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Foreword
by the Chairman of the Inquiry

It is my privilege to present this Report, as Chairman of the Inquiry.

I do so in the hope that it will assist in understanding the problem of
the sexual abuse of psychiatric patients, and in the expectation that our
recommendations, if taken up, will enable the National Health Service
to respond more effectively to the needs of those of us who use mental
health services.

The Secretary of State for Health set up my Inquiry as one of three
Inquiries looking at how the National Health Service dealt with concerns
and complaints against four named doctors. It has surprised those of us
working on the Kerr/Haslam Inquiry that it has taken so long to send our
Report to the current Secretary of State, the third to occupy that post since
the Inquiry was originally commissioned.

A private Inquiry is a time-consuming process. We detail in our Report
some of the reasons for that. We started of course with the disadvantage
that we were enquiring into concerns and complaints relating to two
clinicians running more or less consecutively for over 20 years.

We also found that patients came forward to us in greater numbers than to
either the Ayling or the Neale Inquiry, together with which we formed “The
Three Inquiries”. We again give reasons in our Report on why this should
be so. One common theme across all three Reports is that it was only
through feeling that they were not alone in making complaints, and doing
so with the support of others, that patients were able to explain why they
believed the NHS had failed them. I place on record my thanks to all those
former patients who gave evidence to the Inquiry. I fully appreciate how,
for many of them, it was a difficult and distressing experience. I hope they
will be able to feel that they have achieved some sort of “closure” with the
Report’s publication. T also extend my appreciation to the present and
former staff of the local NHS authorities — including clinicians, nurses, GPs,
administrators and managers. Almost without exception they came forward,
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provided detailed evidence and offered helpful information; and they did so
knowing that they would be subjected to close examination and possible
criticism. I, and the members of my Panel, were extremely impressed by
the level of willing cooperation we received. It does credit to the NHS, and
causes us to be optimistic that existing structural and cultural problems
identified in the Report can be rectified.

Another reason for the time taken, and the fact that we had to consider
much more information than our sister Inquiries, was perhaps that our field
of concern may also have been wider. The former patients of William Kerr
and Michael Haslam raised issues involving both primary and secondary
care providers perhaps in equal measure. Unique difficulties were presented
by the problems of psychiatric treatment.

All of these and other issues meant that it took longer to ensure that we got
things right. Where we have failed to do so, it is not through lack of effort.
We have tried to keep any mistakes of fact or attribution out of this Report;
if, despite our best efforts, they have crept in, they are mistakes honestly
made.

I record here that the support of the Secretariat and Legal teams has served
us well. Bruce Carr, ably supported by the skill and hard work of Clare
Brown, is a first rate Counsel who tested the evidence presented to the
Inquiry thoroughly and fairly. Michael Fitzgerald and Duncan Henderson
got through a huge amount of work that sadly has become the lot of
solicitors to Inquiries. Stephen Taylor, Tom Brennan, Karoon Akoon and
David Altberg all provided us, and them, with paralegal support that could
be relied upon.

The Secretariat was led by Colin Phillips, supported by his team of John
Miller, Kypros Menicou, Emily Frost, Philip Otton, Virginia Berkholz and
Gurjeev Johal. They all worked tirelessly to ensure that our procedures
were followed, and the Inquiry was kept operating at full stretch. Dr Ruth
Chadwick ensured that the team of Experts we consulted provided us with
the most relevant, up-to-date and useful information and advice. They were
enormously helpful, and their work was of the highest standards. All of this
team, together with Dr Kathryn Ehrich, contributed greatly to our Part Two
Seminars that looked at the wider issues raised during the earlier stage of
the Inquiry’s deliberations.
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I am grateful to all those mentioned above for their hard work,
professionalism and dedication. This leads me on to thanking my
colleagues Ros Alstead and Ruth Lesirge, my fellow Panel members,

for their huge contribution in considering all the issues, information and
evidence before us and producing the Report that I have today been able
to pass over to the Secretary of State for Health for consideration. They
have been supportive throughout, providing constant assistance, analysis
and insights. The recommendations made today owe much to their input.
I am extremely grateful for their advice and support.

Finally, as noted above, I hope that the recommendations we have made
will be taken up by those responsible for their implementation. We
acknowledge in the Report that much progress has been made in many
areas since the time that the incidents happened. Only when a system is
in place that enables the voices of psychiatric patients and concerned
NHS staff to be heard, and appropriate action to be taken, can we be
confident that the situations described in our Report will not be repeated.
That is the aspiration for us all.
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Executive summary and Recommendations

General

1 This Inquiry begins in many ways at the end of the factual story.
That end was the conviction in 2000 and 2003 respectively of two
consultant psychiatrists both working during the 1970s and 1980s in
the same psychiatric hospital in York, North Yorkshire. William Kerr
was convicted (in his absence, on a Trial of the Facts) of one count
of indecent assault, and Michael Haslam of four counts of indecent
assault (a conviction of rape was quashed on appeal). The victims in
all these cases were vulnerable female psychiatric patients, who had
gone to their consultants for treatment, seeking help. In most if not
all cases, the effect upon the women of the breach of trust that
occurred has been devastating. Although Michael Haslam has been
convicted and has served a prison sentence, he has consistently
denied any form of wrongdoing in relation to his patients. This
denial applies not only to the cases where he has been convicted,
but to all allegations made against him by any former patient referred
to in this Report. We have no doubt that William Kerr likewise would
deny all the allegations that have been made to the Inquiry. It is of
course completely regrettable that the concerns and complaints, and
these denials, were not examined fully and as contemporaneously as
possible. It is regrettable from the perspective of the patients, the two
consultants, and from the more general users of the local health
service. However, that sense of regret did not dictate or influence the
Inquiry. We must deal with the situation as we find it, not as we
would wish it to be.

2 At the outset we posed these central questions:

e How could it be that the voices of the patients and former patients
of William Kerr and Michael Haslam were not heard?

e Why were so many opportunities to respond and investigate
missed?
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e How could it happen that abuse of patients, evidenced by the
convictions of William Kerr and Michael Haslam, went undetected
for so long?

In order to attempt an explanation, this Inquiry has sought to
examine the events that occurred in the hospitals, clinics and GP
surgeries of North Yorkshire, primarily during the 1970s and 1980s.

The story that has emerged is not one of a deliberate conspiracy

by healthcare professionals knowingly acting to conceal sexual
misdemeanours (or worse) of two of their consultant colleagues.

It is mainly but not entirely a story of committed and caring doctors,
nurses, psychologists and others. But, for a complex of reasons that
we attempt to unravel in our Report, no matter how committed and
caring they may have been, many nevertheless ignored warning bells
or dismissed rumours and some chose to remain silent when they
should have been raising their voices.

It is also a story of management failure, failed communication, poor
record keeping and a culture where the consultant was all-powerful.

While the majority stood back, there were, as in all such stories,
some who stepped forward, and this account also seeks to examine
why even those lone voices were not heard.

Above all this is an account of psychiatric patients, many in number,
whose concerns and complaints fell on deaf ears. Added to that
number were many more patients who, for a variety of
understandable reasons, did not make any contemporaneous
complaint, but who have found the strength and courage to come
forward to the Inquiry. We know that there are others who have
chosen to remain silent. As set out in the Report, there are many
more alleged incidents identified by former patients than the five
counts of sexual assault referred to above. Although, in accordance
with our Terms of Reference, we record those concerns and
complaints, whether or not raised at the time, we do not — nor could
we — make any attempt to decide whether or not any concern or
complaint is true or false. That is not our function.

Against this background of concerns and complaints that were
dismissed at the time as incredible, ignored or simply not heard, we,
as an Inquiry, have sought, at all times, to listen.
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Nature and chronology of concerns and complaints raised
concerning the practice and conduct of William Kerr and
Michael Haslam

William Kerr

9

10

11

12

13

14

William Kerr started working as a locum Senior House Officer in
psychiatry at Clifton Hospital in York in 1965; he was appointed as
consultant in 1967, a post he held until his retirement in 1988.

During the course of the Inquiry we received evidence indicating that
38 former patients claimed they made disclosures to NHS staff of
sexualised behaviour by William Kerr before his retirement. Not one
of these led to any investigation of his practice.

The number of patients who have subsequently come forward
alleging that they were subjected to some form of sexualised
behaviour' by Kerr brings the total number of those who now make
allegations against him to at least 67.

The first complaint against William Kerr in North Yorkshire was in his
very first year in the post, 1965. This, as with so many subsequent
cases, was a concern communicated by a patient to her GP.
However, in a pattern that was to be repeated many times, no formal
complaint was lodged by the patient with the hospital authorities or
with William Kerr’s employer, nor did any GP take the initiative to
pursue the matter. The complaint progressed no further than forming
part of the reserve of knowledge of one particular GP.

However, this was not the first time an allegation of sexual
misconduct had been raised. William Kerr had left his previous post
in Northern Ireland in 1964 after an internal disciplinary hearing
concerning an allegation of inappropriate sexual conduct with a
patient (the details of which remain unclear).

Concerns continued to be raised about William Kerr throughout his
career. The accounts we heard from patients were strikingly similar.
The allegations were of unscheduled domiciliary visits, or
appointments being arranged for the end of clinics when there
would be few nursing staff around. William Kerr would then

1 In this Report we have used the phrase “sexualised behaviour” to mean “acts, words and behaviour designed or

intended to arouse or gratify sexual impulses and desires”.
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15

16

17

allegedly expose himself and “invite” patients to perform sexual acts
(often of masturbation or oral sex) upon him, sometimes suggesting
that this was part of their treatment. A number of patients also
alleged that full sexual intercourse took place. A number of women
described William Kerr’s ability to make them comply with his
wishes, leaving them confused and guilty about their own actions
and afraid to complain in forthright terms.

In many cases the alleged recipients of these complaints, most
typically GPs, but also community psychiatric nurses, hospital nurses
and consultants, deny or have no recollection of any complaint. One
of the major problems facing this Inquiry has been the passage of
time since the events in question and the resultant fading memories.
It has been difficult to conclude in each case, with any degree of
certainty, whether a complaint was made — and if made, to whom,
and in what precise terms. Were all these women mistaken when
they told us that they raised concerns, that they made complaints? In
our judgment the answer is clearly “No”. We are satisfied that a
significant number of concerns, whether or not raised as formal
complaints, were voiced but not heard. Despite what appears to be a
marked reluctance by recipients to make any contemporaneous note,
even by some who acknowledge that they were very serious
complaints of alleged wrongdoing, a few records have survived.

In the period prior to 1983, of the 30 concerns alleged to have been
raised about William Kerr all but one fell on deaf ears.

The exception was the case of Patient A22% In 1979 this patient
complained to her GP, Dr Wade, about advances made by William
Kerr, who allegedly propositioned her during a domiciliary visit. Dr
Wade accepted Patient A22’s concerns as being true, and linked the
concerns with William Kerr’s reputation of “potentially flirting with
some [female] patients”. It is one of the great ironies in this account
that the consultant to whom Dr Wade chose to speak about his
concerns regarding William Kerr was Michael Haslam. Perhaps
unsurprisingly, given his attitude to sexual contact between patients
and doctors, Michael Haslam did not take the matter any further or

2 From here onwards, we refer to the former patients of William Kerr and Michael Haslam specifically. To preserve

confidentiality, as far as we can, and anonymity, we have adopted the practice of referring to them by a code. We did

this both in correspondence with Inquiry participants and at the oral hearings. To increase confidentiality we have

adopted different codes in our final Report.
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raise it as an issue with the Regional Health Authority (William Kerr’s
employer).

18 In 1983 an account of an alleged sexual relationship between a
psychiatric patient, Patient A17, and her treating consultant, William
Kerr, was disclosed® to Deputy Sister Linda Bigwood — not by way of
complaint, but as part of the patient’s life story. Linda Bigwood,
unlike so many of her colleagues, was not prepared to “turn a blind
eye”, and pursued her concerns about William Kerr’s alleged sexual
misconduct towards not only Patient A17 but a number of patients,
with the hospital authorities, the District Health Authority and beyond
that with the Regional Health Authority.

19 Despite letters and meetings setting out her concerns over a period
of almost five years involving the most senior NHS managers, and
despite the support of her union representatives, no investigation was
ever made into William Kerr’s practice and he retired in 1988 with a
letter of thanks for his “valuable contribution” to the health service in
the Yorkshire region. Linda Bigwood, in contrast — and as with many
other so-called “whistle-blowers” — in personally raising the issue of
how the complaints were handled, herself suffered professional
detriment.

Michael Haslam

20 Michael Haslam took up his post as Consultant in Psychological
Medicine at Clifton Hospital, York, and Harrogate District Hospital
in 1970.

21 During the course of the Inquiry we received evidence indicating
that at least eight patients had, during his time in York, raised
concerns about his alleged sexual advances towards them. Many
of the allegations involved offering friendship and social activities
outside the clinical setting, leading later to the development of
a personal, sexual, relationship.

22 The number of patients who have subsequently come forward
alleging that they were sexually propositioned or assaulted by

3 We have also used the term “disclosure” to refer to information that passed between individuals. Some of those
“disclosures” amounted to allegations against William Kerr and Michael Haslam. We make no comment on the
veracity of those allegations but regard all such “disclosures” as information that should have been acted upon at the

time.
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23

24

25

26

27

28

Michael Haslam brings the total number of those who have now
made allegations against him to at least 10.

The first complaint against Michael Haslam known to us occurred in
1974 when Patient B1 informed her GP, Dr Foggitt, that (allegedly)
she had been having an affair with Michael Haslam. However, in a
pattern that echoed the response to complaints regarding William
Kerr, this was never pursued either by the patient herself or by Dr
Foggitt as a formal complaint or as an issue that needed to be
reported to health service management — even with the identity of
the patient concealed.

While the number of patients who raised concerns about Michael
Haslam was far smaller than in the case of William Kerr, concerns
continued to be raised at intervals throughout his career, notably in
1976 (Patient B2), in 1981 (Patient AB) and in 1984 (Patient B3). It is
to be noted that although the expressions of concern are very
different from the allegations made in relation to William Kerr, they
nonetheless share a striking similarity to each other.

Michael Haslam practised a range of treatments not widely known
about or used within mental health settings. One such treatment was
full-body massage (carried out without a chaperone). The Inquiry
heard evidence on how on occasions this was carried out in isolated
parts of the hospital or out of hours.

In three cases attempts were made to commence a formal complaint
by means of letters (in the case of Patient B2, from solicitors) or a
written statement. However, in none of the cases did matters
progress to an investigation, no patient apparently being prepared to
go through with a formal complaints procedure.

The stories of Michael Haslam and William Kerr, perhaps inevitably,
overlap. Indeed, Linda Bigwood, whose efforts as a whistle-blower
were concentrated on William Kerr, also brought concerns about
Michael Haslam to the attention of management.

In 1987 Patient B5 complained to her GP of being propositioned by
Michael Haslam. The GP concerned, Dr Moroney, raised the issue
with the hospital management (Dr Kennedy). However, in a now
familiar pattern, the disinclination of the patient to proceed with a
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29

30

31

formal complaint marked the end of the matter and no investigation
of Michael Haslam’s practice was conducted.

It was not until the complaint by Patient B7 in 1988 of sexual assault
that any real attempt was made to collate the previous allegations
against Michael Haslam. Even at this stage, no investigation was
launched and Michael Haslam was allowed, perhaps even
encouraged, to retire from the NHS.

Unlike William Kerr, however, Michael Haslam’s retirement from the
NHS did not mark the end of his medical practice. He continued to
work in the private sector and we are aware of at least one
complaint that arose relating to the period when he was in private
practice.

While Michael Haslam left the NHS under something of a cloud
(though not according to Michael Haslam, and not known to many
within the NHS), he was still subsequently appointed an honorary
NHS consultant in 1989 in York. In addition, he was subsequently
appointed as the non-clinical Medical Director in Durham. There was
no investigation of his practice until the police investigation of
William Kerr caused allegations about Michael Haslam to come into
the open, prompting an internal NHS inquiry in 1997/98 (known as
“the Manzoor Inquiry”) and subsequently (following further
allegations) a criminal trial. Michael Haslam finally retired from
medical practice, and took voluntary erasure from the Medical
Register, in 1999.

The procedures then in place for raising concerns about
healthcare professionals

32

The systems (and procedures) within the NHS that enabled legitimate
concerns and complaints to be raised were in fact part of the
problem facing patients and staff from the 1960s through to the
present day. The detail of the relevant systems and procedures and
their operation is contained in Chapter 31 and Annex 5 of the Report.
We describe the barriers that the organisation itself presented to
complaints that were raised — see Section 5. We detail, at length,

many of the individual specific complaints and how they were
handled.
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33

34

Very few patients wanted, or were robust enough, to make a formal
complaint. Our clear impression is of a system that was difficult and
obstructive. It was neither “user friendly” nor designed to ensure that
patient safety was paramount. Those who came through it did so in
spite of it, and were left damaged and disillusioned by it. Most never
made it through the labyrinth of artificial barriers, unnecessary
formalities and plain obstruction to any kind of resolution of issues.
Patient complainants largely got nowhere; professional complainants
often fared worse, attracting blame, criticism and a degree of
professional ostracism that deterred others from following their lead.

Nowhere was the voice of the complainant listened to with
enthusiasm or support. It is clear that procedures protected the status
quo at the expense of much needed reform. It was a situation that
changed all too slowly and, without doubt, resulted in damage and
frustration for patients and their supporters alike.

Actions taken in response to concerns

35

The uncomfortable reality is that during the NHS employment of
William Kerr and Michael Haslam:

e there was no detailed consideration/assessment of any complaint
raised about their conduct and practice;

e any remedial action that might have been necessary was not taken,
and;

e the consultants continued to practise without restraint, despite
concerns having been reported.

The response of GPs

36

37

The response of GPs, who in many instances were the first and often
only recipient of concerns expressed by patients of William Kerr and
Michael Haslam, was varied.

Deputy Sister Linda Bigwood (one of the few key whistle-blowers in
the William Kerr story) described a general concern among Harrogate
GPs about William Kerr, such that some refused to refer female
patients to him. Despite this, no attempt was made by NHS
management at the time (whether at Regional or District level) to
investigate whether or not the concerns were true. We are sure that
William Kerr would have denied the allegations, but they were not
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38

39

40

even put to him for his denial to be recorded. The failure by the
local GPs to respond is a striking feature of the William Kerr story.
In our Inquiry, some 20 years later, we found only one instance of a
GP, Dr Wade, taking any active steps to pursue a complaint about
William Kerr. This led Dr Wade, not unreasonably, to William Kerr’s
fellow consultant Michael Haslam, who did nothing to pursue

Dr Wade’s concerns. The complaint did not progress further.

The first complaint concerning Michael Haslam of which the Inquiry
is aware was communicated to a GP, Dr Foggitt. In the same way as
GPs had failed to forward their concerns about William Kerr to any
higher authority, Dr Foggitt (although he took steps to refer his
patient, Patient B1, to another consultant) did not seek to inform the
authorities of Michael Haslam’s alleged sexual relationship with
Patient B1. Michael Haslam denies any wrongdoing in relation to
Patient B1, but again the allegations we have heard were not put to
any form of test, they were not the subject of any inquiry — they just
became part of the unarticulated background to Michael Haslam’s
practice. On evidence received by the Inquiry, this 1974 allegation
was the first; had it been investigated, admitted or found to be true,
and suitable action taken, then patient safety might have been
secured.

The later complaints against Michael Haslam, arising in 1987 and
1988, provoked a very different response from two GPs, Dr Moroney
and Dr Moran. This is perhaps explicable by the gradual change of
culture that had occurred by this stage. Both Dr Moroney (in relation
to Patient B5’s complaint) and Dr Moran (in relation to Patient B7’s
complaint) appear to have recognised both the severity of the
allegation and the necessity of referring these matters on to the
authorities (in the form of Dr Kennedy). Both were new GPs and,
perhaps less restrained by the historical culture of a degree of
tolerance towards sexualised behaviour by psychiatrists, were
prepared to challenge the status quo.

In response to patient complaints and concerns, the first point we
make is that many of those to whom they were made did not, or
would not, hear them. GPs failed to pass on a complaint or concern.
Material and relevant information was not properly received and
actioned. Clear messages were ignored, hints were not taken up and
silences were not explored.
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41

42

43

As a culture we can characterise it as unhealthy. Professionals were
reluctant to take action against consultants, through either a
misguided sense of loyalty or fear of confrontation. Administrators
felt powerless, and devised mechanisms to protect themselves, rather
than the patients or those who raised concerns. Responsibility for
action was fragmented and unclear; policy and protocols were
confusing or were incorrectly implemented, if at all. As a
consequence, responses at virtually all levels were inadequate and
unconvincing. Some of this paucity of response was due to lack of
ability or to lack of training; some of it arose through lack of clarity
on how best to proceed. Sadly, some of the failure arose because it
was easier, perhaps professionally safer, to do little or nothing at all.

As a consequence, patients were routinely disbelieved, were thought
to have invented or exaggerated their concerns or complaints, and
were treated neither fairly nor with the respect their situation
required. Health professionals did not, in general, see their role as
supporting patients in following through their concerns and
complaints unless clear, unequivocal and incontrovertible evidence
demanded it. In other words, if there was a possible “other side”, or
a mere denial by the consultant, the matter did not proceed. Even if
there was any forward movement, procrastination and delay helped
to diminish the impact of concerns and complaints — with damaging
consequences. Nor, in general, did NHS staff initiate action in support
of patient safety.

The result was that in both cases the consultants, despite
considerable and widespread doubts as to the propriety of their
behaviour, were able to retire, with some distinction, from the NHS.
When it became apparent that all was not as it should be, the GMC
was, it seems, unable to do more than grant them voluntary erasure
from the Register and allow them to take an unscathed retirement.
Indeed, retirement was seen as a solution by the authorities and as
an end to a difficult and time-consuming problem. To the former
patients it was seen as an escape, a trapdoor to freedom that they
were loath to allow either doctor to use. It compounded the sense of
injustice and grievance that many of them have told us they felt.
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Contributing factors impeding appropriate investigation and action

44 In our view the root causes of this comprehensive failure to attend to
patient concerns can be categorised under the following five
headings.

Organisational

e Lack of rigour in recruitment and appointment practices
e Failure to examine/explore references

e Power and influence of defensive legal advice

e Poor and fragmented disciplinary procedures

e Lack of standard procedures and consistency for the writing and
storage of records

e No formal process for supporting patients
e Several changes of NHS hospital and management structures

e Intermittent shortage of psychiatrists

Cultural
e Consultants had undue power and unclear accountability

e Prime loyalty to medical colleagues and a tolerance of sexualised
behaviour

e Lack of knowledge (or acceptance of the knowledge) that doctors
might abuse their patients

e No attempt to investigate/explore recurring rumours

e A predominantly male hierarchy of doctors and a predominantly
female nursing cohort, which reinforced gender power relations

e Patient fears of retribution, punishment and/or withdrawal of
treatment — or other adverse consequences
Structural

e Consensus management, which militated against leadership and
pro-activity

e A separation of domains between general practice and hospitals,
which made it difficult for GPs to identify how to raise concerns
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A management hierarchy for each function within the NHS, with
no overview of the whole

No requirement for continuous professional development learning
or appraisal of senior doctors

Professional practice

Absence of multi-disciplinary working

Over-rigid interpretation, or even misinterpretation, of the legal
position pertaining to the requirement for patient confidentiality —
such that it overrode patient safety

A belief that doctors could not harm patients — and a reluctance to
discuss what was and was not acceptable behaviour

Willingness to let doctors use therapies that were not understood
by, or known to, colleagues and peers

Lack of supervision/monitoring of domestic visits

Lack of a structured and monitored appointments system
Inadequate processes for GPs’ sharing of information
Different codes of practice for GPs and hospital doctors

A willingness to resolve the issue of “problems with doctors”
through retirement, promotion or a move to a different post

Slowness and opacity of GMC processes

Individual failings

Hospital doctors and GPs who did not act on concerns or
complaints

Nursing staff who failed to report concerns and ignored patient
concerns

NHS managers who neglected to take action, took a line of least
resistance and failed to investigate expressed concerns

Michael Haslam’s failure to pass on concerns expressed by a GP

A social worker, a counsellor and a psychologist, all of whom
failed to report alleged disclosures by patients
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45

46

47

e NHS managers who focused on the disciplinary issues raised by
the actions of a whistle-blower, but failed to investigate to its
conclusion the allegations and disclosures reported

So, we ask, how did this culture develop? To the rhetorical question
“Do you think allegations of abuse by doctors should be ignored?”
there is plainly only one answer, a resounding “No”. Yet the culture
did develop, or was allowed to develop, and that culture shaped the
events upon which we have had to report. At times we felt that the
structure of the NHS complaints system rendered the outcome of
these events almost inevitable, if only because of the persisting
requirement for a patient to be willing to make, and pursue, a formal
complaint.

As stated, one recurring theme was the interpretation of the term
“patient confidentiality” by those who were in a position to react
positively to protect patients. All too often it was misunderstood, or
used as an excuse to do nothing. We expand on the reasons for this
in Chapter 28 of our Report

Our overall conclusion on this topic is that the way the NHS handled
complaints in the 1970s and 1980s — perhaps even the 1990s —
presented considerable barriers, so that all but the most determined
and resolute were unable, or unwilling, to scale them.

What has changed?

48

49

We have detected a significant change — beginning in the 1990s and
carrying through to the present day — in both attitudes and systems.
The reasons for this change can be found in the pressure from public
expectations, the impact of scandals (national and local), and the
approach of new and different personnel to the needs of patients.
Many professionals who gave evidence to the Inquiry describing their
response to concerns and complaints in the 1970s and 1980s stated
that they would act differently now. We think that this evidence
reflects a broadly held view. Awareness at both a professional and

a public level has heightened.

There is not only a willingness to change, but there are now in place
systems throughout the NHS — some say too many systems — that
treat the patient as consumer, entitled to be dissatistied and to
express dissatisfaction. During the time covered by this Inquiry such
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50

51

52

53

systems, if they existed at all, were unclear or unworkable and were
at best off-putting and fragmented. As a general statement, it is now
true that professionals and patients know they can complain and
receive some support, and they are not stigmatised for complaining.
It is usual for their complaint to be treated with respect from the
outset. In summary, we feel the climate is changing and improving,
but patient safety demands that more still needs to be achieved.

Complaints systems are not the only way for the NHS to manage
poor performance. Other governance systems have recently
developed within the NHS, together with regulatory inspectoral
bodies such as the Healthcare Commission. We are confident that
scope for further improvement is to be found in this wider approach
to improving standards, and protecting patient safety by identifying
and addressing failings at an early stage, rather than allowing them to
go unnoticed and/or unchecked for years, even decades.

Whistle-blowing policies for staff have existed since 1997. However,
following high profile cases that identified failures to tackle issues
highlighted by whistle-blowers (within and outside the NHS), there is
greater confidence among some, but not yet all, staff in reporting
their concerns.

Data from all these sources is now brought together for trend
analysis and reported to Trust Boards through clinical governance
arrangements. Risk management systems are regularly tested to meet
standards by two external bodies — the risk pooling scheme (RPST)
and the clinical negligence scheme (CNST).

Improved complaints systems, governance techniques, incident and
“serious untoward incident” reporting systems all combine to produce
this improved position. Serious work remains to be done in relation
to ensuring that NHS staff are not only familiar with the systems and
techniques but that they understand and appreciate why they are
needed, and (most importantly) are prepared to learn and do learn
from things that have gone wrong

The future

54

We are required by our Terms of Reference to make
recommendations informed by our investigations as to improvements
that should be made to the policies and procedures that are currently
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55

56

57

in place within the health service, taking into account the changes in
procedures since the events in question.

The situation is different from that which existed when William Kerr
and Michael Haslam were working in the NHS. Further changes have
of course occurred since they both retired. Today, mental healthcare
is predominantly provided as a community based service within
patients’ homes and other non-hospital based settings such as
resource centres.

We have considered the way forward against the following, we trust
uncontentious, standard:

Everyone has the right to be cared for and treated by medical
professionals without fear of being subjected to sexual exploitation,
sexual advances, and any form of sexualised behaviour.

In making our recommendations our guiding principles have been:

e a concern that the sexual abuse of vulnerable adult patients did
not end with the retirement of William Kerr and Michael Haslam,
and may be far more prevalent than hitherto realised or accepted;

e a recognition that the abuse of patients is, and should be treated
as, very unusual, and that the vast majority of healthcare
professionals (including consultant psychiatrists) are not and never
have been guilty of any form of abuse;

e a recognition that allegations of sexual abuse, of whatever kind,
are not all genuine;

e a recognition that allegations of sexual abuse are easy to make,
and difficult to refute;

e an acceptance that doctors, and other healthcare workers, are
entitled to expect protection from untrue allegations of sexual
abuse;

e an acceptance that the complaints systems in place in North
Yorkshire (and nationally) during the 1970s and 1980s have
significantly changed over the years, and are still changing;
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58

59

60

61

e a recognition that trust between patient and doctor is of central
importance. Insofar as it has been damaged by the allegations
made in recent years, including the allegations (whether true or
not) listed in this Report, then every effort should be undertaken
to restore that trust.

Although our recommendations are focused largely on psychiatrists,
many will have a wider application to all mental healthcare
professionals. We have been concerned to discover the lack of
attention and resources given to the examination of the prevalence
of sexualised behaviour (alleged or established). Such abusive
behaviour is recorded neither consistently nor comprehensively.
Given that it is the overwhelming view of the profession that an
intimate relationship between doctor and patient is always harmful,
this situation must be addressed immediately. The kind of behaviour
that leads to what may become a charge of sexual assault needs to
be detected at an early stage and action taken to prevent it
developing into yet more serious and more harmful activity. To this
end we feel that a code of ethics for all staff, most particularly in the
context of our Inquiry for psychiatrists, detailing what is and is not
acceptable, will be a valuable and useful tool for the profession and
those monitoring it. We are sure that routinely offering trained
chaperones to mental health patients whenever a doctor performs
any kind of intimate personal examination is a move that will help
address this issue.

There is an immediate need to address the issue of recording, storing
and destroying records. Different standards apply across the NHS;
this leads to confusion and inequity and provides a poor measure of
monitoring and control.

We have briefly addressed in the Report the issue of discipline for
doctors and the way it has recently changed. The new procedures
will no doubt be controlled and monitored by the GMC. Given the
new sense of transparency in its work, we anticipate that the GMC
will report regularly and publicly on its assessment of the impact of
the new regime on doctors — particularly in the area of patient abuse.

We have made a range of proposals relating to complaints — how
they are made, received and processed, both by patients and by
health professionals. This area must be addressed urgently if the
necessary climate change for the improvement of patient care is to
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be effected and maintained. Only when the content of complaints is
generally regarded as providing a positive opportunity for
improvement will that change be made. This means to us that health
professionals acting as Linda Bigwood did should be regarded as
people to be treated positively and given support. They are not
threats to the NHS, but the essential catalysts that will bring about
better patient care and better patient protection — goals to which
everyone in the NHS today should aspire. We hope that, taken as a
whole, our recommendations will promote and encourage this
ongoing process of change.

Core concerns

62

63

64

We set out below a full list of the detailed recommendations arising
from the evidence and submissions to the Inquiry.

The stories of William Kerr and Michael Haslam do not lead to
simple answers. We also recognise and make no apology for the fact
that the recommendations are wide ranging and, in some cases,
represent only the first stage in initiating further discussion. We also
recognise that this Inquiry takes its place as part of a wider picture
and debate, informed in particular by the Ayling, Neale and Shipman
Inquiries. However, we consider it fundamental to a Report of this
nature and fundamental to our duty as a panel that the reader is left
in no doubt as to what we determine are the key priorities. Impact
can be lost in detail. We do not want to lose that impact. We set out
below what we see as the “headline” concerns of this Report.

Prevention of patient abuse, our first headline, must be the short and
long-term goal of all professionals and managers engaged in the care
and treatment of the vulnerable — child, young person, or adult. This
is and must be the basis of all other recommendations. However,
without a clear understanding among those both working in and
using mental health services, and a clear consensus as to where the
boundaries actually lie between care and abuse, no sensible progress
can be made. We have confined ourselves here to the consideration
of mental healthcare professionals, though recognising the wider
issue of sexualised behaviour or other boundary transgressions
between health service users and healthcare professionals across
other areas and disciplines.
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Prevention of patient abuse

65 Managers, and mental health and social care professionals, must
be left in no doubt that the breach of professional boundaries
with regard to their patients (service users) is unacceptable,
and must always be treated as harmful. Every effort must be made
to prevent all patient abuse.

66 There are a number of ways of achieving this change of ethos.
We here identify three:

e Education: of all staff at all levels on the identification and
preservation of proper boundaries, and the harm caused by
boundary transgressions, commencing at undergraduate level
through all the relevant professions. The message must be
reinforced in induction training, in continuous professional
development and through employment contracts that detail
specifically unacceptable behaviour. The message must be
supported by clear and enforceable codes of conduct by NHS
Trusts and by the regulatory bodies. There must be clear
boundaries, clear sanctions, and no tolerance of the abuse of
patients.

e Promoting the obligation to speak out: Patient safety requires a
culture where speaking out (whether or not categorised as
whistle-blowing) is welcomed, where minor transgressions can be
addressed at early stages and (if possible) resolved. The NHS must
fully support its staff, who in turn must be left in no doubt that the
culture of turning a blind eye is unacceptable, and that to stay
silent may be to perpetuate and thus participate in wrongdoing.
There should be no career detriment for those who speak out to
promote patient safety. To support these aims, a clearer
knowledge of the requirements and limitations of confidentiality is
essential, and must be achieved through continuing education.

e Promoting knowledge and skills: Managers must recognise their
responsibility in minimising the risk of abuse, and maximising its
detection. This responsibility is best fulfilled from a firm base of
knowledge, including knowing what treatments and therapies are
being used in their organisations, and by ensuring that there is in
place adequate supervision of health and social care professionals.
There should be systems in place to listen, hear and respond — not
confined to formal concerns or complaints, but embracing
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67

consistent and specific but “soft” information. It is not just a case
of waiting for abuse to be discovered, and then reacting.
Proactivity is required if there is to be any real progress in this
area. In order to build on the base of knowledge, and to create
a culture in which both staff and patients feel able to speak and
to listen, there must be, in addition to formal complaints and
discipline structures, an informal channel of communication.

It is only through knowledge of what is going on at ground level,
together with the skill to monitor staff performance, that managers
can truly play their role in ensuring that patient abuse is
prevented.

Our second “headline” recognises the fact that unless patients are
able to come forward to raise their initial concern or complaint, even
the most sophisticated system or elaborate support network will lie
redundant.

A clear point of contact

68

69

70

71

72

Patients should have a clear and well-publicised point of contact
if they wish to raise a concern or make a complaint about a mental
health or social care professional.

Where the matter goes from there, and how it is handled and by
whom, will require a far more complex and wide-ranging review of
the complaints system. However, without the first step nothing can
be achieved.

We would like to see a situation where any member of the public, if
asked what they would do with a serious concern about the abuse of
a patient by a mental health or social care professional, would know
how to access the first point of contact — as they would dial 999 in
an emergency. Whether this should be a national or regional
“patient-line” or a dedicated complaints manager in every NHS
provider organisation is a matter for debate.

We also consider that a similar principle should inform the route for
mental health and social care professionals wishing to raise concerns
about a colleague or pass on patient concerns.

We do not specify whether there should be a single point of contact
for all NHS complaints — whatever the subject matter; that is for
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73

74

others to resolve. However, in the area of patient abuse we consider
that a single gateway is achievable and helpful, enabling the patient
or professional to take the essential first step in getting the concern

about patient abuse documented for future reference.

But we emphasise that our view is not intended to recommend an
exclusive gateway, merely one that is familiar and readily accessible.
We do not wish to impede, in any way, the raising of concerns or
complaints through other routes within, or from outside, the NHS.

Our final “headline” is related to the fact that the Kerr/Haslam
Inquiry is unique among the various Inquiries we have cited — the
others being Ayling, Neale and Shipman — which all looked at the
raising of complaints and concerns. The unique feature is that in our
Inquiry, all those patients who alleged abuse, were mental health
patients. This raises the issue of not only whether the particular
allegation of “sexual abuse” needs special handling (because of the
sensitivity of the subject matter) but whether, as a matter of routine,
such a potentially vulnerable class of individuals requires particular
support, and the matters they raise specialised and skilled
investigation.

An appropriate response

75

76

In all cases where a complaint is made or a concern raised by
a mental health patient in relation to their alleged abuse by a

mental health professional, appropriate support and assistance
should be offered.

Such support and assistance will require, at least, access to a mental
health support advocacy organisation, with the necessary aptitude
and independence to advise on appropriate handling of the concern
or complaint. The patients of William Kerr and Michael Haslam who
raised initial contemporaneous complaints went on to withdraw them
or, eventually, declined to pursue matters. Had someone been readily
available to step in at the outset of their concern or complaint —
“patient champions” as we describe them in the Report — to offer
support and mentoring, refer them for appropriate assistance, and
(where possible) ensure that any investigation/interview was
appropriate to their vulnerabilities, this Inquiry might have been
unnecessary.
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77

But care and support is but one aspect of the appropriate response
by a responsible health service. If concerns and complaints relating
to allegations of abuse, raised by mental health patients, are to be
investigated effectively, then it is imperative that those who are given
the task of responding and initiating any investigation are themselves
adequately trained, are equipped with the necessary skills to carry
matters forward, and are of such seniority as to ensure that barriers
and resistance are overcome. We cannot over-emphasise the need for
raised awareness throughout the health service of the particular
issues arising in the areas we have been considering. We believe
there is a need for a change of culture surrounding psychiatric care,
maintenance of patient dignity and personal boundaries, and an
informed recognition of the potential for abuse at its highest, and
misunderstanding and distress at its lowest: neither of which are
conducive to delivering good patient care. Education and a nationally
agreed set of guidelines and standards must start this necessary
process of change.

Recommendations

78

Our recommendations are set out here without explanation, and
without being put into context. The only reference is to the chapter
in the Report where they appear. In the text of the Report we refer,
where appropriate, to the conclusions that led to the
recommendations from the evidence we received. We also reached
conclusions from consideration of all the evidence; therefore some of
the recommendations do not derive from a single evidential source.

We RECOMMEND that:

Chapter 6

One of the referees in any job application should be the
consultant who conducts the applicant’s appraisal, their
Clinical Director, or their Medical Director.

Chapter 15

Procedures and policies should be put in place, within 12
months of the publication of this Report, to ensure that all NHS
organisations are aware of the therapies being undertaken by
all staff, particularly those where patients believe clinical
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governance committees should be aware of them and making
decisions about their use.

Within mental health services no member of the healthcare
team should be permitted to use or pursue new or unorthodox
treatments without discussion and approval by the team (such
approval to be recorded in writing).

In relation to such identified “new or unorthodox treatments”,
patients should be given written explanations of the
treatments, and why their use is appropriate.

The full range of physical, psychological and complementary
therapies used by mental health professionals should be
recorded and discussed through appraisal/job plans. Trusts
should have a clear evidence base and protocols for guiding the
use of these treatments.

The NHS should reconsider whether or not statutory regulation
should be extended to cover hypnotherapy.

Chapter 17

When appointments to the NHS are considered, references
should be obtained from the three most recent employers and
those references should be properly checked.

Chapter 24

The Department of Health should develop and publish a
specific policy, with practical guidance on implementation, to
guide NHS managers in their handling of allegations or
disclosure of sexualised behaviour. The policy should address
the various issues and difficulties set out above and include
examples of good practice, as well as the extended range of
options for action that could be applied; where advice and
assistance can readily be provided; guidance on record-making
and keeping. The guidance should also include a range of
preventative measures (for example, specific accessible
information for patients on what they should and should not
expect in consultations, and whom they can speak to for
confidential advice and assistance).
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In relation to disclosures of alleged abuse, voluntary advocacy
and advice services (independent of the NHS) should be
supported by central public funding to offer advice and
assistance to patients and former patients (particularly those
who are mentally unwell, or who are otherwise vulnerable).

All Trusts should develop, within their Code of Behaviour*,
guidance to reduce the likelihood of sexualised behaviour, and
it should be incorporated into the contracts of employment of
those staff, or contracts of engagement for all other persons
providing mental health services within the NHS.

Chapter 27

Regarding mental health services, the NHS should review
the cut-off period for registering a complaint, as well as the
criteria for initiating an investigation of an old complaint
and the procedures to be applied (see also Chapter 32
Recommendations).

Protocols should be established to ensure that psychiatric
patients who raise concerns or complaints in relation to
allegations of abuse are not treated in ways that are less
favourable than the treatment advised for vulnerable or
intimidated witnesses within the framework of Achieving Best
Evidence (Action For Justice, 2002). Such psychiatric patients
should be treated with care, consideration and integrity.

Because medical procedures that require benzodiazepines to
be given intravenously (eg oral endoscopy and induction of
anaesthesia) are potentially high risk in terms of false sexual
fantasies and allegations, these should always be chaperoned
(see Chapter 31, Chaperones).

Chapter 28

Trusts’ confidentiality policies should include a section on
disclosure within therapeutic interactions in psychiatric
practice and should be supported by inter-agency information-
sharing policies to be used in all cases of patient abuse.

4 See Creating a Patient-led NHS — March 2005.
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Dedicated staff should be properly trained to carry out the
investigations. This relates closely to the recommendations we
make at the end of Chapter 33 regarding investigations generally.

The Secretary of State, within 12 months of the publication of this
Report, should commission and publish guidance and issue advice
and instruction (preferably in consultation with the professional
regulatory bodies and healthcare colleges) as to the meaning and
limitations of patient confidentiality in mental health settings. Such
guidance should be kept under regular review.

Chapter 29

The NHS should convene an expert group to consider what
boundaries need to be set between patients and mental health
staff who have been in long-term therapeutic relationships,
and how those boundaries are to be respected in terms of
guidelines for the behaviour of health service professionals,
and the provision of safeguards for patients.

Detailed, and readily accessible, guidance should be developed
for medical professionals. The guidance should be framed in
terms that address conduct which will not be tolerated and
which is likely to lead to disciplinary action. Such guidance, if
not provided at a professional regulatory level, should be
supplemented by the NHS at an employment level.

Policies should be developed that enable health workers to feel
able to disclose feelings of sexual attraction at the earliest stage
possible without the automatic risk of disciplinary
proceedings. Colleagues must also feel able to discuss openly
and report concerns about the development of
attraction/overly familiar relationships with patients. These
policies should include all grade levels, including consultant.

The Secretary of State, within 12 months of the publication of
this Report, should convene an expert group to develop
guidance and best practice for the NHS on boundary setting,
boundary transgression, sexualised behaviour, and all forms of
abuse of patients, in the mental health services.’

5 This was also the view of the Ayling Inquiry — see paragraphs 2.30 and 2.31 of the Report.
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The terms of reference of the expert group should not be
restricted to sexualised behaviour between psychiatrists (or
other mental healthcare professionals) and current patients,
but should also address former patients.

Chapter 30

There should be detailed research carried out and published by
the Department of Health to show the prevalence of sexual
assaults, sexual contact, or other sexualised behaviour, between
doctors and existing and/or former patients — particularly in
the field of mental health.

The Department of Health should urgently investigate and
report upon the need for a coordinated method of mandatory
data collection and mandatory recording in relation to the area
of abuse of patients by mental healthcare professionals.

Chapter 31

Mental health services should provide routine information to
patients attending appointments on what to expect from a
consultation with a mental health professional. This should
apply to consultations in all settings, including home visits.

Where physical contact forms part of the consultation, or
where there is a risk of loss of consciousness, there should be
a national policy and implementation guidelines to safeguard
patients and staff and support the maintenance of appropriate
boundaries.

Chapter 32

The NHS should review current records management practice
and ensure that a robust set of systems and practices are
uniformly applied across the service.

Within 12 months of publication of this Report, the
Department of Health should issue guidance as to how and
where any disclosure or complaint of abuse by another
healthcare professional made to a doctor or nurse should be
recorded (if at all) in the patient’s medical records and
elsewhere.



THE KERR/HASLAM INQUIRY | 29

A protocol should be produced and guidance issued within 12
months of the publication of this Report regarding the
collection, collation and retention of data in relation to
concerns and complaints covering sexualised conduct by
mental health professionals — including, but not restricted to:

e the name of the mental health professional;

e the details of the concern or complaint;

¢ the date of the alleged sexualised behaviour;

¢ the date of the concern or complaint;

¢ if investigated, by whom and with what outcome;

¢ if not investigated, the reason.

Comnsideration should be given to the retention period of such
data, stating our preference (subject to the advice of the
Information Commissioner, and the terms of the Human Rights
Act 1998) that such data be retained for the lifetime of the
mental health professional. All NHS staff should be made aware
regularly that this data is collected and retained.

The current regulations relating to complaints procedures
should be amended to enable any person with a concern about
the safety and effectiveness of the NHS to be allowed more
readily to use the NHS complaints procedure. Further, the time
limit applicable from the incidents complained of and the
complaint being made should be relaxed.

The Department of Health should review the effectiveness of
whistle-blowing policies and initiatives within NHS-funded
organisations.

Chapter 33

As a matter of some urgency the NHS should clarify the context
in which NHS staff have a positive obligation to inform NHS
management of concerns in relation to the suspicion of the
abuse of patients.
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Policies and guidance should be drawn up to clarify the
obligation to investigate (certainly in the case of suspicion of
the abuse of possibly vulnerable patients) without the need for
a complaint from, or one that identifies, a particular named
patient.

Chapter 34

The NHS should, jointly with the appropriate National
Standards bodies, produce a standardised complaints system to
be implemented in all Trusts/organisations providing services
to NHS patients.®

Themes and trends arising from the data of complaints,
incidents, and patient and carer feedback should be analysed
on a regular basis. This should form part of clinical governance
and used to give early warning of emerging patterns of risk
behaviour, in the interests of patient safety.

Information about the NHS complaints procedure and its
relationship to other forms of regulation and clinical
governance should be explained to all staff during their
induction process and form a core part of continuing
professional development programmes. This should include
advice and training on how to deal with distressed and angry
patients who want to make a complaint.

Frontline staff who receive complaints about issues that
compromise patient safety — whether or not in the confines

of a therapeutic disclosure — should be under an express
obligation to report that matter to a complaints manager (in or
beyond their own organisation), whether or not they work for
the organisation named in the complaint.

Health and social care commissions should resource
independent mental health advocacy as a priority.

6 This may be similar to the published guidance on consent.
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Patient Advice and Liaison Services (PALS) and complaints staff
should be actively linked into a clinical governance and
information sharing network with regular access to data on
performance issues drawn from such things as claims, patient
satisfaction surveys, audit and peer review.

PALS and complaints staff should have direct access to a line
manager at board level and to senior medical staff and they
should be appointed at middle management level.

The roles of complaints officer and PALS officer should be
distinct.

The Department of Health should introduce permanent
arrangements for the provision of independent advice for
mental health patients.

The Department of Health should be responsible for ensuring a
standardised training programme for PALS and NHS complaints
staff.

Those who are given the task of responding and initiating any
investigation should themselves be adequately trained,
equipped with the necessary skills to carry matters forward,
and of such seniority as to ensure that barriers and resistance
are overcome.

The revised regulations should require that all formal
complaints should be directed to designated complaints
managers in PCTs and NHS Trusts.

Formal complaints should be interpreted as any matter that the
complainants would like to be treated as formal.

Current regulations should be amended to ensure that it is the
duty of complaints officers to investigate complaints in a
speedy, efficient and effective manner.

Current regulations should be amended to require complaints
managers to consider the implications for clinical governance
and patient safety of all complaints received. Where a clinical
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governance issue arises this should be reported to the relevant
line manager and to the board.

Current regulations should be amended, and suitable guidance
prepared, to allow and ensure that complaints managers
consider the reference of any complaint received which, if
true, would disclose the commission of a crime, to the local
police force.

Current regulations should be amended to require complaints
managers to take statements from all those staff involved in the
investigation of the complaint.

Guidance issued under the regulations should clarify what
constitutes a full and rigorous investigation, most notably that
complaints officers be placed under a duty to raise additional
issues for investigation.

All NHS staff should be placed under an obligation to cooperate
with investigations carried out by complaints managers.

Where possible, the NHS should give clear advice and guidance
on employment protocols following allegations of abuse.

Chief executives acting on the advice of their complaints
managers should be given the authority to refer a complaint
to the Healthcare Commission for further consideration.

Complainants should be allowed to pursue litigation at the
same time as a complaint is being investigated.

The Department of Health should convene a working party
to consider what information it is necessary to record about
complaints in order for them to be of use in clinical
governance, and the circumstances and form in which it is
appropriate to record suspicions.

In line with the recommendations of the Shipman Inquiry,
a centralised database capable of recording a range of
information about the performance of individual doctors
should be set up.



THE KERR/HASLAM INQUIRY | 33

Chapter 35

Regulatory bodies (with responsibility for the regulation and
discipline of psychiatrists and other mental healthcare
professionals) and the Department of Health should be under a
clear duty, in the public interest, to share information about
disciplinary investigations or other related proceedings. This
duty should extend to information known to the regulatory
bodies and the Department of Health relating to disciplinary
investigations and related proceedings, even if conducted
outside the United Kingdom. Consideration should be given to
the collection and retention of all information relevant to
patient safety, including unsubstantiated complaints, unproven
allegations and informal concerns.

The Department of Health should clearly state what
information can be included in relation to electronic staff
records relating to complaints, proven/unproven incidents,
disciplinary investigations and findings. Such a record should
be established in standard form and, once established, should
move with the individual to reduce the risk of staff evading
detection of past misdemeanours. The Department of Health
should consider whether or not, and if so how and in what
circumstances, any such information should be transferable
between the NHS and the private sector.

The Department of Health in association with the National
Institute for Mental Health in England (NIMHE) and the Royal
College of Psychiatrists should publish guidance in relation to
clinical supervision of consultant and career grade
psychiatrists.

Any deviation from acceptable practice in mental health
services should be identified by the relevant statutory
regulatory body and, where appropriate, by Monitor, and a
standard, fair and transparent set of rules governing conduct of
all mental health NHS staff in all NHS bodies and Foundation
Trusts be quickly established.
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The Secretary of State should invite the Council for Healthcare
Regulatory Excellence (CRHE) to consider (with a grant of
additional powers if necessary), in relation to the regulation of
healthcare professionals, the application of common
standards, practices and procedures so that patient safety can
more effectively be protected.

Chapter 36

Within 12 months of the publication of this Report the
Department of Health should develop and publish national
advice and guidance to Primary and Secondary Healthcare
Trusts addressing the disclosure, by patients or other service
users, of sexual, or other, abuse with particular emphasis on
users of mental health services.

The GP curriculum should be reviewed to ensure that sufficient
focus is given to the needs, treatment and care of patients
experiencing mental health problems and illnesses and that all
GPs should have some exposure to psychiatry.

Mental health issues should be part of the Nursing and
Midwifery Council (NMC) Foundation Year 2.

Early consideration should be given to extending the remit of
the National Clinical Assessment Service (NCAS) to cover other
healthcare professionals, particularly those providing care and
treatment in mental health services.

The NHS should review the curriculum content — at all
education and training levels — to ensure that medical
practitioners are able to undertake appropriate cross-sector
working (including within NHS i.e. primary/secondary
boundary) as part of their practice.

Those responsible for developing the curricula for education
programmes of healthcare professionals should ensure that:

1) information about and discussion of the ethical
responsibilities of healthcare professionals to bring poor
performance to light is given due weight and
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2) students are made aware of: forms of regulation and clinical
governance operating in the NHS and the ethos which
underpins them; the relationship between the different
systems; and how they can be accessed.

Professional training includes: compulsory education and
training on the maintenance of professional boundaries,
awareness of boundary transgressions, sexualised behaviour as
unethical conduct, response to expressions of concerns and
complaints, complaints systems, what to do if a complaint is
made but the person making the complaint declines to take an
active part in a formal complaint, as well as the requirements
of, and limitations on, patient confidentiality.

Duty of candour

The NHS should adopt and reinforce the recommendations in
the Manzoor Report and in Making Amends, that there should
be a duty of candour imposed on, and accepted by, NHS staff.
This duty would mean that there is a responsibility to be
proactively informative with patients and with their relatives
and carers.

General

In relation to private inquiries for witnesses who make
statements, and/or who give oral evidence, legal safeguards
should be introduced to grant them immunity from action in
relation to their evidence (whether fact or opinion), in the
absence of malice.

If not already appointed, a multi-disciplinary committee should
be established to collate, consider and report on the
recommendations made in this Report, the Shipman Report,
the Neale Report, the Ayling Report and the Peter Green
Report, insofar as those Reports and the recommendations
made in them relate to the common theme of handling
concerns and complaints, and to patient protection.
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All Strategic Health Authorities should set up a manned
telephone helpline (perhaps called a “PatientLine”), where
anonymised (or identified) concerns could be received and
processed. Any information received through the helpline
should be logged and received in confidence (unless there is
express identification of the caller) and, if there is sufficient
information disclosed, should be discussed with the relevant
NHS Trust or PCT. Consideration should be given as to how this
information could best be collated either regionally or
nationally.

Information for patients

The Mental Health Trusts, together with the Primary Care
Trusts, should draw up and distribute patient information
leaflets, so that patients referred by their General Practitioners
to the care of a consultant psychiatrist can better understand
what to expect, and the circumstances — if any — in which the
patient can expect to receive any physical examination or
treatment from the psychiatrist. This leaflet information
should include the following topics:

e when the patient can expect a physical examination by the
psychiatrist;

e a description of boundaries, and what is and what is not
acceptable behaviour by the psychiatrist;

e what the patient is likely to expect in the course of talking
therapies (for example, questions and enquiries which some
may consider too intrusive and intimate);

e what, if anything, is expected of the patient;

¢ the availability of trained chaperones and, if installed, the
use of virtual chaperones;

¢ the contact details of the person to whom they may turn in
confidence to discuss any issue that may give them concern
before, during and after treatment.
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Chapter 1
Establishing the Inquiry

11 On 13 July 2001 the Secretary of State for Health announced the
setting up of three separate, independent statutory Inquiries. None
of these was to be held in public. The first of those Inquiries related
to Clifford Ayling, a general practitioner and clinical assistant in
obstetrics and gynaecology who worked in a number of hospitals in
South East Kent; the second related to Richard Neale, a consultant
obstetrician and gynaecologist who worked in a number of hospitals
in North Yorkshire; and the third to William Kerr and Michael
Haslam. We shall refer to the Inquiries jointly as ‘the Three Inquiries’,
the name by which they have become known. The Three Inquiries
had broadly similar Terms of Reference, which required in each case
an investigation of how the NHS locally handled complaints about
the performance and/or conduct of the doctors.

1.2 The Secretary of State’s announcement indicated that, in relation to this
Inquiry, the investigation would be chaired by Dame Fiona Caldicott,
Principal of Somerville College, Oxford and a former President of the
Royal College of Psychiatrists, its overall purpose being:

“To assess the appropriateness and effectiveness of the procedures
operated in the local bealth services (a) for enabling health
service users to raise issues of legitimate concern relating to the
conduct of health service employees; (b) for ensuring that such
complaints are effectively considered, and (c) for ensuring that
appropriate remedial action is taken in the particular case and
generally.”
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1.3

1.4

The Inquiry was asked specifically:

to document and establish the nature of and chronology of the
concerns or complaints raised concerning the practice and conduct
of William Kerr and Michael Haslam during their time as
consultant psychiatrists in the North Yorkshire mental health
services (and in William Kerr’s case establishing where possible
details from his past practice before this);

to identify the procedures in place during the relevant period
within the local health services to enable members of the public
and other health service users to raise concerns or complaints
concerning the actions and conduct of health service professionals
in their professional capacity;

to investigate the actions that were taken for the purpose of

(a) considering the concerns and complaints which were raised,
(b) providing remedial action in relation to them; and (¢) ensuring
that the opportunities for any similar future misconduct were
removed;

to investigate cultural or organisational factors within the local
health services that impeded or prevented appropriate
investigation and action;

to assess and draw conclusions as to the effectiveness of the
policies and procedures in place;

to make recommendations informed by this case as to
improvements which should be made to the policies, and
procedures that are now in place within the health service (taking
into account the changes in procedures since the events in
question); and

to provide a full report on these matters to the Secretary of State
for Health for publication by him.

The Secretary of State’s announcement made clear that it was not
proposed to assess the culpability of William Kerr or Michael Haslam
for each allegation that had been raised against the doctors. William
Kerr’s conduct had been tried before a jury in the Trial of the Facts at
Leeds Crown Court the previous year. The police had investigated
Michael Haslam and decided not to lay any charges against him, at
the time that the Secretary of State announced the commencement of
the Inquiry. (However, in June 2002 the police began a fresh
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1.5

1.6

1.7

1.8

investigation against Michael Haslam. He was subsequently charged
and later tried in December 2003 at Leeds Crown Court.) The
Secretary of State’s announcement went on to say that the Inquiry
would not be conducted through public hearings. The former
patients of William Kerr and Michael Haslam were to be invited to
provide evidence and submissions to the Inquiry Chairman. The
Inquiry Chairman’s findings were to be published in full by the
Secretary of State.

Lawyers representing a number of former patients of William Kerr
and Michael Haslam subsequently made representations to the
Department of Health about the form the Inquiry should take. The
Department took those representations seriously, and to ensure that
all those involved had full confidence in the investigation it was
agreed that certain changes would be made to the way in which the
Inquiry would be conducted. In particular, those changes meant that
there would be a modified form of private inquiry to allow interested
parties or their representatives to attend the oral hearings and to
establish a process whereby issues of concern could be raised with
the Inquiry Chairman. Additionally, the Department agreed to
appoint a QC or other demonstrably independent person to chair
the Inquiry.

On 31 January 2002 the Secretary of State for Health announced that
Nigel Pleming QC would chair this Inquiry. He also announced the
appointment of two Panel members to support the Chairman.

They were:

e Ros Alstead, Director Operations and Director of Nursing at the
South Birmingham Mental Health Trust (now Director of Nursing
at Birmingham and Solihull Mental Health Trust); and

e Ruth Lesirge, then Chief Executive of the Mental Health
Foundation

The Inquiry Panel was to begin its work in the spring of 2002. Its
Terms of Reference are set out at Appendix 5 of this Report.

In May 2002 the Chairman held separate meetings with the lawyers
representing the former patients and the main NHS bodies in North
Yorkshire who would be participating in the Inquiry. The purpose of
both meetings was to give the Chairman an early opportunity to hear
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1.9

1.10

views about the expectations of those participants for the Inquiry and
the work it was to perform.

Pauline Fox was appointed Secretary to the Three Inquiries and in
October 2001 she established a secretariat to serve those Inquiries.
She left the Three Inquiries in December 2002 to take up another
appointment. Colin Phillips replaced her in March 2003. Kypros
Menicou was appointed Assistant Secretary to the Inquiry. Dr Ruth
Chadwick was appointed as Commissioning Manager (Experts) to the
Three Inquiries. In the summer of 2002 Michael Fitzgerald was
appointed Solicitor to the Three Inquiries; subsequently he was
assisted by Duncan Henderson who was appointed Deputy Solicitor
to the Three Inquiries. In the summer of 2002 Eleanor Grey was
appointed to be Counsel to the Inquiry; she took maternity leave in
the spring of 2004 and was replaced by Bruce Carr. In December
2003 Clare Brown was appointed Junior Counsel to the Inquiry. The
role of the legal team was to assist the Panel in the investigation,
advise on matters of law and evidence, and to present the evidence
to the Inquiry at its hearings. A full list of those who worked on the
Inquiry can be found at Appendix 2.

The Secretariat was initially located at The Sanctuary, Westminster,
London SW1. In September 2002 the Secretariat moved to Hannibal
House, a government building at Elephant & Castle, London SE1. The
Secretariat was at all times housed in secure accommodation, which
was kept entirely separate from other occupiers of the buildings.
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Chapter 2
The conduct of the Inquiry

Form of Inquiry

21 The Secretary of State decided that the Inquiry should be conducted
in private but subject to certain variations. This form of inquiry
became known as a modified form of private inquiry. A further
explanation of this form is contained at Appendix 4.

2.2 It was decided that the Inquiry would be divided into two parts.
Part One would comprise the evidence-gathering process and would
address paragraphs 1(a) to (¢) of the Terms of Reference.

2.3  There is no statutory entitlement for any person to call witnesses,
cross-examine or make submissions in an Inquiry of this sort. It was
for the Chairman to decide what form the Inquiry should take and it
was decided that the Inquiry would be inquisitorial, not adversarial,
in nature.

2.4  Part Two would examine what appropriate recommendations could
be made for the revision and improvement of the procedures
operated in the local health services for the handling of complaints
and concerns. Inevitably, that process lead to consideration of the
wider, national picture in relation to some aspects of the Inquiry’s
work.

Delays to the Inquiry process

2.5  When this Inquiry was first announced by the Secretary of State in
July 2001 it was against a background of some existing court and
disciplinary proceedings as follows:

i) William Kerr’s appeal to the Court of Appeal (Criminal
Division) against his conviction in December 2000 following
the Trial of the Facts in Leeds Crown Court before His Honour
Judge Meyerson QC and a jury;
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2.6

2.7

2.8

2.9

i) Civil claims brought by former patients of William Kerr and
Michael Haslam against them and/or the North Yorkshire
Regional Health Authority;

iii)  The General Medical Council’s (GMC’s) proceedings in relation
to William Kerr consequent upon his application for voluntary
erasure; and

iv)  Michael Haslam’s civil proceedings for defamation against
Times Newspapers Limited.

While it cannot be said that individually or collectively the above
matters caused substantial delay to the Inquiry process, they were
matters which the Inquiry had constantly to keep in mind. They did
affect the timetable for the Inquiry and were considerations in the
manner in which evidence had to be collected.

By contrast, delay (and in one case substantial delay) to the Inquiry
process was caused by the following:

i) The non-acceptance by the former patients of William Kerr of
the private inquiry announced by the Secretary of State in July
2001

i) The proceedings for Judicial Review commenced by the former

patients of Clifford Ayling and Richard Neale (see below);
iii)  The criminal process concerning Michael Haslam; and

iv) The Chairman’s lack of compulsory powers before 2004.

In relation to ii), like the former patients of William Kerr, the former
patients of Clifford Ayling and Richard Neale did not accept the initial
decision of the Secretary of State to establish the three Inquiries as
private Inquiries. However, unlike the former patients of William
Kerr, the former patients of Ayling and Neale took proceedings
against the Secretary of State for judicial review of his decision not

to hold the Inquiries in public. Therefore, no real progress could

be made with this Inquiry until the decision of the High Court was
delivered on 15 March 2002.

That day Mr Justice Scott Baker (as he then was) decided that the
decisions of the Secretary of State to set up each of the Inquiries
were lawful and therefore both claims for judicial review failed.
Accordingly, like the Ayling and Neale Inquiries, this Inquiry was to
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be held in private but would take account of the concessions made
by the Secretary of State in September 2001. Namely, interested
parties or their representatives would be allowed to attend all the
Inquiry hearings and establish a process whereby issues of concern
could be raised with the Inquiry Chairman.

In relation to iil), in June 2002 the Inquiry was informed that the
police investigation into Michael Haslam was to be resumed. A
preliminary hearing of the Inquiry was held in York on 3 and 4
September 2002 with a view to the rapid progress of the Inquiry.
The following day the police announced that Michael Haslam was
to be charged. The effect of that announcement, and the subsequent
decision to charge Michael Haslam with criminal offences, delayed
the Inquiry until January 2004.

Involvement of William Kerr and Michael Haslam

2.1

2.12

All contact with William Kerr by the Inquiry was through his medical
defence organisation, the Medical Defence Union (MDU). In
December 2002 the MDU told the Inquiry that it was of the view
that, because of the focus of the Inquiry upon complaints handling, it
was felt that the MDU on behalf of William Kerr need not contribute.
In May 2003 the General Medical Council decided not to continue
with its investigation of William Kerr; this followed the receipt of
independent medical evidence it had commissioned. The Inquiry
obtained a copy of the medical report commissioned by the GMC
and considered it carefully. It became clear from that report that on
grounds of ill health William Kerr was not fit to appear before the
Inquiry to give evidence or answer written questions. It was
concluded that, in view of the contents of the medical report, it
would not be appropriate for the Inquiry to seek a contribution from
William Kerr.

Michael Haslam had legal representation for the purposes of his
dealings with the Inquiry. In the first instance this was through a firm
of solicitors appointed by the MDU; latterly Michael Haslam’s
representation was by Philip Chapman of Mitchells, Solicitors, York.
Michael Haslam provided witness statements to the Inquiry and gave
oral evidence on 8 September 2004 when Mr Chapman, who had
made opening oral submissions on Michael Haslam’s behalf on

8 June 2004, represented him. Mr Chapman deemed it unnecessary to
attend each day of the oral hearings, however he did appear before
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the Panel on occasions to raise procedural issues. Copies of the
transcript of determinations of the Inquiry, affecting Michael Haslam’s
interests, were made available to Mr Chapman when he was unable
to attend personally. Mr Chapman informed the Inquiry that Michael
Haslam did not wish to attend each day of the hearings. The Inquiry
would like to place it upon the record that facilities were arranged at
the Hilton Hotel, York, to accommodate Michael Haslam in the
daytime during the course of each day’s hearings, to enable him to
view the proceedings via a direct video camera link. Michael Haslam
did not accept this offer and he was content only to attend to give
his oral evidence to the Inquiry and for Mr Chapman to appear
before the Panel as he deemed fit and to argue procedural matters.
We place on record our thanks to the personnel at HMP Acklington
and HMP Leeds who assisted us in making the necessary
arrangements for Michael Haslam to give oral evidence.

Pursuant to the terms of paragraph 13 of our Procedures paper (set
out at Appendix 6), allegations about Haslam’s conduct, which had
not been the subject of criminal or other investigations, were put to
him through his solicitor. His responses to those allegations were
then notified to the Inquiry by his solicitor in writing.

Scope of Terms of Reference

2.14

2.15

The Terms of Reference (TOR) invite the Inquiry to consider a
number of issues relating to the NHS’s handling of allegations
relating to William Kerr and Michael Haslam. They cover what may
be described as incidents, concerns and complaints. Not all incidents
led to concerns, and not all concerns led to complaints. But where
they did so, the TOR invite the Inquiry again to consider the
handling of them by the relevant NHS personnel/authorities.

Michael Haslam’s legal representative, Mr Chapman, argued that
incidents or concerns that did not lead to contemporaneous
complaints being made, lay outside the scope of our TOR. The
Inquiry does not accept that proposition. The TOR clearly asks the
Inquiry to look at any barriers that might have existed to prevent
complaints being raised at the time of the events complained of.
To accept Mr Chapman’s view would be to remove completely the
ability of the Inquiry to fulfil its TOR on those issues.
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2.16

217

2.18

2.19

2.20

If the Inquiry could not take evidence about and examine incidents
that did not lead to contemporaneous complaints, then it could not
come to a view on what influences might or might not have
prevented them from becoming complaints. For incidents that did not
lead to contemporaneous complaints, the task was to examine the
evidence presented regarding incidents that patients later decided
were grounds for complaint.

Again the TOR refer to matters of “legitimate concern”. The Inquiry
therefore has to establish that the incidents were of some substance
and, at a minimum, established in the minds of the witnesses a belief
that they constituted grounds for complaint.

At this point it is important to record that the Inquiry had no remit,
and did not seek to extend the remit, to establish the veracity of the
incidents described by the witnesses. That was the task of the
relevant NHS authorities where the complaint was, or could have
been, made at the time. Or, if not for the NHS, for an appropriate
investigating body such as the police or the GMC. The Inquiry had to
examine what the NHS authorities themselves did to investigate the
incidents to establish their veracity or, if they did not do so, why not.

Where the incidents or concerns did not lead to a contemporaneous
complaint, the Inquiry was charged under its TOR with judging
whether barriers existed to prevent the witness from taking their
concerns forward and making a complaint. To do that, as outlined
above, the Inquiry had to establish the broad nature of the incidents
themselves and the concerns that the patients either did raise, or
could have raised. Part of the Inquiry’s task therefore was to assess
from the evidence the incidents and concerns that never reached the
level of a contemporaneous “complaint”, why that was so, and
whether negative factors came into play that acted against the
interests of patients.

Where matters of legitimate concern were raised, the responses could
range, and did range, from “it never happened” to “a criminal court
was sure it did happen”. Further, there could be a number of levels
of response addressing the matters raised. For the record, unless by
the nature of our examination of the issues and incidents the Inquiry
necessarily have had to come to a conclusion on what happened, we
make no comment on where in that range the concerns should be
placed.
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2.21 In this assessment of their role under the TOR, the conclusions the
Inquiry Panel reached on this matter are as one with those reached
by the Chairs of the Ayling and Neale Inquiries that, with the
Kerr/Haslam Inquiry, form the Three Inquiries.

Part one: oral hearings
Venue

2.22 The hearings began on 8 June 2004 at The Hilton Hotel, York.
As previously explained, the principal reason for the delay in the
holding of the oral hearings was the requirement to allow the
criminal process in relation to Michael Haslam to take its course
following his arrest in September 2002 and the subsequent decision
to charge him in December 2002. The conference suite which the
Inquiry secured at The Hilton Hotel for the duration of the hearings
provided a very serviceable hearing chamber. In the layout of the
hearing room, and in the Inquiry’s approach to the witnesses,
every effort was made to make the hearings as informal as the
circumstances permitted. The Inquiry was also able to utilise other
accommodation at the hotel as offices for the secretariat and rooms
for the use of the participants and their representatives.

Opening the Inquiry and hearing the evidence

2.23  Bruce Carr, Counsel to the Inquiry, made his opening statement on
8 June 2004. The statement identified the principal matters upon
which, based on what was known at that time, the Inquiry would
need to focus over the period of the hearings. Thereafter, other
participants made opening statements. The first witness was called on
9 June 2004. In total 91 witnesses were called to give evidence over
a total of 30 hearing days.

2.24 The written statements of a further 134 witnesses were put into
evidence without the need for them to attend the Inquiry to give oral
evidence.

2.25 The oral evidence was completed on 27 October 2004. A list of the
witnesses who were called to give evidence and those whose
statements were read into the evidence is set out at Appendix 9.
The former patients who gave evidence are described collectively
as “former patients”, but not otherwise identified.
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2.26

2.27

2.28

All oral evidence was simultaneously transcribed using a system
called Livenote. This enabled the Inquiry Panel members and legal
representatives to view and make notes on the transcript. The Inquiry
is grateful for the work of the team from Smith Bernal — Helen Case,
Pauline Phillips and Jacqueline Gleghorn — for their work in
producing such a high quality daily transcript so quickly after the
conclusion of the day’s evidence.

Closing submissions from the participants were heard on 28 October
2004, following the earlier provision of written submissions.

Arrangements were made for representatives of the Leeds Mental
Health Advocacy Group to be in attendance on each day of the oral
hearings. Again the Inquiry is most grateful to them for agreeing to
provide support for all those former patients attending the oral
hearings.

Threat of proceedings by Michael Haslam

2.29

2.30

In a letter dated 5 June 2004, and received by the Inquiry on the day
that it commenced its oral hearings in York, Michael Haslam referred
to a comment about him which he had seen in a document supplied
to him by the Inquiry for his consideration. He told the Inquiry that if
the comment could not be substantiated then it was defamatory of
him. He wrote: “I have already won a libel action against a colleague
for similar unguarded remarks and am in no mood to stop now”.

The Chairman referred to this observation by Michael Haslam when
making rulings on matters raised by his solicitor, Philip Chapman of
Mitchells, Solicitors, York.

In his opening written and oral submissions to the Inquiry on behalf
of Michael Haslam, Mr Chapman submitted that no evidence should
be admitted about the incident which had led to a prosecution of his
client on a charge of rape, and in respect of which Michael Haslam
was convicted by the Crown Court in Leeds in December 2003. That
conviction was set aside by the Court of Appeal (Criminal Division)
in May 2004 as being unsafe. Mr Chapman submitted that the
ventilation of evidence about the alleged incident, after the
conviction had been set aside, would be likely seriously to prejudice
the chance of a fair trial of Michael Haslam’s action for libel against
Times Newspapers Limited and also could amount to a further libel.
He further submitted that a repetition of the allegations following the
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2.31

2.32

2.33

2.34

setting aside of the conviction would not be protected by any form
of privilege in any subsequent defamation proceedings.

The combined effect of the observation made by Michael Haslam in
his letter to the Inquiry of 5 June and the opening submissions made
by his advocate in relation to the subject of defamation and the
possibility of ensuing proceedings by Michael Haslam, caused
considerable consternation amongst the former patients attending the
oral hearings, some of whom were due to give evidence shortly
thereafter. This was especially acute, of course, in the case of the
former patients of Michael Haslam. The immediate impact was that
one former patient felt quite unable to attend to give oral evidence.
She subsequently withdrew her lengthy witness statement from the
body of evidence gathered by the Inquiry and took no further part in
the Inquiry process. This was a cause of considerable concern and
regret to us.

Another former patient read a prepared statement in evidence. In it
she referred to the threat of proceedings by Michael Haslam and her
sense of “burning injustice” because she desperately wished to assist
the Inquiry but, without a full indemnity from the Secretary of State
in relation to any potential future defamation proceedings brought by
Michael Haslam, she could not take the financial risk associated with
giving evidence. She indicated that she would await developments
before deciding whether she would give oral evidence to the Inquiry.

A further witness wrote to the Inquiry, after she had given oral
evidence, to express continuing dissatisfaction. She did so on the
basis that it was unsatisfactory for witnesses to any Inquiry such as
this one to give evidence in the circumstances which existed at the
time, namely with the threat of defamation proceedings hanging in
the air.

The Chairman took the view that the letter from Michael Haslam,
coupled with the written and oral submissions made by his advocate,
could reasonably be interpreted as an attempt to intimidate witnesses
to the Inquiry. As such he took a very serious view of this matter.
Apart from the effect upon witnesses and their willingness to give
evidence, it was a most unwelcome diversion from the essential task
of hearing the oral evidence and complying with the Terms of
Reference.
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2.35

2.36

2.37

2.38

One of the immediate concerns for the Inquiry at this relatively early
stage in the oral hearings was that written material had been
supplied to Michael Haslam to enable him to assist the Inquiry in its
work. As with all Inquiry material supplied to participants, it was
supplied upon the terms of the standard Inquiry confidentiality
undertaking, which Michael Haslam had signed, and which included
the following clause:

“I acknowledge that all material provided to me by the
Secretariat to the William Kerr and Michael Haslam Inquiry is
confidential and in consideration of the provision of that
material to me I agree to take all necessary steps to preserve that
confidentiality. I acknowledge that the material is provided to me
solely for the purpose of assisting me in relation to my
participation in the Inquiry and for no other purpose.”

Of concern now was that Michael Haslam did not seem to appreciate
that the undertaking prohibited him from using or considering any of
the material so provided to him for any purpose other than assisting
in his participation in the Inquiry or assisting the Inquiry in its
deliberations and in the discharge of its duty. The Inquiry had the
clear impression that Michael Haslam was receiving the information
not solely for the purpose stated but potentially as a means of
considering whether or not he should bring defamation proceedings
against witnesses who were to come to the Inquiry to give evidence.
The Chairman considered that to be a wholly unsatisfactory position
so that, for several days, there was a considerable degree of
uncertainty for potential witnesses, especially former patients of
Michael Haslam, making it difficult for them to decide whether to

tell the Inquiry fully of their experiences.

Mr Chapman, the advocate for Michael Haslam, addressed the Inquiry
to the effect that witnesses who come to Inquiries such as this need
have nothing to fear because if they tell the truth that will be a
complete answer to defamation proceedings. But, as was made clear
to Mr Chapman, that is of no assistance to patients who maintain that
they are telling the truth but which is not accepted as such by
Michael Haslam, with the consequence that there would be a
continuing threat of proceedings.

In the difficult circumstances set out above, the Chairman decided he
had to ask the Secretary of State for Health to consider as a matter of
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2.39

urgency the grant of an indemnity for the witnesses’ costs of legal
representation in defending any defamation action based on their
evidence to our Inquiry. It was made clear that the indemnity would
not extend to evidence that was malicious or deliberately untruthful.
The Secretary of State treated the matter as one of considerable
urgency and duly notified the Inquiry that such an indemnity was
given. This had the effect of ensuring that, with the exception of the
former patient referred to above, those former patients who had
expressed doubt about giving evidence now felt able to do so. But
another practical problem was rearranging the witness schedule so as
to accommodate those witnesses who had previously stood down
until the position was clarified.

The former patient referred to above, who elected not to give
evidence and who withdrew from any involvement in the Inquiry,
did so because she felt the indemnity given by the Secretary of State
was not sufficient. Her point was that she did not wish to run the
risk of being sued by Michael Haslam for defamation, with all the
attendant anxieties associated with defending hotly contested
litigation. What she required, in order to be in a position to give
evidence, was immunity from the litigation itself, not simply the costs
of it. Immunity from suit, as it is known, was not something that was
open to the Secretary of State to grant to witnesses to the Inquiry.

It is a subject that is addressed in the Inquiry’s conclusions and
recommendations.

Part two: seminars

2.40

2.4

The Inquiry held a series of seminars to explore further the themes
and issues which the Inquiry Panel identified during the evidence-
gathering process. They were designed to improve the Inquiry
Panel’s knowledge of current and prospective policy and practice,
and to engage key agencies and others in dialogue to ensure that
the Inquiry’s recommendations are robust and consistent with

best practice.

The seminars were held in two parts: local and national. The local
seminars were held in the Hilton Hotel in York, on 1 and 2
December 2004. These seminars involved various medical and
administrative staff from local NHS service providers, patient support
groups, the General Medical Council, and other interested parties.
The national seminars were held in the Church House Conference
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2.42

2.43

2.44

Centre in Westminster, on 13 and 14 December 2004. These seminars
included senior representatives of the NHS and other governing
bodies, such as the GMC and the Royal College of Psychiatrists,
along with organisations designed to support and promote patients’
interests. A full list of attendees can be found at Appendix 11.

The local and national seminars explored identical themes: protecting
patients; handling concerns and complaints by people with mental
vulnerabilities; disclosure and the sharing of information; and
complaints handling. The Inquiry Panel and attendees heard from an
expert in the field of each of these identified themes by way of a
45-minute presentation. Participants were invited to comment on the
presentation and were given the opportunity to take part in a
stimulating and challenging discussion on the identified theme.

Throughout the seminars the Chatham House Rule applied, so as to
promote open and honest discussion:

“When a meeting, or part thereof, is held under the Chatham
House Rule, participants are free to use the information received,
but neither the identity nor the affiliation of the speaker(s), nor
that of any other participant, may be revealed.”

Before and after the series of seminars, participants provided the
Inquiry with extensive written contributions. We are extremely
grateful to each and every participant. The contributions made have
provided invaluable assistance in undertaking our task.

Preliminary issues

Understanding and interpreting the past

2.45

2.46

We have sought to remain alert to the dangers of hindsight and
retrospective vision. We also recognise that whilst we have sought to
be as comprehensive in our Inquiry as possible, we have seen only a
selection of what occurred. Events need to be viewed in their context
and we have striven to maintain this sense of context, despite the
distance from which we have inevitably had to examine the facts.

As the Bristol Inquiry commented: “We reconstruct the past from the
building blocks left to us. But these can only ever give a partial
picture.” In particular we are conscious that at the time these events
were happening, they were part of the blur of daily activity in the
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busy lives of healthcare professionals. Furthermore the events
occurred at time of particular change within the Health Service.

Perhaps most significantly, given the advantage of extensive
documentation and numerous witness statements, we have been able
to construct a chronology of events that suggests a startlingly long list
of complaints or concerns raised against both William Kerr and
Michael Haslam. This creates a sense of progression and escalating
concern, of which, if borne out, in most cases the individual GP or
the hospital nurse would have been unaware. Criticism may still be
made of those who failed to respond to an individual concern or
complaint, but we have sought to remember that the picture they
saw was a snapshot, not the detailed overview that we have now
obtained of events.

The approach of this Inquiry

2.48

2.49

2.50

As an Inquiry we set out to conduct an investigation of how the NHS
handled allegations into the conduct of William Kerr and Michael
Haslam in a fair manner. We have sought also to contribute, to the
best of our ability, to developing good and effective practice within
the NHS today.

One of our aims at the outset, and something which was raised in
the Preliminary Meeting in York on 6 February 2004, was to make it
clear that there were certain parameters to the Inquiry. In particular,
we have been at pains to emphasise (repeatedly) that it has not been
our role to investigate whether or not the allegations of sexual assault
and misconduct were true or whether the doctors acted unethically,
or unlawfully. Those are matters for the criminal and civil courts and
the GMC, not this Inquiry.

Another area that was of concern to a number of former patients
related to entries in their medical records that they considered to be
wrong or misleading. At one point in our investigation we had hoped
to be able to address these concerns. However, whilst we have
considered issues of record keeping and medical notes, in the end
we had to conclude that it was not our role to make assessments on
the truth and accuracy or otherwise of individuals’ medical records,
even were this possible so many years after the events.
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2.51

2.52

2.53

2.54

2.55

Prior to the commencement of the oral hearings, we undertook a
thorough examination of the considerable documentation available to
us, in the material from the police, material from civil actions, GMC
files, extensive documentation provided by the Trusts and of course
numerous witness statements and exhibits from many of those
concerned in the events in North Yorkshire. This paper exercise
enabled us to produce a comprehensive summary of the facts,
piecing together the various concerns and complaints that were
raised and the response to these matters.

This summary then informed our choice of witnesses who would be
called to give oral evidence, to clarify, expand or indeed contradict the
story that had been told by the documents and written evidence alone.

We sought throughout the oral hearings to ensure that, as far as
possible, the process of giving oral evidence was conducive to frank
disclosure. However, we do not underestimate the ordeal that giving
evidence under oath presented to both former patients and
healthcare professionals.

Finally, prior to making this Report we have sought to test our
conclusions and recommendations against those who, on a daily
basis, are working or coming into contact with the mental health
services provided by the NHS. Thus in the second stage of the
Inquiry we have held both local (York based) and national seminars
to which interested parties, including former patients and patient
support groups, have been invited.

As already noted the overall purpose of our Inquiry has been to
consider /ocal health services, although our power to make
recommendations is not so limited. We have inevitably therefore
focused on practices and procedures in North Yorkshire, whilst
considering the position in other NHS regions and nationally.
However, and it is important to emphasise this at an early stage,

it has not been possible or practicable to consider in detail present
practice and procedures in more than a small handful of other
regions. Even the London seminars could not provide the full
national picture. We received information which clearly suggested to
us that the overall position is mixed — some good, some not so good.
Of particular concern is the fact that many of the areas of concern
which were revealed in Part 1 — such as barriers to complaints,
ineffectual and incomplete investigations — are still present today

in many areas.
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We acknowledge that there have been huge changes in the NHS
since the 1970s and 1980s when most of the concerns and
complaints were raised. We also acknowledge and accept that the
position nationally, and in North Yorkshire particularly, has
enormously improved. Focusing on North Yorkshire, we were
informed that further work is already in train at local and national
strategic level in respect of systems of clinical governance which —

it is hoped and expected — should lead to patients’ concerns and
complaints being dealt with properly. At the conclusion of the Part 2
seminars we were provided with a short briefing paper provided by
the local NHS authorities entitled: “What systems can be put in place
to prevent a recurrence of similar events?” We found this paper to be
helpful and encouraging. Coupled with more recent developments,
anticipated changes and a favourable response to our
recommendations, we are optimistic that, both locally and nationally,
in future steps will be taken to ensure that patients who raise
concerns and complaints will not be ignored.
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Chapter 3
Introduction to concerns and complaints

The range of concerns and complaints

3.1 In this section of our Report we respond to that element of our
Terms of Reference requiring us to document and establish the
nature of concerns or complaints raised regarding the practice and
conduct of William Kerr and Michael Haslam during their time as
consultant psychiatrists in the North Yorkshire Mental Health Service.

3.2  We have interpreted our Terms of Reference to be restricted to
concerns or complaints relating to alleged sexual misconduct by
Michael Haslam or William Kerr. However, within that parameter we
have sought to be inclusive, and have recorded in the chronology
concerns and complaints that range from, at the one extreme,
specific allegations of sexual intercourse to concerns about excessive
questioning on sexual history. In most cases the evidence to the
Inquiry (particularly from former patients of William Kerr) was that
concerns, albeit expressed as relatively minor worries about
questioning on sexual matters, were in fact tentative attempts to raise
the issue of far more serious allegations of sexual assault.

3.3  We have also sought to be inclusive by asking witnesses about
concerns regarding the practice of William Kerr and Michael Haslam
that may, with the benefit of hindsight, have been warning bells.
(For example, concerns regarding practices that would avail a
consultant psychiatrist of a particular opportunity for abusing their
position of trust). Thus we have listened to concerns about (in the
case of William Kerr) unscheduled domiciliary visits and (in the case
of Michael Haslam) unorthodox treatments and research projects.

A common theme was the meeting of patients either in domestic
or social settings or in deserted or remote parts of the hospital or
clinic, often out-of-hours.
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Defining a concern or complaint

3.4

3.5

3.6

3.7

3.8

Our Terms of Reference refer to concerns or complaints. This has
enabled us to look beyond the rare instances of patients who raised
what could truly be categorised as a complaint — that is, specific
allegations of sexual advances being made by William Kerr or
Michael Haslam, made in writing or raised orally with a healthcare
professional or person in authority. Indeed, within this category of
complaints, the sub category of what might be termed “formal
complaints”, where the patient had an expectation and desire that
matters would be taken further (such as that initiated but not
pursued by Patient B2), was even smaller.

Alongside complaints falls the more difficult issue of concerns. We
interpreted concerns as including worries or anxieties about the two
consultants, that were reasonably seen as falling short of complaints.
We have interpreted concerns to include the rumours and gossip that
circulated among certain health professionals, that “things were not
right” with Michael Haslam’s practice or that William Kerr was “a
ladies” man”. In addition, concerns were taken to encompass those
situations where patients refused for reasons that were unexplained
(at the time) to see either William Kerr or Michael Haslam or to have
their relatives referred to these consultants.

There is of course no neat distinction between concerns and
complaints and the two can to a large degree be used interchangeably.
However the inclusion of both words in our Terms of Reference has
caused us to look beyond what might be termed “a formal complaint”
to the wider concerns regarding Michael Haslam and William Kerr.

We repeat here that we use the term “disclosure” to refer to
information that passed between individuals. Some of those
“disclosures” amounted to allegations against William Kerr and
Michael Haslam. We make no comment on the veracity of those
allegations but regard all such “disclosures” as information that
should have been acted upon at the time.

Another difficulty we faced was that in some instances (most notably
with Patient A17 who spoke to Linda Bigwood, a Deputy Sister at
Clifton Hospital — see Chapter 8 for details), the disclosure of a
sexual relationship with a consultant psychiatrist was not raised by a
patient as either a concern or a complaint. Rather, a “disclosure” was
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3.9

made by a patient in the course of a therapeutic relationship about a
past event that occurred. Nevertheless such a disclosure should, and
did in the case of Patient A17 (and also Patient B3), cause the
recipient healthcare professional to have serious concerns and pass
the matter on as a formal complaint.

We do not accept the argument that where a patient raised the issue
of having been involved in a sexual relationship with a consultant
psychiatrist (particularly one still in practice), this should have been
viewed as no more than a therapeutic disclosure. In such
circumstances, once the disclosure was in the hands of a recipient
healthcare professional, it should have become a concern that was
raised by that individual with their superiors. We discuss this in
greater detail in Section 5, “Barriers to making complaints”.

Establishing whether a concern or complaint was in fact
communicated

3.10

3.1

3.12

One particular difficulty faced by the Inquiry, exacerbated by the
extensive passage of time, was the difficulty in establishing whether a
concern or complaint was in fact communicated.

In a minority of cases there was written evidence such that it was
possible to establish whether a complaint had indeed been made (for
example in the case of Patient A17 or Patient B2). However, in the
vast majority of cases (particularly in relation to former patients of
William Kerr), there were apparently conflicting accounts between
patients who claimed a clear recollection of telling a health
professional (usually their GP) about their concerns regarding sexual
advances by their consultant psychiatrist and the GP who had no
recollection of any complaint.

In some cases a compromise situation was possible; the concern
expressed may have been made in ambiguous terms and the GP may
have failed to pick up on this worry. However, in other
circumstances there has been no such compromise and in these
cases we have had to make a judgement, doing the best we can after
such a long period of time, to resolve whether or not any complaint
was made. We regret that on occasions we have been unable to
reach a conclusion — the evidence is simply incomplete, and straight
conflicts of evidence cannot be resolved. After such a passage of
time, an incomplete resolution is perhaps inevitable.
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Assessing the response to concerns and complaints

3.13

3.14

3.15

We have sought in the Inquiry to assess the response to concerns
and complaints in a number of ways.

In relation to concerns which arose at the level of rumour we have
sought to consider the substance of these rumours and how
widespread they were. We have gone on to examine rumour in a
dedicated chapter, Chapter 33.

Regarding more specific concerns and complaints, particularly those
that generated written statements or records, we have sought to go
further and trace through the handling of the concern or complaint
at all levels from hospital staff or GP surgeries up to the Regional
Health Authority, who were the employers of the consultants. We
have sought in the Report to set out both a factual chronology of
how the concern or complaint was handled and also to consider and
analyse the response, with a view to making recommendations that
will produce real improvements.
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Chapter 4
The Report in context

The vulnerability of psychiatric patients

41 It is to be borne in mind at all times when reading this Report that
the Inquiry has focused on concerns and complaints made by, or
made in relation to, women who were at the time psychiatric
patients.

4.2  The vulnerability of these women manifests itself in many different
ways. For example, as shown in some of the patient stories set out
later in this Report, for many former patients there was great
confusion and anxiety arising from the distorted relationship with a
male consultant who is supposed to help, care for, and hopefully
cure them, but at the same time (as alleged) subjecting them to
various forms of sexual abuse. In the criminal trials of William Kerr
and Michael Haslam much was made of the fact that former patients
would return to the doctors affer the occasions on which they allege
the abuse took place. We of course do not know what effect this had
on the juries in the criminal trial. We have no difficulty in
understanding the principle involved in such situations — indeed, we
would be surprised if, generally, psychiatric patients did not return,
either believing the abuse was part of the treatment, or because they
did not want to address the existence of the abuse, or because the
doctor still remained the person who was there to make them better,
or as part of the process of denial found in abusive situations. There
would be patients for whom abusive sexualised behaviour was
initially experienced as “flattering” — at least in the short term.

43  The vulnerability is also relevant to disclosure of abuse. We were
struck by the approach of some doctors and other healthcare
professionals, to disclosures of abuse by psychiatric patients. Some
would reject, or at least considerably discount, the disclosures simply
because the patient was mentally unwell — even where there was no
evidence at all that the person was fantasising, or suffering from
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4.4

4.5

forms of mental disorder (such as psychosis) where lines between
fact and fantasy may be distorted. Others, whether or not accepting
the disclosure at face value, took the line of least resistance — treating
the patient before them as not vulnerable, not in need of support
and a caring, structured, environment. That line of least resistance
involved saying to the patient — “if you have a complaint to make,
make it to the proper authorities, to the police or to the GMC” — or
to somebody other than to themselves. As one GP put it to us:

“I have no memory of any complaint to me of improper
bebaviour. If a patient had complained to me in terms as
described, I would have said it was a serious matter and I would
have aduvised the patient to go to the police.”

For the completely mentally well person, disclosure of sexualised
behaviour by a consultant must be difficult and distressing enough —
an additional traumatising experience, bringing with it feelings of
guilt, lack of self-worth, embarrassment, humiliation and shame. In
addition, there is the fear of consequences of “telling” — “Will T be
believed?”, “Will this go on my records?”, “What will the GP think of
me?”, “What if 'm not believed — what then?”, “Will T have to give
evidence — in public?”, “Will my family know about it?”, “What will
they think of me?”, “What will happen to the consultant?”, “What will
happen to his family?” etc. For the vulnerable, psychiatric patient
(who in addition may be on medication) that experience must be
even more of an ordeal — those thoughts, those self-doubts
compounded. To summon up the courage to say something about
what had happened to her (or at least what she believed had
happened to her) — not to a friend or family member which would
be difficult enough, but to another, usually male, doctor — must (at
least for some psychiatric patients) have been truly agonising. And,
proceeding on the basis that the abuse did take place, this is without
considering the additional impact of the extreme power imbalance
between consultant psychiatrist and patient, a power imbalance
which can carry with it the threat of withdrawal of needed treatment,
or (at its extreme) the threat of loss of liberty — of Mental Health

Act “sectioning’”.

There are, no doubt, still incidents of sexualised behaviour by
treating medical professionals and there are, no doubt, still
vulnerable psychiatric patients who are the victims of that behaviour.
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4.6

4.7

4.8

In some ways they are more likely to be victims — more vulnerable,
medicated, in need of care and affection, less likely to be believed.

Another important contextual point made to the Inquiry concerns the
public perception of mental illness. The view of the general public of
people with mental health difficulties was very negative throughout
the 1960s-1990s. As one of the former patients put it, “we used to
refer to it [Clifton Hospitall as the mad house”. Many people working
in mental health were dedicated to improving the lot of such patients
and were caring and hard-working to that end. Others were less
interested and were more dismissive of patients, particularly those
who were more difficult. This could be said of any mental hospital at
that time. The reality was that users of mental health services were
seen as “mental patients”, “awkward”, “troublemakers” by some of
those who were caring for them. It is against this background that
the Panel learned from Professor Mortimer that, when she was a
junior doctor, there would be a tendency not to believe something
said by a patient on a mental health unit.

The culture today is different. The NHS today has well-established
incident and serious untoward incident reporting systems. All staff
need to be aware of them and know how to use them. Anonymous
reporting is also encouraged.

Every NHS organisation has established whistle-blowing policies to
enable staff to report concerns. The culture of the organisation or
team is critical in encouraging the use of all of these policies without
fear of incrimination.

The effect of the passage of time

4.9

4.10

4.1

At various places in this Report we refer to and comment upon the
impact of the passage of time.

The requirements of the Inquiry’s Terms of Reference have meant
that we have had to consider events, meetings, conversations, which
have covered a number of years.

In relation to William Kerr, the story goes back to 1964 when he was
working in Northern Ireland — 40 years before our oral hearings in
the summer of 2004. The first expression of concern, or any form of
complaint, relating to William Kerr after he moved to North Yorkshire
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4.13

4.14

is alleged to have been in 1968 when Patient A4 complained that she
had been attacked by William Kerr — the alleged assault was also in
1968. That is, 36 years before the oral hearings. The last recorded
expression of concern to which a date can be attached, and when
the complaint and incident are near contemporaneous, is by Patient
A40 in 1988. This was in the year of William’s Kerr’s retirement from
employment in the NHS — 16 years before the oral hearings.

In relation to Michael Haslam, the first recorded expression of
concern, or complaint, was by Patient B1 around 1974, 30 years
before the oral hearings. The last recorded expression of concern
about Michael Haslam’s practice as an NHS consultant, again when
the concern/complaint and incident are near contemporaneous, was
by Patient B7, in 1988 — shortly before Michael Haslam’s retirement
from NHS practice in early 1989. Again, 16 years before the oral
hearings in 2004.

It is to be noted that there have been other fact-finding exercises in
relation to these allegations. There have been two criminal trials — in
relation to William Kerr in 2000, and in relation to Michael Haslam in
2003. In those trials the tasks of the juries were very different from
those we have been tasked to undertake. In particular, the juries had
to decide, to the criminal standard of proof, whether or not the
alleged sexual assaults had taken place. As we will repeatedly make
clear, this is not our role. William Kerr, through ill-health, was unable
to give evidence in his own defence at his criminal trial. The 2000
Trial of the Facts for William Kerr involved allegations which covered
the period 1968 to 1988. The 2003 trial of Michael Haslam covered
the period 1981 to 1988.

We emphasise the Trial of the Facts (William Kerr), and the criminal
trial (Michael Haslam), are very different procedures from this
Inquiry. However, the trial judge’s warning to the jury on the effect
of delay is also relevant to our deliberations — particularly where we
have had to decide whether or not there were disclosures by some
of the former patients to their GPs, or others, and what was done (or
not done) in response to disclosures, concerns or complaints. HH]J
Myerson, in his Summing Up to the jury on 13 December 2000,
asked them to consider whether they felt that delay was a reflection
of the reliability of the complaints, or rather a result of the expressed
views of many patients that they were not likely to be believed when
William Kerr was a senior consultant with some standing in the
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4.15

4.16

4.17

4.18

4.19

community, and gave other valid reasons for not speaking out
sooner.

Delay clearly had an effect on the ability of all witnesses to recall
precise details of events many years previously. It emphasised too
the importance of contemporaneous written records. The judge drew
particular attention to whether there was particular disadvantage to
William Kerr’s case, especially given his inability because of his
medical condition to recall events and advise those representing him.
The judge further pointed out that mere delay in complaining when
many former patients had explained why they had felt unable to act
before was not of itself a ground for disbelieving their evidence.

In Michael Haslam’s criminal trial, a warning to similar effect was
given by Mr Justice Gray. He asked the jury to consider if the
delay reflected adversely on the complainants, or otherwise raised
questions about their credibility. Was there good reason offered
for not coming forward earlier? He pointed out that all three
complainants, in Michael Haslam’s trial, said they had confided in
a third party, but doubted whether they would be believed and
did not feel strong enough to pursue their complaints formally.

All these issues had to be weighed carefully when considering the
effect of time on the evidence which they, the jury, and we, the
Inquiry, received.

Delay, the passage of time, is therefore very important, and we have
constantly reminded ourselves of the need to exercise caution when

considering what concerns and complaints were made, to whom and
in what detail.

But the effect of delay is also important for another reason. The
longer the gap between complaint and investigation, the more
difficult that investigation becomes. It is perhaps significant that the
only charge on which the jury were prepared to convict in the Trial
of the Facts relating to William Kerr was on the evidence of Patient
A40 — the most recent complainant, although even that was 12 years
before the trial. The most striking example of “missed opportunity”
examined by the Inquiry relates to Patient A36 and Linda Bigwood’s
complaint — addressed in detail in Chapter 8. If, in 1983/84, there had
been full and detailed investigation within the NHS, we conclude that
there would inevitably have been a wider investigation, perhaps
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4.22

Gaps

4.23

4.24

4.25

including the police and the GMC. That investigation would in all
probability have uncovered a series of concerns, and complaints,
each adding support or credence to the other. We cannot but
conclude that if there had been such a detailed investigation,
prosecutions would have resulted and the guilt or innocence of both
William Kerr and Michael Haslam determined by the mid to late
1980s.

The passage of time is also relevant to our consideration of the acts
or omissions by the regulatory bodies. We recognise that an opinion
expressed by us in 2005 on the merits or demerits of systems in
place in the 1970s and 1980s is fraught with difficulties.

Finally, the question of delay has been raised as a reason for
doubting the value of the Inquiry. It has been said that, so long after
the events complained of and after all that has happened — not only
to those involved with those events but also the massive changes in
both the NHS and society generally — that an Inquiry such as ours
was of little use and something of a waste of time and money.

We emphasise that this view has not been shared by others,
particularly by the local NHS Trusts. In relation to those Trusts (and
many other healthcare participants) we have no doubt as to the
energy, effort and determination they have brought to address the
problems highlighted by the events that led to this Inquiry, no matter
how long ago.

in the story and the loss of documents

Our task of investigating whether concerns were expressed, or
complaints made, at or near the time of the alleged incidents has not
been made any easier by the absence of some contemporaneous
records.

This lack of records has also had an impact on our Inquiry into the
investigation of complaints which were made, and concerns which
were expressed, in relation to both William Kerr and Michael Haslam.

Some documents were destroyed routinely, some unwisely, some as
an inevitable consequence of NHS re-organisation: the net result to
the Inquiry is one of loss. The Inquiry has, in many cases, only a
partial account of a sequence of events, distorted by the accident of



66 | SECTION ONE: THE BACKGROUND

which documents remained, and who is alive and able to remember
and comment. As Counsel speaking on behalf of the NHS Authorities
invited us to, the Inquiry has had to “exercise great caution before
making findings of fact where documents are missing and memories
are poor, particularly when a witness believes that records were made
at the time.”

The nature of the allegations

4.26

4.27

In this Report we have spelt out in detail, on occasions in graphic
detail, some of the alleged activities that were either the subject of
criminal action against William Kerr and Michael Haslam, or formed
the basis of concerns or complaints raised by patients. We are
conscious that some of this makes uncomfortable reading, not least
of all for the former patients. But we feel we owe it to them, who
have made the difficult decision to speak out themselves, to show
just what activities were alleged. When looking at the allegations in
relation to William Kerr, this was not behaviour that could be
described as light-hearted teasing or witty badinage; these would not
be the actions of a playful “ladies’ man”; if true, these would be
degrading and oppressive physical assaults upon vulnerable and
often distressed women by a man who is alleged to have exercised
his power and control over patients in a way that would disgust and
offend anyone who knew of them. With reference to the allegations
relating to Michael Haslam, if true they would amount to behaviour
that would at least be unethical and unacceptable and not at all the
actions of a caring and supportive clinician.

In four instances a jury has accepted the allegations — and the
verdicts speak for themselves. In cases where the jury has found
William Kerr not guilty, or, in the case of Michael Haslam, the Court
of Appeal (Criminal Division) has quashed the jury’s verdict as being
unsafe, the allegations themselves are briefly summarised to show
what information may have been available at the time. More
generally, and in relation to the allegations that have not been the
subject of any court process, the detailed descriptions show the
information that may have been discovered if the expression of
concerns or the making of complaints had been the subject of swift
and comprehensive investigation. The allegations made by the former
patients could not be dismissed as being trivial or flippant. The
allegations, whether expressed as concerns, complaints or just as
“disclosures”, raised issues of real concern. They demanded
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immediate attention, whether or not eventually proceeded with or
dismissed. As explained later in this Report, some of the allegations
called for wider investigation.

In the course of this Report we repeatedly emphasise that we are
unable to reach conclusions on the truth or falsity of the disclosures
— whether or not supported by statements to the Inquiry from the
former patients. Michael Haslam disputes all allegations of sexual
misconduct, or sexual relationships with his existing or former
patients (save where expressly mentioned in the text of the Report).
William Kerr, we must assume, also disputes all the allegations made
in relation to him.

We also acknowledge, and here record, that allegations of sexual
misconduct are often uncorroborated, and are difficult to disprove.
We similarly acknowledge that allegations of sexual misconduct may
be false — made maliciously, made to obtain financial gain, made
innocently but based on a misinterpretation of events, made as a
product of mental illness. We recognise that the debate continues

in relation to “false memory”, or “recovered memory”. Indeed, there
is a society in England (the British False Memory Society) dedicated
to addressing this topic and “Serving People and Professionals in
Contested Accusations of Abuse”. However, we should also note that
we are not here addressing any allegations of childhood abuse, and
no former patient has suggested that her memory is “new”.

We have received detailed letters, and expert reports, in support of
Michael Haslam explaining why he was not guilty of the offences of
which he has been convicted. We have read the documents, and we
are grateful for them, but determination of the truth of the allegations
is not a matter for us. We have also received letters of support from
some of Michael Haslam’s former patients.

The benefits and the limitations of a private inquiry

4.31

There are clear and obvious benefits from a private inquiry, where
the material is particularly sensitive and there is a need to protect the
identity of the former patients. We hope that the environment for the
Inquiry’s oral hearings, whilst not positively therapeutic, has been
comfortable enough to enable all witnesses to give their evidence
without being placed under too much stress.
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4.32

4.33

However, there are some clear disadvantages when compared with a
public inquiry. For example, the public does not have the
opportunity to see the witnesses give their evidence, or to read the
documents available to us. That disadvantage carries the additional
chore for us, namely to sort and sift the evidence with additional
care to ensure that the story is correctly told — knowing that there is
no access to the supporting documentation, or to any transcript of
the oral evidence.

There is an additional, perhaps less obvious, disadvantage. Although
we have been assisted by extremely able and experienced experts,
and we have been supplied with informed and very helpful
submissions both in writing and at the four days of seminars, there
has not been any ongoing public debate — no major media
commentary, no (or very few) uninvited contributions (unlike, for
example, the Bristol Royal Infirmary or Harold Shipman inquiries).
The consequence is that this Report, even with clear
recommendations, cannot be seen as the last word. Indeed, we
would not want it to be. This is particularly the case in areas of the
Report where we examine and express our views on complex issues
such as boundary transgressions and sexual relations with former
patients, and the regulation of medical professionals. In the Report,
we refer to the way things are done in other parts of the world —
for example in New Zealand and the United States. But what is
considered to be the right approach there may be inappropriate for
the UK. When it comes to some areas, such as those already
mentioned, all we can do is recommend that there is an early and
full investigation, with the government taking the lead.
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Chapter 5
The factual background to the Inquiry

The organisation of the NHS in North Yorkshire
The North Yorkshire Mental Health Services

5.1

5.2

5.3

5.4

5.5

During the period from 1964 to the present, the North Yorkshire
Mental Health Services, within which both William Kerr and Michael
Haslam practised, underwent considerable organisational change.
This organisational structure is set out briefly at the end of this
section of the Report, together with a further chart detailing the
identity, where known, of those holding certain posts of
administrative responsibility.

In summary, the Leeds Regional Hospital Board (LRHB) was
abolished in 1974 and replaced by the Yorkshire Regional Health
Authority (YRHA). Below this, at area level, was the North Yorkshire
Area Health Authority (NYAHA) and, parallel to this, the North
Yorkshire Family Practitioner Committee (NYFPC). The NYAHA was
further divided at district level, into the York Health District and the
Harrogate Health District.

Up until the early 1990s, Mental Health Services for Harrogate were
centred on Clifton Hospital, York. There was a small presence of
mental health services elsewhere, including Scotton Banks Hospital at
Knaresborough and outpatient clinics in Harrogate and Ripon.

In 1985 a transfer of services from York to Harrogate was agreed.
This was finally achieved in 1992 when the Briary Wing at Harrogate
District Hospital was opened and all Harrogate patients were being
cared for in Harrogate.

In 1982 the North Yorkshire Area Health Authority was abolished and
the York Health Authority and the Harrogate Health Authority were
both created as District Health Authorities (DHAS).
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5.6

5.7

5.8

In 1991/92 the NHS Trusts emerged, and in 1995 the Yorkshire
Regional Health Authority was replaced by the NHS Executive
Northern and Yorkshire Regional Office.

Consultant medical staff were employed under contracts initially with
the Leeds Regional Hospital Board and then the Yorkshire Regional
Health Authority until 1991. Thereafter, with the introduction of NHS
Trusts, they were directly employed by the local Trusts that came into
being, which in the case of York and Harrogate was in 1992.

From 1 April 2002, Mental Health Services were transferred from the
York Health Services NHS Trust and Harrogate Healthcare NHS Trust
to Selby and York Primary Care Trust and Craven, Harrogate and
Rural District Primary Care Trust.

The North Yorkshire Hospitals and Clinics

5.9

5.10

The Hospitals within the York Health District and the Harrogate
Health District with which Michael Haslam and William Kerr were
principally involved were:

e Clifton Hospital, York

e Bootham Park Hospital, York

e Harrogate General Hospital, Harrogate
e Harrogate District Hospital, Harrogate

e York District Hospital, York

e Ripon Community Hospital, Ripon

e Scotton Banks Hospital, Knaresborough.

There were also community bases, such as Dragon Parade in
Harrogate. In addition, there were private hospitals and clinics.

Clifton Hospital, York

5.11

Clifton Hospital opened in 1847 and closed in 1994. It has now been,
for the most part, demolished. It was a psychiatric hospital. In the
1960s and 1970s, it contained some 700 or so inpatient beds (in the
1950s numbers reached over 1,000). It served not only York, but also
Harrogate, Scarborough and a part of Northallerton.
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5.12

5.13

5.14

Clifton Hospital was a training hospital for nurses, providing
psychiatric nursing qualifications. It was also linked to the
postgraduate and undergraduate schools of psychiatry at Leeds
University, so that medical students and registrars would rotate
through Clifton as part of their psychiatry training.

Clifton Hospital is described as having a lot of keys and locked
doors, “like a prison”, with the doctors/psychiatrists holding the
master keys. William Kerr’s office in Clifton Hospital was on the
ground floor, to the right of the main entrance and with a bay
window overlooking the main car park. The door was secured by a
Gibbons deadlock and an individual Yale lock. William Kerr and his
medical secretary (Kathleen Exton, formerly Spencer) held the keys
to the office. His secretary said that he would lock his door during
consultations to stop other patients wandering in.

Stuart Ingham was the District Administrator of York Health Authority
from 1982 to 1985, after which he became District General Manager
from 1985 to 1988. He then became the District General Manager for
Leeds Western Health Authority and in 1991 was appointed Chief
Executive of United Leeds Teaching Hospitals NHS Trust. Mr Ingham
comments that when he was appointed in 1982, the psychiatric
services at Clifton were “outmoded” and the facilities were in a poor
state. The closure of Clifton Hospital in 1994 coincided with a
general trend to close large mental health hospitals and a move

to psychiatry being practised on a more localised basis. In 1992
multi-disciplinary community teams were introduced, including
community psychiatric nurses (CPNs), clinical psychologists,
psychiatrists, occupational therapists and social workers. In 1993
written care plans and key workers for patients (known as the Care
Programme Approach) were introduced.

Ripon Community Hospital

5.15

Ripon Community Hospital (including an outpatient department) was
a small community hospital in which medical cover was largely
provided by local general practitioners. William Kerr held clinics at
Ripon Community Hospital on Monday afternoons, between 2pm and
Spm. His consulting room was in a wooden building separate from
the main hospital block; the two windows of the room were frosted

glass and had black blinds.
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Harrogate General Hospital and Harrogate District Hospital

5.16

5.17

Harrogate General Hospital was closed in 1999. William Kerr’s clinics
at Harrogate General Hospital were held in what was known as the
antenatal clinic. This was a one-storey building situated towards the
back of the hospital; the windows looked out on the walls of Nissen-
type hut wards. The rooms were not locked and the windows had
roller blinds. The clinics took place on Wednesday and Friday
afternoons. In 1974, William Kerr transferred his patients to Harrogate
District Hospital.

The first phase of the new Harrogate District Hospital opened in
1974. Tt was located about a quarter of a mile away from Harrogate
General Hospital. William Kerr’s clinic, held on Wednesday and
Friday afternoons, was in the main outpatient department. There
were no locks on the doors and the windows had blinds. Michael
Haslam held clinics at Harrogate District Hospital on Tuesday and
Thursday afternoons.

Scotton Banks Hospital, Knaresborough

5.18

Scotton Banks Hospital in Knaresborough was also part of the group
of Harrogate Hospitals. The gynaecology ward was based at Scotton
Banks until it was transferred to Harrogate General Hospital in 1988.
Scotton Banks Hospital closed in 1990.

Duchy Nuffield Hospital, Harrogate

5.19

This was a private hospital where William Kerr saw his private
patients during the years 1970 to 1975.

Bootham Park Hospital, York

5.20

Bootham Park, which opened in 1777, is a psychiatric hospital that
shared a joint catchment area, primarily York, with Naburn Hospital
from 1952. The superintendent until 1980 was Dr Arthur Bowen; he
was the last superintendent. He was succeeded as a consultant
psychiatrist by Dr Peter Kennedy. Bootham Park continues to be a
psychiatric hospital with both inpatients and outpatients, and is
adjacent to York District Hospital, now York Hospital.
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Naburn Hospital, York

5.21 This was a psychiatric hospital, primarily serving York, that later
operated in an integrated way with Bootham Park. This hospital
closed in 1988.

Purey Cust Nuffield Hospital, York

5.22 Purey Cust was a general private hospital in York. It was closed
when a new facility opened in 2004.

4 St Mary's, York

5.23 This was a private house in York located on a street opposite the
main drive of Bootham Park Hospital. It was bought by a number of
consultants and used as consulting rooms. The doctors who owned
the premises also rented out the consulting rooms to other
consultants, including Michael Haslam.

Whixley Hospital

5.24 Whixley Hospital, for people with learning difficulties, was originally
part of the York health services but was transferred to the Harrogate
health services in 1983; it closed in 1993. A letter from Browne
Jacobson (solicitors for the Health Authority) dated 26 March 2004
informed the Inquiry that while neither William Kerr nor Michael
Haslam had inpatient beds there, or held outpatient clinics on site,
they would have attended Whixley when on call for emergencies,
or if there were admissions.

The Psychosexual Disorder Clinic, York

5.25 This was a clinic that was set up in 1972 as an outpatient facility for
people with marital and sexual problems. It was run by Michael
Haslam and a psychologist, the late Dr Anne Pattie, and they were
assisted by another psychologist, Charles Marsh. This clinic was
initially based at Clifton Hospital, but later also at the newly opened
York District Hospital in the Outpatient Department (on Friday
afternoons). According to Michael Haslam the clinic was created as a
result of research work by Masters and Johnson in the United States,
and John and Judy Bancroft in the UK, into the psychology of sexual
function. Clifton Hospital hosted the second international conference
on psychosexual disorders in the UK in 1974. Patients attending this
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clinic would be seen without a chaperone unless there was an
intimate examination.

Dragon Parade, Harrogate

5.26

5.27

5.28

13 Dragon Parade was a converted terraced house that was used by
the Mental Health Team as a day centre for NHS patients. It was in
use from the early 1960s. The house was privately owned and rented
out to Social Services. There was one consulting room (with one
curtained window) and a waiting room, both of which were on the
first floor towards the back of the building.

The centre was initially staffed by William Kerr and Dr Munro, and
later by Michael Haslam. Long-term rehabilitation and care was
provided for some 20 patients with long-standing residual psychotic
disabilities. An outpatient clinic was also held there. The centre
organiser at 13 Dragon Parade was Harold Duncan Sykes. William
Kerr used a room on the first floor at Dragon Parade on Wednesdays,
from 2pm onwards, for some five or six years. This room was not
used much except by consultants; normally it was used as an
overflow room or a smokers’ room. It was a carpeted room with a
consultant’s desk, a chair for patients and another desk in the corner.
There were curtains in the room, which overlooked the rear yard of
the premises. The main door to 13 Dragon Parade was locked with a
latched Yale lock. William Kerr had his own key. The building was
normally open Monday to Friday from 9am to 5pm, and no person
had any reason or authority to enter the building outside these hours.
On the doors to the consulting room there were old-type mortise
locks on the door handles, but the keys were not readily available.
Mr Sykes was unaware whether William Kerr had his own keys to
the consulting room. On Wednesday afternoons there was no one to
meet patients: they just let themselves in and went straight upstairs to
the waiting room. There was no receptionist: patients had to find
their own way to the clinic. At times, William Kerr would leave
before the supervisor responsible for the building; at other times he
would leave later.

At some point consultant psychiatrists, including William Kerr,
stopped attending at 13 Dragon Parade.
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NHS organisation structure — North Yorkshire

Year Regional Level

Area Level

District Level

Local Level

1948 Leeds Regional

York A Hospital

Clifton Hospital, York

(Consultant medical Hospital Board Management Bootham Park Hospital,
LRHB Committee York
staff employed by Naburn Hospital, York
RHB) York B Hospital '
M Harrogate General
anagement !
2 Hospital
Committee . .
Ripon Community
Harrogate and Hospital
Ripon Hospital Scotton Banks Hospital,
Management Knaresborough
Committee Other community bases
(eg Dragon Parade)
North Yorkshire GPs
Executive Council Dentists
NYEC Pharmacists
Opticians
1974 Yorkshire Regional ~ North Yorkshire York Health District Clifton Hospital, York

Health Authority
AHAs created YRHA
(Consultant medical
staff employed by

RHA)
ECs become FPCs

Area Health
Authority NYAHA

Harrogate Health
District

(MH services for
Harrogate and York
were centred on Clifton
Hospital until
Harrogate developed its
own service in the
period from 1985)
Bootham Park Hospital,
York

Naburn Hospital, York
York District Hospital
Harrogate General
Hospital

Harrogate District
Hospital

Ripon Community
Hospital

Other community bases
(eg Dragon Parade)

North Yorkshire
Family Practitioner
Committee NYFPC

GPs
Dentists
Pharmacists
Opticians

1982
AHAs abolished
DHAs created

Yorkshire Regional
Health Authority
YRHA

York Health
Authority

Harrogate Health
Authority

Clifton Hospital, York
Bootham Park Hospital,
York

York District Hospital
Naburn Hospital, York —
closed 1988

Harrogate General
Hospital

Harrogate District
Hospital

Ripon Community
Hospital

Other community bases
(eg Dragon Parade)

North Yorkshire
Family Practitioner
Committee NYFPC

GPs
Dentists
Pharmacists
Opticians
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Year Regional Level

Area Level

District Level

Local Level

1991/92
NHS Trusts emerge

Yorkshire Regional
Health Authority
YRHA

FPCs become

FHSAs

(Consultant medical
staff employed by
NHS Trusts)

North Yorkshire
Health Authority
NYHA

York Health Services

NHS Trust

Harrogate
Healthcare NHS
Trust

Hospitals and
community services
Clifton Hospital, York —
closed 1994

Harrogate continued to
develop local mental
health services

North Yorkshire
Family Health
Services Authority
NYFHSA

GPs
Dentists
Pharmacists
Opticians

1996 NHS Executive

North Yorkshire

York Health Services

Hospitals and

. Northern and Health Authority NHS Trust community services
RHAs abolished Yorkshire Regional ~ NYHA Harrosate
HAs and FHSAs  Office NYRO J
Healthcare NHS
merged Trust
GPs
Dentists
Pharmacists
Opticians
2001 NHS Executive North Yorkshire York Health Services Hospitals and

Northern and
Yorkshire Regional
Office NYRO

PCTs emerge

Health Authority
NYHA

NHS Trust

Harrogate
Healthcare NHS
Trust

community services

Selby and York
Primary Care Trust
PCT

GPs PCT in
Dentists Selby
Pharmacists | and
Opticians [ York
Community | but still
services HA
elsewhere
in county

2002 Department of

. Health and Social
RO abolished Care North
Strategic Health (abolished 2003)
Authorities
established

Mental Health
Services transferred
from York and
Harrogate
Healthcare Trusts to
PCTs in York and
Harrogate from
April 2002

North and East
Yorkshire and
Northern
Lincolnshire
Strategic Health
Authority

York Health Services

NHS Trust

Harrogate
Healthcare NHS
Trust

Hospital services

Selby and York PCT
Craven, Harrogate
and Rural District
PCT

GPs

Dentists

Pharmacists

Opticians

Community services
Mental health services
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NHS personnel organisation structure — North Yorkshire

Year Regional Level Area Level District Level Local Level
1948 Leeds Regional North Yorkshire York A Hospital Clifton Hospital, York
Hospital Board Executive Council ~ Management Bootham Park Hospital,

(Consultant medical

LRHB NYEC Committee York
staff employed by
RHB) Secretary to Board: York B Hospital Naburn Hospital, York
Mr W Bowring Management
. Harrogate General
Committee

Hospital
Harrogate and

Ripon Hospital Ripon Community

Management Hospital
Committee Scotton Banks Hospital
1948-1974 Other community bases
(eg Dragon Parade)
In 1965 WK started as
Locum Medical Officer
at Clifton Hospital,
York. Made full
consultant in 1967.
In 1969 WK appointed
as Deputy Medical
Superintendent at
Clifton Hospital.
In 1970 MH appointed
as Consultant
Psychiatrist at Clifton
Hospital.
1974 Yorkshire Regional  North Yorkshire York Health District Clifton Hospital, York
AHAs created Health Authority Area Health Harrogate Health Bootham Park Hospital,
YRHA Authority NYAHA  District York
(Consultant medical po;o5) 1974-1982 1974-1982 Naburn Hospital, York
staff employed by Administrator:
RHA) M ’ Area Administrator: District York District Hospital
rH Inman L .
ECs become FPCs Mr W L Moore Administrator in Harrogate General
Area Nursing York: Hospital
Mr A Holroyd

Officer: Harrogate District

(Mr Holroyd went

Miss E M Logan Hospital
on to become
Regional Ripon Community
Administrator) Hospital

Other community bases
(eg Dragon Parade)

In 1980 Dr P F
Kennedy was appointed
as Consultant
Psychiatrist in York,
based at Bootham Park
Hospital.
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Year Regional Level Area Level District Level Local Level
1982 Yorkshire Regional York Health Clifton Hospital, York
AHAs abolished Health Authority Authority Bootham Park Hospital,
YRHA I York
DHAs created District
Regional Administrator: Naburn Hospital —
Administrators: 1982-1985 closed 1988
1982 - MrS E Ingham York District Hospital
Mr A Holroyd s
/ District General Harrogate General
followed by: . .
Manager: Hospital
Mr K Punt
1985-1988 _
Mr A Stokes Harrogate District
Mr S E Ingham .
Mr A Foster 1988-1992 — Hospital
Mr K McLean

Regional Medical
Officer:

Dr W Turner
1986 — Dr R
Howard

Dr P F Kennedy

District Medical
Officer:

1982 -Dr AW
Mclntosh

1988 - Dr W
Wintersgill

1989 — Dr J Beal
1990 -Dr MJ M
Carpenter, Director
of Public Health

District Nursing
Officer (Adviser):
1982 — MrJ K
Corbett

1985 — Mr K Darley,

DNO (Adviser)
1986 — Miss A
Whittington, DNO
(Adviser)

1987 — Mr P
Nicklin, Acting
DNO (Adviser)
1989-1990 —

Mr J W Gomersall,
DNO (Adviser)

General

Administrator:
1983 onwards
Mr G T Wood

Harrogate Health
Authority

District
Administrator:
1982-1985

Mr G E Saunders

District General
Manager:
1985-1992

Mr G E Saunders

Ripon District Hospital
Other community bases
(eg Dragon Parade)

York mental health
services

Director of Nursing
Services, Mental lliness
Unit, York:

1984 — Ray Wilk

Unit Administrator:
1984 — Keith Parsons

Nursing Officer:
1984 — Mrs A Tiplady
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Year Regional Level Area Level District Level Local Level

1991/92 Yorkshire Regional  North Yorkshire York Health Services Hospitals and

NHS Trusts and Health Authority Health Authority NHS Trust community services
YRHA NYHA : . Clifton Hospital closed

HAs emerge Chief Executive: 1994

FPCs become
FHSAs

(Consultant medical
staff employed by
NHS Trusts)

Chief Executive:
1992 — Mr R Brown
1994 — Mr B Fisher

1992 to Sept 1999

— Dr P F Kennedy Harrogate continues to
2000 - Mr S develop local mental
Pleydell health services.

2003 - Mr J Easton

Medical
Consultant/Medical
Director:

1992 -Dr D)
Wilkinson

1993 - Dr R L Marks
1999 — Dr M Porte

Director of Nursing:
1992 — Miss H
Coyne

1994 — Mrs P Hart
1998 — Mr M
Proctor

Harrogate
Healthcare NHS
Trust

Chief Executive:
1992 - Mr G E
Saunders

2001 — Mr M Scott

1996
RHAs abolished

HAs and FHSAs
merged

NHS Executive
Northern and
Yorkshire Regional
Office NYRO

Chief Executive:
Prof Liam
Donaldson (also
Regional Medical
Officer)

Acting for a short
period: Mr D Flory
1998 — Mr P
Garland

North Yorkshire
Health Authority
NYHA

York Health Services Hospitals and

NHS Trust community services
Harrogate ggz tists
Healthcare NHS .
Pharmacists
Trust Obtici
pticians

2001
PCTs emerge

NHS Executive
Northern and
Yorkshire Regional
Office NYRO

North Yorkshire
Health Authority
NYHA

York Health Services Hospitals and

NHS Trust community services
Harrogate

Healthcare NHS

Trust

Selby and York GPs PCT in
Primary Care Trust  Dentists Selby
PCT Pharmacists | and

Opticians [ York

Community | but still

services HA
elsewhere
in county
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Year Regional Level Area Level District Level Local Level
2002 Department of North and East York Health Services Hospital services
RO abolished Health and Social Yorkshire and NHS Trust

Care North Northern Harrogate
Strategic Health (abolished 2003) Lincolnshire &

o ; Healthcare NHS

Authorities Chief — Strategic Health
established lef Executive: Authority Trust

2002-2003
Mental Health Mr P Garland Chief Executive: Selby and York PCT  GPs
Services transferred 2002 Mr D Johnson  cpief Executive: Dentists
from York and Pharmacists

2001-2004 - -

Harrogate Dr S Ross Opticians

Healthcare Trusts
to PCTs in York
and Harrogate from
1 April 2002

2004 - Mr J Clough

Director of Mental
Health and Social
Inclusion:

2002 -

Mr G Millard

Craven Harrogate
and Rural District
PCT

Chief Executive:
2002 — Ms P Jones

Director of Mental
Health:
2002 — Mr D Brown

Community services
Mental health services
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Chapter 6
William Kerr - the early years

Qualification

6.1  William Samuel Kerr was born on 8 October 1925 in India. He was
educated in India, and after leaving school he served with the Army
for approximately four years, including a year’s active service in
Burma. In 1947 he started studying medicine at Queen’s University,
Belfast. He graduated in June 1953.

Marriage

6.2 In 1953 William Kerr married Dr Beryl Bromham. She had also
qualified as a doctor and, like William Kerr, worked at that time in
Belfast City Hospital as a House Officer.

Northern Ireland

6.3  After a six-year period from 1955 to 1961 working in General Practice
in Calcutta, India, William Kerr returned to Northern Ireland. On 11
September 1961, he commenced employment at Purdysburn Hospital,
Belfast (now Knockbracken Healthcare Park) as a Senior House
Officer on the Psychiatric Ward. Purdysburn was the main psychiatric
teaching hospital in Northern Ireland, and worked closely with
Queen’s University. His wife, Dr Bromham, also took up psychiatry
on the couple’s return to Northern Ireland.

6.4 In September 1962, William Kerr was promoted at Purdysburn to be
Registrar in Psychiatry, and in 1963 he obtained the Diploma in
Psychological Medicine from the Royal College of Surgeons and
Physicians, Dublin. In August 1964 he transferred to Holywell
Hospital, Antrim, Northern Ireland as a Registrar.
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Membership of the Royal College of Psychiatrists

6.5

William Kerr was elected a member of the Royal Medico-
Psychological Association (the College’s predecessor) on 3 July 1963
and subsequently became a foundation member of the Royal College
of Psychiatrists on 1 June 1972 (he was never a Fellow). He resigned
his college membership on 26 January 2001.

Complaint in Northern Ireland

6.6

In or about the latter part of 1964, William Kerr allegedly sexually
assaulted a female patient of a GP, Dr Mathewson of Lisburn, Belfast.
The assault was alleged to have occurred after Dr Mathewson
referred the patient, who was suffering from anxiety and depression,
for psychiatric treatment. An appointment was arranged for her with
William Kerr at an outpatient clinic held at premises in the Lagan
Valley Hospital, Lisburn, Belfast. The patient was in her late teens.

It is alleged that William Kerr said he needed a longer consultation
with her at the end of his clinic, and that this would take place in
his car. Once in the car, he is reported to have told his patient that
sexual intercourse would help her condition, and sexual intercourse
is then alleged to have taken place.

Disciplinary proceedings

6.7

6.8

The patient took the matter to the local authorities after consultation
with Dr Mathewson. Dr Mathewson gave evidence to a medical
disciplinary committee in Belfast, a short time after the allegation
came to light. Prior to this disciplinary hearing, Dr Mathewson
described how William Kerr had approached him at home and asked
him not to give evidence against him. Dr Mathewson refused to
comply with William Kerr’s wishes. According to Dr Mathewson’s
understanding, sometime after the medical disciplinary committee
meeting, William Kerr was found guilty of professional misconduct
and advised to leave Northern Ireland immediately, if he wanted to
continue to practise medicine.

Dr Bromham’s evidence to the Inquiry was that her husband
informed her of the allegations. She also stated that she was aware
her husband had, through family contacts, attempted to persuade

Dr Mathewson to drop the complaint. This differed from Dr
Mathewson’s evidence that he had been approached both by William
Kerr and friends of Dr Bromham. Dr Bromham denied making any
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6.9

6.10

attempt, either personally or through friends, to deter Dr Mathewson
from pursuing the complaint.

Whilst Dr Bromham could not recall any formal disciplinary
proceedings, she did recall a meeting with a Dr Robinson, shortly
after the allegations had arisen, who suggested that William Kerr
pursue his career in England.

Whilst we have had difficulties in obtaining accurate information
relating to this early part of William Kerr’s career, the Inquiry is
satisfied that:

e whilst in Northern Ireland a complaint of serious sexual
misconduct was raised against William Kerr;

e some form of disciplinary hearing was held, at which the patient’s
GP, Dr Mathewson, gave evidence;

e as a result of the disciplinary hearing, William Kerr was “advised”
to leave Northern Ireland;

e Dr Bromham was aware of the fact of the complaint and the
decision that William Kerr should leave Northern Ireland.

Appointment to North Yorkshire

6.11

On 7 December 1964, William Kerr made an application for the post
of Registrar in Psychiatry at Leeds Regional Hospital Board (LRHB)
(the predecessor of the Yorkshire Regional Health Authority), to be
stationed at Clifton Hospital. The three referees named were all
practitioners at the Purdysburn Hospital, which William Kerr had left
in July 1964; none was provided from the hospital where he was
then employed (Holywell Hospital, Antrim), and where he had been
based when the complaint of sexual misconduct took place.

The interview process

6.12

On 17 December 1964, Dr Sippert, Assistant Senior Medical Officer,
St James’ Hospital and LRHB, interviewed William Kerr for the post
at Clifton Hospital. There was no indication that references would be
checked nor query made regarding William Kerr’s most recent post
at Holywell Hospital. It appears there was no knowledge by the
interview panel in North Yorkshire of the circumstances in which
William Kerr had left Northern Ireland.
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6.13

6.14

6.15

On 1 January 1965, William Kerr was appointed as a Locum Senior
House Medical Officer in Psychiatry at Clifton Hospital, York,
apparently without any check of his references having occurred. The
contract was to run for six months and then, subject to renewal, to
be ongoing.

This is an appropriate point to note that, like William Kerr, Michael
Haslam also failed to provide any references from his most recent
previous post of consultant at Doncaster Royal Infirmary prior to
obtaining employment at Clifton. The Inquiry does not suggest this is
indicative of misconduct by Michael Haslam at Doncaster, but it does
show a lack of any rigorous pursuing of references. Even more
concerning was that in 1993, when Michael Haslam was appointed to
the, albeit non-clinical, post of Medical Director of South West
Durham Mental Health NHS Trust, references were not taken up.

We subscribe to the view that any gaps in an employment record
should be carefully scrutinised; recent references should be required
for all posts; and all references should be promptly and properly
followed up, preferably by telephone but at least through
correspondence.

We RECOMMEND that one of the referees in any job application
should be the consultant who conducts the applicant’s
appraisal, their Clinical Director, or their Medical Director.

Career progression

6.16

6.17

6.18

William Kerr was appointed to the post of Consultant in February 1967,
and was given the post of Deputy Medical Superintendent in 1969.

Six months after William Kerr’s initial appointment in 1965, his wife,
Dr Bromham, joined him from Northern Ireland. She became a
registrar at Clifton Hospital and in 1973 she also, like her husband,
became a consultant psychiatrist, both employed by the same
regional health authority.

From 1979 to 1987 William Kerr was the Senior Consultant at Clifton
Hospital (the title of Physician Superintendent having ceased with the
retirement of Dr Quinn). William Kerr was succeeded by Michael
Haslam, who held the post of Senior Consultant from 1987-1989.
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Chapter 7

The expression of concerns and complaints
by patients

Introduction
7.1 The Inquiry Terms of Reference instructed us:

“To document and establish the nature of and chronology of the
concerns or complaints raised concerning the practice and
conduct of William Kerr and Michael Haslam during their time
as consultant psychiatrists in the North Yorkshire mental health
services (and in William Kerr’s case establishing where possible
details from his past practice before this)”.

7.2 We have attempted to carry out that task by documenting all the
concerns and complaints of which we are aware, whenever received
and in whatever form, so long as they relate to the practice and
conduct of the two psychiatrists when they were working as
psychiatrists within the North Yorkshire mental health services, or, in
relation to William Kerr, from his past practice in Northern Ireland.
We have set them out chronologically, and the nature of the
concerns and complaints should be clear.

7.3  We have interpreted the Terms of Reference so as only to include
concerns and complaints relating to some aspect of alleged
sexualised behaviour. The concerns and complaints have been
gathered together from various sources. Some of the former patients
provided the Inquiry with written statements, and some of these
were invited to supplement those statements by giving oral evidence.

The rumours

7.4  In January 1965 William Kerr commenced his duties as a locum
Senior House Medical Officer in Psychiatry, at Clifton Hospital in
York. There is nothing to suggest that his new employer, the Leeds
Regional Hospital Board (LRHB), had any knowledge of the
complaint of a sexual assault of a female patient that had been made
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7.5

7.6

7.7

against him in 1964 or the resultant cloud under which he had left
his previous post in Northern Ireland. However, within the first year
in his new post, allegations of sexual misconduct were to arise (from
Patient A1) and at or around this time it appears that rumours started
to spread regarding William Kerr’s “reputation”.

The nature of the rumours was consistent, in that they all linked
William Kerr with sexual advances towards women. However, within
this broad category, the rumours ranged from gossip that he was “a
ladies’ man” and “a flirt”, the implication being that this behaviour
was confined to female members of staff, to more serious rumours of
sexual advances towards female patients. Of the latter variety, one
specific rumour, which was repeated to the Inquiry in a number of
forms by various witnesses, was that William Kerr was known to
have broken off a sexual relationship with a patient, who then
became so distressed that she attempted suicide and, when admitted,
recounted to Dr Bromham (the psychiatrist on call) the nature of her
relationship with William Kerr (unaware, it is presumed, that Dr
Bromham was the wife of William Kerr).

We were unable to link this story to any particular patient and did
not investigate the truth of the rumour, although Dr Bromham denied
any knowledge of such a situation. However, we were satisfied that
from a relatively early stage in William Kerr’s career in North
Yorkshire there were rumours circulating about his inappropriate
sexual advances towards patients and that these rumours, whilst not
universally known amongst healthcare professionals, were widely
spread, extending from GPs to hospital nurses.

Most witnesses who gave evidence to the Inquiry were questioned as
to their awareness of rumours. It is plain that many people had heard
a little. Some had heard a lot. However, the Health Authorities and
NHS Trusts submit that most heard nothing. Due to the fact that
evidence has been given, understandably, by those who had heard
something, it is possible that a false impression has been given that
most people had heard something. However an analysis, conducted
by the representatives of the Health Authority, of all the statements
submitted to the Inquiry (not merely those who gave oral evidence)
suggests that the majority of healthcare professionals were not in fact
aware of rumours.
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7.8

7.9

Rumour is a dangerous thing. It can destroy people quite
unnecessarily. Rumour and gossip is rife in hospitals and health
authorities, as it is in many institutions. Decisions about events and
reputations should not be made on the basis of rumour. The risk of
rumour being malicious or unfounded is a strong reason not to act
on the basis of gossip and it is difficult, except with hindsight, to
criticise a failure to take action in response to rumour. To suggest
that because someone is known as a “ladies’ man” there should be a
suspicion that he might be sexually assaulting people would be ill-
advised. However, rumour has some value.

Much more useful is specific information, even if unsupported. For
example “I have been told that X regularly takes his patients home in
his car”. Professor Sir Liam Donaldson characterised this as anecdotal
rumour. It is not really rumour but second-hand information with
detail. However characterised, it represents an important warning bell
that should be heeded. For this reason, the rest of this chapter
concentrates on those instances where patients made, or are alleged
to have made, specific complaints about William Kerr, analysing the
response of healthcare professionals who were the recipients of these
complaints.

A summary of concerns and complaints raised by patients,
1965 to 1988

7.10

711

7.12

This summary sets out, in brief form, the concerns and complaints
raised by patients throughout the career of William Kerr in North
Yorkshire. It aims to give an overview of the number of concerns
and complaints that were raised, yet largely ignored, throughout
William Kerr’s career in North Yorkshire.

However, this summary does not consider in any detail the
uncertainty that is present in a number of cases, regarding whether
the complaint was indeed raised as alleged. Nor does it seek to set
out the explanations, where such exist, regarding the failure to
progress or investigate complaints. This detail is an important aspect
of the story and has instead been set out below.

During the period 1965 to 1988 the Inquiry is aware of at least 29
patients who alleged some form of complaint or concern concerning
William Kerr’s conduct. The majority of these patients expressed their
concerns first, and usually solely, to their GP. A significant minority



90 |SECTION TWO: THE WILLIAM KERR STORY

1965

713

714

1968

7.15

7.16

1971

717

7.18

spoke to nursing staff about William Kerr’s behaviour. Other
recipients of isolated or small numbers of concerns were the hospital
management, private therapists, the police and solicitors, with some
patients raising their concerns with a number of different individuals.

In 1965, William Kerr’s first year in post in North Yorkshire, Patient
A1l disclosed to a Harrogate GP, Dr Michael Moore, that William Kerr
had made sexual suggestions to her. Dr Moore took advice from the
Medical Defence Union and accordingly informed Patient Al that she
should report the matter herself. The complaint did not progress.

Also in the 1960s an unknown patient, Patient A2, is said (by a
friend, Patient A22) to have informed Dr Rushton that William Kerr
“tried it on” and “touched her bottom”.

Three years later a patient, Patient A3, whose identity we have also
not been able to establish, alleged to Lynn Morgan (then Davey), a
young nurse, that she had been raped by William Kerr. Miss Davey
told no one.

In the same year Patient A4, a student nurse, disclosed to the Matron
of Harrogate General Hospital that William Kerr, to whom she had
been referred to seek approval for an abortion, had forced her to
have oral sex. She was disbelieved and the complaint was not taken
further.

Just two years after Patient A4’s complaint Patient A6, a student
nurse, complained to the Matron of Harrogate General Hospital that
William Kerr had persuaded her to have sexual intercourse with him
as part of her “treatment”. She was disbelieved and subsequently left
her nursing course.

In the same year that Patient A6 complained, Patient A7 disclosed to
Nurse Atkins (deceased) at Clifton Hospital that she had had sexual
intercourse with William Kerr during a domiciliary visit. Patient A7
considered that Sister Atkins did not believe her. However it appears
William Kerr learnt of the allegations and confronted Patient A7. The
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1972

7.19

7.20

7.21

7.22

complaint was not progressed and no inquiry was made into William
Kerr’s practice.

In 1972 a complaint against William Kerr reached the management,
probably for the first time. Patient A8, a nurse and patient of William
Kerr, wrote to the Leeds Regional Hospital Board accusing Kerr of
making sexual advances towards her and sexually assaulting a fellow
patient, Patient A5. This letter was one of a number written by
Patient A8 complaining about a large number of issues. No
substantive reply was received.

In the same year that Patient A8 was writing letters to the
management, Patient A9 went to her GP to complain about William
Kerr’s behaviour. She had been referred to Kerr suffering from
anxiety and depression. William Kerr allegedly asked her to wear a
short dress for consultations and then exposed himself to her and
asked her to place her hand on his genitals, claiming this was part of
the treatment. According to Patient A9, her GP’s response was that
William Kerr was a senior figure, that it would be inappropriate to
complain, and that in any event she would not be believed.

In the early 1970s, the precise date is unclear, Patient A10 allegedly
received similar “treatment” from William Kerr. Patient A10 states that
William Kerr would expose himself to her and invite her to touch his
genitals. Like Patient A9, she also went to her GP, Dr Theo Crawfurd-
Porter (deceased, and possibly the same GP that Patient A9 had
seen). Dr Crawfurd-Porter allegedly responded “My God the fool”,
but appears to have taken no action to assist the patient in
progressing a formal complaint.

Another patient who went to her GP in 1972 was Patient A11, then
aged 21. She disclosed to her GP, Dr Phyllis Jones, that William Kerr
had behaved inappropriately. Patient A11 described consultations
where William Kerr would ask her to sit on his knee and kiss him to
prove she had no problems relating to men.
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1974

7.23

1975

7.24

1976

7.25

1978

7.26

7.27

7.28

Patient A12 also claims she “tried to talk” to her GP, Dr Frank Young,
in 1974, about sexual assaults by William Kerr which had allegedly
occurred at Clifton Hospital in William Kerr’s office, but received no
encouragement. It is likely that any disclosure by Patient A12 to her
GP was not made in explicit terms and Dr Young’s evidence was that
he had no recollection of a complaint.

In 1975 Patient A13 complained to her GP, Dr George Crouch, about
William Kerr. She alleged he made physical sexual advances to her
during a domiciliary visit. No action was taken to further the
complaint.

The following year Patient A14 alleged to Sister Wearing at Clifton
Hospital that she had been indecently assaulted by William Kerr.
Patient A14 also believes she informed her GP, Dr Moss.

Patient A15 made no explicit disclosure, but in 1978 she hinted to
her GP, Dr Derek Jeary, at a concern about William Kerr. Her
expressed concerns were confined to William Kerr’'s questioning on
sexual matters, although her allegation to the Inquiry was that
William Kerr sexually assaulted her, putting his finger in her vagina.

Patient A16 alleged that in 1972 William Kerr had inserted his finger
into her vagina during an outpatient clinic, describing this as part of
a “new treatment”. She also alleged that William Kerr had sexual
intercourse with her during a second appointment at the Dragon
Parade Clinic. In 1978 when the issue arose of a referral of a family
member to a psychiatrist, Patient A16 objected to the suggestion of
William Kerr, and her recollection is she also specified to her GP the
reason for her objection, namely that Kerr had made sexual advances
towards her.

Also in 1978 Patient A17, an inpatient in Clifton Hospital, allegedly
disclosed to Nurse Busby that she had been involved in a sexual
relationship with William Kerr. Nurse Busby reportedly told Patient
A17 to “keep quiet”. This was the first disclosure by Patient A17, but
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7.29

7.30

1979

7.31

7.32

she was subsequently to make allegations of a sexual relationship
with William Kerr to both Sister Wearing and Deputy Sister Bigwood.

Patient A18 was a nursing sister who had worked at Harrogate. She
was referred to William Kerr in 1978 for a psychiatric opinion prior to
undergoing surgery. William Kerr attempted hypnosis of her during a
domiciliary visit and she alleged that when she came round his hand
was on her groin. Patient A18 went to her GP, Dr Day, and claims
she requested that William Kerr was not to visit her at home,
although it appears no express complaint of sexual assault was

made.

Patient A19 was also a nurse working in Harrogate. She alleged that
whilst she was an inpatient at Clifton hospital in 1978, William Kerr
took her to his office and forced her to perform oral sex upon him.
She complained, via her solicitor, to Clifton Hospital and was
transferred away from William Kerr’s care to that of Michael Haslam.
However there is no record of any investigation of William Kerr, or
any documentation recording the complaint. Patient A19’s husband
also informed Dr Theo Crawfurd-Porter of the allegation; Dr
Crawfurd-Porter allegedly responded that Patient A19 was fantasising.
Patient A19 subsequently informed a number of other healthcare
professionals of William Kerr’s alleged behaviour, including a
disclosure to psychologist Marion Anderson in the 1980s, but never
sought to pursue a formal complaint.

The following year, in 1979, Patient A21 made similar allegations to
those of Patient A19, namely that William Kerr attempted to force her
to perform oral sex upon him. It is likely that Patient A21 made some
attempt to inform her GP (probably Dr Michael Moore) about
William Kerr, but failed to give any explicit account of his actions.

Another patient who informed her GP was Patient A20. She was
referred to William Kerr in 1979, suffering from depression. She
alleges that William Kerr “tried it on” with her, on one occasion
undoing his trousers and exposing himself, on another suggesting
during a domiciliary visit that they go upstairs. She rejected his
advances and informed her GP, Dr Crawfurd-Porter who, she alleges,
told her that he could not or would not do anything, as William Kerr
was a friend of his.
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7.33

7.34

7.35

7.36

7.37

In the same year, Patient A22 alleged to her GP, Dr Wade, that
William Kerr made sexual propositions towards her. Patient A22 also
informed the police, although she declined to make a formal
statement for fear of becoming involved in court proceedings. Dr
Wade reported Patient A22’s concerns to a consultant colleague of
William Kerr, Michael Haslam; however no action was taken to
investigate William Kerr’s practice. This particular complaint,
representing the sole occasion when a GP took active steps to
forward a complaint about William Kerr, is dealt with in greater detail
in Chapter 22.

Patient A23 also complained to her GP, Dr Rosemary Livingstone, in
1979, claiming that William Kerr talked too much about sex. This did
not raise alarm bells in Dr Livingstone’s mind as she considered it to
be a potentially legitimate part of taking a psychiatric history. Some
time later, in 1983, Dr Angus Livingstone (husband of Dr Rosemary
Livingstone) received a complaint from a patient, Patient A24, that
William Kerr had made an unannounced visit to her home. Although
no allegation was made of sexual assault by this patient, the fact of
unannounced visits was a concern raised by a number of patients, a
potential warning bell that went unheeded. Dr Angus Livingstone
discussed his patient’s concerns with colleagues, but neither he nor
his wife took any action to forward any complaint about William
Kerr.

Patient A25 does not allege any acts of sexual assault by William Kerr
but did inform a doctor that she was unhappy that William Kerr only
wanted to discuss her sex life. She also alleges William Kerr
conducted an internal examination of her with no chaperone present.
As a result of her concerns she ceased treatment by William Kerr.

Finally, in the same year as Patients A22 and A23 complained to their
respective GPs, Patient A26 complained to hospital staff at Clifton.
She complained to a nurse, Thomas English, about William Kerr
visiting her at home and propositioning her. The complaint was
passed on to the Nursing Sister, Pauline Brown, who informed
William Kerr of the allegation. It appears that the complaint was
dismissed as false without any investigation.

The timing of these complaints, all arising in 1979, emphasises the
lack of coordination between concerns or complaints entering the
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7.38

7.39

1982

7.40

7.41

7.42

system via different GP practices and those being raised within the
hospital.

In 1981 Patient A27 alleged to her private psychotherapist that some
years previously (in about 1972) William Kerr had made sexual
advances to her, rubbing his genital area against her face. It appears
no action was taken in response to this disclosure. We refer in our
conclusions on Michael Haslam leaving the NHS in Chapter 17 to the
wider issues involved here.

A number of patients and healthcare professionals spoke of William
Kerr’s habit of making unannounced domiciliary visits to patients,
and Patient A28 alleged that during domiciliary visits made at short
notice William Kerr would touch her and masturbate himself. Patient
A28’s recollection was that in 1981 she informed her previous GP,
Dr Visick, of this, although Dr Visick denied this and no action was
taken to further the complaint.

In 1982, seven years after receiving a complaint from Patient A13
about Kerr, Dr George Crouch was allegedly informed by Patient A29
that she refused to see William Kerr or his wife, Dr Bromham. She
did not inform Dr Crouch of the reason for this refusal and was not
questioned. Patient A29 alleged to the Inquiry that William Kerr had
touched her breasts and pushed her hand against his crotch during
an outpatient consultation.

In 1982 Patient A17, who had first mentioned her “relationship” with
William Kerr to Nurse Busby in 1978, allegedly disclosed to Sister
Wearing that she had been involved in a sexual relationship with
William Kerr.

Also in 1982/83 Dr Rugg, a consultant psychiatrist in York, was
informed by the probation officer that a patient, Patient A30, who
allegedly found William Kerr too sexually suggestive, was being
transferred to his care. We have not been able to identify this patient.
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1983

7.43

7.44

7.45

7.46

1984

7.47

7.48

The following year, in 1983, Patient A17 disclosed to Deputy Sister
Bigwood at Clifton Hospital that she had been involved in a
consensual relationship with William Kerr between 1973 and 1975.
Deputy Sister Bigwood pursued this allegation with her superiors and
this particular allegation is dealt with in detail in Chapter 8.

In the same year Patient A31 alleges she spoke to her GP, Dr Pamela
Reed, accusing William Kerr of inappropriate behaviour at a
domiciliary visit in 1981, when William Kerr allegedly forced her to
hold his penis whilst he ejaculated. However, it seems unlikely that
any concern she expressed to her GP took the form of a detailed
complaint, and no action was taken.

Also in 1983 Patient A32 alleged to a nurse and to a personal friend
of hers that she had been sexually assaulted by William Kerr during a
domiciliary visit. Whilst the nurse offered to support her, Patient A32
declined to pursue a formal complaint and the nurse took no action
to report the matter herself.

Finally in 1983, Patient A13, who had already complained to her GP,
Dr Crouch, in 1975, repeated her allegations of sexual misconduct by
William Kerr to a community worker, who in turn passed the
information on to Deputy Sister Bigwood, who was already involved
in pursuing the complaint raised by Patient A17.

In or about 1984 Patient A36 alleged to a counsellor, Julie Levine,
that she had been sexually abused by a consultant psychiatrist. This
disclosure was not reported to the hospital authorities.

Also in 1984 Dr Rugg recalls seeing a patient, Patient A33 (whom it
has not been possible to identify) on a private basis, who refused to
see William Kerr due to the alleged inappropriate remarks he would
make complimenting her dress and legs. Another patient (probably
Patient A34) complained in about 1984 to a nurse, Peter Lister, about
William Kerr visiting her at home and making sexual suggestions.
The nurse thought at the time that these comments were part of the
patient’s delusional illness, although he believes he did discuss the
disclosure with Dr Rugg.
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7.50
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7.52

7.53

Patient A35 states that, following an initial domiciliary visit in 1981,
she would see William Kerr in his consulting rooms at Clifton. These
consultations were, she alleges, dominated by questions about sex,
and William Kerr attempted to kiss her and make sexual advances
towards her. In 1984 Patient A35 says she disclosed this to a health
visitor, Liz Edwards, and to her GP, Dr Witcher (who denies any
disclosure).

In 1985 Patient A37 alleged to her GP, Dr Nixon, that she had had
sexual intercourse with her psychiatrist. Dr Nixon recorded this in
her notes and advised her to report this to the authorities.

The following year, 1986, Patient A37 (possibly in response to Dr
Nixon’s advice) telephoned George Wood at the Yorkshire Health
Authority (YHA) to ask how to lodge a complaint against a
psychiatrist at Clifton Hospital. She claimed she had had a sexual
relationship with the consultant (whom she did not name). Despite
the fact that during 1986 the hospital authorities should have been
well aware of the similar allegations made by Deputy Sister Bigwood
(to whom Patient A17 had made disclosures of a sexual relationship
with Kerr), and the fact that it should have been a relatively simple
matter to obtain Patient A37’s medical notes to see whose care she
had been under in order to question them, no further action was
taken by the YHA. It appears that Patient A37 did not pursue the
matter.

In 1987, a year before William Kerr’s retirement, Patient A38 alleged
to a nurse, Colin Smith, that William Kerr had made inappropriate
sexual advances to her. However she did not want to take matters
further and the nurse did not report the complaint.

Finally in 1987 (as found by the Trial of the Facts in 2000), William
Kerr sexually assaulted Patient A40. Although she informed her GP,
Dr Bennett, in 1987 that things were “not going well” and she did
not wish to see William Kerr again, she made no allegation of assault
at that stage.
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7.54

This summary of concerns and complaints gives, we hope, an
overview of the number and type of complaints and concerns that
were being raised about William Kerr. In the following section we
consider these concerns and complaints, and the response to them in
more detail.

The detail of the concerns and complaints, 1965 to 1988

Introduction

7.55

7.56

7.57

The nature of a private inquiry is such that the transcript of oral
hearings is not publicly available. Accordingly, we have set out in
this section, in some detail, the evidence of both patients and health-
care professionals who became recipients or alleged recipients of
complaints.

In many cases there has been a discrepancy between the evidence
of a patient with a firm recollection of making a complaint, and a
healthcare professional, who denies being the recipient of such a
disclosure.

We have sought to analyse in some detail the likelihood that a
complaint was made; assess the content of the complaint; reconcile,
where possible, conflicting accounts; and make findings on the
evidence. Inevitably, this task has been materially hampered by the
passage of time and fading memories, the early complaints dating
back almost 40 years to the mid-1960s. For some patients we have
very little detail, and in certain cases therefore we have not
expanded upon what is set out in the preceding summary section.
The table at the end of this chapter sets out a complete list of all
those patients of whom the Inquiry is aware who alleged they
complained about William Kerr. On occasion we have been unable
to reach any conclusive view. For the ease of the reader we have
highlighted those conclusions of a general nature which have a
bearing on the story as a whole.

1965 - Patient A1

7.58

The first warning bell regarding the conduct of William Kerr sounded
in a GP’s surgery in Harrogate. A GP, Dr Michael Moore, was visited
by one of his Harrogate patients, Patient Al, in 1965. She ‘stormed’
into his office protesting that William Kerr had made sexual
suggestions to her. Dr Moore contacted the Medical Defence Union
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7.60

and said that he was advised firstly to tell Patient Al to report the
matter herself, and secondly not to do anything himself. Dr Moore
duly advised Patient Al to go to the police and, in accordance with
the advice from the Medical Defence Union, took no further action
himself. He heard nothing more regarding the allegations from
Patient A1 and has no recollection of any other similar complaints
concerning William Kerr, although, as set out below, it is possible
that over 10 years later Patient A21 also voiced concerns to him
about William Kerr.

It was not until the police investigation of William Kerr in 1998 that
Dr Moore spoke to a police officer. He stated that he was not
surprised that William Kerr was the subject of an investigation and
described Patient A1’s complaints. Patient Al is now deceased and it
has not been possible to discover whether she took Dr Moore’s
advice and contacted the police; certainly the Inquiry is aware of no
investigation arising from her allegations.

In the six years following the complaint of Patient A1, from 1965 to
1971, four further complaints were to arise concerning William Kerr’s
behaviour towards patients.

1968 - Patient A3

7.61

In 1968 a young woman, Patient A3, a patient at Clifton Hospital,
alleged to Lynn Morgan (then Davey), a young nurse, that she had
been raped by William Kerr. Miss Davey told no one. She should
have done. Her decision not to speak out was based entirely on her
view that to take the matter further would bring nothing but trouble
and further harm to the patient who was ill and in great distress.
However, her decision not to speak out meant inevitably that there
was no record of the allegation. Lynn Davey’s reaction demonstrates
the tension between the needs of the individual patient and the need
to protect the wider patient population.

1968 - Patient A4

7.62

7.63

Two of the other four complainants between 1965 and 1971 were
student nurses who had been referred to William Kerr as patients.

Patient A4 was a student nurse at Harrogate General Hospital. In
1968, aged 18, she discovered she was pregnant. She went to see the
Home Sister, who provided pastoral care for the student nurses, who
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7.64

7.65

7.66

advised her to discuss the matter with her parents and the Matron.
The Matron advised her she would need to see William Kerr in order
to obtain approval for an abortion.'

Patient A4 visited William Kerr at his consulting rooms at Dragon
Parade, Harrogate, on a Saturday afternoon. Her recollection is that
she was the only person there, that he locked the front door behind
her and took her to an upstairs room where he questioned her in
detail on her past sexual experiences. Following this he attempted,
unsuccessfully, to hypnotise her. He is said to have suggested she
remove her clothes in order to assist her relaxation, a request that
Patient A4 refused. She closed her eyes as she laid on a couch, and
when she opened them, she alleges that William Kerr was completely
naked and that he forced her to perform oral sex on him. Patient A4
ran out of the room in a panic and found herself trapped at the front
door. Patient A4’s account is that William Kerr came downstairs (now
fully clothed) and when she threatened to report him, he replied in a
calm manner that no one would believe her: “in the state you are in
who would believe you? Would they believe you or me?”

Patient A4’s evidence was in parts confused. It is unclear whether she
told both the Home Sister and the Matron (both of whose names she
was unable to recall), or just the Matron, about William Kerr’s assault.
It is also unclear precisely what details were conveyed regarding
William Kerr’s actions, although it appears she did not state explicitly
that oral sex had taken place nor that William Kerr had been naked,
rather she described William Kerr as having “touched” and “attacked”
her. However, Patient A4 is clear and constant in her statements that
she conveyed to the Matron that William Kerr had behaved
inappropriately and that the Matron’s response was that she was
lying and would cause both herself and William Kerr a great deal of
trouble by saying such things. Patient A4’s recollection is that the
Matron said that she was a: “nasty, dirty girl, who was ungrateful and
upon whom a great deal of money had been spent in her training.”

Patient A4’s allegations formed one of the counts of Indecent Assault
against William Kerr in the Trial of the Facts. The jury were unable to
reach a verdict in respect of her allegations.

1 Nurses or student nurses requiring referral to a psychiatrist would, at that time, be referred to William Kerr.
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1971 - Patient A6

7.67

7.68

7.69

Patient A0, like Patient A4, was a student nurse, aged 20, at
Harrogate General Hospital. Her oral evidence to the Inquiry was
that she was referred to William Kerr suffering from depression and
homesickness and that he visited her at her student accommodation
on two occasions. On both occasions he allegedly informed her that
part of her treatment involved having sexual intercourse with him.
Patient AG states that sexual intercourse took place on each of his
two visits. Following the second visit by William Kerr, Patient A6
went to the Home Sister, Sister Thornton, and also to the Matron, Ms
Farnsworth, to complain about William Kerr’s behaviour. Patient AG
was disbelieved, and considers that it was as a result of complaining
that she was asked to leave her nursing course, being told that she
“did not fit in”. Patient A6 was subsequently referred for inpatient
psychiatric treatment at Bradford.

Patient AG’s evidence as to the exact sequence of events was
imprecise which, given the passage of time, is perhaps unsurprising.
However, her medical notes confirm that on 15 September 1971 she
saw her GP requesting to see a psychiatrist, complaining of being
tense and anxious and having been ill for three years.

Patient AG’s medical notes also reveal that she had health problems
prior to her referral to William Kerr and that doubts had previously
been expressed about her reliability and ability to complete her
training. It is also apparent that in September 1971 she took at least
two overdoses, which were attributed to a break-up with a boyfriend.
Subsequent entries in her medical notes suggest that it was as a
result of the overdoses that she was seen by William Kerr and
advised to give up nursing (having already been off work at this
stage for six weeks). Accordingly, Patient AG’s belief that she was
dismissed from the nursing course solely due to her complaint about
William Kerr’s behaviour seems unfounded. Whether it played a part
in her dismissal from the nursing course remains uncertain.
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7.70 The story of Patient A6 demonstrates the difficulty facing staff when
informed of an apparent account of sexual abuse by a respected
consultant, by a patient who may be perceived as or was indeed
having fantasies. However had the history of past allegations against
William Kerr been known, or if already known, heeded, Patient AG’s
account may have been given more serious consideration.

7.71  The stories of Patient A4 and Patient A6 are striking in their
similarity. They occurred within three years of each other and it is
highly likely that Matron Farnsworth was a recipient of both Patient
A4 and Patient AG’s complaint. In both cases there appears to have
been no investigation as to the substance of their complaints,
despite the fact that, according to Patient A6, William Kerr was
already known by senior nursing staff to have a reputation as “a
ladies” man”.

7.72  Even by the early 1970s, a pattern had begun to emerge:
e The complaining patients were automatically disbelieved.
e No action was taken.

e No attempt was made to “join up” the accounts of different
patients telling similar stories, and opportunities to carry out
investigations were missed.

7.73 Elements of this pattern are repeated throughout the following
narrative. Concerns and complaints were repeatedly raised and
repeatedly dismissed without any investigation.

1971 - Patient A7

7.74 In the same year that Patient AG was complaining about William
Kerr’s behaviour to senior nursing staff at Harrogate General
Hospital, at Clifton Hospital, York, Patient A7 was raising concerns
with a senior nurse.

7.75 This demonstrates the potential problem where different
geographical sites may contribute to a lack of co-ordination
regarding the recording and “joining-up” of complaints.
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In about 1968, Patient A7 was referred to William Kerr by her GP, Dr
Albert Day, following a suicide attempt. She first saw William Kerr at
Harrogate Hospital. She was also treated as an inpatient at Clifton
Hospital and subsequently at Dragon Parade, Harrogate, where
William Kerr would question Patient A7 on her sex life. Patient A7
alleges that William Kerr then visited her at home unannounced
whilst her husband was at work. He proposed sexual intercourse, to
which she agreed. Sexual intercourse is said to have taken place on
three separate visits, probably during the period 1968 to 1970. Patient
A7 recalls William Kerr being insistent that she should tell no one.

Following a further suicide attempt in 1971, Patient A7 was re-
admitted to Clifton Hospital. She says that whilst an inpatient she
informed Sister Atkins of the sexual relationship with William Kerr.
Patient A7’s recollection is that Sister Atkins did not believe her,
however it would appear Sister Atkins did inform someone of the
disclosure, as Patient A7 recalls William Kerr: “accusing me of telling
Sister Atkins about the affair,” and asking, “Who else have you told?”

Sister Atkins is deceased and the Inquiry therefore has limited
knowledge about the alleged disclosure by Patient A7.

1972 - Patient A8

7.79

7.80

Patient A8 had been a theatre sister employed at Harrogate General
Hospital. In 1969 she began to encounter difficulties at work, as a
result of which the Matron, Ms Farnsworth, arranged through her GP,
Dr Fountain, for Patient A8 to be referred for a psychiatric
consultation with William Kerr. In 1970, Patient A8 was dismissed
from her employment on grounds of psychiatric illness. Patient A8
herself disputes that she had any psychiatric problem and a long-
running dispute commenced regarding her pension rights and
retirement on grounds of ill health.

At the end of one of the last sessions between Patient A8 and
William Kerr (probably late 1969), Patient A8 alleges that William
Kerr put his arm around her shoulder and asked her if she wanted to
stay. In oral evidence to the Inquiry Patient A8 accepted that her
complaint, in summary, was that William Kerr had been “flaunting
himself, giving her the come-on”, and inviting her into a “sexual
liaison”.
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7.81 Patient A8 wrote a large number of letters, over the next (at least) 18
years to a number of people in positions of authority, complaining
principally about her pension. However some of her letters also
made reference to the conduct of William Kerr.

7.82 In a letter dated 20 March 1972 to the Secretary of the Leeds
Regional Hospital Board, Harrogate, Patient A8 included the
following passage:

“As I was leaving the clinic, I turned at the door to ask Dr Kerr
something, and he put bis arm around me, and asked me (very
softly) if I wanted to stay! I would not dream of making a fuss
about a man putting bis arm around me, but I hardly need
point out that I could bardly be staying for anything but a
“session” with Dr Kerr.

“Much later, he was visiting a friend, Patient A5 in her home,
whilst ber husband was away in the Lake District. Patient A5
never wished to see a psychiatrist. She also had Dr Kerr “inflicted”
upon ber. According to Patient A5, she was sexually assaulted by
Dr Kerr. At first I did not believe ber, but later she told me that Dr
Crawfurd-Porter bhad spent Sunday afternoon (bis off-duty) trying
to brain-wash her. Apparently be kept repeating “it did not
happen, did it?” over and over again. Dr Crawfurd-Porter did the
same thing to me on 15 January 1970. He called at my bouse and
tried to urge me to accept the pension. In front of my mother, he
kept repeating “you are not well enough to work, are you?” Later
Patient A5 told me that Dr Kerr bad said that be had only tried it
on to see if she missed sex! ... He [Dr Kerr] used words that she did
not understand. Apparently obscenities. Later, Dr Kerr apologised
to both Patient A5 and her husband. Patient A5’s husband
apparently reported him to bis senior at Clifton.”

7.83 The letter also stated:

“I also met the Health Visitor at Killinghall. She said ‘My God, he
[Dr Kerr] has done “something terrible” to a friend of mine.’ I did
not ask what.”

7.84 There is no record of any response to this letter. It is to be noted that
Patient A8’s description of her own experience was moderately
stated. It is not obvious to us why her expression of concerns and
complaints was not investigated.
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7.85 The reference to William Kerr’s conduct towards the friend of the
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health visitor at Killinghall was repeated in a letter from Patient A8 to
the Officer of the Health Service Commissioner on 6 October 1973, a
letter in which Patient A8 also noted:

“I have also heard other complaints about Dr Kerr and think it is
time that Dr Kerr’s activities were looked into.”

It appears there was a response to this letter on 2 November 1973, but
that the suggestion to look into William Kerr’s activities was ignored.

On 10 November 1973, Patient A8 wrote again, this time directly to
Sir Allan Marre, the then Health Service Commissioner, and repeated
the allegation that Patient A5 had been sexually assaulted by William
Kerr. The response to this letter, dated 20 November 1973, was that
the matters complained of fell outside the Health Service
Commissioner’s jurisdiction and that Patient A8 might instead wish to
approach the Department of Health and Social Security. Following
this response, Patient A8’s mother wrote to the Health Service
Commissioner in a letter dated 30 November 1973:

“I have just recently been in touch with the Chairman of the
Leeds Regional Hospital Board and be informs me he is aware of
the complaints my daughbter has made to you regarding Dr Kerr
and other medical personnel at Harrogate General Hospital.
Would you kindly inform me of the results of the enquiries you
have made of the hospital authorities.”

There is no evidence that any enquiries were made.

The response of the authorities to Patient A8'’s letters was described
by counsel for the former patients as an “abject failure to pick up
and investigate what were clear and unambiguous complaints about
Kerr’s behaviour”. That there was a failure to investigate is without
doubt. We are satisfied that Patient A8’s account of her own
experience with William Kerr has been reasonably constant over the
years — whether true or not. However the clarity of the complaints
against William Kerr’s behaviour contained within the letters is more
apparent with hindsight. The letters from Patient A8 contain a
number of complaints extending over a number of pages against a
variety of healthcare professionals, one of whom was William Kerr.
Further, the letters arose in the context of a clearly aggrieved former
member of staff who had been dismissed on grounds of psychiatric
ill health. We conclude that to say the letters made “clear and
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unambiguous complaints” is to overstate the case. In fact their clarity
was obscured by the profusion of other complaints and issues raised
in Patient A8’s letters.

Nevertheless, we accept that complaints were made, and that they
extended beyond Patient A8’s own experience and covered another
former patient, and named a GP (Dr Theo Crawfurd-Porter) who
could have provided further information.

Had there been a proper system of record-keeping, such that the
complaints against William Kerr by Patient A8 (and in relation to
Patient A5) could have been related to the previous allegations, the
letters would have been less readily dismissed, as they were, as
the ramblings of a disaffected public servant who had reluctantly
taken retirement on grounds of ill health.

In 1973 Patient A8 requested that William Kerr’s activities be “looked
into”. If there had been a more sympathetic and informed response,
then it might not have been necessary for there to have been a
delay of another 24 years before it came about. We have little doubt
that this attitude was an example of how the culture at the time
operated against the best interests of the patients.

We must conclude, therefore, that this was another opportunity
missed.

1972 — Patients A9 and A10

7.94

7.95

7.96

Whilst Patient A8 was pursuing her grievances through the Hospital
Authorities and Health Service Commissioner, complaints about
William Kerr were also, we were told, being communicated to GPs.

Patient A9 was referred to William Kerr in 1972 by her GP, suffering
from anxiety and depression due to marital problems. Initially Patient
A9 and her husband were both referred to William Kerr. However,
according to Patient A9, William Kerr then suggested he see her
alone at her home and specified that she should wear “a short dress
and not any form of trousers or jeans”.

Patient A9 describes William Kerr exposing himself and asking her to
place her hand on his genitals, alleging this was part of the
treatment. Patient A9 describes William Kerr then concentrating on
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intimate sexual matters in their discussions. After a number of
“treatments”, Patient A9 says she went back to her GP to complain
about William Kerr’s behaviour. The response of the GP, she said,
was to “shrug off the complaint”, saying that William Kerr was a
senior figure within the local National Health Service, that “it would
be inappropriate to make any formal complaint” and that she would
not be believed. Further, it was said by the GP that William Kerr’s
statements could all have been part of the treatment. Patient A9’s
evidence was that the GP she complained to was either Dr John
Givans or Dr George Crouch, although both of these doctors denied
being the recipient of such a disclosure or of responding as Patient
A9 alleged.

Patient A9’s account bears a striking similarity to that of Patient A10.
Patient A10 was referred to William Kerr in the early 1970s by Dr
Theo Crawfurd-Porter, a doctor in the same surgery as Dr Givans and
Dr Crouch. Patient A9 describes William Kerr sitting behind a large
desk and inviting her to sit at the side of the desk. She alleges that
William Kerr then exposed himself to her with the words: “What
about some of this, this is what you need”, inviting her to touch his
genitals, which she refused. William Kerr thereafter discussed sexual
matters, rather than focusing upon Patient A10’s problems. Patient
A10 informed Dr Crawfurd-Porter that she would not go back to
William Kerr. Indeed according to Patient A8 (to whom Patient A10
recounted her story in 1982), Patient A10 told Dr Crawfurd-Porter of
William Kerr’s behaviour, to which his response was: “My God, the
fool”.

A number of other patients had allegedly received similarly
dismissive responses from Dr Crawfurd-Porter to their concerns about
William Kerr. Dr Crawfurd-Porter allegedly tried to persuade Patient
A5 that the sexual assault she complained of had not happened. In
relation to Patient A19’s complaints about William Kerr (regarding
being forced to perform sex), Dr Crawfurd-Porter allegedly made
obscene jokes and informed Patient A19’s husband that his wife was
fantasising.

We conclude that it is likely that Patient A9 did make a complaint to
her GP. However, on the evidence, we are unable to conclude who
that GP was. Patient A9 refers to Drs Crouch and Givans. We
consider that her description describes the likely response of Dr
Crawfurd-Porter, the then senior partner.
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What is clear is that, if there was any form of complaint to the GP, it
was not taken further — and indeed there was active discouragement.

— Patient A11

In 1972, Patient A11 was referred to William Kerr for treatment by
her GP, Dr Phyllis Jones, following an overdose. During the
consultations, which took place at the Duchy Nuffield Hospital,
Harrogate, Patient A11 alleges that William Kerr suggested to her that
she had difficulty relating to men and that she should prove that she
had no problem by sitting on his knee and kissing him. We here
include Patient A11’s written description of events:

“He asked me to go round the desk to where he was. I didn't
want to go any further. He went on to say how I didn’t want to
get close to men and I could prove I did if I went round to him
and sat on his knee. He took hold of my hand when I walked
round to his chair and I stood near him. He said something like
‘There you are, that’s progress’, basically encouraging me to go
Sfurther. I wanted to prove that there wasn't a problem in that
area. I felt uncomfortable, shaky and became tearful. He was
very clever by making me approach him, resulting in me moving
to him rather than him moving towards me. He wanted me to go
Sfurther by sitting on bis knee, put my arm around him and kiss
him. I became a bit frightened because I didn't feel in control of
the situation, he was meant to make things better and seemed to
be making them worse.”

At that time, Patient A11 was 21 years old — William Kerr was in his
mid 40s.

Patient A11 was not happy with the “treatment” and asked a friend to
accompany her on future sessions, at which William Kerr behaved

appropriately.

Patient A11 returned to her GP, Dr Phyllis Jones, at Leeds Road
Surgery, Harrogate and explained what had happened in her
consultations with William Kerr, asking whether there had been other
complaints. Patient A11 says of Dr Jones:

“I think she believed me but I got the impression that she believed
if a complaint went further Dr Kerr would probably be believed
rather than me.”
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Dr Jones, in her police statement dated 1997, stated she recalled
discussing with Dr Foggitt, a fellow partner, the fact that patients had
made allegations that William Kerr was over-familiar or over-friendly.
In particular she was able to recall three patients making allegations
directly to her. She describes her response to these patients:

“as they did not wish to take the matter any further, I would not
have made any notes about the allegations.”

In her oral evidence to the Inquiry, Dr Jones claimed she could no
longer recall the number of complaints which she had told the police
about in 1997, neither could she recall a partners’ meeting where
serious concerns about William Kerr had been voiced. Her memory
was apparently confined to Patient A11’s complaint, which she said
amounted to William Kerr being “slightly suggestive”, although she
accepted that this was sufficient to make her more “cautious” about
referring female patients to William Kerr.

Given the content of Dr Jones’ police statement in 1997, combined
with the evidence of Dr Scatchard and Dr Foggitt, both of whom had
some recollection of a partners’ meeting — where it seems likely there
was discussion of a patient complaining about William Kerr exposing
himself — the Panel finds that Dr Jones, with her fellow partners
(including Dr Foggitt and Dr Scatchard) were collectively aware of a
number of allegations concerning William Kerr’s conduct towards
female patients. Despite the knowledge that concerns had been
raised by more than one patient, as a surgery and as individuals they
failed to take any steps to report these concerns to the hospital
authorities or the Regional Health Authority which employed

William Kerr.
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Thus it would appear that by the mid-1970s there was concern in
at least two surgeries in Harrogate, Dr Moss and Partners at King’s
Road (which included Dr Crawfurd-Porter, Dr Crouch and Dr
Givans) and Dr Chave Cox and Partners at Leeds Road (which
included Dr Jones, Dr Foggitt and Dr Scatchard), that William Kerr
was in some way “suspect” in relation to his conduct towards
female patients. It is unclear whether the concerns had been
communicated to all partners within those surgeries, although
without doubt such concerns should have been shared.

It is not surprising that for many patients the most accessible means
of expressing a concern or complaint was to speak to their GP.
However in the case of the majority of patients, and certainly in

the case of Patient Al11, the concerns fell on stony ground and were
disregarded. Moreover, it is likely that this process of disclosure and
rejection added yet further distress.

1974 - Patient A12

7.110 Patient A12 was referred to William Kerr’'s outpatient clinic at

7111

Harrogate General Hospital on 30 November 1973 by her GP,

Dr Frank Young of Beech House Surgery, Knaresborough. She was in
turn referred on from the outpatient clinic to Clifton Hospital, where
she was treated as an inpatient. Patient A12 alleges that in December
1973 at Clifton Hospital she was indecently assaulted by William Kerr
during a consultation in his office, a pattern that was repeated a
number of times during her stay. Patient A12 describes the first
incident as follows:

“The first time I saw Dr Kerr in bis office was on 2 December
1973. He tried to discuss my sex life in detail, and refused to
listen to my complaints about the things that were bothering me.
I cried with frustration and put my head in my bands but at this
point be pushed my head into his crotch, and simulated oral sex.
He continued to talk only of sexual matters.”

Patient A12 said she was noticeably reluctant to go and see William
Kerr in his office, but none of the nurses ever questioned the reason
for this reluctance.
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Following discharge from Clifton Hospital, Patient A12 continued to
see William Kerr as an outpatient at Dragon Parade, allegedly under
duress from her husband. During one of these consultations William
Kerr is said to have masturbated whilst standing behind her chair.

Patient A12 alleged at the Trial of the Facts that she tried to talk to
her GP, Dr Young, who seemed not to want to know. Dr Young had
no recollection of any complaint about William Kerr from Patient
A12. Tt seems likely that Patient A12 in fact made no complaint in
express terms, hence Dr Young’s lack of recollection. Indeed Patient
A12’s statement to the Inquiry says she made no contemporaneous
disclosure to any healthcare professional, repeating remarks in a
statement made for civil proceedings where she stated that she felt
unable to confide in her GP.

Patient A12 did disclose to her parish priest a number of years later
(in about 1976) what she alleged had occurred, and the priest
confirmed during the police investigation a “vague” recollection of a
disclosure concerning sexual misbehaviour by William Kerr.

The other health professional apart from Dr Young to whom Patient
A12 disclosed was a clinical psychologist, Marion Anderson, although
this disclosure did not take place until 1991.

In the Trial of the Facts, the jury concluded that William Kerr was not
guilty of the facts alleged by Patient A12.

This is the first of the former patients referred to in this Report
where, at the Trial of the Facts, there was a “not guilty” verdict.

Of course, the basis for that verdict remains unclear. There could be
no guilty verdict unless the jury were sure (to the criminal standard
of proof) that William Kerr had done the acts alleged against him,
and that those acts amounted to the criminal offence of sexual
assault (or, in some cases, rape). The jury, therefore, may have
disbelieved Patient A12, or concluded that she was consenting

to William Kerr’s advances.
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Any attempt by us to investigate the reason for the jury’s verdict
would be speculative in the extreme, and wrong. We do, however,
note that the Trial of the Facts was in 2000 — many, sometimes tens,
of years after the events in question. Notwithstanding submissions to
the contrary made by counsel for the health authorities, we are
satisfied that if investigations had been carried out in the 1970s or
1980s, charges may then have been laid against William Kerr. We
cannot, of course, predict the outcome of a trial at that time, when
(we assume) William Kerr would have been well enough to take an
active part. What we can say is that, whatever the verdict(s), a trial
then would have been fairer to all involved — to William Kerr and to
the former patients.

After giving evidence in relation to Patient A12, Marion Anderson
also described to us an incident which gave some indication of the
overbearing position and status of William Kerr, and casts light on
the then prevailing culture. The incident, William Kerr’s behaviour,
and Marion Anderson’s over-tolerant reaction at the time, is
disturbing.

The incident related to an unnamed and unidentified patient who
had been referred from William Kerr to Marion Anderson. The patient
was believed to be suffering from psychosexual fantasies. The patient
arrived at the hospital as an outpatient, when in front of Marion
Anderson and outside his office, William Kerr asked the patient if
“beards turned her on”. She did not respond. William Kerr, according
to Marion Anderson’s account, then went up to the patient and
rubbed his beard all over her face. Her description of the incident
concluded as follows:

“Dr Kerr then looked at me almost as if to ask what I was going
to do about it.”

Marion Anderson told us that she “did not feel the incident was very
serious”. Her response led to the following exchange with Counsel to
the Inquiry:
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Q. The incident being that be asks the patient if beards turned
her on, and then goes up to the patient and rubs bis beard in ber
face. You described that as “slightly inappropriate bebaviour”. Is
that as far as you regarded it? It was just something a little bit
odd, a little bit out of the ordinary, slightly inappropriate? From
a non-medical perspective, it looks like a piece of fairly
extraordinary bebaviour.

A. It is very difficult at this stage to put the same judgment on it
as 1 did at the time. I know that I was concerned, but the patient
was a bit surprised, but was not concerned.

Q. It is an extraordinary piece of behaviour: somebody who is in
the position of a psychiatrist who is dealing with psychosexual
problems of a female patient goes up to ber and rubs bhis beard
in ber face. That is bizarre beyond belief, is it not? Or maybe you
did not see it that way, maybe you saw it as part of the rough
and tumble of being a psychiatrist?

A. This is what I was trying to explain to you earlier: you are in
an environment, you are in a setting where, because of what is
going on all around you all day, it is difficult to see things in the
perspective that you would see them.

Q. Do [ take it from that that looking at it now and, as it were,
re-rationalising what you think of it, you have probably a
slightly different view of the appropriateness or otherwise of that
behaviour than you did when it occurred?

A. Yes. But a lot of things have changed.



114 | SECTION TWO: THE WILLIAM KERR STORY

7.122

7.123

7.124

This incident was picked up in questions from the Chairman:

Q. When you described the incident when Dr Kerr rubbed bis
beard over the patient’s face, and you were trying to tell us that
it is difficult to understand that without being there at the time.
Looking at it now, I think we are all agreed that that was a very
unusual, perbaps even very inappropriate, bebaviour. What it
also conveys, or may convey, is domination of a patient;
domination to such an extent that a man could rub his beard
over ber face and she would not complain. You did complain to
him, as I read your statement, and the response was, “What has
it got to do with you? Who do you think you are?”

A. “Who do you think you are?” That was the attitude I was up
against at that time with the psychiatrists.

Q. There you had one or two men who were in control, and
control was very important; is that right so far?

A. Yes. There was a third, junior psychiatrist, who we have
mentioned, Dr Rugg, but he came along later, and he was a
different school.

We accept the accuracy of the description of the “beard rubbing”
incident. When looked at in its proper context, it shows an institution
out of control, where values are inverted, where seriously
inappropriate behaviour is accepted, where control and domination
is tolerated.

Add to the description of the incident Marion Anderson’s evidence
that in the 1960s to the 1980s patients who had mental disorders (of
whatever nature) were routinely disbelieved as fantasisers, where
psychiatrists could blame it all on problems of “transference”, and
there is in place a culture and environment where abuse can flourish,
and where a failure to respond to concerns and complaints becomes
the norm.

1975 - Patient A13

7.125

In October 1975 Patient A13 (then 23 years old) was re-referred to
William Kerr, having been treated in Clifton Hospital earlier in the
year. William Kerr made a domiciliary visit and it is alleged that

during this visit he attempted to persuade her to go upstairs to the
bedroom, away from her children. When she refused, he allegedly
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touched her breast and tried to force her legs open with his knees.
She resisted his embrace and ordered him to leave the house, despite
his protests that he was only seeking to comfort her and that she was
imagining things due to her distraught state. The following is taken
from Patient A13’s police statement made in 1997 (she gave oral
evidence to the same effect in William Kerr’s Trial of the Facts in
2000):

“I remember Dr Kerr visited me in the morning at home and the
children were around. I answered the front door and let bim in.
L was crying as I opened the door and obviously distraught. Dr
Kerr immediately placed both bis arms around me, in what I at
first thought was a comforting gesture. I didn’t reject the embrace
at first because I was so distressed that I needed the comfort and
support. I remember welcoming the power and strength from the
embrace.

I recall that the children were demanding my attention and
screaming, I was also still crying. I therefore suggested that we
went through to the front room, where the children were. He still
kept his arms around me, and he said that we needed to be
alone to talk and suggested that we went upstairs to our
bedroom. I remember saying ‘no’ because we couldn’t leave the
children in the front room alone. He again tried to encourage
me to leave the children and to go upstairs so that we could talk.

I realised that something was not right at this stage, and
inwardly 1 felt uneasy and the alarm bells started to ring.
Something was not right. I bad also become aware of Dr Kerr’s
knees trying to force their way between my legs. I tried to pull
away from Kerr, but I was unable to, he was still holding me
very tightly. I remember becoming more fearful. He told me that
I needed to be comforted. I again told him that we were not
going upstairs, and I could still feel that his knees were pushing
between my legs even more forcefully.
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T was then aware of bis hand cupping my breast. This happened
very quickly. I know that both our bodies were very close at this
time. I definitely knew that his hand was cupped around my
breast. As I have said, the alarm bells inside me were ringing
very loud. I then wriggled to get away from Dr Kerr and pushed
him away. I also brought my knee up, and kicked him in the
groin area. I was very angry at this time, and I shouted at him to
get out of my house, and not to come back.”

We have set out Patient A13’s evidence in some detail as the prelude
to what followed. Patient A13’s evidence to the Inquiry was that,
having considered the matter for a couple of hours, she went to her
GP’s surgery and complained directly to Dr Crouch. She was clear
that she conveyed to Dr Crouch the sexual nature of the assault on
her. She states that she told Dr Crouch that she:

“hoped bhe was going to document it in my notes and that if he
did not believe me, then whenever the next lady came through
his surgery door, whether it be next week, next year or in 10
years’ time he would believe them.”

Patient A13 stated that Dr Crouch’s response was dismissive and that
he did not believe her, suggesting to her that as she was on
medication she might have imagined things. In his evidence to the
Inquiry Dr Crouch denied that Patient A13, or indeed any patient,
had complained to him about William Kerr’s behaviour.

In about 1977 Patient A13 states she approached Dr Crouch for a
further psychiatric referral and on this occasion was referred to Dr
Bromham. According to Patient A13, at the time of this referral, she
told Dr Crouch that she refused to see William Kerr and repeated her
account of William’s Kerr’s alleged assault on her five years
previously. Patient A13 was unaware that Dr Bromham was William
Kerr’'s wife and at the consultation with Dr Bromham, Patient A13
informed her of William Kerr’s alleged assault. Dr Bromham allegedly
listened to the allegations against William Kerr, appearing to accept
Patient A13’s account, but offered no assistance in terms of
progressing a complaint. Dr Bromham in her evidence to the Inquiry
had no recollection of Patient A13, although she accepted it was
possible that Patient A13 could have made an allegation against her
husband which she dismissed as a fabrication.
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Patient A13’s account highlights the difficulties surrounding the issue
of believing patients. She herself recognised the difficulty and states
that at the time of the alleged assaults she felt:

“who is going to believe me, a young lady who is on a long list
of medication who has just come out of a psychiatric bhospital or
a doctor of his high standing at the time.”

The difficulty faced by a GP when confronted with an allegation of
sexual misconduct made by a patient with mental health problems
is also illustrated by Patient A13’s evidence. She acknowledged that
her behaviour was “not normal”, and while criticism can be levelled
at a GP for failing to believe her, Patient A13 accepted that even her
own husband did not believe her account of abuse by William Kerr.

However, perhaps the principal significance of Patient A13’s account
is the extent to which it represents an opportunity missed.

In about 1983, Patient A13 was introduced, through a mutual friend
who was a community worker, to a nurse, Deputy Sister Linda
Bigwood, who was pursuing a complaint against William Kerr
concerning his alleged sexual impropriety towards female patients.
Patient A13 agreed that she would be happy to assist Linda Bigwood
and produce a statement. Linda Bigwood recorded her contact with
Patient A13 (albeit not mentioning her name) in a typed note dated
20 August 1983:

“Indirectly, I have heard that it is well known in Harrogate that
Dr Kerr abuses his trust in young female patients. Without any
prompting, a social worker from Harrogate told me that a friend
of bers, while she was living in Harrogate, had gone to Dr Kerr
with a problem, and bhad been immediately propositioned by
him, and that she had been very upset by it and refused to see
him again.”
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In March 1985 Linda Bigwood repeated this account in a further
typed document (which, like her earlier account, was sent to the
York Health Authority). This account in particular makes it clear that
the patient she is speaking of must be Patient A13:

“Coincidentally, I was informed by a Community Worker from
Harrogate that a friend of hers had been sexually propositioned
by Dr Kerr during a domiciliary visit to ber home when she was
suffering from depression. She would be prepared to put this in
writing.”

However, as we set out in some detail in the next Chapter, Linda
Bigwood’s repeated calls for the York Health Authority to investigate
William Kerr’s practice were not heeded and no one sought from
Linda Bigwood names of witnesses (such as Patient A13) who might
have been prepared to make a complaint, had they been
approached.

Had the York Health Authority sought to follow up Linda Bigwood’s
well-documented concerns about William Kerr, it seems highly likely
that enquiries would have led them to Patient A13 (a witness
seemingly prepared to make a written statement). This in turn
would have led them to Dr Crouch’s surgery, which was likely to
have uncovered yet further complaints. In particular, Patient A5,
Patient A9, Patient A10, Patients A19 and A29 all allegedly made
complaints or raised concerns about referral to William Kerr to one
or other of the doctors at Dr Crouch’s surgery (Dr Moss & Partners).

In the Trial of the Facts Patient A13’s allegations formed one of the
counts of indecent assault. The jury was not able to reach a verdict
in respect of Patient A13’s allegations.

In analysing what complaint, if any, was made by Patient A13, the
Inquiry was faced with a direct conflict of evidence between Patient
A13 and Dr Crouch as to what was said some 27 years ago. Dr
Crouch was firm in his written and oral evidence to the Inquiry that
he had not received any complaint from Patient A13 at all. For
example, in his written evidence he said this:



THE KERR/HASLAM INQUIRY | 119

“I can say categorically that at no time did Patient A13 ever
complain to me about Dr Kerr’s behaviour towards her. Her
description of arriving at my surgery and demanding to see
me immediately would not fit with bow our surgeries were
organised. Had any patient reported the type of episode which
Patient A13 is suggesting she reported to me, I would have
recorded this in her notes and then discussed what had been
disclosed with my partners. I had been a principal in General
Practice for approximately 18 months at that time and would
have felt duty bound to consult with my partners with regard to
such a serious allegation.”

7.138 This statement is perhaps a little stronger than the statement made

to the police in 1997 when Dr Crouch said this:

“From the time that I joined Dr Moss and Partners as a partner,
in August 1973, I have referred many patients to Dr Kerr until
his retirement in the mid-1980s. I can recall no patient making
any complaint to me about any impropriety by Dr Kerr.”

7.139 Dr Crouch’s oral evidence to the Inquiry re-emphasised the point:

“I was a young doctor then and not long in the practice [he had
Joined the practice two years earlier in 1973]. I had never come
across a patient being sexually assaulted by a doctor before. It
would be so far out of my knowledge that I would have noted it
and I would have made enquiries of my partners as to what I
should do about it. I would not, in any circumstances, have
ignored it.”

7.140 The documentary evidence adds further confusion, recording that

7.141

Patient A13 saw William Kerr in January 1976, several months after
the alleged assault (although Patient A13 denies she saw William Kerr
after the alleged assault). Further, the alleged 1977 referral of

Patient A13 to Dr Bromham appears to have in fact been made

by Dr Givans, not by Dr Crouch as Patient A13 alleges.

Nevertheless, there are a number of factors that have led us to
conclude that, on the balance of probabilities, Patient A13 did, as she
alleges, complain to her GP — probably to Dr Crouch — in 1975
regarding William Kerr’s conduct. First, Patient A13 has a specific
recollection of going to the surgery with her two children in the
pushchair in the rain and demanding that the receptionist let her see
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the doctor at once without an appointment. This not only has the
ring of truth to it, but is consistent with her anger described above.
Second, and more significantly, at the time of the alleged abuse
Patient A13 told her friend what had occurred. Her friend gave a
statement to the police in 1997 confirming that, shortly after the
alleged assault, Patient A13 had described to her how she had gone
to Dr Crouch to complain. Third, Patient A13’s husband also gave a
statement to the police in 1997 to the effect that Patient A13 had
been assaulted by William Kerr, and had been to see Dr Crouch.
Both the friend and Patient A13’s husband gave oral evidence in the
Trial of the Facts. Fourth, whilst there is doubt as to whether Patient
A13 repeated the complaint to Dr Crouch in 1977, as the referral
letter to Dr Bromham seems to come from Dr Givans, it is significant
to note that rather than being referred back to her previous treating
consultant (William Kerr) a change was made and she was referred
to a female psychiatrist. Whilst this could perhaps be attributed to
chance, it certainly fits with Patient A13’s account that she was only
prepared to see a female psychiatrist and informed her GP of this
fact. We attribute some significance to the exclamation mark at the
end of the following extract from the letter by Dr Bromham to Dr
Givans in relation to Patient A13:

“Thank you for referring this patient with the information that
she had seen Bill [a reference to William Kerr] and had in-
patient treatment with electroplexy in 1975 for menopausal
depression; the situation throughout her marriage had not been
very satisfactory and she now felt she again required psychiatric
help, but had suggested that a female psychiatrist might be more
appropriate!”

7.142 Returning to Dr Crouch, Patient A13’s evidence is that he did not
believe her allegations against William Kerr. Significantly, Patient A13
accepts that even her own husband did not believe her, as her
behaviour at the time was, in her own words, “not normal”, Assuming
Dr Crouch considered that Patient A13’s concerns could be attributed
to her mental state and/or medication and thus made no note of the
matter in the GP notes, we consider it is entirely possible that almost
30 years and no doubt thousands of patient consultations later, he
might (as he claims) have no recollection of Patient A13’s report of
William Kerr’s conduct. We make it clear that we are not concluding
that Dr Crouch has deliberately sought to mislead the Inquiry.
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7.143 However, there are a number of factors that lead us to conclude that
Dr Crouch must have been aware in the 1970s and 1980s of at least
some concerns regarding William Kerr’s behaviour towards female
patients. The senior partner, Dr Moss, admitted to the Inquiry that
he considered William Kerr to be suspect. According to Dr Moss, Dr
Crawfurd-Porter (another partner) had mentioned on two occasions
William Kerr’s “unorthodox” practices and another (unidentified)
partner had been present at this disclosure. In such circumstances,
where at least three partners seem to have been aware of rumours,
the Inquiry considers it likely that all the partners would have
discussed the matter, even if informally, and have been aware of
some level of concern. The Inquiry has also taken into account the
fact that a further patient, Patient A29, similarly claims that she saw
Dr Crouch following alleged abuse by William Kerr.

1976 - Patient A14

7.144 Patient A14 was referred to William Kerr by her GP, Dr Moss, in
1972, suffering from post-natal depression and agoraphobia. During
domiciliary visits Patient A14 alleges William Kerr touched her breasts
and spoke about sexual matters. In or about 1976, following a
deterioration of her psychiatric condition, Patient A14 was admitted
to Clifton Hospital for treatment as an inpatient. During consultations
Patient A14 alleges that William Kerr would ask her to touch his
genitals and discuss sexual matters. Patient A14 believed she
informed Sister Wearing about William Kerr’s behaviour and also
spoke to Dr Moss, whom she felt did not believe her. Sister Wearing
had no recollection of Patient A14 or any such disclosure; likewise
Dr Moss had no recollection of a complaint from Patient A14,
although he did consider William Kerr’s conduct to be “suspect”,
based on remarks made by one of his partners, Dr Crawfurd-Porter.
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1978 - Patient A15
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The account of Patient A13 set out above demonstrates the difficulty
surrounding the issue of “believing patients”, even in the context of
what appears to have been an explicit complaint about a
consultant’s behaviour. Patient A15’s account demonstrates how
these problems are magnified when the patient feels unable to
complain, in clear terms, of sexual impropriety (perhaps due to fear
of being disbelieved, fear of adverse consequences, and misplaced
guilt or embarrassment) and simply “hints” to a GP at a problem,

a hint which may easily, and in some cases understandably,

be overlooked.

Patient A15 had considerable contact with the psychiatric services
since about 1971. In 1977 she was admitted to Bootham Park
Hospital, York by her GP, Dr Jeary. In relation to her admission to
Bootham Park, Dr Jeary noted that Patient A15 was unhappy that few
tests had been done, that she had been upset by questions relating to
sexual matters and had been assaulted by another patient. In
September 1977 Dr Jeary, in light of Patient A15’s concerns about her
treatment at Bootham Park, referred her to William Kerr (who had
not been involved in her treatment at Bootham Park), noting in the
referral letter that:

“Patient A15 has been upset by some of the questioning she
received at Bootham Park.”

Patient A15 was first seen by William Kerr’s Senior Health Officer,

Dr Tom Donaldson, on 13 October 1977. He conducted a full review
and once again recorded Patient A15’s complaint about her treatment
at Bootham Park, noting that she:

“expressed several doubts about the validity of the questions
asked at Bootham as they referred mainly to sexual problems.”

Patient A15 was probably first seen by William Kerr in late October
1977, when she alleges that he subjected her to detailed and intrusive
questioning about her sex life, asked her to lie on a couch and
remove her top layer of clothing and her bra. He then “examined me
with a light feathery touch, over both my breasts and my front,
feeling around and inside the top of my knicker elastic tights”. She
then returned to her chair, where she alleges William Kerr forcibly
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restrained her whilst he assaulted her by stroking her clitoris and
vagina, and putting his finger in her vagina. He then allegedly barred
her exit from the room as he groped her from behind.

On her second and subsequent visits (in total approximately six),
Patient A15 says she sat further away from William Kerr and kept her
legs crossed. Her account is that when she acted in this way:

“he [William Kerr] did not pursue it and returned to bis seat.”

It would appear that Patient A15’s last session with William Kerr was
in February 1978, as William Kerr wrote a discharge letter to Dr Jeary
on 22 February 1978. Patient A15 subsequently spoke to Dr Jeary but
mentioned only that she had been concerned about William Kerr’s
line of questioning to which he replied:

“be is entitled to ask those questions.”

In his evidence, Dr Jeary accepted that he recalled Patient A15
complaining about sexual questioning, but considered that this would
have formed a normal part of psychiatric history-taking. He added
that in retrospect he accepted that he:

“did not do ber justice, that I should perbaps have given more
importance to what she was saying and I did not deliver the
goods on that.”

Dr Jeary also accepted in oral evidence that he had previously been
made aware of a patient who had complained to Dr Keyworth (a GP
in the same surgery) about William Kerr, although his evidence was
that at the time of Patient A15’s concerns about sexual questioning
he did not put the two together.

Patient A15, like Patient A13, had real concerns that her account
would not be believed and that she would be thought of as “loopy”.
In her oral evidence to the Inquiry she added that she was
concerned about not being believed, and further:

“I could not open up to the GP. I was [rightened that, had it got
referred back to him [William Kerr], he would then have me
admitted into York and I would be under bis control. He
[frightened me.”
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Later, in 1981, Patient A15’s husband required referral to a
psychiatrist. Patient A15 informed the referring GP (Dr Dixon) that
her husband would not see “the psychiatrist at Ripon [William Kerr]”.
Accordingly, Patient A15’s husband was referred to Dr Bromham.
Allegedly, at Dr Bromham’s clinic, Dr Bromham herself raised the
issue of an onward referral to William Kerr, to which Patient A13 says
she responded:

“No way is my busband going to see him. I wouldn’t even take

my cats to see him.”

Dr Bromham had no recollection of Patient A15 or of any such
remark being made to her.

1978 - Patient A16

7.156

7.157

Dr Jeary was allegedly the recipient of a further complaint by a
patient, Patient A16, also in 1978. Patient A16 was referred to William
Kerr in about 1972 by her GP, Dr Heatley. Her first appointment with
William Kerr took place at the Harrogate General Hospital and on
this occasion he allegedly sat opposite her at close quarters. He
allegedly told her to open her legs and then he inserted his finger
into her vagina, breaking through her tights. This first assault was
interrupted by a porter knocking on the door. William Kerr is said to
have explained his actions as “a new treatment” brought back from a
recent trip to America. The second appointment took place in what
Patient A16 describes as: “a small house opposite the Dragon Parade
clinic”. Patient A16 comments that the clinic seemed deserted (just as
it had to Patient A4 when she visited Dragon Parade seeking
approval for an abortion) and that she had sexual intercourse with
William Kerr on the floor. The third appointment took place at the
Duchy Nuffield Hospital and Patient A16 states that William Kerr
collected her from her home before driving her there. Once at the
hospital, he allegedly undressed and asked her to perform oral sex
upon him, which she refused. He then asked her to lie down on the
couch and, she thinks, masturbated behind her. Patient A16 had
become increasingly uneasy about this “new treatment”, until on this
third occasion she formed the opinion he was behaving improperly
and she attended no more appointments.

It was not until 1978 that Patient A16 alleges she spoke to Dr Jeary,
prompted by Dr Jeary’s suggestion that he refer one of her family
members to William Kerr. She states that she disclosed to Dr Jeary
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that William Kerr had made sexual advances to her. According to

Patient A16, Dr Jeary’s response was: “Oh, some of these people are

very strange”.

The following extracts from Patient A16’s evidence are particularly

relevant:

Q. I appreciate you cannot remember the exact words, but it is
quite important to the Inquiry to know whether what you did
specifically say to Dr Jeary was “sexual advances” or whether
you just said, “I did not like him”.

A. It was “sexual advances”. I was trying to put it in a polite way.
I did not want to talk about the detail. I thought he would get the
message enough from that term.

Q. You are completely clear in your mind, are you, that you at
least conveyed to Dr Jeary that it was sexual impropriety by
William Kerr?

A. Absolutely.

Q. What did you feel about Dr Jeary's reaction to that? Did you
feel that it surprised him or that be was aware of it already?

A. T was aware of no silence whatsoever. He just said, “Ob, some
of these people are rather strange”. I was shocked.

Q. You are clear there be was talking about William Kerr as
being rather strange?

A. I assumed bhe was talking about psychiatrists in general.

Q. What were you intending by that? Clearly, you were
intending for [the member of your family] not to be referred, but
were you in some ways making a formal complaint, thinking, “If
I tell Dr Jeary, be is obviously still around, this will stop him’?

A. I thought it was an opportunity to tell him. I had thought I
should tell someone for a long time and put it off, and I thought
this is the ideal time to say something.
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Q. In your mind, what did you think Dr Jeary would do about it?

A. I thought be would tell me either to report it, or that he would
report it, not just a rebuff answer like that, offhand.

Q. When he did not say to you, “Would you like to report it?”,
did you think about doing anything more? Did you think,
“Maybe now I should write a letter”?

A. No. I thought if he is not going to do anything, how can I do
anything? He was the one person I expected would bave taken
the matter up.

7.159 Dr Jeary disputed Patient A16’s account. He stated:

“I am quite definite that if she had mentioned the words ‘sexual
advances’, it would have pressed alarm bells in my mind and I
would have acted completely differently. ... I would have asked
her to make a full statement in writing, and I would have
discussed it with all my partners. I may well have discussed it
with the representative of the Medical Protection Society. I may
have discussed it with the LMC — I am not sure if I would have
done in this situation.”

7.160 In the case of Patient A16 we have been faced with a straight conflict

of evidence of whether or not a disclosure of sexual misbehaviour
was made. Unlike other such clashes, there are here no reference
points, no other witnesses whose statements may assist us in
reaching a reliable conclusion. We see no reason to doubt that
Patient A16 made some complaint to Dr Jeary or expressed some
concern about the treatment she had received at the hands of
William Kerr, so that her relative would not be put at risk. However,
it may be that, as with other witnesses to the Inquiry, she did not use
the words “sexual advances”, or similar clear statements of sexual
impropriety. But that does not mean that Dr Jeary should not have
inquired further. Indeed, quite the contrary. Dr Jeary told the Inquiry:
“It was not uncommon for people to say, T do not want this
consultant’, for various reasons”. But this was an unusual situation.
Dr Jeary is not disputing that Patient A16 informed him that she did
not want her relative to see William Kerr, he merely disputes the
claimed reason. But that leaves no reason being given, which would
have been very odd.
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We conclude that, even in the 1970s, it would not have been
unreasonable to have expected a GP such as Dr Jeary to have made
some attempt to discover the reason why a female patient would
feel so strongly about her recent experience with a male psychiatrist
that she either refused to attend any more appointments herself, or
objected to a relative’s referral to the same consultant.

— Patient A17

Patient A17, whilst an inpatient at Clifton Hospital, allegedly made a
disclosure to Nurse Busby in 1978 about the fact she had been
involved in a sexual relationship with William Kerr. Nurse Busby is
said to have told Patient A17 to “keep quiet”. Patient A17
subsequently told Sister Wearing (in 1982) and Deputy Sister
Bigwood (in 1983) of her sexual relationship with William Kerr. The
case of Patient A17 is considered in greater detail in Chapter 8.

— Patient A18

Patient A18 was a nursing sister, who had worked at Harrogate.

She was referred to William Kerr in 1978 by a surgeon, Mr Hannah.
She had endured pain following a fall and surgery in 1972. The
symptoms of pain from which she suffered were thought to be
psychosomatic and Mr Hannah wished to have a psychiatric opinion
before considering amputation of an apparently viable limb and foot.

Patient A18 saw William Kerr on a number of occasions, one of
which was a home visit when she was at her parents’ home on

23 February 1978. On that occasion, as William Kerr accepts in his
letter to Dr Roger Calvert (Patient A18’s GP), he attempted hypnosis.
Patient A18 states that, when she opened her eyes after the hypnosis,
William Kerr’s hand was on her groin.

William Kerr’s letter to Dr Calvert of 2 March 1978 is interesting, not
just because it confirms that he used hypnosis, but also due to the
comment: “I hope to call in and see her later this week”, which is
suggestive of the unplanned domiciliary visits of which a number
of patients spoke. The letter also mentioned that Patient A18 would
need a number of further hypnosis sessions, “in her own home”.
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Patient A18’s recollection was that a week later she attended her GP’s
surgery and saw Dr Albert Day. The GP notes confirm that on

11 March 1978 (just over two weeks after William Kerr’s visit) Patient
A18 saw Dr Day and the entry reads:

“Says she’s at the end of tether. Really no evidence of pressure.
Wants to go into Clifton. Told ber to contact Dr Kerr’s secretary.”

Patient A18’s account of this visit is that she told Dr Day she did not
want to see William Kerr at her own home. However, before she
could provide further details as to her reasons, Dr Day allegedly
“exploded”; saying:

“Why do women patients always complain about psychiatrists?”

Dr Day denied that he would have responded in this way, and stated
further that had Patient A18 made a complaint about William Kerr’s
sexual impropriety (which Patient A18 says she did not do due to

Dr Day’s reaction) he would have recorded it and advised the patient
to go to the police.

The medical notes reveal that whilst Patient A18 did see William Kerr
again in 1978 and subsequently in 1980 and 1982 she was, as at

28 May 1978 (three months after the alleged assault), attending his
clinic “reluctantly”. Patient A18 does not allege any further
impropriety by William Kerr and accepts that he assisted her in
obtaining a recommendation for a move to a council flat with

better access.

In the William Kerr Trial of the Facts, Patient A18’s allegation formed
one of the counts of indecent assault. The jury reached a verdict that
William Kerr was not guilty of the facts alleged.

We have had to consider the recollections of Patient A18 and Dr Day,
and whose recollection we prefer. For the patient, this was an
important event — a “significant event”, to adopt a familiar term. For
Dr Day, she was one of very many patients, who was (on any view)
expressing a degree of disquiet. Dr Day’s reasoning was a
combination of the following — “I have no memory of this”; “If it had
happened T would have put the complaint in the notes”; “It is not in
the notes, therefore it didn’t happen”; and, finally, in relation to the
alleged remark: “This is not something T would say, or did say”.

Dr Day’s reliance on his notes has to be treated with some caution.
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Patient A18 saw him during a consultation that was not, according to
Dr Day, time-limited. The consultation could, therefore, have lasted
for somewhere between 10 and 30 minutes. Assuming, favourably to
Dr Day, that the duration was only 10 minutes, it is to be noted that
the entire note of that meeting — including the advice given — is 24
words long, taking about 10 seconds to read or write. There is a clear
danger for a witness who places such strong reliance on incomplete
contemporaneous notes as evidence of the complete interview.

Fortunately, however, we find that the apparent conflict between
Patient A18’s evidence and that of Dr Day is, to a large extent,
reconcilable. Patient A18 accepts she did not go on to complain
about William Kerr in express terms, which would account for

Dr Day’s lack of recall of any such complaint. However, Dr Day
recorded in the notes Patient A18’s distress and her desire to go into
Clifton (which probably reflects Patient A18’s request that there be no
more home visits). The fact that the home visits for hypnosis planned
by William Kerr in his letter of 2 March 1978 never took place
suggests that (as noted) Patient A18 may have contacted William
Kerr’s secretary to change arrangements.

Counsel for Patient A18 has advanced detailed arguments as to why
we should prefer his client’s recollection. However, we do not find
it necessary to resolve the conflict over whether Dr Day in fact
uttered the words “women patients always complain about [their]
psychiatrists”. It is not an issue that needs to be resolved by the
Inquiry. We note and record that Dr Day was clear in his evidence
that the remarks, which he denies saying, are factually incorrect.

1978 - Patient A19

7.174

Patient A19 was a nurse working at Harrogate Hospital when she
came into contact with William Kerr. On 18 June 1978 she attempted
suicide by taking antidepressants and her GP, Dr Theo Crawfurd-
Porter, referred her to William Kerr. William Kerr visited her at home
and then arranged for her to be admitted to Clifton Hospital, where
she stayed for approximately a month. During that time she alleges
she saw William Kerr alone between three and four times (there is
evidence in the medical notes to show that this is likely to be
correct). On the first occasion she was escorted to his room. He was
alone and locked the door after her arrival. He then allegedly
informed her that he had fallen for her and knew that she had
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feelings for him also. She also recalls him telling her that they would
have an affair (and that he had a caravan and she would want for
nothing). Finally, he stressed that she must tell no one else or he
would lose his job.

According to Patient A19, on the second visit to see William Kerr in a
remote room in the hospital, he was seated behind his desk but was
naked below the waist. He allegedly tried to make her perform oral
sex on him. It is not clear whether on that first alleged occasion he
succeeded, but Patient A19 states that on three occasions oral sex
took place.

During her admission Patient A19 was approached by a nurse who
asked if everything was all right, but she felt unable to disclose to
him. However she did mention the alleged assault to a friend during
a home visit. This friend in turn informed Patient A19’s husband who
attended a solicitor, Mr Reah. Mr Reah telephoned Harrogate District
Hospital and recounted the alleged assault to a man identified only
as “Bill”. It hasn’t been possible to establish who that was. The
response of “Bill” was apparently to ask whether it was William Kerr
or Michael Haslam that was being complained about. There are no
records of this phone call and the Inquiry has had to rely on the
evidence of Patient A19, Patient A19’s friend and Patient A19’s
husband. It is documented that following a complaint, Patient A19
was changed from being under William Kerr’s care to Michael
Haslam — the records also note that Patient A19 was unhappy about
this change. There is therefore clear contemporaneous support for
the existence of a complaint about William Kerr’s conduct — but the
records do not reveal the nature of the complaint. Further, the
hospital records do not reveal the level of investigation (if any) —
with the following being the only entry referring to the complaint
being put to William Kerr:

“Saw Dr Kerr yesterday — denies knowledge of what complaint is
about”.

Patient A19’s husband (accompanied by his wife’s friend) also
attended the GP, Dr Crawfurd-Porter, who said that Patient A19 was
fantasising about William Kerr, but added that he would speak to
William Kerr that evening as the two families were meeting for
dinner. The friend’s evidence to the Inquiry was as follows:
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“Following the appointment with [the solicitor], I went to see
[Patient A19’s] GP, Dr Crawfurd-Porter, about Dr Kerr. Dr
Crawfurd-Porter did not seem to take our complaint seriously
and be just laughed it off and said TIl have a word with him’.”

It seems likely that Dr Crawfurd-Porter did indeed pass on the
complaint to William Kerr (directly or indirectly) who went on to
confront Patient A19 over the allegation.

Patient A19 states that, having made a complaint, she was subject to
threats. She states that she was confronted by Sister Pauline Brown
who accused her of “making trouble” for William Kerr. This was
denied by Pauline Brown, who says she did not start as Sister on the
ward until September 1978 after Sister Atkins’ retirement. Further,
William Kerr himself allegedly confronted Patient A19 with the
words:

“What are you bloody trying to do to me, you are going to
reduce me to a bloody dustbin man.”

After her discharge, Patient A19 describes visiting Dr Crawfurd-Porter.
His alleged comment to her was vulgar and uncaring in the extreme:

“Ob, (Patient A19) you don’t want a big ginger penis shoved at
you, do you?”

The apparent lack of concern for Patient A19 has echoes of the
response Dr Crawfurd-Porter allegedly made to Patient A10 in 1969
or 1970. When Patient A10 disclosed an alleged assault by Kerr he is
said to have responded: “My god, the fool”, showing apparently no
concern for Patient A10’s feelings.

As Dr Crawfurd-Porter is deceased, we obviously could not get his
version of events. However, we are satisfied that Dr Crawfurd-Porter
was well aware of William Kerr’s activities even before Patient A19’s
allegations arose, having allegedly received specific disclosures from
Patient A5, Patient A10 and possibly Patient A9. We consider it likely
that Dr Crawfurd-Porter’s reaction and comments were as described
to the Inquiry by Patient A19.

Partly in consequence of Dr Crawfurd-Porter’s reaction and partly
due to a dispute concerning an incident when Dr Crawfurd-Porter
allegedly refused to come out to see Patient A19, Patient A19
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changed GPs and moved to Dr Albert Day (in partnership with Dr
Roger Calvert) at Park Parade Surgery, Harrogate. Patient A19 has no
recollection of discussing her complaint against William Kerr with Dr
Day and his evidence was that he did not become aware of the
allegation made by Patient A19 (he also denied knowledge of any
complaint by Patient A18). This is despite the fact that a letter from
Michael Haslam to Dr Day dated 17 April 1980 opens with the
words:

“This lady initially under Dr Kerr’s care in 1978 came under
myself following a disagreement with my colleague.”

According to Dr Day, he never enquired either of Patient A19 or
Michael Haslam as to what this disagreement might have been.

A number of years later in 1984, Patient A19 spoke to a Community
Psychiatric Nurse, Stephen Cook, stating that she had had a sexual
relationship with William Kerr. She also told him that she had made a
complaint. His impression was that the complaint had been managed,
albeit not to her satisfaction, at a high level and he considered that in
those circumstances there was little he could do. His evidence was
that he passed on the account to his line manager, Mr Thomas Welsh,
who made a “mental note” of the incident. This contradicts Mr
Welsh’s statement stating he had no recollection of any staff or
patient complaining to him about William Kerr. In the light of Mr
Cook’s subsequent evidence that Patient A19 was insistent she did
not want to make a complaint, we cannot be satisfied that Mr Cook
did pass on the matter to his line manager, Mr Welsh. Alternatively, if
we are mistaken and the complaint was passed on by Mr Cook, we
conclude that he conveyed the information in such an informal
manner that its significance was not appreciated. Mr Cook explained
his failure to act, despite believing that Patient A19 had been subject
to a serious assault by William Kerr (who to his knowledge was still
practising), in the following terms:

“I clarified with Patient A19 whether she wanted to make
another complaint. But she was clear that she did not. I got the
impression that, had I taken it further myself, she would not have
co-operated with that. She wanted to draw a line under it and
sort of move on.”
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In response to a question as to his concern about the potential threat
of William Kerr to other patients, Mr Cook was frank:

“I am not sure how much I did consider it really. I mean, it
certainly was partly because Patient A19 did not want me to
move it forward. But also the allegation had been made many
years before, and my recollection was that it had been
investigated. I am not really sure what could have been done.”

There were two other healthcare professionals to whom Patient A19
complained, both of whom cited as their reason for not pursuing the
allegations against William Kerr the reluctance of Patient A19 to do so.
The first, Marion Anderson, a clinical psychologist, acknowledged she
had received the disclosure in the early 1980s whilst Patient A19 was
working as a nursing colleague. Patient A19 spoke of William Kerr’s
alleged sexual misconduct but said she did not want the matter to be
taken any further.

Marion Anderson’s evidence is important insofar as it casts some light
on how she considers she should have responded to a disclosure of
sexual misconduct, drawing a distinction (reflected elsewhere in the
evidence) between disclosure of conduct which could be described
as criminal, and conduct which could not. When it did not amount to
criminal conduct, she thought it could only be taken forward with
the consent of the patient. According to Marion Anderson,
“inappropriate” behaviour that fell short of a criminal assault could
not be examined further — because of patient confidentiality — unless
the patient agreed.

The second healthcare professional to whom Patient A19 allegedly
complained was Dr Derek Pheby, then a locum Accident and
Emergency doctor, who gave evidence to the Inquiry that Patient A19
had, as a nursing colleague, disclosed to him that she had been
subject to a serious sexual assault by William Kerr. Dr Pheby
considered that, given Patient A19’s reluctance to pursue the matter,
there was little he could do. Patient A19 herself has no recollection
of her disclosure to Dr Pheby, and indeed it would appear that Dr
Pheby’s employment at Clifton Hospital predated Patient A19’s
admission, casting doubt on the reliability of Dr Pheby’s recollection.



134 | SECTION TWO: THE WILLIAM KERR STORY

7.190 The case of Patient A19 is particularly informative. It highlights the
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failing of the system at every level over a period of time, because
at the outset it appears serious attempts were made to pursue a
complaint to the hospital authorities via a solicitor. The effect of
this process, apart from a change of consultant for Patient A19’s
care, was not to launch any form of inquiry into William Kerr’s
behaviour, but, if anything, to make life more difficult for Patient
A19. If the hospital authorities route was unresponsive, the GP route
was just as unsuccessful. A complaint to the GP, Dr Crawfurd-Porter,
by Patient A19’s husband and also her friend, which should have
produced some serious response, was met with the comment

“T'll have a word with him” — as if the complaint was of the most
flippant kind, hardly worth even that effort. Patient A19’s own
disclosure to her GP, Dr Crawfurd-Porter, was met with disbelief
and a crude and dismissive comment. Given these responses, it is
not surprising that, whilst Patient A19 did speak to others (to
Stephen Cook, to Marion Anderson and possibly to Dr Pheby),

in all her subsequent disclosures she stressed the fact that she did
not want to pursue matters. Further, in the criminal investigation in
1997/98 when Patient A19 was asked to make a written statement,
she declined.

In summary, Patient A19’s complaint in 1978 — we believe clearly
made at the time by her and on her behalf by others — was an
opportunity missed. Not only was there a total failure to take her
complaints seriously — and they were extremely serious complaints —
but also (so far as we can discover) no investigation was carried out
and no record at all was made at any time. Any attempt made by her
to complain, certainly in the late 1970s, was met with obstruction
and inaction, almost with derision. If there had been at least some
contemporaneous record made, some attempt to take the matter
seriously, then even if a full investigation was not possible at that
time (because Patient A19 had been so discouraged from progressing
her complaint), there would have been an obvious reason for taking
Patient A17’s remarks far more seriously when her disclosure was
made in 1983.
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What is also to be noted is that Patient A19’s complaint was
dismissed, without any investigation, even though she was
supported by her husband, her friend, and her solicitor. Many of the
former patients did not have that network of support. In the climate
and culture that prevailed in the NHS in the late 1970s and early
1980s in North Yorkshire and is evidenced by the treatment of
Patient A19’s complaint, there was little prospect of any of their
concerns and complaints receiving serious attention.

1979 - Patient A21

7.193

7.194
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Shortly after Patient A19 had complained about William Kerr, another
patient, Patient A21, was also allegedly reporting similar matters to her
GP. Patient A21’s account is notably similar to that of Patient A19. She
was admitted to Clifton Hospital as an inpatient following an
emergency referral by a GP on 12 October 1978 for alcohol-related
problems. She remained as an inpatient until 24 November 1978 and
was subsequently treated by William Kerr at Harrogate District
Hospital until approximately March 1979. According to Patient A21,
William Kerr told her that all her problems were due to “sexual hang-
ups”. Whilst she was being treated at Harrogate, William Kerr
allegedly exposed himself to her and attempted to force her to
perform oral sex on him. Her description of that event, taken from
her 1997 police statement is as follows:

“I was sent through for a consultation with Doctor Kerr, I recall
going into bis office, where initially he said ‘All your problems
are due to sexual hang-ups’ and that ‘I will be able to belp you’.
The next thing I remember is Doctor Kerr standing up and
unzipping his trousers, and pulling out his penis. I saw
immediately that his penis was erect and he appeared to be
offering it to me ...”

Patient A21’s evidence is that the alleged sexual behaviour ended
there, without any further assault, and was not repeated.

Patient A21’s evidence to the Inquiry was that she spoke to another
patient at Clifton Hospital who had experienced a similar incident
with William Kerr.
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Patient A21 alleges that she subsequently reported “the incident” to
her GP, but without giving the details set out above. She stated that
the GP seemed to know it was William Kerr she was talking about.
Patient A21’s GP at the time was Dr Michael Moore. Allegedly, the
GP said that another person had complained about William Kerr and
that if Patient A21 wanted to take it any further she would have to be
prepared to go to court, something Patient A21 felt unable to do.

As already noted, Dr Michael Moore had received a previous
complaint, from Patient A1, over 10 years earlier in 1965 and the
advice he had given on that occasion was that Patient A1 should go
to the police. However, Dr Moore (whilst accepting he had been the
recipient of Patient A1l’s complaint) denied that Patient A21 had ever
complained to him. Patient A21 does not specifically name Dr Moore
as the GP to whom she disclosed there had been an “incident”. In
the early 1980s, Patient A21 told her daughter of William Kerr’s
alleged sexual abuse, and that she had discussed the issue with her
then GP, Dr Thornton. Dr Thornton has no recollection of such a
discussion.

Against that factual background, we are unable to conclude with any
degree of certainty that any detailed disclosure was made by Patient
A21 to either Dr Moore (in 1979) or to Dr Thornton (in the early
1980s). However, we have no reason to disbelieve Patient A21’s
evidence that she did make some limited attempt to inform her GP
(probably Dr Michael Moore) of her concerns in relation to William
Kerr. This conclusion is supported by the similarity of the account of
both Patient Al and Patient A21 regarding the response from their GP.

1979 — Patient A22

7.199

The account of Patient A22 is of particular significance in the
documentation of complaints raised against William Kerr, for it is the
first known account of a GP referring a patient’s complaint “up the
line”. The GP in question, Dr Wade of Eastgate Surgery,
Knaresborough, referred Patient A22’s complaint against William
Kerr to a fellow Consultant Psychiatrist, Michael Haslam. Perhaps
unsurprisingly in the light of what is now known of Michael
Haslam’s own conduct (in respect of which he was convicted),

the complaint progressed no further.
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Patient A22 had first seen William Kerr in 1974 without incident, but
was re-referred in 1979 by her GP, Dr Barry Wade. She described
having a very good relationship with Dr Wade and in light of what
was to unfold subsequently it is interesting that Patient A22’s
evidence was that he had been “reluctant” to refer her. As Patient
A22 preferred not to visit a psychiatric unit, the visits took place at
her home. During the first visit nothing untoward occurred although
William Kerr did allegedly inquire about her sex life. In March 1979
at a domiciliary visit, William Kerr is alleged to have groped Patient
A22’s breast and thigh, tried to kiss her on the lips and said words to
the effect of:

“the thought of going to bed with you is delightful.”

That brief description of the alleged sexual assault has been repeated
by Patient A22 over the years, and so far as we can discover — from
written statements, and from the transcript of the criminal trial — has
not changed at all.

Patient A22 requested that William Kerr leave, which he did. He
telephoned the next day and tried to arrange another meeting but
she refused.

On 28 March 1979, Patient A22 attended Dr Wade’s practice. The
purpose of that visit was two-fold; first, to explain why she no longer
wished to see William Kerr and, second, to alert Dr Wade to the
perceived danger of referring other women to him. Her evidence to
the Inquiry was that she informed Dr Wade that William Kerr had
tried to get her into bed with him. According to Patient A22,

Dr Wade’s response was:

“Ob no, it has happened before. Of all the people I did not think
it was going to happen to you.”

Dr Wade allegedly went on to say he would make a note in her
records that she did not wish to see William Kerr. Patient A22
objected to this, as she was concerned William Kerr might manage to
obtain sight of her records and use them against her. Patient A22’s
fear was: “He [William Kerr] might say ‘this woman is unstable and
she is making it up”.
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Despite not wishing to make a formal complaint in her own name,
Patient A22 informed the Inquiry that her expectation (having made
her concerns known) was that Dr Wade would be able to take some
action to protect other patients:

“If you told a member of the [medicall profession, you would
expect them to know the ropes, what to do to protect other people.”

In Dr Wade’s evidence to the Inquiry he made it clear that by 1979
he and those in his practice in Knaresborough (Drs Rushton,
Bennie, Wade, Iddon and Plowman) were already aware of William
Kerr’s reputation for flirting with female patients.

This accords with Patient A22’s evidence that, subsequent to her own
alleged assault, she learnt that a friend of hers, Patient A2, had
allegedly been the victim of similar treatment by William Kerr in the
1960s and had reported the incident to Dr Rushton, the senior
partner in Dr Wade’s surgery. Dr Rushton had allegedly responded
that women tended to imagine such things when they were in a
distraught state.

Dr Wade did go on to describe Patient A22’s complaint in
anonymised form with practitioners in the Harrogate area at meetings
and was clear that the information would have been disseminated.

Patient A22 also reported the incident with William Kerr to the
police, again with the intention of making sure that if any other
women complained they would take them seriously. She was not
prepared to give a statement herself, believing that if she did so she
would be obliged to attend and give evidence in court.

The police then contacted Dr Wade and whilst they did not disclose
the name of the patient, due to the co-incidence of timing he formed
the clear impression the police complainant was Patient A22.

Dr Wade, after being visited by the police, went to see Michael
Haslam personally on 3 April 1979 at Harrogate District Hospital to
discuss the complaint against William Kerr. It seems that this visit
must have been discussed with his fellow GP partners — certainly Dr
Plowman was aware of the meeting. The meeting, according to Dr
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Wade, was in order to “put a marker down”. Michael Haslam’s
response to the complaint was said to be non-committal and Dr
Wade neither asked for, nor received, any follow-up.

Michael Haslam’s written evidence to the Inquiry on his reaction to
the complaint from Dr Wade was as follows:

“I am not personally aware of ANY complaint against Dr Kerr in
the years I worked with him, save for one woman who was
referred to me by her GP having previously been under Dr Kerr,
for some amorous episode to which she had presumably objected.
The patient did not wish to discuss it with me. I do not know
what, if anything, the GP did about it. Frankly, if every
psychiatric patient who bas a go; makes a pass or takes umbrage
at something, were to lead to a formal complaint, one might as
well close down.”

And

“I do not recall any detail of the interview with Dr Wade. I doubt
he would have gone into any detail without the patient’s consent
to do so, which would have been recorded in his notes.”

Michael Haslam gave oral evidence to the Inquiry, insisting that he
did not receive any complaint, as such, from Dr Wade, but merely an
invitation to take on a new patient. Although he acknowledged that
he was also given information concerning an alleged sexual assault
by William Kerr, he did not regard it as his role to deal with, as Dr
Wade and the police had the information too.

Dr Wade and his partners, in spite of the concerns they had about
William Kerr, continued to refer female patients to him. They seem to
have taken the view, and Dr Wade gave evidence to that effect, that
on balance, having a consultation with William Kerr despite its
attendant risk of his ‘flirtatious’ behaviour was in some circumstances
better than no consultation at all.

Dr Wade was asked questions about the issue of continuing
referrals, given his concerns about William Kerr. We have concluded
that Dr Wade was not the only GP in Harrogate or York who was
faced with this dilemma.
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Q. You would have done so [made a referrall in the knowledge of
his reputation as being somebody who might try it on with a
female patient?

A. Yes. What I had to do was to weigh up the option of the benefit
that the patient would obtain by the consultation with him as
opposed to not having a consultation, or some considerable delay
and therefore exposing the patient to potential risk.

Q. It sounds almost like a risk analysis, weighing up the risk of
being subject to flirtatious bebhaviour, on the one hand, against
the speed of treatment on the other?

A. It was indeed, yes.

Q. It is a slightly dangerous situation to send a patient into, is it
not —

A. I am fully aware of that.

Q. — if you had decided that the urgency required them to be
sent into what one might have thought was a bit of a lion’s den?
A. Yes, indeed, it was the real horns of a dilemma.

Q. You remained on the borns of that dilemma for a number of
years, by the sound of it?

A. Yes, indeed.

Q. As far as you are aware, that was equally the case with others
in your practice?

A. There must have been, yes.

Q. And others who practised at the health centre coming from
other surgeries?

A. And other Harrogate surgeries and Knaresborough surgeries,

yes.

7.216 Although there is cause for concern in relation to Dr Wade’s failure
to act to protect other female patients by continuing to refer them to
William Kerr, he does deserve some credit for taking action when
aware of Patient A22’s experience — whether or not stirred by police
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involvement. He was not to know that Michael Haslam would be
incapable of, or unwilling to, take the matter further. It was a
reasonable assumption that passing the matter on to a colleague —
particularly a colleague as senior as Michael Haslam — would result in
something being done.

Patient A22 was later admitted to Harrogate District Hospital on 4
June 1980. She was asked by the SHO (who has not given evidence
to the Inquiry) whether she wished to see a psychiatrist. She refused,
with words to the effect:

“No, because Kerr can'’t keep his hands off female patients”

Again, there seems to be a failure to pick up on this comment or
make any enquiries as to whether there was any substance to it.

Many years later, in 1995, Patient A22 raised the issue of William
Kerr’s behaviour with Dr Iddon, stating that William Kerr had
assaulted her. Dr Iddon was already aware of Patient A50 (see
below) who had also made allegations against William Kerr. By this
time, William Kerr had retired and thus (assuming Dr Iddon knew
William Kerr was no longer seeing patients) there was no longer the
imperative of patient protection to motivate forwarding the
complaint. However, it has not been possible to determine whether
the fact of William Kerr’s retirement influenced Dr Iddon’s response,
as he had no recollection of Patient A22 ever complaining to him
about William Kerr. Whether or not Dr Iddon was informed, it is
clear that issues of counselling and support for Patient A22 in
addition to the possibility of criminal responsibility of William Kerr
remained unaddressed.

Finally, in 1996, Patient A22 disclosed to a clinical psychologist,
Christine Williams, about William Kerr’s behaviour. Although this was
a disclosure in a therapeutic context, and came eight years after
William Kerr’s retirement from the NHS, it is still notable that no
steps were taken to forward the complaint.

In the William Kerr Trial of the Facts, Patient A22’s allegations form
one of the counts of indecent assault. The jury was not able to reach
a verdict in respect of Patient A22’s allegation.
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Patient A22 was a prolific and plausible discloser. Her GP, who
knew her well, accepted her account. However, despite disclosing
both to her GP and the police, contemporaneous to the incident, no
action was taken to address the potential danger posed by William
Kerr to other patients. Patient A22’s voice, perhaps more articulate
than some, was not heard.

1979 - Patient A23

7.223
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Dr Wade was not the only GP receiving complaints about William
Kerr in 1979. Patient A23 was referred to William Kerr by her GP, Dr
Rosemary Livingstone. Patient A23 alleges that William Kerr insisted
on talking about sex at the sessions, suggesting she find herself a
lover as her husband was not adequate. Whilst Patient A23 did not
consider William Kerr was helping her, she continued to see him
until he asked her what she would do if he was sitting before her
naked. This prompted Patient A23 to speak to Dr Livingstone about
William Kerr’s behaviour. She formed the impression her GP did not
believe her. The GP notes for 6 December 1979 record that Patient
A23 had a “fraught time” with a psychiatrist (William Kerr).

When the issue of a referral to a psychiatrist was raised again in
1984, Patient A23 refused to see William Kerr and, on being asked
the reason, informed Dr Livingstone that William Kerr talked too
much about sex. Dr Livingstone referred Patient A23 instead to
Consultant Psychiatrist Dr Rugg, mentioning Patient A23’s problem
with the previous psychiatrist in the letter (dislike of being asked
sexual questions).

When asked why the complaint about talking too much about sex
had not raised alarm bells, Dr Livingstone stated that: “talking to a
patient about sex in psychiatry is part of the psychiatric history.
Clearly it would be highly inappropriate in a cardiologist”. This
emphasises the particular difficulty in the field of psychiatry where
sexual matters may potentially be of relevance, providing
practitioners with a legitimate “opening”, enabling them to move

a consultation towards a situation of sexual abuse.
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Of some relevance here is that Dr Rosemary Livingstone was in
partnership with her husband, Dr Angus Livingstone. In 1983 he was
to receive a complaint from a patient, A24, who said that shortly after
being seen in the afternoon clinic at Ripon by William Kerr, he made
an unannounced visit to her home. Dr Angus Livingstone agreed
with the patient that this was inappropriate behaviour and sought to
encourage her to complain. However the patient refused, and
apparently took the matter lightly. Dr Angus Livingstone also recalls
in the period prior to 1982 two or three female patients complaining
to him about William Kerr’s line of questioning on sexual matters. Dr
Angus Livingstone discussed this with his wife and with Dr Grey, a
GP from a neighbouring practice who had previously worked with
William Kerr. Dr Grey said he was not aware of any concerns about
William Kerr and neither Dr Rosemary Livingstone nor Dr Angus
Livingstone forwarded their concerns about William Kerr.

1979 - Patient A26

7.227

7.228
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In the same year as Patient A22 and Patient A23’s complaints to
their respective GPs, another patient, Patient A26, was raising
concerns about William Kerr with the staff of Clifton Hospital.

The timing of these incidents emphasises the lack of coordination
between complaints entering the system via the GP route and those
being raised within the hospital.

Patient A26 complained to a psychiatric nurse working on Nidderdale
ward at Clifton Hospital, Thomas English, in about March/April 1979.
Patient A26 said that she did not want to be discharged and to have
William Kerr make a home visit, as on the last occasion he had
propositioned her. Mr English was sufficiently concerned to call his
superior, Sister Pauline Brown, at her home to discuss the issue.
According to Mr English, Sister Brown called him back some minutes
later, allegedly having raised the matter directly with William Kerr
and told Mr English that the accusation was malicious.

In her evidence to the Inquiry Sister Brown had no recollection of
this incident, although she stated that, had she received such a
complaint, she would have gone first to the Nursing Officer and then
discussed the matter with William Kerr. Of itself, this revealed a
failure to appreciate the vulnerable position in which this could leave
the patient, and the potential risk that William Kerr, having been
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“alerted” to the complaint at the earliest stage, could use his
influence to quash it. Pauline Brown also said she was unaware of
William Kerr’s practice of making unscheduled visits to patients at
their own homes, a lack of awareness that Mr English dismissed as
“inconceivable”. Linda Bigwood in her written complaint in 1983
referred to an incident where Pauline Brown had been informed of
an allegation by Patient A17 of a sexual relationship with William
Kerr. It appears that the only action taken in relation to that
disclosure was to alert William Kerr that the allegation had been
made. Let us state here for the record and in some mitigation, the
actions of Pauline Brown have to be seen in the context of the
culture of the time where it was not uncommon for staff to fail to
take complaints from psychiatric patients seriously.

We prefer Mr English’s recollection. His evidence was modest,
restrained, and compelling. It follows that Pauline Brown’s
recollection is mistaken. It is probably that Mr English did raise
Patient A26’s concerns with her, and when raised, her only response
was to alert William Kerr that the allegation had been made.

Mr English’s evidence goes to the heart of the problem, describing a
culture prevalent at the time, where patient safety was not of central
importance. Patient A26 was a patient who was expressing a concern
and specifically saying that William Kerr had propositioned her
during a domiciliary visit, and she was fearful he would do this
again. She was soon to be discharged from hospital. Her concerns
were simply fobbed off — Mr English spoke to Pauline Brown,
Pauline Brown spoke to William Kerr (who denied any wrongdoing).
End of concern.

The timing of Patient A26’s complaint is striking. It was at almost the
same time as Patient A22’s complaint to her GP, Dr Wade. The
descriptions are also remarkably similar. Two complaints in the same
year, against the same consultant psychiatrist, alleging the same
sexualised behaviour. But no connections were made, and no action
was taken.

1981 - Patient A27

7.233

Patient A27, who did not give oral evidence to the Inquiry, is an
example of a patient who took a number of years to feel able to
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come forward with her complaint. However, as with so many others,
when she did so, no action was taken.

Patient A27 had been referred to William Kerr in 1972 by her GP, Dr
Pamela Heatley (later Reed), of East Parade Surgery, Harrogate,
suffering from postnatal depression. Patient A27 alleges that William
Kerr indecently assaulted her on a domiciliary visit. As with other
former patients, the account of her allegation is brief and has been
constant over the years. This is taken from her 1997 police statement:

“I can remember very little about the session but I clearly
remember Dr Kerr asking me to put [my 9 month-old baby] on
the floor. This was at the beginning of the session. I said ‘No’. He
then repeated it again. I again said ‘No’. Straight away I felt
scared, frightened, wondered what he was going to do to me,
wondering why bhe needed [the baby] on the floor.

“I was wondering what was the point in this. I felt so frightened
that I felt safer with holding [the baby] on my knee, he was like a
shield to me, I refused to put him on the floor. Dr Kerr then stood
up, walked towards me and [the baby], as he was immediately
on my left side, he lifted the bottom right hand side of his jacket
and slightly lent his genital area toward my cheek and rested it
there for a very short time as I told him ‘You can pack that in’.
If there is anything you want to know about my sex life you just
have to ask’.”

7.235 Patient A27 was subsequently admitted to and discharged from

Clifton Hospital. She thereafter sought treatment from her GP, rather
than seeking specialist assistance.

1981 - Patient A28

7.236 Patient A28 was referred to William Kerr on 24 March 1981 by her

GP, Dr Whitcher. She says she saw William Kerr twice at Clifton
Hospital and that thereafter, for an eight-month period, he made
irregular domiciliary visits which do not appear to be recorded in her
medical notes. According to Patient A28, the visits were not planned
and William Kerr would telephone shortly before arriving. She
alleged that during the sessions he would touch her and masturbate
himself — a description of sexual misconduct very similar to that
given by others. Her account, taken from her police statement, is as
follows:
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“All these home visits lasted for about eight months and they were
all very similar. I was on my own in the house, Dr Kerr and I
would sit in the lounge. He would sit on the settee, I would sit on
a chair. He asked if I was wearing stockings. He invited me to go
and sit next to him or stand up near him, which I did. He would
put his hands up my skirt and touch my legs above my stocking
tops and suspenders, and at the same time bis trousers were
undone and be masturbated himself. On most occasions he
became very flushed. On occasions he put my hand on his erect
penis and with bis hand on top of mine he would masturbate. 1
pulled my hand away and kept telling him I didn’t want to do it,
he carried on masturbating and ejaculated in bhis handkerchief.
He then went upstairs to the bathroom, came downstairs all
dressed up and proper again in an official capacity, said ‘thank
you very much’, picked up his briefcase and went.”

She felt she could not tell her GP, Dr Whitcher, but alleges that she
did disclose to her former GP, Dr Visick. Dr Visick allegedly
responded that he could not take it further unless she made a
statement. He also asked her if she was prepared to stand up in
court and speak about it. Dr Visick’s evidence to the police was that
he had no recollection of any allegation.

In the Trial of the Facts, the jury could not reach a verdict regarding
Patient A28’s allegations.

Dr Visick’s evidence to the Inquiry went further than his evidence to
the police (a statement that was read out at the criminal trial). To the
Inquiry he said this:

“Although I have no independent recollection of [Patient A28/
returning to see me dfter she had left the practice, I would accept
that she may well have done so. However, I have had the
opportunity to consider her Section 9 witness statement dated 4th
August 1998, together with a transcript of her evidence at Court.
I can say categorically that if [Patient A28/ did attend to see me
she did not relate these various matters to me as she has alleged
in bher statement and evidence at all. I have no doubt that, had
she done so, I would be able to recall the information and the
circumstances surrounding ber disclosure of it to me. Had
anyone related such information to me at any stage I would
have been appalled.”
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7.240 There is an oddity here. There is little doubt that Patient A28 made

7.241

disclosure to her friend in about 1986, many years after the alleged
abuse, but also many years before the media references to William
Kerr. And if Patient A28’s disclosure was a fabrication, she would
surely have said she made it to her then GP, Dr Whitcher, rather
than to Dr Visick?

However, in the light of Dr Visick’s firm denial, we are unable to
conclude that Patient A28 gave to her GP sufficient information
upon which he could have been expected to take any action.
We do not consider that this fact is likely to affect our overall
conclusions on missed opportunities in the late 1970s and

early 1980s.

1982 - Patient A29

7.242 Patient A29 was referred to William Kerr by her GP, Dr Crouch, in

1981 (then in her late 20s), and saw him at an outpatient clinic at
Harrogate Hospital on two or three occasions in late 1981 and early
1982. During the final consultation she alleges he indecently
assaulted her, asking her to lie on a couch then touching her breasts
and pushing her hand against his crotch. Patient A29 informed Dr
Crouch that she did not want to see either William Kerr or his wife,
Dr Bromham, (whom Dr Crouch had mentioned as an alternative).
Patient A29 told the Inquiry that she considered Dr Crouch to be a
very good doctor. Whilst Patient A29 accepts that she did not tell Dr
Crouch the reason for her refusal to see William Kerr or Dr Bromham
and does not consider that Dr Crouch had any concerns about
William Kerr, she states that Dr Crouch asked no more searching
questions to understand the reasons behind her decision, and she
was “surprised he did not ask me why I wanted to change
psychiatrists at the time”. Dr Crouch took Patient A29’s request not
to be referred to either William Kerr or Dr Bromham sufficiently
seriously to refer her outside the region to a Leeds psychiatrist.

At the very least, the Inquiry concludes that in relation to Patient A29,
(even if he was not aware of, or had even forgotten, Patient A13’s
complaint) Dr Crouch should have been alerted to a potential
problem with William Kerr and should have sought to elicit the
reason for Patient A29’s refusal to see either him or his wife. We do
not accept Dr Crouch’s oral evidence that he had no concerns at all
about William Kerr during his time in practice in North Yorkshire
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1983
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(although we note that Dr Givans similarly denied any knowledge
of the “unorthodox” behaviour of William Kerr which Dr Crawfurd-
Porter had mentioned to Dr Moss).

Further we conclude that Dr Crouch, along with his fellow partners,
were aware of concerns about William Kerr which they neither
sought to report nor investigate.

— Patient A17

Patient A17, an inpatient at Clifton Hospital, disclosed to Sister
Barbara Wearing in 1982 that she had had a sexual relationship with
William Kerr. It is recorded (by Linda Bigwood) that Sister Wearing
took no action in relation to this disclosure. In her oral evidence to
the Inquiry, Sister Wearing had no recollection of Patient A17 making
such a disclosure.

— Patient A17

A year later, in 1983, Patient A17 repeated the disclosure in the
previous paragraph and informed Deputy Sister Bigwood that she
had been involved in a consensual sexual relationship with William
Kerr while she was his patient between 1973 and 1975.

We deal fully with the details of the disclosure of Patient A17 to
Linda Bigwood in Chapter 8.

— Patient A31

In 1981, Patient A31 was referred to William Kerr by her GP, Dr
Pamela Reed (née Heatley). William Kerr — then a stranger to Patient
A31 — made a domiciliary visit. At the end of the visit, Patient A31
alleges, William Kerr used the bathroom, called her in and forced her
to hold his penis whilst he urinated and eventually ejaculated. He
told her not to tell Dr Reed about the visit. Approximately six months
later Patient A31 bumped into William Kerr in the course of her work
at Harrogate District Hospital, where he allegedly reminded her not
to tell anyone of the visit. About two years after the incident, in
about 1983, Patient A31 says she informed Dr Reed as to what had
occurred at the domiciliary visit. Dr Reed allegedly asked Patient A31
if she wanted to report it. Patient A31 declined as she “could not see
the point”, and felt she would not be believed. Dr Reed told the
Inquiry that she had no recollection of this disclosure, indeed had no
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recollection of even referring Patient A31 to William Kerr. She stated
it was not until after Kerr’s retirement that she heard rumours that he
was: “fond of the ladies”. She recalled hearing a nurse, Sister Watson,

speaking about such matters to a patient in about 1990, but could

recall no more details.

This is, again, an example of the former patient saying that she
disclosed to her GP, and the GP either denying the disclosure or

(here) having no recollection of the disclosure. At the criminal trial
of William Kerr, this absence of supporting evidence from the GPs

was used by the defence team to undermine the prosecution
evidence. In his summing-up to the jury, the trial judge (HH]J
Myerson QC) said this:

“It was at this point Mr Smith [counsel for the Defencel drew

your attention to what has become obvious as this case bas gone
on, that many of the doctors to whom it is said complaints were

made at this point in time have no recollection of those
complaints being made.

“There are two opposing views, members of the jury, urged upon

you. The Defence say that when such complaints are made of
this nature, it is unbelievable, if they were made, that a doctor,
even at this length of time, would not remember something of
what, after all, bhis patient was saying — even more strongly,
Mr Smith suggested, in the case of Dr Visick, to whom of course
a special visit had been made. The Prosecution, on the other

hand, say these were busy general practitioners, who must have

seen umpteen patients every day of the week, who are now
being asked to refer back many, many years to what has been
said to them, and which they bave, for one reason or another,

chosen not to record at the time in the notes of the patient, and

therefore it is not at all peculiar that they do not now bhave any
recollection. Well, members of the jury, those are the rival

contentions, so to speak, which you have to consider, and I can

do no more really, I am afraid, than outline them to you.”
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We can see the force of those comments, and the competing
arguments. However, we have had the opportunity — not available
to the criminal trial jury — of considering not only a mass of written
and oral evidence (expert and lay) which the jury did not see, but
also hearing far more about the culture within the GP community at
the time. We are not surprised at all to hear that some GPs have
little recollection of probably hesitant and incomplete disclosures
made to them by distressed patients, in the course of busy surgeries.
That absence of recollection does not mean, always, that the
disclosure was not made. We are inclined to the general view that
the former patients are more likely to be correct in their recollection
of disclosures. We are also not impressed, one way or the other, by
the absence of any note of the disclosure in the medical records. It
is to be remembered that even Dr Wade, who did, on his own
evidence, receive a disclosure from Patient A22, only recorded on
her medical notes the four words “rational and still coping”.

On balance, we conclude that Patient A31 did make some form of
disclosure to her GP, probably not detailed, and probably some time
after the incident.

Proceeding on the assumption that some form of complaint was
made to the GP in about 1983/84, this is a further example of a
doctor either failing to take forward an expression of concern or a
complaint, on grounds of lack of patient’s consent. Or, and perhaps
more appropriately, it provides an example of a failure to listen and
at least make some record, somewhere, so that if and when there
was an investigation — as for example in 1983/84 following the
Linda Bigwood allegations — then there would be some material
from which a wider and more accurate picture could be drawn.
Then, when former patients were perhaps more willing and able to
give formal statements, at least the treating GPs would have had
some record of their first disclosure.
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1983 - Patient A32
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Patient A32 was a former patient who alleged that William Kerr,
during the course of a hypnosis session at her home in
approximately 1983, indecently exposed himself and sexually
assaulted her. Shortly following the incident Patient A32 informed a
nurse, Sarah Cotterill. The nurse alleges she tried to encourage
Patient A32 to report the matter, but without success. The nurse took
no steps to raise the matter herself with anyone in authority despite
the fact William Kerr was still practising.

Sarah Cotterill was one of the very few health professionals who
refused to give evidence to the Inquiry. She wrote to us in August
2004 to confirm she would not attend to give evidence, despite
several requests from the Chairman to do so. This was unfortunate,
and meant that we were unable to explore with her the response to
Patient A32’s disclosure and the reasons for her action.

Patient A32 also alleges she informed her GP, Dr Plowman, that
William Kerr had not behaved properly; however, Dr Plowman has no
recollection of any such disclosure. It is difficult for us to resolve this
conflict of recollection. It is clear that Patient A32 did make
contemporaneous, or near-contemporaneous, disclosures to a nurse
and to at least three friends. She gives a detailed description of Dr
Plowman’s casual reaction to the disclosure. On the other hand, we
were impressed by Dr Plowman’s evidence and feel that, in the light
of her experience within the partnership (see below), she had good
reason to remember, and act on, any disclosure if it had been made.
She said this:

“I know that she did not tell me about something improper
happening. I would have remembered, I know I would. I knew
her very well. She was a near neighbour; she was the mother of
one of my son’s friends. I knew her well. If she had told me, 1
would have remembered, and I do not remember ber telling me.”

On balance, we prefer Dr Plowman’s recollection of what Patient A32
disclosed to her.

In the William Kerr Trial of the Facts, Patient A32’s allegations formed
a count of indecent assault. The jury decided that William Kerr was
not guilty of this charge.



152 | SECTION TWO: THE WILLIAM KERR STORY

7.257

7.258

7.259

7.260

Before leaving Patient A32 and Dr Plowman, we draw attention
to how Dr Plowman, as one of Dr Wade’s partners, responded to
his disclosure that there had been a complaint from Patient A22
of sexual assault by William Kerr. Dr Plowman acknowledged that
she felt female patients were at risk and did not refer them to
William Kerr. Neither within the practice nor the wider GP
community did they pass on sufficient information by way

of warning to other doctors.

Although she learnt, informally, that some other doctors were
adopting similar changes in practice, the result was very much
“hit-or-miss”, and although there seemed to her to be a “general
awareness” of a cloud over William Kerr’s behaviour, some doctors
continued to refer female patients to him.

From Dr Plowman’s evidence, it is clear that there was some firm
support for the comment in Linda Bigwood’s written complaint
in 1983 that Harrogate GPs were not referring female patients to
William Kerr.

We suggest Dr Plowman’s evidence is typical of the response of GPs
to disclosure in the late 1970s and early 1980s. Her evidence is an
important general indicator of the failure by local GPs to respond in
any meaningful and structural way to the information they were
receiving. Their apparent inaction was a product of lack of training,
and the cultural and professional impediments discussed later in

the Report.

1984 - Patient A36

7.261

Another former patient, Patient A306, claims that in about 1984 she
informed Marion Anderson, a consultant clinical psychologist from
whom she was receiving counselling, about sexual misconduct that
had occurred approximately five years earlier. William Kerr had
allegedly exposed himself to Patient A36 during a consultation. On
subsequent occasions it is alleged that he asked Patient A306 to
masturbate him or engage in mutual masturbation and on one
occasion sexual intercourse is said to have taken place. Patient A36
also alleged that William Kerr had made an unannounced visit to her
in the evening, although nothing untoward occurred on this occasion
as her partner had been present. Patient A30’s evidence was that Mrs
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Anderson believed her and had responded that she was aware of
Kerr’s actions. Patient A36 described feeling “stonewalled” by Marion
Anderson’s response.

“I was just shocked by the way she said, ‘I know’. And it just
seemed that was it ... I had been cut off, I had been
stonewalled.”

7.262 However, we have concluded that we cannot be satisfied that
Patient A36 did disclose to Marion Anderson, rather than to a
counsellor/therapist, Julie Levine. Extracts from the oral evidence
to the Inquiry illustrate the conflict on this point. In her police
statement and a further statement in 2001, Patient A36 was unsure
whether she had spoken to Marion Anderson or Julie Levine about
William Kerr’s behaviour. It was only in her evidence to the Inquiry
that Patient A36 was sure she had informed Marion Anderson.

7.263 In contrast, Marion Anderson was clear in her evidence that no
disclosure was made to her by Patient A30.

7.264 In the light of the apparent conflict between Patient A36’s earlier
statements, and her later statement to the Inquiry (although it is
of course possible that there has been an improvement in her
recollection), it is also possible that the original uncertainty reflects
the correct position. Insofar as further confirmation is needed, we
note that Julie Levine does recall that she was the recipient of a
disclosure from Patient A36 that she had been the victim of sexual
abuse by a consultant psychiatrist. (Julie Levine was unable to recall
whether the accused psychiatrist was William Kerr or Michael
Haslam. She also treated the disclosure as confidential and did not
consider Patient A36 was making a formal complaint. Accordingly,
after discussion with her supervisor, she took no action to pursue
the matter).

7.265 In those circumstances, we are not satisfied that Marion Anderson
was the recipient of a disclosure from Patient A30.
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1985/86 — Patient A37

7.266

7.267

7.268

7.269

In 1985 Patient A37 alleged to her GP, Dr Nixon, that William Kerr

had sexually assaulted her during a consultation at Clifton Hospital

and that sexual intercourse had taken place. Dr Nixon recorded the
allegation in her GP notes dated 30 July 1985:

“Claims to have had sex with ber psychiatrist and that money
has been claimed by him unethically.”

Dr Nixon’s evidence was that he had advised Patient A37 that these

were serious matters and if they were true she ought to report them
to the appropriate authorities, namely the police or the GMC. Patient
A37’s response to this advice (according to Dr Nixon) was:

“What good will that do? All you doctors stick together.”

Patient A37’s evidence at the Trial of the Facts (she did not give oral
evidence at the Inquiry) was that she had not been given such
advice by Dr Nixon.

Dr Nixon was questioned when he gave oral evidence to the Inquiry
as to whether he accepted Patient A37’s allegations. He said that he
had “no reason to believe or disbelieve her”. This is consistent with
his actions at the time. Having noted the allegations in Patient A37’s
medical notes, Dr Nixon went on to raise the matter with his fellow
partners. Dr Nixon did not immediately dismiss the account as a
fabrication. It is worth setting out in some detail Dr Nixon’s oral
evidence, as it shows the lack of clarity amongst the GP community
and the confused position they had reached. The exchange with
Counsel to the Inquiry went as follows:

Q. Did you not feel that you had a responsibility to ensure that
you did something to try to see that this was investigated because
of, for one matter, the risk to other patients potentially, if he
carried on practising?

A. I think it was very difficult to — where would one take it? I do
not think the GMC in 1985 would have taken a report from the
practice or from me without having some form of affidavit or
sworn oath from the patient, to take things further. Likewise, I do
not think the police would pursue an investigation if I went and
told them what would be, I suppose, I do not know, bearsay
evidence.
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Q. That is dealing with the police and the GMC. Did you
consider going to William Kerr’s employers? Did you consider
going to the hospital and, through that route, alert someone at
the hospital to what you bad heard?

A. That was not an option that I thought of, no.

7.270 The following is in response to questions from the Chairman.

Q. Your evidence is that after the disclosure, your view is that she
[Patient A37] may bave been telling the truth?

A. Yes.

Q. The allegations she made, whether they be of rape or of oral
sex, were of the most serious kind?

A. Right.

Q. You continued — that is you and your practice — continued 1o
refer patients to William Kerr, even though the allegations may
have been true and they were of the most serious kind? Is that
accurate’

A. That is true.

Q. When it came to doing anything about what you had been
told, you spoke to your partners, and that would be Drs Hazell,
Green and Osmond. And that is all. You did not do anything
else; is that right? You thought about things that you could do or
could not do, but you did not do anything else?

A. That is right.

7.271 In summary, Dr Nixon (and his partners) did not know what to do
with the information they had received, and effectively did nothing.
Whether some action would have made any difference in relation to
this former patient remains unclear, but it is another example of an
opportunity missed to pass on information to hospital, or health
authority management, which may (or, we suspect, may not) have
been joined up with other information — such as that received from
Linda Bigwood — so that alarm bells started sounding, and a full
investigation was carried out.
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7.272 Patient A37 repeated her allegations against William Kerr to a number
of other healthcare professionals, including to another GP, Dr
Osmond, who was in the same practice as Dr Nixon. It seems likely
that Dr Osmond was first made aware of the allegations by Patient
A37 when Dr Nixon discussed the matter with his partners in 1985.
Patient A37 subsequently made a specific allegation of rape to Dr
Osmond. It is unclear when this was, although it was not until
approximately 1993 that Dr Osmond informed Dr Givans (Secretary
of the North Yorkshire Local Medical Committee) of Patient A37’s
allegations; this did not lead to any action being taken. Dr Givans
accepted that he had been told of the allegation by Dr Osmond and
had responded that he was aware of other allegations. However Dr
Givans felt that, having received the information second- or third-
hand it was not for him (Dr Givans) to take the matter forward. Dr
Givans’ recollection was that he did advise Dr Osmond to speak to
the Medical Defence Union about the matter.

7.273 Patient A37 also made allegations to Dr Larkin, a consultant
cardiologist, that she had “had to pay that man [William Kerr] for

”

sEX .

7.274 Dr Larkin accepts that he did not question Patient A37 further as he
did not believe her. He said his reasons for his lack of belief were
the mental state of Patient A37, the “inconceivable” notion that a
consultant would do such a thing, and the “ludicrous” idea that
Patient A37 would pay William Kerr for sex.

7.275 Although Dr Larkin was no doubt doing his professional, medical,
best for a difficult and demanding patient, his evidence does have
some disturbing features.

7.276 First, his approach to such a disclosure (even if received now)
seemed to be that he would filter out most disclosures and not
contact the GMC if 1) he disbelieved the patient, and 2) the patient
did not want him to take it further.

7.277 Second, his explanation in relation to Patient A37’s disclosure is less
than satisfactory. He dismissed the disclosure as ludicrous, in part
because of his perception of Patient A37’s mental state. But, as a
caring physician, he referred her to Dr Vivian Deacon (a psychiatrist)
and received back information which took away a main plank of his
reason for dismissing the disclosure. That left him with two reasons
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for not doing anything: firstly, consultants do not do things like this,
and secondly, the demand for money. We would not have seen
either of these points as significant. However, we do accept that at
the end of the day, Dr Larkin had to make a judgement. On balance,
his decision was perhaps understandable, but unwise in terms of
patient safety.

Perhaps most significantly, it appears that Patient A37 did take some
preliminary steps towards making a complaint to hospital managers.
On 4 August 1986 she telephoned George Wood, District Planning
Manager for the York Health Authority, to ask how to lodge a
complaint against an unnamed psychiatrist at Clifton Hospital. She
gave her name and address during the course of the conversation
and indicated that the complaint concerned the fact that she had had
a full sexual relationship with the doctor and had been asked for
considerable sums of money. Mr Wood advised Patient A37 that she
could set out her complaint in writing, or that arrangements could be
made for her to see senior members of staff. She indicated that she
would probably prefer the latter and was told to ask for Mr Ingham,
District Administrator of the York Health Authority, when she called
back. There is no record to suggest that Patient A37 ever did call
back. It would have been prudent for Mr Wood to have followed this
up with her at the time, at least by getting a contact telephone
number for Patient A37 to enable him to do so.

On 6 August 1986, Mr Wood wrote an internal memo to Mr Ingham,
outlining the conversation that had taken place?. Mr Ingham, by this
date, was well aware of other allegations against both William Kerr
and Michael Haslam, which had been brought to his attention by
Linda Bigwood. When questioned as to his response to this memo,
which recorded a serious allegation of sexual misconduct by a
consultant psychiatrist (unnamed), he had little recollection save that
an unsuccessful attempt had been made to trace Patient A37’s
medical notes, and that a decision was made not to contact Patient
A37 herself to follow up the complaint.

2 Mr Wood advised that Mr Wilk, Director of Nursing, and Dr Kennedy were also made aware of the complaint. Mr

Wilk’s recollection was that he had been in the room when Mr Wood received the phone call from Patient A37 and

the matter had been discussed. It was Mr Wilk’s expectation that there was to be a further investigation into this,

although he was not involved in handling the complaint in any way. Dr Kennedy accepted from the documents that

he had discussed the matter with Mr Wood, but had no independent recollection of the incident.
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In the William Kerr Trial of the Facts in 2000, Patient A37’s
allegations formed counts of indecent assault and rape. The jury was
unable to reach a verdict in respect of Patient A37’s allegation of
indecent assault and reached a verdict that William Kerr was not
guilty of the rape allegation.

1987 - Patient A38

7.281

7.282

7.283

In 1987, a year after Patient A37’s complaint to Mr Wood, another
former patient, Patient A38, alleged to a nurse, Colin Smith, that
William Kerr had made inappropriate sexual advances to her on a
domiciliary visit, but that she did not want to take the matter further.

Colin Smith’s evidence to the Inquiry displays the dilemma facing a
healthcare professional when made the recipient of a disclosure by
a patient who insisted that the matter remain confidential and not
be taken further. He was specifically asked about the issue of
balancing the interests of the individual patient, who did not want
to pursue a formal complaint and whom he felt would not cope
well with the process of a complaints procedure, and the protection
of the wider patient population from a potentially abusive doctor.

“That was the dilemma that I faced at the time, and it was
whether Patient A38 was expendable in the interests of the
greater good. Patient A38, I think, was courageous in pointing
out that bher trust in a male clinician had been betrayed, and I
could not let that happen again.”

Mr Smith reached this conclusion against the background of what
was perceived as the failure, in the course of the Patient A17/Linda
Bigwood disclosures, to carry out any meaningful investigation, and
where Patient A17’s confidentiality was not protected but her
disclosure was immediately revealed to William Kerr.

Q. Thinking back on it now, does it concern you that you did
not take a step, because other patients were then put in a
position of actual or potential risk with William Kerr?

A. Yes. [ feel very sad that we did not bave systems around that
could protect other patients at that time. Very troubled.
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We note that although Mr Smith was very dissatisfied with the
systems and culture which prevailed in York and Harrogate in the mid-
1980s, he had no such reservations in relation to the present system.

1980s - Patient A39

7.285
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It has not been possible either to date the alleged disclosure made
by Patient A39 regarding William Kerr or to conclude with any
certainty that there was any disclosure at all. Patient A39, who
suffered from schizophrenia, was first referred to William Kerr in
1967. It is alleged that between approximately 1981 and his
retirement, William Kerr would make unannounced domiciliary visits
(approximately every eight weeks) where he would expose himself
and indecently touch Patient A39. Patient A39 accepts that she “had a
crush” on William Kerr and did not try to complain or prevent these
ViSits.

In 1991 a Community Psychiatric Nurse (CPN), Nicholas Owens,
became Patient A39’s keyworker. In his statement to the Inquiry,

Mr Owens said that he had been informed by another CPN that she
had disclosed to Ken Randall (a CPN and previous keyworker) that
William Kerr had behaved inappropriately towards her. However,
Ken Randall denied being the recipient of any such disclosure and it
was not possible to clarify this discrepancy. At the suggestion of

Dr Marilyn Loizou, a consultant psychiatrist, Patient A39 gave a
statement to the police in 1997. She does not refer to any disclosure
to Ken Randall or any other healthcare professional in this statement.

1987 — Patient A40

7.287

In 1987, Patient A40 was referred by her GP, Dr Christopher Bennett,
to William Kerr. She saw William Kerr on a monthly basis until the
summer of 1988. William Kerr sexually assaulted Patient A40. Patient
A40 described what has now become a familiar story. After
consultations with William Kerr which were without incident, his
questioning began to be dominated by reference to sex. She
described him on one occasion sexually assaulting her by putting his
fingers into her vagina and on another occasion forcing her to hold
his penis and pushing her head down towards his penis, again
during the consultation. On one occasion he also telephoned her,
asking her to meet him at Ripon racecourse — she declined. At the
final consultation, Patient A40 was conscious of William Kerr locking
the door and making advances to her. She unlocked the door and
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left and did not return to see William Kerr after this incident. Patient
A40 wrote to William Kerr saying the sessions were not helping her
and she wanted to end them, although the letter made no reference
to the sexual assaults. She also saw her GP, Dr Bennett, on 14 July
1988 and informed him she would not be seeing William Kerr again.
There is some dispute about exactly what was said at this
consultation, but it seems clear that Patient A40 at least expressed
some disquiet about William Kerr’s behaviour. Dr Bennett’s
recollection is that Patient A40 informed him that William Kerr had
“invited her out in a non-professional sense”. Dr Bennett’s evidence
was that he sought to explore matters further, but that Patient A40
gave few details and denied that there had been any sexual
advances. Patient A40’s medical records for July 1988 have this entry:

“Psychiatric disillusionment!!!”

Clearly there was some discussion, although probably limited. We do
not find that Dr Bennett had sufficient information to put him on
notice, in 1987 or 1988, that William Kerr had sexually assaulted
Patient A40.

Patient A40 had already told her brother of the sexual assault by
William Kerr.

In the 2000 Trial of the Facts, Patient A40’s allegation of indecent
assault was found proved to the criminal standard.

We note here that the allegation made by Patient A40 was the only
one accepted by the jury to a criminal standard of proof in the 2000
Trial of the Facts. Two points are significant:

First, this assault was the most recent — having taken place in 1987
or 1988. It may be that the jury were more comfortable with a
recent allegation (although 12 years old by the time of the trial),
rather than allegations which extended back into the late 1960s and
early 1970s. This provides some support for our general concern
that by taking the opportunities that were missed in those earlier
years the allegations about William Kerr could have been brought
to the attention of the police far earlier than 1997.
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7.293 Second, proceeding on the basis that William Kerr did sexually
assault his Patient A40 in the course of consultation, there is real
concern that the failures to act, the failures to investigate years
earlier (for example in response to Linda Bigwood’s written
complaint in late 1983), allowed William Kerr to continue practising
in the belief that he was effectively immune from discovery
and apprehension.

Uncertain disclosures

7.294 1In some cases it has been difficult to trace the healthcare professionals
to whom disclosures are said to have been made. In other cases it has
been difficult to establish whether in fact a disclosure was made. In
yet others it is clear that a patient’s recollection of a disclosure is
erroneous, an example being one patient, A41, who recalls a
disclosure to her GP, Dr Keenleside, at a date when Dr Keenleside
was still a medical student. That is not to say there was no abuse or
no disclosure to a GP. We make no finding on that, but clearly
recollection of events has been confused. Some healthcare
professionals were faced with a problem when they were the
recipients of ambiguous comments from patients. One CPN describes
a patient, Patient A43, who had paranoid schizophrenia, informing her
that William Kerr had treated her in a “very special way” and taken
her out. Despite the CPN attempting to explore the matter further,
Patient A43 would not elaborate and the CPN, in consultation with
colleagues, felt that more evidence would be needed to proceed
further. We recognise that there were sometimes difficulties in this
area. We address elsewhere in this Report the issues of general
believability and communication of complaints by psychiatric patients.

Confrontation with William Kerr

7.295 In only one case that came to the attention of the Inquiry did an
alleged victim confront William Kerr about his behaviour. Perhaps
significantly, Patient A42 was not a psychiatric patient but was the
mother of a patient of William Kerr. Her contact with William Kerr
arose in the context of discussing her child’s treatment. Patient A42
alleged that on two occasions William Kerr visited her at her home
address and raped her and that on other occasions at a clinic he
exposed himself to her and touched her indecently. Some years after
the incidents, Patient A42 was at Harrogate District Hospital due to
an unrelated physical injury and she recounts that she forced her
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way into William Kerr’s clinic and confronted him about his
behaviour and then left. It would appear there were no witnesses to
this confrontation and no formal action against William Kerr arose as
a result.

Disclosures after William Kerr's retirement

7.296

7.297

In some instances disclosures, although made prior to the police
investigation (and not prompted by that investigation), were not
communicated until after William Kerr had retired. The dilemma facing
healthcare professionals who were the recipients of such complaints,
from patients who insisted that “no one be told”, was less stark.
Assuming they were confident that William Kerr was not practising in
any capacity (NHS or private), then maintaining a patient’s desire for
confidentiality did not put any other patients at risk of potential harm
from the activities of William Kerr. Nevertheless, the failure to pass on
these complaints was not without consequences — most significantly, it
was instrumental in the delay between the reported events and the
Trial of the Facts involving William Kerr that ultimately took place.

One of the consultants, Dr Loizou, who was the recipient of a
number of allegations following William Kerr’s retirement, explained
her actions and failure to pursue any of the complaints in the
following terms:

“All of the complaints I received about Dr Kerr were after bis
retirement when he was no longer working in the NHS. In all
cases I confirmed to the women who made the disclosures that

I would provide them with support should they wish to come
Sforward. If I bad thought Dr Kerr was still in a position to abuse
women I would have tried to persuade the patients in question to
let me disclose the details or the fact of the assaults on their
bebalf. If I had felt that Dr Kerr was a danger to others I would
have breached patient confidentiality in order to make the police
and managers aware of the information I was receiving. By the
time of the Police Investigation in 1997, it was clear that a
number of women had come forward and that those women
making disclosures to me after that date would simply be adding
to the body of evidence rather than bringing something new. If
they felt unable to come forward, I had to respect their wishes.”
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Patient A44

7.298 Patient A44 was one of the patients whose disclosure about alleged
sexual misconduct by William Kerr, said to have occurred fortnightly
in the period from 1985 to 1988, was not made until after he had
retired. She acknowledged the power William Kerr had over her and
the inability she felt to complain whilst she was still his patient.> She
described what he allegedly made her do (perform oral sex upon
him) as “shameful” yet acknowledged that she still felt reliant upon
him. In moving evidence to the Inquiry she told us that “he would
not speak to me before he had done it”, and said this:

Q. Can you remember talking to anyone about it?

A. When it was going on?

Q. Before he retired.

A. I do not think I mentioned it to anybody, no.

Q. Why did you think that was? Did you not feel you should tell
someone and then it would stop and you could maybe see
another psychiatrist?

A. It was disgusting. But he still used to have about 12 minutes to
listen to me. And I thought, well, be used to say that his willie
really loved me and I thought I was the only one, and he liked
me so much because I was innocent.

7.299 It was not until 1992/93, following a breakdown, that Patient A44
made a disclosure of alleged sexual abuse. She informed a nurse and
also Dr Vivien Deacon, a consultant psychiatrist, who in turn
informed Dr Ryan (Patient A44’s treating consultant psychiatrist).

Dr Deacon’s view was that it was a matter for Dr Ryan. Dr Ryan’s
response was:

“Despite several enquiries by me, the patient declined to speak to
me about Dr Kerr. I was aware that she was speaking to a staff
nurse on the unit and a community psychiatric nurse about this
and therefore determined that, as ber needs in this respect were
being met elsewhere, I would leave the matter there.”

3 She describes the sexual abuse as occurring on every appointment, for approximately 2/ years, continuing right up

until his retirement.
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7.300

Sometime after William Kerr’s retirement in 1988 Patient A44 also
informed her GP, Dr Graham Foggitt, who believed that he discussed
the matter with his partners (Dr Clement Chave-Cox, Dr Michael
Scatchard and Dr Phyllis Jones). Finally in 1996, Patient A44 alleged
to Dr Rugg’s registrar that her previous psychiatrist had made her
perform oral sex on him during her outpatient appointments. The
Registrar, on reading Patient A44’s notes, established that the accused
psychiatrist was William Kerr and wrote, referring to the allegations,
to Patient A44’s then GP (Dr Peter Banks), her CPN and her
consultant, Dr Ryan. The Registrar’s view was that, as Patient A44 did
not want to take the matter further and as William Kerr had retired,
his action need not extend beyond notifying her GP, consultant and
CPN of the allegations.

Patient A45

7.301

7.302

Another patient who did not make any disclosure until after William
Kerr’s retirement was Patient A45. She alleges that in about 1982 she
began a sexual relationship with William Kerr who had been treating
her with relaxation classes in relation to her anxiety problems. Sexual
intercourse allegedly would take place either in consulting rooms in
Clifton Hospital or in her flat in York. Patient A45 states that William
Kerr told her that if she said anything to anyone she would be in as
much trouble as him. This frightened Patient A45 who felt she would
not be believed. The relationship is said to have lasted until 1985,
when Patient A45 broke it off, having by then met her future
husband.

It was not until she started seeing a psychologist, Elaine Middleton,
in about 1991 that Patient A45 disclosed the nature of her
relationship with William Kerr. Ms Middleton’s evidence was that she
informed Patient A45 that she had “every right to take it forward” as
a complaint. However, Patient A45 was concerned that her husband
would find out about the matter and declined to pursue the
complaint.

Patient A39

7.303

Patient A39 was referred to William Kerr in 1967 and saw him at
infrequent intervals thereafter, both as an inpatient and an outpatient.
She alleges that from 1981, during domiciliary visits, William Kerr
would touch her inappropriately, pushing up her skirt, although
matters never proceeded to sexual intercourse. There is some
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confusion regarding any disclosure, but it appears she may have
informed a CPN, Ken Randall, of William Kerr’s behaviour, probably
after William Kerr’s retirement. (Mr Randall denies ever receiving
such information.)

Patient A46

7.304 It was not until 1992 that Patient A46 alleged to a CPN, Peter Kidd,
that 10 years previously she had been visited by William Kerr in her
flat and that they had had sexual intercourse. In his police statement,
Peter Kidd states that Patient A46 was adamant that he should tell no
one else, and he respected her wishes. Patient A46 repeated her
allegations to a psychiatric nurse, Jane Lucas, in 1995. Again, she was
insistent the matter be taken no further, although she did agree to Ms
Lucas informing her consultant, Dr Loizou, of the matter. Patient A46
was not prepared to take the matter forward and despite Dr Loizou
being informed, no further action was taken.

Patient A47

7.305 Patient A47 was referred by her CPN, Sarah Harris, to a consultant
psychiatrist in 1995. This prompted a conversation in which Patient
A47 stated that she had, in the past, seen William Kerr and that he
had made suggestions of a sexual nature to her. In her police witness
statement, Sarah Harris noted: “[Patient A47] told me that she did not
want to share this information with anyone else and I respected
that”.

Patient A48

7.306 Patient A48 alleges that from 1981, when she was treated as an
outpatient by William Kerr (usually in his Friday afternoon clinic),
she was subject to inappropriate questioning on her sex life and
William Kerr would masturbate in front of her. On one occasion
(probably 1988) during a “relaxation session”, she alleges she opened
her eyes to see William Kerr semi-naked and that he then raped her.
Patient A48 alleges that William Kerr telephoned her after this
incident to try to arrange a meeting, but she declined. According to
Patient A48, she informed a CPN, Peter Kidd, of William Kerr’s
“wandering hands” in 1995, although Peter Kidd himself makes
no reference to this in his police statement.
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Patient A12

7.307

Sometime in 1991, according to her witness statement given to the
police, Patient A12 stated that she had made a disclosure to Marion
Anderson, a clinical psychologist, alleging that William Kerr had
sexually assaulted her. Marion Anderson stated that she does not
recall any such allegation being put to her by Patient A12, but stated
that Patient A12’s account was in keeping with some second- or
third-hand accounts that she had received about William Kerr.

Patient A49

7.308

7.309

7.310

7.311

On 3 December 1971, Dr Pamela Reed (née Heatley) referred Patient
A49 to William Kerr. On 10 December 1971, Patient A49 went to
William Kerr’s consulting rooms at Harrogate General Hospital.
Patient A49 alleged that William Kerr discussed sexual matters with
her and masturbated whilst she was present. The second consultation
was held at Dragon Parade, Harrogate, on 29 December 1971, and
she alleged that William Kerr sexually assaulted her on that occasion,
insisting on sexual intercourse before granting a termination. Patient
A49 believed that she had to do what William Kerr told her to do
because she wanted an abortion and William Kerr was the person
with the “power” to refer her for it.

In 1972, William Kerr again gave his opinion in respect of a
termination of a pregnancy. On this occasion, according to Patient
A49’s evidence in civil proceedings, she spoke to William Kerr only
on the telephone and was not abused. It appears that this contact
with William Kerr was initiated by her, rather than her GP.

Patient A49 did not report the alleged abuse to any authorities until
1997 when she spoke to a social worker, Ann Clark, who was
treating her for depression. Shortly after this disclosure, the police
and media became involved in the allegations against William Kerr,
and Ms Clark encouraged Patient A49 to speak to the police.

In the William Kerr Trial of the Facts, Patient A49’s allegations formed
a count of rape. The jury could not reach a verdict in respect of
Patient A49’s allegations.
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7.312

Patient A49 provided a written statement to the Inquiry, attaching her
civil statement, which stated that her reason for not complaining was
that she thought the details were too awful to talk about and did not
think that she would be believed.

Patient A50

7.313

7.314

7.315

7.316

Whilst the failure to alert the authorities remained an almost uniform
response of GPs, it is not correct to say that all GPs refused to
acknowledge the complaints that were raised.

Patient AS0 was referred to William Kerr by her GP, following
concerns being raised by counsellors at the college where she was
studying. The appointments took place at Harrogate District Hospital
and continued between 1983 and 1986. Patient A50 alleged that
William Kerr would instruct her to perform oral sex upon him, stating
that this was part of her treatment. This “treatment” continued until
Patient A50 informed her fiancé of what was going on and he said
she should cease to attend the appointments. There was, according
to Patient A50, one subsequent contact with William Kerr when he
made a domiciliary visit in January 1988, following Patient A50’s
depression after an ectopic pregnancy. According to Patient A50,
William Kerr raped her on this occasion.

Patient A50 did not make any complaint at the time, alleging that
William Kerr had made her promise she would not tell anyone what
had happened and she felt bound by that promise.

However, in approximately 1989, Patient A50 informed Dr Loizou
that she believed her problems were a direct result of her
“experiences” with William Kerr. Dr Loizou, having previously (in late
1988/89) received an allegation from Patient A17 who claimed a
consensual sexual relationship with William Kerr, assumed that
Patient A50’s references to “experiences” related to sexual misconduct
on the part of William Kerr. Dr Loizou’s evidence to the Inquiry was
as follows:
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“Patient A50 and I discussed what options were open to her. This
included the possibility of her coming forward and making a
complaint about Dr Kerr. However, Patient A50 was clear that
she did not want hber husband to know what had been going on.
My concern was to look after Patient A50’s well-being. Dr Kerr
was no longer a danger to ber and Patient A50 was unwilling to
give any detail of the ‘experiences’ that she had raised with me.

I decided 1o try to get Patient A50 to come to see me at my clinic
to discuss this matter further. However, Patient A50 did not
attend and therefore the matter was not followed up.

“Following my initial consultation with Patient A50, and before
it became clear she would not be attending any further
appointments, I raised with colleagues the possibility that a
complaint about Dr Kerr may be forthcoming. This was done on
an informal basis with Dr Anthony Rugg and Dr Vivien Deacon.
When I raised the possibility of a complaint, my colleagues said
‘he is known forit’. There was no elaboration on this statement
and I am unable to recall who said it. My sense was that the
comment was due to Dr Kerr’s reputation as a ladies’ man and
not to any knowledge of untoward behaviour. Relationships with
patients were then and are now not acceptable.”

7.317 From May 1987, Patient A50’s GP was Dr Iddon, a GP in the same
practice as Dr Wade. He gave evidence that he had no suspicions
regarding William Kerr prior to Patient A50’s disclosure which, if
correct, shows a concerning lack of communication between
partners. Dr Iddon was unable to date Patient A50’s disclosure, save
that correspondence suggests he was aware of the allegations by at
least December 1991. He accepted that he discussed the allegations
with Patient AS0 over a long period of time on a great many
occasions, although there is a concerning lack of any notes recording
the “counselling” sessions. It would appear that his failure to forward
the allegations of Patient A50 was partly due to her reluctance to
initiate proceedings at that stage and also because he knew William
Kerr had retired. However, in his evidence to the Inquiry, he
accepted that he should have contacted the GMC and that he should
if necessary have overridden patient confidentiality to contact the
authorities. The following exchange with Counsel to the Inquiry
adequately illustrates his evidence on this topic:
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7.318

7.319

7.320

7.321

Q. The second point is the question of your understanding of the
duties to report actions and to take action in relation to concerns
about other medical practitioners. That is really directed towards
the point we addressed earlier on, about you not taking any
action when the disclosure was first made. Is there anything you
want to add in relation to that point?

A. In bhindsight, it would have been the appropriate thing to do,
whether or not the particular person had wished me to do it or
not. I had not taken on board really the fact that William Kerr
was licensed by the GMC as opposed to his — sorry, what I was
trying to say is that my assumption, and it was wrong, was that
in 1988 when he retired from NHS practice, that that was an
end of his patient involvement. I had not realised that there was
a potential for him to continue in practice and seeing patients.

Q. With regard to notifying the police that what be had done was
a criminal offence, is there any comment you would like to make
about that?

A. I think, from what I have learnt through this process, clearly I
should have overridden this particular patient’s reluctance and
picked the phone up. I would certainly do it now.

Some years later (in 1994) Patient A50 also informed her Community
Psychiatric Nurse, Carmel Duff, of William Kerr’s alleged sexual
abuse. She also subsequently informed a further CPN and a student
nurse (in order to explain her fear of being left alone with a doctor).
In addition, she spoke to a number of non-medical people, including
to two journalists.

Finally, in 1997, she went to the police.

Due to Patient A50’s disclosure to the police, an investigation was
started that was to lead to extensive investigations, the contacting of
many of William Kerr’s former patients, and ultimately his trial and
conviction of indecent assault.

In the William Kerr Trial of the Facts, Patient A50’s allegations formed
counts of indecent assault and rape. The jury could not reach a
verdict in respect of these allegations.
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Other non-complainants

7.322

Once the police investigation began and letters were sent out to
former patients of William Kerr, a large number of women came
forward who had previously made no disclosure to any healthcare
professional. The accounts of those 21 patients who came forward
for the first time, in response to the police investigation, are
summarised in Chapter 10.

Conclusion

7.323

7.324

7.325

In the preceding paragraphs, we have identified 59 former patients of
William Kerr who allege they were the victims of sexual assault, or
inappropriate sexual behaviour. In the period between 1965 and 1983
we are satisfied that at least 30 concerns or complaints, ranging from
unhappiness at questioning on sexual matters or an unexplained
refusal to see William Kerr, to explicit disclosures of sexual assault,
were raised with at least 11 different GPs. Only one of these GPs
took any action to forward the complaint and he, Dr Wade, having
referred the complaint to a consultant colleague of William Kerr,
Michael Haslam, took no further action.

Prior to 1983, we are satisfied that complaints were also raised with
no less than 11 hospital staff, as well as the Secretary of the Leeds
Regional Hospital Board and Sir Allan Marre, the then Health Service
Commissioner. None of these complaints led to any investigation into
William Kerr’s practice. Indeed, one of the few complaints that was
referred “up the line” to the Sister in Charge, was subsequently
referred by the Sister to William Kerr himself, and then,
unsurprisingly, instantly dismissed as “malicious”.

It was not until 1983 that a complaint fell into the hands of a nurse,
Deputy Sister Linda Bigwood, who was not prepared to let the
matter drop. However, despite Deputy Sister Bigwood’s persistence,
it was not until 1997, almost 10 years after William Kerr’s retirement
and over 30 years after the first concern was raised in North
Yorkshire, that any serious investigation was undertaken into his
practice. This was an investigation by the police that was to lead to
him being found guilty of sexual assault and being placed on the
Sexual Offenders Register.
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7.326 What is immediately striking about the list of names and dates is

the regularity of the expressions of concerns and complaints —
particularly during the 1970s. Although the Inquiry is not concerned
to investigate the truth of the allegations, it is also striking that a
number of women, apparently completely unconnected with each
other, made similar allegations of sexual assaults by the same
psychiatrist. We of course have the benefit of seeing a sequence of
alleged incidents, and seeing some accounts not available to the jury.
Also, we have had the advantage over all the GPs and other
healthcare professionals identified in the previous paragraphs. What,
to them, may have been a single complaint, or an isolated incident,
can now be seen in its chronological place, as part of an emerging
pattern of alleged abusive behaviour. The similarities we have
identified may not have been sufficient to satisfy a criminal trial jury
of William Kerr’s guilt in relation to all the charges made against him,
but they may well, and certainly should have, led an investigating
team — at local or national level — to conclude that there was here

a pattern of alleged abusive behaviour which merited very close
analysis, and (if possible) the careful collection of written statements
from all concerned.

Summary of concerns and complaints raised by patients,
1965 to 1988, at a glance

Date of disclosure Patient Alleged recipient
1965 A1 GP - Dr Michael Moore
1965 A2 GP — Dr Rushton
1968 A3 Nurse — Lynn Davey
1968 A4 Nurse — Matron of Harrogate General Hospital
1969/1970 A5 GP - Dr Theo Crawfurd-Porter
1971 A6 Nurse — Matron Farnsworth (Harrogate General Hospital)
Nurse — Sister Thornton
1971 A7 Nurse — Sister Ann Atkins
1972 A8 Management — Letter to Leeds Regional Hospital Board
1972 A9 GP - Unknown
?1972 A10 GP - Dr Theo Crawfurd-Porter
1972 A11 GP - Dr Phyllis Jones
1974 A12 GP - Dr Frank Young
1975 A13 GP - Dr George Crouch
1976 A14 Nurse — Sister Barbara Wearing
GP - Dr Moss
1978 A15 GP - Dr Derek Jeary
1978 A16 GP - Dr Derek Jeary
1978 A17 Nurse — Nurse Busby
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Date of disclosure Patient Alleged recipient
1978 A18 GP - Dr Albert Day
1978 A19 Solicitor

GP - Dr Theo Crawfurd-Porter
(Subsequently to Psychologist — Marion Anderson)

1979 A21 GP - Unknown
1979 A20 GP — Dr Theo Crawfurd Porter
1979 A22 GP - Dr Wade
Police
1979 A23 GP - Dr Rosemary Livingstone
1979 A24 GP — Dr Angus Livingstone
1979 A25 Doctor — Unknown
1979 A26 Nurse — Thomas English
1981 A27 Private Psychotherapist — Kath Horton
1981 A28 GP - Dr Visick
1982 A29 GP - Dr George Crouch
1982 A17 Nurse — Sister Wearing
1982/83 A30 Consultant — Dr Rugg
1983 A17 Nurse — Deputy Sister Linda Bigwood
1983 A31 GP — Dr Pamela Reed
1983 A32 Nurse — Sister Cotterill
GP - Dr Margaret Plowman
1983 A13 Community Worker
1984 A36 Counsellor — Julie Levine
1984 A33 Consultant — Dr Rugg
1984 A34 Nurse — Peter Lister
1984 A35 GP — Dr Whitcher
Health Visitor — Ms Liz Edwards (untraced)
1985 A37 GP - Dr Nixon
1986 A37 Consultant — Dr H Larkin

Management — George Wood, District Planning Manager,
Yorkshire Health Authority

1987 A38 Nurse — Colin Smith
1987 A40 GP - Dr Bennett
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Chapter 8

The Bigwood concern — a written allegation
of serial sexual misconduct

Introduction

8.1  In the summer of 1983, a patient (Patient A17) made a detailed
disclosure to Deputy Sister Linda Bigwood at Clifton Hospital. She
alleged that for a number of years (between approximately 1973 and
1975) she had been having a consensual sexual relationship with her
treating psychiatrist, William Kerr.

8.2 It should be noted and recorded at the outset that, as with other
allegations of sexual misbehaviour made against William Kerr (or
Michael Haslam), we have not attempted to determine whether or
not Patient A17’s story was true or false. Indeed, Linda Bigwood
herself did not decide whether the disclosure was true or false,
merely noting what she had been told, and not dismissing the
account as untrue.

8.3  Patient A17’s disclosure was subsequently withdrawn (more than
once) and the factual picture is further clouded by the fact that we
have not heard from Patient A17 (who has not taken any part in the
Inquiry), nor, of course, from William Kerr. In those circumstances,
even if it was proper for us (and in accordance with our Terms of
Reference) to investigate the truth of the disclosure, it would have
been impossible to do so with any degree of certainty.

8.4  The reason Patient A17’s story has been given such prominence in
this Inquiry is not due to the content of the allegations she made
(and later retracted) of sexual misconduct by William Kerr. Her story
of alleged abuse by William Kerr is not substantially different from
the accounts given by a large number of other patients. However,
largely thanks to Linda Bigwood’s detailed and near-
contemporaneous notes, the Patient A17 story offers a unique insight
into how the hospital authorities and the district and regional health
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8.5

8.6

8.7

8.8

authorities responded, when faced with allegations in writing about
the sexual misconduct of one of their consultant psychiatrists.

The immediate response to Patient A17’s disclosure set the tone and
standard for what followed. Instead of a considered investigation,
centred on support for Patient A17 and considerations of patient
safety, Patient A17 was ‘thrown into the lion’s den” when, following
her disclosure to Linda Bigwood, a one-to-one interview with William
Kerr was arranged. After that interview she wrote: “I wish to retract
any allegations I made against William Kerr.” Whether that retraction
was made of her own free will or under duress is one of many
unanswered questions. Suffice it to say that the retraction should
have been treated with considerable scepticism, coming as it did
after a psychiatric patient had expressed fear of reprisal and had then
been subjected to a one-to-one interview with the person about
whom she was complaining. Witnesses to the Inquiry have largely
accepted that the meeting between Patient A17 and William Kerr
should not have taken place.

Had Patient A17’s allegations been confined to her alleged affair with
William Kerr, the story may have ended there. She had, after all,
retracted her account of the affair, albeit in questionable
circumstances. However, what Patient A17 told Linda Bigwood went
far beyond her own case. Patient A17 told Linda Bigwood that
William Kerr had had sexual relationships with a number of other
female patients. According to Patient A17, William Kerr’s alleged
sexual misconduct was known to his wife (who, significantly, was
also a psychiatrist working in the same region) and was so well
known in Harrogate that some of the Harrogate GPs would not refer
young women to him.

Linda Bigwood was not a person to let matters rest, and in
August/September 1983 she compiled a detailed document, both in
relation to Patient A17’s disclosure of an affair and the wider
allegations of serial sexual misconduct by William Kerr.

By the end of 1983, Linda Bigwood’s complaint had gone from the
local level at Clifton Hospital, to the district and up to the regional
level. However, no investigation of William Kerr was ever launched
and he continued practising until his retirement in 1988, when he
was thanked for his “valuable contribution” to the Yorkshire Region.
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8.9

8.10

What is revealed by the Patient A17 story is a disturbing picture of
inaction, or part action, amounting in the end to a total failure by
hospital staff and administrators to investigate the allegations against
William Kerr (despite Linda Bigwood’s dogged pursuit of the issue).
Our task is to set out part of the overall story in some detail, draw
some conclusions, and make any necessary recommendations that
may assist in ensuring that this sorry episode is not repeated. From
any point of view, Patient A17 was a vulnerable person suffering at
the time from mental disorder — she deserved better treatment. As is
now recognised by the health authorities in written submissions to
the Inquiry, Linda Bigwood was “courageous, persistent and
determined in her fight to have a proper investigation into Patient
A17’s allegations to her”. Linda Bigwood deserved a better hearing.

The Patient A17 story also provides an object lesson in failing to offer
support and understanding, not only for the person making the
disclosure (whether or not a complaint is made) but also the staff
member in the difficult position of responding to the disclosure.

The Bigwood story in detail
June and July 1983

8.11

8.12

8.13

Patient A17 had been a regular patient at Clifton Hospital over a
number of years. The relevant admissions were in June and
July 1983.

During that admission, in June 1983, Dr Ann Mortimer (then William
Kerr’'s Senior House Officer, and now Professor Mortimer), asked
Linda Bigwood (then working on Ash Tree House Ward) if she
would see Patient A17 on a regular basis for counselling. Patient A17
was then on Langdale Ward; however, Linda Bigwood had previously
nursed and counselled Patient A17 when she had been an inpatient
on Ash Tree House Ward, Clifton, in October 1982, and had
established a good rapport. The counselling sessions were to take
place once a week.

At the second counselling session, Patient A17 spoke to Linda
Bigwood about a sexual relationship she claimed to have had with
William Kerr. According to Patient A17, the relationship lasted from
approximately 1973 to 1975. William Kerr would allegedly book her
in for the last appointment of the day at his outpatient clinic at
Dragon Parade, when the building would be empty, leaving them
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8.14

8.15

8.16

8.17

8.18

8.19

free to engage in a physical relationship without fear of interruption.
In addition to their encounters at Dragon Parade, Patient A17
described William Kerr visiting her flat and taking her out in his car.
It appears that the end of the alleged sexual relationship coincided
with a time when William Kerr started to see his outpatients at
Harrogate Hospital rather than at Dragon Parade.

The date of the disclosure is not absolutely clear, and nothing
appears in the contemporaneous medical or nursing records. As far
as we can ascertain, it was 23 or 30 June 1983.

Patient A17’s “fraught divulgence” to Linda Bigwood was made in the
context of therapeutic counselling. Patient A17 felt that, as a result of
the past relationship, William Kerr “wanted her out of the way” and
that this was detrimental to the care she was receiving. Patient A17
said she was afraid of making any formal complaint, for fear of
reprisals from William Kerr or from other staff who might want to
protect his position.

Patient A17 asked that her disclosure be treated as strictly
confidential. In the first instance Linda Bigwood agreed to this;
however, as she states: “When I thought about it afterwards I decided
it was something I could not keep in confidence according to my
own conscience.”

Accordingly, shortly after Patient A17’s disclosure, Linda Bigwood
went to her Nursing Officer, John Monk-Steel, and told him exactly
what she had been told by Patient A17. Linda Bigwood emphasised
that she was unaware whether the allegation was true or false, but
that at the very least it was a matter of concern that Patient A17
remained under the care of William Kerr. Linda Bigwood returned to
see Patient A17 and informed her that she had felt obliged to pass
the allegation on to John Monk-Steel.

John Monk-Steel’s initial response was: “Let’s get the bastard”. John
Monk-Steel had come into conflict with William Kerr in the past over
the issue of multidisciplinary working, to which Kerr was opposed,
and due to what John Monk-Steel perceived as William Kerr’s attitude
that he was “actually in charge of the hospital”.

John Monk-Steel went to see his immediate superior, Senior Nursing
Officer Anne Tiplady. She decided that John Monk-Steel should
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8.20

8.21

8.22

8.23

8.24

speak to Patient A17 himself. She also informed the Sector
Administrator, Keith Parsons, of her actions.

Dr Ann Mortimer was informed of Patient A17’s allegation. According
to Linda Bigwood’s August/September document, Dr Mortimer was
informed on Anne Tiplady’s instructions. However, Dr Mortimer’s oral
evidence to the Inquiry was that Linda Bigwood had informed her of
the allegation and that she had subsequently heard the disclosure
directly from Patient A17:

“I remember Patient A17 disclosing that she and Dr Kerr had
been engaged in a sexual relationship for years, and she was
very blase really about it, in a way that I found was really quite
shocking, because I knew that consultants were not supposed to
be having sexual relations with patients.”

William Kerr was also informed of Patient A17’s allegation, although
there is some confusion over who first informed him. It seems most
likely that it was Dr Mortimer. Her evidence was as follows:

“My recollection is that I did telephone Dr Kerr and I said,
‘Patient A17 has made certain allegations, Dr Kerr.” He said, ‘Ob
God, not that again, that is all old hat, she bas been saying these
things for years’, which was in a sense even more shocking to
me, that he had apparently been aware of Patient A17’s
allegations on previous occasions, yet he was still the
consultant.”

This is supported by Linda Bigwood’s contemporaneous record of
events:

“I said [...] ‘Has he [Kerr] been told officially?” And Monk-Steel
replied: Dr Mortimer told Dr Kerr on the telephone, and bis reply
was ‘Ob God, that’s all old hat’.”

Dr Mortimer went on to recount that, having spoken to William Kerr

on the telephone, she saw him in his office and volunteered to make
arrangements for Patient A17 to be transferred to a colleague. William
Kerr allegedly refused to countenance such action.

Dr Mortimer accepted that she was not certain whether Patient A17
was telling the truth; indeed, on the whole she stated that she did
not believe what Patient A17 said was true. However, she felt that it
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was important that William Kerr knew what had been said “so that
he would then have the opportunity to defend himself or take
whatever actions he felt were necessary”.

It seems that John Monk-Steel (presumably after Dr Mortimer had
spoken to William Kerr) also discussed the allegations with William
Kerr, apparently at Anne Tiplady’s instigation. This discussion seemed
to be no more conclusive than the discussion between Dr Mortimer
and William Kerr. John Monk-Steel described the conversation in the
following terms:

“We engaged in dialogue about the allegations and what they
might mean. I do not remember what he [Kerr/ said, but I do
remember that I was in there for [balf an hour] discussing this. ..

“My view of the substance of the allegations remained
unchanged because he had not really told me anything.”

John Monk-Steel, as agreed with Anne Tiplady, also saw Patient A17.
At this meeting Patient A17 retracted her allegation against William
Kerr, a retraction that John Monk-Steel found unconvincing, due in
part to her body language (poor eye contact and restlessness in her
chair when discussing the issue).

There is an unresolved dispute as to who instigated the one-to-one
meeting between William Kerr and Patient A17, which took place in
early July 1983. Both John Monk-Steel and Anne Tiplady deny
organising it. Indeed, Anne Tiplady’s oral evidence was that she
would have viewed such a meeting as entirely inappropriate and
considered it as tantamount to “putting the ferret in with the rabbit”.

Dr Mortimer was unable in oral evidence to recall the detail of how
this meeting was arranged. Linda Bigwood’s August/September
document suggests that the meeting was arranged by Dr Mortimer at
the instigation of Anne Tiplady. The other near contemporaneous
document (Mr Wilk’s report dated February 1984 — see below) states
that the meeting between William Kerr and Patient A17 was arranged
by Dr Mortimer, although there is no record of whether this was at
anyone’s instigation. It is certainly possible that William Kerr himself
decided to see Patient A17 alone. As Dr Mortimer accepted in her
evidence, “I could not prevent the consultant from seeing Patient
A17.” Nor, one assumes, could the nursing staff, who had no
authority over William Kerr.
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Leaving aside the issue of who arranged the meeting between
William Kerr and Patient A17, which we find unnecessary to resolve,
it is clear that there was such a one-to-one meeting, and it is likely
that Dr Mortimer, John Monk-Steel and Anne Tiplady all had some
role in organising this meeting or knowledge that such a meeting
was to take place.

It is also clear that Patient A17 retracted her allegation both orally (to
John Monk-Steel) and subsequently in writing. Whether the first oral
retraction to John Monk-Steel took place prior to Patient A17 having
seen William Kerr is again unclear. The 1983/84 documents cloud
rather than clarify this issue. The investigation by Mr Wilk, carried
out in late 1983/early 1984 is somewhat contradictory. The report
implies that John Monk-Steel saw Patient A17 prior to the one-to-one
meeting with William Kerr. However, the report also records John
Monk-Steel’s evidence as being that Patient A17 changed her story
and withdrew her statement after a private interview with William
Kerr.
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While these discrepancies are noted for completeness, we find that,
given the passage of time, such inconsistencies are inevitable. To
our mind, the important facts are the following, all of which have
been established to our satisfaction:

Patient A17 made a detailed disclosure of a long-term consensual
sexual relationship with her consultant, William Kerr.

Despite Patient A17’s desire that this matter be kept confidential,
the nurse to whom the disclosure had been made, Linda
Bigwood, felt duty-bound to report the matter.

The disclosure was reported by Linda Bigwood in the first
instance to Nursing Officer John Monk-Steel. He in turn consulted
with his senior Nursing Officer, Anne Tiplady, who in turn
informed the Sector Administrator, Keith Parsons.

e John Monk-Steel, Anne Tiplady and Keith Parsons, having been

informed of the disclosure, took a number of steps, the order of
which is unclear:

— Patient A17 was informed by Linda Bigwood that she had felt
bound to pass on the disclosure.

— Dr Mortimer was informed of the disclosure.

— William Kerr was informed of the allegation made by Patient
A17 (probably by Dr Mortimer).

— John Monk-Steel saw Patient A17 to discuss the matter. Patient
A17 orally retracted her allegation against William Kerr.

— William Kerr saw Patient A17 in a one-to-one meeting, very
probably on Monday 4 July 1983 (there is an entry in Patient
A17’s nursing notes for that date, which reads “Went to see
William Kerr in his office this morning”).
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Patient A17's written retractions
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Following these events (post-dating the one-to-one meeting with
William Kerr), Patient A17 made the first of two written retractions. In
a handwritten note, that was signed and dated as 18 July 1983 (the
day she was again seen by William Kerr, and the day before she was
discharged from Clifton) she stated: “I wish to retract any allegations
I made against Dr Kerr.”

The relevant part of Patient A17’s nursing notes for that day read as
follows:

“Saw Dr Kerr this morning. For discharge tomorrow. Looks
miserable. Found lying on her bed at 9pm — tearful and
disturbed. Said she was unable to tell me the ‘position’ she was
now in, but felt terrible.”

The written retraction on 18 July 1983, had it not been for the
persistence of Linda Bigwood, would no doubt have marked the end
of the matter.

Three principal factors appear to have played a part in fuelling Linda
Bigwood’s sense of grievance in the early stages of the handling of
the disclosure, which in turn appear to have contributed to her
taking the matter further. Firstly, it appears she was not given any
adequate feedback on how Patient A17’s disclosure was being
handled. She was not called upon to give any written statement or
take part in, or contribute to, any investigation. She was not even
able to speak to Anne Tiplady for a number of weeks (partly due to
holiday arrangements) and, even when a meeting was arranged,
Linda Bigwood claims that Anne Tiplady refused to discuss the
handling of the disclosure by Patient A17, save to state that the
matter had gone to the Sector Administrator and nothing more could
be done. Although Anne Tiplady in her oral evidence did not agree
with this characterisation of her actions, she accepted that she may
have said “I cannot discuss this now.” Secondly, shortly after she had
passed on Patient A17’s disclosure to John Monk-Steel, Linda
Bigwood was informed she was to be moved from Ash Tree House
Ward, an acute admissions ward, to Rosedale Ward, a geriatric ward.
Linda Bigwood viewed this move as a demotion and felt she was
being punished for raising Patient A17’s disclosure. Finally, she felt
strongly that it was improper that William Kerr should have been
permitted to have a one-to-one meeting with Patient A17 following
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Patient A17’s disclosure and attributed Patient A17’s retraction to
pressure being placed on her by William Kerr. Her grievance on this
point was aggravated by the fact that, prior to the one-to-one
meeting, she had expressly informed John Monk-Steel of her
concerns about such a meeting — concerns that were ignored.

Linda Bigwood was not alone in her unease at the one-to-one
meeting between William Kerr and Patient A17, or in her belief that
this meeting had played a significant role in Patient A17’s retraction.
Dr Mortimer, in her evidence to the Inquiry, said she believed that, if
William Kerr had not had the meeting with Patient A17, the retraction
would not have occurred when it did.

When the complaint subsequently reached district level and legal
advice was sought, the possibility that Patient A17’s retraction had
been obtained under duress was explicitly recognised, so much so
that a decision was made to re-interview Patient A17 (see below).

Whether Linda Bigwood’s other principal concern, namely that she
was being “punished” for reporting Patient A17’s disclosure by being
moved to a different ward, was well-founded is difficult to establish.
Anne Tiplady’s evidence was that Linda Bigwood’s move was due to
a breakdown in the working relationship between her and other staff
on Ash Tree House Ward, in particular with Charge Nurse Alan
Greenfield. Linda Bigwood’s contemporaneous documents
substantiate the fact that there was a breakdown in working
relationships. She states that she had lost faith in both Alan
Greenfield (who she describes in her written complaint as “totally
pseudy, bullshit remarks all the time”) and John Monk-Steel. In such
circumstances it is difficult to see how she could have remained as
an effective part of the Ash Tree House Ward team (assuming Alan
Greenfield was to continue on that ward). However, given the
coincidence of the timing, it seems likely that, by reporting Patient
A17’s disclosure and forcefully expressing her concern at the way
subsequent “investigations” were handled, matters were brought to a
head and her “whistle-blowing behaviour” played at least some part
in her transfer to a different ward.

By late July 1983, Patient A17’s disclosure had been made and
withdrawn. On 25 July 1983, as Senior House Officer to William Kerr,
Dr Mortimer wrote to Patient A17’s GP (Dr Smith) saying:
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“Deputy Sister Lynn Bigwood was asked to renew counselling
sessions with Patient A17, and kindly consented, but it was felt
that Patient A17 manipulated this one-to-one situation, and
there was no apparent improvement.”

Records

8.40
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There have been suggestions from some witnesses that some records
were made of Patient A17’s disclosure and the immediate handling of
it, for example by Anne Tiplady in “diary notes which she placed on
the Senior Nursing Officer Complaints File”. That file has not
survived. We have examined Patient A17’s hospital records for the
period, and there is nothing there to show the existence of any
disclosure, or any reference to any form of investigation. Of even
greater significance, there is nothing in the Wilk Report made in
February 1984 (see below) to suggest that there were any official
contemporaneous records — indeed, one of Mr Wilk’s findings was
that Anne Tiplady “failed to keep any record of this incident or the
investigation”. Our conclusion is that Anne Tiplady’s recollection is
probably mistaken, and there was no record made at the time, at all,
by anybody. There was no record of the disclosure, no record of
action taken (if any) and no record of William Kerr’s response. This
conclusion also applies to John Monk-Steel, who told us that he
made, and kept, notes of his discussion with Patient A17 and of his
lengthy (30-minute) meeting with William Kerr. It is said that these
notes “have not survived”. Our conclusion is that it is more likely that
they were never made. We cannot accept that, if they had been
made at all, the notes would not have surfaced and been referred to
in the Wilk Report.

Dr Mortimer, then a very junior doctor, had also heard from Patient
A17 that she had had a longstanding sexual relationship with William
Kerr. Dr Mortimer also made no note of that disclosure. Her reasons,
openly stated to the Inquiry, go some way to explaining the
prevalent culture of the time, and the likely reasons for the absence
of any records by others. In her evidence, she explained that the
prevailing culture at the time required loyalty to a fellow doctor,
coupled with the knowledge that a junior doctor relied on the
references from their consultants to progress in the profession.
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It is for readers of this Report, with knowledge of current practices
and attitudes, to decide for themselves whether a junior doctor today
would in all cases act differently from Dr Mortimer in 1983.

Bigwood's written complaint

On 18 August 1983, Linda Bigwood, concerned at both the way in
which Patient A17’s disclosure had been handled and her own
treatment in being transferred to work on a geriatric ward (which she
perceived as an unfavourable career move), made a tape recording
of her version of events. This was subsequently transcribed, with
added notes made on 20 August 1983 and 1 September 1983, into

a 13-page, closely-typed document. The document was entitled

A complaint against the Nursing Management of Clifton
Hospital, York concerning:

a. The abuse of a patient’s trust and possibly person;

b. The abuse of a member of staff making known to
management that patient’s allegations.

The document (“the written complaint”) set out the detail of Patient
A17’s allegation and the manner in which John Monk-Steel and Anne
Tiplady had dealt with the matter.

The written complaint also set out other significant information,
which can broadly be divided into three categories:

e allegations by Patient A17 suggesting William Kerr’s abuse was not
confined to her but was both widespread and widely known;

e the names of other healthcare professionals who had been
recipients of consistent allegations made by Patient A17 over a
significant period about a sexual relationship with William Kerr; and

e details of other evidence and sources (beyond Patient A17) that

suggested William Kerr was serially sexually abusing patients.

The allegations by Patient A17, suggesting she was not an isolated
case and that concerns about William Kerr’s actions were
widespread, were as follows:

e Other patients had been subject to abuse by William Kerr.
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e Allegations of William Kerr’s abuse of female patients were well

known to GPs in Harrogate, such that some would no longer refer
young female patients to him.

Allegations of William Kerr’s abuse of patients were known to the
Samaritans.

Dr Bromham was aware of her husband’s abuse of female patients
and on one occasion had “hushed up” a situation where she had
treated a female patient who had attempted suicide following a
sexual encounter with William Kerr.

The details of the other staff members who had allegedly been party
to consistent disclosures from Patient A17 about a sexual relationship
with William Kerr were set out by Linda Bigwood in the written
complaint as follows:

e In 1978, Patient A17 allegedly told Nursing Officer Jillian Busby.

Jillian Busby allegedly told Patient A17 to keep quiet about it.

e At an unknown date, prior to June 1983, Patient A17 had allegedly

informed an unnamed member of staff about her sexual contact
with William Kerr. This in turn had been passed on to Sister
Pauline Brown. Patient A17 was then seen by William Kerr on a
one-to-one basis and was forced to retract her allegation.

In 1982, Patient A17 allegedly told Sister Barbara Wearing, who
had been sympathetic. Linda Bigwood herself spoke to Sister
Wearing about this. Sister Wearing is said to have accepted that she
had received an allegation and had believed Patient A17, but felt
there was nothing she could do about it, as she could not prove
anything. Furthermore, Sister Wearing allegedly informed Linda
Bigwood that she had come across similar complaints from many
female patients over the years and she was prepared to put in
writing what she had been told by Patient A17.

At about the same time as her disclosure to Linda Bigwood,
Patient A17 also allegedly informed her GP, Dr Margaret Smith,
about her sexual relationship with William Kerr. The GP’s response
was said to have been that she should write a story to a woman’s
magazine about it.

Finally, the written complaint compiled by Linda Bigwood contained
a number of other details and sources (beyond Patient A17) leading
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to suspicions that William Kerr was a serial sexual abuser. These
details were as follows:

e A second patient (not Patient A17) had, in about August 1983,
informed Linda Bigwood that she had in the past consoled a
fellow patient who claimed to have been “dragged into a linen
cupboard by Dr Kerr”.

e A third patient had complained to Linda Bigwood in about August
1983 that William Kerr had flirted with her during a domiciliary
visit.

e Dr Mortimer had informed Linda Bigwood that she had been
warned when she started to work for William Kerr to “watch out

for him” because he was a womaniser, although she (Dr Mortimer)
had “never had any trouble with him”.

e A social worker had informed Linda Bigwood that a friend of hers
had been propositioned by William Kerr (a reference to Patient
A13).

e Meg Jones, the Senior Social Worker at Clifton, informed Linda
Bigwood that she and her colleagues had heard rumours about
William Kerr. Linda Bigwood also documented that Meg Jones had
reported Michael Haslam to the Sector Administrator some years
earlier over a similar incident of improper sexual contact with a
patient (a reference to Patient AB).

The written complaint transformed what had started as a specific
disclosure by one patient to a nurse in a therapeutic context into a
detailed complaint of the most wide-ranging and serious nature. It
suggested that other staff had been the recipients of disclosures by
Patient A17 about a sexual relationship with William Kerr, but had
taken no action. Of even more concern, it suggested that William
Kerr was serially sexually abusing his patients, that knowledge of this
was widespread, and that there were a number of potential witnesses
who would be able to confirm this account. It also, almost by way of
a footnote, raised the possibility that William Kerr’s fellow consultant
psychiatrist, Michael Haslam, should be investigated in respect of
Patient AB’s allegations against him of similar behaviour.

Circulation of the written complaint

8.50

The written complaint was circulated by Linda Bigwood to her union,
the Confederation of Health Service Employees (COHSE) (who in
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turn forwarded the document to John Corbett, the District Nursing
Officer), Dr Mortimer, the Head of the Social Work Department
(Meg Jones) and Sister Wearing.

The allegations against William Kerr, and the involvement of Linda
Bigwood, were also communicated to a fellow consultant psychiatrist
of William Kerr, Dr Rugg, who sat on the Hospital Management
Committee. At the time of the circulation of the written complaint, Dr
Mortimer (under the rotation scheme) had moved from being SHO to
William Kerr to work for Dr Rugg, and it was she who informed him
of these matters. Dr Rugg, in his evidence to the Inquiry, had no
recollection of the written complaint, but recalled Dr Mortimer
speaking to him both about the fact that she had been warned when
she arrived to watch out because of William Kerr’s reputation with
women (the implication being his reputation with female staff) and
about Patient A17’s disclosure. Dr Rugg accepted that, having been
informed of these matters, he spoke first to Linda Bigwood and then
to William Kerr. Dr Rugg recognised that it appeared Linda Bigwood
was being sidelined and demoted, due to her “whistle-blowing”
behaviour. However, he denied that his contact with Linda Bigwood
was in any way intended as a threat to her. His evidence was as
follows:

“I spoke to her [Linda Bigwood] with the intention of trying to
say, look, what you are doing at the moment is actually making
you the complaint, and it may be you that will suffer...

“I was going to her with the intention, and I do not think this
came across, of suggesting that if she had a complaint against

a doctor and had some evidence for it and if the people that she
had taken it to were not doing anything about it — or it
appeared to her they were not doing anything about it — perbaps
she should consider taking it somewbere else. I remember
suggesting possibly the GMC, not actually knowing bow you

do that...

“I may bhave said, and probably did say, ‘look, if you carry on
with the present course that you are on at the moment, Dr Kerr

is still going to be sat there doing his job in six months’ time, the
same way he is doing it now, you run the risk of getting the sack,’
or something like that. I certainly did not threaten bher with it.”
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For the record, we conclude that Dr Rugg was not intending to
threaten Linda Bigwood — it may well be that his words and actions
were motivated by concern for her. However, Linda Bigwood
reasonably interpreted Dr Rugg’s words as warning her that she was
in danger of losing her job if she took the matter any further. Dr
Rugg’s words undoubtedly confirmed to Linda Bigwood her belief
that the move to a geriatric ward was related to her having
complained.

Dr Rugg spoke to William Kerr, who he described as being “rattled”
by the allegation, threatening to resign if an investigation were
launched. However, despite what was at best an ambiguous response
by William Kerr, certainly short of any convincing explanation or
denial, Dr Rugg took no action to pursue either William Kerr’s
alleged behaviour or the apparent treatment of Linda Bigwood,
despite being a member of the Hospital Management Committee.

The initial response to Linda Bigwood's written complaint

8.54
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The story of what happened to Linda Bigwood’s written complaint
is one that spans almost five years. The story itself is a salutary one
of management failures at every level. It is a story that ended in
1988 with the words:

“With regard to Dr Kerr, as he will be leaving the employment of
this authority in six months [due to retirement], there is little
effective action the RHA [Regional Health Authority] could take
against him, even if we subsequently felt it was justified.”

However, it would be incorrect to characterise what occurred
following submission of the written complaint as total inactivity.
Indeed, four apparently positive actions were taken at the outset:

e Steps were taken to meet with Linda Bigwood.
e Patient A17 was visited.
e The matter was referred to the Regional Health Authority.

e An investigation was instigated, carried out by Mr Wilk, Director of
Nursing Services (Mental Illness).
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Meeting with Linda Bigwood
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The District Nursing Officer, Mr John Corbett (now deceased), had
been one of the recipients of the written complaint, sent to him
under cover of a letter dated 26 October 1983 from Mr Kineavy of
COHSE, acting on behalf of Linda Bigwood.

Mr Corbett responded to COHSE the following day to inform them
that “an enquiry will take place, the exact nature of which is not yet
decided... [I] will make every endeavour to ensure a rapid
resolvement of the stated grievances.”

From the outset, it appears, perhaps due to COHSE'’s involvement,
that the focus was on “the grievances of Linda Bigwood” and there
was a failure to focus on the patient safety issues raised by the
extremely serious allegations against William Kerr. Of particular
significance is that no attempt was made to analyse the written
complaint and set out the number of allegations against William Kerr
and the potential sources of information and lines of inquiry. In other
words, there was no investigation: in concentrating on the

messenger, the substance of the message was both lost and ignored.

Soon after receiving the written complaint, Mr Corbett discussed the
matter with Mr Ingham, the District Administrator (and later District
General Manager). Mr Ingham’s oral evidence to the Inquiry was that,
because Linda Bigwood’s written complaint was not an easy
document to get into (he described it as long and wandering) and
because the covering letter from COHSE referred to a grievance, he
believed that:

“Mr Corbett saw it as primarily, until he met Sister Bigwood, a
complaint about the way Sister Bigwood had been treated, rather
than primarily a complaint about the way a patient had been
abused.”

Mr Corbett invited Linda Bigwood to attend an interview,
accompanied by Mr Kineavy. The expressed purpose of the meeting,
according to Mr Corbett, was to “establish, as clearly as possible, the
facts arising from [Linda Bigwood’s] complaints, in order that I may
process these further”. The meeting was originally set for Monday

7 November 1983; however, this was inconvenient for Linda
Bigwood, and the meeting was therefore rescheduled for

21 November 1983.
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Linda Bigwood described how a written retraction by Patient A17
was “waved under [her] nose” at this meeting.

As set out above, on 18 July 1983 Patient A17 had written a short
note: “I wish to retract any allegations I made against Dr Kerr.” There
had been a suspicion that this written retraction had been instigated
by William Kerr in the one-to-one meeting he had had with Patient
A17 on 4 July 1983. However, the written retraction presented to
Linda Bigwood at the meeting on 21 November 1983 was a far more
comprehensive retraction, reading as follows:

3.11.83
Dear Sir,

I am writing to you concerning a disturbing matter which arose
during the time I spent recently in Clifton Hospital.

Whilst talking to one of the nurses I made allegations against Dr
Kerr which were unfair and were interpreted by the nurse to be
of a sexual nature.

I would like to assure you that there was in fact no sex involved
and whatever I said was done so out of bitterness at the time on
my part which I regret completely.

1 just wish the matter to be forgotten and to treat Dr Kerr with the
respect he has always commanded.

Yours faithfully
[Patient A17]

Despite being addressed as “Dear Sir”, the letter had in fact been
addressed and sent to Anne Tiplady.

Linda Bigwood was immediately suspicious that this letter had not
been freely sent by Patient A17, and arrived just before the time
when the issue of an inquiry was being considered. It was possible
that someone had applied pressure to her to write such a letter. The
obvious suspect was William Kerr.

In fact, correspondence reveals that in November 1983 Dr Wintersgill,
Specialist in Community Medicine of the District Health Authority,
and Mr Price, consultant surgeon and member of the District
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Management Team (DMT), met William Kerr at Clifton Hospital to
inform him of what was going on.

According to Mr Ingham’s oral evidence to the Inquiry, Dr Wintersgill
was highly thought of and was a senior member of the District
Health Authority team. He was perceived to be someone suitable to
deal with such a matter in Dr McIntosh’s (the District Medical Officer
(DMO)) absence on holiday and then due to sickness. However, Dr
Wintersgill was not a member of the DMT, and it seems likely that
this was the reason the decision was taken that he should be
accompanied by a member of the DMT, Mr Price. The decision to
send two people may also have been a reflection of the fact that,
according to Dr Wintersgill, “Consultants were seen by the DMT as
not untouchable exactly, but very difficult to get to, assuming there
was any reason to do this.”

It appears from the correspondence that, at this meeting, the second
(3 November 1983) letter of retraction from Patient A17 had not been
received, suggesting this meeting must have taken place during the
first few days of November 1983 (before the letter of 3 November
1983 was received). Dr Wintersgill’s evidence to the Inquiry was that
the meeting with William Kerr took place on 3 November 1983, the
letter of retraction being written on the same day and posted on the
next day. The timing strongly suggests to us (as it did to Anne
Tiplady) that the letter of retraction was written at the instruction of
William Kerr (or of his unidentified “supporters”). This point is
perhaps an indicator of a wider malaise: the investigation in relation
to the disclosure was so superficial, so “shallow” (to use Mr Wilk’s
word in the February 1984 Report), that in truth it was no
investigation at all. The coincidence of the letter of retraction being
written very shortly after William Kerr had been alerted to the
ongoing inquiries about him is striking. Indeed, Linda Bigwood felt
so concerned that someone had put pressure on Patient A17 to
obtain the retraction that she drove straight from the meeting (held at
Bootham Park) to Clifton Hospital, where she first attempted to see
William Kerr, and after failing to obtain any response from knocking
on his door, went straight to Anne Tiplady’s office where she
accused Mrs Tiplady of participating in a “cover-up”.
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The referral to the Regional Health Authority
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Despite the production of the written retraction from Patient A17 at
the meeting on 21 November 1983, Linda Bigwood’s complaint was
not entirely dismissed, and neither were her concerns that the
retraction had been obtained under duress. A decision was taken at
the meeting that Mr Corbett would refer the matter to “the Authority”
(presumably the Regional Health Authority) and recommend “an
enquiry to be carried out by an unbiased committee”.

Mr Ingham explained that, despite the fact that his role as District
Administrator included controlling the secretarial aspect of dealing
with formal complaints, he had little involvement at this stage
because:

“it was not regarded as a complaint in that sense. It came in
as a grievance. And in that grievance was seen the possibility
of major disciplinary action or investigation, potentially
disciplinary action against a consultant. So I do not think the
people who were ever involved, or indeed I, ever regarded it as
a complaint in that sense.”

The referral up to Region was, according to both Dr Wintersgill and
Dr Turner, the normal procedure. Complaints against doctors would
go first to the DMO (Dr McIntosh) or, in the present case,

Dr Wintersgill, who effectively stood in as a deputy on this issue.
The DMO would then refer the matter on to the Regional Health
Authority where it would become the responsibility of the Regional
Medical Officer (RMO).

It seems likely that it was Dr Wintersgill who took the step of
communicating the complaint by Linda Bigwood to Dr Turner, the
RMO, on 29 November 1983. While Dr Wintersgill's evidence was
that he first heard of the matter from Hugh Chapman (the Regional
Legal Adviser), this does not fit easily with the fact that he had
already, in early November, been involved in seeing William Kerr on
behalf of the DMT.
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Dr Turner responded to Dr Wintersgill on 1 December 1983 in the
following terms:

“My involvement as RMO concerns the serious allegations made
by the patient against the consultant, Dr Kerr, which, if
substantiated, would lead to consideration either by GMC or
through other disciplinary procedures. The letter from [Patient
A17] dated 3 November 1983 indicates that there is no matter of
complaint.

“Unless this position alters either through any investigation of the
nursing elements of the complaint or, alternatively, by further
approach to [Patient A17], then there would seem no action that
I should take and I am grateful for your information.”

Dr Turner’s evidence was that he was never shown the written
complaint of Linda Bigwood and thus was never made aware of the
more wide-ranging allegations of sexual abuse by William Kerr of a
number of patients. His evidence to the Inquiry was that he, as RMO,
would have been responsible for matters of serious misconduct by a
consultant, such as sexual relationships with patients, and that he
would have instigated an investigation and taken steps to alert the
GMC:

“Any person in my position seeing a document of this kind
[Linda Bigwood's written complaint], the alarm bells would have
been ringing like Westminster Abbey.”

A criticism of Dr Turner made by Mr Ingham was that he:

“rapidly absented bimself from the scene and said ‘Complaint

)

withdrawn, nothing to do with me, over to you’.

It appears that the Regional Legal Adviser, Hugh Chapman, also
became involved and is recorded as giving the following advice:

e There should be an inquiry into the complaint by Linda Bigwood
against nurse management at Clifton Hospital.

e There should be an interview with Patient A17 to assess the
possibility that her retraction had been made under duress.

It was Mr Ingham’s view that Mr Chapman effectively started to direct
affairs on behalf of the Region. However, Mr Chapman’s evidence to
the Inquiry was that he too was not aware of the detailed content of
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Linda Bigwood’s written complaint because, if he had been made
aware of it, he would have advised the immediate involvement of the
police. We will return to Mr Chapman’s involvement later in this
section of the Report.

In accordance with Mr Chapman’s advice, steps were taken to
arrange for Patient A17 to be interviewed — but by this time it was
almost six months after the initial disclosure. Speed was clearly not
of the essence. A letter was sent to Patient A17 on 5 January 1984
enquiring whether she would be prepared to meet Dr Wintersgill and
a psychiatric nurse, Miss Armitage. This letter was copied to Patient
A17’s GP, Dr Smith, on the basis that Patient A17 might wish to
discuss the matter with her GP, who, according to the letter, had
been forewarned that an approach was to be made to Patient A17.

This letter strongly suggests that Dr Smith (contrary to her oral
evidence to the Inquiry) was fully aware of the disclosures made
by Patient A17 about William Kerr and the concern surrounding the
possibility of duress being applied to her in order to secure a
retraction. Although Dr Smith denied any recollection of the letter,
an inspection of Patient A17’s GP notes revealed that it had been
received by Dr Smith’s surgery.

Patient A17 meets Dr Wintersgill and Miss Armitage

8.79

Patient A17 agreed to see Dr Wintersgill and Miss Armitage, and the
meeting took place at her home on 12 January 1984. A report was
made of the meeting. This recorded that Patient A17 repeated that
her allegations against William Kerr were untrue and that they had
been made out of bitterness. She explained that this bitterness was
due in part to the role he had played in advising her to have a
termination of pregnancy some years previously, and partly as she
feared he would not accede to her request to stay longer in hospital.
She also stated that she had made similar allegations about William
Kerr on previous occasions, all of which were untrue. Her
explanation for sending a second written retraction, dated

3 November 1983, was that she had received a postcard from Linda
Bigwood indicating that further action was being taken and she
(Patient A17) wished to stop this going ahead. Apparently no
request was made to see the postcard, and, almost unbelievably,
Linda Bigwood was not even asked to confirm that a postcard had
been sent.
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8.80 The assessment made by Dr Wintersgill and Miss Armitage in their

8.81
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report dated 15 February 1984 was as follows:

“Patient A17 was apparently honest and frank throughout the
interview and showed a very clear and firm understanding of
her mental state at the time she had made her allegations. We
recognise the limitations of an interview between doctor/nurse
and a patient in such circumstances since it might present a
clinical rather than a non-clinical atmosphere with the
influence this could have in reaching conclusions. Patient A17,
however, gave no indication at any time that ber retraction

of the allegations had been inappropriate or that the retraction
had been made under duress. Accordingly, we must accept
what she says.

“In our view it must be questioned whether the decision to ask

Dr Mortimer to arrange a private interview between Patient A17

and Dr Kerr was wise, given that the allegations made had not
at that stage been considered fully. There must also be some
doubt about the interview having taken place in private. These,
however, are separate points.”

This interview marked the end of any further consideration of
Patient A17’s allegation, although, according to Mr Ingham, there

remained at least for himself “a sort of uneasy feeling”. Patient A17

had retracted her statement and had stood by that retraction, leaving

the authorities with little option but to accept her stance. What is

less understandable is the fact that, given the unease that continued

to surround Patient A17’s retraction, no attempt was made to
investigate the written complaint by Linda Bigwood that William
Kerr was serially abusing other patients.

Mr Ingham described the pursuit of the complaint of sexual
misconduct by William Kerr in the following terms:

“In terms of the substantial allegation of sexual abuse, it was
taken further in the sense that Dr Wintersgill and Ms Armitage

saw the patient, who withdrew the allegation, and, not only that,

gave a credible explanation for ber bebhaviour. All roads in the
complaint, I think here and in Sister Bigwood's original
document, led to the patient, with the possible exception of the
Meg Jones comment.”
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On this, Mr Ingham was, of course, mistaken — there were a number
of allegations against William Kerr that stood independent of Patient
A17. His description continued:

“Once the patient had withdrawn, credibly, I presume that Mr

Chapman in discussion with Dr Wintersgill — but I would guess
the predominant figure would be Mr Chapman — took the view
that no further avenues could or should be taken.”

The Wilk Inquiry

8.84

8.85

8.86

8.87

In accordance with Mr Chapman’s legal advice, in addition to
interviewing Patient A17 there was an inquiry into the complaint by
Linda Bigwood against nursing management. This inquiry led to a
report entitled Report of a Nursing Management Enquiry into a
Written Complaint Submitted by Deputy Sister Bigwood.

At the request of John Corbett, the inquiry was chaired by Mr Ray
Wilk, the Director of Nursing Services (Mental Tllness). Accompanied
by Mr C Flanagan, Authority Nurse, Mr Wilk conducted a number of
staff interviews.

The Wilk Inquiry considered the attitude of nursing staff to
psychiatric patients and the system for handling complaints.
However, without any explanation, it entirely excluded from its remit
the most concerning aspect of Linda Bigwood’s complaint, namely
that a consultant psychiatrist was allegedly sexually abusing his
female patients and that knowledge of these allegations was
widespread among other healthcare professionals, including GPs.
It also excluded from its remit any consideration of the one-to-one
interview of Patient A17 by William Kerr, although Mr Wilk (when
giving evidence to the Inquiry) was at a loss to explain why this
matter was excluded.

In his evidence to the Inquiry, Mr Wilk was clear that his remit was
limited to investigating the way nursing management had handled
the complaint (relating to Patient A17) that Linda Bigwood had
raised. He was clear that his remit excluded any consideration of the
substance of Patient A17’s allegation (whether she had in fact been
having a sexual relationship with William Kerr); neither would it
appear that he ever considered it his role to investigate the
allegations that William Kerr was having sexual relationships with
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other patients (although he must have been aware of the allegations,
having been given a copy of Linda Bigwood’s written complaint).

Mr Wilk was completely at a loss to explain to us why, given that his
task was to investigate the way the complaint was handled, he did
not examine why and how William Kerr came to have a one-to-one
meeting with Patient A17 as soon as he learnt of her allegations.

He acknowledged in his evidence that his jurisdiction reached
beyond simply nursing staff and extended, for example, to Mr
Parsons as an administrator and Dr Mortimer as a member of the
doctors’ team. He was unable to explain to us, therefore, why
William Kerr was excluded from his investigations.

All staff interviewed by Mr Wilk were given the opportunity to be
accompanied by a representative of their trade union or professional
organisation. The report that Mr Wilk subsequently produced
consisted of brief summaries of these interviews, followed by a
number of findings of fact and seven conclusions.

Mr Wilk interviewed the following members of staff:

John Monk-Steel, Nursing Officer;

Jill Busby, Nursing Officer (nights);

e Pauline Brown, Ward Sister;

e Barbara Wearing, Sister (nights);

e Keith Parsons, Unit Administrator;

e Dr Ann Mortimer, Senior House Officer;

e Alan Greenfield, Charge Nurse, Ash Tree House Ward,
e Anne Tiplady, Senior Nursing Officer; and

e Linda Bigwood, Deputy Sister.

Mr Wilk found the following facts:

1. Mr Monk-Steel was asked to carry out the initial investigation into
a potentially very serious complaint. He did not have the
necessary training/experience and skill to undertake this task.
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10.

11.

12.

13.

14.

The patient, Patient A17, was not “protected” when subjected to
a “private interview” with William Kerr, after he became aware of
her complaint.

Although Miss Bigwood expressed dissatisfaction with the way in
which the complaint was being handled, no positive steps were
taken to remedy this matter.

The subject matter of Mr Monk-Steel’s appraisal/counselling was
not recognised.

Mr Monk-Steel was not involved in either the decision to allocate
Miss Bigwood to Ash Tree House Ward or the decision to transfer
her to Rosedale Ward at Clifton Hospital.

There was a generally “dismissive attitude” displayed in response
to the complaint. Because Patient A17 was a psychiatric patient,
she was not taken seriously.

Mrs Busby did not consider it necessary to pursue comments
made by Patient A17 over several years.

There was a totally dismissive attitude on the part of Sister
Brown. She was unable to “respect” the view that a psychiatric
patient could relate a story that had to be taken seriously.

Sister Wearing did not reach a conclusion on whether the facts
as given by Patient A17 were true or false.

Sister Wearing failed to share Patient A17’s disclosure about a
sexual relationship with William Kerr with another senior
member of the nursing staff.

The discussion on this complaint between senior officers was so
informal that no positive action was taken or suggested by the
Unit Administrator (Mr Keith Parsons).

The Unit Administrator did not follow up or get involved in a
serious complaint regarding a consultant psychiatrist at Clifton
Hospital.

Dr Mortimer, in retrospect, felt that she had not satisfied herself
fully on the level of skills Miss Bigwood had in counselling.

There was real evidence of a breakdown in relationships
between Mr Greenfield and Miss Bigwood.
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20.

21.

22.

23.

24.

25.

20.

27.

28.

29.

Both Mr Greenfield and Miss Bigwood made no “real effort” to
resolve their different points of view.

The Unit Nursing Officer failed to address himself to the inter-
personal relationship problems on Ash Tree House Ward, which
were inevitably having an effect on its functioning.

The Unit Nursing Officer failed to carry out any system of staff
appraisal that actively involved staff, and, therefore, staff were
not informed of their strengths/weaknesses.

There was ineffective monitoring of the developments of nursing
staff roles.

Mrs Tiplady asked an inexperienced nursing officer to investigate
“a complaint” that was potentially very serious.

Mrs Tiplady failed to discuss in detail this very serious matter
with another senior officer.

Mrs Tiplady failed to keep any record of this incident or of the
investigation.

There was a dismissive attitude towards a psychiatric patient with
a “track record” and therefore the allegation was not fully
investigated.

The patient was subjected to an interview alone with William
Kerr.

Mrs Tiplady, as the Senior Nursing Officer and the officer
accountable for the outcome of the investigative interviews,
did not complete the process by discussing the outcome with
Miss Bigwood.

Counselling, as an extension of the role of the nurse, was not
properly monitored by the Unit Nursing Officer.

Nursing staff on Ash Tree House Ward were not adequately
prepared for their counselling role.

The timing, reasons and decision taken to transfer Miss Bigwood
to Rosedale Ward were unplanned.

The motives for the selection of Miss Bigwood [for transfer to
Rosedale Ward] were unclear.

There were apparent inconsistencies in the handling of the report
[by Linda Bigwood of Patient A17’s disclosure].
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30.

31.

32.

33.

The “report” became a “complaint” because Miss Bigwood felt
that Mrs Tiplady and Mr Monk-Steel were mishandling the
information.

The “normal” procedure of requesting a written statement on a
serious complaint was not followed.

There were serious staff relationship problems on Ash Tree
House Ward.

There was a serious breakdown in communication/relationships
between Miss Bigwood and nursing management.

The seven conclusions of Mr Wilk in his report dated 15 February
1984, were as follows:

1.

There was a serious problem in the attitudes of the staff dealing
with a complaint from a psychiatric patient.

The shallowness of the investigation resulted in the dismissal of
the complaint.

It would not be untoward to question the motives of staff and
the investigative model they adopted as this led to the impression
that there was a “closing of ranks” and consequently a cover-up.

A lack of understanding of the monitoring role of the Senior/Unit
Nursing Officer contributed to the lack of resolution in the staff
relationship problems on Ash Tree House Ward.

The absence of a staff appraisals system for staff on the Acute
Unit contributed to staff continuing to work in roles they did not
clearly understand and for which they did not receive critical
comments.

Senior nursing management did not properly discharge their
responsibilities in connection with the handling of a serious
complaint.

Senior nursing management was unable to offer an acceptable
account of the reasoning used in the deployment of staff.

The first three conclusions are particularly damning and should have
produced some substantial response at a higher, regional, level. The
conclusion, in summary, was that the attitude and motives of the staff
were subject to serious question and concern — there had been a
shallow investigation and at least the impression of a cover-up.
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Where did patient safety fit into the “investigative model”? Tt seems
to have been a low priority, if even considered at all.

Investigations not pursued

8.95

8.96

8.97

8.98

There were three strands arising from the Patient A17/Linda Bigwood
story:

1. the disclosure by Patient A17 of her own alleged sexual
relationship with William Kerr;

2. the reaction by the health authorities (at hospital, district and
regional levels) to that specific disclosure, and to Linda Bigwood
as the messenger; and

3. the wider allegations of sexual abuse by William Kerr (and also
by Michael Haslam) set out in Linda Bigwood’s detailed
complaint.

Strand 1 effectively ended in early 1984 with the visit to Patient A17
by Dr Wintersgill and Miss Armitage — confirmed in the letter to
William Kerr dated 11 April 1984.

Strand 2 effectively ended with the Wilk Report in February 1984,
and the letter to Linda Bigwood from Mr Ingham dated 29 July 1985
stating that “it is possible for a consultant to decide to see a patient
alone, even when a complaint of this nature has been made”.

Strand 3 was to all intents and purposes ignored or disregarded by
the recipients of the Linda Bigwood written complaint, or the wider
allegations were simply not communicated to people who needed to
know — such as Graham Saunders, and (possibly) Hugh Chapman.
But even if Hugh Chapman had seen the wider allegations (and we
suspect that he did), his likely response would have been as set out
in his oral evidence:



202

SECTION TWO: THE WILLIAM KERR STORY

A. If I concentrated on the third strand, as you put it, the
allegations were very vague, and I think I would have looked at
the matter from a practical point of view of the necessity in
disciplinary proceedings of consultants of getting absolutely firm
evidence; the difficulty of persuading patients who might have
been abused to come forward with statements; if they came
Sforward with statements, the difficulty of persuading them to give
oral evidence in proceedings; the cost of the exercise, the waste of
management time and money, and the certain resolute defence
of the practitioner by either the British Medical Association or
one of the defence organisations. Those are practical
considerations, and those would have put out of my mind the
suggestion we follow up the third strand complaints.

Q. In effect, you are saying that those various practical
considerations, all of which militate against taking further the
points raised by Linda Bigwood, would have been the features
that would have caused you to say we are not going to take this
any further?

A. It was not for me to say we are not taking it any further.

Q. Or for you to advise?

A. I would have advised the District Management Team that on
balance, in terms of cost effectiveness, it was not a route to go
down.

Q. Because it was going to be very difficult, very expensive, very
strongly resisted by Kerr?

A. And very time-consuming.

Q. And that would have been your advice, would it, even if the
likes of Mr Corbett, Dr Wintersgill and Mr Ingham bad said to
you, look, we think there is a cloud over this doctor, we are
worried that he might in fact be abusing patients? Those features
that you identified as militating against an investigation would
have done so even if they had said to you things of the sort I have
Just put to you?
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A. I do not think I ever learned of the views of Mr Corbett. Stuart
Ingham in bis evidence, I think, speaks of some feeling of unease.
If I bad been aware of Mr Corbett’s objection and Stuart
Ingham’s unease — and I do not think I was — I do not think my
advice to the DMT would have been different.

Q. You do not think it would have been?

A. I do not think it would have been different.

Q. Even if they bad said to you we are uncomfortable, we think
he might be up to something, you still would have said there is
nothing we can do?

A. Yes.

Q. Sorry, that there is nothing that should be done by way of
Sfurther investigation?

A. Yes.

An analysis of the steps that were taken in response to the written
complaint reveals in stark form the matters that were not
investigated. We have attempted to reconstruct, insofar as this is
possible after such an interval, what might have been revealed had
an attempt been made to investigate the wider allegations made by
Linda Bigwood, namely that Patient A17 was not an isolated case
and that William Kerr was serially sexually abusing his patients, and
that rumours as to his behaviour were widespread.

As set out above, the written complaint made it clear that Patient
A17 had complained to at least four other healthcare professionals.
However, it appears that even those who were questioned by Mr
Wilk were not pressed as to their information concerning William
Kerr’s practices.

Jill Busby (Nursing Officer)

8.101

According to Linda Bigwood, Patient A17 had informed Jill Busby

about her alleged sexual relationship with William Kerr in 1978. The
Wilk Report concluded that Patient A17 had indeed made comments
regarding William Kerr “over several years”, but that Mrs Busby, who
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was found to have a dismissive attitude towards psychiatric patients,
had not pursued these comments. Mrs Busby informed Mr Wilk that
she “had heard other comments regarding Dr Kerr” but that “she did
not wish to quote them”.

There is no indication that she was pressed on this matter and/or
informed of any obligation to give details as to any behaviour that
may have had implications for patient safety.

Had she been pressed, Mrs Busby may have been able to offer more
information regarding allegations of sexual misconduct by William
Kerr.

Sister Pauline Brown

8.104

8.105

8.106

According to the written complaint, at an unknown date, prior to
June 1983, Patient A17 had informed an unnamed member of staff
about her alleged sexual contact with William Kerr. This had, in turn,
been passed on to Sister Pauline Brown. However, Patient A17 was
then seen by William Kerr on a one-to-one basis and retracted her
allegation.

Mr Wilk did question Pauline Brown as to whether Patient A17 had
ever made any complaint to her regarding a sexual relationship with
William Kerr. Sister Brown denied this, adding that she would not
have believed it in any event as she considered Patient A17 to be a
troublemaker. There is no evidence that Sister Brown was questioned
on the specific issue of whether an allegation by Patient A17
concerning William Kerr had been passed to her by another member
of staff, or whether she had been involved in a situation where
Patient A17 had retracted an allegation following a one-to-one
meeting with William Kerr.

We heard evidence from Pauline Brown, who, consistent with her
evidence to Mr Wilk, denied any knowledge of any complaints by
patients of sexual misconduct by William Kerr. We were thus faced
with two broadly contemporaneous accounts, one that Pauline
Brown had been the recipient of a complaint by Patient A17
(forwarded to her by another nurse, according to Patient A17’s
account as recorded in Linda Bigwood’s written complaint) and one
(Pauline Brown’s own evidence to Mr Wilk) that she was aware of
no such complaint.
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For reasons we set out below, we prefer the account set out in Linda
Bigwood’s written complaint, namely that Pauline Brown had been
the recipient of complaints about William Kerr. In Chapter 7 we have
referred to the Patient A26 story. That story is here repeated. Thomas
English was a nurse who worked at Clifton Hospital. In his evidence
to the Inquiry, he referred to a specific incident in approximately
March 1979 when he had received an expression of concern from a
patient (whose identity he could not recall) who did not want William
Kerr to visit her at home, as she alleged he had previously attended
her home unannounced and she had felt sexually intimidated. In
summary, the patient (who was then an inpatient) stated that William
Kerr had sexually propositioned her in her own home, and she was
fearful that, following her discharge, he would do it again.

Thomas English reported this matter to Pauline Brown, who
responded by informing William Kerr of the allegation. Thomas
English was subsequently taken by Pauline Brown to William Kerr’s
office and questioned about the matter. William Kerr convinced Mr
English that the complaint was malicious and the matter was taken no
further. While this account does not fit entirely with Linda Bigwood’s
written record and possibly relates to a different patient, it does
convince us that Pauline Brown was aware of allegations by at least
one patient regarding William Kerr’s behaviour towards female
patients. It is also significant that, in her oral evidence to the Inquiry,
Pauline Brown, while she could recollect no instance of receiving a
complaint from a patient about William Kerr’s sexual advances, did
accept that had she done so she would have acted broadly in the way
alleged by Mr English, namely by referring the complaint to William
Kerr himself. This adds credence to Mr English’s recollection of events.

Mr English’s evidence has further consequences. As we have noted
elsewhere, the concerns of the patient he referred to were simply
fobbed off. He spoke to Sister Brown, she spoke to William Kerr,
William Kerr denied any wrongdoing — end of inquiry and end of
complaint. We do not know what happened to Patient A26 — she is
not known to the Inquiry and we have only her first name. The
effect of Mr English’s evidence is that the concerns of the patient
were entirely discounted (even suppressed) by the joint effort of
William Kerr and Sister Brown. At almost exactly the same time, in
the spring of 1979, Patient A22 was making a very similar complaint
to her GP, Dr Wade, and to the police of a domiciliary visit by
William Kerr and of a sexual proposition. That complaint was taken
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by the GP to Michael Haslam on 3 April 1979, when, so we
conclude, the complaint came to a dead end. There is now evidence
not only of a cultural problem at Clifton Hospital (and in the wider
local NHS) that allowed concerns and complaints not to be
investigated, but, arguably, of something close to conspiracy to
suppress expressions of concern, disclosures of sexual misconduct
and tolerance of sexualised behaviour towards patients.

Had disclosures of sexual misconduct by William Kerr been more
actively pursued, the account of the patient who had voiced
concern to Mr English may have come to light.

Sister Barbara Wearing

8.111

8.112

8.113

8.114

According to Linda Bigwood’s written complaint, in 1982 Patient A17
told Sister Barbara Wearing about her alleged sexual involvement
with William Kerr. Sister Wearing’s response was said to have been
sympathetic.

Sister Wearing was asked about this matter by Mr Wilk and she stated
that she recalled a conversation with Patient A17, “part of which
related to a sexual relationship the patient had with Dr Kerr whilst
attending the outpatient department in Harrogate”. Sister Wearing
said she reached no conclusion on whether the facts were true or
false (although she noted that Patient A17 was coherent and lucid at
the time of the disclosure). She accepted that she did not report the
matter to any other staff.

Linda Bigwood’s written complaint recorded her own interview with
Sister Wearing who, on that occasion, apparently accepted that she
had received an allegation and had believed Patient A17, but felt
there was nothing she could do about it, as she could not prove
anything. Further, Sister Wearing informed Linda Bigwood that she
had come across similar complaints from many female patients over
the years and she was prepared to put in writing what she had been
told by Patient A17. None of these matters, all of which were noted
in the written complaint, were put to Sister Wearing by Mr Wilk.

Had Sister Wearing been questioned specifically on the similar
complaints she had heard from other patients, she may have
referred, among others, to the case of Patient Al4.
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Patient A14 was seen by William Kerr on a domiciliary visit in 1972.
She alleges that on that occasion she was indecently assaulted.
Patient A14 claims that she informed a nurse, “Rachel”, the following
day, who is said to have responded that “everyone knew what Bill
Kerr was like”. At subsequent domiciliary visits, William Kerr
allegedly insisted on discussing her sex life, not the specific problem
that she suffered from (agoraphobia). Patient A14 was admitted to
Clifton Hospital under the care of William Kerr in February 1976 and
alleges that it was on this occasion she alleged to Sister Wearing that
she had been indecently assaulted.

We have had the advantage of considering a whole range of
allegations against William Kerr, and thereby seeing for ourselves
links and connections, similarities of description, etc. We accept that
the decision makers in 1983 and 1984 did not have this information.
However, at least part of the explanation for their lack of
knowledge is because of the poor quality of the investigation.
Opportunities to gather information were missed. For example,

had Sister Wearing been asked by Mr Wilk (or by some other
investigator) to put in writing the other disclosures she had received
(as she was apparently prepared to do) a number of other victims
may have been revealed. The difficulty of carrying out any useful
investigation in 2004, so long after the event, was particularly
apparent in the case of Sister Wearing, whose oral evidence was
that she had no recollection of any patient ever complaining to her
about sexual advances by a consultant. We accept that memories
may have faded after such a period of time, and thus do not
conclude that Sister Wearing was obstructing the Inquiry. However,
insofar as there was a discrepancy between her recollection as

at 2004 and the contemporaneous documentary evidence, which
suggested that she was in fact the recipient of a number of
complaints about William Kerr’s sexual misconduct but failed to
take any action, we prefer the contemporaneous evidence.

A further line of inquiry that could have been followed but was not,
despite Sister Wearing’s evidence, was an investigation into the
running of the Dragon Parade clinic, which was the stated location
of many of the alleged incidents of abuse by William Kerr, some of
which are said to have occurred out of hours — often on a Friday
afternoon/evening.
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According to Linda Bigwood’s written complaint, Patient A17 had
informed her GP about her alleged sexual relationship with William
Kerr. The GP had allegedly responded that she should write a story
for a woman’s magazine about it. Patient A17’s GP was Dr Margaret
Smith and it is assumed that this is the GP who is referred to in the
written complaint, although she is not specifically named. Dr Smith
was not questioned by Mr Wilk, or by anybody else, about this
allegation. Dr Smith’s evidence to the Inquiry was confused. Her first
written statement said this:

“Patient A17 consulted me at my surgery in November 1983 and
January 1984, and told me of a long-term sexual relationship
between herself and William Kerr. She did not wish to make any
complaint but rather seemed concerned that it had ended.”

That account is entirely consistent with Linda Bigwood’s recollection
of the terms of the disclosure made to her in June 1983, and also fits
comfortably in time terms with the letter written by Dr Wintersgill.

Dr Smith changed her evidence from that initial acceptance that in
1983/84 Patient A17 had disclosed to her a sexual relationship with
William Kerr to a position where she denied any knowledge of the
allegations against William Kerr until a time shortly prior to his
retirement in 1988. In summary, she gives the following reasons for
fixing on that date rather than the earlier date:

e The disclosure was made around the time of William Kerr’s
retirement, which we know to be in September 1988.

e At the time of the disclosure, Patient A17 was living opposite
Harrogate District Hospital.

e By that time, Patient A17 was seeing a female consultant
psychiatrist, Dr Marilyn Loizou.

e There had been a recent admission to Clifton Hospital, which was
from 28 December 1988 to 9 January 1989.

Notwithstanding those reasons, and Dr Smith’s insistence, the Inquiry
is entirely satisfied that the original disclosure was sometime in 1983,
and that Dr Smith was aware of Patient A17’s disclosures about a
sexual relationship with William Kerr in 1983 (if not earlier) but failed
to take any action. Dr Smith may have been re-informed in 1988, at
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about the time of William Kerr’s retirement — this would be consistent
with Patient A17’s disclosure to Dr Loizou (and to Vicky Sparks). It is
important to note that Dr Loizou’s recollection — clear after all the
passing years — is that shortly after William Kerr’s retirement, Patient
A17 disclosed to her a sexual relationship with him.

Dr Loizou said this:

“Shortly after my arrival in late 1988 or early 1989, I saw as an
outpatient Patient A17. Sometime after I began seeing Patient
A17, Vicky Sparks, Unit General Manager of Harrogate District
Hospital, informed me that Patient A17 had made a complaint
against Dr Kerr. During subsequent consultations with Patient
A17, it became clear to me that she was extremely cross that

Dr Kerr, who bad treated her previously, had left and had not
contacted ber since his retirement. Patient A17 disclosed to me
that she and Dr Kerr bad had a consensual, sexual relationship.
I was very shocked by this.”

Patient A17 also made a late disclosure of her alleged affair with
William Kerr to Marion Anderson, a clinical psychologist, as well as
to Dr Loizou. Marion Anderson’s response when questioned as to
why, unlike Linda Bigwood, she did not pursue the matter with the
authorities, was that Patient A17 had spoken to her “in confidence”.

Dr Smith’s accepted confusion as to dates may well have extended to
the details of Patient A17’s disclosure. She saw Patient A17 many
times over the years — there are, for example, 15 entries in the
surgery notes for 1983, and 19 entries for 1988. It is very likely that,
in the course of those consultations, Patient A17 told her story more
than once. Indeed, it would be surprising if she had not told her
story more than once. Patient A17 trusted her GP, and the GP was
clearly sympathetic and caring, accepting that Patient A17 was telling
her the truth.

Again, had Dr Smith been interviewed at the time, she may have
been prepared and able to voice concerns about William Kerr from
her standpoint as a GP, in relation not only to Patient A17 but
possibly also to other patients.
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The Harrogate GPs

8.126

8.127

8.128

One of the potentially most alarming aspects of Linda Bigwood’s
written complaint was the suggestion that rumours of William Kerr’s
alleged abuse of female patients were well known to GPs in
Harrogate, to the extent that some would no longer refer young
female patients to him. Not only was the allegation alarming, we
now know that it was consistent with, at least, the evidence of Dr
Wade and the evidence of Dr Plowman, Dr Wade’s junior partner in
the Knaresborough practice (adjacent to Harrogate). Dr Plowman’s
evidence to the Inquiry made it clear that the refusal to refer young
female patients to William Kerr was widespread.

Any investigation in the early to mid-1980s involving the Harrogate
GPs would also have resulted in contact with Dr Givans, who was
in practice in Harrogate and in Knaresborough. At the relevant time,
Dr Givans was, and indeed still is, an active member and officer of
the Local Medical Committee, being Medical Secretary from 1984.
The investigation, if it had taken place, may have (and we
emphasise “may have”) received a different picture from Dr Givans.
His evidence was that, until the 1990s, he was not aware of any
allegations.

No attempt was made to contact the Harrogate Health Authority to
investigate whether there was the reported concern among GPs or,
if such concern existed, the reasons and the evidential support (if
any) for these concerns. This was a serious allegation, and it could
have been investigated — with little inconvenience, and probably at
little cost. The investigation may have ended with Dr Givans, or it
may have resulted in contact with Dr Wade and Dr Plowman (and
others). If Dr Wade had been contacted, he would have mentioned
the complaint in 1979, and the referral of that complaint to Michael
Haslam. Michael Haslam’s apparent failure to do anything in relation
to that complaint would then have been revealed. Pieces would
have fallen into place, alarm bells should have been sounded. But,
as nothing whatsoever was done, it is only possible to speculate as
to the outcome.



THE KERR/HASLAM INQUIRY | 211

8.129

8.130

8.131

Graham Saunders, the District Administrator of Harrogate Health
Authority from 1982 to 1985, informed the Inquiry that Linda
Bigwood’s complaint was never forwarded to him, nor was he ever
made aware of any concerns about William Kerr. While Mr Ingham’s
evidence was that he had discussed the issue with Graham Saunders
(the pair met frequently on a social basis), he accepted that the
mention would not have extended to a detailed account of the fact
that GPs in Harrogate were said to have concerns. Mr Ingham
viewed this sort of communication between districts as falling to

Dr Wintersgill, or those at Region, to instigate.

Graham Saunders’ evidence was that, had he been informed that
there was a concern that Harrogate GPs were not referring patients
to William Kerr due to worries about his sexual conduct, his
response would have been as follows:

“I would have wanted to talk to Stuart Ingham about the
arrangements that they had put in place within York to
investigate this complaint which had come to them, and how
they were seeking to follow up this alleged statement about the
bebhaviour of GPs in Harrogate in relation to referrals, and offer
either to support their investigation in terms of the bebhaviour of
the Harrogate GPs or to offer to work with them, or take over that
element of the investigations.”

Had that investigation of Harrogate GPs taken place, it is likely that
at least some of the GPs who had been recipients of complaints,
some of whom had changed their referral practice in response
(notably Dr Wade), would have, when approached directly, been
able and prepared to provide details that would have provided
grounds for, at the very least, a proper and thorough investigation
of William Kerr’s practice.

Dr Bromham

8.132

According to Linda Bigwood’s written complaint, Dr Bromham was
aware of complaints about her husband, William Kerr, regarding
sexual advances made to patients. Indeed, she was said to have
treated a patient who had attempted suicide following a sexual
relationship with William Kerr. In her oral evidence to the Inquiry,
Dr Bromham denied any contemporary knowledge of allegations
surrounding her husband and sexual contact with female patients
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and also said that she had been entirely unaware of the complaint
pursued by Linda Bigwood implicating her husband.

We find it surprising that Dr Bromham was not aware of allegations
and rumours concerning her husband. Indeed, Dr Rugg, a fellow
consultant psychiatrist, told the Inquiry that he found it difficult to
believe that at the time when the Linda Bigwood complaint was
being pursued in 1983/84 Dr Bromham could have been entirely
unaware of the issue. In addition to the general talk in the hospital,
a number of patients (notably Patient A13 and Patient A15) also
allege that they had specifically told Dr Bromham about concerns
they had regarding William Kerr.

Certainly, had Dr Bromham been asked about whether she had any
awareness of any such allegations against William Kerr during his
career, she would, in order to have answered truthfully, have had
to have disclosed the circumstances leading to William Kerr leaving
Northern Ireland.

However, it is unnecessary for us to explore Dr Bromham’s state of
knowledge any further. Whether or not she was aware of the
concerns and complaints, it is clear that she was not interviewed in
1983/84 nor at any time before her husband’s retirement in
September 1988.

Other consultants

8.136

8.137

While not specifically referred to in Linda Bigwood’s written
complaint as a source of potential information, an obvious route for
anyone investigating the allegations would have been to speak to
consultant colleagues of William Kerr. In addition to Dr Bromham,
the others approached could have included Dr Rugg and Michael
Haslam.

Dr Rugg had a number of concerns about William Kerr, ranging from
general gossip concerning wandering hands (towards female
members of staff), to two specific cases where patients were referred
to him, having expressed disquiet at alleged sexual overtones during
William Kerr’s consultations. He was clear in his oral evidence that,
while he accepted that he had not initiated any investigation into
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William Kerr’s practice, had he been approached for his views he
would have passed on his concerns.

8.138 Had Michael Haslam been asked whether he was aware of any
concerns being expressed about William Kerr, in order to answer
truthfully, he would have had to reveal the conversation he had
had with Dr Wade in 1979, that a patient had made an allegation
of sexual assault against William Kerr.

Linda Bigwood

8.139 In her written complaint, Linda Bigwood refers to two other patients,
one of whom had been informed by a fellow patient of an alleged
sexual assault by William Kerr in a linen cupboard and another who
complained that William Kerr flirted with her during a domiciliary
visit. Mr Wilk did not question her about either of these accounts.

8.140 We have not been able to establish who these patients were, given
the passage of time. However, had there been a contemporaneous
investigation, there is the possibility that this may have produced
a statement by a patient or patients prepared to make complaints
against William Kerr.

Dr Mortimer

8.141 Dr Mortimer was questioned by Mr Wilk, but this questioning did not
extend to her alleged remark to Linda Bigwood that she had been
warned that William Kerr was a womaniser. Such questioning would
have alerted an investigator to the significant amount of rumour that
we heard about concerning William Kerr’s reputation as a “ladies’
man” and a “flirt”. At this point, we refer back to the evidence of
Mr Monk-Steel, who told us — based on a lengthy career in mental
health nursing — that William Kerr and Michael Haslam “were the
only two consultants of whom I have heard any vague rumours in
relation to their sexual impropriety whilst working in the psychiatric
service”.

Social worker

8.142 One of the very specific references in the written complaint is to the
“friend of a social worker” who claimed to have been propositioned
by William Kerr. Had Linda Bigwood been pressed for the name of
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this social worker, it would have led to Patient A13. Significantly,
Patient A13’s evidence to the Inquiry was that, had she been
approached in the mid-1980s, she would have been prepared to
pursue a complaint against William Kerr.

Meg Jones

8.143 At the very end of the written complaint, Linda Bigwood refers to
Meg Jones, the Senior Social Worker at Clifton Hospital. According to
Linda Bigwood, Meg Jones and her colleagues “had all heard similar
things in the past about him”. Had Meg Jones been approached, then
it is likely (based on her evidence to our Inquiry) that she would not
have supported Linda Bigwood’s account. She told us:

“Linda Bigwood was reporting facts of which I knew nothing.
Neither I nor my colleagues had ever had a complaint against
Dr Kerr and I would have known because my job by this time
was supervision of my social workers. I saw them every week; we
discussed their cases. Anything like this would have come up in
our supervision sessions, and we had a very close relationship
anyway in our department, and I was angry that she used a
casual remark of mine to include me without permission in her
report. She seemed to me to be throwing accusations around in
an irresponsible way and I did not want to be identified with it.”

8.144 However, there may have been more fertile ground in relation to
that part of Linda Bigwood’s written complaint which refers to Meg
Jones having received a similar (i.e. concerning sexual misconduct)
complaint about Michael Haslam. Had she been questioned about
this it would have been revealed that this complaint, concerning
Patient AB, had been referred to Mr Holroyd in 1981 but that no
action had been taken, and it is possible that at this stage a link
would then have been made between the previous complaint by
Patient B2, leading to an investigation of Michael Haslam.

Events after the Wilk Report

8.145 Following completion of the Wilk Report, and having interviewed
Patient A17 regarding her retraction, an attempt was made to close
down the issues in Linda Bigwood’s written complaint. On 5 April
1984, a letter was sent to Mr Kineavy of COHSE from Mr Corbett (the
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initial written complaint having been forwarded by Mr Kineavy to Mr
Corbett in late October 1983). This letter stated as follows:

Complaint by Deputy Sister Bigwood

Further to the above complaint, all investigations have now been
carried out and the decisions reached are as follows:

In the light of the fact that the patient who made the original
complaint to Deputy Sister Bigwood subsequently withdrew this
complaint, stating that there was no truth in ber accusation, we are
left with little alternative but to ignore the original complaint laid.

With regard to the handling of the complaint by nurse managers
at Clifton Hospital, the senior nurse managers in this district were
dissatisfied with the handling of such a complaint, and they have
counselled those senior managers in consequence of their failures
in this direction so that, in future, complaints raised by staff are
dealt with in the prescribed manner in all units in this district.

Anne Tiplady’s personnel file records that she was counselled
regarding the management of the complaint when it was initially
raised, and advised that poor judgement had been exercised in
allowing an inexperienced nursing manager (John Monk-Steel) to
carry out interviews in a potentially serious situation.

A few days later, on 11 April 1984, a letter was sent from Dr
Wintersgill to William Kerr (Dr McIntosh, Mr Ingham and Mr Corbett
being copied in to the letter). This stated:

Dear Dr Kerr,

You are aware that investigations have been taking place into
allegations by Deputy Sister Bigwood that a complaint she had
made on a patient’s behalf was mishandled. The patient had
claimed that there had been an improper relationship between
you and berself so Mr Price and I met you at Clifton Hospital in
November to acquaint you with what was happening.

I am now writing to let you know that the statement made by the
patient was withdrawn by letter and subsequently at interview
when she said that there was no truth in any allegations that she
had made. The original complaint has therefore been ignored.
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Engquiries showed, bowever, that the nurse managers at Clifton
Hospital had not used appropriate procedures for dealing with
complaints and have been counselled about their failures and
aduvised to use prescribed methods in future.

I am sorry that the investigations have taken so long and for any
anxieties that this unfortunate occurrence may have caused.

Therefore, in summary, the only response to the Wilk Report appears
to be that “nurse managers... have been counselled about their
failures” (this is a reference to Anne Tiplady and John Monk-Steel)
and that William Kerr received an apology for any anxiety he had
been caused.

So far as we have been able to discover, there was no management
response to the conclusions that there had been a shallow
investigation, the appearance of a cover-up, the automatic disbelief
in psychiatric patients, and the arranging of a one-to-one meeting
between Patient A17 and William Kerr. We were not offered any
explanation for that lack of response. There is also a concern here
that nurses were being asked to undertake an investigation into
issues that were not, primarily, their responsibility. They were then
blamed when the investigation proved flawed.

Linda Bigwood continues to pursue her complaint in 1984

8.150

8.151

Linda Bigwood was not content with the handling of her written
complaint. Indeed, only 10 days after the letter of 5 April 1984, in
which Mr Corbett had sought to conclude the matter, stating that
investigations (the Wilk Inquiry) had been carried out, Linda
Bigwood was writing to Jim Docherty, Branch Secretary of COHSE,
reporting allegations that Michael Haslam was having an affair with
a patient and that this had been reported to Nurse Alan Greenfield
(although Linda Bigwood was not aware of the details, this was in
fact a reference to Patient B3) and voicing her disquiet that William
Kerr had been told that the matters she had raised (concerning his
alleged sexual misconduct) would not be taken any further.

Linda Bigwood’s concern at the handling of her written complaint
was formally communicated to Mr Corbett, by means of a letter dated
20 July 1984 from Mr Robinson, the Regional Officer of COHSE. This
letter requested a meeting with Mr Corbett to discuss the original
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complaint. No response was received and Mr Robinson therefore
chased Mr Corbett for a reply on 15 August 1984.

According to Linda Bigwood, there was a meeting between Mr
Robinson and Mr Corbett to discuss her dissatisfaction at the handling
of the complaint. At this meeting, Linda Bigwood alleges that Mr
Corbett informed Mr Robinson that “Kerr intended to ‘crucify’ me,
that he would sue me” — if true, intimidation in the extreme.

In March 1985, Linda Bigwood compiled a further summary of
events, stating that in her view the Wilk Inquiry had been “bogus”
and that the matters she complained of remained “unresolved”.

This summary set out Linda Bigwood’s version of events, month by
month, between June 1983 and October 1984. It also set out the
following “notes”, which make it clear that the allegations being
made went far beyond the case of Patient A17, and indeed beyond
William Kerr, to include allegations against Michael Haslam.

NOTES

1. During the course of events outlined in the previous pages,
three senior members of staff made it known to me that they
had each received reports of a similar nature concerning the
sexual abuse of psychiatric patients by Dr Kerr and also
Dr Haslam, also a consultant at Clifton Hospital.

Sister Wearing — stated that many patients had, over
the years, informed her of sexual abuse by Dr Kerr,
including the patient concerned in my case. She had
never acted upon these allegations, although she
believed them to be true, as she had had no evidence.

Stalf Nurse Gallagher — stated that a patient bad
informed her of sexual abuse by Dr Kerr and that this
patient had transferred to Dr Rugg because of this. Staff
Nurse Gallagher would be prepared to put this in writing.
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Meg Jones, Head of Social Work — stated that she had
received mamny reports over the years from both patients
and colleagues concerning sexual abuse by both Dr Kerr
and Dr Haslam. She bad at one time reported an
allegation concerning Dr Haslam to the Administrator
and also persuaded the patient [Patient ABJ to go to a
solicitor, which the patient duly did. Nothing came of the
case as, Meg Jones believes, the solicitor in cahoots with
Dr Haslam ‘watered down the case’ until it was
meaningless. Meg Jones was angry with me for
mentioning this in my original report and asked me to
withdraw it from the report, which I refused to do.

2. Coincidentally I was informed by a community worker from
Harrogate that a friend of hers [Patient A13] had been
sexually propositioned by Dr Kerr during a domiciliary visit
to ber home when she was suffering from depression. She
may be prepared to put this in writing.

3. Twas also informed by the patient [Patient A17] in my report
that Dr Kerr’s bebaviour is well known to GPs in Harrogate
to the extent that some will not send young women to him, to
the Samaritans in Harrogate, to other patients and to his
wife, Dr Brombham, also a consultant at Clifton Hospital, who
bad admitted a young girl who had taken an overdose
Jfollowing ber relationship with Dr Kerr.

4. Following the original allegations made to me by the patient
[Patient A17] in my report, I was informed by another patient
that she had once had to comfort a young girl in Harrogate
District Hospital who had been dragged into the linen
cupboard by Dr Kerr. This information was relayed to me
during the course of a casual discussion between myself and
three other patients. The other two each alluded to knowledge
of similar events which I did not pursue.

8.155 On 10 June 1985, a meeting was called by COHSE, which was
concerned about the response that had been given to Linda
Bigwood’s written complaint. The meeting was attended by Linda
Bigwood, Mr C Brace (Branch Chairman of COHSE), Mr Whyte
(Branch Secretary of COHSE), Mr Wilk (Director of Nursing Services)
and Mr Ingham (District General Manager). It appears that the
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summary and accompanying notes (set out above) were handed over
by Linda Bigwood at this meeting.

Mr Ingham’s note of the meeting records that Linda Bigwood stated
at this meeting that she wanted the following:

e to establish further information on the handling of the complaint
against nurse managers (she had never been shown a copy of the
Wilk Report);

e to ensure that there had been no detrimental effect on herself in
raising the complaint;

e to establish what prompted the patient (Patient A17) to write a
letter withdrawing her complaint against William Kerr;

e to ascertain whether William Kerr had been reported to the BMA
and, if not, why not; and

e to know whether William Kerr had been disciplined in any other
way for seeing the patient (Patient A17) on her own after she had
raised the complaint.

Mr Ingham agreed at the meeting to write a further letter to Linda
Bigwood, amplifying the letter sent by Mr Corbett on 5 April 1984,
and that this letter would:

e give a more detailed reply regarding the investigation/counselling
of the nurse managers;

e see if it were possible to do anything further about the
investigation into William Kerr’s conduct; and

e state that it was accepted that Sister Bigwood had made the
original complaint in good faith and that her career prospects
would not be prejudiced by having brought this complaint.

This last point was in respect of a specific grievance Linda Bigwood
had about an unfavourable remark in her personnel file (made by
John Monk-Steel) that she considered had been made in response to
her making a complaint. She wished the remark to be erased from
her file.

Mr Ingham sent a memo to Dr Wintersgill attaching a note of his
meeting with Linda Bigwood. Mr Ingham asked Dr Wintersgill to
“consider what further action we can take in this matter and what
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more we might say to Sister Bigwood about the investigations into
Dr Kerr’s behaviour. It seems to me that we need to make the
Regional Medical Officer aware of this latest approach.”

In drafting the letter to Linda Bigwood that had been promised at the
meeting on 10 June 1985, Mr Ingham sought and received input from
Mr Wilk and Dr Wintersgill.

Dr Wintersgill’s input was to agree with the letter in essence but to
suggest an addition of what was in effect a “gentle” criticism, stating
that “not all consultant psychiatrists might have thought it wise to see
a patient alone”.

Mr Ingham also sent a copy of the draft letter to William Kerr for his
comments prior to it being sent out. Unsurprisingly, William Kerr
objected to the additional words suggested by Dr Wintersgill and
these were duly deleted from the final draft.

Dr Wintersgill sent a memorandum to Mr Ingham, setting out William
Kerr’s amendment and commenting:

“As anticipated, be [William Kerr] was disturbed to learn that the
matter had been raised again, and talking about what action he
might take. He eventually accepted that bis approach at present,
should be limited to sending a copy of whatever letter is sent to
Miss Bigwood to bis Medical Defence Organisation for
information. There is no doubt, however, that be will be asking
his Defence organisation to pursue the matter aggressively if the
subject is re-opened.”

In spite of the tenor of that letter, Mr Ingham denied suggestions that
fear of the reaction of William Kerr in any way acted as an inhibitor
to any investigation.

The final draft of the letter was sent from Mr Ingham to Linda
Bigwood on 29 July 1985 and purported to address the concerns
raised at the 10 June 1985 meeting. The letter read as follows:

Dear Miss Bigwood,

Further to our discussion on the 10th June, I have made further
enquiries into the handling of your complaint and I am writing
to give you further information.



THE KERR/HASLAM INQUIRY | 221

On receipt of your complaint, the District Nursing Olfficer,

Mr Corbett, instructed Mr Wilk, the Director of Nursing Services,
to carry out a thorough investigation into the complaint as it
affected nurse management and to report back to bim on his
findings.

Mr Wilk interviewed a number of nursing, medical and
administrative staff and, in the course of the enquiry, established
that the complaint could have been handled in a much more
positive manner by nurse managers. He found that previous
investigations were far too shallow and would not have
established the validity of such a complaint. At the conclusion of
the enquiry, Mr Wilk reported his findings to the District Nursing
Officer and, subsequently, appropriate disciplinary action was
taken against the nurse managers involved.

You asked particularly to know whether any action had been
taken against Dr Kerr in the light of his decision to see the
patient alone, following your complaint. This issue was
considered at the time of the original complaint and I bave also
recently confirmed with another Senior Psychiatrist, whose
Judgement I trust, that the relationship between a Consultant
Psychiatrist and a patient is such that it is possible for a
Consultant to decide to see a patient alone, even when a
complaint of this nature has been made. Thus, whilst a member
of stalf of anotber discipline, who interviews a patient alone in
such circumstances, would lay themselves open to criticism, the
same cannot be said about Consultant Psychiatrists. The
relationship between a Consultant Psychiatrist and a patient is
different, in kind, to the relationship between any other member
of stalf and a patient. Because of this, it is within the bounds of
reasonableness for a Consultant Psychiatrist to see the patient
alone, as Dr Kerr did.
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You also asked what prompted the patient to write a letter
withdrawing her complaint against Dr Kerr. 1t is difficult to be
absolutely certain about this, but the patient herself stated that
she wrote the letter as a result of receiving a postcard from
yourself (I believe you were on bholiday abroad at the time). The
contents of that postcard made it clear to the patient the
seriousness with which ber complaint was being taken and she
said that, as a result, she realised the consequences of her false
allegation and decided to withdraw it. This withdrawal was
confirmed by the patient, directly, to two independent senior
members of stalf of the Authority who had been asked to
investigate the areas of your complaint other than those directly
the concern of Mr Wilk.

Finally, can I confirm that I accept, absolutely, that you made
and have pursued your complaint in good faith and that your
career prospects within the York Health Authority will not be
prejudiced by your actions.

Of particular significance in this letter is the reference to a “Senior
Consultant” who is described as confirming that “the relationship
between a Consultant Psychiatrist and a patient is such that it is
possible for a Consultant to decide to see a patient alone, even when
a complaint of this nature has been made”.

Mr Ingham’s evidence was that this description followed advice he
had sought from Dr Peter Kennedy at the Region, on how best to
deal with the issue of William Kerr, although he acknowledged that
they had discussed it “almost, if you like, as though it was a
theoretical question”.

Dr Kennedy’s evidence on this described the conversation as more
“hypothetical”. While he thought there might be an urgent situation
where a consultant’s intervention alone could be appropriate, he
thought it more sensible to have somebody else there.

Dr Kennedy’s recollection that the issue of seeing a patient alone was
not raised is supported to some extent by Mr Ingham being unable
to be sure whether the use of the word “alone” came from

Dr Kennedy.
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8.170 The letter from Mr Ingham to Linda Bigwood (set out above), rather

8.171

8.172
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than settling the matter, inflamed the situation yet further.

Mr Whyte responded to Mr Ingham by a letter dated 14 October
1985. The letter made a number of points. It requested a fuller report
of Mr Wilk’s investigation. It also set out that COHSE would be
taking the matter of William Kerr seeing Patient A17 alone to the
Region, and possibly to the BMA. The letter refutes the suggestion
that Patient A17’s written retraction of 3 November 1983 was
motivated by a postcard from Linda Bigwood, and finally the letter
addresses the issue of the allegedly “defamatory” entry on Linda
Bigwood’s personnel file.

Mr Ingham’s response to this letter, dated 24 October 1985, did not
answer the points raised; rather, he sought to separate out what were
issues that COHSE wished to raise, and what matters related to either
the complaint by Linda Bigwood about the care of a patient or issues
of her career prospects being prejudiced.

The matter was then left in abeyance until September 1987. Tony
Brownbridge (COHSE) resurrected the issues and wrote to the
Regional General Manager, Mr Stokes, with copies to the Regional
Chairman and the RMO (Professor Haward). This letter in essence
repeated the matters raised in Mr Whyte’s letter of 14 October 1985
that had not been addressed by Mr Ingham in his response of

24 October 1985. However, significantly, the letter from

Mr Brownbridge enclosed a letter from Linda Bigwood, which set
out as follows:

Dear Sir,

During the course of events surrounding the complaint outlined
in the enclosed report, certain information was volunteered to
me concerning allegations of sexual misconduct by Dr Kerr and,
in one case, by Dr Haslam (also a Consultant Psychiatrist at
Clifton Hospital). I have brought these matters to the attention of
various managerial staff in previous statements and reports but,
Sfor the sake of clarity, I outline them below.
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1. T was informed by Mrs Jones, then Head of Social Work at

Clifton Hospital, that both herself and her colleagues had
received allegations by patients of sexual misconduct on the
part of both Dr Kerr and Dr Haslam over a period of many
years. She believed them to be true but had taken no action
due to lack of evidence. She had once assisted a patient in
pursuing a case against Dy Haslam through a solicitor but
the patient bad been finally persuaded by the solicitor to drop
the case.

A Nursing Sister stated that many patients had, over the
years, informed ber of sexual misconduct by Dr Kerr,
including the patient in the current case. She had not acted
upon these allegations, although she believed them to be true,
due to lack of evidence.

A Staff Nurse stated that a patient had informed her that she
had been transferred from Dr Kerr to Dr Rugg because of
sexual misconduct on the part of Dr Kerr.

I was informed by a former Community Worker in Harrogate
that a friend of hers bhad been sexually propositioned by Dr
Kerr during a domiciliary visit he made to her home when
she was suffering from depression.

The patient in the current complaint alleged that Dr Kerr’s
bebaviour is well known to GPs in Harrogate to the extent
that some will not send young female patients to him; to the
Samaritans in Harrogate; to other patients; and to Dr Kerr's
wife, Dr Brombam, also a Consultant Psychiatrist at Clifton
Hospital, who, the patient alleged, had admitted a young girl
to hospital after she had taken an overdose following a
sexual relationship with Dr Kerr.

Another patient at Clifton Hospital alleged that she had once
had to comfort a young female patient at Harrogate District
Hospital who bad been ‘dragged into the linen cupboard by
Dr Kerr’. This allegation was made to me during the course
of a casual discussion between myself and three other female
patients on the Admission Ward. The other two patients each
alluded to knowledge of similar events but I did not pursue
this information.
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This letter again repeated in clear terms that the allegations about
sexual misconduct by William Kerr were not related to only one
patient; that knowledge of this sexual misconduct was known to a
number of staff, and to Dr Bromham and was well known to GPs in
Harrogate; and, further, that a patient had been transferred to Dr
Rugg from William Kerr due to allegations of sexual misconduct. The
letter also mentioned the Patient AB complaint of sexual misconduct
against Michael Haslam in which Meg Jones, Head of Social Work at
Clifton Hospital, had been involved.

The letter from COHSE, containing Linda Bigwood’s letter, provoked
a response from the Regional Health Authority, albeit not a
particularly prompt one.

It seems that Dr Green was given charge of the matter at the
Regional Health Authority. Dr Green was employed by the Yorkshire
Regional Health Authority between 1987 and 1995 in a role that
included specific responsibility for dealing with “problem doctors”.
Dr Green, having acknowledged that allegations against William Kerr
and Michael Haslam had been made, wrote to Mr Ingham (District
General Manager) on 25 November 1987, stating:

“I know you are well aware of these allegations and I would be
grateful for your advice as to how the RHA should now respond
to them.”

Advice is again sought from the Regional Legal Adviser

8.177

On 3 December 1987, advice was again sought from Mr Chapman,
the Regional Legal Adviser, this time by Dr Green.
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8.178

8.179

8.180

A number of issues are clear from the memo from Dr Green to
Mr Chapman:

The RMO (Professor Haward) was aware of the allegations
against William Kerr and Michael Haslam relating to sexual
misconduct.

There was the mistaken view that Linda Bigwood’s naming of
Meg Jones as a recipient of allegations of sexual misconduct by
William Kerr and Michael Haslam was a new piece of information
(in fact Linda Bigwood included this information in her first
written complaint in September 1983).

The allegations refer to incidents that occurred some years ago.

Mr Ingham, the District General Manager, recognised that the
allegations were potentially criminal matters and queried whether
the police should become involved (Mr Ingham was unable to
give any explanation to us of why the thought of contacting the
police or the recognition of the potentially criminal nature of the
alleged acts of the two named consultants were not considered
before when Linda Bigwood made the same allegations at the
outset, over four years earlier).

William Kerr and his wife Dr Bromham had written to resign from
their posts from autumn 1988.

Dr Green poses two questions to Mr Chapman: firstly, should the
allegations be investigated; and secondly, should the police be
involved.

In a letter of 8 December 1987 to Dr Green, Mr Ingham appears at
pains to draw a distinction between Linda Bigwood’s allegations in
her letter of 22 September 1987 and the previous allegations she had
made. In fact, a cursory overview of the documents reveals the
matters of which Linda Bigwood was complaining in 1987 — in
essence alleged serial sexual abuse by William Kerr of his female
patients and the raising (to a lesser extent) of concerns about Michael
Haslam’s alleged sexual conduct towards patients — were expressed
in her first written complaint in 1983. Nothing had changed over the
four-year period.
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8.181

8.182

8.183

On 15 December 1987, Dr Green responded to Mr Ingham enclosing
the advice he had received from Mr Chapman. The advice of
Mr Chapman was as follows:

“There are so many separate allegations of improper conduct,
and so many potential sources of information which might be
identifiable if proper enquiries were made, that I feel bound to
aduvise that the police should be informed of the contents of ber
letter of 22 September 1987, at least so far as Dr K is concerned.

“If only one patient made, and later retracted, allegations
against Dr H, I question whether his name needs to be brought to
the attention of the police.’

“If the police decline to take action or, having carried out an
investigation, consider that a prosecution would not be justified,
we shall need to think again about Dr K's position.”

Mr Chapman was questioned in his oral evidence to us as to why
the advice he gave on this occasion, namely that there were a large
number of potential sources of information and that the police
should be informed, had not been given when he was first involved
in the issue back in 1983. His response to this was that it was
possible he had never seen the 1983 written complaint by Linda
Bigwood, and as such would have been unaware that the allegations
extended beyond the case of Patient A17. We would be very
surprised if Mr Chapman had not received the written complaint in
1983 when acting as legal adviser to the District and/or to the
Regional Health Authority. It would have been extraordinary
(although not impossible) if he were not shown the written
complaint, but was still asked to offer legal advice on the conduct of
any investigation. However, that said, having seen and heard from
relevant witnesses, such an elementary absence of communication —
although extraordinary — was not impossible.

It is curious that, despite having specifically referred to the decision
to await Mr Chapman’s advice, Mr Ingham in fact chose to
telephone the police on 15 December, prior to receiving a copy of
Mr Chapman’s advice. His file note, dated 21 December 1987,
records as follows:

1 This advice fails to recognise that other patients may have made allegations — or that those allegations were known to

the police. It is also regrettable that, had proper investigations been made and files kept, it would have been

appreciated that there was not just one patient making allegations against Michael Haslam.
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8.184

8.185

“I telephoned the local police and spoke to Sergeant Ellerker
before I read Jobn Green's letter of the 15th December and, as a
result, didn’t send the police a copy of Mrs Bigwood'’s letter but
did discuss its contents and the background of the case with
Sergeant Ellerker, who was clearly of the view that unless we
could obtain more specific complaints from Mrs Bigwood,
certainly in terms of the complainants and preferably in terms of
the patients concerned, then the police wouldn't feel that this was
a case worth investigating by them. I informed Dr Green of this
and he undertook to take further advice from Mr Chapman
before we consider what steps to take next.”

It was put to Mr Ingham in his oral evidence to the Inquiry that he
deliberately failed to send Linda Bigwood’s letter to the police as he
feared being criticised for failing to have brought the matter to their
attention in 1983 or 1985. Clearly, if the police declined to investigate
in 1987, he could not be criticised for failing to act earlier. Support
for such criticism also potentially comes from the fact that, in the
summary of events he subsequently prepared to send to the Regional
Health Authority, it appears he omitted to enclose Linda Bigwood’s
original 1983 written complaint, which would have shown that the
complaints against William Kerr that were independent of Patient A17
had been raised at this stage, not (as he suggested in his
conversation with Dr Green on 3 December 1987) only in 1987.

Mr Ingham refuted such allegations and emphasised that he had
been the only person to approach the police. He was, however,
unable to offer any explanation as to why the invitation of Sergeant
Ellerker to obtain more specific details of complaints and patients
involved was not taken up.
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8.186

8.187

8.188

8.189

We found Mr Ingham to be an unconvincing witness. We have
concluded that he was dismissive of Linda Bigwood’s written
complaint — far too quickly, and merely on the basis of the
withdrawal of the specific Patient A17 complaint, in unsatisfactory
circumstances. He was keen to place responsibility on others,
particularly Dr Turner and Mr Chapman. Further, our conclusion is
that William Kerr (in 1985) was being exonerated on a false basis —
it was not the professional view that it was reasonable for William
Kerr to see Patient A17 alone. That view is not supported by the
contemporaneous note of the conversation with Dr Peter Kennedy,
and was not supported by Dr Kennedy when he gave oral evidence.
Mr Ingram’s actions in 1987 were too little, too late — there was no
significant new evidence in 1987. By that time, there had been years
of inaction, and no doubt evidence trails would have gone cold.
Patient safety should have been at the forefront of their minds but
was not, and (in case the allegations were true) patients were
entitled to better protection. It is to be remembered that the sexual
assault on Patient A40, of which William Kerr was found “guilty” on
a Trial of the Facts, took place in 1987.

We do not conclude that Mr Ingham deliberately obstructed the
involvement of the police. However, we do consider that he is to
be criticised for failing to pursue even the most preliminary of
investigations with Linda Bigwood, with regard to the details and
sources of the allegations independent of Patient A17.

Mr Ingham wrote to Dr Green repeating the content of his memo
and this was passed on by Dr Green to Mr Chapman, with the
request that Mr Chapman give his views on Mr Ingham’s suggestion
that Linda Bigwood be seen again by someone from outside the
York District Health Authority.

This request for advice from Mr Chapman went unanswered for a
number of months. It was not until 2 March 1988 that Mr Chapman
responded. While recognising the possibility of wasting time pursuing
possibly groundless allegations, Mr Chapman’s advice (which was sent
to Dr Green and copied to Professor Haward, the RMO) is clear that:

e The allegations of misconduct against William Kerr are extremely
serious.

e The Regional Health Authority has an obligation to investigate.
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e Sister Bigwood should be seen possibly by a male/female medico-
legal team.

e Sister Bigwood should be told in advance that she would need to
provide names and dates so that steps could be taken to contact
the individuals concerned.

8.190 Dr Green, having received this advice, wrote to Mr Ingham requesting

8.191

a summary of the earlier investigation regarding William Kerr. Mr
Ingham responded as asked with a summary sent on 26 April 1988.
Significantly, while a number of enclosures were sent with the
summary (such as the Wilk Report), no copy of Linda Bigwood’s
original written complaint of 1983 was sent. As set out above, this
would, of course, have revealed that the allegations made in her most
recent letter of September 1987 were no more than repetitions of
matters set out in that document, circulated over four years previously.

On 3 March 1988, Dr Green wrote a letter to Mr Brownbridge of
COHSE. The letter states as follows:

“I am replying to your letter to the Regional General Manager of
17 September. I apologise for the delay in responding but you
will appreciate that the issues you raised are complex.

With regard to the allegations of sexual misconduct made
against Dr Kerr, these have been carefully considered by officers
of this Authority. These allegations are taken seriously, but in
considering what action should follow, those concerned with the
investigation have had to recognise the lack of corroborating
evidence, which Sister Bigwood acknowledges. I do not propose to
add further to these comments on this aspect of your letter and I
am sure you will appreciate the propriety of this.

With regard to the other issues you raise, I must first respectfully
reject the role you appear to be claiming with respect to the way
in which a health authority deals with its patients, except insofar
as such policies affect your members. The question of the
circumstances under which a Consultant interviews a patient is
a maltter for Health Service Management together with the patient
and those who may properly be representing the patient...”
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8.192 The letter makes no reference to any future investigation or to
Mr Chapman’s suggestion that Linda Bigwood be seen by a medico-
legal team and advised of the need to provide names and dates.
However, Dr Green’s evidence was that the prospect of further
investigation into Linda Bigwood’s allegation of sexual abuse by
William Kerr was still live at that stage; he was simply seeking to
close down the issue of the one-to-one meeting by William Kerr that
was being pursued by COHSE.

The end of the Patient A17 story

8.193 The story of Patient A17 ends (in terms of evidence to the Inquiry)
with the following memo from Dr Green to Mr Chapman. Even at
this stage it appears that Linda Bigwood’s original 1983 written
complaint had not reached the Regional Health Authority.

From: Dr Green

To: Mr R H D Chapman
Date: 27.4.88

DR KERR

Following your memo of 2 March, we agreed to ask the York
District for an account of their investigation of an allegation
against Dr Kerr before deciding how to deal with the later
statement from Sister Bigwood.

Stuart Ingham has responded and I attach a copy of his letter
and the papers that accompany it.

The Wilk's investigation is primarily concerned with the earlier
mishandling of Miss Bigwood'’s report of the allegation against
Dr Kerr. In the process of considering this secondary issue, senior
officers and the Chairman of the DHA became aware of the
allegation against Dr Kerr and the basis for it; they clearly felt
that that allegation could not be substantiated. It appears to have
been at this time, when Miss Bigwood felt her report was not
being taken seriously, that others reported other allegations to
her. She states that these were reported to Management, but, with
the possible exception of para 5 of the summary of events, the
papers from York do not appear to refer to other allegations.
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I would be grateful for any further comments you would care to
make and whether you still feel Miss Bigwood should be seen. I
have the impression that Miss Bigwood was primarily concerned
to justify her own actions and ensure ber career did not suffer;
I hope we bave satisfied ber and her union on this latter point.

With regard to Dr Kerr, as be will be leaving the employment of
this Authority in six montbs, there is little effective action the
RHA could take against him, even if we subsequently felt it was
Justified. You will gather that I have little enthusiasm in the
circumstances for pursuing issues that are now so dated.

8.194 The change of attitude in this memo, from the earlier references to
contacting the police and setting up a male/female medico-legal team
to question Linda Bigwood on the allegations (beyond the case of
Patient A17), is stark. Dr Green was questioned on this and
responded as follows:

Q. ...you end the memo by saying: “You will gather that I have
little enthusiasm in the circumstances [that is pending William
Kerr’s retirement/ for pursuing issues that are now so dated.” This
seems to be a dramatic change from the “let’s pursue it, go to the
police, medico-legal team.” We are now, “Let’s kick it into touch
because he is about to retire.”

A. I think I was very frustrated at this time. We had been six
months looking at this issue, and at least two people had delayed
responding to my inquiries, one was Hugh Chapman and the
other was Stuart Ingham, and each had taken a couple of
months to reply to my memos. So here I am now, within four
months of seeing Dr Kerr leave us, we have on the face of it some
vague allegations, they are, by all accounts, very dated
allegations, I do not see how we can conclude anything within
the four months that were left to us — summer months at that.

8.195 There is no response to this memo, and Mr Chapman was unable to
assist the Inquiry as to whether there was any further discussion of
this issue. He said:

“I have no recollection of writing to Dr Green, I might have

spoken to him on the telephone but I have no reliable recollection.”

8.196 At this point the documents cease and it appears that the issue died
away with William Kerr’s retirement.
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8.197

8.198

8.199

Although, even following William Kerr’s retirement, a number of
patients continued to raise concerns and make disclosures to healthcare
professionals as to alleged incidents of sexual assault, it was not until
Patient A50 went to the police in 1997 that the issue of conducting an
investigation into William Kerr’s practice was to be raised again.

In marked contrast to the lack of enthusiasm expressed by Dr Green
in 1988 to investigating ‘dated’ issues concerning William Kerr, in
1997 the health authorities cooperated with the police in undertaking
an extensive review of medical records and contacting large numbers
of William Kerr’s former patients, including the setting up of
helplines, in order to assist with the investigation.

In the next chapter, we look at the wider response to the Patient A17
story.

Conclusions

8.200

8.201

8.202

8.203

We have set out our factual conclusions in this chapter as the
Patient A17 story has unfolded.

It is unnecessary to set out more generalised conclusions. The story
speaks for itself. There was here a failure to respond and investigate
at all levels. Individual tasks may have been discharged adequately
at some stages of the story. But, overall, there was a failure of
leadership. Patient A17’s story, and Linda Bigwood’s dogged pursuit,
extended over several years. We were unable to identify any sense
of urgency, any overriding consideration of patient safety.

With our advantage of hindsight, the Patient A17 saga looks like a
half-hearted attempt to go through the motions of responding to an
irritant — Linda Bigwood.

The response by the NHS management at the time (reflected to a
more limited extent in evidence and submissions to our Inquiry)
was that there was no complaint to which they could respond. As
Patient A17 had withdrawn her disclosure and was herself making
no complaint — formal or otherwise — the attitude was that there was
nothing that could be done. Therefore, so the argument goes, there
can be no basis for criticism.



234 | SECTION TWO: THE WILLIAM KERR STORY

8.204 We reject this approach. It is, of course, correct that Patient A17’s
disclosure was withdrawn — but the circumstances of the
withdrawals were troublesome and cast doubt on their genuineness.
Our concern, and we conclude that this was a concern that should
have been shared by NHS management at the time, is that the Linda
Bigwood written statement coupled with William Kerr’s one-to-one
meeting with Patient A17 had enough content and leads that it
deserved investigation. Such an investigation did not require a
formal complaint from a willing patient.

8.205 For the reasons set out in the body of this chapter, this was an
opportunity missed, and missed by a considerable margin.

8.206 We pick up these points in the next chapter.
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Chapter 9

The response to complaints/concerns
about William Kerr

Introduction

9.1  While the complaints and concerns regarding William Kerr extend far
beyond the Patient A17 story, we have set out that story in some
considerable detail, as it provides such a well-documented example
of the opportunities raised and missed. We can understand how the
initial Patient A17 disclosure, when withdrawn, was not pursued.
However, it is far more difficult to understand the overall reaction to
Linda Bigwood’s detailed written complaint, containing as it did
allegations that William Kerr was serially sexually abusing patients.

The response to the Linda Bigwood complaint

9.2  What we read and heard in relation to the response to Linda
Bigwood’s written complaint caused us to conclude that there was
poor reaction and positive inaction. We do not find that there was a
deliberate cover-up or suppression of Linda Bigwood’s written
complaint, but such a perception is not unreasonable. What seems to
have happened is that those who could and, we find, should have
carried out investigations did not do so for a variety of reasons —
reasons that probably did not stand alone, but flowed together.
These include:

e an over-respectful attitude towards, possibly even fear of,
confronting a senior and powerful consultant such as William Kerr;

e coupled to the first point, a failure to ensure that Region were
involved early, and at all stages, to ensure that the consultant’s
employers were engaged,

e strict adherence to processes that were not designed to address the
kind of complaints raised by Linda Bigwood,;
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9.3

9.4

lamentable lack of communication and leadership at regional and
district levels — there was nobody in control, or prepared to take
control, so that an investigation could be carried out;

inadequate training of administrators (at district and regional
levels) in relation to the initiation and conduct of investigations —
particularly concerning consultants;

concentration on looking after the interests of other members of
the health profession, rather than focusing on the risk to patient
safety;

coupled to the previous point, exaggerated loyalty by doctors to
their (particularly senior) colleagues at the expense of patient
safety;

a tendency to disbelieve the patients, simply because they were
suffering from mental illness or had mental health problems;

a concentration on the messenger (Linda Bigwood), rather than
attempting to understand and respond to the message;

a failure to set in place a simple, straightforward and consistent
process by which concerns and complaints were documented,;

alternatively, a deliberate failure to make contemporaneous written
records so that there would, literally, be no record of the
disclosure.

Overall, the impression we are left with is of something akin to
maladministration, almost an institutional moral failing or a
widespread failure of the system. We are unable to ascribe
responsibility to individuals, because we accept that poor
communication may have led to the position that individuals who
could have, and should have, made a difference were not involved
at the appropriate time.

The following represents a reasonable first response to Linda
Bigwood’s written complaint:

“There are so many separate allegations of improper conduct,
and so many potential sources of information which might be
identifiable, if proper inquiries were made, that I feel bound to
advise that the police should be informed ..."
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9.5

9.6

That is the kind of response we would expect from NHS
management interested in patient safety and anxious to ensure that a
proper investigation was carried out. Regrettably, that extract comes
from an internal memo from Mr Hugh Chapman (the Regional and
District Legal Adviser) to Dr Green (Specialist in Community
Medicine at the Yorkshire Regional Health Authority), dated

11 December 1987, four years after Linda Bigwood’s written
complaint. We have received no adequate explanation, indeed no
explanation at all, as to why that obvious response was not made
in 1983. Even in 1983 there was no reason why it should not have
been recognised, and accepted, that an allegation of sexual
misconduct against a consultant was clearly a matter for Region,
and possibly for the police.

It was not suggested to us that some form of wider investigation was
impossible, or inappropriate — indeed, several witnesses expressed
regret that such an investigation had not been carried out. There is,
therefore, no general disagreement with the evidence to the Inquiry
from Sir Liam Donaldson and Dr Patricia Cresswell as to the benefit
of such investigations. It should not be necessary for those who
initiate, or who conduct, such investigations to require a formal
complaint, or to see a disciplinary outcome as the reason for
inquiring. Such an approach is to prejudge the results of the
investigation, and to confuse discovery of the facts with a response
to them. It may also have the wholly undesirable effect of paralysing
action. For example, as in GMC disciplinary proceedings the case
must (still) be proved to a criminal standard, and until very recently
the case for dismissal of a consultant for professional misconduct had
to be proved to a criminal standard, administrators may decline to
authorise investigation unless there is a near certainty that such clear
and compelling evidence is forthcoming. We strongly favour patient
safety as the touchstone for investigations. We agree with what

Sir Liam Donaldson said in a 1994 British Medical Journal article:
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9.7

“It is far too simplistic to imply, as some have done, that
misconduct or incompetence should be tested by using the
Sformal procedures and if not found to be present, then no
problem exists. I fully accept that concerns have been expressed
by some members of the profession ... that doctors should have
the right to be ‘tried’ under existing procedures (ideally in
public), and to deny them this, whether by prolonged suspension
or other means, could be unjust and amount to victimisation.
This position fails to acknowledge that existing procedures which
could result in a doctor’s dismissal are, however, a deterrent to
action by employing autborities, potential witnesses, and others.
Intolerable situations are thus allowed to prevail rather than
being dealt with...”

In his oral evidence to the Inquiry, Sir Liam said the following in
response to a question asking what practical steps could be taken to
reassure a patient wishing to complain, but concerned about public
knowledge of both her involvement with the psychiatric services and
her allegation of sexual abuse. We agree with his response, and see
no reason why some similar steps were not taken in 1983:

A. ... I think there are two broad approaches that you can use,
and the two come together. One is to identify somebody trusted,

a clinical psychologist or somebody who is possibly from a
neighbouring service that would give particular explicit
reassurances to the patient that they were going to treat anything
they said in complete confidence, they would not divulge it
unless they wanted them to. So you build a system of support
around the patient. The other option is to say these allegations
are so serious, they are allegations of what seems tantamount to
rape, to forming inappropriate relationships with patients,
possibly to using drugs and things of this sort to sedate them
while assaults were being made, this is big league stuff and it
needs either the police to be informed or it needs an investigation
of the service, not just of the individual doctor. I think those are
the two routes to go down, but basically to try to get a clearer
picture, so that at the end of getting a clearer picture you can
decide which of the formal mechanisms could be put into play.
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Q. That is a process that you could envisage happening in the
1980s without there being any structural or professional
inhibitions which might prevent such an exercise being carried
out?

A. The short answer to that is yes. In a way, I do not see —
maybe this is a non-legal mind at work, and I think some of the
processes put in place by the bealth service, including myself,
have not always been legally that sound, but in a genuine
attempt to try to tackle a problem, I would not have thought it
at that point out of the question to establish a wide ranging
investigation or inquiry, perbaps using experts from outside,
without having open sworn testimony of patients, but simply

to have a recording of concerns in confidence.

And

Q. The question again: is there any reason that at any level an
investigation could be undertaken, district, regional or whatever,
has there ever been an obstacle to investigation?

A. No, none whatsoever, unless you receive some legal advice
that — there may be some thought needs to be given to how the
procedure was designed for taking it further, but with that
qualification, there would be no impediment whatsoever. Indeed,
from a purely — I would not tend to look at the world like this,
but from a purely self-interested point of view, any chief
executive receiving a dossier is — and not doing anything with it,
is potentially sitting on a time bomb that is going to explode at
some point in the future, from a self-interest point of view, let
alone from a service of interest.

Q. Let me take it a step further. I am trying to remove all ny
training as a lawyer and trying to get away from the slightly
confrontational process that you appear to have been the victim
of at some time, which is bringing somebody to give evidence
and grill them. There are many ways of investigating and one is
not to bring people to you but to go to them to investigate in a
caring, helpful, compassionate way, but gather information. So
there are no constraints as far as you can recall as to how an
investigation is carried out?

A. Absolutely none whatsoever, no.
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9.8

2.9

9.10

9.11

9.12

9.13

At this point it might be relevant to state that we welcome the new
procedures outlined in Maintaining High Professional Standards in
the Modern NHS. We discuss this further in Chapters 30 and 32 of
our Report.

We have already mentioned in the previous chapter the failure to
conduct a wider inquiry into William Kerr’s practice following the
serious allegations made by Linda Bigwood. However, even in
relation to Patient A17, more could easily have been done, and in
our judgment should have been done. The picture may have been
very different, and the outcome different, if the following had
occurred — all simple steps and using systems in place at the time,
and some common sense, and patient sensitivity.

We start from the factual position that Patient A17 had made her
disclosure of the longstanding (but by then long ended) alleged
sexual relationship with William Kerr to Dr Mortimer, to Linda
Bigwood, and also to her GP, Dr Smith (we do not here include
disclosure to other nurses, or to Marion Anderson).

The disclosure to Dr Mortimer seems likely to have pre-dated the
disclosure to Linda Bigwood; if that is right, Dr Mortimer ought to
have made a note of the disclosure and revealed it to a senior
colleague — not to, or at least not just to, William Kerr.

Linda Bigwood received Patient A17’s disclosure and then went to
speak to Mr Monk-Steel. He, or Mrs Tiplady, should immediately
have instructed Linda Bigwood to make a detailed written report,
signed and dated, before any other step was taken.

Mrs Tiplady should then have spoken to her line manager, Mr
Corbett — who was responsible for managing complaints — and Linda
Bigwood should then have been instructed to keep talking to Patient
A17, picking up and developing any missing detail of the story — in
other words, facilitating the disclosure and caring for the welfare of
the patient. During this process, Linda Bigwood (or some other
person with whom Patient A17 had a good rapport) should have
informed Patient A17 that the disclosure was important, that doctors
should not, and must not, have sexual relationships with their
patients, and that Linda Bigwood would have to share the
information with relevant others at the hospital.
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9.14

9.15

9.16

9.17

It was also the role of medical managers who managed complaints to
take the matter to the senior manager of health services and invite
him, on advice, to consider the exclusion of William Kerr from
clinical work while enquiries were made.

During the disclosure, every effort should have been made to
reassure Patient A17, to explain that her disclosure was being treated
as nothing more than that — a disclosure that may or may not be
acted on. It was not being treated as a complaint, because it was
not a complaint.

In addition, every effort should have been made to ensure that
William Kerr did not see Patient A17 alone, and that if he saw her at
all (with, for example, Dr Mortimer or Senior Nursing Officer Tiplady
present), the topic of the disclosure was not to be raised. This
means:

a. William Kerr should have been told of the existence of the
disclosure at an early stage. This should have been done at a
formal meeting, a note taken of the meeting, with a copy of the
note given to William Kerr.

b. At, or before, that meeting William Kerr should have been
advised not to see Patient A17 alone. This would suggest that
someone from Region should have been at the meeting. It is
accepted that such advice was not enforceable, but at least it
could have been given, William Kerr’s reaction could have
been noted, and if he then did see Patient A17 alone, some
disciplinary step may have been available to Region.

c. Following such a disclosure, irrespective of its truth and as much
for the protection of the consultant as the patient, Patient A17’s
care should have been transferred to another consultant.

If the Patient A17 disclosure continued, then Linda Bigwood (or
perhaps some other person, possibly Dr Mortimer) might have
suggested taking a statement from Patient A17 — to be signed,
witnessed, and dated. In addition, statements should have been
taken from Linda Bigwood and any other recipients of Patient A17’s
disclosure. These documents should then have formed the basis of
a preliminary report to Region.
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9.18

9.19

9.20

9.21

9.22

If, on the other hand, Patient A17 refused to speak, refused to make
a statement, or withdrew the disclosure, then it is probably correct
that no further attempts should be made to press Patient A17. At least
there would be a contemporaneous record — from Linda Bigwood
and from Dr Mortimer — of the disclosure in case Patient A17
changed her mind, and wanted to resurrect the disclosure, or if
another disclosure or complaint was made. Even in this situation it
would perhaps have been advisable for a report to have been
submitted to Region, noting the initial disclosure but noting that it
had subsequently been withdrawn.

What should not have happened, and what we conclude did happen,
is that Mr Monk-Steel (or someone in a similar position) was sent to
see William Kerr on his own, and Mr Monk-Steel then spoke to
Patient A17 on his own. William Kerr said it was all “old hat”, and
Patient A17 withdrew the disclosure — a completely unsatisfactory
situation.

Perhaps the most fundamental practical and early error in relation to
Patient A17’s story (rather than the wider concerns referred to in
Linda Bigwood’s written complaint) was to allow there to be a one-
to-one interview between William Kerr and Patient A17. This error
probably emanated in part from the fact that there was no-one
handling the complaint who had authority over William Kerr to
prevent such a meeting. The magnitude of this error is even more
apparent when seen in the context of Patient A17 as a vulnerable
psychiatric patient receiving inpatient care, who had expressed
herself to be fearful of reprisals. In contrast, William Kerr was a
powerful consultant, described by various witnesses as “a bully”,
“autocratic” and “overbearing”.

This error went on to haunt those handling the complaint, which
Linda Bigwood refused to drop. Linda Bigwood had from the outset
opposed the one-to-one meeting, to no avail. The suspicion that
Patient A17’s complaint was withdrawn under duress following a
one-to-one meeting with William Kerr was not hers alone, and was
expressly recognised once the complaint reached district level, and
legal advice was sought.

Despite this contemporaneous recognition of the risk of duress, and
the unanimous evidence to the Inquiry that such a one-to-one
meeting would not be appropriate following the making of a serious
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9.23

9.24

allegation (for the protection of both the patient and doctor), in July
1985 Linda Bigwood was sent a letter that stated:

“You asked particularly to know whether any action had been
taken against Dr Kerr in the light of his decision to see the
patient alone, following your complaint. This issue was
considered at the time of the original complaint and I have also
recently confirmed with anotbher Senior Psychiatrist, whose
Judgement I trust, that the relationship between a Consultant
Psychiatrist and a patient is such that it is possible for a
Consultant to decide to see a patient alone, even when a
complaint of this nature has been made.” (emphasis added)

We do not accept that proposition. In fact, as explained elsewhere in
our Report, the statement itself is suspect and arises from, at least, a
misunderstanding of the information upon which it was based.

In our list of concerns set out above we have identified absence
of communication as a key failing.

Dr Turner

9.25

9.26

9.27

Dr Turner was Regional Medical Officer (RMO) for the Yorkshire
Regional Health Authority between 1976 and 1986. As RMO he was
responsible for, and dealt with, complaints against consultants.

Dr Turner’s evidence to the Inquiry was that he was unaware of
Linda Bigwood’s written complaint. When shown the document by
the Inquiry, his evidence was that he would have expected not only
to have had it referred to him, but also to have undertaken, or at
least to have taken responsibility for, an investigation into the
allegations himself.

Mr Ingram in his evidence said that “Dr Turner absented himself
from the scene”. In the light of the evidence from Dr Turner as to
what he would have done, this becomes a very serious allegation.
We found Mr Ingram to be a very defensive witness, keen to put
responsibility on others. We concluded that he was dismissive of
Linda Bigwood’s complaint — far too quickly, and merely on the basis
of the somewhat dubious withdrawal by Patient A17 of her
complaint. We conclude that Mr Ingram’s criticism of Dr Turner is
misplaced. However, we are strongly critical of the system — the
organisation — then in place that would not and, we conclude, did
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not enable the Linda Bigwood written complaint to be brought to the
immediate attention of the then RMO. We are appalled that Dr
Turner was not kept fully informed of Linda Bigwood’s written
allegations.

The Patient A17/Linda Bigwood story — an end piece

9.28

9.29

The inadequate response to the disclosures made by Patient A17, and
the complaints made by Linda Bigwood, cast a long shadow. It
seems to have been known — admittedly not by all, but by a number
within Clifton Hospital — that allegations had been made that fitted in
with the more general rumours and gossip circulating in relation to
William Kerr. But when the complaint was raised and Linda Bigwood
was prepared to take it further, Patient A17 withdrew her allegation,
and Linda Bigwood was moved from the ward (and eventually
removed), and William Kerr continued in practice. The effect on the
morale of the nursing staff who knew of the Patient A17 allegations
must have been bad.

A direct consequence of this mishandling was that when, in 1987,
another patient (Patient A38) raised her (similar) concern with her
Community Psychiatric Nurse (CPN), Mr Smith, in relation to the
alleged sexual assault by William Kerr — when discussing trust when
in contact with men — Mr Smith felt that he could do nothing. He felt
he could not even speak to his immediate line manager, for fear of
causing harm to Patient A38 and destroying whatever trust she may
have had in male professionals. Mr Smith’s written and oral evidence
to the Inquiry is important and eloquent. In his written statement
referring to his time at Bootham and Naburn hospitals he said this:

“Nursing staff simply did not raise issues about practice in York.
If you attempted to raise issues, it was not looked upon
Sfavourably by your colleagues. The advice given to staff was to
report anything untoward up through line management.
Houwever, it seemed that if you reported anything up the line you
were quickly moved on to a different position.

“There was a culture amongst staff that you did not complain
about colleagues. Anyone who had attempted to make a
complaint would have felt very vulnerable. There was very much
a culture of 1 dare you to make a complaint’.
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“As far as patients making complaints went there was very much
a culture that patients should not be believed because they were
psychiatric patients and may be lying. If patients had brought a
complaint, they would have undoubtedly felt that it was their
word against the psychiatrist’s and they were unlikely to be
believed.”

9.30 From his oral evidence, we emphasise the following:

Q. ... You go on then to talk about the culture that patients
should not be believed because they were psychiatric patients
and may be lying. Again, this is a theme that the Panel have
been exploring, so we would be interested to bave your views on
why you felt it was that there was this culture, which, again, is a
Sfairly strong term, of disbelieving psychiatric patients. Where did
that come from, this understanding?

A. Where did it come from? It felt to me as if it was a culture that
had always been there, way before my time. I do not know how
to answer that any better really. It was a very uncomfortable
culture ...

And

Q. In your s