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Part I  (of 3)

Formal requests to the Secretary of State for Health in the matter of a report by a committee of inquiry directed by a Government Minister which as such falls within the responsibilities of the Department for Constitutional Affairs and is subject to the principles set down in the Equality Act 2006. 

Formal Requests

In accordance with the Equality Act 2006:

It is formally requested that the Secretary of State, as representative of a public body and in the interests of equity and fairness, do the following prior to making any further responses in whatever form to the Ayling Inquiry Report.

1. Formally present the submissions and evidence contained herein to Parliament.

2. Arrange a press release on the same date as the submissions and evidence are presented to Parliament with details of how the submissions can be viewed or downloaded.

3. Appoint a sufficiently independent party to review the contents of the Ayling Inquiry Report in the light of the submissions and evidence contained herein and provide the said party with all the material that was available to the Inquiry and which is now in the possession of the Department of Health.

4. Set out a reasonable timetable for the review process of the Ayling Inquiry Report and for the presentation of its findings to Parliament.

Part II  (of 3)

Submissions founded on documentary evidence and research.

NB. These submissions are on the Home page of the website (www.fdrgp-cliffordayling.com).

Part III (of 3)

Evidence of Clifford Ayling
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Introduction

1. This response is to complement the submissions made by my daughter, Joan Ayling. 

2. I am submitting this evidence with many contentious issues still not addressed but believe enough points have been covered to raise serious concerns about the reliability of the Ayling Inquiry Report

3. The following observations will attempt to counter the largely hearsay allegations and insinuations that have been made about me. They are not exhaustive and I reserve the right to add to them at a later date.

4. References to any of the evidence cited below will be provided on request.

5. In ‘Woman’s Hour’, on 14th September 2004, Jenni Murray interviewed Dr Pauline Brimblecombe who claimed, “that having read the Report, that I think it is very fair and very reasonable……”. I believe that Dr Pauline Brimblecombe, like many other readers of the Report, has been misled.
6. In my opinion, the Ayling Inquiry Team was negligent in playing down ‘Women’s Health Care’ issues and the prevention/minimizing of morbidity.  Anyone who has been involved in the care of someone with a fatal illness will appreciate the misery that the patient experiences when there has been a delay in the initial process of making the diagnosis.

7. The Ayling Inquiry Team was made up of bureaucrats. Initially the Chairperson was to have been an experienced nurse but for some reason this person did not head the Inquiry. The opportunity for the involvement of a Chairperson with medical expertise and first hand knowledge of medical problems was lost.

8. Reading the report it is obvious that the Inquiry Team were obsessed with assessing alleged sexualised behaviour and appear to have been blinded to the reasons why certain medical procedures are undertaken.

9. In medicine, as in many other disciplines, modern practice tends to be ‘money-orientated’ and procedures which are good practice are dispensed with if they are not considered to be ‘cost-effective’.
10. A case in point is the care of breasts in pregnancy which is no longer, apparently, the responsibility of the Obstetrician. At a Consultants’ Meeting at the Royal College of Obstetricians in December 1998 or 1999, at which I was present, it was decided by a large majority that the examination of breasts was no longer worth while.  This is in spite of a figure of nearly 4% appearing in medical literature and the Royal College of Obstetricians and Gynaecologists (Guidelines No.12).

11. It is also documented that the incidence of breast feeding is higher when the patient’s doctor (GP or Obstetrician) takes an active interest.

12. An argument will be that the Inquiry was simply asked to investigate ‘Complaint Procedures’. However, complaints are all based on the ways in which procedures are carried out. 

13. Complaints frequently arise from misunderstandings which are passed on to the patients and these misunderstandings are often on the part of other health professionals. A case in point is when, in a gynecological clinic, I included in the consultation of a lady in her seventies a question regarding sex and I was rebuked by the nurse for asking such a question. Later the lady thanked me for raising the matter which was of concern as she was too embarrassed to mention it herself and certainly not in front of the nurse! There are a number of references in authoritative literature explaining that that a patient needs some ‘quality time’ with the doctor, not in the presence of a chaperone (see Report paragraph 2.53).

14. In this instance the remark was made as a ‘throw away question’ at the time of the examination which can be an invaluable technique for bringing out sensitive information, as in this case. Such techniques have been discussed in medical literature and the medical press.

15. There have been a number of reports in the newspapers where doctors are accused of groping women patients. If one considers a breast examination, I believe palpation has to be done with the palm side of the fingers and not with the tips which results only with point contact. Photographs abound in medical literature and patient leaflets on the subject of breast examination that show a multitude of positions for the examiners’ hands/palms/fingers on all parts of the patients’ breasts and examination of the nipples is frequently referred to, squeezing to check for discharge. 

16. Specialists in the medico-legal aspects of Obstetricians & Gynaecology have said it is one of the top three specialities at risk for litigation and that the rate of settlement out of court is high. I have often heard said within the profession that if one does not have complaints then one is not an obstetrician & gynaecologist as one is not doing one’s job!

17. From the manner in which the Inquiry seems to have deliberately avoided considering evidence in my favour it would appear that the report is completely biased.

18. Very noticeable is the minimal amount of reference in the Report to evidence from my former Practice staff. I know that at least four members of my former staff contacted the Inquiry direct and others provided information to be passed on.

19. It is claimed that I have refused to give any input to the Inquiry. That is completely misleading as it ignores the initial submission I sent to the Inquiry dated 23rd October 2002 which comprised of over twenty A4 size pages! The Inquiry had this submission typed out and returned a copy to me.

20. That letter contained a full description with reasons why I carried out a pattern of care in the promotion of women’s health and the minimising of morbidity in women’s disease.

Comments on the Ayling Inquiry Report

CHAPTER 1

1. THE INQUIRY

Establishing the Inquiry
1.2 As regards ‘a qualified nurse’, the High Court Judge said that the nurse who attended my colposcopy sessions at my Surgery could act as chaperone and the representatives of the Police did not object. 21
1.3
The contents of this paragraph are discussed in the response to paragraph 1.3 of the Report on the website www.fdrgp-cliffordayling.com. 22
1.6
The contents of this paragraph are discussed in the response to paragraph 1.18 the Report (comments 4-7) on the website www.fdrgp-cliffordayling.com. 23
1.8
The contents of this paragraph are discussed in the response to paragraph 1.28 (comments 31-36) of the Report on the website www.fdrgp-cliffordayling.com. 24 

1.10 Since the Inquiry, I met in the street the husband of Patient AG that I delivered           using forceps and he complained that he had not been allowed to accompany his wife when she attended the Inquiry. 25
Permitting persons attending the Inquiry to talk to the media has allowed misrepresentation to the extent that Ms. Sarah Harman has made defamatory statements about me, stating for example on Meridian Television that the use of a personal camera to take photographs of women attending gynaecology clinics was  “very disturbing and very perverted indeed”. Sarah Harman purports to be somewhat of an expert in matters relating to cervical cancer and such an allegation portrays abysmal ignorance. 26
1.13
In noting the number of people constituting the legal team to advise and present evidence to the Inquiry, it would appear that the team was very selective and withheld much evidence. Or, perhaps, the Inquiry Panel itself chose to ignore evidence in my support. 27
Form of Inquiry

Adversarial or Inquisitorial?
1.18
The contents of this paragraph are discussed in the response to paragraph 1.18 of the Report on the website www.fdrgp-cliffordayling.com. 28

Being inquisitorial confirms that the Inquiry Team were able to be selective and to ‘pick and choose’ what evidence they heard. Had there been an adversarial element then there would have been a statutory obligation to ‘hear the other side’. Thus the versions of events or opinions of supportive witnesses did not have to be chronicled or included in the Report. 29
Identifying Participants

1.20
Further to the last paragraph, the Inquiry Team was able to ‘pick and choose which participants they would consider. Further, a great number of the participants in the witness list are not named within the body of the report so it is not known what evidence they gave. 30
Relationship with Clifford Ayling
1.24 The point is made that the lack of my input should be borne in mind when reading the Ayling Report. This is particularly important as most of the material is unsubstantiated, hearsay evidence that is incorrect in many instances. 31
Regarding the security of any papers sent to me I noted that my cell door would be open for others to gain access in my absence and this the Inquiry misrepresented by saying that there was no security because of my cell-mate. This was a subtle but definite misrepresentation. 32
It seems clear that the Inquiry were not anxious to have my input since no effort was made directly to me for anyone to visit me in prison or to inform me of the details that had been made for me to see relevant material.  I did have a visit by the Prison Governor but I do not recall those details having been explained. 33
Many of the former patients that participated in the Inquiry did not come forward until I had been convicted. Even had I been able to consult material provided by the Inquiry whilst in prison, the time allotted to me to do so would have been insufficient. My daughter Joan Ayling was in constant contact with the Inquiry and informed them that she had access to my personal and medical paperwork but no attempt was made to inform her of specific concerns so that she could produce evidence. She was asked only to provide information that would allow the Inquiry to establish the chronology of my posts. 34
My daughter supplied a great deal of material to the Inquiry Team. Some of this material has found its way to being published in the media or was used in court proceedings. Some of the material was returned to my daughter because it was apparently objected to by the women and their legal representative. 35
It is my opinion that the Inquiry Team have been bordering on the devious in their actions. 36
As mentioned above, I wrote a submission to the Inquiry of over twenty pages and in categorically stating that there was no input on my part I believe the Inquiry was being disingenuous in its omission of any allusion to that submission in the Report. 37
Preparations for the Oral Hearings

Preliminary Meeting

1.25
The contents of this paragraph are discussed in the response to paragraph 1.25 of the Report on the website www.fdrgp-cliffordayling.com. 38
1.26
The contents of this paragraph are discussed in the response to paragraph 1.26 of the Report on the website www.fdrgp-cliffordayling.com. 39
Gathering Witness Statements
1.27
The contents of this paragraph are discussed in the response to paragraph 1.27 of the Report on the website www.fdrgp-cliffordayling.com. 40
1.28
The contents of this paragraph are discussed in the response to paragraphs 1.28 of the Report on the website www.fdrgp-cliffordayling.com. 41
1.29
The process by which ‘Participants and their representatives signed a confidentiality undertaking which acknowledged that it was necessary to keep such material confidential and to use it solely for the purposes of the Inquiry’ seems to be at odds with the removal of any restriction on those persons talking to the media, as stated in paragraph 1.10. 42
Gathering Documents

Expert Assistance

1.32
Reports by Expert Witnesses are simply the opinion of that particular person as is repeatedly demonstrated in our courts of law when experts are provided by opposing sides. It is of note that these experts appear to have been asked to comment on selected evidence. What could cause concern is the selection and, therefore, inherent bias. 43

The Inquiry Report alludes in paragraph 3.107 to ‘other evidence’ of complaints when I worked in Thanet and Canterbury, yet there is no discussion of the complaint of Patient AG who definitely participated in the Inquiry as it is her husband who spoke to me when he saw me in the street. Her complaint was extremely documented as she made a claim against the Health Authority. Both experts, instructed by solicitors acting for the Health Authority and by the firm Harman & Harman, said in their reports there was evidence that I was skilled in using Kiellands forceps and that the labour and delivery had been properly managed. But in paragraph 3.86 the Report shows the Inquiry put unbalanced conclusions about my skills and abilities to witnesses and suggested to the witnesses that these conclusions should be accepted. 44
PART ONE PROCEEDINGS

Venue

Opening the Inquiry and hearing the evidence

1.37
It is of note that when Mr. Fitzgerald wrote to me in April 2003 suggesting that I did not wish to ‘engage with the Inquiry process’ I immediately commenced proceedings for Judicial Review so that I ‘could be heard’ in accordance with the second rule of Natural Justice. That hearing, before the Honourable Mr. Justice Jackson, did not take place until 30th July 2003, one day before the closing submissions. 45
This fact lends weight to my conjecture that the Inquiry was not anxious for any input from me as reinforced by my Appeal later before Lord Justice Brookes that the legal representative of Anna Pauffley vigorously defended. 46
Powers of Compulsion

1.39
In spite of having obtained compulsory powers, as well as my application for Judicial Review, the Chairman did not ask me to attend and answer questions. I suggest that this is further evidence that she had no wish for any input from me, just as any input from my staff and supportive patients has been ignored.47

I could have been called to give oral evidence without the presence of former patients or other witnesses. Information put to me about former patients or alleged incidents could have been anonymised. 48

It is implied that I was being difficult to deal with. It cannot be implied that I did not wish to participate. 49

It was alleged by Sarah Harman in the media that ‘new evidence’ was given to the Inquiry by a nurse barely two weeks before the end of the Inquiry evidence gathering stage. I obviously could not have been expected to provide input about allegations that had not been made prior to then. In my opinion, any objective Chairman would have welcomed the chance to hear my response to such allegations and would not have instructed their legal representative to resist my attempts to participate at the court hearing that took place within weeks of the Inquiry having allegedly been given ‘new’ evidence. Further, the Inquiry apparently was to give participants the opportunity to respond to further evidence it received during the course of the oral hearings. Input from me could easily have been accommodated within that process. 50
Legal Expenses

Dealing with Potential Criticism

1.42
The Report goes to great lengths to promulgate the Inquiry’s purported desire to be fair. An objective study of the ensuing contents of the Report show them to be totally flawed in this respect. 51
1.43
It is stated that there would be ample opportunity to respond to criticism. 52
In refusing to allude to any evidence from me, the Inquiry did not adhere to 1.42 or 1.43,  despite my letter to the Inquiry dated 23rd October 2002 (13 pages of typed submissions) in which I wrote ‘I do hope that my somewhat disjointed observations will be helpful to the Inquiry and allowance made if I have repeated myself. My submissions to the GMC on the 15th June, 2001 and letters to them – before the Trial (in 1998-2000) and subsequently could help the Inquiry if they were sent for – as could my letter to Sandy Fleming of Meridian Television – a reporter’. 53
PART TWO

Preparing for Part Two

Providing a Framework for Part 2

Closing the Inquiry

CHAPTER 2

GENERAL INTRODUCTION

2.1 The Report is factually incorrect in stating that I worked for the Canterbury and Thanet group of hospitals in 1988.  This is not true and is of particular importance in view of the serious allegation made for the first time at the Inquiry by the former Unit General Manager Dr Voysey as reported in paragraphs 3.112 to 3.124 of the Ayling Report. 54
2.2 Again the Report is factually incorrect.  I did not become a sole practitioner from 1983.  In 1984 I became a single-handed practitioner with Dr Ribet as assistant.  Dr Ribet continued as an assistant until 1999, by which time the Practice had merged and there were a total of five GPs. 55
2.5
The point is correctly made that a number of ‘not guilty’ verdicts were obtained at my criminal trial.  The fact is that the same protocol was used for those patients as the others and I have always submitted that all the examinations were clinically indicated. They were not for any sexual gratification. 56
2.6
To write in terms of ‘inappropriate touching or examinations of women’s breasts or gynaecological organs’ is to conjure up in the mind of anyone reading the Report any manner of titillating behaviour. Accurate reporting should be more specific as to the alleged manner of examinations so that health professionals reading the report know exactly what movements or touching is being defined as ‘sexualised’. 57

The case in 1991 occurred in connection with a patient who had booked for a cervical smear examination which would have entailed the routine breast examination.  At the criminal trial, she strenuously denied booking for a cervical smear.  It was, however, documented by my receptionist but, at the trial, although my receptionist had been informed that she would give evidence, she was not called. 58

Many of the patients who made complaints were trawled by two doctors on behalf of the Health Authority or by the police. Women who have been perfectly satisfied with a medical examination can become alarmed if then told by uninformed policemen that the examination was inappropriate.  One former patient withdrew her police complaint, saying she had felt ‘pressurized’. 59
2.8
As mentioned in my introduction, the Inquiry did not concern itself with women’s health care, etc. and thereby missed a golden opportunity to promote Preventative Medicine.  That an ‘overall pattern of care provided ' emerged was a point made by the legal representative who accompanied me during the police interviews. 60

A reduction in mortality, and in particular morbidity, which has been my aim, is also that of the majority of health professionals.  I believe that the Inquiry, in writing a biased and inaccurate report has been damaging to this health objective and will have failed the very patients it purported to wish to protect in the future. The majority of screening examinations do not result in the discovery of pathology and in the light of the Ayling Inquiry Report, any doctor who undertakes a screening examination of any kind may find themselves subject to false or misinformed allegations that the examination was not clinically indicated. 61
2.9
It will be remembered that about the time I entered general practice there was a great deal of comment in the media that doctors were aloof and uncommunicative. For this reason I made it my aim to be approachable and to have a friendly surgery. On the whole it appears that we were successful and the service we provided was appreciated by the patients. The many testimonials provided by my patients but withheld from the jury at my criminal trial testify to this. 62

Of note is the fact that many patients transferred to our Practice from the White House because of, amongst other things, the attitude of their receptionists. 63

The protocol I used and the manner of examinations was the same for all patients, many of whom were nurses and other professionals. I discussed my technique with them and they said I put them at their ease and that it was appropriate. 64

One of my patients who made a statement and was expecting to be called to give evidence at my criminal trial said:  ‘I have had a fairly complex gynaecological history and have received both ante natal and post natal care from Dr Ayling as well as the care and attention I required during and after four miscarriages. One of the characteristics that I particularly like about Dr Ayling is the fact that he keeps a certain emotional distance and is extremely neutral when carrying out examinations but still he instills confidence in me and I have to say that any examination I have had done by Dr Ayling has been exactly the same as when it has been done by any other doctor or Consultant when I have attended the Hospital…Throughout these examinations he was always methodical and mechanical and always professional. If he was carrying out a smear test or an internal examination he was always gloved and the method which he used was identical to that which I had had done by Consultants at the Hospital…There is one particular incident which I think shows exactly what Dr Ayling was like as a GP. I had just had my second child and was breast feeding but unfortunately I developed mastitis. I was in a completely dreadful state as I could not feed the baby and I was extremely uncomfortable myself. I had advice from the midwife but I was still unable to feed my baby. I spoke to Dr Ayling and he immediately came to see me on a home visit. He spent a long while talking to me and he showed me how to express my breast milk, and indeed, helped me to do this. This was a potentially embarrassing situation but he carried it out with such a professional air that I was not in the least bit concerned by the fact that he was a man. He was merely helping me and making sure the baby and I were alright. The help that he gave me provided me with much relief and obviously the baby was happier because it had been fed’. 65
Following the confusion over cervical smears at the Kent & Canterbury hospital, three of the affected patients were referred to me for repeat smears using the Papnet technique. All three were satisfied with my technique and routine examination of them. I was complimented by the lady who had referred them to me saying that the ladies had told her that I had been thorough and correct. 66
On the question of chaperones, if a patient asked for a chaperone, arrangements would be made with the nurse or a receptionist who would sit in the room or the patients would often return bringing a partner or friend. 67
Many patients did not want a chaperone; they found one obtrusive and even embarrassing. On many occasions I found that nurses, particularly in the hospital setting, would ‘manage’ the patient to the extent of forcing their knees apart prior to vaginal examination. I just used to ask the patients to position first one knee and then the other, as I had learnt from a gynaecologist for whom I had worked many years before and who had a large private practice in London. 68
The insensitive ‘management’ of patients by some nurses was clearly exemplified by Patient J who attended the Royal Victoria Hospital in Folkestone for an antenatal visit in 1993. The patient objected to the way in which the midwife insisted on helping her to dress. That patient, together with her mother and sisters, had been a patient of mine for many years and the whole family had had repeated routine examinations which they found perfectly correct. 69
The Inquiry has reported the above complaint in such a way that it appears to be against me and not about the inappropriate language and behaviour of the midwife. 70
Mention above has been made of the fact that some believe obstetricians’ should not be involved in the care of the breasts, so anyone who shows an interest in breast care takes the risk of having comments made about them by midwives and nurses. In this way, because one of the Consultants at the William Harvey Hospital in Ashford included a breast examination when he did colposcopy examinations, the nurses gave him an adverse reputation. 71
2.10
As I have noted before, my procedures followed a pattern of care for which there are documented clinical reasons. There are many, many examples where disease has been missed because patients have not been examined. 72

One such tragic condition is the so called ‘hidden killer’, ovarian cancer, since it is symptomless and remains undetected until a routine examination is performed. 73
Another example is ectopic pregnancy and in the 1998 edition of the ‘Confidential Enquiries into Maternal Deaths’ the dramatic rise in maternal deaths from ectopic pregnancy was said to be due to the fact that women were not being examined. 74
The recommendation was made that ‘It is essential that GPs and other clinicians, including staff in Accident and Emergency Departments, consider the diagnosis of ectopic pregnancy in any woman of reproductive age who complains of abdominal pain. It is important to recognize that the clinical presentation is often not "classical".’ 75

At this juncture it would be appropriate to mention two cases that have appeared in the ‘The Mirror’ newspaper. 76

Sarah Louise McKie was aged 19 years when she died from cancer of the breast within a day of my name being removed from the Medical Register. In February 2003, Christine Broomhall was reported to have died at the age of 17 years from cervical cancer. 77

In hospital practice I came across several young ladies with the most severe of pre-cancerous changes in the cervix and, indeed, I had one such case in my Practice in a girl of 16 years in 2000. 78
As stated at the criminal trial, in the almost 20 years I was in General Practice and taught breast self examination, 19 of my patients discovered a lump which proved to be cancerous.  One of these was a lady who had registered with my Practice when she moved into the area. This was shortly after her previous doctor had carried out a post-natal examination but had failed to examine her breasts. The patient discovered she had a previously undetected large tumour that required a mastectomy. She ended up with distressing morbidity from constant discomfort and a grossly swollen left arm. 79

Today reliance is placed largely on ‘high tech’ investigations with the simpler procedures being derided and many basic skills are lost or become inefficient because health professionals do not use them or are not being taught. 80 

However, what appears to have been overlooked is the very important conclusion arrived at by Sir Patrick Forrest in his Department of Health and Social Security report in 1986 on breast cancer screening. The Report states ‘mammography, clinical examination and breast-self examination (BSE), used separately or in combination, appeared to be the only methods that warrant further examination for use in mass population screening’. 81
2.13
This paragraph is misleading. Having also made the misleading statement in 2.2 that I was a ‘ sole practitioner’ the Report now states I was a ‘ single-handed GP’ and omits the fact that I had an  ‘assistant’ in the form of Dr Ribet who helped me run the Practice. 82

To state that I acted as an 'unsupervised Clinical Assistant covering weekend emergencies’ shows that the Inquiry Team had not grasped the nature of the work involved. My appointment was to allow the respective Registrars to have a half-day and weekend off and the other not to have to cover both hospitals. This meant that the work was effectively that of a Registrar with the same supervision that a Registrar would have had. 83

Indeed, at week-ends Consultants used to visit the hospitals. Mr. Dwyer would regularly come in on a Saturday morning and I would discuss any cases of note with him. Mr. Fullman would come in on a Sunday morning and we would have a full discussionat those times. At other times I was in contact by telephone and would discuss all difficult cases and every caesarean section without fail. A trace of this contact would be in the hospital notes regarding the labour and delivery for patients that I dealt with as I wrote very full notes and such entries would be preceded by ‘D/W’ (i.e. ‘discussed with) or ‘talked to’ or ‘Mr X consulted’. 84

On a Monday morning I would see the Consultant Mr Patterson in his Gynaecology clinic and discuss the week-end’s work and, invariably, I would ensure that the Registrars at both Thanet and Canterbury were aware of outstanding matters. If indicated, I would contact the relevant Consultant. 85

Prior to becoming more involved with General Practice my time was spent working, often with a Consultant, during the week either in a clinic or in the operating theatre. At week-ends I covered emergencies. There was always a Consultant ‘on-call’ with whom I was in telephone contact. All major decisions were taken in consultation with the Consultant: this meant that all decisions taken regarding caesarean sections, major operations and difficult vaginal deliveries were discussed. Often the advice given was to persevere with an attempted vaginal delivery rather than having recourse to caesarean section and I still have a copy of a contemporaneous report written after one delivery that confirms this. 86
There were Out-patient Clinics at the Ramsgate, Faversham, Herne Bay and Whitstable Hospitals with the usual complement of senior nursing staff. If I attended at any of these sites it would have been in conjunction with the Consultant concerned just as were sessions in the main hospitals. 87 

The insinuation here in paragraph 2.13, as in many other instances in the Ayling Inquiry Report, is that there was an unusual, irregular situation but hospital health professionals, who would have appreciated normal working practices, would know there was nothing unusual in the way my timetable was set out. 88
At this juncture I would like to point out Dr. Voysey’s remark related in paragraph 4.35 when she mentioned how her managerial role was viewed by her colleagues. The paragraph states ‘Few doctors entered management’ which admits to the lack of ‘hands on’ experience of persons in hospital management. 89

The Report is totally misleading in its description of my hospital working conditions. At no time have I been in professional isolation, as I will demonstrate later in this Response. 90
2.14
The contents of this paragraph are discussed in the response to paragraph 2.14 of the Report on the website www.fdrgp-cliffordayling.com. 91

It was inadequate of Anna Pauffley in her report to persistently claim that I ‘chose not to assist’ her inquiry’s work. I deny the allegation and will deal with it in responding to Appendix 7. A comprehensive response to the contents of paragraph 2.14 of the Report can be found on the website www.fdrgp-cliffordayling.com which concludes there was ‘clearly not the will’ to allow me to respond to all the evidence that had been given to the Inquiry. 92
2.19
It is with respect that I question that the errors in the report are ‘mistakes honestly made’. This blanket excuse has no place in a report published as a White Paper and I believe it is an admission by Anna Pauffley that her report contains errors. Factually inaccurate information that was specifically pointed out to the Inquiry in writing and at the appropriate time by witnesses or other parties should not have found its way into the published report, especially in cases where reference was made to documentary evidence in the Inquiry’s possession to uphold the claim that the information was factually inaccurate. 93
2.21
The contents of this paragraph are discussed extensively in the response to paragraph 2.21 of the Report on the website www.fdrgp-cliffordayling.com. 94

The former patients who gave evidence to the Inquiry were permitted to participate on a selective basis and did not include any that were supportive of me. The patients who participated in the Inquiry were accompanied by a representative who was a solicitor and clearly there was a monetary incentive which would have given them ‘courage and fortitude’. In February 2002 one of my former patients wrote to me in prison and said they had rung the Inquiry number but ‘they were only interested in negative opinions, and not interested if I had praise for you, and your receptionist. Anyway, thought that I should bring it to your attention, just in case this is not what you thought was happening’. 95
RECOMMENDATIONS

Introduction
2.22 
Despite the assertions given regarding clinical performance and patient welfare, it is disconcerting that there appears to be an increasing number of failings in the NHS reported in the media. A case in point is the recent report about Northwick Park, which in its heyday was a centre of excellence and now seems not to be adhering to the recommendations set out in the ‘Confidential Enquiries into Maternal Deaths’ that have been made over the years since the 1950s. 96

Indeed, as pointed out in 2.10, practices have changed but in some instances these changes have not heeded the recommendations of the ‘Confidential Enquiries’ mentioned above. A case in point is the rise in maternal deaths from ectopic pregnancy reported in the 1998 edition said to be due to the fact that women were not being examined. 97

Mistakes have always occurred, but I believe current changes in health policy are more geared to admitting mistakes and settling claims even if they have little or no merit than to the provision of properly performing high quality health services that produce a lower incidence of medical errors. The former is based on cost-effectiveness policies and is more politically correct in the current climate of compensation based issues. 98 
“Sexualised Behaviour” 
2.29
Regarding the index of suspicion about motivation for questionable behaviour, the media are very receptive to that which is salacious and titillating and are prone to accept alleged sexualised motivation even if it is not present. ‘It is that which sells newspapers’! 99
2.30   
The contents of this paragraph are discussed in the response to paragraph 1.3 of the Report on the website www.fdrgp-cliffordayling.com. 100

There are many recommendations in this paragraph. It is important that all the decision makers within the proposed expert group to be convened under the auspices of the Chief Medical Officer, be provided with extensive literature covering all aspects of women’s health; particularly extensive material covering the various and numerous recommendations as to the manner of carrying out routine checks and examinations that safeguard against various cancers, sexually transmitted diseases and pregnancy problems. A response to paragraph 2.30 can be found on the website www.fdrgp-cliffordayling.com and contains the type of questions that such a group should look at before attempting to produce any authoritative report of what does or does not constitute alleged ‘sexualised behaviour’ in the field of women’s health in the hospital and GP setting. 101
Listening and Hearing

Complaints Procedures

Tracking Repeated Complaints and Concerns
2.44
It transpires from this Report that it is alleged there were complaints of which I was not aware even though it should be a requirement that the person about whom a complaint has been made should be told at the earliest opportunity. This is indeed a recommendation made later in the Report. What is important is that it should be implemented. It may present a problem with the complainant who may wish to remain anonymous but if the complaint is about alleged sexualized behaviour, which is a criminal matter, there can be no argument to uphold the withholding of information about the complaint from the person concerned.  With a degree of imagination it should still be possible to pass on the complaint without divulging its source. However, if the complaint is considered serious enough to warrant police referral there should be no delay in providing full details of the complaint to the defendant or their legal representative of any prior investigation carried out by hospital authorities or health authorities. 102

On 6th December 1993 I attended a meeting of the South East Kent District General Practitioner Committee. The minutes of this meeting record that the then Clerk of the Local Medical Committee attended the meeting and said the ‘committee felt as a whole, that the practitioner should be told within two weeks of a complaint being made against him and the chairman was to write to Mrs Chris Lewis of the FHSA to ask if this could be implemented’. Ms Christina Lewis, then Complaints Officer of the Kent Family Health Services Authority, gave written evidence to the Inquiry but the Inquiry made no adverse comment about nor referred to the fact that no details of the complaint by the patient who first complained to the Health Authority about me in February/March 1998 were made known to me until the day before I was arrested by the police in November 1998. 103
2.45
The contents of this paragraph are discussed in the response to paragraph 2.21 of the Report (Comment 17, Case 6, Remark 28) on the website www.fdrgp-cliffordayling.com. 104
Sole Practitioners

Chaperones

2.50
From the Oxford Encyclopedic English Dictionary a chaperone would appear to be ‘a person who ensures propriety by accompanying a woman on certain occasions’. 105

In the medical setting the person acting as chaperone must be acceptable to both patient and health care professional. In many cases, especially in the hospital setting, the chaperone acts as assistant. However, for a large part of the time, there is nothing specific to do and it is difficult for the chaperone’s presence not to be obtrusive. Many patients have expressed to me that they do to not want the “nurse to gawp at my private parts”. 106

There is always the matter of private conversation between the patient and the doctor and this is often most appropriate at the time of the examination. If left unsaid it could be an important opportunity that has been lost, especially with a shy patient. 107

An example of unwanted interference by a midwife/chaperone was given by Patient J who objected to having her bra handled as well as being subjected to objectionable comments. 108

If the recommendations in the Ayling Inquiry Report become mandatory then it must also be mandatory that a patient who does not want a chaperone is under an obligation to sign their notes to that effect prior to the examination and again at the end of the consultation to indicate that the examination was carried out in an appropriate manner. This must be divorced from any issue of distress that is a directly linked to the emotional state or physical symptoms of the presenting patient. 109
Local Medical Committees

Criminal Investigations

CHAPTER 3

THE CLIFFORD AYLING STORY

A) HOSPITAL PRACTICE-1971 TO 1988

Kent & Canterbury and Isle of Thanet (Margate Wing) Hospitals

Introduction

3.1
As previously stated, there is a factual error in that the years considered ended in 1987 and not 1988. 110
3.2
It is unfortunate that the Inquiry chose not to enquire into my aims, ambitions and reasons for returning to Thanet in 1975. I enrolled at the University of Kent at Canterbury in order to pursue an M.Sc in Electronics by researching Fetal Telemetry. At the same time I was given the opportunity of continuing clinical Obstetrics & Gynaecology. This was of especial benefit to the Thanet & Canterbury hospitals since it, effectively, gave them a third Registrar meaning that when I was on duty one Registrar would not have to cover at the same time both hospitals. The hospitals were 17.8 miles apart and my timetable specifically covered busy times during the week and at week-ends when one of the two Registrars had a half day or weekend off. 111

However, I was regularly asked to cover absent colleagues at times that had been allotted to my research work at the University and this made it very difficult for me to write up my research work and obtain the M.Sc. that would have been a stepping stone towards gaining a Senior Registrar post. 112
The Report stresses that ‘Clinical Assistant posts were not recognised as training posts’ but all the staff in a hospital medical team have the same responsibility to the Consultant they work for and in this instance my post doubled as that of a Registrar and I had the same interaction as the Registrars with all the Consultants. 113 

3.4
This paragraph is seriously misleading by suggesting there were numerous hospital sites at some distance from each other and that there was no Consultant involved. 114
My duties were carried out at the Margate and Kent & Canterbury Hospitals and I may have attended occasionally at other sites in the district. 115
Consultants were always involved and any problems were always discussed with them. It is disingenuous to suggest that as a Clinical Assistant I was working without the supervision of a Consultant and that I was ‘out on a limb’. 116
3.6
There was a regrettable episode in 1987 when I, unfortunately, cut a baby’s abdomen at caesarean section during night duty and some time after this Mr. Fullman spoke to me and commented on the amount of time that I was working and that this should be curtailed. My contract was not renewed that year and I applied to the Industrial Tribunal and the Health Authority agreed to pay a sum of £5584.57 as the result of the termination of my employment on 30th June 1987. 117
 
Here are some notes:-

Arguments re Redundancy in June 1987

1. There was the unfortunate incident with the baby at Caesarean Section .

2. Some time later, Mr Fullman asked me to see him and, effectively, said that I was overstretching myself with 2 jobs and had to choose between them. 

3. My reply was that I had a bond with many patients in G.P. (a responsibility to them) and felt I could not let them down so I had to opt for G.P. 

4. On 25th June 1987, exactly one week prior to the expiry date of my yearly contract, I received a letter informing me that the contract would not be renewed.  I consulted the M.D.U. who advised that I had a claim for unfair dismissal so I instructed solicitors to make an application to the Industrial Tribunal that led to a settlement in December 1987. 

5. I am not sure, but it is possible that it was Mr. Fullman who suggested, in the first instance, that after my length of service I could be entitled to redundancy pay. 118
3.7
This paragraph is a total fabrication. There was no such employment and I believe that the allegation is a confabulation. I did not work at the Kent & Canterbury or Thanet hospitals after 30th June 1987. 119
Ayling’s Training and Early Career

3.9
I gained the Fellowship of the Royal College of Obstetricians & Gynaecologists in 1985. This is obtained on recommendation and from what I recall I was nominated by Mr. Fullman and Mr. Patterson. I believe it was on account of the work that I had done for the Unit with regards to Fetal Monitoring and Obstetric Ultrasound as well as my clinical duties which included junior staff and medical student training. For a number of years both Margate and Canterbury Hospitals had medical students from teaching hospitals and I used to give them tutorials. I was told by some of the students that the fact I gave these tutorials was known at the teaching hospitals and made Margate an attractive placement for some of the students. 120
The North Middlesex Hospital

3.12
I totally deny Patient A’s allegation that I had an erection in 1971 or that I purportedly said this was “an occupational hazard”. Patient A only came forward after my conviction and in connection with Patient A’s allegations her solicitor Sarah Harman’s website claimed after the evidence taking phase of the Inquiry that my hospital contract was not renewed. My daughter therefore sent the Inquiry a copy of the renewal of the said contract. If my daughter had not found this document amongst my paperwork I can only assume the Report would have stated as fact that my contract had not been renewed. 121

I would like to point out here that the Consultant Mr. Brace under whom I worked at the North Middlesex Hospital is cited on page 176 of the Report as having given evidence to the effect that “Another rule of the department was that a male doctor would not examine a patient without being chaperoned by a female member of staff”. According to this evidence a female member of staff would have been present at my examination of this patient. Had I really made the comment alleged and had Patient A really made such allegations at the time, I am certain that Mr. Brace would have sought to question the said member of staff. 122
3.14
Again capital is made in the Report of not having received my cooperation. The Inquiry Team could easily have had my input as I have explained above but to have not wished to and used the flimsy excuse that I had not signed a confidentiality undertaking.  That was the reason given in the High Court by the Honourable Mr. Justice Jackson and Lord Justice Brookes. It must be borne in mind that the Inquiry had already come to the decision that they did not wish to have my input and this was clearly indicated as early as April 2003 by Mr. Fitzgerald’s letter when he categorically stated that I did not wish to assist! 123

I applied twice to the High Court to ask for an Order that I should be heard at the Inquiry means and it is evident that I wished my input to be considered. 124

What has been conveniently overlooked are the terms in which I was to have access to the complaints and documents.  I was going to be able to see selected documents and make notes but I was not going to be able to take those notes away with me and work on them in my cell. 125

In my initial submission I suggested that this Inquiry was going to be a whitewash and as it transpires it was. 126
Initial Employment in Canterbury and Margate

3.15
The erroneous conclusion that I was experiencing ‘frustration’ in 1972 ignores what was then the manner of progression through hospital posts and that it was the norm to write to Consultants for advice. This was particularly so if one was anxious to be involved in some field of research. I was interested in medical electronics, and particularly in fetal telemetry. 127
After gaining the MRCOG, most doctors took about three to four years before getting a Senior Registrar post, and this was usually at the age of 37 years. In 1972 I was 40 years old and had spent 10 years in industry before studying medicine. 128 
3.17
One wonders how, with the amount of staff at their disposal, the Inquiry Team managed to make so many mistakes in their Report. Mr. Patterson and Mr. Fullman were appointed to replace the retiring Consultant, Miss Burton-Brown. Thus the number of Consultant Obstetrician & Gynaecologists was increased from 3 to 4 and not 2 to 4. 129
It depends on the particular hospitals and Consultants as to how much operating one is given. I recall that when Mr. Fullman was himself Senior House Officer at the Royal Northern Hospital, one of the Consultants there insisted on personally performing all vaginal repairs. Some Consultants and senior doctors will ‘hog’ certain procedures. In 1987 I was doing major as well as minor operations for Mr Patterson and I have a copy of a letter addressed to him at the time that refers to this. Caesarean section is major surgery, with all the risks that entails, although it is often forgotten because the operation has become so widespread. 130
The London Hospital
3.18
The contents of this paragraph are discussed in the response to paragraphs 3.18 and 3.21 (comment 7) of the Report on the website www.fdrgp-cliffordayling.com. 131
3.19
The contents of this paragraph are discussed in the response to paragraph 3.19 the Report on the website www.fdrgp-cliffordayling.com. 132
3.20
The contents of this paragraph are discussed in the response to paragraph 3.20 of the Report on the website www.fdrgp-cliffordayling.com. 133

Whilst at the London Hospital I did work on fetal telemetry and following the Dean’s recommendation applied to the University of Kent at Canterbury and the Consultants at Thanet & Canterbury to see if I could continue my research on fetal telemetry and work part-time in clinical Obstetrics & Gynaecology. 134
Because of family reasons I needed to travel frequently to Folkestone and that is why I wished to return to East Kent. Otherwise I would have remained in the London area. 135
The Kent & Canterbury Hospital and the Isle of Thanet District Hospital
3.21
The contents of this paragraph are discussed in the response to paragraph 3.21 the Report on the website www.fdrgp-cliffordayling.com. 136

I do not know what information led the Inquiry Team to state that I ‘applied for further academic posts but without success’ as that is false. 137
I am unaware of having applied for ‘further academic posts’ and feel the Inquiry Chairman should provide an explanation. 138
To write in this paragraph ‘instead he worked briefly as a Locum Consultant in Obstetrics & Gynaecology from 28th July 1975 to 10th August 1975’ seems to be a ploy by the Inquiry to suggest that I was unable to find work. This is untrue and a detailed explanation and contemporaneous evidence of what happened at this period can be found on the website www.fdrgp-cliffordayling.com. The ‘locum’ appointment was part of the contract arrangements and allowed me to take the annual leave that I was due. Contrary to what is intimated in the Report, there was no gap in my employment on leaving the London Hospital Medical School. 139
3.24
The contents of this paragraph are discussed in the response to paragraph 3.24 of the Report on the website www.fdrgp-cliffordayling.com. 140
3.25
The contents of this paragraph are discussed in the response to paragraph 3.35 (Comments 4-5) of the Report on the website www.fdrgp-cliffordayling.com. 141
3.27
The contents of this paragraph are discussed in the responses to paragraphs 3.21 (comments 2-3) and 3.24 (Comment 2, Point 2) of the Report on the website www.fdrgp-cliffordayling.com. 142
3.28
The contents of this paragraph are discussed in the response to paragraph 3.83 of the Report (Comment 9) on the website www.fdrgp-cliffordayling.com. 143

Again the Report appears to be factually incorrect. The junior medical staff at Margate comprised a Registrar, an SHO (Senior House Officer) in Obstetrics, a Gynaecological Houseman and 2 Obstetric Housemen, one of whom, I believe, was the GP Trainee. 144
The other GP Trainee mentioned in this paragraph was, I think, attached to Canterbury and once a week both of these Trainees would go off for their general practice tutorials. 145
It could be that the Thanet SHO mentioned is being confused with a Registrar as he used to alternate with the Margate Registrar and be covered by the Canterbury Registrar or by myself. However, he/she was in post as far back as 1974 and I see no mention of a further appointment prior to 1987. 146
If there was a second Registrar appointed to Thanet in 1983 it would have made my appointment redundant since I was on duty when one of the two Registrars that covered Canterbury and Thanet was off. 147 

From 1983 to 1987 I was continuing to work as Clinical Assistant to complement the two Registrars, working alternate weekends at Thanet and Canterbury. 148 
Up to the time I left there were only two Registrars, one at Thanet and one at Canterbury. With my post it meant that the Registrars were ‘on-duty’ one weekend in three. There was no additional Registrar post created in 1983. 149
3.29
When I was Registrar at Margate in 1973-1974 I recall that there was a very experienced SHO in Gynaecology at Canterbury but I believe that the junior staff complement was much as at Thanet. The problem was that with only 2 Registrars covering two main hospitals 17.8 miles apart life did become hectic, especially with having to travel between the hospitals. 150
If the Report is correct and the Australian Registrars were supernumerary it means that there was no Registrar at Canterbury before the arrangement with Melbourne which began around 1976/77 if I recall.  That does appear strange as I know that there was a female Registrar at about that time who probably came from India. 151
Mention of the Australian Registrars probably means that because they were paid for by their mother country, the funded complement of junior staff could thus be increased by employing an additional non-Registrar grade doctor. 152
3.31
This paragraph is very misleading. The basic duties were to replace the Registrar when he was off duty, that is one ½ day and two sessions for the weekend each week and to act as intermediary to the Consultant on call. 153
The wording in this paragraph suggests that when I was “on-call” I was acting as a Consultant and not a Registrar. This was not the case and there was always one of the 4 Consultants “on call” to whom important decisions were referred. 154
Thursday afternoon one week, at Canterbury, I would assist Mr. Fullman in his Ante-Natal clinic whereas the next, at Margate, I was initially simply on-call but later that became a colposcopy session. I did not perform a colposcopy session after June 1987. 155
Friday afternoon a week, at Canterbury, I was simply on-call whilst the next, at Margate, I used to assist Mr. Patterson in the operating theatre. 156
Whilst on-call I would look after emergencies as well as the Labour Ward. I was able to carry out some research during these times and at Canterbury was given the opportunity of working in the Medical Physics Department. I was also very much involved in the setting up of the ultrasound service for Obstetrics and in teaching staff to use the equipment. 157
3.32
The contents of this paragraph are discussed in the response to the Report on the website www.fdrgp-cliffordayling.com. 158
3.33
It is normal practice for Consultants to decide prior to going on leave upon which patients a locum will operate. The Consultants would go through the Waiting List with their secretaries and select the patients. 159
3.34
The contents of this paragraph are discussed in the response to paragraph 3.34 of the Report on the website www.fdrgp-cliffordayling.com. 160

The research grant was a ‘one-off’ payment for necessary equipment, etc., to get me started. It was not intended to be renewed and in alluding to this the Inquiry Team are trying to make capital out of the lack of progress in an on-going project without availing themselves of the difficulties encountered. Again the Report is biased. 161
3.35
The contents of this paragraph are discussed in the response to paragraph 3.35 of the Report on the website www.fdrgp-cliffordayling.com. 162
3.36
The contents of this paragraph are discussed in the response to paragraph 3.21 (Comments 5-6) of the Report on the website www.fdrgp-cliffordayling.com. 163
3.38
The contents of this paragraph are discussed in the response to paragraph 3.32 (Comment 8) of the Report on the website www.fdrgp-cliffordayling.com. 164
3.39
The contents of this paragraph are discussed in the responses to paragraphs 3.21 (Comments 5-6), 3.24 (Comment 2) and 3.35 (Comments 13-14) of the Report on the website www.fdrgp-cliffordayling.com. 165
3.40
The Report is again wrong. There was no ‘further Registrar post created at Thanet Hospital’ whilst I was there. The date when Mr Roger Gale MP was purportedly telephoned is not stated. 166
Staff Concerns and Complaints

3.41
The contents of this paragraph are discussed in the response to paragraph 3.78 (Conclusion) of the Report on the website www.fdrgp-cliffordayling.com. 167 


It is of note that from this point there is a nine page stretch of Report that does not contain one single piece of substantiating hard evidence, figure, or statistic. 168
3.42
On 26th February 2002 my daughter personally handed a number of bundles of documents to the Inquiry Co-Ordinator, including a bundle that contained testimonials in my support and the petition that was set up by two of my GP patients after my arrest and that contained over 800 signatures. 169

One of the testimonials was written in January 2000 by a former nurse who said: “I worked in Margate Hospital in the gynaecological ward and met Dr Ayling in the 70’s often assisting him in the examination of female patients of all ages and found him to be most professional and sympathetic, his conduct towards these patients being of the highest standard. I have since left my profession as a nurse and I am now a pharmaceutical representative visiting GP’s in Kent, and visit Dr Ayling, after spending time in the waiting room and speaking to a variety of patients they trust his medical skills, and still look upon him as a true professional in every sense of the word.” 170

If the Inquiry had taken into account all the evidence in its possession it would have painted a more complete and a fuller picture of the views held by staff. 171

The Report again claims that there has been no contribution from me. The Inquiry Team clearly did not want my contribution because that which I have submitted and much of that sent by my daughter on my behalf has been suppressed. 172
Thanet District Hospital
3.45
In the hospital setting there is invariably a certain amount of friction between doctors and midwives. This will particularly come to the fore at an inquiry set up to look specifically at the question of complaints handling. What is not acceptable is for such an inquiry to present as fact the contents of late historic verbal allegations by nursing staff for which there is no supporting evidence. The anonymised notes of hospital patients containing my handwriting or some form of administrative evidence of my presence should have been the minimum safeguard requested by the Inquiry for all allegations made against me by nursing staff or management who claim that they witnessed or heard of an incident in the hospital setting. Hospital notes for Obstetric patients are kept for a minimum of 21 years and would still have been in existence at the time of the Inquiry in 2003. For allegations made prior to that, in the absence of hospital notes, the hospital staff whom lay witnesses claim were involved in alleged incidents should have been traced and asked to give evidence. 173

One thing that is glaringly obvious about a number of the alleged complaints ‘assessed’ in the Ayling Inquiry Report is that they were unknown to me until the Report was published. This is contrary to the NHS guidance.  The Report refers in paragraph 5.8 to guidance that contained the first reference to the right of staff to be fully informed of the details of allegations made about them from the outset and to be given the opportunity to provide an explanation. 174

The Inquiry, being the body to whom some of the alleged verbal complaints have been made for the first time, has epitomized bad complaints handling by failing to act in accordance with its own recommendations. 175
3.48
Length and Frequency of Internal Examinations


I maintain that there were good clinical reasons for the internal examinations that I performed. 176
Many doctors who perform examinations simply report ‘normal’. My reports commented on the uterus, its size, position and mobility, and if necessary the cervix, plus the fornices (appendages and Pouch of Douglas, etc.) Such information is useful as it is comparable for findings at a subsequent examination. 177
There is much clinical information to be obtained from a vaginal examination, especially in areas of tenderness. Not infrequently I have referred patients with pain, dyspareunia for example (painful or difficult sexual intercourse for women), where there is a definite area of tenderness. However, it is disconcerting to receive, as I have done, a report stating ‘vaginal examination normal’, particularly when the patient I referred and re-referred to a Consultant with superficial dyspareunia was distressed because of the pain in an identifiable area that I had specified in my referral letter to the said Consultant! 178
When I trained it was routine for patients, after operation, to come back to the gynaecological clinic where they were examined to ensure their condition was cured and their anatomy was normal. Over the years this has been dispensed with and patients are not even reviewed after an operation, this mostly for financial reasons and due to lack of staff. 179
During the time that I worked in gynaecological clinics I picked up many continuing problems that it was possible to resolve. Without proper examination and diagnosis these problems would have lingered, causing symptoms that the patients would just have had to learn to ‘live with’: symptoms such as chronic abdominal pain and tenderness, chronic vaginal discharge, continuing bleeding, etc. 180
These are symptoms that women are known to suffer from that can make their lives miserable but they are too embarrassed to talk about or do not think are serious enough to see ‘the doctor’ about. An extensive review on the issue of sex problems appeared in the medical newspaper ‘GP’ in May 1982. It said sex problems can present very covertly and that patients often won’t mention a sex problem directly so the GP must listen for clues. It also said that the medical profession, though not responsible for the patient’s initial anxiety on sexual matters, can unwittingly be responsible for its exacerbation and that many people suffer much unhappiness and psychosomatic illness as a result of unresolved sexual difficulties. In a box entitled ‘Don’t forget’, the first point made was that “Genital and pelvic examination is important in cases of sexual dysfunction. It excludes underlying physical problems and reassures the patient”. 181
The January 1979 edition of ‘The Journal of Maternal and Child Health’ carried an article called ‘The management of spontaneous labour’ by John Studd, then Consultant gynaecologist at King’s College Hospital. The article said that “Formerly, it was taught in standard obstetric texts that if a woman’s antenatal course was normal there was no need to do a vaginal examination on admission in labour. Old views still persist, and vaginal examination is discouraged in many departments for fear of introducing infection. It is, in fact, essential that the patient’s cervical dilatation and head level be assessed and charted at zero time on the partogram at the time of admission into the labour suite. Such examinations should be repeated at least every four hours. If the obstetrician waits for several hours before the first examination there is then little information available for the informed management of labour”. 182
I categorically deny the insinuations from the remarks in the Ayling Inquiry Report about ‘sexual motives’ and ‘gratification’. It would seem that a number of the lay witnesses at the Inquiry were put under pressurization and any ambivalent responses they made to leading questions were taken as an affirmation. The Inquiry clearly insisted on dichotomic standpoints and ignored attempts by lay witnesses to explain that clinical practice is never cut and dried and that a number of opposing trends in thinking or practice can co-exist within the same hospital department. However, there are many basics that are common to most clinicians and to suggest that my clinical practice was vastly different to that of my colleagues is misleading. 183
One of my former GP patients who was expecting to be called to give evidence at my criminal trial had said in her statement “I have had internals by other doctors, including a gynaecologist and I can confirm that Dr Ayling carried the examinations out in exactly the same way as the other doctors I have been to”. 184
Frequency of Breast Examinations
I believe that a breast examination is part of a gynaecological examination. I am not alone in this and considering the frequency of breast disease the importance of breast examination should not be denigrated. This is why, in my Practice, I took the opportunity to teach breast self-examination and reinforce the message. 185
It has been reported that many breast cancers are found by patients themselves. These are most often a chance finding and, unfortunately, at an unnecessarily advanced stage. A relatively quick and simple examination as I used to teach can discover these cancers at an earlier stage. 186
Considering the number of doctors reported in the media over the performing of breast examinations, this suggests that breast examination is common but that the reason for it is easily misrepresented. In a book called ‘Common Gynaecological Conditions’ published in 1998 by Patricia Wilson, FRCOG, it says “Breast examination is an integral part of the gynaecological examination and the gynaecologist may be the first clinician to detect a breast disorder”. The book also says that [in 1998] “British women have the worst prognosis in Europe, with a 5-year survival rate of only 60% compared with the European rate of 66%. The 5-year survival rate for Stage 1 disease is 84% and for Stage 4 disease is 18%...Women should be warned that there is no proven benefit [of mammographic screening] and that the cumulative radiation dose might result in the risk outweighing the benefit”. All the above shows that in the year I was arrested and subsequently branded in the Ayling Inquiry Report as an ‘old-fashioned doctor’, the writings of specialists in the field of Gynaecology showed that clinical examination of the breasts was still considered to be an essential part of women’s preventative health care and it can increase the chances of detecting breast cancer early and quadrupling a woman’s 5-year survival rate. Clinical breast examination is also less dangerous than repeated mammography screening, less costly, takes less time, can be performed as a valuable opportunistic examination and can also be taught to patients. 187
[Allegations of] Inappropriate Personal Remarks or Innuendo
Remarks can be misinterpreted by both patients and nursing staff. I cannot recall precisely what I used to say at the repair following an episiotomy but I did not use the remark “nice and tight”. Considering the problem of dyspareunia, one would never suture the vagina ‘nice and tight’ since the tissues shrink with healing and would cause problems. 188
The procedure after suture was to test the size of the vaginal opening by using more than one finger of one’s hand to check that it was adequate and not tight. An article on Episiotomy Repair by Michael Burke in the medical journal ‘Teach-In’ of April 1973 explained that it was “important to keep the sutures close to the edge of the vaginal skin to avoid narrowing the vagina”. The article also said that “Before finishing, routinely perform a vaginal examination to confirm that no pack has inadvertently been left behind and to remove any blood clot that has accumulated. Following this a rectal examination is usually recommended to check that no stitches have passed through the rectal wall”. 189
I suggest that the midwives who gave evidence have been cited by the Inquiry selectively or out of context, or that they did not remember correctly the words I did use and have been suggestible in providing their evidence. It is clear from the whole tone of the Report that the aim is to cast a sexual slur on whatever is said. What is important following a tear or episiotomy is to restore the anatomy. Any remarks that I made would have been to reassure the patient in this respect. Clearly the average patient is not going to understand an anatomical description using medical jargon but needs an explanation in lay terms. 190
[Allegations of] Rough or Inconsiderate Care
It is difficult to respond to these accusations without reference to the alleged cases involved. 191
With respect to internal examinations, it was frequently my responsibility to ascertain the situation prior to telephoning the Consultant on call regarding whether to proceed to caesarean section or continue with a vaginal delivery using forceps or the Ventouse.  Ascertaining the position of the fetus is not easy when one has to rely on knowing which way the ear is pointing when it is high up in the vagina. 192
It is stated here that I performed ‘more extensive episiotomies than other obstetricians’. This suggests that I was performing normal vaginal deliveries and resorting to extensive episiotomies to deliver babies and not that I was performing forceps deliveries. It was infrequent that I carried out a normal delivery because these were dealt with by the midwives. The vaginal deliveries I performed were mainly instrumental because I was called in when there were complications. 193
Clearly, the deliveries I was faced with almost invariably indicated episiotomy and most of my deliveries involved rotation. Therefore, I used Kielland’s forceps rather than Barnes Simpson’s or Wrigley’s, and these require a larger episiotomy. 194
In November 1977 I received a note from a patient a few days after she was discharged from the hospital that suggests I was not rough or inconsiderate in my care. The patient thanked me “for your understanding, kindness and your never ending patience. At the end of my time in the Labour Suite, I know that I was very awkward and extremely tiring. I do apologise for this as I know that you were very tired, it was your constant gentle explaining that saw me through”. 195
Perinatal Morbidity

This issue is discussed in the response to paragraphs 3.24 (Comment 2, Point 1) and 3.83 (Comment 8) of the Report on the website www.fdrgp-cliffordayling.com. 196
Regarding the comment on caesarean sections, it was always the Consultant on call’s decision as to whether one should proceed or not to caesarean section. 197
This is another example where the Report is either deficient or deliberately misleading. No caesarean sections were performed without having been sanctioned by the Consultant on call. Also, as stated elsewhere, difficult cases were often discussed with the Consultant during labour and delivery, by telephone, and normally the Consultant would already have made comments in the notes. 198
For a period of time Perinatal Mortality Meetings were held and at these the deliveries with which I had been involved did not appear to be more frequent than those of the others.  I still have the agendas of some those meetings which show that the details of the cases to be discussed were presented in detail. 199
Difficult deliveries were normally attended by the Pediatrician on duty who would take responsibility for the baby just after birth. Only stillbirth certificates were signed by Obstetricians. Neonatal death certificates would have been signed by the Pediatrician whose duty it would have been to report to the Coroner any death they believed to be suspicious or unnatural. Stillbirth and death certificates would be seen by a number of persons in the Maternity Unit and midwifery staff were always present in the Labour Suite. Any one of those persons could have reported a death to the coroner if they had believed it was necessary and this could be done without the consent of the patient involved. If there had been real concerns about my clinical practice prior to the one untoward incident that occurred in 1987 this would have come to light formally. 200
A fact that was apparently not made clear to the Inquiry Team, or was glossed over, is the fact that I was involved in deliveries whilst on duty at night and at weekends at both hospitals over the period 1973-1987, that is over some 15 years. During that time any one Registrar will not have been present for more than two 2 years. Thus, on average, I can be expected to have been faced with 7½ times as many complications as any one Registrar. The vague unchecked comparisons presented in the Ayling Inquiry Report are misleading and unreliable. 201
The Inquiry Report refers summarily to the Confidential Enquiry into Stillbirths and Deaths in Infancy (CESDI) but fails to cite any of its contents. That would have served to put things into perspective. Instead, the lack of objective investigation by the Inquiry encouraged participants to make unfounded suggestions in public, purportedly on the basis of the conclusions of the Ayling Inquiry Report, that I should be charged with manslaughter. 202
The CESDI Annual Report for 1993, for example, said of ‘the day and time of delivery/death’ that “Overall, 30% of the babies (including both stillbirths and neonatal deaths) were born at weekends; a Saturday was the most common day of delivery (16%) and the peak day of death 17%. If there had been no difference, 14% would have been born on each day: for 21% of stillbirths, death had occurred on a Saturday. Altogether 36% of the stillborn babies had died at a weekend. The most common day for neonatal deaths was Tuesday (17%). Variation in time of death was less evident for stillbirths than neonatal deaths, although there was a slight increase in the late evening and early hours of the morning. Neonatal deaths were most common in the late morning, possibly affected by the timing of discussions about prognosis and decisions to discontinue intensive care treatment, but this is difficult to interpret in the absence of data about the time of all births”. 203
Of ‘persons involved’, the CESDI report said that in 47% of the cases Obstetricians were mentioned and that “For 25% of the comments, the Registrar alone was implicated, as would be expected since this is the grade of doctor usually involved in difficult deliveries; similarly, hospital midwives were the next most likely professional group to be implicated (30%), of whom staff midwives, the grade most likely to be present, were most frequently mentioned (25%)”. 204
It is, of course, of note that the Consultants barely, if ever, carried out vaginal deliveries except on Private Patients. The vaginal deliveries were left to the midwives, Housemen or Registrars depending on the complexity of the case. It would only be if the Registrar was concerned about the delivery, or if it was a special patient such as the wife of a doctor, that the Consultant would become involved in a vaginal delivery. 205
Discussion of some of these issues is in the responses to paragraphs 3.24 and 3.83 of the Report on the website www.fdrgp-cliffordayling.com. 206
[Alleged] Avoidance of Ayling’s Care
It never came to my attention that there were any notes as alleged in the patients’ medical records expressing an unwillingness to be seen by me. 207
In all the hospitals in which I have worked, nurses have expressed feelings stating which Consultant under whose care they would not wish to be. In general it tended to be the Consultants who were ‘fast’ operators. 208
At one point a student health professional left me a note at the hospital. She was clearly distressed because she was pregnant by a man that she ‘never wanted anything to happen with’ and was feeling ‘terribly guilty’. She wrote ‘I have turned to you because you are the only person that I know that I think that I can trust, to believe me and to help me…Please, is there anything at all that you can do, to have my pregnancy terminated. I am going out of my mind with worry, and I can’t sleep properly’. I have always tried not to be judgemental towards my patients or when teaching and this may be why this student turned to me rather than to one of my colleagues. 209
Staff Complaints
From my recollection of the Out-patient Department, no complaints were ever mentioned to me. 210
There was no incident in the Ante-Natal Clinic at Thanet as alleged by Penny Moore and I was not barred from the Ante-Natal Clinic. Further, I did not see Mr Fullman’s Ante-Natal patients at Thanet but I saw them at Canterbury. 211
If there was a petition by the nurses it seems strange that it has not materialized. If there was a petition in circulation in the late 1970s and it was never given to any senior midwife or person in management that would be because it did not get the support its instigators had hoped for. If I had really been a risk to patients I am sure that the nursing staff who worked with me would have signed such a petition. 212

The allegation about the petition is discussed in the response to paragraph 3.34 (Comment 9) of the Report on the website www.fdrgp-cliffordayling.com. 213
As neither Mrs. Elworthy nor Mr. Patterson or Mr. Fullman can recollect any documentation this raises the question of collusion by some witnesses in connection with the Inquiry. 214
Kent and Canterbury Hospital
3.50
The contents of Comment 8 in the response to paragraph 3.34 of the Report on the website www.fdrgp-cliffordayling.com show that staff at Thanet were perfectly aware of my work. 215

More of my sessions were at Thanet where in the Out-patient Department I assisted Mr. Patterson and in the operating theatre I was accompanied by Mr. Ward or Mr. Patterson. 216
At the Kent & Canterbury Hospital my routine clinical work was in starting the Ante-Natal obstetric ultrasound service and in assisting Mr Fullman in his Ante-Natal clinic. 217
3.52
It should be noted that the deliveries I was asked to perform were those beyond the capabilities of the Senior House Officer and in which there was a problem. Forceps deliveries almost invariably require episiotomy and therefore there is necessarily some degree of blood loss. Any trained midwife is aware of this. 218

Kielland’s forceps are capable of a great degree of leverage and to an observer may give the impression of undue force being used. The book ‘Practical Obstetric Problems’ by Ian Donald published in 1979 explained that there are three methods of applying Kielland’s forceps – classical, wandering and direct, and that the wandering method is the one most generally applicable. This involves moving the blades of the forceps through a number of positions and crossing the handles on each other for the locks to meet prior to traction in a somewhat downwards direction, more so than with ordinary forceps. 219

Over the years I became proficient in the use of Kielland’s forceps and taught many of the housemen to do the easy rotational deliveries. My watch word used a term to be found in Ian Donald’s book and was “with forceps use finesse not force”. 220

In February 1976 I received a note from a patient to say that she was “taking home the results of your first home forceps delivery…We are very grateful for the kind and cheerful way you brought the infant into the world and especially for the speed with which you acted when it became necessary – in conditions that were obviously far from ideal”. 221

It is of note that both expert witnesses instructed in the case of the former patient referred to in paragraph 3.107 of the Report suggested in their reports that I was well used to using Kielland’s forceps and carried out that delivery in 1987 with some expertise. 222
3.53
Without being able to defend any specific remarks I deny having made lewd remarks. The allegation that I said “stitch her up tightly” I have dealt with above. As my comments did not upset the women or their partners one would need to know exactly what those remarks were to which the nursing staff took exception and the context in which they were made. 223
3.54
Regarding the comment “did not mix well with other professionals” from a midwife who worked “briefly” with me, one needs to bear in mind that the duties I had at the Kent and Canterbury Hospital did not really leave any time for social activity. Nevertheless, a few weeks after I stopped working at the hospital in 1987 I received a ‘Goodbye and Good Luck’ card signed by 28 members of the hospital staff that contained a number of thank you messages: ‘for all your help & teaching’, ‘for showing me the Axiscan’, ‘for all your kindness and good advice’. The card was also signed by one of the Senior Midwives who in December 1979 had written to me on behalf of all the maternity staff to thank me for a bottle of ‘cheer’ I had left them on Christmas Day. They were sorry not to have seen me but hoped I had had a good holiday and wished me a happy and prosperous new year. 224
At Thanet, the hospital and doctors’ mess seemed more homely and there was much more contact between the junior staff. During my time there as Registrar we had an active doctors’ committee and I was Treasurer.  Because we sold drinks for cash we made a large profit which we were able to plough back into mess activities such as buying stereo equipment.  It did mean that we had to observe the licensing laws.  Unfortunately when I returned as Clinical Assistant the new committee was not as active and did not observe the licensing laws. The system had degenerated into people signing for drinks, which they did not do, and so the mess had run up large bills and the mess bar became defunct with the Brewery refusing to deliver any more beer. 225
3.55
At the Kent and Canterbury Hospital the set-up for the junior staff was not conducive to socializing, particularly with my on-call arrangements. 226
Dr Scott confirms that it is not uncommon for there to be ‘tension’ between the medical and the midwifery staff in maternity units. Such an allegation is therefore not specific to me and cannot be interpreted as being of any significance within a study of complaints handling. The CESDI Annual Report for 1993 cited the following as a typical panel comment about disagreements between staff: “It was apparent from the case notes that there was a poor relationship between medical and midwifery staff”. 227
What is really amiss in the Report is the lack of any mention of the work and teaching I did in connection with Fetal Monitoring which involved use of the machines and the interpretation of results. I was also very much involved with the use of the pH monitoring equipment. 228
The monitoring equipment is designed to be an early warning system of when things are going wrong in a labour. There have been many instances when these early warning signs are overlooked and babies are lost. It was the Consultants at Canterbury who were anxious to see that the monitoring equipment was working correctly. 229
Clearly, if there are signs of fetal distress then it is imperative that one should act. In general it would be the midwifery staff who would call the doctors if there were any problems. The CESDI Annual Report for 1993 said of ‘Fetal monitoring during labour’ that “problems with fetal monitoring were the most frequent contributory factor identified in the management of labour…The commonest reported problem was a failure to recognise or react to an abnormal CTG, e.g. “lack of reaction to an abnormal trace by (?the midwife and) the obstetric Senior House Officer” (Stillbirth, grade 2); “Midwife not assertive enough – did recognise abnormality [on CTG] – Registrar did not” (Stillbirth, Care grade 3); and “Abnormal CTG on admission was not recognised by the midwife and not seen by the medical staff” (Stillbirth, Care grade 3). A wide range of CTG abnormalities were ‘missed’ and panels commented on the importance of key early signs of compromise such as absence of acceleration of the fetal heart in time with contractions or fetal movements”. 230
I started my professional life as an electronics engineer in radar and did my medical research on fetal monitoring. If called to a labour by a midwife or a Senior House Officer who was encountering difficulties and a fetal monitoring chart indicated signs of compromise, it would have been negligent of me not to advise to proceed rapidly to a forceps delivery if it were indicated. 231 
The majority of the forceps deliveries were conducted by the Senior House Officers and I would either supervise or be on hand. I would take over only if there were problems. All forceps deliveries and their indication were fully reported in the patient notes that could have been shown to the Inquiry. 232
Senior House Officers tended to be employed for a year at the most and Registrars had two year appointments. Thus, the length of my employment was much longer than theirs and the total number of difficult deliveries in which I was involved during my time at Canterbury and Thanet was therefore much higher. 233
3.56
The ward sister in this instance describes what I recollect as my general, satisfactory working relationship with the staff. The comment about the forceps deliveries I have dealt with above. The forceps deliveries were all indicated medically with those left for me to do being the more difficult such as those requiring rotation, hence the need for the use of Kielland’s forceps. These forceps needed a larger episiotomy to enable proper application of the blades and occasionally there would be a slight tear. Characteristically, all the forceps deliveries I conducted personally had full notes written up including the indication for that mode of delivery. 234

The Report notes that some Registrars preferred the Ventouse, as if to suggest that it was a superior instrument.  However, statistics show that at Canterbury in the 1970s and 1980s the Ventouse was much less used than forceps. Use of the Ventouse also carries a higher incidence of retinal haemorrhages in the baby. 235
Mr. Patterson and Mr. Fullman
3.58
This whole paragraph is incredulous. The Inquiry Team appear not to have grasped what my duties or my timetable entailed. It is clear, from what the Consultants have said, that they needed a further Registrar but this had not been agreed to by the Regional Health Authority. My coming along and working as a Clinical Assistant fulfilled that need just as having a supernumery, separately funded Australian Registrar was used to ensure an adequate level of medical staffing at Canterbury in the face of constraints from Management.  These are but examples of what clinicians have to do to ensure a service is provided for patients. The relationship with Management is reflected by what Dr Voysey relates was said to her by her colleagues when she, effectively, became ‘Management’ (see paragraph 4.35). 236
It is little wonder some doctors find themselves overstretched. 237 

As stated before, my duties and timetable were designed to give the Registrars at Canterbury and Thanet a half day a week and one weekend off in three. Prior to the creation of my post, the Registrars had to cover both hospitals, that were 17.8 miles apart, when on duty and had little time off. 238

Thus, the Clinical Assistant post was as that of a Registrar with the same degree of supervision. 239
The statement ‘he covered for the very doctors who should have monitored his work and performance’ refers only to the periods when I acted as Locum Consultant. During those periods I was always covered by one of the other Consultants, and upon the return of the Consultant whose duties I had covered, there was always a discussion of any problems I had encountered. 240
To say ‘from the commencement of work as a Clinical Assistant he worked without formal, or effective, supervision’ is absolute rubbish. For example, in March 1980, Mr Patterson wrote to me to say that when I had a query about one of his patients I was seeing I should “come through” to his clinic “with the individual case history so that I can make a decision on the spot”. When not doing on call duties I was generally working, as is common practice in hospitals, at the same time as the Consultants and in an adjoining clinic. As an assistant I was part of the Consultant’s clinic but I did not replace the Consultant. 241
This paragraph reinforces one of my initial comments, namely, that the Inquiry Team suffered and was deficient from not having a Health Professional as their Chairman. 242
3.60
Regarding my gynaecological operating, I appreciate that I tended to be on the slower side but it did not seem that there was excessive blood loss. During the course of my time operating at Thanet I was reassured by one of the staff nurses that my operating was up to standard. As far as blood loss at caesarean sections is concerned, this is always estimated by the nurse in charge and written in the patient’s notes. It was not often in excess of 500ml which was the norm for most caesarians. 243
Mr. Patterson denied having received specific complaints and there was no valid reason for the Inquiry to disbelieve him. 244
Mr. Patterson did not stand his ground and it appears allowed himself to be coerced into accepting that alleged complaints were made. He reportedly suggested to the Inquiry that to some extent there was almost a ‘conspiracy of silence’. I suggest that during/since the Inquiry there was/is a ‘conspiracy’ in the other sense. 245
3.61
Mr. Fullman stood his ground at the Inquiry. As an approachable Consultant who I believe had a good relationship with the midwifery staff it is surprising that he would not have been told of any of the alleged complaints. 246
3.62
The contents of this paragraph are discussed in the response to paragraph 3.81 of the Report (Conclusion) on the website www.fdrgp-cliffordayling.com. That discussion concludes that the “weight of evidence” referred to in the Report “can only be described as volume, not fact”. 247

It seems to me that Sister Moore did have ‘an axe to grind’ and this may have been behind her motivation for making what I believe to be a false allegation. Both Mr. Patterson and Mr. Fullman denied hearing of her alleged complaint. 248

Mr. Patterson, apparently under pressure, conceded that Penny Moore’s allegations might be true. This suited the Inquiry Team’s agenda but should not be presented as sufficiently validating to allow the Inquiry to state that it could accept the allegations as true. 249

I believe that to blame the Consultants, in the circumstances, in the face of unsubstantiated evidence and hypothetical agreements is evidence of bias on the part of the Inquiry Team. 250
The [Alleged] Incident at Thanet Ante-Natal Clinic in 1980
The Evidence of Penny Moore

3.63
Issues raised by the allegations of Penny Moore and the Consultants as reported in this and the following paragraphs are discussed in the response to paragraph 3.245 of the Report (Comments 3-10) on the website www.fdrgp-cliffordayling.com. 251

This alleged incident has been dated in the Report as having purportedly taken place in the early part of 1980. 252

I categorically state that it did not occur and both Mr. Fullman and Mr. Patterson are reported as saying they were unaware of Penny Moore’s allegation until the Inquiry. The Inquiry Team’s tenure that Penny Moore was not lying despite having provided no corroborating evidence, that what is alleged must have happened even if both Consultants who gave evidence have no recollection of it, and that ‘had I given evidence I would have denied the incident took place’, is not defendable within a procedure that did not “seek” to “make findings on what actually took place” (see paragraph 3.74). 253
It is inconceivable that if such an alleged incident had occurred, that Mr. Fullman would not have remembered it.  Mr Patterson displayed circumspection by using the word “if”. The Inquiry Team, however, effectively threw caution to the wind. 254
3.64
The Inquiry Team used the word ‘masturbate’ which suggests it understood what the action described by the word entails. To believe that such an allegation is feasible and that the patient allegedly involved was oblivious of any such alleged action is where the Inquiry Team show their lack of ‘ hands-on’ experience. This allegation is just not credible and in giving evidence Mr. Patterson and Mr Fullman could have questioned the logistics of the allegation. It may well be that they did which would explain the term used in 3.72 that Mr Patterson “ultimately accepted” the Inquiry’s suggestions. The transcript of the oral hearings must be made available so that a fuller understanding of how witnesses were questioned and brought to purportedly “accept” the Inquiry’s premises can be obtained. 255
3.65
Mr Fullman’s Ante-Natal clinic at Margate was not part of my timetable and therefore it is not credible to suggest that Mr Fullman can have been called immediately to an Ante-Natal clinic in Margate because I was allegedly dealing with one of his Ante-Natal patients. I assisted Mr Fullman in his Ante-Natal clinic in Canterbury. My daughter provided the Inquiry in the summer of 2003 with a copy of a letter from the Hospital Administrator in 1981 that set out my duties. The letter clearly stated that Mr Fullman’s Ante-Natal Clinic was at the Kent & Canterbury Hospital as was a further part session that I did to deal with the overflow patient list. If Mr Fullman had been called to his Ante-Natal Clinic in Margate in early 1980 it would not have been in connection with anything regarding me. 256
3.68
If Mr. Patterson was tackled in his Ante-Natal Clinic at Margate by Penny Moore in early 1980 and in my presence it could well have been in connection with a health professional other than me. 257
It is extremely unlikely that Mr. Patterson in referring allegedly to me would have told Penny Moore not to question a Fellow of the Royal College of Gynaecologists because I did not become a Fellow of the Royal College of Gynaecologists until five years after this alleged outburst. A copy of my FRCOG certificate dated 5th June 1985 was provided to the Inquiry by my daughter in January 2003 and the Report also correctly states in paragraph 3.9 that I became a Fellow in 1985. The Inquiry clearly chose to ignore the obvious flaws in Penny Moore’s allegation which should have led to thoroughly objective questioning and investigation. 258
The Report says Penny Moore referred to her colleague Julie Miller but there is no direct reference to Julie Miller’s oral evidence. I can only suggest that Julie Miller did not corroborate Penny Moore’s allegations. 259
The Evidence of Mr. Fullman and Mr. Patterson
3.69
The fact that Mr. Fullman refers to and denies Penny Moore’s allegation that in early 1980 he spoke about a psychiatric referral appears to indicate there was contamination of witness evidence by knowledge of documented complaints. 260

The psychiatric referral mentioned by Mr Fullman was made after a complaint by Patient C’s husband in June 1980 and was not linked in any way to any alleged complaint by Penny Moore in early 1980. 261
3.70
From my personal knowledge of having worked with Mr. Dwyer and Mr. Ward, there is no way in which either would have kept information about such a serious allegation to themselves or not mentioned it to their colleagues or to me. The slightest problems that arose were regularly discussed within the team and during regular minuted meetings within the department. 262
3.71
My timetable did not include any of Mr Patterson’s Ante-Natal Clinics. Other than on-call work, my sessions at Margate were for operating and out-patients.  As far as I am aware, from having checked through my personal diary, I only acted once as locum for Mr Patterson in 1980, for one week. So I could not have been “barred” from the clinic and then “reintroduced” within the time-scale alleged by Penny Moore. 263 
3.72
From the remarks above, it seems possible that in early 1980 Mr. Patterson and Penny Moore discussed another health professional in my presence. If that was the case, it would have been normal for me to “keep quiet”. Further, if the health professional discussed in my presence was indeed a Fellow of the Royal College of Obstetricians and Gynaecologists, it is probable that the person being discussed was one of the three other Consultants in the team. 264
Conclusions

3.74 
The report states: ‘It is not our task, and we do not seek, to make findings on what actually took place.’ 265
It beggars belief that an Inquiry Team should consider that it is not their responsibility to ascertain whether allegations made for the first time within their proceedings are true or false. 266
In such a serious matter such as allegations of alleged criminal activity, it is a fundamental rule of Natural Justice that ‘the other side should be heard’. However, even without my presence and even working on the assumption that I would deny that an incident occurred in early 1980, the Inquiry Team had evidence in its possession that discredited the allegations made by Penny Moore. Why the Inquiry chose to do the opposite is open to discussion. 267
Having read the Report, there is no saying how any evidence from me would have been manipulated. At least, now, the allegations are in black and white and can be suitably challenged. 268
3.75
The Report states that the alleged incident ‘warranted immediate investigation and action…including - if substantiated - dismissal and referral…This could well have ended Ayling’s career twenty years before he finally ceased to Practice’. 269

This conclusion was arrived at by the Inquiry on the basis of a totally unsubstantiated allegation with glaring flaws and factual inaccuracies. At best the Inquiry was inconsistent, at worst it was dishonest. 270

I suggest that Penny Moore’s allegation was fabricated for the purposes of providing credibility to the Inquiry and supporting civil claims brought by clients of the solicitor Sarah Harman, particularly that of Patient C. I suggest the allegation was aimed at providing the basis of the claims which rest on the argument that had action been taken after alleged incident reporting in 1980 I would not have been working from that date onwards. On that basis, any former patient treated by me after early 1980 who approached the solicitor Sarah Harman with a view to making a claim could be joined to the group action she was mounting against the Health Authority. 271

An arrangement for settlement out of court on this basis would have simplified matters for the Health Authority who could make a damage-limitation ex-gratia group payment to counter adverse publicity surrounding my case.  I believe that the role of the media and the extensive involvement of Sarah Harman and her clients in the post-conviction media coverage of my case unfairly weighted unsubstantiated allegations against me. 272
3.76
A reading of paragraph 3.71 implies I did work again in the Ante-Natal Clinic with Mr Patterson, but here the Report says there was a “failed reintroduction”. What exactly is the Report saying happened? This is typical of the low quality of the presentation of supposed events throughout the Report. 273

The Report selectively cites the evidence of a few midwives at Thanet to give the impression that as a body they were particularly hostile to me or the Consultants. There are always some people in the workplace who cause trouble, either unwittingly or vindictively. A particular occasion at Thanet was an incident in 1979 when midwives made a complaint about Mr Dwyer being drunk. This allegation reached the press and was published but was shown to be untrue. It is noteworthy that Mr Dwyer was not actually on duty but came in to the hospital to attend to a patient as an emergency because I was in the middle of a major operation in theatre. 274

The Inquiry Team repeat that it was mainly concerned with the handling of complaints, not whether the complaints were justified or not. They conclude that Penny Moore’s complaint warranted investigation. But, there is evidence suggesting that Penny Moore’s historic allegation is a fantasy, so, how could such a complaint which never existed have been handled in the early 1980s?  Furthermore, Penny Moore’s historic complaint was made to the Inquiry who, in effect, became the complaint handler. The Inquiry cannot avoid the responsibility it held for purportedly establishing the truth about alleged complaints handling. If it was obvious that an allegation about a purported historic complaint might not be valid, it was incumbent upon the Inquiry to point that out. 275
The [Alleged] 1984 Complaint by Delphine Bentley
This allegation has been extensively responded to on the website www.fdrgp-cliffordyling.com in the responses to paragraphs 3.77 - 3.83 of the Report. 276
The responses on the website are based on a contemporaneous handwritten note of mine that had the patient’s name, that of another doctor present, and a few details about the case. It would seem that it was a breech presentation that had been allowed to proceed too far by the midwives before they called the junior doctors to what had by then become an emergency situation. 277
3.77
In order to make a meaningful comment about this incident it would be necessary to see the written complaint. I have not seen the complaint nor has anyone representing me or acting on my behalf. It would also be necessary to see the patient’s hospital notes and to know the circumstances in which I was called to see this delivery, the fetal heart tracing, etc. 278
3.78
It is Ms. Bentley’s opinion that there was panic - it is not uncommon for obstetricians to be called to a labour ward and to find the place in pandemonium because there is an urgent problem needing immediate solution. If the patient was not opening her legs it may be that she was being uncooperative, was tense, or simply did not understand what was being asked of her. It is not unknown for an episiotomy to be performed without anaesthetic and I am surprised that Mr Patterson did not make this point. 279

Although it was always my practice to infiltrate the perineum with local anaesthetic first, in cases of fetal distress one may have to act more quickly, particularly if there is no local anaesthetic to hand or drawn up. If the delivery in which Delphine Bentley was involved was not managed correctly prior to calling in the medical staff, then this might well have been the case. 280
In this case the Report fails to make the distinction that it was a breech delivery where one is always concerned should the baby inhale amniotic fluid whilst the head is undelivered. The patient was uncooperative, had the baby’s body slipped through and was dangling before an episiotomy could have been performed? 281
These are pertinent points which need to be made. One wonders why it did not occur to the Inquiry Team to record the fact that this was a breech delivery and the fact I had chosen to make a complaint was because there was gross negligence on the part of the midwives. 282
Negligence which put the baby at risk, in the eyes of the Inquiry Team appears to be less important than allegations with a sexual slant. 283

The remark about “nice and tight” has been dealt with above. 284
3.79
As this incident is said to have occurred in 1984 and, by law, maternity records should be kept for 21 years, then the documentation mentioned should have been made available to the Inquiry and will still be in the possession of the Department of Health. 285

The Inquiry does not specify how a copy of Ms Bentley’s alleged contemporaneous written complaint came into their possession. If there was a formal written complaint then I would have made a formal written reply, a copy of which should also have been provided. 286

If this Inquiry was about the way in which complaints were handled then the way in which my complaints about the manner in which this case was handled are also pertinent. However, that does not appear to have concerned the Inquiry Team in the least which, again, is indicative of bias. 287

If Ms. Bentley put in a written complaint it is incumbent upon her to say who the complaint was made to and if she received no reply it was her responsibility to follow it up. 288

Senior Midwives in charge of the Unit did discuss matters with me from time to time regarding the running of the department and it would have been an easy matter to refer to any complaints that had been made. 289

An attempt to weigh up what appear to be the main elements of the two cross-complaints would give the following: shouting at the patient, an episiotomy without anesthetic, a subjectively perceived lewd remark versus midwifery attempt to deliver a breech, no Pediatrician called, Registrar not informed even when emergency situation apparent. Clearly the latter complaint would have been far the more serious in terms of patient safety and if pursued could well have led to a disciplinary sanction. It is very likely that a senior midwife who wished to protect the interests of her junior staff would advise that it was best not to pursue a complaint that might open onto discussion about breeches of nursing discipline. 290
Conclusion

3.83
Mr. Patterson ‘accepted’ that the ‘emotional well being [of patients] had been put at risk by continued reliance on [my] availability to cover service requirements’ is somewhat tenuous. 291

The Report states ‘Properly addressing the concerns would have enabled a response to be sought from Clifford Ayling himself’.  This criticism leveled at the two Consultants who both deny having heard about alleged concerns can be leveled at the Inquiry Team. There is no doubt that the latter was the recipient of alleged historic concerns and yet it strenuously resisted through the courts my attempts to respond to the said concerns prior to the submission of the Chairman’s Report to the Secretary of State. 292

The contents of the responses on the website www.fdrgp-cliffordayling.com to the allegations made by Delphine Bentley show that there were traces of a contemporaneous response that I would have made and that they could have been provided by my daughter who remained in constant contact with the Inquiry. The issue of confidentiality was irrelevant as the information she had access to was already in my paperwork and was not provided by the Inquiry. However, the Inquiry gave my daughter no details whatsoever about the alleged complaints they intended to assess so she did not know what she was looking for. Much of the information that she did provide was supplied on her own initiative, then she supplied evidence as allegations came to her knowledge as they were reported in various forms in the media. Much of the information about former patients who made police complaints or civil claims was returned to my daughter on the basis that the firm Harman & Harman had objected to it being provided to the Inquiry. 293

Simply giving dates and a few anonymised details to my daughter would have allowed her to link up data and provide evidence. The information my daughter found about what appears to be the same incident referred to by Delphine Bentley was written on a paper napkin. This suggests feelings at the time were running high on both sides and I needed to jot down crucial details whilst at the hospital. Only after the Inquiry Report was published did my daughter take notice of the information on the paper napkin because there was something about having to ask the midwife three times to open the patient’s legs. When my daughter looked again at the Report the other scraps of information on the paper napkin fell into place. 294

The Inquiry did not make effective use of the contacts it had and therefore, contrary to its own recommendations about complaints handling, failed to properly address the alleged complaint by Delphine Bentley. 295
Patient Concerns and Complaints [and Alleged Patient Concerns and Complaints]
Introduction

3.84 
The Inquiry refers to evidence from former hospital patients who acknowledged that they did not complain at the time. The Inquiry in these cases was, in effect, the complaint handler of historic complaints by participants who will undoubtedly, in some cases, have been expecting or hoping to be able to claim compensation from the Health Authority. Neither I nor any person acting on my behalf was given details of or the opportunity to respond to these allegations.  The very least one would expect in good complaints handling is an indication of the date and place where incidents are purported to have taken place. In 1974, for example, I was a Registrar at Thanet and then a Lecturer in London, so providing only the year as a date of incident is hardly satisfactory. Further, the three details given about the alleged consultation in 1974, either alone or in conjunction, are not in themselves indicative of unusual medical practice or behaviour. An internal examination can be painful for various reasons and pain on examination is a symptom that aids diagnosis. It is not possible from the wording used here to interpret unequivocally the reported evidence regarding 1974 as a complaint of indecency or as simply a description of a consultation. Examinations carried out ‘without adequate explanation’ can hardly be interpreted as indicative of sexualised behaviour or clinical negligence and is not in keeping with my character as I am more often told I explain too much than the contrary! 296

Unreservedly accepting historic allegations from participants who never complained in the past and publishing them without giving the person complained of the opportunity to reply violates the rules of Natural Justice. The Report was submitted in its final form to the Secretary of State on 15th July 2004 but I was not informed. Later I was invited to go to the Department of Health to see the Report on the morning of the day it was made public. 297
Patient B
3.85 
Issues raised by the allegations of Patient B as reported in paragraphs 3.85 to 3.88 are discussed in the response to paragraph 3.83 of the Report (Comments 4-5) on the website www.fdrgp-cliffordayling.com. 298

Not having had the benefit of seeing the hospital notes for Patient B I am unable to comment on the manner of the delivery or of the clinical decisions involved. Patient B made no contemporaneous complaint and the cause of her child’s death as described was not unusual. Every stillbirth or neonatal death was taken seriously by the staff and the aim of the perinatal meetings was to allow us to understand better the causes of each perinatal or maternal death and to improve our clinical practice as a unit. The meetings were not used as a forum to attribute blame. All neonatal deaths in the units were discussed at the perinatal meetings and a meeting would not have been convened specifically to discuss the case of Patient B. At perinatal meetings statistics for the units and all the cases of stillbirths, neonatal deaths or maternal deaths that had occurred since the last meeting would come under discussion. 299

In 1978 at Kent and Canterbury Hospital, 1820 babies were delivered for 1805 mothers. There were a total of 18 Peri-Natal deaths (11 stillbirths and 7 first week deaths). There were 142 forceps deliveries, 155 caesareans, 11 Ventouse deliveries, 26 breech presentations and 11 sets of twins. 8 births involved birth trauma, 174 births involved asphyxia and 40 births involved respiratory distress.  The yearly statistics for 1978 included a comparison of statistics for 1972 to 1978. There was a peak in the rate of stillbirths (14.2/1000) and neo-natal deaths (9.8/1000) in 1975, although I did not work at Canterbury until September 1975. In 1977, the year Patient B was delivered at Margate; there was a stillbirth rate at Canterbury of 6.3/1000 and a neo-natal death rate of 7.6/1000. 300
3.87
Bearing in mind that when on duty it was I and not the Senior House Officer (SHO) who carried out the difficult deliveries, it is logical that I was the one to face the problems. As Mr. Patterson said, “these would just come out of the blue, this sort of case”. If one looks at Obstetric statistics, such as those cited above, there is a complication rate in all maternity units. 301

The 1990 South East Thames Regional Health Authority Annual Public Health Report included a table that showed regional trends in the management of labour from 1985 to 1989 and which gave the following information:

	
	1985
	1986
	1987
	1988
	1989

	Inductions %
	17.5
	17.1
	15.5
	16.2
	16.6

	Epidurals %
	16.6
	16.4
	16.8
	17.6
	18.6

	Episiotomies %
	34.2
	36.7
	36.2
	31.9
	27.0

	Abnormal Deliveries:
	
	
	
	
	

	Instrumental Delivery % 
	10.0
	8.6
	10.1
	9.4
	8.7

	Caesarean Section %
	11.6
	11.9
	11.6
	12.4
	12.9302



One can see from the figures that the rate of instrumental deliveries in the region that includes Canterbury and Thanet was higher in 1987, 1988 and 1989 than it had been in 1986. Considering that I stopped working at Canterbury and Thanet in June 1987, I believe it is unfair to suggest that I was responsible for more forceps deliveries than would be expected or that my clinical practice was inferior and affected local perinatal death rates. 303

It is noteworthy that the 1990 South East Thames Regional Health Authority Annual Public Health Report had a foreword by Dr Malcolm Forsythe, then Regional Director of Public Health. He wrote: “Our maternity services are dealing with more births than ever. Our fertility rate is higher than the national average. Sadly, our birth statistics indicate that really we should be doing better. Our stillbirth rate has only been better than the rest of England and Wales twice in the last decade. Our Regional Perinatal Monitoring Group has once again identified areas of good practice which need to be adopted universally within the region.” 304

I am assuming that Dr Malcolm Forsythe, who was South East Thames Regional Director of Public Health in 1991, is the same person who gave written and oral evidence to the Inquiry and was identified in the witness list as Professor John Malcolm Forsythe, Regional Medical Officer for the South East Thames Regional Health Authority from 1978 to 1992. This witness would have been in an excellent position to provide the audit information the Inquiry claim not to have sought, particularly relating to my area of work in the region during the period of the remit of the Inquiry. 305

In the section on Confidential Review of Perinatal Deaths in the 1990 South East Thames Regional Health Authority Annual Public Health Report, it was explained that “One of the earliest systems introduced in this country to audit patient care was the Confidential Review of Maternal Deaths. This was started in the 1930s at a time when the risk of a mother losing her life in childbirth was still very real. National reports published every three years have played a significant part in recognising the causes of failed healthcare and then initiating treatment to remedy the recurrence of such tragedies. In the 1990s it is only very exceptionally that a mother dies in pregnancy or at delivery. Such success has led the South East Thames RHA to instigate a similar approach in reviewing those babies which are stillborn or die within the first week of life. These are termed perinatal deaths. The detailed figures on these losses are to be found in the Public Health Profile (Appendix A)”. 306

Some of the figures about neonatal death rates presented in the 1990 SETRHA Annual Public Health Report went back to 1975, so it was completely false and very convenient for the Inquiry to say that prior to 1992 there was no routine reporting and review process from which lessons could be drawn for individual and wider obstetric learning. 307
3.88
It is exceedingly surprising that neither Mr. Patterson, nor Mr. Fullman whose case Patient B apparently was, pointed out to the Inquiry Team that it was routine practice for the patient to be seen in the event of a tragedy. If I was involved, I would see the patient post-natally, when I was on duty, to explain what had happened. The Consultant on his routine rounds would explain what had happened, or the Registrar if necessary, or even the SHO. As well as this, the midwives, especially those in charge of the ward, would make sure that the patient was informed as to what had happened and give them the necessary support. 308

If a baby had been in the Special Care Baby Unit then the Consultant Paediatrician would frequently see the patient as well. 309

It also often happened that a special appointment was made so that both the patient and her partner could be seen together when the explanation of what had happened was given. 310

In this case it would seem there was a post mortem report. This would have come out some time after the delivery and could have been written after the patient had gone home. 311

Details of the delivery and a copy of the post-mortem report would have gone to the patient’s GP. These would still be in Patient B’s GP notes. In those days it could be that the patient returned to the hospital for the Post-Natal examination where, again, details of the delivery would normally have been discussed. 312
The Inquiry Team has made capital out of the patient and her partner claiming not to have been told the cause of the baby’s death. Considering the fact that Patient B and her husband explained to the media that she had two further pregnancies which both ended in miscarriage and that she also had her cervix ‘sewn up’, it is inconceivable that the delivery in 1977 was not discussed repeatedly with medical staff. Patient B’s GP notes will still have copies of her GP’s letters to the Consultant Obstetricians for booking and such matters are referred to when GPs make booking requests. 313

I do not underestimate Patient B and her partner’s loss for which I feel deeply but I do need to defend, in replying as I have, all those hard working and dedicated members of staff who strived to offer good care to their patients and who were castigated by the Inquiry. 314
Patient C
3.89 
The case of Patient C is dealt with in the submissions that accompany my evidence and in the response to paragraph 3.24 of the Report (Comment 2, Point 1) on the website www.fdrgp-cliffordayling.com. 315

The letter of complaint by Patient C’s husband was written in June 1980. It was three and a half pages long and had seventeen paragraphs. Only two of those paragraphs concerned me directly and the letter gave the name of the doctor who performed the caesarean section. 316

I was called for the first time in the early hours of a Sunday morning to assess the patient, who had been induced about fifteen hours earlier. Patient C’s husband described how he had requested repeatedly an epidural for his wife who was in pain and distressed during the night but that no anesthetist was made available. He also described how nobody appeared to really be looking at the fetal monitoring charts that were churning out of the machine. He also described how he had switched off himself his wife’s drip just before air was pumped into her arm and called one of the nurses, who “looked a little shaken when I told her what had happened”, to change the drip. None of these complaints related to me and the Inquiry totally failed to refer to them or what they revealed of the conditions on the Labour ward and how this could affect patients’ well-being. 317
 
The two paragraphs about me in the complaint relate to the internal examination I performed to assess the labour. Patient B was already in a distressed state because she had not been given an epidural but the cervix was by then nearly fully dilated and offering analgesia would have jeopardized the fetus. My findings led me to note “should deliver in an hour or so”. 318

A full written response to the complaint was made by me at the time and was sent to the Medical Defence Union in July 1980. A copy of this response was provided to the Inquiry by my daughter in November 2002. The Inquiry failed to refer to this written contemporaneous response of mine that was not at all in terms which could be described as “hotly disputing” the complaint, as intimated by the Inquiry. 319

My response at the time included the following:


“…Trial of Labour induced at 3pm Easter Saturday…somewhat an unreasonable time for an elective induction…320

I was called in to the hospital and noted performing a vaginal examination at 7.30 am…321

I explained to the patient and her husband that I needed to obtain a deal of information and excused myself that the examination would probably be painful. I went out of my way to try and explain what I was doing and why and took the husband outside to put him more in the picture. There is no mention of this in the letter. Essentially at 7.30 I was faced with the decision ‘go on/deliver’…322

I noted that “should deliver in an hour or so”. By this I meant that after my assessment it was possible that there could be progress and the patient deliver vaginally but that in any event the Trial should be terminated ‘in an hour or so’…323

This is not the first time that I have been placed in such a difficult position, e.g. the time I was faced, in theatre, with a patient having the fetal head in the pelvic cavity which could not be disempacted and proved a most difficult forceps. It is for this reason that I have suggested changing my duties so that when on-call for Canterbury, the busier Unit, I would be there for the 48 hours 9am Saturday to 9 am Monday. In the case of a patient such as [Patient C] I would then have seen and assessed her during the day and could have made a decision once progress in labour became unsatisfactory instead of being called in near the end and finding a nearly fully dilated cervix and just the possibility of a vaginal delivery. From what I have heard the other medical staff have not agreed to making the remarks that [Patient C’s husband] alleges… 324

…It is unlikely that a doctor will get pleasure from being got up at 6 am and then have to make a difficult decision in unsatisfactory circumstances… 325

Apparently Mr. Fullman will have seen the X-ray in the Ante-Natal clinic. It is very unfortunate that x-rays are rarely available when patients come in labour. There is a policy that these should be kept in the x-ray department…One has to make a special effort to get the films – they do not seem to be routinely available…I do not recall seeing the x-ray in this patient’s case… 326

Although the patient was apparently only having Syntocinon contractions they were sufficient to make the cervix dilate to fully…327

That the patient was put through a Trial of Labour as ordered by Mr. Fullman suggests that Mr. Fullman did not check all of the facts. Presumably, had there been a suspicion of disproportion Mr. Fullman would have alluded to this and have indicated ‘for short Trial’... 328

I was far from being the only clinician regularly faced with emergency situations and I have a copy of a letter from one of the Registrars who explained that the situation in Thanet and Canterbury led him to have been involved in a number of deliveries that were ‘near disasters’ when he was the on call Registrar. 329

When there is lack of progress during labour one has to assess the descent of the fetal head, its position which includes the inclination, the state of the cervix and whether a vaginal delivery is likely. Often in assessing the position the findings depend on locating a fetal ear. The ear can be very high up and its location, including the checking of whether there is any undilated cervix left, can be very painful for the patient. The internal examinations done by midwives are often limited to cervical dilatation and descent. The internal examination done by the duty doctor who examined Patient B when he arrived would also only have been to determine dilatation and descent because, with my findings and comment in the notes, lack of further dilatation or descent was then sufficient reason to decide to end the trial of labour. 330 


Had the patient been given an epidural at the opportune moment, the internal examination I had to perform would not have caused her pain. 331
Patient D

Information about the case of Patient D is in the submissions that accompany this evidence and can be found in the section on ‘Former Patients’. 332
3.98 
As stated by Mr. Patterson, efforts to remove the drain would have been to try and avoid a further anaesthetic. There was nothing in the operation notes as far as I recall to suggest that the drain should not be removable by the usual process of simply pulling. The removal of a drain was normally carried out by nursing staff and if I was involved that suggests I was called by a nurse who was having difficulty removing the drain. As far as I am aware I would have had the nurse with me when I was dealing with this patient. 333
Patient E

3.98
Information about the case of Patient E is in the submissions that accompany this evidence and can be found in the section on ‘Former Patients’. 334

It is highly probable that Patient E made a formal contemporaneous complaint through a firm of solicitors that was comprehensively dealt with and submitted to Dame Josephine Barnes for assessment. If this is the same patient, it is misleading to state that it “is clear that no steps were taken to record her concerns or to investigate”. 335
3.101 
I can categorically state that I would not have been drinking prior to dealing with this patient. Such a claim would have been taken extremely seriously by the Consultants and thoroughly investigated, as was the allegation made in 1979 that the Consultant Mr. Dwyer had been drunk when attending a patient. 336

Neither I nor anyone acting on my behalf has been shown any documentation provided to the Inquiry regarding Patient E’s allegations. 337
As for the allegation that I examined Patient E whilst not wearing gloves, I categorically state that I did not examine patients internally without wearing gloves. There are many risks associated with not wearing gloves and in the light of the contagious vaginal conditions with which a number of the women who made allegations against me presented, such a practice would have caused me to have medical conditions on my hands that could not have gone unnoticed or to be infected myself. 338
The transcript of the police interviews I had during the police investigation prior to my criminal trial show that I said to Detective Constable Sean Beautridge “I’ve made it quite clear to you in previous interviews I would never ever do a vaginal examination on a lady without gloves for the simple reason that there’s the risk of infection and I certainly wouldn’t want to have viruses on my fingers”. 339
It was my habit, however, to wear thin plastic gloves which I found more satisfactory than rubber gloves but which may have been less noticeable to the patient. 340
The Caesarean Section - 1987

3.106
This complication seriously concerned me as I had performed this operation with due care. I immediately wrote a report and tendered it to Mr. Fullman together with all the details. Nothing of that report which contained what I considered were abnormal findings at operation is included in the Inquiry Report. The hospital notes for this patient are by law still in existence and could be produced by the hospital authorities in anonymised form. 341

In accordance with Mr. Fullman’s evidence to the Inquiry, it is the seriousness of this sole ‘accident’ that led Mr. Fullman to talk to me about the fact that I was overdoing things. It is of note that this incident happened at night and was not related in any way to any suggestion of misconduct. 342

In March 1979 the ‘British Medical Journal’ carried an article by its legal correspondent that began “From time to time a judgment against a doctor in a malpractice action gives widespread concern in the profession whether the courts in compensating the plaintiff have not demanded too high a standard from the practitioner”. Discussing the effect on obstetrics of judgments the article said “The judgment…ought not to deter the skilled and experienced obstetrician from a trial of forceps…It would also be unfortunate if the case were to lead to an increase in the frequency of caesarean operations, for these are not without risks, both major and minor – as was shown in a recent case where [the judge] awarded £1750 damages to a 3-year-old girl left with a two-inch facial scar after her cheek was inadvertently cut with a scalpel during the course of a caesarean delivery”. 343

Twenty seven years on from that article, information on the Internet about caesarean birth shows that fetal injury is still one of the risks of caesarean birth and that “the surgeon can accidentally nick the baby while making the uterine decision”.  A clinician does not decide to proceed to caesarean lightly and the same site correctly says that “Caesarean birth is major surgery, and, as with other surgical procedures, risks are involved. The estimated risk of a woman dying after a caesarean birth is less than one in 2,500 compared to less than one in 10,000 for vaginal birth”. 344

I am not denying the incident that occurred in 1987, but I am denying that it was the culmination of a number of deliveries that allegedly gave rise to concern, as implied in the Report, of clinical incompetence or misconduct. Had that been the case the Health Authority would have been in a position to defend the application I made to the Industrial Tribunal for unfair dismissal. 345

Mr. Patterson clearly wished me to continue with the colposcopy work I was doing at Margate in 1987 and I suggest that the Consultants were happy with my general work. However, I suggest that the ‘accident’ in 1987 gave rise to concerns about a possible claim against the hospital and it was felt that if I continued to do the same number of duties the situation with regards to my fatigue would not improve. I also suggest that the administrative agents within the hospital may not have been honest in their discussions with the Consultants about transforming my post and that the action of the Consultants as described in paragraph 3.40 of the Report post-dated the termination of my contract. My Clinical Assistant post was part-time and obviously a third full-time Registrar post or the new full-time staff grade posts under discussion nationally at the time would have been better suited to cover the ever increasing requirements of maternity services in Canterbury and Thanet. I could not take on such a post because of my GP commitments and I had redundancy rights because of my length of time as a Clinical Assistant in the hospital. 346 

I was not sacked in 1987. 347
3.108 
The contents of this paragraph are discussed in the response to paragraph 3.35 of the Report (Comment 10) on the website www.fdrgp-cliffordayling.com. 348

I have no recollection of having been told that my method of delivering babies was heavy handed. 349

The first response I had to my letter mentioned in 3.106 following the unfortunate incident with the baby at Caesarean Section was that I was seen by Mr. Fullman. He effectively said that I was overstretching myself with 2 jobs and had to choose between them. 350
My reply was that I had by then a responsibility to my many patients in General Practice and felt I could not let them down so I had to opt for General Practice. Letters written at the time show that there was the suggestion of setting up a colposcopy session for Mr Patterson that he wished to offer me. This would have permitted me to continue to specialise in colposcopy in conjunction with the fortnightly colposcopy session that I already did in Ashford without doing any on call work at the hospital. 351
I am not sure, but it is possible that it was Fullman who suggested, in the first instance, that after my length of service I could be entitled to redundancy. 352
I have always found Mr Fullman to very fair and just, indeed he had a very good reputation at the Royal Northern Hospital when he was Senior House Officer there in the year before me. I genuinely believe that Mr Fullman in 1987 attempted to find a solution that would be best for myself and the hospital because the conditions in which I was working were no longer adapted to the escalating requirements of the maternity unit whilst at the same time the existence of my post could well have been used by management as an argument for not providing a third full-time Registrar post. 353
The Inquiry obtained written evidence from Dr Frederick Marcus Hall, Consultant Radiotherapist at the Kent and Canterbury Hospital from 1965 to 1984. Frederick Marcus Hall was also co-author of a book covering the history of the Kent and Canterbury Hospital from 1790 to 1987 that was published in 1987 by the Kent Postgraduate Medical Centre at Canterbury. The book explained that the hospital underwent a major reorganisation in 1985 and that “a veritable cascade of increasing costs has continued ever since [1951], and the demand for more facilities and up-to-date technology is evidently insatiable. The estimate for 1986/87 for the whole [National Health Service] was £14,627,000,000. The share of this enormous cake apportioned to the Canterbury and Thanet Health Authority in 1986 was about £55m or more than one-third of the original nationwide estimate…The major capital expenditure on the hospital has, of course, been to defray the cost of extensions”. 354
3.109 
Once again the Inquiry Team state that they ‘preferred Mr. Patterson’s evidence’. I do not believe there is room for ‘preference’ in what is supposed to be a thoroughly investigative and probing exercise into the establishment of purported fact. The Inquiry Team was selective and chose versions of events that suited its agenda even when those versions were seriously flawed or contained factual inaccuracies that were within the knowledge of the Inquiry. The Report is a blatant example of unashamed bias. 355

The reported contents of a note made by Cathy Bolton in 2000 with regards to what Mr. Patterson allegedly recalled of my time at Canterbury and Thanet that ended in 1987 cannot be presented as fact within a Report which acknowledges that the memories of health professionals can be hazy. It is apparent that Mr. Patterson was led in questioning and appears to have attempted to ingratiate himself with the Inquiry for reasons which I can only assume were directly linked to the fear of being singled out for adverse comment in the Report. 356

Cathy Bolton’s note in 2000 clearly stated that Mr. Patterson “is not aware and does not recall any of the complaint being of a sexual nature”. Anna Pauffley apparently told my daughter at the Inquiry Preliminary Meeting in November 2006 that the Inquiry “will be looking very carefully at what people have to say and if they cannot remember, then they cannot remember”. I therefore fail to see why the Inquiry clearly took it upon itself to verbally pummel witnesses into agreeing that they had received complaints although they did not remember having received complaints and that the complaints they did not remember having received were of a sexual nature. 357

What Mr. Patterson is alleged to have said to Cathy Bolton in October 2000 is at variance with what he is reported to have said elsewhere in the Report. 358 
[Allegations of Dr Voysey concerning alleged employment at Thanet in 1988]


The lack of a specific sub-title within the Report referring to the alleged incident referred to in the evidence of Dr Voysey and much discussed in the following paragraphs is surprising. 359
3.110
The contents of paragraphs 3.110 to 3.120 are discussed extensively in the responses to paragraphs 3.110 to 3.120 of the Report on the website www.fdrgp-cliffordayling.com. 360
3.112 
It is very heartening to hear that in Mr. Patterson’s opinion I was “an extremely good colposcopist”. Taken in conjunction with the remarks made by a midwifery sister that I ‘occasionally did something brilliant’ and another that I was ‘easy to work with…’, plus the fact that I was considered suitably experienced to be recommended for Fellowship of the Royal College of Obstetricians and Gynaecologist, it must surely mean that I had some degree of medical expertise. From what I know of some of the evidence that was provided to the Inquiry, it would have heard much more evidence of good practice than is given credit to in the Report. I do not believe myself to have been to any degree much better or much worse at my job than other average Obstetricians and Gynaecologists, Colposcopists, or GPs with qualifications and training in Obstetrics and Gynaecology. 361
3.113 
The Inquiry Team did not see any contractual documents concerning the alleged employment in 1988 because there was no such employment. There would be patients’ hospital notes for patients who underwent colposcopy at Thanet in 1988 and those notes would contain the writing of the Colposcopist. It is inconceivable that no such notes, suitably anonymised, were produced. In particular, the notes of the anonymous patient whom Dr Voysey alleges was involved. Dr Voysey apparently gave no indication of the day of the week and time when the purported weekly colposcopy session took place. 362

The Inquiry ignored the issue of payment and the absence of any evidence to show payment for such a session should have alerted them to the possibility that there had been no such an employment. 363

If such an employment was started informally it is difficult to see under what arrangements the Hospital Accounts Department would have paid me. Further, there was the matter of medical insurance which was bound up in any contract in those days and which has a direct bearing on liability in the event of any problems or complaints. If the purported colposcopy session was weekly, it was not informal. It would have been timetabled both for the clinicians involved and the colposcopy nurses. Patients are referred by GPs and booked under a Consultant. Letters are sent to GPs after colposcopy and the patients return to be seen by the Consultant. 364 

3.121 
The whole of this section appears to have been a confabulation on the part of Dr Voysey. 365
Conclusion

3.122 
The Inquiry Team stated that Dr Voysey ‘was a clear and compelling witness’. That was no guarantee that her evidence was reliable and one would expect a Chairman with experience as a QC to refrain from being influenced by the manner in which evidence is presented rather than the reliability of the evidence itself. One can excuse journalists and reporters who have little access to evidence for being taken in by witnesses who use theatricals, but not a QC on the point of being appointed as a High Court Judge. 366
3.123
The Report states that ‘Dr Voysey terminated [my] employment as a Clinical Assistant in colposcopy in 1988’. I believe this to be a false statement based on false evidence. There was no such employment and any conclusions or recommendations based on the purported employment or the purported circumstances under which it was purportedly terminated are not valid. 367
3.124 
The Inquiry allegedly heard about a number of complaints against me concerning the period when I was at Canterbury & Thanet but did not refer to any comparative study of the number of complaints that Obstetricians & Gynaecologists routinely receive over the course of their working life. 368
During my time at Canterbury and Thanet I was aware of several complaints made about the various Consultants. It could be that Mr. Patterson had more complaints about him than Mr. Fullman because of his more abrasive attitude. 369
It was not uncommon for the nursing staff to make complaints about the Consultants. One notable example was the allegation that Mr Dwyer, now deceased, once attended a patient whilst drunk. 370
In the course of a trawling inquiry such as Anna Pauffley’s, many such complaints will be raised and amplified or even embellished. Mr. Patterson made the point that I was not liked by Penny Moore and this could be relevant when considering her unsubstantiated evidence to the Inquiry. 371
B) GP PRACTICE BEGINNING IN 1981
Introduction

3.126
It is misleading to say that I ‘became a full-time GP in 1983’ without explaining what that meant. A GP full-time contract means the GP has an obligation to spend a minimum of 20 hours in the Practice. 372
It must be remembered that the Cheriton Practice was a single-handed practice which was split 65%: 35% between myself and Dr Ribet as far as sessions were concerned. Then in 1984 (not 1983 as stated) I became the Principal and Dr Ribet became an Assistant. The split in the sessions remained as before until after 1987. 373
After this I did two further surgeries per week at times when I had previously had duties at Margate and Canterbury. Dr Ribet continued to do his surgeries until he retired after 55 years in practice. 374
3.127 
It is total rubbish for the Inquiry to suggest that ‘contact with [my] practice by other community nursing staff was apparently limited’. 375
A former Community Midwife who was attached to the Practice was a supportive patient of ours. A former Community Nurse became one of my Practice Nurses after retirement and my other Practice Nurse was also a former Community Nurse before joining the Practice. Because I had a larger number than average of ‘problem patients’ on my list, health visitors and social workers were also regularly involved in their cases and in contact with me. 376
Prior to Penny Jed joining my Practice, I had a good working relationship with the Community Midwife. She left to emigrate to America. The arrangements which had operated were those that were in place when I joined the Practice and the retired Community Midwife who was still our patient had also operated them whilst working with Dr Ribet. 377

The Report does not take into account the fact that Penny Jed was the wife of Dr Jed at the neighboring White House Surgery, and that it was two of his colleagues who wrote statements for the Health Authority just before my arrest in 1998 and who contacted former patients to ask them to come forward. To her credit, despite this difficult position, Penny Jed made a statement to my Defence solicitors prior to the criminal trial and refuted the allegations by some former patients (particularly the former patient who subsequently made the highest civil claim against me) that they had made complaints of indecency direct to her. 378
As with the Community Nurses, the Community Midwives would regularly visit the Practice and be given details of maternity patients, including those who have newly booked. This information was often given by the administrative staff and the midwife would speak to the doctor after Surgery or between patients. 379
The Inquiry could have asked my former receptionists who made written statements to comment on this. 380
There has been a growing trend amongst the midwives to take over the whole of obstetric care and many of the newer breed of GPs are relinquishing any great interest. Many are content to pass over the whole of this care and the regulations have now been altered accordingly so that the GP is paid whether postnatal visit is made by them or the midwife. 381
This lack of interest in maternity work by the modern doctor is spelled out in the press, I quote from the ‘Daily Mail’ of September 22, 2006, p.21, ‘Needless caesareans blamed on labour wards staff crisis’13. This article refers to the Royal College of Obstetricians and Gynaecologists spokesman Virginia Beckett who said “We do have a problem with recruitment…Medical students and newly qualified doctors don’t find it as attractive as other specialisms because it is intrusive on one’s personal life, such as unsociable hours.”. 382
The article also highlights the fact that complications do arise in labour and that caesarean section is not, necessarily, the safest mode of delivery. Thinking that caesarean section is a panacea is a trap that the Inquiry seem to have fallen into. 383
Further, the above article emphasizes the dangers of caesarean sections and its possible long term effects. 384  

The lack of interest for O & G shown amongst doctors today is reflected amongst GPs because in order to undertake maternity work it is advisable to have obtained the Diploma in Obstetrics & Gynaecology. 385
With Penny Jed there was not the interaction that there had been with her predecessors. I explained and described this to the police when I was interviewed. 386
Many skills gained in medicine are lost if not practiced. It was important to me to continue practising in this field of medicine and in the ‘Daily Mail’ article referred to above a Mr. Chris Spencer was quoted as saying “it is essential to recognize the need for obstetricians to maintain and develop their skills…”. I believe that applies to all aspects of maternity care. 387  


I was very keen that women should be encouraged to breast feed. 388
Patients regularly get conflicting advice during pregnancy and surveys show that they would like more continuity of care. Maternity care gets fragmented for various reasons, but the GP is often the only health professional who is able to provide continuity of care before, during, and after pregnancy. The evidence of a breastfeeding patient cited above in these comments is a perfect example of the fact that the midwife is not always able to deal alone with all the problems encountered by pregnant or breastfeeding patients. 389
I was not aware that Penny Jed may have experienced difficulties ‘in accessing [my] pregnant patients’ and this did not occur with the other midwives attached to my Practice. Both the hospital and the Health Authority would have known which of my patients had been booked for ante-natal care and I am certain this information would have provided to a midwife if she had been experiencing such difficulties. 390
[Alleged] Concerns about Conduct of Consultations
Conduct of intimate examinations
3.132 
The statement that ‘patients were routinely asked to remove all their clothing’ is totally untrue and this point was made at the criminal trial. 391
Patients were asked simply to “please take off your pants and bra”: this is the simplest of requests that will enable one to approach the relevant parts of the anatomy for examination. When I carried out breast examinations, I would ask the patients to remove their upper clothing. Documentation of all kinds (textbooks, journals, leaflets, teaching videos, patient pamphlets, posters) on the question of breast care and examination show breast examination with the patient stripped to the waist. To suggest that a proper breast examination can be performed with the patient dressed is ludicrous. Prodding a woman’s breasts through clothing would, in my view, be much more open to question and with regards alleged sexualised behaviour. 392
Exactly one week after my arrest in November 1998 Ms Jacqui Stewart, Director of Healthcare Development for the East Kent Health Authority, visited a former patient in her home and took a statement that was then attached to papers sent by the Health Authority to the NHS Tribunal (that in the event did not proceed). The statement by the patient said “He showed me behind the curtains and told me to undress…He did make a comment about me having no clothes on – like he was surprised”. Less than a month later the same former patient made a police statement. There was no reference to the curtains at all and she claimed that I told her to take all her clothing off and that she “was so embarrassed being completely naked in front of Doctor Ayling”. Jacqui Stewart appeared on television in connection with my criminal trial and she gave both written and oral evidence to the Inquiry. Had she acted impartially she would have referred to the evidence she had received personally that I was clearly not in the habit of expecting my patients to be totally naked for examination. 393
The majority of my patients dressed accordingly when they visited the surgery. It saves time. The patients knew my routine, as did the vast majority of the complainants against me. 394
The complainant who made the complaint in February/March 1998 rarely attended the Practice alone, wore the skimpiest and tightest of clothing and would tell the receptionists about her gynaecological problems in a loud voice. 395
The complainant who presents herself as the ‘spokeswoman’ for other complainants always wore leggings or trousers, even for an appointment made for smear testing. In a police statement made in December 1998 by the chaperone who had been present, she described the complainant coming out from behind the screen after the examination and putting her trousers back on whilst chatting. At the civil hearings for compensation in February 2002 the claimant read the chaperone’s statement allegedly for the first time (although it had been provided to her solicitor three weeks earlier) and indignantly and theatrically denied having attended on that day wearing trousers, thereby detracting all attention from the rest of the statement that described an uneventful consultation and examination. 396
The claim that patients ‘were not offered any covering’ is incorrect. The point was made at the trial that, should a patient attend unsuitably dressed then they would be covered by an article of their clothing. 397
One former GP patient who was prepared to give evidence at my criminal trial said in a statement: “Over the years I have also attended for routine breast and smear checks and I would usually go appropriately dressed so that I only had to reveal the necessary part of me for examination. Dr Ayling just asked me to remove my underwear that is my bra my pants and my shoes…I remember on one occasion I had to attend straight from work and due to the type of uniform I had to wear it was impossible just to undress half of me at a time so I went behind the screen and got undressed but I did put my shirt back on as I felt rather uncomfortable. When Dr Ayling came to examine me he said I should do my shirt up and he then laid my dress over me so that I didn’t feel so uncomfortable while he carried out the smear test. I was never made to feel uncomfortable during the smear test and he was always very clinical…”. 398
I did cover patients who undressed completely and the allegation in the Report of ‘the non-covering of patients’ is incorrect. It is also made in the absence of any discussion of the risks of cross-infection. 399 
Fomites are an established source of cross-infection and the recent spate of MRSA infections and the degree to which Health Professionals are today taking precautions when handling patients shows that the risks are not imaginary. 400 

In carrying out a consultation it is important that the maximum time is allowed for the patient and the minimum time for ancillary activities. The patients’ clothing was always to hand and was not handled by surgery staff. 401
At least one of the narratives cited by the Report in this paragraph was made by a former patient whose allegations led to my acquittal at the criminal trial and another by a former patient whose allegations led to verdicts including an acquittal. The narratives therefore cannot be considered as reliable evidence. I most emphatically state that I always asked patients to “please remove your pants and bra”. I will itemize my comments: 402
Narrative i)

 The matter of removal of clothes was dealt with above and a breast examination is part of a gynaecological examination. 403
Anyone asking for a chaperone was accommodated and there was a notice to that effect in the Surgery. My receptionists were very approachable and any question of a chaperone would have been dealt by them. It was not always easy to arrange but it was done. 404
The Inquiry Team had evidence on the matter of chaperones from some of my Practice staff but did not refer to it. 405
Narrative ii)

Without the benefit of this patient’s notes it is not possible to comment on the frequency of the examinations or their indication. There was the most definitely a screen as confirmed in narratives iv) and v) below. 406
Narrative iii)

This patient’s allegations led to an acquittal at my criminal trial and her case is discussed in the submissions that accompany my evidence (referred to as Patient M on the website www.fdrgp-cliffordayling.com). 407
Narrative iv)

I did not ask this patient to remove her clothes ‘from the waist down’. I would need to see the GP notes to make further comments. 408
Narrative v)

This patient’s allegations led to mixed verdicts including an acquittal at my criminal trial. She was named as a potential complainant by her friend, the first former patient who complained in February/March 1998, in the letter that was addressed to the Health Authority but not brought to my knowledge. 409
Narrative vi)

If the patient was unsuitably dressed when they came to the Surgery for examination then I did use an article from the patient’s clothing to cover them. 410 

Narrative vii)

This former patient was a claimant at the civil hearings for compensation against me and she waived anonymity in the press. The police noted that she had apparently previously discussed her complaint with another of the complainants, who appears to have been her partner’s first wife whom she would chat to regularly on the telephone. The allegations of the other complainant were not proceeded with. 411

Narrative viii)

This former patient was also a claimant at the civil hearings for compensation against me and she also waived anonymity in the press, featuring largely with her husband and children in a two-page article that appeared in a popular women’s magazine. She made allegations at the civil hearings that had not been made at the criminal trial. However, the wording in this narrative is close to that of her initial statement made to the Health Authority that is not totally coherent with her later statements. It is totally untrue that I said at the end of one examination “did you enjoy that?”. 412
Frequency and conduct of vaginal and breast examinations
3.133 
The Report in the examples it has chosen to cite here does not give any indication of the reasons why the patients presented at the Practice to be seen or what conditions they had. What the examples do show is that I did not carry out an examination if the patient expressly refused it and my notes did clearly illustrate what checks and examinations had been done. 413  
For subjective comments to have any value they should be linked to the contents of the patients’ GP notes. Readers of the Report have to rely on the perceived authoritative status of the Inquiry. However, the word ‘whitewash’ regularly comes to mind when the Report is studied in any great detail and has apparently been used by a number of persons involved with the Inquiry. The term was definitely used by the husband of one of the participants who recognised me in the street last year and told me succinctly how he felt about the whole affair. 414 
The citation about the morning after pill refers to another of the claimants against me at the civil hearings for compensation. She did not come forward until after I had been convicted. The GP notes for this former patient produced by her solicitor show that when she was younger “she had a very aggressive character which resulted in her tackling older pupils, both verbally and physically, and thus she was involved in many fights, one of which resulted in her being suspended for five days as it involved injury to a Headteacher of a neighbouring school”. I most certainly did not ‘bully’ this patient into doing anything and suggest that if I had tried I might well have been myself in danger of some form of violence from the patient. 415
The Inquiry was provided with a number of prescription guidelines published by the makers of contraceptive pills. The Schering ‘Doctor’s Guide to Post-Coital Contraception Schering PC4TM’ published in 1991 said “Examination of the pelvic organs, breasts and blood pressure should normally precede the prescribing of any combined oral contraceptive”. It was also pointed out to the Inquiry that the leaflet included the following: “By statute, certain information must appear on any leaflet of this kind and must be kept separate from the rest of the contents. That information comprises the remainder of this leaflet…Precautions: Examinations of the pelvic organs, breasts and blood pressure should normally precede the prescribing of any oral contraceptive and should be repeated regularly”. 416
I suggest that some patient information leaflets try to encourage patients to attend Practices or Clinics for family planning by saying that internal examination is not necessary for the prescription of oral contraception. However, such leaflets misinform the public and may be responsible for suggestible patients being led to believe that an examination was not carried out for clinical reasons. A doctor who does not examine thoroughly a patient before prescribing the pill could face litigation if that patient subsequently develops complications due to use of the pill. This point is made explicitly in the book ‘How to Avoid Medico-Legal Problems in Obstetrics and Gynaecology’ published in 1990 by the Royal College of Obstetricians and Gynaecologists, extracts of which were provided to the Inquiry. 417
The Inquiry was also provided with a copy of a table from ‘The British Journal of Family Planning’ in 1996 including information about the usual clinical practice of respondents prior to prescribing combined oral contraceptives. The table showed that over one third of the respondents to a questionnaire examined the patients’ breasts (32.5%) and did a pelvic examination (33.1%) and a cervical smear (31.7%) in all or most of the women and that only 10.6% of the respondents never did a breast examination, 14.9% never did a pelvic examination, and only 7.3% never did a cervical smear prior to the prescribing of combined oral contraceptives 418
In the light of these figures it is difficult to see on what basis it is claimed my practice was unusual. 419
Nowadays, if a patient gets the ‘morning after pill’ from the chemist she has to answer certain questions. On the strength of this, which is called ‘informed consent’, the chemist is abrogated of any responsibility should there be any complication or fatal problem. 420 
Consent to examination and treatment

3.134 
It is of note that the patient referred to here as having been examined in 1993 was in fact Patient I. Patient I agreed to the examination that I felt was necessary to exclude any pathology linked to a fundal height that was on the large size for her dates because she refused to sign her notes to say that she wished to refuse the examination. The fact that I asked the patient to sign her notes to say she was refusing the examination is an indicator of just how concerned I was about the discrepancy between her fundal height and her reported dates. By refusing to sign her notes to the effect that she refused the examination, the patient effectively refused to assume responsibility for any consequences that might arise which might have been detected on examination had they existed. The case of Patient I would have been ideal as a case study on the issue of consent and how it affects complaints handling. The Inquiry knew the details of Patient I’s contemporaneous complaint as they refer to having read it. 421 

It is somewhat contradictory to insist elsewhere in the Report on allegations that patients complained of being given inadequate explanations and to report in this paragraph citations that show I gave patients lots of explanations. 422
What the nurses from the Family Planning Clinic in Cheriton who are cited as having given evidence to the Inquiry apparently failed to say is that the Clinic occasionally sent to my Practice women who were not my GP patients to be prescribed contraception. My receptionists would inform the person phoning from the Clinic to make the appointment that my practice was to examine patients requesting contraception. Sometimes young patients would arrive at the Practice for contraception and my receptionists would also inform them that this was my practice. Some chose, at this point, not to make an appointment and go elsewhere. I therefore did not ‘spring’ examinations on unsuspecting patients requesting contraception and do not believe the staff at the Family Planning Clinic would have sent patients over to me if they really had the concerns they now claim they had. This particularly as there were four GPs at the White House Surgery. 423
Much is made about the fact that patients find it difficult to change GP, but it has not been stressed that patients can register with any GP or Family Planning Clinic for contraceptive services. A number of my patients, for example, went to the Family Planning Clinic to have their smear tests and this can be seen from the Health Authority print-outs on cytology results for the Practice. 424
In the case of routine screening examinations, when they are performed and no pathology is found it can be alleged that they were unnecessary. However, if the examinations are not done at an opportune time and pathology is not picked up early, then it can be alleged the doctor was negligent. It is clear that the doctor is in a ‘no win’ situation and in trawling exercises just about any female patient who wishes to get involved could find an occasion in her notes that can provide the basis for a false allegation about the manner in which a consultation was conducted. 425
What the case against me has shown is that the presence of chaperones, including trained midwives and nurses, is no protection against trumped up charges because the evidence of the chaperones is either: not sought, ignored, withheld or discarded because it does not corroborate the alleged victim’s version of events. 426
Patients booked for Colposcopy at the William Harvey Hospital in Ashford would receive a colposcopy leaflet that was sent by the hospital with their appointment. During the procedure it was normally the nurse’s role to talk the patient through the procedure. This was explained in a statement by a colposcopy nurse made prior to my criminal trial and the same nurse is listed in the Report as having provided evidence to the Inquiry. 427
Many doctors ask patients to remove their bra in order to examine their chest. One of my former patients said informally that one of her friends and that friend’s mother who were both registered at the White House Surgery would avoid appointments with Dr Pickering because at the slightest complaint they would have to take their bra off. 428
[Alleged] Inappropriate contact with patients
3.135 
The contents of this paragraph are discussed in the response to paragraph 3.135 of the Report on the website www.fdrgp-cliffordayling.com. 429

In the light of assessments leading to the conclusion that patient movement can be a sign of dissatisfaction, it seems to me legitimate to be concerned if a patient leaves one’s Practice without giving a reason. 430

In the light of assessments leading to the conclusion that informal conciliation is to be encouraged, it also seems to me legitimate that the doctor should contact the patient to see if they are prepared to give an explanation. If the patient lies and says they are moving, the doctor can only be satisfied that there was no specific problem and can not reasonably be expected to dwell on the case. 431
Chaperones

3.136 
The notice mentioned in the Report was clearly displayed and by the side of the the receptionist window.  It stated that facilities for a chaperone could be made available. Many patients brought a friend or their partner. The notice was photographed officially in its setting by a photographer instructed by the solicitors for my Defence and will appear in due course on the website www.fdrgp-cliffordayling.com. 432

It should be stressed that many of my patients did not want a chaperone and insisted that the presence of a third person made them a feel uneasy. This is stated in some of the testimonials and formal statements of former GP patients. Discussions in the press that appeared further to the publication of the Report also make this point, as did the report on ‘Intimate Examinations’ by the Royal College of Obstetricians and Gynaecologists published in 1996. 433
If a chaperone is a nurse there is the feeling that they must be ‘doing something’. How nurses sometimes inappropriately ‘help’ patients is an issue that should have been discussed by the Inquiry in its assessment of the complaint about a midwife by Patient J. 434
Prior to the investigation into the allegations about me, it was common practice for patients to be seen by doctors, especially single-handed practitioners, without a chaperone. 435
Entry into General Practice

3. 140
The Report implies in its presentation of the fact that I had not done the formal training course of the Royal College of General Practitioners (RCGP) that I was in 1981 a ‘would-be GP’ with no experience of GP work. However, I worked as a GP Locum in General Practice in South East London from the end of 1967 to some time in 1972. I worked in a Rota of one week-end in four that covered two Practices and I also did Surgery locums. This period was not really within the remit or the ambit of the Inquiry but obviously it would be false to pretend that I knew nothing of GP work. When I joined Dr Ribet in 1981 I had a fully equipped General Practitioner bag as a result of my locum GP appointments. The doctors at the White House Surgery (then in Ashley Avenue) were looking for another partner at the time and I was approached by Dr Pickering who wrote to me. However, I had already decided to go into partnership with Dr Ribet. 436
3.141 
The Report states that GPs were reimbursed by the FPC for the salaries of receptionists and nurses. This is grossly misleading since the GP is only partly reimbursed – the rest comes out of his pocket. It does not reflect the pay scale. For example Mrs. Goodburn, the Guildhall Street Practice Manager, was quite alarmed when our Practices merged because the fact that my receptionists were being paid at the upper end of the recommended receptionist pay scale, which was substantially more than the pay of the receptionists at Guildhall Street, was going to cause her a financial headache. The pay scale was recognized by the Health Authority otherwise reimbursement (of 70%) would not have been allowed. 437

It would have been helpful if the Report had made it clear that besides receptionists and Practice Nurses paid by the GP for whom he received part reimbursement, there were also District Nurses and District Midwives attached to the Practice and paid for by the Community Health service. 438
3.143 
From the way this paragraph is worded, the impression is given that Dr Ribet retired shortly after January 1983 and worked thereafter only two half day sessions in the Practice. 439

This is wrong. It was in 1984 that I took over the Practice and at that time Dr Ribet was working three half sessions a week and alternate Saturday mornings. 440

The Practice continued to offer the service of a full Saturday morning surgery for the benefit of patients right up until the time it merged with the Guildhall Street Surgery. 441
When I stopped working at Canterbury and Thanet in 1987 I was able to take over one more of the half sessions but this nevertheless meant that Dr Ribet continued to do two and a half. All the patients on my list could ask to make appointments with Dr Ribet and a number of the patients who had been registered with him for a long time continued to see him rather than me. As mentioned above, patients can register with any other GP for contraceptive services or maternity care. The Report purposely seeks to give the impression that patients registered at my Practice had no choice but to be seen or treated by me. This is totally untrue. By the time Dr Ribet retired there were five partners in the merged Practice, including a female doctor. Patients, including those that were already within the merged Practices, were informed that they could register with any one of those five doctors. 442
The Surgery at 19 Cheriton High Street
3.146
There were two receptionists when I joined the Practice and there was no question of seniority. Shortly after I joined Dr Ribet, the lady who had acted previously as a locum receptionist also joined the Practice as a receptionist. For a very short time there were therefore three receptionists but then one left so we were back to two. Another receptionist joined the Practice after the modernisation in 1989 so there were then three receptionists until the merger in 1999. The receptionist who originally acted as locum wrote to the Inquiry in January 2003 to say that she “worked with Dr Ayling as a part-time secretary/receptionist from Feb 1981-July 1999 when I retired, an average of 16-20 hours a week...I personally had no complaints re Dr Ayling’s treatment of female patients and as far as I know the other secretaries didn’t either. If a patient requested a chaperone we would make appointments form when the practice nurse had her surgeries on three mornings a week. Occasionally a relative or friend would chaperone the patient”.  443

The vague wording in the Report would appear to have been designed to give the impression that from 1981 to 1989 Jeannette Ayling and myself were regularly the only two persons in the Surgery apart from the patients. This is totally misleading and would appear to have been done to serve the attempts by the solicitor Sarah Harman and her clients to implicate my ex-wife in civil litigation with a view to getting hold of her share of joint assets. 444

3.147 
The ‘woman’ who took up the initial post of Practice Nurse in my Practice retired in December 1996. My second Practice Nurse worked with me until 2000. Both these nurses wrote to the Inquiry. The ‘woman’ referred to in the Report was an SRN, BTA, QN, NDNC. Before becoming my Practice Nurse she had been the District Nurse to whom my Practice had been allocated. As District Nurse she would have come in most mornings to check on which patients needed to be visited and would at the same time report on the patients she had seen. The District Nurse had a number of Practices allocated to her in the area and would have been based at the Community Health Office, not my Practice. It is only when she took up the post of Practice Nurse that she worked at the Practice for three mornings a week. This nurse made a formal statement in 2004 in which she said she “worked as part-time Practice Nurse from the late 1980’s to December 31st 1996 when I retired…Prior to becoming Practice Nurse I had also worked as District Nursing Sister for the same practice for about 10 yrs, and again, no complaints were ever made to me…I have in the past written to the enquiry…I stand by all my previous statements with regard to Dr Ayling’s innocence…any inference of my knowledge of nay wrong doing by Dr Ayling I find very damaging and object to most strongly. Again I repeat no complaints were ever made to me”. 445

My second Practice Nurse was also an SRN and she also made a formal statement in 2004 in which she said: “During my time at Dr Ayling’s surgery no complaints of a sexual nature were ever made to me by his patients. I was interviewed and made a statement to the solicitors for the Defence prior to the criminal trial and I stand by these statements wholeheartedly. I have the final submissions to the inquiry, written to Mr Fitzgerald by Joan Ayling on 31st July 2003 and stand by the contents of this correspondence. I worked at the surgery as an experienced, older nurse, mother of 4 children and at no time there had any concerns about his practice. No complaints from patients were made to me and 3 monthly check-ups for those ladies on contraceptives were alternately done between Nurse and Doctor – an ideal opportunity for any apprehension/worry about his practice to be relayed to me. In accordance with good practice notices were up re chaperoning and it was accepted procedure form the receptionist to organize appointments when the Practice Nurse was available. Statements re chaperoning made by [Patient Q] on television were completely untrue” (nb: the reference to Patient Q was made following a TV appearance in connection with the Inquiry by Patient Q in the programme ‘Real time with Fiona Bruce’). 446

The wording of paragraph 3.147 in the Report seems to be designed to suggest that I took on as Practice Nurse someone who had no nursing qualifications and that she was the only Practice Nurse I had. I can only suggest this wording was designed to serve the implication that the persons who acted the most often as chaperones in my surgery did not have the qualifications that the Inquiry recommends chaperones should have. 447

The addition of a Practice Nurse post in 1989 was in line with the Health Authority recommendations when they advised on the Surgery modernization which included the addition of a Practice Nurse’s room. 448
3.148
This whole paragraph is total rubbish because all District Midwives became Community Midwives and all District Nurses became Community Nurses during one of the NHS reorganisations. The title change had no effect whatsoever on the duties or posts of the midwife. From 1981 through to 2000 there was at all times both a midwife and a nurse attached to the Surgery that worked in the community. 449

I can only wonder on what information the allegation that I ‘got rid of’ the midwife attached to the surgery was based. 450
Chaperones

3.151 
The chaperone notice had the exact wording described here and was between the two receptionist’s windows. 451
3.152 
There was a further notice with the wording recollected by Mrs Ayling on the wall facing the main seating in the waiting area. 452
3.154
One could assume from a reading of this paragraph as presented that there is only my word as to the existence of the said chaperone notice over the couch. 453

It was not in August 1998 but on 14th July 1998 that Dr Ashton advised me to display a notice next to all examination couches advising patients of the availability of a chaperone, should they desire one. In his police statement dated 13th January 1999 Dr Ashton said “The meeting was concluded with Dr Ayling agreeing to implement these strong suggestions. It was arranged that we would meet with him again in August at this surgery. On 6th August 1998 together with Dr Snell I visited Dr Ayling at his surgery. On 29th September I1998 I made a return visit to Dr Ayling at his surgery, on this occasion I was alone. On one of these occasions I noticed the presence of a cover sheet for the use of patients and notices by both couches. I cannot recall on which occasion this happened”. Dr Ashton provided evidence to the Inquiry. 454

Detective Constable Sean Beautridge said in a witness statement that “on Wednesday 11th November 1998…I conducted a section 18 P.A.C.E. search of [Dr Ayling’s] surgery…Whilst in the consultation room at the surgery I saw a small sign situated on the wall above the examination couch which explained that a chaperone could be provided at the patient’s request”. Detective Constable Sean Beautridge provided evidence to the Inquiry. 455

On 26th February 1999 an Assistant Solicitor took a series of photographs in my surgery, some of which were attached to a statement. Five of the photographs taken on that date showed the couch with the chaperone notice above it. 456

The extract presented here of what I said at the criminal trial does not state that we would not provide chaperones if requested. Requests for chaperones were always accommodated and I am aware that one of my receptionists (not my wife) occasionally took the phone off the hook for a few minutes to come into the consultation room and chaperone if there really was nobody else and the appointment could not be rescheduled. 457

The quote presented here is a response to the question “was it practicable to provide a chaperone on every single occasion that you saw a female, even if it is limited to an intimate examination, even without a request?”. My response was that it was ‘very impractical’. I did not say it was ‘impracticable’ and I did not say it was not done. 458
The Evidence of Healthcare Staff
3.155
In connection with 3.148 above, it would seem that since 2004 ‘health visitors’ are now called ‘specialist community public health nurses’. 459
3.156
The purpose of a Post-Natal examination is to ensure that a woman’s body and functions have returned to normal. A cervical smear is part of the Post-Natal examination. The 1992 edition of the ‘Oxford Handbook of Clinical Specialties’ said “The postnatal examination at 6 weeks provides an opportunity to see how mother and baby relate. The mother should have BP checked, and Hb sent if anaemic postnatally. Do a vaginal examination to check healing and do a cervical smear if not done antenatally. Contraceptive plans should be finalized. Have they resumed intercourse?”. 460

Some patients moved out of the area whilst pregnant or when they had their baby but would stay with me until the end of their maternity care and would explain why they left the practice at approximately 6 weeks to 3 months. This was the case for the former patient referred to as Patient T on the website www.fdrgp-cliffordayling.com. 461
3.157
Gaynor Luckett was approached by the Police during their investigation prior to my criminal trial and she said she did not know of any ‘victims’. It is very likely that the concerns about clinical decision-making she may have heard on the grapevine related to two complaints in the mid 1990s that led to Medical Service Committee hearings. Neither complaint led to further action or was appealed by the complainants. Both cases were fully documented yet no reference to either was made by the Inquiry which is really quite incredible when considering its remit. This further suggests to me that the Inquiry was not about looking into complaints handling but about looking into alleged sexualised behaviour.
462
The Concerns raised by Patient F in her letter written in March 1985
3.158 
The case of Patient F is dealt with in the submissions that accompany my evidence and is discussed in the response to paragraph 1.28 of the Report (Comments 12-18) on the website www.fdrgp-cliffordayling.com. 463

The occasion mentioned here was not the first time that this patient had seen me. 464

I felt that it was not in the patient’s interest to have her remain with the Practice because we clearly did not get on and so wrote to the Family Practitioner Committee (FPC) and asked for the family’s names to be removed from my list. My request most certainly predated the letter that the patient claims to have sent to the FPC. 465

The case of Patient F as dealt with in the Inquiry Report is misleading and incomplete. 466
Conclusion

3.162
In the case of Patient F the Inquiry puts forward the theory that administrative officers should identify letters about wishing to transfer GPs as possible complaints and investigate. In this paragraph the Report says that a patient can exercise their right to change GPs without explanation but it is also implied that when a patient does this it is an indicator of dissatisfaction. On those premises, the request by a GP to have a patient removed from his list without giving an explanation should also be treated as a possible complaint or cause for concern and be investigated. Some doctors rid their Practices of difficult patients by having them removed from their list in this way and if no other Practice will accept the patient the Health Authority will allocate them. It is not really fair to allow unreasonable or violent patients to move around from doctor to doctor, thereby avoiding the issue of having to deal with them formally while unsuspecting surgery staff, other patients in the building or the doctor himself may be put in danger. 467

For example, one of my former GP patients who subsequently became a complainant joined my Practice because no other Practice would take her. She left the area in 1999 and medical notes produced by Harman & Harman solicitors for the civil proceedings for compensation in 2002 showed that in November 1999 this patient attempted to strangle her husband and that in December 1999 a medical team refused to deal with her because “this lady has a long documented history of provoked and unprovoked violence, sometimes using weapons, towards individuals. We are not in a position to deal with these potential incidents here. From our assessment of her, she made it clear that these acts are premeditated and this puts all our staff in danger both at […] and […] if she is seen. We will not see this lady on our premises for this reason and feel that she is more suited for the forensic services”. The psychiatric expert instructed by the solicitor Sarah Harman to examine this patient in 2001 said “it is quite clear that [this patient] suffers from long standing psychiatric disorder…she remains with mental health difficulties under care and, given her underlying disorder, I do not think it is possible to state that this is caused by the [alleged] index assaults”. 468
3.163 
Without any statistics about the rate of transfers between my Practice and The White House Surgery, it is not possible to say whether there was anything unusual about Patient F’s request to transfer that would have led to concerns. Some doctors and patients just do not get on. That does not mean there is cause for complaint. 469
The Police Complaint 1991

The allegations of this woman (referred to as Patient R) are dealt with in the submissions that accompany my evidence and are discussed in the response to paragraph 2.21 of the Report (Commenty 16) on the website www.fdrgp-cliffordayling.com. 470
The Evidence of Mr Homeshaw and Dr Savege

3.165
Mr. Homeshaw had several meetings with my ex-wife (Practice Administrator) and with me and had there been any concerns he had ample opportunities in which to have made these known to me. The fact that he did not suggests that he did not have any such concerns and therefore could not provide information that would be constructive for an Inquiry that was clearly ‘fishing’ for evidence of complaints. 471
3.166
Dr Savage, in contrast, did get involved with a complaint and his remarks to the Inquiry seem to be much like Mr. Patterson’s when confronted by the Inquiry Team in that he said what the Inquiry wanted to hear. 472
3.167
This patient was perfectly happy on leaving the Practice on 9th January 1991 and appears it would seem it is because her husband was angry that I had examined his wife that the Police were contacted. 473
3.168
I refute the allegations made in the letter referred to here.  This patient had made an appointment for a smear to be taken. I had had a problem with my computer system to deal with and was running late. That is why the consultation was hurried and the examination was not long. 474
The Response of the FHSA

3.172
The list of witnesses reported as having no recollection of alleged complaints is too long for the majority of the alleged complaints about misconduct accepted by the Inquiry to have been made to be credibly believed. Here it is Professor Higgins and Mr. Homeshaw. Earlier it was Mr. Fullman and Mr. Patterson. Elsewhere it is nurses or midwives or health visitors. 475
Conclusion

Patient G

3.179 
The case of Patient G is dealt with in the submissions that accompany my evidence. 476
The White House Surgery

Introduction

3.182
The White House Surgery was literally only a few doors away and not ‘a few hundred metres’ away as stated here. The White House was at no.1 Cheriton High Street and my surgery was at no.19. The two buildings were at either end of an uninterrupted block of houses and were on the same side of the high street. 477

I do not believe that patients chose between my surgery and the White House Surgery solely on the account of distance from their home and the seemingly innocuous inaccuracy about the distance between the two surgeries in paragraph 3.182 serves only to further allegations that they did. 478

A photograph of the said block of buildings will appear in due course on the website www.fdrgp-cliffordayling.com. 479

In March 2001 one of solicitor Sarah Harman’s partners filed an affidavit in support of an application to freeze my assets which it was thought included the surgery. One of the exhibits attached to the affidavit was a copy of the title documents for the surgery building produced by the Land Registry and which ‘is admissible in evidence to the same extent as the original’. The title plan shows that between the limits of the two properties there was a distance of about 25-30 metres and a total of five houses. 480
One of my former patients who was prepared to give evidence at my criminal trial said in her statement “I moved to the area in 1986 when I was 31 years old. I knew that I needed to register with a local GP and a neighbour who was a Nurse recommended Dr Ayling to me…My daughter is  a patient with Dr Ayling and she is almost 20 now…I would not want to change practices as I think he is a good GP”. 481
Another of my former GP patients, also prepared to give evidence, said “I have been with Dr Ayling’s practice for 15 or 16 years. When I was looking for a GP I was sent a list of practitioners in the area. The only other practice in the area was The White House and I knew that people complained bitterly that you could never get an appointment there, so I chose to register with a sole practitioner…I can remember one specific occasion when Dr Ayling was particularly supportive to me…Another time […] my daughter as ill after an accident and she was taken to […] Hospital, Dr Ayling ‘phoned me to ask whether I needed any support at the time. That was typical of him. He was always dashing about, but he was a very sympathetic, supportive GP”. 482
One of my former patients who was among those who transferred from The White House Surgery to my Practice, said “I was registered with Dr Ayling for about 10 years. I registered with him because I had had problems with my own GP trying to get an appointment and I went as an emergency to Dr Ayling, who saw me straight away and therefore I registered with him thereafter…Dr Ayling was extremely helpful and supportive when I found out I was pregnant and he talked me through all the options I had regarding the baby…I felt comfortable with him from the beginning. I have to say that whenever I have attended the surgery, I sometimes had to wait for quite a while and I have never seen any patients coming out of his surgery looking unhappy or distressed…The only thing I would say about him is that perhaps he can be rather blunt, but if it is information that he has to give you then so be it”. 483

Yet another said “I have been registered at the GP practice at 19 Cheriton High Street along with my parents and younger sister since I moved to Folkestone as a child in 1966. I moved away in 1981 to undertake nurse training in London and returned to Folkestone in 1994…my first contact with [Dr Ayling] was in 1994…One of the reasons I chose to return to the practice in 1994 was that as a single practitioner, I would at least be guaranteed continuity of care and I appreciated the smaller more personal approach that was offered by the practice…the only other practice in my area was the White House Surgery and this had had its fair share of scandal, therefore I saw no reason to go elsewhere…My first visit to Dr Ayling was for contraceptive advice. He explained to me that his routine for any woman requesting oral contraceptives was 3 monthly appointments, alternating between himself and the nurse, so effectively you saw the doctor every 6 months and the nurse just monitored your blood pressure between times and that once a year he undertook a vaginal and breast examination. This to me seemed perfectly reasonable and he said that if any patient is not happy with that they had the choice to go elsewhere...As far as I am concerned he was a traditional GP, always very busy but you knew that when you were in the surgery with him you would get quality time…I personally would rather wait and get good treatment, than be whizzed in and out without being listened to”. 484

That a doctor from the White House Surgery ‘poached’ patients from Dr Ribet is true and was admitted to me by that doctor, who is now deceased. He had done so whilst doing hospital sessions in Paediatrics. 485
3.183
A number of patients transferred to my Practice from the White House Surgery as well. Occasionally it was due to dissatisfaction with the doctors but the main complaint was the attitude of the reception staff.  One of these was a woman who subsequently made a police complaint about me. She transferred from The White House because one of the doctors there had missed the diagnosis of meningitis in her grandson. The case was in the local press a number of times and a claim for compensation was involved. 486


3.184
Dr Heffernan and Dr Jedrzjewski were both regular attendees at the Folkestone Medical Society, and other meetings, where we conversed. 487
The transfer interviews

3.185
I have seen a copy of Dr Pickering’s handwritten notes which contain all the transfer interviews from 1984, not just those relating to me. What the entries show is that the White House selected its patients on certain criteria; avoidance of patients expecting home visits, elderly patients needing a lot of treatment, patients experiencing transport problems, etc. The entries also show that patients had lost confidence in various other GPs in the town for various reasons; wrong diagnosis, lack of treatment, wrong prescription, dislike, could not understand him, does not listen, condition not improving or worse, etc. 488

The White House had a reputation for being difficult to get into. Looking at the transfer notes and the patients that were rejected, it is possible to imagine that if ‘word got around’ that requesting to transfer with reference to gynaecological examinations would ‘get you into The White House’, that some patients who did not appreciate me or my staff, for whatever reason, may have embroidered allegations or put a slant on their description of examinations. 489
Dr Pickering and Dr Anderson
3.197
The point is made in the submissions that accompany my evidence those medical notes for patients show that many GPs in the Folkestone area had much the same protocol as myself when treating patients. At least one GP specifically sent me patients for contraceptive services because of my gynaecological qualifications.  The Inquiry should have picked up on the strange argument that ‘there was a risk of retaliation by counter-allegations of clinical or emotional incompetence’ and should have asked Dr Pickering to expand. 490

I believe I was singled out for attack for a number of reasons and that furthering complaints of alleged sexualised behaviour and referral to the Police was seen by the Health Authority as an easy way of putting pressure on me to retire. But I did not retire and things got out of control for the Health Authority as former patients with dubious motives saw an opportunity to get involved in a case that could bring them financial gain. I do not believe that any of the actors involved with the Health Authority’s case against me thought it would spiral out of control and lead to an Inquiry and that this explains why lay witnesses produced all kinds of rather strange evidence in what must have felt like a surreal situation. 491
3.198
When Dr Montgomery spoke to me it was in general terms and did not detail any of the complaints that it is now alleged had been made. Ironically the public scandal that unfolded in the town in 1996 came from The White House, with the case of Dr Chappell. 492
Dr Anderson

Conclusion – Drs Pickering and Anderson

Dr Heffernan and Dr Jedrzejewski (‘Dr Jed’)


I would like to point out that ‘Dr Jed’ is the husband of Penny Jed, the Community Midwife who was attached to my Practice from 1992 to 1998 and whose evidence is extensively referred to in the Report. 493

The Inquiry does not appear to have suggested to Dr Jed that he may have been aware of the alleged concerns that it is now claimed were expressed to his wife. 494

The Report suggests that Dr Jed was not in a position to obtain information about my practice other than from his partners at the White House Surgery. I suggest that if Dr Jed really had serious concerns about my practice he would undoubtedly have discussed this with his wife who was in regular contact with both my patients and my staff. 495
Conclusion – Drs Heffernan and ‘Jed’

Conclusion – The White House Surgery
3.219
I repeat that over the period dealt with by the Inquiry in which it has considered transfers from my Practice to the White House Surgery, there were many patients transferring to my Practice in the reverse direction. The Health Authority would have the figures. 496
Even today, when I visit Folkestone, I frequently meet ex-patients who regret that my ‘friendly’ Surgery no longer exists together with the way I dealt with patients, and that includes my management in areas criticized by the Inquiry. 497
3.220 
Taking two of the terms used in this paragraph, I believe that many of the participants to the Inquiry acted in self-interest and that misguided views of confidentiality thwarted the proper circulation of information amongst witnesses and was used by the Inquiry to suppress evidence that would have shown that the majority of alleged complaints it was supposed to discuss were just not believable. 498
C) HOSPITAL PRACTICE – 1984 TO 1994
William Harvey Hospital

Introduction

3.222
There is again the grave error in the Report in that I was purportedly employed to ‘undertake a colposcopy clinic at Thanet Hospital’ in 1988. That is just not true. 499
3.223
One of the senior midwives who had worked and known me at Thanet subsequently took a post at the William Harvey Hospital. This midwife knew that I had lectured to Pupil Midwives at Thanet and arranged for me to do so in Ashford. I attended a formal interview when the colposcopy post in Ashford was advertised and provided my CV. The Consultants and senior midwifery staff in both districts knew of my commitments and it is ludicrous to suggest otherwise. 500
Ayling’s Appointment as a Clinical Assistant

3.225
The contents of this paragraph are dealt with in the response to paragraph 3.225 of the Report on the website www.fdrgp-cliffordayling.com. 501

I never performed colposcopies at Buckland Hospital. 502
3.228
The claim here is that there was a ‘lack of supervision and isolated practice’ (as) ‘at Thanet and KCH’ yet, in another part of the Report, there is a complaint mentioned when Mr. Ledward is supposed to have entered the colposcopy room! 503
The Inquiry here showed either a lack of knowledge of the manner in which the colposcopy sessions were arranged or their wilful misrepresentation. 504
The colposcopy sessions at the William Harvey Hospital were at the same time as Mr.Ledward’s gynaecological clinic. I would frequently have medical students with me to teach. Mr. Ledward would almost invariably call into the colposcopy room with an overseas doctor to ensure there were no problems. This visit was often a cause for complaint from the patients. 505
At Mr. Ledward’s suggestion, I kept a record of the colposcopies that I performed. After every colposcopy session I would go to the Pathology Department where the staff had kindly looked out the microscope slides of the previous clinic so that I could compare my colposcopy findings with the histopathological results. These I would frequently discuss with the senior technologist and Dr Padley, Head of the Pathology Department, was aware of this. 506
Most patients for Colposcopy would have seen Mr. Ledward previously.  Then, four weeks after the Colposcopy, the patient was again seen by Mr. Ledward in the Gynecology Clinic together with my findings and the histopathological results so that he could plan definitive treatment. 507
In a similar manner, at Thanet, I would note the colposcopy findings and view the histopathological slides at the Kent & Canterbury Hospital a week later and discuss my findings with the Pathology staff there. After the colposcopy the patients were also seen by Mr. Patterson and the histopathological findings discussed and treatment advised.  I would also routinely see Mr. Patterson in the operating theatre. There was ample opportunity for queries to be discussed.  Also, at Thanet the colposcopy service was overseen by Mr. Peter Morris with whom I had not infrequent contact. 508
[Alleged] Concerns about Ayling’s Practice

3.229
The contents of this paragraph are dealt with in the response to paragraph 1.28 of the Report (Comments 20-23) on the website www.fdrgp-cliffordayling.com . That response says: 509

“Contrary to the statement made in paragraph 3.229 on page 74 of the Report, it may well be that the Inquiry did not give a full or balanced description of the detail of the evidence it was presented with. If, simply through omission, the way the evidence is described does not present a full or genuine account, then the Report must be considered as conveying false impressions, such as was described by LJ Denning in Curtis v Chemical Cleaning and Dyeing Co Ltd [1951] 1 KB 805 : “In my opinion any behaviour, by words or conduct, is sufficient to be a misrepresentation if it is such as to mislead the other party. If it conveys a false impression, that is enough.” 510
3.230
The contents of this paragraph and the following paragraphs are dealt with in the response to paragraph 3.245 of the Report (Comments 18-20) on the website www.fdrgp-cliffordayling.com . 511
3.231
Allegations such as those reported in this paragraph cannot be addressed without knowledge of precise details. A health professional that causes pain during an examination or procedure cannot be accused out of hand of being cruel! At times colposcopy can be uncomfortable and one relies on the nurse to help one deal with the patient. 512
3.232
The drawings of the cervix in my colposcopy books are the same as those that would have been put in the patient’s notes and are similar to those found in textbooks on colposcopy. 513

There can be several differing areas of pathology on a cervix and an example diagram in a textbook published in 1987 allows for up to at least five biopsies. 514
3.233 
It beggars belief that an Inquiry Panel that includes two hospital administrators should state: ‘Ayling would refer his own GP patients to himself.’ Such a statement shows again either a total lack of understanding of the referral system and the hospital hierarchy or a wilful misrepresentation. 515
When I referred patients to Mr. Ledward they were booked and sent an appointment by the hospital. Mr Ledward would first assess the patient at an initial consultation and refer for colposcopy if indicated.  As I did Mr. Ledward’s colposcopy clinic at the William Harvey Hospital it was natural that I would do the colposcopies. Mr. Ledward would then review the patient with the findings at a follow-up consultation. He would advise on treatment, and carry it out. When a GP patient of mine underwent colposcopy at the hospital they were booked as Mr Ledward’s patient. I reported to Mr Ledward with the findings but I was not responsible for deciding on treatment and it is the Consultant who made the clinical judgement. The Inquiry’s premise that I was able to refer patients to myself is absurd. I was not the Consultant. 516
Neither of the assessments proposed by the Inquiry in this paragraph is tenable. In 1988, for example, my GP patients accounted for only 4 out of a total of 89 patients seen in the colposcopy clinic. The biopsies taken from my 4 patients showed that they all had pre-cancerous cells: two had CIN1, one had CIN2 and one had CIN3. I did not refer these patients for colposcopy for any reason other than that I was concerned for their health. 517
3.236
Apart from Nurse McDonald who always seemed to have a haughty, stand-offish attitude, there were two other colposcopy nurses who ran the clinic with whom I got on. Neither of them gave me any indication that there were concerns about my practice. 518

One of the Colposcopy nurses who worked at the William Harvey Hospital in Ashford with me for about 8 years and who is listed as having given evidence to the Inquiry made a witness statement prior to the criminal trial in 2000 in which she said “I would talk the patient through the procedure whilst Dr Ayling was carrying it out. If the patient requested to see the instruments I would take them to the head of the couch and explain them, what they were for and how they would work…He would normally take four to five biopsy samples from each patient. This was more than Mr […], and other gynaecologists would take but I felt perhaps that Dr Ayling…wanted to ensure that nothing was missed. It has to be said that Dr Ayling did pick up several cancers that were missed by Mr Ledward…After…the patients went off to have a cup of tea and hang around for perhaps fifteen or twenty minutes to make sure that they were well enough to go home. I would always explain to them what to expect in the coming days and weeks and they would book a follow-up appointment four weeks later to see Mr Ledward for the results of the biopsies.” 519

It is not true that my conduct in the colposcopy clinic ‘was at best unsatisfactory’. 520
Complaints [and Alleged Complaints]

Introduction

Complaint by a student midwife - 1992
3.239
This incident is dealt with in the submissions that accompany my evidence and will be dealt with extensively in one of the next updates of the website www.fdrgp-cliffordayling.com. 521
3.241
The incident with the student midwife involved her looking down the teaching arm of the colposcope. This long tube which resembles a telescope juts out from the side of the colposcope eye-piece and enables an observer to see the cervix being examined. It should be remembered that there were many people to whom I demonstrated colposcopy and who looked down the eye-piece. 522
I recall that the student midwife was angled in such a way that I was sure she was not able to properly visualize the cervix. It was as if I put my arm around her waist and pulled her towards the body of the colposcope so that she could look down the eye-piece properly. At no time did I make any other movement and I emphatically deny touching her buttocks. 523
Another nurse did make a statement at the time and said I had not ‘groped’ the student midwife’s buttocks. 524
Patient H

3.245
This former patient claims that I performed a colposcopy in Buckland Hospital. I did not do any colposcopies in Buckland Hospital. 525

The contents of this paragraph are extensively referred to in the response to paragraph 3.245 of the Report on the website www.fdrgp-cliffordayling.com. That response concludes: 526
“The case concerning Patient H is extremely complex because it brings into play many issues which the Inquiry plainly chose to ignore: 

*the true motivations of participants and their legal representatives who aimed to obtain financial gain on the strength of the Inquiry’s findings,

*the feelings of health professionals who could well have feared that their evidence may lead to being joined as defendants in civil claims,

*the status of uncorroborated new evidence,

*the variety of acceptable clinical practice.

The Inquiry refused to entertain concerns brought to its attention about activities by participants outside the Inquiry proceedings which rested on the Inquiry process itself. It also failed to present an in-depth analysis of the cases and medical procedures that led to the alleged complaints it was asked to discuss. This appears to have allowed the Inquiry to come to hasty and subjective conclusions about alleged complaints that are presented as legitimate grounds on which to base recommendations about complaints handling. However, a proper analysis might suggest that such conclusions were not logically admissible.” 527
If there are notes written by me that are defensive then it is clear that the patient must have been exceedingly apprehensive from the start. The citation in the Report is incomplete. It is hardly surprising that after the incident concerning the student midwife earlier in the same year I would have been careful to write down any concerns I had during an examination. In the absence of any explanation from the Patient for her state and no obvious apparent reason, I do not see that I could have written anything more specific. 528
Despite stressing on the very next page of the Report that ‘nothing fully can replace a complete and comprehensive narrative properly recorded at the time’, instead of pointing out that this was an instance of good record keeping and evidence of the fact that I was capable of recognising that a patient was not happy about something, the Inquiry implies that my note was an attempt at some kind of ‘cover-up’. 529
Despite also stressing elsewhere in the Report the importance of obtaining statements from other witnesses, there is no reference here to the Inquiry having sought to ascertain whether one of the four colposcopy nurses who gave evidence to it was the nurse involved or whether one of those nurses remembered the incident. 530
It is absurd to conclude that my notes as quoted provide corroboration for alleged indecent assault. Any lucid reading of my notes as reported shows that they do exactly the opposite. From Patient H’s post-conviction police statement it would appear that the speculum may have inadvertently touched her clitoris when it was removed at the end of the examination. This could, indeed, have explained the description of an unexpectedly flushed patient in my notes. 531
The Report is couched in a way that suggests my working life was all ‘cloak and dagger’ and presents unrealistic evidence as though it were indisputable. This does not reflect the reality of the situation at all. 532
Anonymous Complaint 1992/3

3.250
This paragraph is basically describing an anonymous complaint from an anonymous complainant that the alleged recipient does not recall having received. It is totally unsubstantiated and contemporaneous documentation suggests that Mark Addison wished it to remain within a select circle of knowledge. You cannot pull out of a hat uninvestigated and unsubstantiated anonymous complaints years after an alleged incident and tender it as valid material to ‘show that events took place’. 533
3.252
On 24th July 1994 I wrote to Mr Addison on the subject of complaints and said the following: “As you are aware, I am dissatisfied with the manner in which allegations that have involved me have been handled. The Medical Defence Union have approached you on my behalf for details but you have merely ‘cocked a snoot’ at them. The correct procedure now, I understand, is for me to make a formal complaint to the South East Kent Hospitals Trust and this I am to do through you as Chief Executive. My complaint is thus. There have been allegations made about me and of these you have given me no, or insufficient details. These complaints were not managed in accordance with Section 17 of the National Health Service Act 1977…You have also been dilatory in dealing with complaints as in the case of the patient who claimed that she had felt my erect penis pressing against her thigh. It was months before I was told of the nature of the allegation and I still do not have a copy of that complaint or of your response. That particular matter should have been considered with the least possible delay…”534

The Chairman of the South Kent Hospitals NHS Trust (who is not listed as having provided evidence to the Inquiry) wrote to me on 19th September 1994 to offer to meet me and said “I have not been appraised of any complaint regarding [Patient J]. Mark Addison, before he left on holiday, referred to the cases of Miss […], Student Midwife, and [Patient I], only”. 535

Clearly, even when it was requested of him formally, Mr. Addison did not pass on details of alleged verbal complaints to the Chairman of his own NHS Trust. Nor did he pass on details of the formal complaint by Patient J against a midwife which showed unequivocally that his nursing staff had been circulating unfounded rumours about me. 536

Mr. Addison’s failure to refer these complaints to his own hierarchy at the obvious opportune moment, despite having relayed the verbal allegations to me in a scant, anonymous, verbal form can only fuel conjecture that in 1992-1993 he was attempting, with the help of Director of Nursing Merle Darling, to mount a case against me prior to axing my Clinical Assistant post on the day before the Health Authority officially became an NHS Trust. It is possible that this slant of complaints was nurtured because of knowledge of the nature of the Police Complaint in 1991. 537

It would be useful to discuss within the context of complaints handling what use is made of the knowledge of alleged complaints that have not been dealt with formally and how this may affect the rights of health professionals. 538
Patient I


The case of Patient I is referred to in the submissions that accompany my evidence. The evolution of Patient I’s complaint, particularly with regards to the breast examination I performed, is extremely contentious. 539
3.254
It is of note that Dr Padley’s description of Patient I’s complaint in his police statement of February 1999 was not consistent with the terms of Patient I’s contemporaneous complaint. Patient I specifically stated in 1993 that she did not wish her complaint to be seen as one of sexual abuse against me, whereas Dr Padley said in 1999 that he was approached by Mark Addison in 1993 to discuss two complaints and that Patient I “thought that there were sexual overtones” in the way I had carried out my examination of her. 540

I suggest, again, that this indicates Patient I may have found herself faced with an attempt to pressurize her into making her complaint one of a sexual nature and that whoever advised Dr Padley pre-empted the exact nature of the complaint before it had been written out in its final form.541
3.256
Surely it is reasonable to expect that a complaint is discussed with the Health Professional concerned before an administrator takes it upon themselves to reply to the complainant beyond simply acknowledging receipt. 542
This is one matter with which the Inquiry Report should have concerned itself as it is a fundamental in the handling of complaints. 543
3.260
I refute the suggestion that I indecently assaulted patients during the time that I worked in the South Kent Hospitals and I repeat that any reference to employment in Thanet in 1988 is based on fictitious evidence. 544
Contact with the Family Health Services Authority

3.261
The contents of this and the following paragraphs support the suggestion made elsewhere in my evidence that my contract with South East Kent Hospitals ended on 31st March 1994 because Management wished to axe my Clinical Assistant Post prior to the Health Authority becoming officially an NHS Trust on 1st April 1991. 545

The General Introduction on page 17 of the Report confirms in paragraph 2.3 that my part-time Clinical Assistant contract at the William Harvey Hospital was from 1984 to 1994. However, within the body of the report evidence has been presented in a way that suggests I ceased to work in the South East Kent Hospitals at the end of 1993 and this culminates with a false statement in paragraph 5.27 where it is stated that I ‘was a clinical assistant from 1984 until 1993’ within the William Harvey Hospital. 546

If there had been concerns about my conduct in the latter part of 1993 that were really as serious as the witnesses whose evidence is referred to in this section of the Report now claim, I suggest those witnesses had plenty of time to do something about it, including investigation of the nurses in the regular Colposcopy Clinic and the occasional Antenatal Clinic session I did as Clinical Assistant to Mr. Ledward. 547

The midwife complained about by Patient J was seen by senior staff and it was Mr. Addison who conveyed the midwife’s apologies to Patient J in a letter dated 31st March 1994. The contact with this midwife would have provided the perfect opportunity to investigate any alleged concerns about my conduct in clinics in the presence of nursing staff. 548
Patient J
3.266
The case of Patient J is dealt with in the submissions that accompany my evidence. 549

Here, again, the Inquiry Team were disingenuous because they twisted and pruned a complaint by one of my patients about a member of the midwifery staff to look as though it was a complaint that concerned my standard of care. 550
Of course, it is unlikely that the Inquiry Team would have welcomed Patient J’s evidence as it would not have suited their agenda. The information they had about Patient J’s complaint was provided by my daughter as an example of what can happen when somebody making unfounded remarks gets caught out. 551
3.268 
I contend that the handling of Patient J’s complaint certainly was considered as “live” and Mr. Addison purposely postponed its resolution until after the date of the non renewal of my contract. He knew from the complaint that the patient was a supportive GP patient of mine and that she was totally shocked by the midwife’s comments about me because she knew them to be untrue. Had the complaint been dealt with rapidly I would have been in a position to do something about the defamatory remarks that had come to my knowledge thanks to the complaint by this patient. Once my contract was terminated Mr Addison failed to deal satisfactorily with requests for further information about allegations that he had made known to me only verbally. 552

The Inquiry appears to have been not so much concerned with complaints but with how to put a sexual slant on everything. It would seem also that the Inquiry developed ‘tunnel vision’ to the extent that it zoomed in so close on anything that could be in any manner interpreted as sexual that it was incapable of taking an objective holistic view of the information that it had at its disposal. 553
Conclusion

D) GENERAL PRACTICE – 1992 TO 1998

Introduction

3.273
The Community Midwife referred to here is Penny Jed. In a statement made prior to the criminal trial she said “I have been asked whether Dr Ayling did more examinations than other doctors, but I cannot really comment on that. I can only say that if I had ever felt that there was something inappropriate about what he was doing, then I would have taken matters further…I have been asked my opinion of Dr Ayling in general and my opinion of his medical care, but I am unable to comment really because I did not have an awful lot to do with him…We did not have a bad relationship as such, we really did not have much contact. My association with Dr Ayling’s practice ended when he joined the larger practice in the locality. They already had a midwife attached and she took over the care of his patients. I have been asked about [Patient Z]. She was certainly what I would describe as a very demanding patient…She did not give me any impression that she felt Dr Ayling had behaved indecently towards her and again if I had thought that I would have been concerned and taken some action. I understand that she suggested that I asked her to go to the police and that is absolutely not true. I have no recollection of her making any complaint about Dr Ayling”. 554

Penny Jed thought I was old-fashioned and thought I did more examinations than other doctors and did not always agree with my way of doing things but what her statement does show is that she did not believe I was indecently assaulting patients and the only patient she recalls having made a specific complaint about me is Patient I. 555
3.274 
The one claimant who in 2002 at the civil proceedings against me for compensation based her claim on a SEADOC visit alleged that I should not have visited! I more often visited than not and only did not visit when it was clearly indicated by the Guidelines. Indeed, one such case concerned a diabetic patient of Dr Jequier who I advised over the telephone and who had their complaint of failure to visit supported by the GP. As it transpired, the patient responded perfectly to my advice and my decision not to visit was strongly supported by the Medical Managers of SEADOC. 556
We were constantly being advised over the question of visiting because one of the concerns at SEADOC was the level of charges that were being generated by some doctors doing unnecessary visits. 557

The Manager at SEADOC indicated when the police began investing allegations about me that there had been complaints about me but that none were related to the nature of the allegations being investigated. This is confirmed in paragraph 3.339 of the Report. 558
The Family Planning Service in South East Kent

Concerns in the Family Planning Clinics 

3.284
I do not recall a nurse called Vanessa Lowe. She apparently claims I had a limited number of locum sessions at Vicarage Lane in Ashford from 1991 onwards. However, my personal diaries show that I did four times as many sessions at Vicarage Lane in 1993 (8 sessions) as I did in 1991 (2 sessions) or 1992 (2 sessions) and that I also did a further 3 sessions in 1994. I had a meeting with Dr Farebrother in January 1991. She was Director of Public Health Authority from 1990 to 1994 and was responsible for the Family Planning Clinics. I never had a regular Family Planning session and would do locum sessions when Family Planning doctors were on leave. I really do not know what Vanessa Lowe can have based her evidence on. 559
3.288
The Report constantly shuffles the terms ‘felt’, ‘considered’, ‘inappropriate’ and ‘sexual’, mixing them into a hybrid entity charged with sexuality that suffuses the text and detracts from any meaningful or objective clinical discussion of medical examinations that were carried out in the course of consultations directly related to women’s health, family planning, gynaecology or obstetrics. 560

I am genuinely of the opinion that the spin found in this Report will ultimately have a damaging effect on women’s health and will encourage retrograde attitudes to preventative medicine based on the recommendations of politically correct bodies. 561

I did not ask patients to remove all their clothes for a gynaecological examination but asked them to slip their pants and their bra off. Examination is conducted in thirds; top third, middle third and lower third. In the FP clinics there was a sheet and with that and the patient’s clothing I exposed a third at a time to examine. 562

In 1997 appeared a book by Sam Rowlands called ‘Managing Family Planning in General Practice’ that was approved by the Family Planning Association. The book said that “Personal injury claims are not uncommon in family planning when compared with other specialties…The GMC has recently published guidance for doctors performing intimate examinations. This is particularly relevant in family planning where breast and genital examinations are regularly performed”. 563

Either the Inquiry was misinformed about what really goes on in Family Planning Clinics or it chose to ignore reliable evidence. Whatever the case, it has produced a Report that misinforms the public. 564

It is of note that Family Planning notes are kept in the clinics and these were not produced with the GP notes or Hospital notes of former patients who litigated against me. I am certain that sight of Family Planning notes would confirm that patients who attend Family Planning clinics regularly undergo breast and genital examination. 565
3.291
It is easy to make sweeping statements about alleged concerns with no accompanying detail. After all, a Family Planning Clinic is to do with sex and it is a place where such matters are discussed. The context could have been when I was advising on the use of the Dutch Cap, or the Pill, or the dangers of unprotected sex. I know from experience with the patients at my Practice that the Family Planning clinics often fail to advise on the risks of HPV infection and Chlamydia, etc.  It may be part of their ethos that it is better to dish out the Pill and prevent an unwanted pregnancy than to worry about the risk of subsequent cancer or infertility and the increase in associated risks. 566

In January 2002 my daughter provided the Inquiry with a copy of a BMTV teaching video (British Medical Television – Issue 40) that included a feature on examination of the breast. She told the Inquiry that in the feature “the female doctor performs and explains a number of techniques to be found in statements concerning Dr Ayling (patient sitting up, fingertips touching nipples, lifting the breast, standing behind and looking at breasts over shoulder, etc.)”. 567

The Inquiry clearly ignored evidence of this nature and avoided any meaningful discussion of what might constitute ‘sexual connotations’ in what I was ‘doing and saying’ in the presence of patients. Needless to say, in this video the patient being examined was stripped to the waist. 568
3.292
Comments about Dr Farebrother in this paragraph are referred to in the response to paragraph 3.81 of the Report (Comment 4) on the website www.fdrgp-cliffordayling.com. 569
3.293
It is intimated here that Dr Farebrother took me off the list of locums for Family Planning Clinics some time early in 1993 and before speaking to Dr Savage. 570

However, as mentioned above, I did more sessions in 1993 than I did in 1992 or 1991 and I also did sessions in 1994. I did a total of 13 sessions in 1993 in four different clinics; all bar one of those sessions were done from April 1993 onwards and four were done after my meeting with Dr Savege on 5th November 1993. 571

My diary also shows that I did a number of Ante-Natal clinics in 1993, the last being in the month of December. 572
Conclusion

Dr Maitra and Dr Sarkhel

3.297
Both Dr Maitra and Dr Sarkhel were known to me. 573

Dr Maitra had expressed an interest in being a Principal in my Practice and only lasted a year as a Principal in the Guildhall Street Practice.  I know that the patient referred to as Patient AC on the website told me Dr Maitra tried to poach her when he visited her once on behalf of SEADOC. 574

Dr Sarkhel, and his late wife, I had known since my days as Registrar in Thanet when I used to regularly visit Canterbury and he was a Registrar in South East Kent. 575

I was not aware that either Dr Farebrother or Dr Sarkhel had any concerns about my practice or would have wished to discuss any protocols they wanted followed in the clinics for which they were responsible.  576
Conclusion

Ayling’s General Practice

The FHSA – 1993

3.312
Dr Savage is reported as having accepted at the Inquiry that he was fooled by me and naïve when I explained in 1993 that I carried a large bunch of keys in my pocket. 577

What Dr Savage said previously in his police statement in December 1998 was “I would add that up until that moment, when I told him of the actual allegation, I had not told Dr Ayling any details and so I do not believe that he had brought the keys with him to the meeting in order to advance them as a defence to the allegation”. 578

I am not aware of any reference in contemporaneous documentation that refers to the allegation that I had given an identical ‘excuse’ to Mr Addison in 1992. Even if I had, it would have been logical and consistent as the allegation put to me by Dr Savege in 1993 was in fact the same anonymous complaint as that referred to by Mr Addison in 1992. However, I would not have known that when Dr Savege asked me to go and see him. 579

In February 2002 my daughter provided the Inquiry Coordinator with documentation that included family photographs of me in the 70s, 80s and 90s with bulging pockets. The point was later made to the Inquiry that my bulging pockets have always been a standing joke within the family. 580

During the police interview prior to the criminal trial I was asked to turn out my pockets to ascertain what was in them: 581
Policeman:

…do you want to turn your trouser pockets out now…and we can then, right so we’ve got

Me:

Keys

Policeman:

…a hefty bunch of keys.

Me:

Three handkerchiefs.

Policeman:

Yeah, this is from your left trouser pocket.

Me:

And another bunch of keys.

Policeman:

And another bunch of keys which are contained in a key purse.

Me:

That’s right.

Policeman:

Right. And in the key purse there’s one, two, three, four, five, six, seve, eight, nine…………twenty keys, an AA fob, a crucifix and as I say that’s contained in a black leather wallet, a large bunch of keys has, what sort of fob is that?

Me:

Oh that is a fob which I got from a drug company

Policeman:

Right so it’s an oval fob?

Me:

…and it’s a Imdure one, Imdure.

Policeman:

Imdure fob. 

Me:

Imdure

Policeman:

And one, two…………about thirty keys, I lost count about halfway through, and another smaller metal fob and a padlock, so that’s in your left trouser pocket. An in your right trouser pocket we’ve got a small black purse, can I just open that doctor is that all right?

Me:

Yeah.

Policeman:

…which contains coins and stamp books

Me:

And sometimes cash.

Policeman:

…a Swiss army knife, another handkerchief and a

Me:

Pound coin dispenser.

Policeman:

A pound coin dispenser which is flat. Right thank you.

Me:

I did have a big one that held fifteen pounds at that time possibly, I lost it a little while ago. 582
Conclusions about the Events of 1993

3.315
The contents of this paragraph raise a number of points; 583

i) Complaints were investigated and it is misleading to say that they were not. If Mr Addison stated that the two documented complaints discussed were not serious enough to warrant dismissal, it is unlikely they would have led to police investigation. 584

ii) Complaints now alleged to have existed were never made known to me and this was contrary to local guidelines about complaints handling in existence at the time. 585

iii) A referral to the Police or the GMC could not be made on the basis of alleged anonymous telephone complaints. 586

iv) Health professionals such as Dr Farebrother, even after what appears to have been intensive hostile questioning, do not seem to have been personally convinced that I may have indecently assaulted my patients and therefore could not be expected to support the suggestion that there should have been a referral to the Police. 587

v) The police complaint of 1991 that had not led to my being charged was within the knowledge of some of the protagonists referred to here. The question of police referral would not have come up as the complaints and alleged complaints as they were made at the time were not as serious as the allegations made in 1991. 588

vi) Soon after my arrest in 1998 the Police were aware that a number of the allegations made against me were decidedly dodgy. Probably for reasons linked to promotion, trawled victims were led through statement-making, it was decided not to interview surgery staff, leads that would have corroborated information I provided in the police interviews were not followed up, and evidence was withheld from the Defence.  In the light of this, it is unlikely that a Police referral in 1993 based on the alleged complaints would have got off the ground. 589

v) I suggest the Inquiry found itself in 2002 in the same situation as the Police in 1998 and to justify its existence had to employ similar devices. The Inquiry had the additional pressure of high profile media coverage and specific public expectation orchestrated by the solicitor Sarah Harman. 590

In 1993 I denied that any patient had felt my erect penis against them, I denied this at my criminal trial and I continue to deny it now. 591
The driving forces behind my actions as a doctor were to treat my patients to the best of my ability, to minimise morbidity, and to prolong active life. 592
I believe in preventive medicine and I believe that breastfeeding is best when it is an option. My speciality was Obstetrics and Gynaecology and therefore I was particularly interested in issues of Women’s Health. 593
The Community Midwives

3.320
Extracts of a statement made by Penny Jed prior to the criminal trial are cited above. Penny Jed made it clear that Patient I was the only patient who complained to her about me and she insisted that the complaint was not of a sexual nature. 594

It would seem therefore that the participants other than Patient I who told the Inquiry they had made a direct complaint to Penny Jed were not being truthful. 595
3.322
As has been mentioned before, the system in place at the Surgery was the same as it had been when Dr Ribet was the sole practitioner. As soon as a patient was booked for maternity services her name was entered in a book kept in a drawer at the reception desk. The District/Community Midwife had direct access to this book. The midwife would come into the surgery and go to the drawer to take the book out. The names and addresses of the patients and the EDD (Expected Date of Delivery) were in the book. I would inform the reception staff as soon as a pregnancy was confirmed that a patient needed booking and the reception staff would take the patient’s notes and enter all the relevant details into the book. 596

My patients came to the Practice for their ante-natal care at a time which was convenient to them, whereas patients who attended midwives’ ‘clinics’ in surgeries had to attend at set times. 597

Police documentation provided by the Crown Prosecution Service showed that Penny Jed went through her line manager, Dottie Watkins, before accepting to make a police statement. It would seem that requests for police statements from the staff of Dottie Watkins, who was in charge of all the midwives, was subject to the provision of a letter giving authorisation from the respective patient. I think one can safely assume from this that any information given by practising midwives to the Police or the Inquiry will have been discussed with Dottie Watkins prior to the making of statements. 598

Penny Jed’s statement does not appear to have been provided to my Defence solicitors by the Crown Prosecution Service (CPS) and was not produced by the CPS as evidence at the criminal trial. I can only assume that the statement provided to my Defence solicitors by Penny Jed was similar to that provided to the Police and would have contained her denial that Patient Z ever made a complaint to her about me. Patient Z was presented to the jury as an extremely vulnerable patient but her allegations only led to non-majority verdicts. It is quite possible that evidence from Penny Jed would have shown Patient Z to be an extremely unreliable witness and I have no doubt that the CPS was aware of this. 599
3.325
it is of note that the complaint about a midwife by Patient J at her antenatal visit to the hospital in Folkestone in December 1993 stated that the midwife said she would not have an internal but went on to make a comment about my method of breast examination. This somewhat contradicts the allegation that I was ‘well-known’ in the antenatal clinics for doing breast and vaginal examination during the booking examination. Further corroboration for this was in the contemporaneous complaint by Patient I in 1993. Patient I had expected the breast examination at her booking examination but was unhappy that I had insisted on the necessity of performing an internal examination. The fact that I eventually asked this patient to sign her notes to say that she had refused the internal examination indicates that I was genuinely concerned about her presenting condition. The patient refused to sign her notes to this effect and accepted the examination. She was therefore not forced into having the examination and the incident suggests I did not systematically perform internal examinations at antenatal booking visits. 600

I had two patients in my Practice who developed breast cancer during pregnancy that became severe in the post natal period. One of these died within four years and her death upset everyone at the Practice. 601

As recently as April 2006 an article by Pepper Schedin in ‘Nature Reviews’ said that “Pregnancy-associated breast cancer, which has a poor prognosis, is often overlooked by clinicians and researchers alike. In an early study [in 1983] involving more than 16,000 women…a new mother at 35 years of age was found to have a 50% increased risk of developing breast cancer compared with a young mother of 20…Pregnancy-associated breast cancer, regardless of age, is associated with a significantly poorer prognosis…one example for why pregnancy-associated breast cancer has a poor prognosis is that diagnosis is delayed in new mothers…effective breast cancer screening in recently pregnant women is warranted immediately”. 602

In July 1994 an article by Jeanne Petrek in ‘CANCER Supplement’ (Vol 74, No.1) said that “A thorough breast examination is especially important at the first obstetric visit because with the progression of pregnancy there is increasing firmness, nodularity, and hypertrophy, which may obscure a subtle mass lesion…The advanced disease and poor prognosis often characteristic overall of gestational breast cancer have been attributed to delay of diagnosis. Delays of several months or more after discovery of a mass and before biopsy are common…Even in those with previously undocumented masses, the large size of the cancers at the time of postpartum diagnosis (median, 3.5 cm) makes one wonder if a smaller mass was palpable during pregnancy. Considering that pregnant women are in routine contact with their obstetricians, the patient probably is not responsible for most of the delay…In summary…it is true that pregnancy-associated breast cancer bears a worse prognosis but only because it is associated with more advanced disease at presentation”. 603

The Report and claims made by the self-styled clinical expert solicitor Sarah Harman convey the message that where the technology exists to screen patients, health professionals should not be performing routine clinical examinations. I believe this message constitutes a disservice to attempts to improve women’s health services by the provision of accurate patient information that will allow women to make properly informed choices and form their own opinions about the utility or performance of screening examinations performed by health professionals. 604

I feel that this long-held belief can be supported by the following extract from the 1990 book ‘Breast cancer: the decision to screen’ by Sir Patrick Forrest which said:  “The small contribution which clinical examination makes to the detection of cancer in addition to modern mammography must not be construed as indication that the majority of mammographically detected cancers are impalpable. Regretfully, the opposite is the case. In the prevalence screen in Edinburgh 74 per cent of cancers detected by screening were clinically palpable. It is for this reason that a clinical examination should be included early in the review procedure for assessing mammographies, and why examination of the breast should be an essential part of the medical examination of any woman who consults her doctor for any reason. This is far from being routine in Britain.” 605

What the above extracts show is that my practice of breast examination was not ‘old-fashioned’ and was far from not being clinically indicated. Statements that say it was are misleading. 606

Many patients who wish to breast feed their babies face difficulties that are exacerbated if there has not been sufficient input or information about the subject from health professionals during the pregnancy. A discouraged patient who abandons breastfeeding because of problems that are not speedily resolved can feel guilt about notions of inadequacy and this is detrimental to their emotional well-being at what should be a joyful time.
607
3.327
With reference to above discussion of Penny Jed’s statements, it is surprising that apparently no mention made was made to the Police of an alleged complaint about an erect penis. Police statements are made under oath and if Penny Jed did receive such a complaint in 1997 but told the Police in 1998 she had had no complaints made to her about alleged indecency, then presumably she committed perjury. I suggest that Penny Jed did not receive any such complaint and was pressurized into making an allegation to the Inquiry that she had received a specific complaint in 1997. 608
Community midwives - conclusion

SEADOC

Complaints Procedures

Complaints about Ayling

3.339
The Inquiry correctly state here that none of the recorded complaints about me made to SEADOC raised issues of sexual impropriety. Only two of these complaints led to any formal action and that formal action did not uphold the complaints. None of these complaints were discussed specifically by the Inquiry, although one might legitimately conclude that there might have been dissatisfaction from the patients involved about how the complaints were handled. What the Report does do is to then discuss in great detail alleged undocumented complaints about impropriety. 609

I therefore suggest that the Inquiry was not set up to look into complaints handling but to look into alleged sexualised behaviour. 610
Inappropriate Examinations

The contents of this section of the Report are discussed in the submissions that accompany my evidence. 611
3.344
The observation allegedly made by a patient to Dr de Caestecker and that he had used latex gloves reinforces the fact that I used thinner gloves which the patients did not feel. 612
3.346 
I can categorically state that I never examined a patient, internally, without gloves and repeat here the extract from a police interview already cited above: 613
DC BEAUTRIDGE [reading a statement]:

“I do not remember Doctor AYLING wearing surgical gloves…..”

AYLING:

I’ve made it quite clear to you in previous interviews I would never ever do a vaginal examination on a lady without gloves for the simple reason that there’s the risk of infection and I certainly wouldn’t want to have viruses on my fingers. 614

It is pointed out in the submissions referred to above that Dr Calver’s account reported here is at complete variance with the account in Dr Ashton’s statement to the Inquiry about his conversation with Dr Calver and that the Report does not refer to. 615
Conclusion:

3.349
SEADOC operated from a single building in Folkestone where telephone operators worked together in the same room. Any complaint would have been referred to the Manager. The telephone operators were often the first persons to receive a complaint. The telephone operators apparently had instructions to advise the patient to put their complaint in writing and to address it to the manager. I also believe that if a patient asked to speak directly to someone in authority the call was put through to the manager during office hours or asked to call again during office hours to speak to the manager. 616

The atmosphere at SEADOC was informal but there were official meetings and guidelines set down. Complaints procedure was discussed from inception and information was circulated to doctors and staff. The fact that the SEADOC manager was able to inform the police of the complaints that had been made about me since I had joined the cooperative shows clearly that there was a system in place for the recording of complaints against all the doctors. This system, I believe, had been set up in accordance with Health Authority guidelines.  617
E) EVENTS – 1998 to 2000

Introduction:

3.356
If the Inquiry did not seek to provide the readers of its Report with a full chronology of what happened during this period, it cannot purport to have provided a properly informed Report. 618
The Initial Receipt and Handling of Complaints about Ayling

3.360
The ethics of referring a complaint directly to the GMC without having either informed the doctor concerned that a complaint had been received or that a complaint was being referred to the GMC is extremely questionable. 619
3.361
The Report fails to specify that the second complaint was made by a patient who was a friend of the patient that made the first complaint and that the former’s contact details had been provided to the Health Authority by the latter. 620
3.362
I was not ‘strongly advised to make use of a chaperone’ but was advised to make sure there existed arrangements for the provision of a chaperone if one was requested and to ensure that the patients were aware of this. This is why a further chaperone notices were put up in the Surgery as well as the notice that already existed in the reception area. I was also advised to provide a cover for patients. Both these recommendations were complied with. Contemporaneous documentation confirms both the wording of the recommendation and my compliance. 621
3.363
The Inquiry failed to specify that the third complaint was connected solely with the issue of drug prescribing that had led to an adverse allergic reaction. The very detailed statement of case document produced by the Health Authority on 10th November 1998 regarding this complaint made no reference whatsoever to alleged impropriety. However, within a short time the patient had come to the Police and was apparently ‘surprised’ at having been encouraged to make an allegation of indecent assault. This patient apparently explained in her statement to the Inquiry that she had gone to the Police to complain about her allergic reaction but had found herself making a complaint of indecent assault. I can only assume the patient was advised to go to the Police by the Health Authority. In her earlier statement for the Health Authority the patient explained that she had told me she would not take her complaint further but had been requested by the Health Authority to do so. 622
Referral to the General Medical Council

3.370
The point is made in the submissions that accompany my evidence that the first patient to complain in February 1998 claimed I had put my whole hand in her vagina during an internal examination. A highly improbable allegation of this kind would have led clinical experts at the GMC asked to assess the complaint to be extremely circumspect as to the validity of its contents. Rather than raise concerns about the doctor it would be more likely to raise concerns about the patient and what she wished to achieve. 623
The NHS Tribunal


The issue of the NHS tribunal is discussed in the response to paragraph 5.66 of the Report on the website www.fdrgp-cliffordayling.com. 624
3.374
Except for the case of drug mismanagement, the cases referred to in the EKHA’s application to the NHS Tribunal included those for which I was arrested the following day. There can be no suggestion that this was coincidence. 625
3.376
There exists documentation from the Health Authority to my defence solicitors informing them that Counsel for the Health Authority had advised it that the application to the NHS Tribunal was ‘not robust enough’ to proceed. This, I presume, was due mainly to the fact that the Health Authority failed to do any proper initial investigation of the complaints itself before advising patients to go to the Police. 626
3.377
Nothing, as far as I can see, was stopping the Health Authority from carrying out its own parallel investigation of complaints. When I was convicted I was removed from the Health Authority’s Medical List and the NHS Tribunal closed its file because, as a result, it no longer had any jurisdiction over the matter. In my view, the referral to the NHS Tribunal was timed to coincide with the Police arrest to give weight to what was a weak application to have me suspended. Being arrested does not necessarily lead to charges but multiplying applications without having investigated the complaints they are based on leads to heightened suspicion and media reports that there is ‘no smoke without fire’. 627
The Bail Conditions

3.379
Of course it was the EKHA’s fault if they did not send a representative to the Court to assist the Crown Prosecution Service! If nothing else, they could have faxed through their comments to the Court. My belief is that the Health Authority was simply complacent and did not think my application to have the bail conditions varied would be upheld. 628

My comment above, at 3.362, shows that it would have been somewhat difficult to imply at the hearing of my application to have the bail varied that I had a ‘history of ignoring advice as to the use of chaperones’. 629

It was agreed in Court that the designated chaperone could be the colposcopy nurse who already assisted me at the Surgery. The chaperone arrangement was to be set up for the times when the Practice Nurse would not be available. The suggestion of the named chaperone was made to the judge and the Police representatives who were present at the hearing made no objection. 630
3.380
The Inquiry Team seems to have ignored evidence provided to it by my daughter that the Practice Nurse regularly chaperoned patients who requested that she be present at a consultation. The Practice Nurse’s appointment books showed clearly that appointments would be booked by the receptionist so that the Practice Nurse could be present at the patient’s consultation without this disrupting her own patient appointments. Both the Practice Nurses who worked at the Surgery during my time there were SRNs and both were fully qualified and trained. 631
3.383
The contents of this paragraph are discussed in the response to the Report on the website www.fdrgp-cliffordayling.com. 632

What appears to transpire from the Inquiry’s presentation of Hilary Goodburn’s evidence is that she was involved in unofficial arrangements made with Health Authority officials and that it had been intimated to her that I would not be practising for very long after the proposed merger of my Practice with that of Guildhall Street. 633

It may be that the Health Authority did not fully explain in its unofficial discussions with Hilary Goodburn or the Guildhall Street partners that I was regularly allocated problem patients that other doctors in the area would not, or could not, cope with.  If I were ‘got rid of’ then those patients on my list would have to be dealt with by the other doctors. 634

Whilst I was in prison a young drug dependant patient of mine, who had written a testimonial in my support prior to the criminal trial, was stabbed to death by her partner, who had at one time also been registered as my patient. I do not know what kind of medical support either received after I was convicted but their situation clearly led to a tragedy. 635

On 31st January 2003, just over three years after I stopped working at the Surgery in Cheriton, the ‘Kent Messenger’ newspaper ran an article with the title ‘GPs won’t work in town due to problem patients’. It said “Folkestone is unable to attract GPs to work in the town because too many patients have drugs and alcohol problems. The claim has been made by a locum and backed by the senior partner of the Guildhall Street Surgery which has this week had to permanently close two branches, as staff could not be recruited. Adverts for the surgeries in Dover Road and Cheriton High Street received one response. There is a national shortage of GPs but both doctors say Folkestone has a particular crisis, as general practitioners do not want to spend the majority of their time with alcoholics and drug addicts”. 636

The Inquiry was told of all the work and effort I put into trying to improve services for drug addicts in Shepway and was provided with documentation which has been totally ignored. I do not see that I can be accused of having preyed on vulnerable drug dependant patients when I was trying very hard to have services set up that would deal with these patients outside the surgery setting and regularly referred patients to outside agencies. I clashed a number of times with the Health Authority over drug prescribing, particularly to methadone users, because I tried to prescribe in a way that allowed the addicts to live as normally as possible and take some hold over their lives. 637

My receptionists were used to dealing with problem patients but there did come a point where the Surgery could not take on any more. Problem patients often try to attend the Surgery after surgery hours without appointments, some banging on the door. For this reason, any surgery staff alone in the building once the surgery was closed, were reluctant to open the door. This particularly at times when I had left the building to do my home visits and surgery staff were tidying up at the end of the day. 638
3.383
The contents of this paragraph are discussed in the response to paragraph 3.83 of the Report on the website www.fdrgp-cliffordayling.com. 639
3.384
The contents of this paragraph are discussed in the response to paragraph 3.384 of the Report on the website www.fdrgp-cliffordayling.com. 640

The website contains plans of the Surgery before and after the alterations as well as photographs of the Surgery prior to the alterations that show just how close to the consultation room the receptionists worked. 641
It is a nonsense to say that the hard drive was removed from my Practice computer for any reason other than the fact that we were using the Meduser system and this needed to be changed to the Vamp system to be in line with the system that was at the Group’s other two surgeries.  Until this was done my receptionists and I needed the hard drive in order to use the Meduser system and run the Practice. 642
The Guildhall Street Practice was a fundholding practice and with the merger a complete alteration of the setup was made at the Cheriton High Street surgery to use up excess funds. My front consulting room was turned into a nurse’s room and the rear consulting room became the doctor’s room. The doors to these two rooms were adjacent and had previously been almost directly opposite the receptionists’ desk which was in an enclosed and protected area. The distance between the doors and where the receptionist was sitting would be some 4 to 6 feet and the receptionists would invariably hear the bin lid closing as I discarded my glove at the end of an examination. On the far side of the receptionists was the waiting area with the entrance at the rear of the building together with the patients’ toilet. 643
When the Surgery was altered the receptionists’ area was moved to the rear of the building next to the patients’ toilet which was altered so as to contain also a toilet for the staff. The patients’ waiting area together with a certain amount of wasted space under the stairs then found itself interposed between the receptionists and the consulting room door. The distance between the receptionists and the consulting room door after the alterations was in the region of 15 - 20 feet and in no way could the receptionists hear anything that would have gone on in the consulting room. Moreover the receptionists’ area was then behind a counter and very exposed and gave no protection to the receptionists should they have been faced with an aggressive patient. In this day and age, in view of the number of attacks that are occurring against NHS staff, it was not the best setup considering that the previous design had been arrived at with the help of the Health Authority. 644
To state that my consultation room was altered ‘to be nearer the reception to facilitate monitoring’ is factually incorrect. 645
The Report is by this stage already so full of factually incorrect information that it has become inexcusable. A team of 34 people, with 5 expert advisers and 47 seminar participants, cannot have got things so consistently factually wrong as a result of genuine error. 646
Further, it is claimed that Hilary Goodburn ‘ensured that the four other partners undertook all home visits to his female patients’ is another totally incorrect statement. The four other partners did not become involved with visiting the Cheriton Surgery patients except when on duty.  All routine visits were performed by me, including emergencies.  This included some before and after surgeries as well as between the morning and afternoon surgeries. When I was called to see a female patient I was accompanied by my Colposcopy nurse at all times – in the case of emergencies she would be called at home and I would pick her up on my way to visit the patient. She lived close to the Surgery and so no time was lost. 647
3.385
The Report here is positively deceitful. There were 10 surgery sessions a week at the Practice.  After the merger Dr Ribet continued to do his 2 sessions until he retired and I did 7 instead of 8 because the Saturday morning session I had kept running for the patients’ benefit was transferred to the Guildhall Street site and was then for emergencies only. 648
The Practice Nurse was already doing the three mornings a week at the Practice and appointments where she needed to be present as chaperone were organised by my receptionists. Only if, for some reason, neither the Practice Nurse nor the bail chaperone was available, the appointment request would be passed over to Guildhall Street. These arrangements were all organised and policed by my receptionists who informed all patients requesting appointments that if an examination were needed the consultation would be interrupted for the Practice Nurse or chaperone to be called in. These arrangements were apparently not set up by Hilary Goodburn. 649
Even for taking blood pressures the Practice Nurse or chaperone would be present. 650
3.387
The Report in this paragraph is far from objective. The Health Authority, throughout this period, basically tried to throw its weight around without having any statutory rights to do so. 651

The bail chaperone was a mature lady who had completed full nurse training up to the Final Examination standard before leaving to get married and have a family. She had been working as a nurse for the elderly attached to the Practice and had had specialized training as a colposcopy nurse. Therefore all the Health Authority had to do was change her job title. 652

It has been reported to me that after my arrest at least one health professional employed by the Health Authority, when visiting patients at home that were on my list, was asking them if they had any complaints to make about me. Knowing now the extent of the fibs reportedly told by health professionals to the Inquiry, I am inclined to think that all the fuss about my bail chaperone’s purported lack of qualifications or suitability was less to do with concerns for patient welfare than to do with ‘planting’ someone in my surgery. 653
3.388
I refute the allegation that intimate examinations were carried out without a chaperone being present when the bail conditions were in place. 654

The contents of this paragraph are discussed in the response to paragraph 1.28 of the Report (Comment 10) on the website www.fdrgp-cliffordayling.com. 655

The website says: “the Inquiry appears to have skirted issues that would have obliged them to take into account the evidence provided by witnesses “who might be able to give relevant evidence” but whose statements did not fit the Inquiry’s agenda…For example, the Inquiry asked the bail chaperone to provide a written statement. However, nothing of her evidence appears on page 104 of the Report where it is claimed in paragraph 3.388 that two patients allege Clifford Ayling breached his bail conditions. It is of note that the bail chaperone was only asked to comment on general issues in her statement and not about specific alleged instances of a breach of the bail conditions”. 656
Help for Patients Provided by EKHA

3.390
From what I remember, news of my arrest went out on the television news on the evening of the Friday, two days after my arrest. My ex-wife received a call from Jacqui Stewart of the Health Authority only a very short time before the news item went out. She was given no support or advice about how to deal with the deluge of calls she received after the news item from people wanting to know what was going on (staff, patients, and relatives). From the statements of one of the women who made allegations after my arrest, it would seem Jacqui Stewart was filmed in front of my surgery and the news item was ‘live’. 657
3.391
The Health Authority was not obliged to comment in the media about my case so soon after my arrest and before any proper investigation of the complaints made against me. People who called the ‘helpline’ were rapidly advised by the Health Authority to go to the police and the helpline was clearly a trawling tool. It is interesting that many of the police statements made by persons who called the helpline contained all sorts of allegations that were not mentioned at all in the statements initially made to Jackie Stewart or Cathy Bolton. The ‘added’ allegations, of course, had a pattern that was presumably the result of leading police questions. 658

In the time prior to my arrest the local press in Folkestone carried articles about the Consultant Rodney Ledward who had worked in the area and how former patients were set to get large amounts of compensation. 659

It is interesting to note that the solicitor Sarah Harman was also involved in the representation of women who made allegations against Rodney Ledward. One of the staff in her firm suggested to a former patient of mine who wished to complain about hospital treatment she had received, that she should make a complaint about alleged indecent assault against me instead. At the same time this former patient was encouraged to sign papers for an application to the Criminal Injuries Compensation Board. This was prior to the criminal trial. 660
The Merger of Ayling’s Practice with the Guildhall St Practice

3.397
I consider that the Inquiry have misrepresented the facts about Dr Leyton. 661
Firstly, it is stated in paragraph 3.396 that ‘the first that anyone at Guildhall Street knew of the Police investigation was when they heard of Ayling’s arrest on 11th November 1998’. 662
I was arrested without warning on the afternoon of 11th November 1998 on my return to the Practice to do the afternoon surgery that started at 4 pm.  It states in the Report that ‘Hilary Goodburn telephoned EKHA at about 9.15 am [on the day of my arrest]’. This call would have been made the Guildhall Street Surgery where Hilary Goodburn was based. If the information about this provided to the Inquiry is true, it means that the Practice Manager was making arrangements with the Health Authority in the morning on the knowledge that I was to be arrested by the Police in the afternoon. The ethics of this was questionable and one can be excused for thinking that there was a degree of underhand activity taking place. 663

The Report states that ‘A locum arrived in the afternoon, presumably arranged by Ayling…'. The version of events implied by the Report is that I was arrested first thing in the morning. This is absolutely not true. I did my morning surgery as usual, went home to have my lunch, and I returned to the surgery for the afternoon session. Two policemen were waiting at the surgery and arrested me. This would have been at some point between 3pm and 4pm. They took me to my home where they did a search and took some videos and then took me back to the surgery at about 5pm before taking me to the Police Station where I was kept until extremely late that night. 664
My ex-wife was not working at the Practice that afternoon. I understand from the receptionist who was on duty that the locum was a lady doctor who turned up, to the receptionist’s surprise, and said that she was doing the surgery. That doctor, I understand, is one who regularly did locums at the Guildhall Street surgery. 665
It would therefore seem logical that the locum was organized by Hilary Goodburn. However, the locum was paid for by the Health Authority because when I had returned to work the Health Authority wrote to me to say they intended to recover the locum’s fees by withholding them from my pay. I was therefore was not the locum’s employer on my return to the surgery when the bail conditions had been varied and was not in a position to dismiss her. She simply left when she saw that I had returned. 666
I understand that in my absence Dr Snell, who is listed as a witness on page 248 of the Report, also covered some sessions. However, I have been told that he refused to do home visits and always left morning surgery at 10.30 am. This caused difficulties for the running of the Surgery. 667
3.398
This paragraph should be numbered 3.398 and not 3.498 so it has been corrected here. 668

As mentioned above, any patient that made an appointment to see me during the bail period was informed by the receptionist that bail conditions were in place and that if an examination were needed a chaperone would be present. My receptionists were meticulous about this and it is misleading to suggest that patients during this period were not aware that I was on bail with conditions attached. 669
3.399
This paragraph should be numbered 3.399 and not 3.499 so it has been corrected here. 670

The patients at my surgery were aware of the nature of the allegations that had been made against me as a petition was set up by two families and was on the reception desk. The petition contained the signature of one of the former patients who came forward after my conviction and it was claimed in documentation for the civil proceedings for damages that the claimant had not been aware of the ongoing police investigation. 671

The case of this former patient whose signature appeared on the petition in my support is dealt with extensively on the website www.fdrgp-cliffordayling.com in the response to paragraph 2.21 of the Report (Comment 17, Case 6, Remark 24, Point 2). 672

The contents of allegations are not facts. Only the Police, the Health Authority and my Defence solicitors had knowledge of the alleged ‘facts’ and suggesting that details of allegations should be made known to patients not involved in making or dealing with complaints is totally unethical. 673

I am aware that in February 2002 the firm of solicitors Harman & Harman contacted persons whose details appeared on the copies of testimonials that had been written in my support. These were provided in bundles served on the firm at the end of January 2002 prior to the second part hearing against me for compensation in February 2002. The firm was asking my supporters if they still supported me in the light of the convictions and the ‘facts’. The firm was clearly attempting to persuade a supporter of mine to testify that the convictions had led them to believe they had been wrong or naïve to support me. No such testimony was referred to or produced at the second part hearing for compensation in February 2002 which just shows that patients who know their GP well are not going to stop supporting him because a small minority of his patients starts making dubious allegations. 674
3.400
I have no knowledge of the allegations of this former patient. 675

I am not sure in what context this patient suggested to the Inquiry that she could have come into contact with me as a patient registered at the Guildhall Street Surgery. I never did surgery sessions at the Guildhall Street Surgery and I did not do home visits for the patients on the lists of the Guildhall Street doctors. Patients registered with the Guildhall Street Practice would not normally have come to the Cheriton Practice and it is not claimed in the Report that the patient referred to here attended a consultation with me after having registered with the Guildhall Street Practice. I also stopped working for Seadoc when I was arrested so no patient would have come into contact with me after calling Seadoc. 676
Ayling’s Conviction and the GMC’s Ruling

3.402
As the police investigation progressed, the indictment was constantly changed as allegations were dropped or withdrawn. The CPS provided information in dribs and drabs, documents were often missing, and it is now clear that relevant evidence was withheld. I was actually committed for trial on 15th March 2000. 677
3.403
The point has been made above that the Health Authority could have pursued its own investigation of the complaints. So could the GMC. As far as I am aware, there was no investigation by the GMC of the complaints against me and I was struck off solely on the basis of the criminal convictions. The Counsel instructed by the GMC for the hearing of the Professional Conduct Committee was Joanna Glynn. She was also the Counsel who acted for the Crown Prosecution Service at the criminal trial. There was therefore no attempt by the GMC to instruct a suitably independent representative who could have presented the Committee with an objective appraisal of the case against me. 678
Conclusion

3.406
I have a letter that was sent to me after my conviction. It was signed by both the senior partner Dr Hossain and the Practice Manager Hilary Goodburn. The terms of the letter suggest that their opinion had been that I was not going to be convicted of the allegations that had been made against me. 679
I do not see that, as long as the bail conditions were adhered to, there would have been any reason for either my partners or the Practice Manager to take initiatives in the absence of any directives from the Health Authority. The case against me was made by the Health Authority, not my partners or their Practice Manager. 680
My impression on reading the Report is that the Inquiry sought to protect the Health Authority from any criticism of its actions that led directly to my convictions. 681
CHAPTER 4

ORGANISATIONAL CULTURE
Introduction

4.1
The Report refers to ‘missed opportunities’ without specifying that these are purported missed opportunities based on unsubstantiated historic allegations. 682
Hearing Patient Voices
4.3
The inquiry based its report on evidence that was neither ‘clear’ nor ‘convincing’ and I am of the belief that the Report itself will cause the doctor-patient relationship to deteriorate because doctors can no longer assume that false  allegations by patients will be properly investigated. 683

I did act in the patients’ best interests to the best of my ability and knowledge of treatment, contrary to what is implied in the Report, I continued to attend courses and took an interest in new clinical data and changing policy right up until I retired. 684

It is clear that a number of my former patients, much to my surprise and that of my surgery staff, made allegations that were fabricated in order to claim for compensation. 685

Some of those patients actively trawled other patients, giving names to the Police who then contacted the person directly. Documentation emanating from the Police shows details of these ‘alleged’ potential complainants and who provided the contact. 686
It is also clear that some of my more former patients were trawled by or on behalf of the Health Authority. 687
It was suggested to some of my former patients who had been satisfied with my care and approach that in fact they had been assaulted. The argument used was that they had been given unnecessary examinations. 688
Just as patients feel they should trust a doctor, I think they probably feel they should trust a policeman too. 689
There is evidence to suggest that the police did not act independently when investigating the case against me. The investigating officers used leading questions to suggest evidence to women and appear to have sought to intimidate a key witness into desisting from making a statement by dictating what had to go into the statement. 690
4.4
The issues raised by the contents of this paragraph are discussed in the response to paragraph 4.4 of the Report on the website www.fdrgp-cliffordayling.com. 691

I suggest that the Inquiry failed to seek to know what was ‘normal or justified’ in the realm of women’s health care and thereby based its recommendations on misinformed premises. 692
4.11
The contents of this paragraph are discussed in the response to the Report on the website www.fdrgp-cliffordayling.com. 693

The response on the website concludes that: “The dangers of disclosing information about other complaints to a prospective complainant are self-apparent and the issue should not be confused with that of how to set up a service or procedures at all levels that would facilitate the expression of a concern or complaint”. 694

It is not true that most of the complainants did not know each other or were unaware of the fact that other complaints had been made. 695
4.14
The Inquiry totally failed to acknowledge that the complaint by Patient J about a midwife in 1994 was able to be pursued because I arranged for the patient to be contacted by the Community Health Council (CHC). The Inquiry was provided with a copy of the patient’s initial handwritten complaint and a copy of the formal complaint that was written with the help of the CHC. The documentation provided to the Inquiry in connection with this complaint leaves no doubt as to the fact that I was the complainant’s ‘starting point’ and that I helped the complainant to take the matter further. 696

I did exactly what the Inquiry recommended health professionals should do when made aware by a patient that another health professional’s behaviour has caused concern. This amounted to ‘whistleblowing’ and the Health Authority, particularly in the case of Patient J, did not appreciate it. 697
Support for Patients

4.16
The point is made in the submissions that accompany my evidence that doctors in the Folkestone area often did the same things as me when faced with the same situations. It would, in these circumstances, be difficult for a patient to suggest to those doctors that the same things done by their previous GP might not have been common practice. 698
4.17
From what I remember, the Community Health Council had at one time a shop front bureau in the centre of Folkestone. 699
I also seem to recall that at some point in the early 1990s, maybe in connection with the ‘New Contract’, a leaflet/pamphlet was sent to all the households in England and that the leaflet/pamphlet contained information about how to make a complaint about health professionals. 700
I feel concerned that it is implied health professionals should be interpreting ‘comments’ as ‘complaints’. Patients who wish to make a complaint should be specific about the fact that that is what they want to do. It is not tenable to refrain from making a complaint and then to allege that someone should have noticed you wanted to make a complaint. 701
4.21
Testimonials repeatedly refer to the fact that the atmosphere at the Practice was friendly. It is extremely common for doctor’s wives to work in administrative posts in the same surgery. Doctors’ wives campaigned for a long time to gain the reimbursement of their salaries on the same basis as other administrative staff within the same Practice. The requirement to complain directly to the GP Practice was set up by NHS policy and my staff received the appropriate training in 1996. There was a complaints book in the surgery and a notice about how to make a complaint on the wall in the waiting area. There were no complaints in the complaints book. 702
Complaints Handling

4.28
The first alleged complaint here is difficult to identify. The second reference is to the complaint of the student midwife in 1992 when a nurse present at the time did give a written report that stated I had not touched the student midwife’s buttocks. I can only say that the accusation by the Inquiry here that there was a ‘lack of a truly inquisitive, or inquisitorial approach’ is a case of the pot calling the kettle black in order to avoid creating a pretty kettle of fish. 703
Clinical Freedom and Self Regulation

4.31
I sincerely hope Mark Outhwaite was not suggesting to the Inquiry that when faced with a complaint the person complained of should not have the opportunity to challenge it. 704
4.32
I feel very much that the contrived nature of how the case against me was mounted by the Health Authority and how the subsequent Inquiry was set up and conducted was aimed specifically at providing a framework for change that would limit the clinical freedom of doctors and make them operate in a way that follows guidelines and policy dictated by finance, rather than clinical sense. Guidelines can never take into account all the situations a doctor will face. The recent rise in maternal deaths in hospital maternity units is alarming and health professionals working in the front line in understaffed and ill-equipped units are especially vulnerable to complaints. It is clearly in the interests of management and health authorities to break the ‘inherent professional defensiveness’ of health professionals who, when defending complaints, will highlight the contradictions in NHS or local policy. When I appeared in the local press in 1998 and spoke out about the Health Authority’s plans to close our local hospital, it was apparently thought by some that this time I had ‘gone too far’. 705
Staff Hierarchies

4.42
Hospital nurses and midwives all had senior staff who were in regular contact with the Consultants I worked under and who could have relayed any concerns. 706
4.48
It is stated that ‘doctors had the power to make nurses’ and midwives’ lives very difficult’. Anyone who has worked in the hospital environment knows that the reverse is also very true and that the ‘battleaxe matron’ was not just a figment of the ‘Carry-On’ team’s imagination. 707
4.49
With regards to medical students, I had many discussions and a free interchange of ideas. Medical students can be very vocal with their ideas, particularly if they see something not to their liking. 708
Whilst at Thanet I ran many tutorials for the medical students that used to do an attachment there. It was mentioned to me that the fact I ran those tutorials was noted amongst the students back at the Teaching Hospital and was why a number of them opted to do their attachment at Thanet. 709
Regarding the medical student referred to in this paragraph, there appears to be confusion as to when, where and in what circumstances I can be alleged to have come into contact with them. According to the list of lay witnesses to the Inquiry, the only person this paragraph can refer to is Jennifer Tonge. The inadequacy of this sole reference to ‘a medical student’ by the Inquiry is highlighted in the section on ‘Lay Witnesses’ of the submissions that accompany my evidence. 710
Lack of Openness

4.51 
In spite of the various acts such as the Public Disclosure Act, there is a lack of 

openness on the part of health authorities. A case in point is that of a woman who came forward and alleged that I had raped her in the Surgery. The Health Authority have refused to confirm that this woman was never a patient of mine, claiming that this would breach the patient’s right to confidentiality. I therefore applied for information under the Freedom of Information Act regarding whether this woman’s name appeared on my Practice list of patients and the Health Authority replied that they do not have any information about this woman’s name having been on my Practice List. 711
This woman’s description in her statement of the Surgery did not correspond to my surgery but to the lay-out of another Surgery in the area. So, either the woman made a false allegation, or she was telling the truth and there is a doctor in the Folkestone area who raped a patient. The Health Authority is the only body who can divulge the identity of this woman’s GP and I feel that as I have brought the matter to the Health Authority’s attention, from my reading of the recommendations in the Report, it would seem that it is now incumbent upon the Health Authority to investigate. 712

As the above example shows, whistleblowing can take many forms. If the Health Authority has not investigated the matter it is either discarding the allegation out of hand (which is contrary to the Inquiry’s recommendations), seeking to protect another GP (which is also contrary to the Report’s recommendations), or seeking to protect a patient who has either; made a false allegation about a doctor in a police statement (which is illegal) or; mistaken me for a doctor who committed rape (which is a more serious allegation than those I was convicted of and imprisoned for and therefore ought to be investigated). 713

I can only assume that the said woman saw media coverage of my conviction and thought indecent assault must mean rape. I would like to take this opportunity to make it clear that none of the allegations made against me other than the one discussed here accused me of rape. 714
4.52
This is rubbish. Formal training for Practice staff was set up by the Health Authority and all the staff at my Practice attended in 1996. Information to this effect was provided to the Inquiry. I do not see how much more ‘front line’ you can get than the receptionist in a Practice-based complaints system. 715
A Failure to Hear
4.54
The wording in this paragraph epitomizes the insidious use of language which suffuses the whole Report. 716
It is stated that concerns were expressed by both patients and staff that should have been explored or addressed by witnesses who were brought by the Inquiry to show remorse. The highly morally charged word ‘remorse’ does not seem to me appropriate in the context of an Inquiry that purported not to seek to apportion guilt or blame. 717
This ‘remorse’ is supposed to be connected to an alleged lack of insight by a midwife into alleged concerns that former patients ‘believed they had put to her’. The Inquiry here purposely avoids asserting that the alleged concerns had been put to the midwife by former patients, yet the Inquiry also clearly expected the midwife to accept that she should have recognised what she had allegedly been told. The wording here also suggests that the midwife continued to deny what the patients ‘believed they had put to her’. 718
The argument that health professionals should have recognised and acted on alleged complaints of which there is no trace seems to be the leitmotif that runs through the whole Report. 719
Lack of Clear Professional Guidance

4.57
One can concede that an investigation can be launched without concrete evidence. What cannot be conceded is that the investigation launched should fail to seek out concrete evidence. The Inquiry had evidence that, as with many doctors, there were some complaints about me during my career. The Inquiry also had evidence that a number of those complaints were investigated and were not upheld. Ignoring the latter evidence and ostensibly revisiting the complaint in order to conclude that they were complaints that should have been dealt with, misrepresents the truth. 720
4.59
The Report refers here to Dr Voysey having dealt with a complaint in 1987, yet in paragraph 3.113 it is stated that by September 1987 Dr Voysey was ‘unaware’ of concerns about sexualized behaviour and there is nothing of note until it is claimed in paragraph 3.114 that Dr Voysey dealt with a complaint in 1988. 721
A newspaper report in November 2002 shows that the solicitor Sarah Harman had told the press there had been a complaint about an alleged incident in the colposcopy clinic at Margate in 1987. However, this allegation does not appear to have re-occurred. 722
In January 2003 my daughter provided the Inquiry with documents concerning the non-renewal of my contract at Thanet in 1987. Those documents included a copy of a letter addressed to me shortly after the end of my contract in June 1987 saying that Dr Voysey was ‘actively’ looking at the possibility of setting up a weekly colposcopy session that I might be given. The suggestion was made to the Inquiry that this may have been a ploy by management to pretend there would be alternative employment in the hope that it would stave off an application to the Industrial Tribunal for unfair dismissal. 723
Clearly, this evidence will have been put to Dr Voysey. If, as it would seem she had initially indicated to the Inquiry that she did not renew my contract in June 1987 because of an alleged incident in the colposcopy clinic, why was she ‘actively’ seeking to set up a colposcopy clinic that would be given to me? 724
I suggest that Dr Voysey’s ‘dilemma’ did not occur in 1988 but in 2003. Either she came clean about what I believe was constructive dismissal in 1987, but that would have entailed discrediting her allegation that I had done something untoward in the colposcopy clinic prior to June 1987, or she fabricated a story based on the evidence that she was looking at the possibility of setting up a colposcopy clinic after June 1987. 725
The latter option seems to have been embarked upon and it may well have been assumed that no further evidence would be produced on the issue on my behalf. 726
My daughter repeatedly informed the Inquiry that the sorting of my paperwork was an ongoing process. Therefore, amongst the documents produced with her submissions dated 31st July 2003, was further evidence related to the Industrial Tribunal in December 1987. This evidence shows unequivocally that despite the offer to work in the clinic made by the Consultant Mr Patterson and my acceptance should the clinic be set up, the agreement made at the Industrial Tribunal included no reinstatement of any kind at Thanet or Canterbury further to the termination of my employment by the Health Authority on 30th June 1987. 727
However, by this time oral evidence had been given and details of allegations had appeared on the Harman & Harman website or been given to the media. 728
I believe that both the Inquiry Chairman and the solicitor Sarah Harman knew the allegation that I had acted indecently in Margate in 1988 to be false. 729
I believe they also had reason to believe an earlier allegation that I had acted indecently in 1987 to be false. 730
I do not believe the reference to 1987 in this paragraph to be a typing error. 731
I believe it to be the reliquiae of an original allegation made to the Inquiry by Dr Voysey. 732
Patient Confidentiality

4.64
The sub-titles of this and the following paragraph are totally unclear. They suggest that Dr Anderson wrote at some point in the past to Dr Maitra and Dr Calver about patient consent and complaint. There is nothing here to indicate that this was done in relation to alleged complaints about me. 733
4.68
If the contents of this paragraph are true, then I do not understand why information provided to the Inquiry by my daughter was returned because the solicitors Harman & Harman and their clients objected to its being seen by the Inquiry. This was also in total contradiction with the public campaign by Sarah Harman and her clients for the Inquiry to be held in public. 734
Disciplinary Procedures

Preference for the Use of Informal Systems

4.77
Elsewhere in this evidence I have addressed the purported ‘assistance of the LMC via Dr Robinson’. 735
4.79
Complaints about clinical negligence are often followed by claims for compensation. Present policy is to settle claims out of court without admitting liability. In a case like the one at issue here, the Health Authority made a very large out of court settlement for claims that concerned me directly, of which I was given no detail and no opportunity to defend. It seems likely that a former patient whose allegations led to an acquittal at the criminal trial was amongst the women who obtained compensation this way. 736
It would seem that the message to patients is that they should make formal complaints, and the message to health authorities is that they should not defend claims but make ex gratia out of court payments. In between, any investigative exercise is lost and therefore also the opportunity to provide feedback. 737
Absence of Audit, Supervision or Performance Management

4.80
In describing the hospital setting it would appear that the Inquiry Team was living on another planet. To state that ‘managers did not have an accepted right to intervene in clinical affairs’ overlooks the simple fact that if they had they would have needed medical insurance cover. Nowadays, insurance cover in the hospital is provided by the State and so managers can intervene in clinical matters. It appears that they are increasingly doing so, by deciding on which operations can and cannot be undertaken, etc. 738
4.81
The Report derogatorily implies that during the 1970s and 1980s I ‘periodically’ attended conferences and meetings and did not take part in any form of ‘continual professional development’.  The Inquiry was provided with evidence of my research on fetal monitoring and my involvement in the setting up of the ultrasound service. In the mid eighties I began attending the annual conferences of the British Society for Colposcopy and Cervical Pathology. I also organised Folkestone Medical Society meetings with visiting lecturers and had them recognised for postgraduate accreditation. The Folkestone Medical Society prided itself in not relying on sponsorship. 739
Much used to be done, informally, by doctors themselves to arrange continuing clinical education and they organized meetings, some in hospital and others in the community. Many of these were sponsored by the pharmaceutical industry. One such organization was TSI (Tutorial Systems International). It was a world wide organization that held frequent meetings all over the country, as well as in South East Kent, with lectures given by visiting specialists from other countries. 740
The Report fails to discuss the stumbling blocks that were present to obtain study leave. One had to make a case and convince management to justify the necessary funding for the leave and for the locum cover. 741
Many hospital doctors had their applications for study leave turned down and it is incongruous to suggest that the amount of study leave was the responsibility of the doctor or a reflection on his or her personality. 742
Many junior hospital doctors were at the same time working for their specialist exams besides attending various lectures that were laid on.  There is a very fine Post Graduate Centre at the Kent & Canterbury Hospital and whilst working there I was invited a number of times to give some lectures. 743
I was also asked to give series of lectures to the Pupil Midwives both at Thanet Hospital and at the William Harvey Hospital, and had the honour of delivering a lecture on Fetal Monitoring at the Burstin Hotel in Folkestone at the invitation of the Royal College of Midwives as part of one of their refresher courses. 744
Soon after joining General Practice I became involved with the Folkestone Medical Society (FMS) and served as Secretary for three years. I was also President of the FMS and during this time co-ordinated the recognition of our meetings, that always included a lecture by a specialist who had been invited, for CME (Continuing Medical Education) for Consultants, etc. and PGE (Post Graduate Education) for GPs. These are schemes of accreditation confirming that the lectures are of an acceptable standard. Nowadays all doctors are obliged to attain a certain number of these accredited lectures per annum. 745
Besides regularly attending the TSI and FMS lectures, I also went to the yearly BSCCP (British Society for Colposcopy and Cervical Pathology) conference together with conferences at the RCOG (Royal College of Obstetricians & Gynecologists) and various hospitals. 746
I attended a Consultant’s Conference at the RCOG in December 1999 where the view was expressed that breast examinations in the ante-natal clinic were a waste of time because of the low pick-up rate. Then in 2002 a RCOG publication showed that there has been an increase in the incidence of breast cancer in pregnancy because of increasing maternal age. I have already discussed pregnancy related breast cancer and the importance of ante-natal breast examination elsewhere in my evidence. 747
Also at the RCOG meeting in 1999 the latest triennial Maternal Mortality Survey results were discussed. These showed a rise in the number of deaths from ectopic pregnancy and the reason given was that many patients with symptoms of bleeding and pain in early pregnancy were not being examined. 748
Undiagnosed ectopic pregnancy is a life-threatening condition and often leads to the bursting of the fallopian tube and intense internal haemorrhaging and emergency operation. I do not agree that at such times “soft” issues concerning niceties should have a higher priority than “hard” issues concerning clinical decisions. 749
The importance of the Peri-Natal Mortality Meetings is been played in the Report. Discussion of audit, Peri-Natal and Maternal Mortality meetings have been discussed elsewhere in my evidence. Maternal mortality surveys were published every three years with recommendations and it was the following of those recommendations that led to the improvement in both peri-natal and maternal mortality rates. 750
The maternal/perinatal mortality meetings, which were largely held when many of the staff were off duty, did eventually peter out. Lessons were learned and procedures/protocols were amended accordingly. Unfortunately, though the meetings were not a forum for attributing blame, some clinicians during the discussions sometimes felt they were being overly criticised. 751
In my student days, an important textbook was called ‘Practical Obstetric Problems’ and it was by Professor Ian Donald. Such a book, however, could not be written today since it contained accounts of mistakes that were made and which would make solicitors like Sarah Harman rub their hands with glee. 752
I commenced working at Thanet and Canterbury in 1973 as Registrar and returned after a one year break in 1975 as a part-time Clinical Assistant. I worked there until 1987, dealing with emergency situations when on-call. It should be remembered that I was called upon to do the difficult deliveries. Both hospitals were training establishments and so all straightforward interventions were performed by the House Officers, including instrumental deliveries requiring simple rotation once they had had sufficient training. 753
I worked therefore at Canterbury and Thanet for 14 years. In that time there would have been at least 10 Registrars that passed through the Units since for the first few years there was an experienced SHO (Senior House Officer) at Canterbury so that the Thanet Registrar or I would only have to travel over in the case of a caesarean section or a difficult vaginal delivery. 754
There were two Registrars in post at the same time but only one was on duty at one of the two hospitals when I was on on-call duty at the other. All the Registrars had their fair share of complications. One Registrar was so concerned about the working conditions that entailed covering two sites at the same time and the emergency situations this created that he wrote a letter, fearing that there would ultimately be a patient death. The Registrar on duty would have to cover both hospitals at the times when I was not on-call. 755   


I believe the last two sentences of paragraph 4.81 of the Report to be an insult to the mass of hospital doctors who strive hard in difficult conditions and often at personal cost to save the lives of their patients. 756
Clinical Assistants 

4.82
These hospital posts were most frequently filled by General Practitioners as a means of meeting the need for additional clinical manpower757
4.83
Depending on the level of additional clinical expertise required so the workload would determine whether a Clinical Assistant’s work was of Registrar or Senior House Officer level. The generalization put forward in the Report suggests that I did not have the expertise of a Registrar. As I had already done my Registrar appointments it can be assumed I had the expertise of a Registrar. 758
4.84
When I was at Canterbury and Margate I was basically covering the work of a third Registrar had there been one. As the post of Registrar was a training post, I effectively worked with the surveillance such a post entailed.  For example I did: 759

- ante-natal clinics with Mr Fullman in Canterbury, 


- operating sessions and gynaecological clinics with Mr. Patterson 


- colposcopy sessions (prior to June 30th 1987) for Mr. Patterson and he would


  review the results in the gynaecological clinic or operating theatre,

- Mr Ward’s operating list. Mr Ward would always come into the theatre to

  ascertain that all was well. 760

When I was at the William Harvey Hospital in Ashford I did colposcopy sessions for Mr. Ledward in the colposcopy suite which was adjacent to the gynaecological clinic. As I have explained elsewhere, Mr. Ledward would almost invariably walk in at some point. Mr. Ledward would review the colposcopy results at the patient’s follow-up visit in his clinic. My technique was also viewed and my results were also reviewed by Mr. Stewart. 761
All cases where there was any concern and certainly any case leading to caesarean section would invariably have to be first discussed with the Consultant on call, usually by telephone.  The Report is totally misleading in this respect.  It was not infrequent that I would call with a view to perform a caesarean section and would be advised to first try for a vaginal delivery. This was notably so on the occasions when Mr. Patterson was the Consultant on call. I always wrote very full notes, especially when there were difficult deliveries, and these would contain references to advice given by the Consultants. 762
There are increased risks to the mother with caesarean section and this must not be forgotten.  Moreover, there are occasions when, in the course of an attempt at a vaginal delivery, the fetal head is so low and compressed that to then perform a caesarean section means that the head has to be pushed up from below, which can lead to sudden decompression of the fetal skull as it enters the mothers abdomen with the risk of a tentorial tear. This is worse than a breech delivery in reverse because the decompression is not under the control of the Obstetrician. 763
I feel that had a health professional chaired the Inquiry I do not think that the Report would contain such a muddled assessment of my work load and relationship with the Consultants and the extent of their responsibilities. 764
4.86
To talk about ‘lack of clarity’ or a situation ‘compounded by [my] move into general practice’ is an example of passing the buck by proxy of the Inquiry. 765
It is simple. The GMC is the registering body for all the different aspects of clinical practice. If a doctor is causing concern in any sphere of Medicine in which he/she is working then anyone in that branch of medicine has open access to the GMC. 766
The Inquiry Team here makes a mountain out of a molehill and fails to state the obvious. If complaints are made about hospital work then it is the responsibility of the hospital manager to deal with or refer the complaint. If the complaint is about GP work then it is the responsibility of the employing Health Authority to deal with or refer the complaint. 767
The impression given here is that in 1993 my employer within the hospital sector (i.e. Mr. Addison) and the Health Authority were ‘pooling’ complaints but were undecided about who should refer them. To suggest that this was an obstacle to making a referral to the GMC is just not credible. 768
Workload

4.87
The statement that I was re-employed in Colposcopy in Thanet in 1987 is false. 769

The Report recommends that doctors participate in continual professional development but also suggests that my acceptance to carry out locum appointments in the hospital setting when I was a GP was suspect. This is somewhat contradictory. 770

I defy the Inquiry team to demonstrate how as a doctor ‘willing to provide essential emergency cover at weekends’ as part of my contract I may have been in any way an exception, or that this was linked to any hidden motive. 771

I occasionally covered for Consultant staff in the South East Kent Hospitals. This was linked to when they were absent and not to the size of the hospital they worked in and I have no idea what the Inquiry were trying to suggest. The Consultants in Obstetrics and Gynaecology in the South East Kent Hospitals nearly all had duties at the three main sites. Anyone who covered for the Consultants would do the sessions normally done by the Consultants at all three sites. 772
4.88
The Report here is clearly suggesting that I had little peer contact and that my skills were eroded when I worked at Canterbury and Thanet. I suggest that the Inquiry Team had little appreciation of the work involved at Canterbury and Thanet and the communication that I had with the Consultant staff. 773
The erosion of skills happens when doctors stop examining patients, operating or performing deliveries. That can hardly be applied to the heightened workload I was faced with during my time at Canterbury and Thanet, together with the peer contact I had at the Postgraduate Medical Centre and through my work on fetal monitoring. 774
4.89
The reported evidence of Dr Voysey here gives the impression that I was working in some backwater somewhere. In fact I was working in two busy general hospitals where I was in constant telephone contact with the on-call Consultant during difficult deliveries and I was also in the presence of the usual complement of medical and nursing staff.  When Mr Fullman was the on-call Consultant at the weekend he would invariably call in to the hospital on a Sunday and we would have long discussions.  775
4.90
I was not working in isolation but I was overworked, as were other hospital staff. This was directly related to the fact that the hospital administration repeatedly refused to provide locum cover for the Consultants or for colleagues. For a number of years I was unable to take all of my annual leave. This came to a head and I eventually insisted that I be allowed to take my annual leave so that I could spend some time with my family and recuperate. This is documented in contemporaneous correspondence. 776
4.91
I do not believe that if my work had been compromising patient safety my name would have been put forward by two of the Consultants for Fellowship of the Royal College of Obstetricians and Gynaecologists in 1985, 12 years after I had begun working at Canterbury and Thanet. 777
Chaperones

4.92
The Report’s use of the word ‘apparently’ here suggests that the Inquiry was not provided with any evidence of there having been a specific chaperone policy in the family planning clinics in which I did locum sessions. 778
4.93
I have on many occasions seen a nurse manhandle a patient, bend their knees, put the soles of their feet together and force their knees apart.  However, with proper instructions there is no need for the nurse to touch the patient prior to examination. I am not saying all nurses do this, but I did witness this not infrequently. 779
The problem with having an experienced nurse is that sometimes they feel they have to do something and get involved with observing the examination.  Many of my patients said they objected to having someone not performing the examination gawking at their private parts. 780
I agree that if chaperones are to be made mandatory that they should receive training but I feel the training should include questions on how the chaperone should not themselves be the source of embarrassment or discomfort to a patient. 781
The Report raises a number of issues in this paragraph but fails to acknowledge that just about anyone is capable of confirming or denying a patient allegation that she screamed at the doctor to stop the examination. 782
What is the use of a chaperone in such an instance if their testimony is ignored, as occurred in the case of a patient who was well and jovial at the time of her examination but who promptly put in a complaint when she heard of my arrest? The Police took a statement from the chaperone but it was withheld by the Crown Prosecution Service until my Defence solicitors asked for it. 783
The case of this patient is dealt with extensively in the response to paragraph 2.21 of the Report (comment 17, Case 2) on the website www.fdrgp-cliffordayling.com. 784
4.95
As seen from the case of Patient J’s complaint discussed in the submissions that accompany my evidence, midwives and nurses can make comments perceived by the patient as distasteful and unprofessional. It has been pointed out that the comment ‘You’ve had more men than I’ve had hot dinners’ made by the midwife to Patient J was explicitly sexual. 785
Independent Contractor Status

4.97
To say that the Family Practitioner Committee, later the Kent Family Health Services Authority and then East Kent Health Authority had limited access to GP Practices is a deceiving.  Obviously, if a GP owns his Practice the Health Authority have to notify the Practice if they wish to visit. 786
There is a statutory requirement that Practices should be inspected every 3 years. My Practice was regularly inspected and community nurses and midwives who were not employed by me regularly came into the Practice.  As mentioned before, the Practice building had been improved in 1989 in according with the KFHSA’s recommendations. 787
Local Medical Committee

Single Handed Practitioners

4.105   It is wrong to say that I lacked colleagues with whom I could exchange ideas and information. 788
I was part of a Rota of 6 doctors before joining the cooperative SEADOC. 789
For a time SEADOC ran a number of highly informative seminars and the doctors met regularly. 790
For several years I was Chairman of the GP Ward Users’ Committee at the                                          Royal Victoria Hospital in Folkestone. 791
I was an active member of the Locality Commissioning Team. 792
There were several meetings arranged in the area where I met many of the local GPs.  At the Folkestone Medical Society I also met Consultants. 793
I would often go to the hospital clinics where I would see the Consultants and discuss cases. 794                                                                                                                                                                                                           

I was an active supporter of Mr. Michael Howard, MP, in his campaign to prevent the Royal Victoria Hospital from being turned into the District Mental Health Unit. 795
I had several letters on various local issues and Health Authority policy printed in the local paper. 796
I attended Family Planning training sessions to be able to insert the contraceptive rod arm implants. 797
I was a member of the Cytology Sub-Committee. 798
The Inquiry clearly totally ignored the evidence it was provided with that showed I was actively involved in activities and committees that brought me into regular contact with both my peers and the Health Auhtority. 799
Family Planning Services

4.106
It really is astounding how the Inquiry Team keep making excuses for the alleged communication failures of their witnesses.  800
I knew Dr Farebrother well and we met so frequently at meetings that there were ample opportunities for her to broach the subject of any concerns that may have come to her attention. 801
This paragraph somewhat contradicts the allegations elsewhere in the Report that I was ‘known’ doing certain things in clinic sessions I worked. 802
Organisational Change

4.108
To say that my position as a Clinical Assistant within east Kent was ‘untouched by NHS reorganizations’ is shockingly deceitful. 803

It was pointed out to the Inquiry that my Clinical Assistant contract was terminated on 30th March 1994 and that the East Kent Health Authority became an NHS Trust on 1st April 1994. I personally would say that on that date my position as Clinical Assistant within East Kent was quite radically altered! 804

As for the period 1984 to 1994, evidence was provided to the Inquiry to show that procedures existed for the referral of health professionals to the Police if they were believed to be engaging in criminal activity and that these procedures would have been known to hospital management. 805
Information Sharing

4.114
It would be interesting to know how the myth that I did not wear gloves was promulgated.  Indeed, it is such a preposterous notion that I consider that the first health professional who heard of such a suggestion was duty bound to ensure that the rumour got back to me. 806
The gloves I used were ‘Dispos-a-Gloves’ made by Johnson & Johnson.  They were extensively used in the gynaecological clinics years ago but have been superseded by latex gloves which are much thicker.  The Dispos-a-Gloves are 0.007 inch thick, are clear, transparent and lay on a sheet of paper. There is a sterile version which comes in packets and which I used for my Colposcopy examinations and for the insertion of IUCDs (Intra-uterine Contraceptive Devices or the ‘coil’). 807
As for clinical performance, I recall that statistics produced by the Health Authority showed that I had a low incidence of failed smear tests (i.e. specimens that could not be used for testing). 808
Experience of handling Serious Untoward Incidents Involving Criminal Proceedings

4.115
I firmly believe that the Health Authority was unable to cope with the complexities described in this paragraph because it did not expect events to take the turn that they did. 809

I believe the Health Authority wanted me to retire because I was speaking out publicly too often about Health Authority plans or policy and had been instrumental in contacting the specialist whose opinion thwarted the plans to turn the local hospital into a mental institution. 810

I believe the Health Authority thought that if I was arrested I would be frightened into retiring early or accepting their offer of sick leave with full pay until the date of my retirement. 811

I believe the Health Authority was not prepared for the open sesame it would provide by its actions so soon after the Rodney Ledward affair and I believe the case it had set up spiraled out of its control. 812
Conclusion

4.117
I do not believe that a system centered on the patient to the extent that health professionals who provide care are denied their right to a fair hearing or fair treatment when complaints are unjustified is viable in the long term. The NHS will fail to obtain high quality service from employees who fear unjust litigation and the loss of what they have worked for. 813

My case has been heralded by the solicitor Sarah Harman as a victory test case because her clients were given the permission to sue me for my personal assets. My case has already served as a template for copycat cases and there are GPs in prison today accused of the same type of allegations and now also facing civil litigation. 814
CHAPTER 5

HANDLING OF CONCERNS AND COMPLAINTS

Introduction

Principles of Complaints Procedures
5.5 
I think that in this paragraph it is possible to take the phrase ‘hospital staff had operated the procedure to insulate them from criticism’ and apply it to the Ayling Inquiry Team. 815
5.6
It is somewhat inadequate to say that the recording of complaints in hospital was ‘desultory’ when it is reported that a nurse who claims now to have made a formal complaint to senior staff is incapable of specifying exactly which member of senior staff it was. 816
5.8
The report states that from 1981 guidance about complaints handling ‘contained the first reference to the right of staff to be fully informed of the details of allegations made about them from the outset and to be given the opportunity to provide an explanation’. 817
This guidance was clearly not applied to me in the majority of the cases mentioned in the Report but the Inquiry dwelled only on the alleged lack of response provided to patients. 818
Responsibility for Complaints procedures in East Kent

Kent Family Practitioner Committee (FPC) & Family Health Services Authority(FHSA)

Kent & Canterbury and Thanet Hospitals

5.26
The Report again makes the false statement that I was employed at Canterbury and Thanet until 1988. 819
South East Kent Hospitals

5.27
The Report here makes the false statement that my employment as Clinical Assistant at the William Harvey Hospital ended in 1993. On page 17 of the Report it is correctly stated that I was employed as Clinical Assistant at the William Harvey Hospital from 1983 to 1994. 820
A quick look back at pages 79 to 81 of the Report (paragraphs 3.257 to 3.269) confirms that great care was taken to give the impression that my contract was terminated in the latter part of 1993. 821

As explained above at 4.108, it was pointed out to the Inquiry that my Clinical Assistant contract at the William Harvey Hospital was terminated on 30th March 1994 and that the East Kent Health Authority became an NHS Trust on 1st April 1994. My colposcopy notes with the names of the patients who attended the clinic run right up to the last session in March 1994 and the Report confirms here that Mr. Addison was appointed as Chief Executive of the new South East Kent Hospitals NHS Trust in 1994. Evidence was provided to the Inquiry that the new NHS Trust did come into existence on 1st April 1994. 822
Disguising of the truth about when my contract at the William Harvey Hospital ended permitted the Inquiry to state incorrectly in 4.108 that my ‘position within east Kent as a GP and as a Clinical Assistant was itself untouched by NHS reorganisations’. 823
An exact account in the Report would have supported the suggestion made to the Inquiry in 2003 by my daughter that my Clinical Assistant post was axed in 1994 as part of a cost-cutting exercise. The colposcopy sessions I had been doing were apparently taken over by a staff grade doctor. 824
Barriers to Making Complaints – Patients

5.37
The Report again makes the false statement that my employment at Thanet terminated in 1988 which invalidates the allegation by Dr Voysey that she received an anonymous complaint in 1988. 825

I believe that a substantial number of the alleged complaints about me are the subject of false allegations. I also believe that ‘routine’ complaints made in the past have been transformed into complaints about misconduct. 826
Barriers to Making Complaints – Staff and Colleagues

The NHS Today

Progress Thus Far

Reform of the 1996 Complaints Procedure

5.63
The contents of this paragraph are discussed in the response to paragraph 5.63 of the Report on the website www.fdrgp-cliffordayling.com. 827

The website says:“One cannot integrate into a complaints handling system the enforcement of an apology form a health professional who does not believe he or she did or said what has been alleged”. 828
5.66
The contents of this paragraph are discussed in the response to paragraph 5.66 of the Report on the website www.fdrgp-cliffordayling.com. 829

The website says: “The Health Authority Submission to the NHS Tribunal regarding Clifford Ayling was made on 10th November 1998, one day before he was arrested by the police. There appears to be no documentary evidence to suggest that any of the complaints of indecent assault were properly investigated by the Health Authority. The decision by the Health Authority to halt the investigation against Clifford Ayling under the NHS complaints procedure after complainants had started legal action had nothing to do with recommendations or rules. The Health Authority was advised not to pursue its application to the NHS Tribunal until the outcome of the criminal trial was known because its submission was not sufficiently robust and needed convictions to give it weight. The Health Authority very much placed emphasis firmly on the number of complainants that could be brought forward rather than on the verification of the merits of the complaints. If the NHS is to implement fair complaints handling procedures, it must refrain from handing over the names of complaining patients to third parties before it has properly investigated the complaints itself. Police officers do not have a sufficient working knowledge of medical procedures or protocol to question absurd allegations. The transcripts of the police interviews of Clifford Ayling contain many sequences that show the questioners had very scant knowledge of the workings of a surgery and even less knowledge of the speciality of Obstetrics and Gynaecology”. 830
Conclusion

CHAPTER 6

THE NHS TODAY

Introduction

Monitoring and Accountability
6.16 
The Report persists in stating that I was in unsupervised clinical practice in the hospital setting. As stated above this is completely untrue except and only when I started the ante-natal ultrasound service at Canterbury (as I was the specialist) and to a degree when I began working in Colposcopy did I work unsupervised. However, in both cases my results were being scrutinized. 831
After a while the Radiology department at Canterbury took over the ante-natal ultrasound as had been scheduled when the equipment was first acquired. At Thanet colposcopies were performed in theatre with Mr. Patterson and Mr. Morris used to visit the Colposcopy suite situated in the Maternity unit. 832
At the William Harvey Hospital the colposcopy suite was next to the Gynaecology clinic where Mr. Ledward was working at the same time. He regularly came through to the Colposcopy suite during the session and so did Mr. Stewart on one occasion. 833
Quality Assurance

Clinical Governance

Continuing Professional Development

6.25
My involvement in continuing professional development throughout my career as a doctor is apparent in a number of the responses contained within this evidence. Not only did I seek to keep myself in touch with developments and furthered my personal experience, but I also sought to make it possible for others. 834
Appraisal

Revalidation of Doctors by the General Medical Council

Poorly Performing Doctors

Hospital Doctors

GP Principals

Non-principals

Poor Performance in Post

6.45
It is right and proper that one has to act on information from an anonymous source, particularly if it sounds genuine. However, the point must be made that even in the case of an anonymous complaint the member of staff complained about should be fully informed about the complaint from the outset. 835
6.52 
The Report does not claim that I was ever approached or told that I should embark on further training or education. It therefore cannot be suggested I was unwilling to do further training. 836

The Inquiry was provided with evidence that showed I actively engaged in attending and organizing further training and education. I therefore knew the importance of further training and education and engaged in it at my own initiative. 837
Power of Suspension

Sharing Information: Alert letters

Gathering and Sharing ‘Soft’ Information

6.67
The contents of this paragraph are discussed in the response to paragraph 6.67 of the Report on the website www.fdrgp-cliffordayling.com. 838

The website says: “What the Report terms as “soft” information is impossible to quantify and is totally dependent on each individual’s perception of a particular event or situation. That perception can be altered by the propagation of rumours which can lead the same individuals to completely misinterpret new events or situations. To institutionalize a covert system in which such information was stored by management and was inaccessible to employees could seriously jeopardise the safety and protection of those employees. It would also facilitate trawling exercises that would be based on non investigated verbal evidence alone with no possibility of obtaining a contemporaneous response from the interested party”. 839
Patient Safety

An ‘Open and Fair’ Culture

Staff Hierarchies

Admissions of Mistakes
6.81
It is of note that the GMC recommends that an apology should be offered ‘when appropriate’. The corollary means there are occasions when it is ‘not appropriate’ to offer an apology. I seem to recall within discussion of clinical negligence claims the fact that an apology is not an admission of guilt or of liability. 840
6.82
Hospital doctors are indemnified by the State, General Practitioners are not. 841
6.84 
there would not have been a ‘wall of silence’ in 1977 following the death of Baby B. For one thing, I always wrote full notes regarding every delivery I carried out and as explained elsewhere, the case would have been fully discussed at a peri-natal meeting. 842
Procedures for Raising Concerns

6.96 
The alleged ‘aggressiveness’ described here is presumably a reference to the alleged reaction described by Dr Voysey as having taken place in 1988. Any such reaction did not happen as I was not working in Thanet in 1988. 843
Patient Empowerment and Involvement

Rewarding Good Performance

Personal Medical Services (PMS)

New GP Contract

6.107 
My ex-wife was not Practice Manager. This is a false statement and is discussed in the submissions that accompany my evidence. My ex-wife had a Practice Manager’s Certificate and the NVQ Assessor Certificate, but she never took on the role of Practice Manager. Another member of my staff also had the Practice Manager Certificate. My ex-wife, as Practice Administrator, dealt with administrative matters. The other member of staff who had a Practice Manager’s Certificate was my medical secretary and she also dealt with the financial side of the Practice. 844
The Practice had two receptionists, a secretary, a computer operator who also stood in as receptionist, two then one Practice Nurse and Dr Ribet. Dr Ribet was actively involved in clinical discussions and decisions and was a strong influence in the Practice. 845
The Community Midwife and the Community Nurse also came into the Practice regularly. 846
I was rarely alone with my ex-wife in the building. There were days of the week when my ex-wife did not work on the reception desk and there were days when she was not in the Practice at all. 847
It was stated explicitly in correspondence sent to my ex-wife by the solicitors Harman & Harman in 2001 that if she did not provide the firm with details of my assets it would investigate claims by its clients that they had made complaints direct to her. The allegations in these letters were not to be found in the statements made by claimants produced for the civil litigation against me to claim for compensation to be paid out of my personal assets. 848
The contents of paragraph 4.21 of the Report suggest strongly that ‘Ayling’s patients’ did not see Mrs Ayling (correctly referred to in paragraph 4.21 as Practice Administrator) as ‘an independent figure to complain to’ and that the contents of correspondence to her from Harman & Harman in 2001 was unfounded threat. 849
Conclusion

ANNEX 1
CHANGES IN CLINICAL PRACTICE – OBSTETRICS AND GYNAECOLOGY IN HOSPITAL AND COMMUNITY SETTINGS
p. 167


Introduction

§1
The contents of this paragraph are discussed in the response to this paragraph in Annex I of the Report on the website www.fdrgp-cliffordayling.com. 850
p.167-168

Pelvic Examination
§1
It is accepted that terms such as “ my dear” and “ mother” are not helpful at putting patients at their ease However, when I entered General Practice partnership in the early1980s there was much mention in the media of doctors being too stiff in their manner with patients. 851
§4
Regarding the use of modern diagnostic equipment, the use of these tools forms the main argument put forward by those who deprecate physical examination, but it should be remembered that their value is limited. 852
An experienced clinician can appreciate more from an examination than a piece of equipment which, as a rule, only gives the answer to one specific problem. For example, an x-ray or ultrasound will not detect the site of pain or areas of tenderness in dyspareunia or ectopic pregnancy. 853
§5
I did not use inappropriate terminology of the kind alleged when performing examinations. The patient who made the first complaint in February 1998 presented with dyspareunia (i.e. pain on intercourse).  My standard terminology when discussing dyspareunia with a patient was “is the pain when he goes in or when he is right in and pushing?” That is an accepted question that will allow the patient to give a reply that allows differentiation between superficial and deep dyspareunia. 854
§6
The Inquiry was provided in 2003 with a copy of a BUPA advert that had appeared in a British national newspaper. A naked female was in the middle of the picture with her arms and legs positioned in a way that hid her breasts and genitalia. The title indicated that the patient was ‘ready’ to be seen by the doctor, and the text explained that women who cared about their health wanted thorough examination. It is misleading of the Report to suggest that British women, particularly those who subscribe to private health care, are less likely than their American counterparts to expect intimate examinations as an essential part of every gynaecological assessment. 855

Certain procedures are not now done in Britain because they are not considered to be sufficiently ‘productive’. One use of examination is as a base line. Should pathology be discovered after a course of treatment has been started then one is unaware whether the conditions existed beforehand or not if a pre-treatment check was not done. Ovarian cancer, for example, is known as the ‘silent killer’. It produces asymptomatic tumours that are only discovered by chance and early detection is essential for there to be reasonable expectancy of cure. 856
It does seem to be a retrograde step if women with ovarian cancer should be denied 
the opportunity for early detection that routine examination provides. 857
p. 168


Wearing of Gloves in Performing Intimate Examinations
The Report states ‘it has been considered mandatory practice for many years to wear gloves in performing pelvic examinations’ as if it was at one time considered acceptable to examine without gloves. 858
My knowledge of clinical examinations prior to the 1950s is not first hand. However, throughout my medical career I was never aware of, or present when, a clinician did not use a glove to examine a patient internally.  It is simply unheard of and I most certainly did not examine a patient internally without wearing gloves. 859
p. 168-169

Breast Examination
§2 
This paragraph considers ‘routine breast examination in the ante-natal setting’ and quotes the RCOG Guidelines published in September 1997. 860
I had two pregnant patients with breast cancer in my ‘single-handed’ Practice and refer to the RCOG Guideline No.12 revised in 2004 regarding the incidence of breast cancer in pregnancy, especially with the increase in maternal age. 861
Obstetricians will see an increasing number of women who are pregnant or seeking pregnancy after treatment for breast cancer. This guideline updates the RCOG advice published in July 1997. 862
It goes on to state: “Only about 3% of women diagnosed with breast cancer will be pregnant”. The choice of the word ‘only’ is unfortunate, especially for the patients who get the disease.  However, the publication does make the point that “Unfortunately when the diagnosis is made during or soon after pregnancy, the prognosis is worse, with an increased risk of late stage disease, particularly if the woman is aged 30 years or less”. 863
Most cancers are found opportunistically by the feeling of a lump, often by the patient. Teaching a simple method of breast self examination was my contribution to try and alleviate the misery that attends breast cancer, especially in pregnancy. 864
At this juncture I will quote from the extract of Sir Patrick Forrest’s book ‘ Breast cancer: the decision to screen’ (1990) that appears elsewhere in my evidence and which says “a clinical examination should be included early in the review procedure for assessing mammographic abnormalities, and…examination of the breasts should be an essential part of the medical examination of any woman who consults her doctor for any reason”. 865
Haagensen went as far as to suggest that “… from the point of view of the greatest possible gain in early diagnosis, teaching a woman how to examine their own breasts is more important than teaching the technique of breast examination to physicians”. 866
Sir Patrick Forrest chaired the working group that reported back to the Health Ministers of England, Wales, Scotland & Northern Ireland on ‘Breast Cancer Screening’ and I believe his book is an authoritative document. 867
§3
Opportunistic breast examination is quick and cost-effective. Try telling the parents of a young patient who has breast cancer that it was not considered worthwhile to do a free, easy examination of their daughter that could have saved her life because she is a ‘minority case’. 868
§4
The statement ‘there is no evidence that the mortality from breast cancer can be reduced by any screening procedure in women under the age of 50’ needs to be considered. 869
This point was made, I believe, in a leader in the British Medical Journal in the early 1980s that considered breast self examination (BSE). What has been acknowledged since, however, is that BSE has promoted ‘breast awareness’. Breast awareness has, undoubtedly, resulted in an increase in cancer detection. It is recognized that early detection is accompanied by an increased cure rate. What is less obvious to the general public but evident to anyone who has to care for a cancer patient, is that early detection results in decreased morbidity. Morbidity is the miserable ill health that Cancer patients often suffer. 870
Mortality Rate can be measured and so is the yardstick used by statisticians. Morbidity Rate, however, is difficult to measure but is clearly of more concern to the affected patient. 871
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Contraceptive Advice

The Pill is a drug and as such its effects must be monitored.  Its use is associated with a rise in sexually transmitted diseases.  When routine checks are done, for example at the taking of a cervical smear which is associated with HPV infection, the clinician may note a vaginal discharge (e.g. Chlamydia), vaginal and vulval warts, tenderness of the tubes and ovaries of which the patient is often unaware. 872
It was reassuring to me that one day, when Patient N attended for her routine Pill Check, she told me about a TV program she had seen the evening before and had discussed it with her colleagues at work that morning. They had decided that I ‘was the only doctor in Folkestone who did all the checks he was supposed to do’. 873
Having been apparently criticized in evidence to the Inquiry by staff who worked in the local Family Planning clinics, all I can say is that I was at times absolutely appalled by the slap-dash manner in which the Pill was doled out. One patient of mine was a 13-year-old girl who had been taken to the FP clinic by her mother for non contraceptive advice and the nurse was most insistent that she start the Pill. The girl and her mother both refused and then came to see me for the required treatment. 874
The routine in my Practice was to initially see the patient requesting contraception and confirm that she was suitable for the oral contraceptive. Besides examining the patient I would also discuss the pros and cons of the method of contraception the patient wanted compared with the other methods available. Usually one could see that the patient had already made up her mind but, nevertheless, she had been given the necessary warnings. 875
The patient would be given a three months’ supply of the Pill and asked to make an appointment with my Practice Nurse when she would have blood pressure, urine and weight checks. The patient would be given a further prescription by the Nurse that had been pre prepared. The patient would see me again at six months for blood pressure and urine checks, she would see the Practice Nurse again at nine months and see me at twelve months when I would perform routine examination and checks. The patient would therefore have alternating visits to me and the Practice Nurse with whom she could discuss any concerns or embarrassing topics. 876

The moment a woman is sexually active without the use of barrier protection she is at risk of HPV infection and hence pre-cancer.  I had a patient of 16 years with the severest form of pre-cancer in my Practice in 2000 and was involved with the treatment of many teenagers with the condition in the hospital setting. On 5th February 2002, ‘The Mirror ' reported the case of Christine Broomhill who died at the age of 17 from cancer of the cervix. 877

In 1999 the book ‘Common Gynaecological Conditions’ by Patricia Wilson said in a section on teenagers that “Many young women present with a request for contraception when they fear that they have contracted a genital infection. They need examination and reassurance. The fear of STD is widespread, and the opportunity to provide information about protection should not be missed”. 878
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Diagnosis of Pregnancy: the GP Surgery
§1
What is commonly known as a ‘Pregnancy test’ that can be bought at the Chemists is quite expensive. The Surgery or GP does not hand out this type of pregnancy test to a patient and she must pay the cost herself if she wishes to use one of these pregnancy tests. She will normally have to wait until the following morning to carry out the test. 879
§2
Urine samples collected at the Surgery would be sent to the hospital but the results would take a few days to come back. A few days is an excruciatingly long time for a woman who wants to know if she is pregnant or not. The Report specifies that the laboratory pregnancy tests ‘simply necessitated the delivery of a urine sample to a local hospital laboratory’ but fails to say how quickly the results come back. 880

Patient T who came forward after the convictions claimed through her solicitor that I should not have examined her when she presented at the Practice thinking she was pregnant. However, when cross-examined at the civil hearings for compensation in February 2002 she explained that she wanted me to examine her so that she would know ‘straightaway’, like for her previous pregnancy, whether she was pregnant or not. 881
§3
All I can say is that the evolution in the presentation of the ‘co-operation cards’ described here is in contradiction with the move towards more stringent guidelines and clinical based evidence and it leaves the GP very vulnerable in the context of medico-legal litigation. Who decides what constitutes a ‘general physical examination’ and what criteria indicate that a physical examination is ‘required’? 882
§5
In mentioning that it was unnecessary to perform a vaginal examination prior to prescribing emergency contraception, Dr Sarkhel stated that a pregnancy test was a better alternative. That takes time and money, invariably the patient cannot provide the urine specimen. 883
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The Ante-Natal Clinic

As explained elsewhere in my evidence, I did not perform routine vaginal examination at ante-natal booking visits and this is clear from the contents of the complaint by Patient J in 1994 who said the midwife had told her prior to the examination that she would not have an internal. 884
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Labour and Delivery

§4
Kielland’s forceps usually require a somewhat larger episiotomy. One reason that they are associated with a higher incidence of complications is because the indications for their use are that the problem causing delay is far less straightforward. Damage to the baby and mother are always a possibility if the baby is stuck in the birth canal. In that situation it can occur that it is equally difficult to extract the baby upwards or downwards. 885
§5
Reading the Report suggests that the Ventouse is by far the preferable instrumental delivery, yet only a few paragraphs earlier states that it was ‘seldom used’. Statistics for the Kent and Canterbury Hospital in the 1970s and 1980s show that it was little used. Documentation provided to the Inquiry showed that at the hospital there were times when the pump attached to the Ventouse was not functioning properly and this created problems. 886

The Ventouse can also have complications: cephalhaematoma (bleeding into skull tissues), brain damage,  retinal haemorrhages. 887
§6
The Report emphasizes the increasing use of caesarean section in present day obstetrics. However, great alarm has been raised in the media regarding the abnormally high rate of caesareans that are not clinically indicated. It is clear that if there is to be a drive towards increasing vaginal deliveries there will be a new rise in instrumental deliveries. 888
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Cervical Smear Tests
§3
The Report states that there is ‘no justification for taking cervical smears in teenagers.’ 889

However, cases reported in the media seem to indicate that cervical cancer in younger women is on the increase. During my medical career I dealt with a number of cases of severe pre-cancer in younger women. 890
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Colposcopy


I note that the Report says [in 2004] that new NHS guidelines are to recommend, as best practice, that colposcopy be carried out after a single mildly abnormal smear. 891

Solicitor Sarah Harman argued at the civil hearings for compensation in 2002 that my practice of performing colposcopy after one mildly abnormal smear was indicative of indecent assault and was done purely to gratify sexual motives. I pointed out that Sarah Harman’s witness had recommended the same practice in a medical article in 1986, so Sarah Harman contacted her expert witness who faxed through a letter to say that the Practice was outdated and no longer indicated. However, medical documentation shows that the management of a patient with one mildly abnormal smear has remained controversial throughout this period. 892

I first trained in colposcopy in the mid 1970s. Following the introduction of a Colposcope in Thanet I attended courses in London and Leeds and became a member of the BSCCP (British Society for Colposcopy and Cytological Pathology) and regularly attended the annual meetings. 893
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Chaperones


The subject of chaperones has been discussed elsewhere in my evidence. The Report discusses in depth the question of chaperones but omits completely to mention how their evidence should be treated and handled. Considering that a number of my former patients claim to have been assaulted in the presence of a chaperone and that the Inquiry was aware that the statement made by a chaperone was discarded, this should really have been addressed. 894

Mr. John Brace was the Consultant that I worked under for the two years of my appointment at the North Middlesex Hospital in 1971-1972. There appears to be no reference in the Report to his evidence in connection with the allegation made by Patient A. The Report even goes so far as to say in paragraph 3.11 that ‘little is now known about this period of Ayling’s hospital practice’. What the Inquiry obviously did find out from Mr. Brace was that while I was at the North Middlesex Hospital I would have been chaperoned by a female member of staff every time I examined a patient. 895
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Chaperones in General Practice

§1
The figures quoted here by the Inquiry, namely that in 1993 ‘21% of male general practitioners [in the UK] never use a chaperone when performing intimate examinations on patients of the opposite sex’ shows that not using a chaperone is not an indicator of misconduct.
896
§4
It is suggested in the submissions that accompany my evidence that a comment in the medical notes indicating that a patient refused the presence of a chaperone should be signed also by the patient both before and after the examination. 897
GLOSSARY

ANNEX 2

ORGANISATION OF THE NHS IN EAST KENT 1971-2002

ANNEX 3

CLINICAL ASSISTANTS IN THE NHS

ANNEX 4

THE “THREE WISE MEN”

ANNEX 5

THE REGULATORY FRAMEWORK FOR VOCATIONAL TRAINING QUALIFICATIONS IN GENERAL PRACTICE

ANNEX 6

GP DEPUTISING CO-OPERATIVES

ANNEX 7

NURSE REGISTRATION, QUALIFICATIONS, AND CLINICAL GRADING AS AT 1998

p.198

§1
This paragraph states that the nurse I appointed as chaperone in 1998 was at clinical grade B. However, the information provided in the following notes appears to be purposely confusing. Presumably references to scale B posts are those that correspond to clinical grade B. 898
Nurse registration

Nurse qualifications

Nurse clinical grading and pay

Nurse chaperones

§14
If my reading of this paragraph is correct, the chaperone I appointed was in the same healthcare assistant grade (Scales A-C) as nurses commonly appointed as nurse chaperone in hospital settings, and no qualification is needed for appointment as a nurse chaperone. This information was provided to the Inquiry by a Professional Adviser of the Nursing & Midwifery Council. 899

The Inquiry, in their remarks, appear to insinuate that I breached my bail conditions by appointing a Grade B nurse as chaperone, but it would seem my colposcopy nurse more than met the requirements of the Nursing & Midwifery Council for appointment as a nurse chaperone. 900

This information appears to suggest that purported concerns about the suitability of my bail chaperone were either a gross over-reaction by the Health Authority or that there were other designs as to the purpose of a chaperone appointed by the Health Authority. 901
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ANNEX B
PERFORMANCE INDICATORS FOR NHS PRIMARY CARE TRUSTS, 2002/03:

1. Access to quality services

2. Improving health

3. Service provision

I would like to say how I hope my practice as a doctor strived towards the performance indicators mentioned in this part of the Report, particularly those listed under the title ‘Improving health’. I deny that any of my actions were sexually motivated and would like to make the following comments:- 902
· Death rates from cancer, all ages.
· I tried to reduce this amongst my patients by trying to improve awareness and early detection. 903
· Breast cancer screening.

· Most cancers are found by the patients themselves and in promoting ‘breast self examination’ using a simple technique I tried to improve the detection rate to thereby increase the improved cure rate that follows from early detection. 904
· Cervical screening.

· It was my aim to ensure that every sexually active female patient had had a cervical smear and this included opportunistic checking for associated pathology. Figures showed that the Practice regularly achieved the targets set by the Health Authority. This was in keeping with the targets for the management of diabetes, etc. 905
· Teenage pregnancy.

· I tried to promote responsible contraception. I provided information about protection and risks and discussed and planned with the patient future contraception. 906
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ANNEX A

SOME KEY FEATURES OF THE NEW FRAMEWORK FOR INITIAL HANDLING OF CONCERNS ABOUT DOCTORSAND DENTISTS IN THE NHS

Initial handling of concerns

Exclusion from work

§7-8
I suggest that my application to vary the bail conditions of my arrest and which resulted in my return to work on the condition that a chaperone was present for any intimate examination of female patients was fully in keeping with the contents of these two paragraphs. 907

The fact that my application was successful further suggests that the Health Authority did not have sufficient evidence to suggest that I was a danger to patient safety and should be excluded from work. 908

Independent analysis of my criminal trial has suggested that I was convicted because of the numbers of women that were prepared to make allegations rather than the merits of the allegations. I suggest from the evidence of which I am aware that the Health Authority deployed more energy and effort to trawl complainants than it did to investigate their complaints. 909
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The point has been made and examples quoted in the submissions that accompany my evidence that much of the information in Appendix 3 is unreliable because it is misleading, incomplete, or factually incorrect. 910

Many of the witnesses listed are not referred to nominally within the body of the Report and it is not to be concluded that all the persons in this list gave evidence that went against me. 911

It is important to note that the persons listed here are those that the Inquiry formally requested evidence from. It is not necessarily truly representative of all the persons who contacted the Inquiry to provide information. 912
Appendix 4

Legal Representatives

Appendix 5

Expert Advisers

Appendix 6

The Modified Form of Private Inquiry
p.252-253



The point is made in this paragraph that a legal representative returned documents to the Inquiry because of involvement in civil litigation. 913

There is evidence that material provided solely for the purposes of the Inquiry was used to support a claim for compensation against the Health Authority. 914

This issue is discussed in the submissions that accompany my evidence. 915

Grave questions arise from my case on the fairness of the modified form of private inquiry and the empowerment it gives to prospective claimants making demands for compensation to be paid out of public funds. 916
Appendix 7

Attempts to engage with Clifford Ayling

I submit that the contents of this appendix are irrelevant because the Inquiry had powers of compulsion. 917
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Appendix 12

The Ayling Inquiry – Expenditure: August 2001 – July 2004

p. 270


It is of note that the expenditure here is provisional and that final accounts will be prepared ‘in due course’. 918

The amount of public funds spent on this Inquiry are staggering and I suggest that, in the light of the staggering number of factual inaccuracies that exist in the Report it produced, that there are grave concerns as to exactly what use the money was put. 919
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