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Minutes of Advisory Panel  
Thursday 21 April 2022 10:00hrs -2:00hrs 

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 
• 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: • Lynne Spencer (LS), Director of Corporate Affairs, HSIB Alison McLellan 

(AM), Head of Patient & Public Involvement/E&D, HSIB 
• Lesley Kay (LK), Deputy Medical Director, HSIB 
• Cassandra Cameron (CC), Head of Policy ad Strategy, HSIB  
• Alison McLellan (AM), Head of Patient & Public Involvement/E&D 
Minutes: Julia Blomquist (JB), Chief Investigator Office Manager, HSIB 

Apologies: • Dr Joe Rafferty (JR), Chief Executive of Mersey Care NHS Trust 
 
 

No. Item 
1 Welcome and Apologies 

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

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

 
3 Draft minutes of the last meeting on  

 The minutes of the previous meeting were approved as a true and accurate record 
and will be published on the HSIB website.  
 
The extraordinary minutes were agreed by the Panel. 
 
Action: MAW to send JB the extraordinary minutes to be uploaded to HSIB’s website 
 
It was raised whether the meeting should be recorded. KC informed most internal 
meetings can be recorded and has no issue with the Advisory Panel being recorded 
for the purpose of accuracy for the minutes, MAW agreed. AM reminded if the 
minutes are going to be transcribed minutes the Group need to be aware they will be 
published on the website. MAW proposed not to transcribe the minutes but have a 
detailed version. 
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4 Action Log 
 MAW presented the action log which is up to date with all actions completed. 

 
MAW raised an issue outstanding regarding the report KC circulated from the 
previous meeting relating to the National Patient Safety Committee. RVA suggested 
for this to be discussed today, it is not an agenda item but open for discussion. KC 
informed we are preparing a response, there meeting has been postponed to June 
2022. KC asked for the Panel to provide any comments directly to him and felt this 
would be helpful to be received.  
 
Action: Panel to provide responses to KC regarding the National Patient Safety  
Committee report by the beginning of May 2022 
 
MAW suggested to discuss the scheduling of future meetings in AOB. 
 

5 Matters of Independence  
 MAW noted HSIB are moving into territory which is explicit and the effects and 

involvement of sponsors and NHSEI is becoming more evident in the organisation. 
MAW felt there is a paradox strategically and operationally.  
 
RVA commented at the extraordinary meeting it was noted there was an issue raised 
with how investigations are carried out, the nature of recommendations and receiving 
data from the host. MAW raised this as well as an external stakeholder and wrote to 
KC including the minutes of the meeting and KC responded that it had been noted. 
KC responded since the last meeting there have been no new occasions. Nothing 
has changed in the fact that NHSEI have continued to not respond to data requests. 
The report has not been published yet and will write that NHSEI did not supply the 
data even after numerous requests which have been left unanswered. KC felt this is 
appalling, the data was requested a year ago, they did acknowledge it but haven’t 
shared it. The general attitude of NHSEI is disappointing. In terms of response to 
safety recommendations, in the last period there haven’t been any controversial but 
have had bland responses.  
 
MD asked when HSIB contacts NHSEI who do we go through, is there a specific link 
and the accountability for that individual. KC confirmed it is the Head of that 
particular department, it then goes through an escalation process to the CEO, initially 
Simon Stevens and then Amanda Pritchard. Letters have also been sent. MD asked 
if conversations have taken place with Aidan Fowler and Matthew Fogarty. KC 
confirmed they understand there is a problem but responded the data should be 
coming shortly. KC felt their responses are non-committal and unsatisfactory. This is 
for two specific investigations, and although it will be included in the report that 
NHSEI did not supply the data upon multiple requests they still have not responded 
to this. In terms of a host organisation, it is appalling.  
 
SC suggested to include strong wording in the annual report regarding the 
cooperation, KC agreed this should be included. KC confirmed the Department of 
Health and Social Care (DHSC) sign off the report. MAW felt this is a complex set of 
relationships influencing the organisation. RVA requested at the end of this meeting 
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we should agree we will sign off a statement as part of the minutes and becomes an 
additional point made to the Panel’s contribution to the annual report as it is in the 
Panel’s remit and an issue of concern. There is a high percentage of 
recommendations to the host and it is concerning there are difficulties and obstacles 
like this and external voices are concerned, what other means have reports been 
diminished by what they could have said and done with this obstruction.  
 
JS felt frustration and that the host are setting a dangerous precedence. That 
message can have wider implications on HSIB doing their investigations moving 
forward and getting cooperation with investigations. There is a lot of good work in the 
NHS where trusts are trying to change patient safety and empowering staff to 
investigate and learn lessons. This attitude from the host cherry picking what they 
want to assist with and contain any reports undermines the process and public and 
staff confidence. MAW felt this is not unheard of and is complex with the hosting 
arrangements and could be the acuteness amplified at the moment.  
 
PV concurred with everyone else, the way we have been treated, it is part of the 
culture of the government. In other aspects of social policy, there is a lack of 
disregard to institutions, bodies and autonomy. PV feels we are not being respected 
as we should be. 
 
The Panel agreed to revisit the final submission to the annual report and include this. 
  

6 Chief Investigators update 
 The Bill  

KC thanked to all those who helped with the Bill. It was excellent news that the 
ministry of justice backed down and the coroner’s access to protective information 
has disappeared. The Bill whilst not perfect, is highly workable. Coming back to the 
previous debate, the fact NHSE didn’t provide evidence to us, gave us ammunition as 
to why we need statutory powers. It is going through the next phase and could be 
several more weeks until royal assent. The expectation is still HSSIB and SpHA to be 
set up from 1 April 2023.  
 
MAW felt this was an amazing success. MAW assumed for the powers of regulation, 
these haven’t changed which means it continues to be an issue potentially and 
commented that a lot of the extent to HSIB to resist any unwarranted intervention by 
the Secretary of State around investigations will be reliant by the strength of the 
HSSIB Chair and Non-Executive board. KC shared concerns and suspected health 
may be different, the Board might be able to deflect this, but it will come down to 
individuals. 
 
Staffing 
LK is present today as Acting Medical Director which is working well. We have 
appointed Deinniol Owens as the Associate Director of National Investigations who is 
doing an excellent job. Deinniol previously was a national investigator from the early 
stages and will be holding the new role until the board is formed. Andrew Murphy-
Pittock is now leading education, although he does not have a technical background 
in investigation science, his does in organising training and training institutions and 
gives a practical thrust to training courses and programmes. The courses are being 
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run at pace to hundreds of local NHS investigators and delivering a short course to 
strategic decision makers. Furthermore, we have put together bespoke courses for 
trusts with particular issues, last year we did this with East Kent and have others to do 
as well and pushing the offering to a wider audience.  
 
Reports 
They continue to go out at the end of the financial year and published 22 reports in 
2021/22. There was a Quality Assurance Review (QAR) meeting with DHSC and the 
new minister. The Minister is interested in quality and impact of investigations, not 
numbers. In maternity, there is a 5% exceeding 6 months and the pipeline is now in 
control. 
 
Reports of Interest 
Gender dysphoria - there was a lot of work involved in the reference case and 
whether to publish the report or not due to difficulties with the family. We spoke to 
department lawyers about HSIB’s responsibility and had to do a more anonymised 
report than usual and took out all identifiable information. The family were not content, 
but HSIB had a responsibility to publish it due to the safety recommendations, it was 
an interesting test which could occur more when a statutory body. 
 
MAW informed the family raised concerns to him, there was subsequent contact, the 
last communication he received was informing them of the process for complaints and 
if they wanted to go external would be PHSO. KC confirmed the family did contact 
PHSO who were unaware of HSIB. It was not taken any further and the report was 
published a week ago.  
 
RVA felt this was a big issue. RVA questioned are there any plans or proposals for 
HSIB to look at getting feedback from families to ensure optimal learning and 
reflecting on interactions with them, beyond the family engagement model. RVA felt 
not enough has been done to examine the effect of families. Given the unavoidable 
trauma when system focused investigations occur, are there plans to learn further 
and how to improve families experience of going through the process. It is more than 
mere engagement when working with traumatised families and tragic deaths. LK 
responded we routinely in maternity and national offer all families an opportunity to 
feedback and routinely collect information on experience which is brought to the 
investigation improvement group every month and any data, quotes and learning is 
reviewed. Every family is offered this and is led by Louise Pye, Head of Family 
Engagement. We do have a high engagement rate, the vast majority is from maternity 
investigations. We ask for families experience of HSIB investigations, not the system.  
 
MAW felt this is a broader issue, not just HSIB. A paper was published recently on 
humanising harm, which MAW was involved with and raises how families are 
supported when harm has occurred. Investigation is a small part of the experience, 
and a national investigation is even smaller. HSIB can’t be expected to try and solve 
the problem for the whole wider system but can do what it can for people involved in 
the future, prominently in national investigations. The real challenge is working with 
reference events and trying to generalise. KC is very proud of our family engagement 
model and signposting. Majority of feedback is first class, and any critical feedback is 
usually out of our control relating to the system or wanting justice. MAW agreed the 
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issues were broader.  
 
Action: MAW to share humanising harm paper to the Panel 
 
RVA commented it should be on the National Patient Safety Committee agenda to 
look at what harm has been reduced in the system in the index cases where families 
made a referral. RVA has been involved with Bradford doing research on improving 
models working with families, there is a value in external experts reflecting on 
experience with families. The HSIB engagement model shows successful data and is 
working well with maternity and is amazing at what it has achieved, but was 
concerned for the need for learning, reflecting, and growing which RVA believed is a 
gap in HSIB and has raised this before. MAW felt we should consider and revisit this. 
 
International building relationships 
Scandinavian countries are taking the lead in healthcare; Finland, Norway and 
Sweden have their own dedicated healthcare investigation of accidents. We are trying 
to strengthen ties with Norwegian colleagues, especially their experience with 
legislation. KC was invited to Slovenia who recently had a poor audit of patient safety 
performance and were interested in the work HSIB do. They have a practical working 
model instead of a concept which is helpful to other countries.  
 
Interim CI Recruitment 
KC noted there is a significant difference on how HSIB are treated between NHSEI 
and DHSC. NHSEI are a fundamental part of the problems we have had. We are not 
particularly wanted by them, and we feel we are a distraction. Aidan Fowler and his 
team aren’t helpful or supportive. We are the lowest priority in all aspects of 
administration whether it is finance, IT, recruitment, and business cases. HR 
continues to be a large issue. 
 
KC informed NHSEI in October 2021 of his retirement and formally submitted his 
notice in December. The interviews still have not taken place for his successor and 
shows the priority HSIB are given, and that they do not consider it important to us. KC 
had a discussion with the minister yesterday, Maria Caufield, and she asked KC why 
he feels we get so few referrals from NHSEI. KC responded he presumed they do not 
want us to bring back safety responses to them that are difficult to fulfill, this why the 
Bill is so important to separate us from NHSEI. We have better relationships with 
DHSC, NICE, MHRA and CQC than our host NHSEI.  
 
MD felt this demonstrates the difference with NHSEI and other bodies. There is no 
willingness in the safety system to fight for the cause and there seems to be very little 
challenge. MD finds this difficult to hear and it reflects frustrations over the last few 
years. One of the reasons HSIB was set up was to create an independent system to 
support appropriate solutions. MD was disappointed and will continually raise the 
deficits. MAW felt there are significant differences from when MD was in post, there 
was support from the secretary of state and this has undoubtably had an impact.  
There is an opportunity for the Panel to shape what happens in the next period to 
support colleagues in the organisation. The difficulty is those making decisions about 
what happens next in the transitional period are the ones not wanting to make the 
bold decisions. The issues with HR support and process of recruitment for the CI 
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successor need to be raised. PV and MAW had an unusual experience of being 
invited to the CI interviews and then not receiving communications about it, and diary 
changes made it so they couldn’t attend initially. PV added there has also been 
pushback to join the Transition Board.   
 
PV and MAW joined the CI stakeholder panel for the interview process and from 
being involved it was clear NHSEI do not understand how the organisation functions 
and operates and were worried in the final process that the lack of insight and 
perspective could lead to the wrong appointment which is a fear. MD reflected on the 
previous process for the CI recruitment, which had an independent approach to 
setting up a panel and process. It was led by DHSC not NHSEI with experts on the 
interview panel who understood the field.  
 
RVA found this shocking, but not surprising from the experience over the years. HSIB 
would not be here if it were not for patients, families and safety experts who raise 
issues, all we can do is push things forward and give a voice. RVA suggested to do 
research and gain feedback from all those who have referred about their experience 
and involvement. 
 
JS asked whether PV and MAW were going to approach DHSC about the issues 
being involved with the interview’s collectivity as chairs. The Head of HR at NHSEI 
has offered to speak to MAW regarding the issues raised, MAW asked the Panel to 
provide any comments so he can respond.  
 
Action: Panel to provide comments to MAW relating to the CI recruitment  
 
KC agreed if the Panel share the same views on the recruitment process, they can 
write to DHSC. LS and LK have concerns on the period between KC leaving and the 
new CI starting, there has been no information and it is unsettling for staff. LS raised 
this with DHSC yesterday and asked for William Vineall to brief the staff about the 
leadership arrangements who has agreed to this.  
 
The Panel agreed to draft a letter to William Vineall to raise the issues of the 
recruitment process and lack of clarity on interim arrangements.  
 
Transition Arrangements 
The first inaugural Transition Board meeting took place today. William Vineall set up 
the board and drafted the terms of reference which will be an oversight and decision-
making group. The membership chosen by DHSC is Aidan Fowler, KC, LS, James 
Walker, Jeevan Jayanthan, Alison McLellan and Jabeen Tahir. HSIB will set up a 
transformation working group and task and finish groups to enable the transfer. LS 
previously set up a model for six pillars, all statuary for a board. A Director of 
Transformation will also be employed. The Panel felt the Transition Board needs 
independent non-executive involvement as there are several conflicts of interest. AM 
reiterated we tried hard to get at least one of the Chairs on the board to give a 
different insight, however William wants to keep the membership small.  
 
PV raised if the Panel resigned, would there be any implications, MAW felt the effect 
would be minimal. LK and LS emphasised HSIB would lose a voice and we need the 
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Panels support who have legacy memory, knowledge, and narrative. KC would be 
hugely disappointed as their support is invaluable, especially to LS and LK once KC 
leaves. It was suggested to write to the minister regarding these issues. 
 
Action: PV and MAW to write a letter to the Minister 
 
LK raised one of her concerns for the transition board, was that there was no 
investigation expertise when KC leaves and feels this could be lost and although 
governance is important, this is patient safety investigations and the purpose of the 
organisation could be lost during transition.  
 

7  Citizens’ Partnership (CP) update 
 The next CP meeting takes place on 11 May 2022 and the minutes can be shared for 

information.  
 
The CP member are working closely with staff across the organisation and advising in 
different ways to add value.  
 
The CP held a roundtable event in January 2022 to bring together the wider patient 
safety world. This has now been put on hold due to the King’s Fund report. We need 
a process to engage externally with stakeholders to reconnect and explore ways to 
work together.  
 
PV reflected how will the CP and AP have dialogue in the future patient voice. MAW 
agreed we need to understand this and have a transitional strategy. 
 

8 Future role of Advisory Panel 
 MAW proposed with an incoming CI, should there be a conversation about the role of 

the Panel during the transition period and articulating this. We could outline this with 
the minister when raising concerns, but also need to provide solutions not just 
explaining the problems. MAW asked the Panel to consider how we should position 
this and whether we should push ourselves firmly into the strategic domains.  
 
KC believes his successor will most likely not have an investigation background and 
will lack insights the panel provides with their skillsets. It is unlikely they will be in 
place prior to KC leaving. The Panel could be enormously important in influencing 
and assisting the new CI during the crucial transition period.  
 
LS will create an induction programme for the new CI and the Panel and CP could 
help on an away day. 

 
9 Any Other Business 
 Future meetings 

The meetings usually take place every three months, it was suggested to meet more 
frequently due to the transition. 

 
MD suggested we need a timetable of relevant events in the next six months. LS has 
a document that can be shared with MAW.  
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Chief Investigator 
It was noted this will be KC’s last Advisory Panel meeting. The Panel formally 
thanked KC for his contributions, in particular recognising the difficulties over the last 
few months and his determination to deliver the work around the future of HSSIB.  
 
It was reflected the nature of this meeting’s conversation has been difficult to hear.. 
MAW committed to do what he can to try and hold onto the important legacy and 
wished KC good luck for his retirement.  
 
KC thanked the panel for all their support which will be crucial in the next period and 
hoped they will continue this.  
 

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

Date of next meeting: Monday 06 June 2022 14:00hrs-16:00hrs 
 


