provided by a health service body in England. PHSO has discretion as 
to whether or not to investigate complaints. 

ORP Organisational Risk Profile. 
PCT Primary Care Trust. 
PCAS Primary Care Assessment Service. 
PCR Planned Collaborative Review. 
QAG Quality Assurance Group Panel. 
QRP Quality and Risk Profile. 
REC Risk and Escalation Committee of CQC. The role of the REC is to497: 

 
• "ensure there is a coherent model of risk management employed by CQC 

in relation to regulator activity. This includes actions in relation to 
specific concerns about health and social care services and organisations 
and in relation to targeting regulatory actions and resource across all 
aspects of risk; 

• drive a culture and approach to risk management that is consistent across 
the organisation;  

• to identify those organisations of highest risk and report these to the 
Executive Team on a monthly basis 

• to provide oversight of the application of judgement frameworks; 
• to consider appeals against enforcement decisions; and 
• to provide oversight of the work of safeguarding, which is to be a sub-

committee of Operational Risk and Escalation." 
Restrictive 
conditions 

A condition of registration places a limit or a restriction on what a 
provider can do. It may be linked to a location, regulated activity, 
service type, or specific activity. All providers will have routine 
"restrictive" conditions applied when they register under the Health and 
Social Care Act 2008, for example: 
• The location where a regulated activity can be provided. 
• The need to have a registered manager. 
 
Some providers may have other routine "restrictive" conditions applied 
to their registration because of the type of service they provide, and 
who they provide it to. For example, a condition that surgery may not 
be carried out on children under the age of three, or a condition placing 
a limit of 40 people to be accommodated at a location. 
 
CQC may also other ‘restrictive’ conditions where there is evidence that 
an applicant is not compliant with a regulation or regulations, and that 

_________________________ 
497 Document 64. 
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Term Description 

limiting their ability to carry on that activity will address that problem498. 
RLI Royal Lancaster Infirmary, part of UHMB. 
Rule 43 letter Letter issued by the Coroner under Rule 43 of The Coroners 

(Amended) Rules 2008 "Prevention of future deaths". 
SBA Standards Based Assessment 
SHA Strategic Health Authority - an NHS organisation responsible for 

strategic supervision of services provided by NHS Trusts. 
SHMI Summary hospital-level mortality indicator. 
SUI Serious Untoward Incident - in general terms something out of the 

ordinary or unexpected, with the potential to cause serious harm, 
and/or likely to attract public and media interest that occurs on NHS 
premises or in the provision of an NHS or a commissioned service. 

STEIS Strategic Executive Information System. It was a system for collecting 
weekly management information from the NHS including serious 
untoward incidents. 

ToR Terms of Reference. 
UHMB,  
Morecambe Bay, 
the Trust 

University Hospitals of Morecambe Bay NHS Foundation Trust. 

WGH Westmorland General Hospital - a hospital of UHMB Trust. 
Whistleblower 
status 

Legal protection for individuals who disclosure information exposing 
malpractice and matters of similar concerns introduced by The Public 
Interest Disclosure Act 1998 (c.23). 

WN Warning Notice - served by CQC to a health care provider, where 
compliance can be achieved without posing a risk to users; tells a 
provider formally that they are not complying with a requirement in the 
Act or a regulation. 

 
 

_________________________ 
498 Document 465. 
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2 INVESTIGATIONS TEAM CASE LOG EXTRACT 

UHMB REFERRALS 

 

Note: "Case 512" is the referral that is the subject of this review. 

Source: Document 320. 

CLOSED LOG: INVESTIGATION UNIT
Closed Cases 103

Closed since 01/04/06 3

  Closed investigations 14
Total Closed 123
Outside Remit 60

Case 
No. Organisation

Trust 
Awareness Type SHA Area Speciality Subject Press Politic al Legal Source IM IO IC Date rec Date Closed Action

Outcome/ 
Comment

0397

University 
Hospitals 

Morecambe Bay 
NHS Trust 

Yes Acute Radiology Low Low Low Letter SS MC 13/05/08 08/08/08 Closed Closed

0512

University 
Hospital of 

Morecambe Bay 
NHS Trust 

Yes Acute North West Maternity

Concerns 
relating to 

antenatal and 
post natal care

Low Low Low Letter SS 22/05/09 22/05/09 Closed Closed
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3 INVESTIGATIONS TEAM "INITIAL CONSIDERATIONS" DATA BASE EXTRACT 

UHMB REFERRALS 
 

 

 

 

Note: "Case 512" is the referral that is the subject of this review. Selected personal data has been redacted from the extract above. 

Source: Document 324. 
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4 ANNUAL HEALTHCHECK RATINGS SCALE 

a Overall quality scores for the quality of care and financial management 

 1 Excellent 
 2 Good 
 3 Fair 
 4 Weak 

b Core Standards (apart from PCTs) 

 1 Fully met 
 2 Almost met 
 3 Partly met 
 4 Not met 

c National priorities 

 1 Excellent 

 2 Good 
 3 Fair 
 4 Weak 

d Existing commitments 

 1 Fully met 
 2 Almost met 

 3 Partly met 
 4 Not met 
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5 KEY EVENTS TIMELINE 

We set out below a timeline of some of the key events in the period covered by our 

investigation. As we discuss these events in fuller detail in the body of the report, this timeline 

is provided here simply as a point of reference with the key events all in one place. 

Date Event 

March 2009 UHMB makes application for Foundation Trust status to Monitor. 
1 April 2009 CQC is established. 
4 April 2009 Baby T's father makes a complaint against UHMB to PHSO regarding 

the death of his baby. 
18 May 2009 CQC first learns of 12 SUIs at the Trust in 2008/09 from Monitor, 

including five in maternity. 
 
Baby T's father writes to CQC Enquiries desk expressing concerns over 
the death of his baby. This complaint is forwarded to CQC's 
Investigations Team for consideration, together with information about 
the other SUIs. 

27 May 2009 CQC Investigations Manager rejects the Baby T / five maternity SUIs 
referral for investigation. 
 
CQC informs Monitor that it will not be undertaking an investigation. 
 
Monitor put UHMB's FT application "on hold". 

8 June 2009 Maternity Management Service review (Charles Flynn review) is 
published. 

9 June 2009 First contact between CQC and PHSO regarding the Baby T / five 
maternity SUI issue. 

15 June 2009 CQC risk rating for the Trust is increased to "Red" due to concerns 
regarding the 12 SUIs. 

13 July 2009 CQC carry out a Standard risk-based Assessment at the Trust into four 
standards.  

3 August 2009 Meeting between CQC and PHSO. 
10 August 2009 CQC downgrade Trust's risk rating from "Red" to "Amber" as Risk 

Panel is satisfied with Trust's actions re maternity services. 
12 August 2009 PHSO assessment panel considers Baby T complaint (morning). 

 
CQC and PHSO meet (afternoon). 

Autumn 2009 CQC reduce the Trust's Annual Health Check rating for Quality and 
Resource from Good to Fair. 

14 December 2009 CQC is informed of a new Doctor Foster mortality alert regarding 
septicaemia (except in labour) at the Trust. 

16 December 2009 CQC North-West Regional Director writes to Baby T's father listing 
concerns including suggestion of systemic failures at the Trust. 

January 2010 " North-West Planned Collaborative Review" meeting held and the 
"Pauline Field[ing] review into clinical governance" is first mentioned to 
CQC. 

1 February 2010 PHSO decides not to investigate the Baby T complaint. 
25 February 2010 UHMB applies to CQC for HSCA 2008 registration and declares itself 

fully compliant. 
March 2010 CQC Investigations Team is formally disbanded. 
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Date Event 

17 March 2010 National Quality Assurance Panel considers UHMB registration. 
01 April 2010 UHMB is registered by CQC under the HSCA 2008, without conditions. 
12 April 2010 CQC reduces its risk rating of the Trust to Green. 
16 April 2010 CQC writes to Monitor to confirm it has reduced its rating for UHMB to 

"minor concern". Monitor restarts FT assessment. 
5 May 2010 North Lancashire PCT writes to UHMB with concerns on hospital's 

performance. 
26 May 2010 Medical Director of North Lancashire PCT's report submitted to the 

PCT Board with a litany of concerns on the hospital's performance. 
26 June 2010 CQC conducts an unannounced inspection at Furness General Hospital, 

focused on staffing and the Baby T action plan. Results are that hospital 
is meeting requirements and actions plans. Only minor concerns. 

6 August 2010 Fielding report is finalised with a number of severe concerns regarding 
UHMB's maternity services. CQC does not see detail until January 2011. 

9 August 2010 CQC indicates to Monitor that it is satisfied that the Trust is compliant 
with all required standards of safety and care in maternity. 

30 September 2010 CQC confirms to Monitor that Trust is "Green" rated. 
October 2010 UHMB is authorised as a Foundation Trust by Monitor. 
January 2011 Baby T's father alerts CQC to existence of the Fielding report. 
April 2011 CQC requests all maternity reviews and investigation reports. Trust's 

response includes the Fielding report, triggering CQC to start planning a 
review of maternity. 

20 April 2011 CQC conducts a planned Compliance Review at RLI, identifying seven 
minor and three moderate concerns. Compliance actions set against 
Regulations 14 (Nutritional needs), 22 (Staffing) and 19 (Complaints).  

June 2011 Baby T inquest held by Coroner resulting in issue of Rule 43 letter. 
Cumbria Constabulary launch a Police investigation. 

18-20 July 2011 CQC undertakes unannounced maternity inspection arising from 
Fielding's and Coroner's findings across three sites. This identifies three 
major concerns: Outcomes 15 (Safety and Suitability of premises), 22 
(Staffing) and 10 (Assessing and Monitoring quality of service provision) 
and three moderate concerns: Outcomes 17 (Respecting and involving 
people), 12 (Cleanliness and Infection control) and 20 (Records). 

2 September 2011 CQC issue Warning Notice against the Trust for Regulation 10, 
Assessing and Monitoring the quality of service provision, with a 
compliance date of 21 November 2011. 

September 2011 Major incident declared by local NHS commissioners in conjunction 
with NHS North of England. 

September 2011 Police announce it has formally opened an investigation into the deaths 
of a number of mothers and babies at UHMB. 

27-28 September 
2011 

Two SUIs at UHMB – a baby death and an inappropriate response to a 
shaken baby. The Trust indicates that the underlying cause in both cases 
related to issues raised by the CQC Warning Notice. 

October 2011 CQC inspection at FGH, but night is quiet and uneventful. 
3 October 2011 SHA initiates "Gold Command" to monitor: maternity, neonatal and 

paediatric, outpatient follow-up failures and Governance and 
Communications. 

7 October 2011 Major incident alert triggered at risk summit re UHMB. 
11 October 2011 Monitor finds Trust to be in significant breach of three conditions of its 

authorisation and places Trust into special measures. Clinical Maternity 
Governance reviews triggered. 

12 October 2011 A further baby death at the Trust. Not known if preventable or not. 
13 October 2011 CQC becomes aware of a significant issue with operation of UHMB's 
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Date Event 

Lorenzo IT system for outpatient appointments. Later (January 2012) it 
was determined that the issue caused a backlog of follow up 
appointments for 14,000 patients. 
 
SHA declares a Major Incident. 

14 October 2011 CQC commissions a review of CQC's regulatory decisions on UHMB, to 
be conducted by "Mr J". 

21 October 2011 CQC is alerted that Dr Foster's HSMR data shows UHMB has the 
highest death rates in England. 

3-7 November 
2011 

Diagnostic review team from Central Manchester University Hospitals 
visit FGH and RLI to assess compliance with its remedial action plan. 
Found full compliance not achieved despite UHMB's written assurance. 
Serious service weaknesses discovered impacting patient safety. 

21 November 2011 UHMB submit written evidence of compliance with Warning Notice. 
28 November 2011 The Whistleblower gives evidence to Francis Inquiry into Mid-Staffs 

NHS Trust. Apparently this coincided with an attempt by CQC to 
remove the Whistleblower from the organisation. This was ultimately 
unsuccessful. 

6 December 2011 NHS Lancashire raises concerns regarding A&E waiting times and 
ambulance transfers. 

15 December 2011 CQC decide to launch a "Section 48" Investigation at UHMB. 
21 December 2011 CQC carries out a Responsive Review (unannounced) to RLI. 
25 January 2012 CQC issue a Warning Notice as a result of an unannounced inspection 

on 21 December 2012. Compliance required by 16 March 2012. 
2 February 2012 PwC publishes governance report on UHMB commissioned by Monitor, 

highlighting weaknesses in governance, risk management and 
accountability. 

8-9 February 2012 CQC conducts an inspection at RLI A&E department. 
15 February 2012 At the February 2012 Board meeting, the Whistleblower asked if CQC 

had been "fully functional" would CQC have had picked up the issues at 
UHMB earlier. The response given was that CQC had been fully 
functional and the enforcement action taken against UHMB had been a 
good piece of work. 

20 February 2012 CQC conducts an inspection at FGH A&E department. 
24 February 2012 As a result of the 8-9 and 20 February 2012 inspections, CQC issue two 

Warning Notices due to breaches of Outcomes 1 (Respecting and 
involving service users) and 4 (Care and welfare of people who use 
services). 

07 March 2012 "Mr J" issues completed internal review of CQC UHMB regulatory 
decision making (commissioned on 14 October 2011) to Mr E, Mr G 
and Mr F, copying Mr D. 

12 March 2012 Meeting of senior CQC individuals where an instruction is allegedly 
given to Mr J to delete his UHMB regulatory decision making report. 

13 March 2012 Meeting takes place between senior CQC individuals and Monitor 
regarding Monitor's report of their decision making in relation to 
UHMB's FT Authorisation in October 2010. 

14 March 2012 At a CQC Board meeting and after a briefing in relation to UHMB in the 
context of FT Authorisation, the Board declares that Monitor should 
take [full] responsibility for its decisions. 

19 March 2012 The Whistleblower raises concerns regarding UHMB in an email and 
paper to CQC senior management and requests a prompt response 
(suggested seven days). 

23 March 2012 Mr B responds to the Whistleblower's email of 19/03/2012, stating that 
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Date Event 

the Whistleblower's analysis does not show the full picture and promised 
a slot would be opened at the April 2012 Board meeting to discuss 
regulation, with UHMB as an example. 

23 March 2012 The Whistleblower replies to Mr B and expresses disappointment over 
the response. 

18 April 2012 The April Board meeting takes place and despite the earlier undertaking 
by Mr B, the Whistleblower's concerns regarding UHMB are not 
discussed. 

29 June 2012 The Whistleblower follows up the matter with Mr E (cc Mr B) and 
suggests a lack of (adequate) response to his 19 March 2012 email/paper 
raises concerns of capability and potentially probity. 

29 June 2012 Mr E responds to the Whistleblower's email and apologises for a lack of 
a response and undertakes to ask his office to chase the matter. 

29 June 2012 The Whistleblower emails Mr E expressing that it is unfortunate that Mr 
E has overlooked such an important issue and that it would seem 
appropriate for him to respond personally. 

04 July 2012 Mr E responds to the original 19 March 2012 Whistleblower email and 
explains that UHMB was meant to be discussed at the April 2012 Board 
meeting but the discussion in the end was more general. Mr E states that 
the debate would be rescheduled. 

04 July 2012 The Whistleblower's response to Mr E and Mr B is that this is 
unacceptable. The Whistleblower raises concerns around probity of 
CQC. 

10 and 11 July 
2012 

During an email exchange between Mr B and the Whistleblower, the 
Whistleblower essentially alleges that her concerns in relation to UHMB 
are not being properly addressed and alleges some form of cover up. 

12 July 2012 KPMG issues a report: Learning and Implications from University 
Hospitals of Morecambe Bay NHS FT, commissioned by Monitor. 

13 July 2012 CQC publishes the investigation report into the emergency care pathway 
at UHMB. 

20 September 2012 Grant Thornton is instructed to investigate the Whistleblower's concerns 
in relation to UHMB and whether his allegation of a cover-up contains 
any substance. 

28 January 2013 Grant Thornton's investigation remit is widened to include investigation 
of three key related questions following a complaint by Baby T's father. 
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6 CQC INSPECTIONS AND WARNING NOTICES 

SERVED 

We list below the inspections that CQC carried out at the Trust and the Warning Notices it 

has issued in the period May 2009 to February 2012.  

INSPECTIONS 

Date Visit 

13 July 2009 Standard risk-based Assessment at the Trust into four standards. 

26 June 2010 Unannounced inspection at FGH. 

20 April 2011 Planned Compliance Review at RLI. 

18-20 July 2011 Unannounced maternity inspection across three sites: 

• At FGH on 18 July 2011 

• At the Helme Chase unit at WGH on 19 July 2011 

• At RLI on 20 July 2011 

1 October 2011 Inspection at FGH. 

21 December 2011 Responsive Review (unannounced) at RLI. 

8-9 February 2012 Inspection at RLI A&E department. 

20 February 2012 Inspection at FGH A&E department. 

WARNING NOTICES ISSUED 

Date Warning Notice 

02 September 2011 
 
Reference number:  

1-290868041 

• Warning Notice499 issued as a result of 18-20 July 2011 inspections. 

• Relates to UHMB's registration to carry on Maternity and 

midwifery services at FGH and RLI. 

• Due to failure to comply with Regulation 10: Assessing and 
Monitoring the quality of service provision.  

• Compliance required by 21 November 2011. 

25 January 2012 
 
Reference number:  
1-345735250 

• Warning Notice500 issued as a result of the 21 December 2011 
unannounced inspection at RLI's A&E department. 

• Relates to UHMB's registration to carry out the following at RLI:  

− Surgical procedures 

− Persons detained under the Mental Health Act 1983 

− Diagnostic or screening procedures. 

− Treatment of disease, disorder or injury. 

− Maternity and midwifery services 

− Termination of pregnancies 

• Due to failure to comply with Regulation 22: Staffing at RLI.  

• Compliance required by 16 March 2012. 

24 February 2012 
 

• Warning Notice501 issued as a result of the 8-9 and 20 February 2012 
inspections. 

_________________________ 
499 Document 254. 

500 Document 36. 

501 Document 31 (Reg 17)  
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Date Warning Notice 

Reference number:  
1-379500639 

• Relates to UHMB's registration to carry out the following at RLI. 

− Treatment of disease, disorder or injury 

− Diagnostic and screening procedures 

− Assessment or medical treatment for persons detained under the 
Mental Health Act 1983 

• Due to failure to comply with Regulation 17(1) (a): Respecting and 
involving service users at RLI. 

• Compliance required by 29 February 2012. 

24 February 2012 
 
Reference number:  
1-379500639 

• Warning Notice502 issued as a result of 8-9 and 20 February 2012 
inspections. 

• Relates to UHMB's registration to carry out the following at FGH 
and RLI. 

− Treatment of disease, disorder or injury 

− Diagnostic and screening procedures 

− Assessment or medical treatment for persons detained under the 
Mental Health Act 1983 

• Due to failure to comply with Regulation 9 (1) (a) (b): Care and 
welfare of service users. 

• Compliance required by 29th February 2012. 

_________________________ 
502 Document 32 (Reg 9). 
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7 HSCA 2008 OUTCOMES AND REGULATIONS 

 

Source: CQC Judgement Framework, March 2010
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8 HEALTHCARE COMMISSION CORE 

STANDARDS FOR BETTER HEALTH 

Domain Standard 
code 

Short name Standard description 

Safety  C01a Incidents - 
reporting and 
learning 

Healthcare organisations protect 
patients through systems that 
identify and learn from all patient 
safety incidents and other 
reportable incidents, and make 
improvements in practice based on 
local and national experience and 
information derived from the 
analysis of incidents 

C01b Safety alerts Healthcare organisations protect 
patients through systems that 
ensure that patient safety notices, 
alerts and other communications 
concerning patient safety which 
require action are acted upon 
within required timescales 

C02 Safeguarding 
children 

Healthcare organisations protect 
children by following national child 
protection guidelines within their 
own activities and in their dealings 
with other organisations 

C03 NICE 
interventional 
procedures 

Healthcare organisations protect 
patients by following National 
Institute for Clinical Excellence 
(NICE) intervential procedures 
guidance 

C04a Infection control Healthcare organisations keep 
patients, staff and visitors safe by 
having systems to ensure that the 
risk of healthcare acquired infection 
to patients is reduced, with 
particular emphasis on high 
standards of hygiene and 
cleanliness, achieving year on year 
reductions in MRSA 

C04b Safe use of 
medical devices 

Healthcare organisations keep 
patients, staff and visitors safe by 
having systems to ensure that all 
risks associated with the acquisition 
and use of medical devices are 
minimised 

C04c Decontamination Healthcare organisations keep 
patients, staff and visitors safe by 
having systems to ensure that all 
reusable medical devices are 
properly decontaminated prior to 
use and that the risks associated 
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Domain Standard 
code 

Short name Standard description 

with decontamination facilities and 
processes are well managed 

Safety  C04d Medicines 
management 

Healthcare organisations keep 
patients, staff and visitors safe by 
having systems to ensure that 
medicines are handled safely and 
securely 

C04e Clinical waste Healthcare organisations keep 
patients, staff and visitors safe by 
having systems to ensure that the 
prevention, segregation, handling, 
transport and disposal of waste is 
properly managed so as to 
minimise the risks to the health and 
safety of staff, patients, the public 
and the safety of the environment 

Clinical and 
cost 
effectiveness 

C05a NICE technology 
appraisals 

Health care organisations ensure 
that they conform to NICE 
technology appraisals and, where it 
is available, take into account 
nationally agreed guidance when 
planning and delivering treatment 
and care 

C05b Clinical 
supervision 

Healthcare organisations ensure 
that clinical care and treatment are 
carried out under supervision and 
leadership 

C05c Updating clinical 
skills and 
techniques 

Healthcare organisations ensure 
that clinicians continuously update 
skills and techniques relevant to 
their clinical work 

C05d Clinical audit and 
review 

Healthcare organisations ensure 
that clinicians participate in regular 
clinical audit and reviews of clinical 
services 

C06 Partnership Healthcare organisations co-operate 
with each other and social care 
organisations to ensure that 
patients’ individual needs are 
properly managed and met 

Governance C07a&c Corporate and 
clinical governance 

Healthcare organisations: (a) apply 
the principles of sound clinical and 
corporate governance (c) undertake 
systematic risk assessment and risk 
management 

C07b Honesty and 
probity 

Healthcare organisations actively 
support all employees to promote 
openness, honesty, probity, 
accountability, and the economic, 
efficient and effective use of 
resources 

C07e Discrimination Healthcare organisations challenge 
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Domain Standard 
code 

Short name Standard description 

discrimination, promote equality 
and respect human rights 

Governance C08a Whistle-blowing Healthcare organisations support 
their staff through having access to 
processes which permit them to 
raise, in confidence and without 
prejudicing their position, concerns 
over any aspect of service delivery, 
treatment or management that they 
consider to have a detrimental 
effect on patient care or on the 
delivery of services 

C08b Personal 
development 

Healthcare organisations support 
their staff through organisational 
and personal development 
programmes which recognise the 
contribution and value of staff, and 
address, where appropriate, under-
representation of minority groups 

C09 Records 
management 

Healthcare organisations have a 
systematic and planned approach to 
the management of records to 
ensure that, from the moment a 
record is created until its ultimate 
disposal, the organisation maintains 
information so that it serves the 
purpose it was collected for and 
disposes of the information 
appropriately when no longer 
required 

C10a Employment 
checks 

Healthcare organisations undertake 
all appropriate employment checks 
and ensure that all employed or 
contracted professionally qualified 
staff are registered with the 
appropriate bodies 

C10b Professional codes 
of conduct 

Healthcare organisations require 
that all employed professionals 
abide by relevant published codes 
of professional practice 

C11a Recruitment, 
training and skill 
mix 

Healthcare organisations ensure 
that staff concerned with all aspects 
of the provision of healthcare are 
appropriately recruited, trained and 
qualified for the work they 
undertake 

C11b Mandatory 
training 

Healthcare organisations ensure 
that staff concerned with all aspects 
of the provision of healthcare 
participate in mandatory training 
programmes 
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Domain Standard 
code 

Short name Standard description 

C11c Professional 
development 

Healthcare organisations ensure 
that staff concerned with all aspects 
of the provision of healthcare 
participate in further professional 
and occupational development 
commensurate with their work 
throughout their working lives 

Governance C12 Research 
governance 

Healthcare organisations which 
either lead or participate in research 
have systems in place to ensure that 
the principles and requirements of 
the research governance framework 
are consistently applied 

Patient focus C13a Dignity and 
respect 

Healthcare organisations have 
systems in place to ensure that staff 
treat patients, their 
relatives and carers with dignity and 
respect 

C13b Consent Healthcare organisations have 
systems in place to ensure that 
appropriate consent is obtained 
when required, for all contacts with 
patients and for the use of any 
confidential patient information 

C13c Confidentiality of 
patient 
information 

Healthcare organisations have 
systems in place to ensure that staff 
treat patient information 
confidentially, except where 
authorised by legislation to the 
contrary 

C14a Accessible 
complaints 
procedure 

Healthcare organisations have 
systems in place to ensure that 
patients, their relatives and carers 
have suitable and accessible 
information about, and clear access 
to, procedures to register formal 
complaints and feedback on the 
quality of services 

C14b Complainants and 
discrimination 

Healthcare organisations have 
systems in place to ensure that 
patients, their relatives and carers 
are not discriminated against when 
complaints are made 

C14c Complaints 
response 

Healthcare organisations have 
systems in place to ensure that 
patients, their relatives and carers 
are assured that organisations act 
appropriately on any concerns and, 
where appropriate, make changes 
to ensure improvements in service 
delivery 

C15a Food-provision Where food is provided, healthcare 
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Domain Standard 
code 

Short name Standard description 

organisations have systems in place 
to ensure that patients are provided 
with a choice and that it is prepared 
safely and provides a balanced diet 

C15b Food-individual 
needs 

Where food is provided, healthcare 
organisations have systems in place 
to ensure that patients’ individual 
nutritional, personal and clinical 
dietary requirements are met, 
including any necessary help with 
feeding and access to food 24 
hours a day 

Patient focus C16 Accessible 
information 

Healthcare organisations make 
information available to patients 
and the public on their services, 
provide patients with suitable and 
accessible information on the care 
and treatment they receive and, 
where appropriate, inform patients 
on what to expect during treatment, 
care and after care 

Accessible 
and 
responsive 
care 

C17 Patient and public 
involvement 

The views of patients, their carers 
and others are sought and taken 
into account in designing, planning, 
delivering and improving healthcare 
services 

Care 
environment 
and amenities 

C18 Equity and choice Healthcare organisations enable all 
members of the population to 
access services equally and offer 
choice in access to services and 
treatment equitably 

C20a Safe, secure 
environment 

Healthcare services are provided in 
environments which promote 
effective care and optimise health 
outcomes by being a safe and 
secure environment which protects 
patients, staff, visitors and their 
property, and the physical assets of 
the organisation 

C20b Privacy and 
confidentiality 

Healthcare services are provided in 
environments which promote 
effective care and optimise health 
outcomes by being supportive of 
patient privacy and confidentiality 

C21 Clean, well 
designed 
environments 

Healthcare services are provided in 
environments which promote 
effective care and optimise health 
outcomes by being well designed 
and well maintained with 
cleanliness levels in clinical and 
non-clinical areas that meet the 
national specification for clean 
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Domain Standard 
code 

Short name Standard description 

NHS premises 

Public health C22a&c Public health 
partnerships 

Healthcare organisations promote, 
protect and demonstrably improve 
the health of the community 
served, and narrow health 
inequalities by:  
(a) cooperating with each other and 
with local authorities and other 
organisations 
(c) making an appropriate and 
effective contribution to local 
partnership arrangements including 
local strategic partnerships and 
crime and disorder reduction 
partnerships 

Public health C22b Local health needs Healthcare organisations promote, 
protect and demonstrably improve 
the health of the community 
served, and narrow health 
inequalities by ensuring that the 
local Director of Public Health’s 
annual report informs their policies 
and practices 

C23 Public health cycle Healthcare organisations have 
systematic and managed disease 
prevention and health promotion 
programmes which meet the 
requirements of the national service 
frameworks (NSFs) and national 
plans with particular regard to 
reducing obesity through action on 
nutrition and exercise, smoking, 
substance misuse and sexually 
transmitted infections 

C24 Emergency 
preparedness 

Healthcare organisations protect 
the public by having a planned, 
prepared and, where possible, 
practised response to incidents and 
emergency situations which could 
affect the provision of normal 
services 
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