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THIRLWALL INQUIRY

WITNESS STATEMENT OF HELEN,HERNIMAN

I, Helen Herniman will say as follows: -

1. This is my second witness statement to thé'}hq'uiry in response to tHe'Rule 9 request received
on 23 October 2024. This statement focuses on specific questions asked by the Inquiry
following the submission of our written opening statement on 30 August 2024 and the

presentation of our oral opening on 12 September 2024,

Employer Link Service (ELS) review

2. The Inquiry has asked whether our Employer Link Service team conducted a review of the

advice they provided to the Countess of Chester (CoCH) in relation to Lucy Letby (LL). The

Inquiry has also asked who co:n’ducted‘the review, whether the findings were submitted to a

body within the NMC for approval and if so, whét.was their conclusion. We have also been

asked to submit documentation relating to this process.

3. At paragraph 10 of my first statement, | stated that our ELS conducted a review in January
2024. The review was initiated by the NMC’s Assistant Director of National and Regional
Outreach and thé_He.,ad of Strategic Delivery for ELS and was undertaken as part of the NMC'’s

commitment to learning and improvement. The purpose of the review was to:

Identify any gaps or issues related to ELS’ involvement during the relevant period.
Consider any changes or improvements that have been made since 2016 that would
have an impact on our response if a similar case arose.

c. Consider whether, with the benefit of hindsight, any further changes should be made

if we were presented with a similar set of circumstances again.

4. A small group of Regulation Advisers (RAs) from the ELS team met on 23 January 2024 to

review the team’s activity from the first contact with the CoCH in April 2016, where a standard
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introductory email was sent to CoCH outlining the benefits of the newly established ELS team,
through to the fitness to practise referral to the NMC which was made by CoCH on 5 July
2018. The group included the RA who held the relationship with CoCH when ELS was
established in 2016, the RA who took over that relationship in Spring 2017 and the current
RA for that region, who had held the relationship since 2020. The Principal RA with oversight
of the North West region of England, which covers CoCH also attended. The meeting was

facilitated by the Head of Strategic Delivery for ELS.

[ Aol oot feret, SO

Executive Board (Learning) meeting on 19 March 2024 (HHI005) That meetlna was. minyted
{ [INQ0108426] !
and the discussion was captured under item LEA!24/09 m points (a) to (e) (HAIO06). The

Board’s conclusions were:

a. It was good practice for the NMC to review its activity and response to serious events
such as LL. " ‘ .

b. The review was comprehensive with'sbfne avr:é;éé‘ of learning 'id"evnvtified, and also
assurance that some processes were robust. The Board also questidned whether the
use of a ‘critical friend’, ekté:rné'l to ELS could have improved the objectivity of the
review. This was agreed by th_e team arid will be included in any future learning
reviews. . ' ‘

¢c. There havd'ljaéebn imprb\)éjments in ELS since 2016 and ELS could only provide advice
based on ihform’ation it had at the tifne-. However, on the issue of curiosity, the Board
questioned the level of scrutiny that ELS had applied at the time, which had been

. c‘hallengéd,‘ and,whéfﬁéf this would ¢hange in a similar situation now.

d The review should encourage the NMC to think differently and engage with other
ofdéni;ations such ?S. the General Medical Council (GMC) about similar unusual

circumstances where a group of clinicians have raised concerns.

. The Board had q.lies;tions and comments following the discussion including around the level

of scrutiny applied by ELS at the time and whether that would change in a similar situation

i [INQ010842

by the Executive Learning Board on 14 May 2024 (HFITOG?)nfhat supplementary paper also
included a comparative case which demonstrated how ELS has acted differently to concerns
with a similar set of circumstances since we received the call from CoCH in July 2016 (as set
out in HH/007). In that case concerns were raised by several nurses about the sudden and
unexplained deterioration of several patients cared for by a nurse. In that comparative case

we recognised that the Trust was not providing a sufficient level of oversight, so ELS called
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an extraordinary benchmarking meeting to discuss the issues. Benchmarking meetings are
an opportunity for the RAs to seek input from colleagues in our Screening team about advice
they have provided. It was decided that we needed to have a further meeting with the Trust
and at that meeting we agreed a plan of engagement with the Trust as to how they would
manage the concerns raised. It was clear that we needed to be far more proactive in this case,
in circumstances where we were not satisfied with the initial actions and assurances of the
Trust. We now consider that, if a situation such as LL was to arise again, we would take
steps from the first call with AK, to ask more questions about what specific concerns the
doctors had, and we would reached out to the GMC to: ‘éxplore whether they had been

contacted about the doctors’ concerns and to gather broader intelligence .
Responses to questions from written opening
ELS system and process changes

7. In our written opening statement to the Inquiry (INQ0107958), we said vétﬁparagraph 12(b) that
after the ELS spoke to Alison Kelly»on 6 July 201 6"it ‘WO’UId have been better to have been
more proactive and to ask for anupdate on what decision had been made [concerning police
referral] within a few days of AK making:initial contact’. The Inquiry has asked how our
systems have changed so that if a similar call Were received, we would request an update

within a few days.

8. As explained in pa}égfa_ph 82 of Andrea Sﬁtd_iffe’s first witness statement, our ELS was set
up in response to a recommendation of the Mid Staffordshire NHS Foundation Trust Public
Inquiry F\":e‘portﬂ Th'e; team waé:ﬁrst establiéhed in September 2015 as a pilot. During the pilot
the téamwas led by the Project lead and two RAs, by the end of 2015 there was an Assistant
Director, Head of Service Delivery and four RAs. In April 2016, after the end of the pilot period,
we recruited 'thQ more RAs which meant there were six RAs in total when we received the
initial call from CQCH. The number of RAs increased to eight in January 2018 and then to 12
in November 2019. '

9. 1 set out in paragraph 35 of my first statement that in 2016 ELS was still a relatively new
service and had only been operating for approximately three months following, the pilot period,
when AK first called us in July of that year. At that time, ELS had less capacity and inevitably,

less experience than it has today after eight years of running the service. In 2016 ELS was a

! Recommendation 232: “The Nursing and Midwifery Council could consider a concept of employment liaison
officers, similar to that of the General Medical Council, to provide support to directors of nursing. If this is
impractical, a support network of senior nurse leaders will have to be engaged in filling this gap’.
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new addition to the regulatory landscape and was at the start of developing its relationships
with employers as well as the other system and professional regulators including the Care
Quality Commission (CQC) and GMC.

10. If we were to receive a similar call today, we believe we would be in a better position to be
more proactive than we were in 2016. Now the team is more experienced and RAs are able
to use both their own experience and emerging intelligence to identify emerging concerns.
ELS also has stronger relationships with NHS and social care employers than it did in 2016.
The team is also larger. Having more RAs and a greater regional coverage means that we
have increased capacity to take a proactive, intelligence-based approach, changes in the ELS

team are in paragraph 26 below.

11. We also now have regional oversight meetings and can escaiétg issues to the Intelligence
Sharing Hub, which is covered at paragraph 17 below. There is also now a dedicated insight
and intelligence team within the NMC and a more established process for gathering and
analysing our own insights to help discharge our regulatory functions. Thls means that the
ELS team can now be more thorough, given that they are dedicated to one area, and we have
improved internal oversight which'W'ouI:d prompt action via the intelligence sharing hub. We

also have the Reglonal oversnght meetlngs which | cover below.

12. Although there |sn’t a dedlcated system alert to prompt follow up, the RAs ways of working,
would mean that they would diarise for follow up Where an RA has advised an employer to

refer a reglstrant the RA must do a foIIow—up check to confirm and record that the referral

benchmal_ﬁkmg meetmg and we will Qqnzmder whether we need to invoke Article 22.62, which

enables us to make a refertal to ourselves.

13. After ELS condljcted their self-assessment review in January 2024, the process for escalating
concerns was reviewed by senior members of the ELS team and as a result, the peer review
and benchmarking standard operating procedure Hﬁ(ggg‘gzﬁ]ave been strengthened to provide
more guidance on the escalation of serious concerns where there is no significant evidence
about an individual’s fithess to practise. The addition is on pages 9 -10 of the peer review and

benchmarking standard operation procedure and includes the following:

2 The Nursing and Midwifery Order 2001 (S12002/253)
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‘On occasion RAs will be asked for advice or be provided with information that they
consider of serious concern but where there is no significant evidence about an

individual’s fitness to practice requiring referral.

This could include concerns raised about patterns of poor outcomes where there is a
potential that a professional may be accidentally or deliberately causing harm and/or
where employers have not responded appropriately to serious concerns (this might

come to us via CQC/other advice line calls.

In cases where an RA receives concerning information that warrants discussion in
between scheduled peer review or benchmarking meeﬁngs, an extraordinary

benchmarking meeting can be called’.

14. In paragraph 12(b) of our written opening statement, we stated t'h'at,v‘ELS could have contacted
AK before May 2017 to satisfy itself that [the Hospital] was taking all appropriate steps to
protect patients and to ensure concerns were being fully i‘nvestigated’.:The‘ Inquiry has asked

how our systems have changed, if at all, so that such a delay would now not occur.

15. 1 summarised our engagement“v_v:'ifhb COCH in paregtéph 33 (a) — (i) of my first witness
statement. There was a gap in our engagement with AK at CoCH between 8 February 2017
and 18 May 2017 and we acknowledge that with hlnd3|ght we could have been more proactive
in following up on the publication of the Rcyal College-_of Paediatrics and Child Health
(RCPCH) review and ask for an update on w_hat‘ decisions had been made rather than waiting
for updates during thabtv time. Webcould have been ‘more curious as to what actions CoCH were
constdermg mcluding how they were managlng safeguarding risks. As | have outlined above,
since then the team has mcreased in size and experience which means there is greater
capauty fp,r.: the RAs to take a proactl_ye approach to their engagement. If the same situation
occurred today, we would have more regular contact with the employer based on the potential

risk to patient safety, and due to developed relationships, we would contact the GMC.

16. Our standard operatmg procedure for scheduling, depvegém an_d ,recordmg RA meetings with

employers which was Iast updated in February 2021 (HHIUOQ) s’tates on page 3:
‘The frequency of engagement will largely be determined by the risk prioritisation for that
RA’s region, country or portfolio and may change over time. it will also be informed by the
level of demand from employers and by external events, for example a system requlator

report or a high-profile fitness to practise case’.
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17. We are developing a new mechanism for how the Insight team can support ELS to have an
intelligence led approach to employer engagement, utilising multiple internal and external data

sources.

18. At paragraph 12(c) of our written opening statement, we explained that in July 2016 we could
have probed CoCH’s decision not to refer to the police, that we could have contacted the
GMC or CQC to discuss the concerns raised and we could have advised CoCH to ask the
consultants to contact the NMC if we had been made aware of the strength of their concerns.
In our oral opening statement, we explained that in listening to Counsel to the Inquiry’s
opening, we were struck by the repeated and numerous occasions when the consultants
raised concerns with the management team of the_}Cd:CH_.z - The NMC was not contacted by
any of those consultants. We were clear in our opéhing thét we do not seek to criticise them
in any way, rather, we would like to understaﬁd what barriers, if 'an"y, the consultants faced in
making a direct referral to us and whethér.»thére is anything furthér fhat the NMC can do to
ensure that anyone who has a concern in the future feels able to contact us.directly to initiate

a referral.

19. The Inquiry has asked how, if at élli,:vt_h:”e systems at ELS have changed since July 2016 to
ensure that these steps would now be Itaken'ifa similar situation were to arise. As outlined in
paragraph 11, our process for escalating concerns has been strengthened to cover this
scenario. Paragraphs 164 — 170 of Andrea Sutcllffe s first withess statement outlined the other
internal and external mechanisms we now have in place since 2016 to share and consider

emerging 'iSSuea or concerns WhiCh iincl'ude:

a. Our two lnternal overSIth groups - the Intelligence Coordination Group (ICG) was
‘ mltlally estabhshed in 2017 and the Intelligence Sharing Hub (ISH) was established in
2022. These groups focus on concerns relating to patient safety which are identified
from a vartety of sources including our regulatory intelligence work, through the ELS
education assuraHCe activity and concerns identified through external inquiries,

reviews and media reports.

b. Being a signatory of the emerging concerns protocol for England which is hosted by
the Care Quality Commission provides a clear mechanism for raising concerns and
ensures a collaborative approach to proposed actions. In the last two years, we have
invoked the protocol and convened a regulatory review panel three times in response

to concerns emerging about maternity services in three NHS Trusts.
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c. Our membership of the National Joint Strategic Oversight Group (NJSOG) and the
National Perinatal Safety and Surveillance Group (NPSSCG) which are both convened
by NHS England

20. Since 2022 ELS has also established four internal regional oversight meetings (ROM) that
bring together teams from across the NMC to share insight or intelligence around providers
as well as themes or topics relevant to the regions. Concerns raised at this meeting can also

be escalated to ISH if appropriate.

21. If we were to receive a similar call today to the one we‘rét:ieived from AK in July 2016, we

would:

a. Raise it at the relevant regional oversight meeﬁngs and escalate the issue to

Intelligence Sharing Hub.

b. Invoke the emerging concerns protocol to have an intelligence sharing discussion with

the system and professional regulators for the North West region.

22. Whilst we think it may be unlikelyithét this would :h'a:ve made a difference to the advice
provided by ELS at the time, due té the 'ivnfof;rmation we fééé:ived at the time from CoCH, these
meetings would have provided more awareness of the emerging concerns and may have
prompted other vor_gahisiét'ivozn:s to contact us if thé’y"h‘ad‘ further information and would have
been an opportunity to share ihtelligence.; Now, supported by our curiosity guidance, we
would also expect that if the same thing‘happ'ened again, we would be given more information
from t_he: féiévant Trust, as bvf(éj\)vdulzd”méke _moré enquiries at that initial stage, especially in

circumstances where what we are being told is very thin, but potentially extremely serious.

23. We received a fitness to practise referral for Alison Kelly on 20 May 2020 and she remained
our contact at CoCH in relation to the Letby case until 19 May 2021. At paragraph 12 (d) we
said that we ‘recqgnise[s] that retaining AK as the contact at [the Hospital] after her own
referral to the NMC is unlikely to have been appropriate’. The Inquiry has asked how our
systems have changed 50 that an individual subject to a referral to us does not remain the

main contact in relation to the issue upon which the ELS is providing advice.

24. In my reflective statement, | outlined changes we have made as a result of our learning and
also stated at paragraph 53(f) that there was one further lesson we had identified where we

had more work to do.

25. We maintain a single point of contact (SPOC) list for every Trust, Health Board and large

private provider in the UK. These SPOCs are contacted by our FtP colleagues to obtain
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information about referrals relating to staff working at their organisation and they are also the
main contact that ELS liaise with to discuss FiP cases relating to their organisatiocns. The
SPOC at an organisation is often the Chief Nurse or Director of Nursing, but sometimes this
responsibility is delegated down the hierarchy. If an FtP referral is received about a SPOC
the screening team will contact ELS to advise on the most appropriate contact within the
organisation for that referral which would normally be the CEO to obtain relevant employer
information. This process is set out in the operational handbook for the screening team and it

was first introduced in September 2020:

‘If the referral is about the NMC point of contact then you must contact their seniors, such
as the CEO. Please contact the Regulation Ady(éo;f 'in: the first instance’.

26. We review the appropriateness of retaining the individual as t}:je”SPOC on a case-by-case
basis. If the FtP referral is serious and may require restrictions of practice or is related to a
linked FtP referral, then we would change them as our main contact. We recognise that this
is an area where we need to further consider oUr'épproa‘cjh.. We have alsd fépognised that we
need to formalise our approach in these situations and we are developing é mechanism for

ensuring that ELS are aware of any fﬁtnéssfiq practise referrals relating to senior leaders.
Correction to Paragraph 13 of our written opening

27.On 3 October 2024, we wrote to the Inquiry to inform them that we had made a drafting error
in our written openzihg:statemem. At paragfaph 13 we listed a number of changes had been
made to ELS ways of working following Letby’s conviction but we clarified that that was not
the _gase:-‘some’ of these chéﬁges Were'imp:l‘eme'hted before that date as we explain below.
We Welcome the opportunity to provide clarity on these points and we apologise for any

confusion this may have caused.
ELS Team Size

28. In our written opening at paragraph 13 (a) we stated that the ELS team had increased in size
from 4 to 12 since Letby"s?conviction. The Inquiry has asked us to clarify when the increases

to the size of ELS took place.

29. During the ELS pilot in 2015 there were two RAs and by the end of 2015 this increased to
four. In April 2016, we recruited two more RAs which meant there were six RAs in total when
we received the initial call from CoCH. The number of RAs increased to eight in January 2018
and then to 12 in November 2019.

Record Keeping
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30. Paragraph 13 (b) states that record keeping has improved to ensure that all ELS interactions
can be recorded. The Inquiry has asked what other improvements, save for the additional

codes that have been introduced, have been made to the ELS’ system of record keeping.

31. There has always been an expectation that all interactions with Trusts are recorded. The

requirements for this in 2016, at the time of the call, are documented in_pages 49-52 of the

Employer Link Service Regulation Adviser Manue,t_!___(g_g‘b(__2915) (HH010) We updated our

LN N
standard operating procedure in February 2021 (HH009) to provide more detail on this

requirement.
ELS Standard QOperating Procedures

32. In paragraph 13 (c) we stated that a standard opetating precedure (SOP) for the ELS advice
line had been created since Letby’s conviction. The Inquiry’s uhderstanding is that this SOP

has been in place since 2021 and has askéd for all copies of the SOP.

33. We cannot locate the original advice line SOP from 20186, as it was superéeded by the 2018
version but there is advice line detail in the 2015 ELS Manual. | provided the current advice

line standard operating procedure as an exhublt to my ﬁrst statement (HHO4).

for completeness (H_H01 1).
Peer Review

35.1n relatlon to paragraph 13 (d) of our wntten openmg where we talk about monthly peer to
peer review sessions of adwce the Inquiry has asked when these were introduced, whether
the adwce prowded by ELS to COCH in 2016 and 2017 was discussed at these sessions and
whether the system of monthty peer to peer reviews has changed since then. The Inquiry has

also asked whether the benchmarkmg process has changed since 2016/2017.

36, Monthlv. beer review meetmgs were introduced in 2016 and had clear terms of reference
| [INQ0108432] |

(l-'IHO'fZ) “T'he advice provided by ELS to COCH in July 2016 was discussed at the peer review

| TINQ0108433] |
to the monthly benchmarking meeting and discussed (page 28" HHO0T13).

37. As | have stated above, since 2016 the ELS team has grown in size so there is now a larger
group of RAs who attend the peer review meetings and the meetings also include
representation from our clinical advisor team, who sit within our fithess to practise team and
also a member of our safeguarding team. Over the last eight years the meetings have naturally

evolved and attendees draw upon their relevant experience and expertise that has
9
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38.

39.

40

41

significantly developed over time. This has strengthened the multi-professional input and

enables effective peer evaluation of advice and decisions.

The Inquiry has also asked whether the advice given to Alison Kelly on 6 July 2016, 29
November 2016, 18 May 2017 and 15 June 2017 was subject to benchmarking and/or peer

review. If so, it has asked what the dates were, what were the outcomes.

The advice given on 6 July 2016 was taken to peer review on 19 August 2016 and to the
benchmarking meeting on 24 August 2016. At the peer review meetings, the RAs peer review
advice and discuss whether the advice provided should be escalated or be supiect fo further
scrutiny at the benchmarking meeting. The outcome of the peer review meetlng“(bﬁl?fg%%qvvas

that it was a ‘potentially really serious situation and the RA‘needed to follow up with AK and

meetlng; ([w§g11q§§§tﬂe}group agreed with the lnmal advice whlch was:
‘Considering the above circumstances, the NMC would need to be advised of both
the trust board decision to repoﬁ to the Poltce and any subsequent action taken by
the Police in relation to thlsmatter | would also recommend another advice call to
take place following confirmation of:any Police action.’

. The engagement on 18 May 2017 and 15 June 2017 did not come via the advice line, they

were calls providing updates and were therefore not automatically subject to peer review or
benchmarking, as :ad\:/:ic;:e line calls would be If, during those calls, further information about
a specific concern had been received that changed the original advice, it would have
autgmatiéé|ly been c:aptured"d:r)_a repor't'pro:c‘!uce'd by the Employer Link Officers in the ELS
tearﬁ._ It also then be referred to the peer review and potential benchmarking processes as
the advice code would have changed from the original advice. Now, there would be ongoing
oversight béyénd the individ,ﬂél RA in any event, as a call such as that made by AK in July
2016 would be ésealated to the Intelligence Sharing Hub and would be reviewed at the next
ISH meeting. If there were still outstanding queries, or further information was awaited by

way of update, then the ISH would consider the case again at further meetings.

Emerging Risks

. In our written opening at paragraph 13 (g) we stated that we are actively involved in

discussions around emerging risks both regionally and nationally. The Inquiry has asked when
we started being involved in these discussions and were NMC colleagues present at regional

quality and oversight groups around July 2016.
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42. When ELS was established, the team was involved in discussions around emerging risks and
issues on a regional and national level and that included a presence at regional oversight
group meetings. As outlined in paragraph 47 of my first statement, we attended a North
Regional Quality Surveillance Group meeting hosted by NHS England on 16 September 2016.
The concerns regarding increased neonatal deaths at CoCH were noted in the meeting pack
for that group meeting. Had the concerns about the increased neonatal death not already
been raised in the meeting pack and at that meeting, that would have presented an opportunity

for us to have raised this with other relevant organisations.

43. Our discussions with regulatory bodies and other stakeholders have also strengthened and
evolved over time and as outlined in Andrea Sutoliffe"s'ﬁrs:t_ witness statement, we have much
closer working relationships with the GMC and CQC (parégraphs 211-214). ELS now has a
RA attached to each region in England and they collaborate w;th the CQC, NHS England
(NHSE), GMC and the HCPC. There are also three RAs allocated to Wales Northern Ireland
and Scotland. In England, the RAs attend meetings in:each region chaired by NHSE and
areas of concern and emergmg lntelllgence are dtscussed at these mee’tmgs We attend
similar forums in the devolved nations. The Integrated Care Systems also hold quality

oversight meetings which our RAs attend where relevant concerns are discussed.
Culture of curiosity .

44. In our oral opening; having listened to CounSei to the Inquiry’s opening, we included reference

to our rec?ntlsol &%gjshed gmdance on our culture of cunosﬂy and we have exhibited that

appﬁes to pre- referral adwce prowded by ELS and if not, why not. The Inquiry has also asked
how ‘[hIS gwdance is bemg |mplemented in practice.

45. The guidance' was published on 30 August 2024 to address learnings we identified by
engaging with fémilies involved in the second Ockenden Maternity Review, on the Nottingham
University Hospitals NHS Trtist‘s maternity services. As we explained in our oral opening, the
guidance promotes andﬂérﬁphasises the need for a culture of curiosity in our fithess to practise
investigations, from first contact with us. The sentiment of the guidance is not new, in terms
of what is required in our colleagues’ approach to potential fithess to practise concerns.
Rather, the guidance aims, for the first time, to pull together in one place how we approach
enquiries and investigations, spells out why a culture of curiosity is important, and outlines the

risks when we are not curious.
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46. The term ‘culture of curiosity’ was not used in our guidance prior to August 2024 but our view
was always that the new guidance helpfully articulated and made explicit an approach to our
work which was already in place, in line with Fitness to Practise Principle 1 which commits us
to a “person-centred approach to fitness to practise” where we “listen to what people receiving
care, their families and loved ones tell us about their experiences so that we can understand
what the regulatory concerns about nurses, midwives and nursing associates might be and

are better placed to act on those concerns”.

47. Ourintention is that the guidance will ensure that those receiving fithess to practise concerns
will scrutinise more closely the information they are being told and the conclusions reached
by others before we decide whether or not to lnvest_';gele.‘ :W__e further hope that it encourages
staff to consider if there are other reasonable and 'proportlonate investigative steps that we

should take to clarify what has happened. : -

48. To make sure all colleagues are aware of this guidance we are sdclalising this internally
through internal training, discussions at teal“ni‘_ meeli:ngs, internal heWsletters and by
dissemination of learning materials across the NMC. Subject matter experts have made

themselves available to answer ahyi:questiens_arising éhdiattend meetings with colleagues.

49. The curiosity gwdance applles to all colleagues across the NMGC, including ELS who were one
of the teams that provided feedback on the new gmdance When it was in development. This
guidance is partlcularly relevant to NMC colleagues involved in dealing with any concerns
raised WIth us, whether this |s an advuce call prtor to a referral being made, at the point of
referral, screening or mvestlgatlon To make this clear, we are planning, by the end of 2024,
to adjust the Ianguage at the start of the new guidance to clarify that the guidance applies to

all NMC colleagues and notjust people working in fitness to practise teams.

50. For example, When colleagues take a call from a concerned member of the public, registrant
or employer, they» will listen to the person raising a concern and consider if it is necessary for
the NMC to make fudher'_en:quiries. We can reach out to the relevant Trust and ask to see
relevant internal report‘s” o‘vr other evidence that could help us understand the severity of the
concerns raised and if a referral needs to be made. We may also escalate concerns with
other professional or systems regulators, by, as detailed above, involving the emerging
concerns protocol. Where concerns that are most serious in nature are raised, we will take a

more proactive approach to examine and explore what we are told.

51. We are aware that members of the ELS team expressed the view that the culture of curiosity

guidance focussed on referrals, whereas actually it relates to all teams, from those receiving
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a concern to the end of our regulatory process. This has been clarified to the entire ELS team
by meeting with them to address those concerns. They have also been asked to complete
training on curiosity, which has been introduced following the publication of the curiosity
guidance. We are also planning to amend the introductory wording of the ELS SOP to identify

and highlight that the curiosity guidance is integral to all discussions with employers.

52. The NMC welcomes the investigation undertaken by the Inquiry and will continue to learn
lessons and cooperate with any recommendations made. The NMC will ensure that we
continue to actively engage with other organisations to effectively deliver our role in protecting

the public.

Statement of Truth

| believe that the facts stated in this witness bsta'tement are true. | understand that proceedings
may be brought against anyone who makes, or causes to be made, a false statement in a

document verified by a statement of truth Wlthout an hcnest belief in its truth.

Personal Data

Dated: 7 November 2024.
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