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Minutes of Advisory Panel 
Thursday 16 December 2021 

14:00hrs-16:00hrs 
Microsoft  Teams 

 
Members present: Chair: Prof. Murray Anderson-Wallace (MAW), Health Systems Innovation 

Lab, London South Bank University 
• Farrah Pradhan (FP), Patient and public involvement advocate 
• Jennie Stanley (JS), Previous Lead Nurse at Patients First supporting 

whistle-blowers and Managing Director of a healthcare training company 
• Dr Joe Rafferty (JR), Chief Executive of Mersey Care NHS Trust 
• Keith Conradi (KC), Chief Investigator, HSIB 
• Dr Mike Durkin (MD), Visiting Professor in Patient Safety, Imperial College 

London, and the University of the West of England 
• Patrick Vernon (PV), Citizens Partnership Chair 
• Richard von Abendorff (RVA), Family Campaigner and Advocate for 

learning and robust action in health care after avoidable harm 
• Steve Clinch (SC), General Secretary, Marine Accident Investigators’ 

International Forum (MAIIF) 
In attendance: • Alison McLellan (AM), Head of Patient & Public Involvement/E&D, HSIB 

• Lesley Kay (LK), Deputy Medical Director, HSIB 
• Tracy Hampson (TH), Interim Director of Investigations, HSIB 
Minutes: Julia Blomquist (JB), Chief Investigator Office Manager, HSIB 

Apologies: • Cassandra Cameron (CC), Head of Policy ad Strategy, HSIB  
• Dr Kevin Stewart (KS), Medical Director, HSIB 
• Lynne Spencer (LS), Director of Corporate Affairs, HSIB 

 
 

No. Item 
1 Welcome and Apologies 

 MAW welcomed the Advisory Panel to the meeting, apologies for absence were 
noted as above and LK and TH were introduced.  
 

2 Declarations of Interest (DoI) 
 There were no changes to the declarations of interest. 

 
Action: LS to confirm whether all DoI forms have been completed 
 

3 Draft minutes of the last meeting on 30 September 2021 
 The minutes of the previous meeting were approved as a true and accurate record 

and will be published on the HSIB website.  
 
MAW noted the minutes are not available on the HSIB website. 
 
Action: JB to have the minutes uploaded to HSIB website 
 

4 Action Log 
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 MAW presented the action log which was discussed and JB will make amendments 
following the meeting. 

 
5 Matters of Independence  

 There were no matters to be discussed.  

6 Chief Investigators update 
 National 

Although there has been instability within the branch, we are proud of the output 
which has not been affected by other issues. The national reports are on target to hit 
24 this financial year which was agreed with DHSC. There are a variety of reports and 
scrutiny panels continue. The first regionalisation pilot report was published and had a 
mixture of local safety recommendations to trusts; acute and ambulance, and a 
national recommendation. Two further regionalisation reports will be published.  
 
Maternity 
There have been a high number of referrals, this has been a statistical spike rather 
than a trend. There previously was a backlog which was reduced to only 20 which are 
outside of our control, all others are now within a six-month deadline to complete. We 
are looking to improve the methodology as it is too clinical and not system wide. 
 
Education 
The pilots and trialled courses to trust level investigators have gone well. From 2022, 
these will be launched at scale for 400 delegates. Once the course is delivered, we 
do not award or mark/assess competence. In addition, we have started shorter 
courses for senior decision makers to connect frontline and senior decision makers to 
be aware of output of investigations and how to be pursued in the system. There will 
also be another course on interview techniques. DHSC are happy and keen for this 
work to move forward. We have now externally appointed a Head of Education to run 
the department from March 2022. Andrew Murphy-Pittock is an educator from Hull 
who has experience of delivering education at scale, leadership experience and 
finishing an MBA. Andrew has the collaborative cross branch working we need to be 
integrated with intelligence and national teams.  
 
MAW looked back at the minutes and recruitment for the Head of role has been 
discussed for the last two years and queried why it has taken so long and understood 
it was being led by Dawn Benson. MAW queried whether the team have maintained 
stability. LK responded Sean Weaver (SW), Deputy Medical Director, will take over 
leadership of the department and have two national investigators supporting until 
Andrew is in post. The educators are part time in the team and need cohesive 
leadership as an interim arrangement. SW is actively managing the transition and 
spending more time with the team for the delivery of the courses. There is good 
evaluation taking place alongside to strengthen the department.  
 
MD queried whether the train the trainer’s approach is within HSIB and do they have 
support on teaching methodologies. KC responded there is a reasonable sized team 
within HSIB with a mix of academics and practitioners, all inhouse. There will be live 
or pre-recorded seminars and presentations available. FP felt privileged to be part of 
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the 10-week programme pilot. The calibre of instructors was outstanding and 
provided a systems approach to an investigation. The majority on the course were 
clinicians and repetition of the SEIPSs model was used and transitioned ways of 
thinking and thought it was excellent.  
 
RVA was concerned for HSIB to deliver training externally to investigators as a 
requirement with expertise, resource, time, and independence which is very different 
to the maternity and national models. RVA raised what is being done understanding 
the limitations and dimension of risk for HSIB and how are we managing having 
independent experts who aren’t tied to a trust. KC responded we cannot make the 
course delegates independent from trusts. This is a wider question for the system to 
look at different ways for investigators to look at adjacent trusts. It is important to get 
the methodology out as part of the national patient safety system and develop the 
best way of using the information we provide them to make it work better for the 
system. KC acknowledged there is a limit to what HSIB can do and the resource. LK 
commented we are encouraging a new approach to investigations, and we want to 
change the expectations of the board about what it should look like and the objectives 
and skills of investigators. We have trained teams for example East Kent trust was 
piloted who requested this as well as other trusts experiences difficulties. As we have 
the resource, want to respond, and help.  
 
MAW commented it matters how the patient safety incident framework and strategy 
broadly are shaping expectations. Although education is important, in hierarchy of 
interventions it’s not that effective. If operating in a framework of response which is 
highly individualised, and the system isn’t taking responsibility at local, regional, or 
national level to create a different architecture. Even with all the training MAW felt it 
would not be significant enough and the ability to enact this becomes a systemic 
issue. There have been attempts in the past which have not been successful. To what 
extent is the work HSIB are doing effecting the response framework, as strategically if 
there is no impact at that level the sustainability is questionable. LK responded she 
has been involved with the patient safety syllabus and worked closely with Tracy 
Herlihey at NHSEI to implement PSIRF and are working well to align these.  
 
Kings Fund culture review 
KC informed the King’s Fund completed the cultural review and have developed 
findings which have been damning in terms of leadership, misogyny, racism and 
bullying and have been difficult to hear and landed insensitively. Since then, several 
workshops have been held and we are moving towards a much more reasonable 
balanced position. We are expecting to have the final report with recommendations 
shortly and then will decide how to take this forward. A number of workstreams have 
started in parallel connected to culture. It has been a difficult time for the branch and 
hope culturally will be in a better place once we have all the workstreams identified.  
 
AM has been a member of the steering group which has looked at recommendations 
and how these can be taken forward. With the steering group having EDI, patient and 
public involvement and FSTU representatives, this has helped influence some of the 
communication and alleviate the way things have been delivered. It felt the bulk of 
interactions were coming from HSIB and not NHSEI. A whistleblower had initially 
gone to NHSEI HR and they commissioned the review, therefore the report goes to 
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them as well as HSIB and DHSC.  MAW felt the focus should be on organisational 
development, taking responsibility of workstreams associated with recommendations 
and aspects of culture concerns. MAW queried as there have been serious 
allegations made, is there substance for disciplinary consequences. AM has 
questioned the methodology and it is qualitive not quantitative and not as an 
investigation model. The future board is meant to be taking forward the 
recommendations, but it is a long time until then, in the meantime the steering group 
were informed NHSEI will implement them and await to hear more at the next 
meeting. KC suspected it would be onerous of HSIB to distribute scrutiny externally. 
MAW felt there was an issue with independence and NHSEI need to pay attention to 
this. If they get involved intervening what are the implications of independence. KC 
felt the host would want to ensure we are following policies and would welcome more 
involvement from them, and we now have a strong HR team. It was acknowledged 
that operationally moving to an ALB this will be highly operationally and expect there 
to be recommendations regarding this and more about employee relation (ER) issues.  
MD queried whether the index case went to NHSEI HR because the individual did not 
get an effective response from HSIB, KC was unsure of this and was a long time ago 
and hasn’t seen it. KC feels NHSEI try and take a step back which could be why we 
have got to this position. 
 
PV asked whether the Panel will be able to read the final report as they have a 
scrutiny role and there are implications regarding work the Citizens’ Partnership are 
doing with engaging with stakeholders and EDI. KC felt it was not a role for the 
Advisory Panel and therefore they will not be receiving a copy of the report. The remit 
of Advisory Panel is operational. KC added it is difficult to know what is included in 
the report until he has seen it but if it is around internal staff behaviour and ER, there 
will not a be a formal role for the Panel. RVA appreciated it is a difficult and serious 
issue and recognised this is the second time this has happened with a culture review 
and in the last meeting there was a discussion with KS who informed the issues 
arisen had been made worse and consequently a lack of independence, ambiguity, 
and oversight. KC responded one of the fundamental issues is the lack of certainty 
over the future of HSIB and job security. AM added the King’s Fund sought feedback 
from staff who had left the organisation and felt this was unfortunate as some would 
have brought bitterness into their reflections. AM did question at the steering group 
about whether these people and everyone else who participated in the review would 
get the report as AM felt this shouldn’t happen as it is not part of the solution which 
will be reiterated and that no members of staff should be sharing it.  
 
MAW felt the extent of the issues arising are a link to independence and felt as an 
organisation doing the nature of this work and developing and integrating people from 
different backgrounds and experiences had potential to bring issues. Furthermore, 
with the lack of non-Executive support/scrutiny and not having a functional 
relationship with the host or sponsor has been high risk. It is very clear the Executives 
did not choose to go down this road with HSIB and now are in a position where this 
has impacted, and MAW felt nervous of this. If an organisation has a tight boundary 
and largely self-referential, then there are difficulties and public sector organisations 
should have proper governance. The responsibility must lie elsewhere with the 
sponsors, as this might have made a difference. RVA agreed and felt it needed to be 
included in the legacy document. People in the organisation have been affected and 
HSIB should be an exemplar in dealing with these problems in the sector and society. 
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KC agreed that having external non-Executive roles would have been helpful and that 
the Advisory Panel were not recruited for this, and it was not a skillset required, it 
should have been a setup separately. MAW was not suggesting the Panel were the 
right people, we had discussions, and all involved contributed to discussions and 
agreed it is the absence of non-Executives that is the problem, and it is important that 
something is done to fill the void whether the recommendations arising suggest that 
or not, and the reality is we do not have a legitimate voice in this discussion. LK 
reflected since starting at HSIB two years ago there has been expectation imminently 
of a board. MAW want the Panel to be involved but felt they do not have a voice and 
what is the Advisory Panel for, how long will we be here for and do we have a role. 
MAW also noted in a period of transition, we should expect there to be significant 
problems arising as it is unrealistic and an unfair expectation for a leadership team to 
have a huge burden to take this work forward without the support a board would 
provide and instead are being left without this which is problematic. 
 
CI transition arrangements 
KC has announced retirement in June 2022, NHSEI and DHSC are working out the 
best transition arrangements and are looking at the job description, KC is waiting for 
more information. The timing has not been as ideal, the Bill is due to get royal ascent 
at the end of March 2022. DHSC will appoint a chair in post Autumn 2022. The Chair 
will appoint non-Executives and together appoint permanent HSSIB Executives. KC 
informed KS is finishing his secondment at the end of February 2022, LK is the 
Deputy Medical Director and will be Acting Medical Director for the foreseeable future 
until a permanent Director is appointed for HSSIB. Tracy Hampson the interim 
Director of Investigations has got a permanent job elsewhere and will be leaving at 
the end of December 2021 and we will recruit another interim until we go through an 
appointment process for the future. It is not as straight forward as the Medical 
Directorate as it involved running the national and maternity programmes and there is 
no obvious deputy for this. KC reiterated all these appointments will be held until the 
board is in place for the future HSSIB. 
 
MAW expressed he was sorry to hear of KC leaving HSIB but was delighted for him 
to retire and formally thanked him for his contribution. The Panel formally passed on 
their best wishes and felt there would be turbulent times to navigate over in the next 
few months. The future plans emerging do not feel well developed/thought through 
and MAW felt nervous of the stability and issues on how HSIB will continue to do their 
work. The output of the work is good but how can this be sustained and what 
contribution does the Panel need to make to help and support this with their 
organisational memory. MD raised concerns, NHSEI are key to leading the process 
and where another group i.e. the Health Select Committee are invested in maintaining 
the process, independence structure and element which in support of the Bill gets 
ascent. KC responded he is trying to push this in the direction of DHSC, as NHSEI 
will not form part of HSSIB when it goes live. There are more conversations with 
William Vineall at DHSC to take place as well as new minister, these relationships are 
crucial. NHSEI need to provide manpower for transition arrangements. KC 
acknowledged the instability for the branch but has been pleased with the output 
which has still been good, and it is crucial to not lose focus over the next six months. 
KC will ensure the quality of reports remain. MAW felt we needed to discuss the 
Advisory Panel’s role of independence, KC responded the Panel have corporate 
memory and with new leadership team coming in, can assist them and bring a 
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different perspective of decision making. MD assured LK that there is ongoing support 
from Panel and felt it was important to also let the other seniors to know this. JF 
reflected the whole operation including productivity and the environment can take a 
dip when a senior leaves, have HSIB really thought of the transition mechanism in 
detail. KC had asked NHSEI to bring extra resource for the administration and 
practical day to day of managing transitioning arrangements. MAW queried how the 
organisation will shape itself and where does this leadership come from. The national 
and education programmes need protecting as these are part of the future and need 
to build on them in the next year. There is an issue with identity, so externally people 
can see what is emerging. SC was concerned that operationally there is loss of 
corporate knowledge with KC leaving and felt this was a risk that a new senior team 
could be compromised. KC highlighted there is a reasonable amount of middle 
management staff who have a lot of knowledge and principles to support daily 
activities. However, widely it is a concern as KC thought there would be ample time 
for a board to be in place. The timing hasn’t been what KC anticipated and is aware it 
is a risk but the team left have a lot of knowledge and if there was an opportunity for 
him to support, he would be available.  
 
The future of the Maternity Programme 
William Vineall is joining the branch on 17 December to inform staff the maternity 
programme will not transform to HSSIB. It is on the verge of getting approval for its 
own special healthy authority and direction of travel which will have a similar budget 
and scale. The timescale is likely to be in parallel with HSSIB. It will be more difficult 
for corporate and medical directorate staff that sit across the organisation. The 
regionalisation project is less likely to happen now as well in the short term.  
 
MAW commented this now provides clarity as there has been lack of this and it has 
been confusing. The direction of the programme and political level of interest has had 
a major impact on things. MAW felt initially the programme was a risk which could 
cause difficulties, but his opinions shifted as lots of families have benefitted and it is 
important work been done. This is a good outcome and allows HSSIB to go back to 
its original purpose and focus on national investigations and the education piece 
giving more independence. KC agreed, in an ideal world it would have been one large 
organisation with a large brief. We have come a long way in the last two years and 
developed difficult relationships with trusts and now have an understanding and trust 
from them operationally. The plea to the team is this won’t be lost going to another 
organisation. MD advised the message early on from ministers would be positive, the 
Select Committee investigate into maternity and medical resilience, this will be better 
for a maternity focused organisation and NHSR are supportive of this too. MAW 
asked what was Jeremy Hunt’s position on this as he wanted maternity to stay with 
HSIB, KC was not aware.  
 
Transition to HSSIB 
The Bill has had its second reading in the lords and gone through the commons. 
There have been no amendment changes made from our perspective. Next year 
before we get debated in the committee stage, it has the roundtables with the lords 
timetabled in the new year and will be the last opportunity to make the amendments 
we would like to see. MAW has tracked a lot of this with CC and looked at the 
amendment list and there is nothing in there relating to HSSIB sections. In the 
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committee stage, the government were fixed on their position, particularly with 
prohibition of disclosure and powers of direction. We feel this undermines the 
legislation. In the legacy document we need to pick this up as it is very important for 
the new board to be sighted on this and aware of it, otherwise it is a risk. It was felt 
like we had strong arguments and the ministers counter arguments were poor and not 
coherent. RVA queried as an Advisory Panel, is there nothing more that can be put 
out there, as in the original directions and whether Jeremy Hunt would have any 
leverage supporting. MAW suggested to revise and resubmit the document put 
together which was used to construct arguments in the house of commons, it didn’t 
make a difference, but by resubmitting could add value. MAW sensed it would be 
worth doing, even if the Panel are invisible. We could also do something more public 
but was not sure whether this would influence the political process. JS observed that 
putting the previous meeting minutes up on the HSIB would help so externally those 
can see the transparency of the legislation and position. MD felt we should not give 
up influencing parliament and KC has another opportunity to do this. The 
governments health advice has weakened and could be an issue when this comes 
out in January as health will be under a lot of pressure and politically could too. The 
Panel were in agreeance to put time into this next stage. RVA raised the issue of 
patient voices and any connections we have whether they have links and there has 
been great success with communities. JS felt it could be helpful to go back to the 
hearing of her case regarding the piece of legislation with disclosure as it talked about 
the importance of transparency and staff raising concerns without fear which will go 
through debate and try and pick out the Lords sympathetic of staff feeling safe. MAW 
agreed and asked the Panel to submit anything similar. KC advised CC had a list of 
Lords who spoke in the debate and felt we have nothing to lose by doing this. 
 
Action: KC to share list to MAW of key Lords involved  
 
National Patient Safety Committee (NaPSC) 
KS attended on KC’s behalf. A pilot was completed looking into early safety 
recommendations and how they could be improved and the impact of them. There is 
more work to do on safety recommendations and discussions still need to take place 
ahead of HSSIB. KC would like us to have responsibility of who monitors the actions, 
and have it written into the Bill but unlikely it will. Monitoring the impact, felt to us the 
committee would be a place for this and is an outstanding item and does need to be 
looked at by the sector. RVA asked whether the report could be shared, as if there is 
an issue with independence and the outcomes is in the terms of reference are to 
comment on. KC’s understanding was patient public representatives were stepped 
down and was not sure where the patient voice is now. KC will ask at the next 
meeting whether the report the patient safety team produced for the committee can 
be shared. MAW would support this, partly due to the legacy document and a theme 
to comment on is the issue of how recommendations and actions arise from them are 
monitored and need a follow up.  
 
Action: KC to find out from NaPSC whether the report can be shared to AP 
 

7  Citizens’ Partnership (CP) update 
 PV updated that the design group went through a process for 8-9 months to develop 

the terms of reference and recruit the partnership which will be part of the future 
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organisation. PV thanked KC for his support. The rationale has been part of the 
HSSIB structure and is now fully fledged. There are excellent individuals with a range 
of experiences that live nationwide. There are still three vacancies to be recruited 
and would like more diversity of lived experience or an LGBT perspective. Over the 
last few months with support of internal staff, members have undergone inductions. 
They have been involved in investigations and equalities and could add value to the 
King’s Fund work. Moving forward, the group have not finalised a workplan but 
identified activities including where the CP fit in the eco system of patient safety. An 
initial roundtable was organised in January inviting NHS organisations and other 
organisations in patient safety to introduce who the CP are and to work with them. A 
seminar event will be organised in March to help to influence the development of the 
organisation. Internally staff have been positive, open and engaging. AM added the 
approved minutes will continue to be included in AP papers. The CP will work with 
investigation teams on quality impact assessments for every investigation and will be 
taken forward with several other aspects. 
  

98 Advisory Panel Legacy Document 
 Due to timings, it was agreed to postpone this item. MAW asked the Panel to share 

any thoughts to the document to be emailed to him for a discussion another time. 
MAW has started work on it and developed a head of terms. The next step is to 
circulate this to the panel to consider and then add contribution. KC and MAW will 
also discuss it in more detail as guidance is required from KC on what will be most 
useful. KC requested to see the suggestions.  

 
9 Any Other Business 
 Future meetings 

MAW informed the Advisory Panel remains at the discretion of the Chief Investigator 
as and as long as the CI wants us to last, and we would be in place until new 
arrangements took effect i.e. a shadow board. KC responded it is in the directions to 
require an advisory panel in place and does not see this stopping anytime soon. The 
transition will begin once a chair in place. 
 
Action: JB to schedule meetings for the remainder of the year 
  

10 Close 
 Thanks were given for contributions to the meeting. The meeting closed at 16:00hrs. 

Date of next meeting: Thursday 21 April 10:00-12:00hrs 
 


