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1.  Purpose 

 

This paper provides a briefing on the serious untoward incident that occurred on 6 May 2009 in 
Watford General Hospital. 
 

2.  Background 
 
In the early hours of the morning of 6 May 2009 staff on level 3 of the Acute Admissions Unit 
discovered a dead body in one of the assisted bathrooms and escalated this discovery 
appropriately to the relevant senior mangers and the police. 
 
Following investigation it was discovered that the body was that of a young man who was later 
identified as JH.  Details of this incident were inaccurately reported in the national and local 
media the following day suggesting that JH was an inpatient at the time.  Regrettably this 
partially incorrect information provided to the media came from an unknown source within the 
Trust, breaching patient confidentiality and adding to the stress of a difficult situation.  JH had in 
fact discharged himself against medical advice from level 1 of the AAU on 2 May.    The Trust 
did provide appropriate information to the press immediately after the event and subsequently 
as more details emerged.  The West Hertfordshire Primary Care Trust and the East of England 
Strategic Health Authority were informed in line with agreed policy.  I made personal phone 
calls to the local MPs and the Mayor of Watford to brief them on the incident. 
 
This tragic incident is being thoroughly investigated by the police and a full internal investigation 
is under way.  The Health and Safety Executive have visited the Trust to review the 
circumstances of the incident.  They have indicated that there were no fundamental issues 
arising from the case from their perspective although they will be making some observations for 
us to consider in due course.  Actions taken by members of staff to escalate the incident were 
in line with Trust policy and were undertaken with speed and professionalism. 

 

3.  Current Position 
 
As a result of the initial review the following immediate steps have been undertaken: 
 

• A review of the door entry system on level 1 has been undertaken and additional door 
tagging is being implemented to further restrict the entry into the ward areas other than 
by use of swipe cards for staff or by reception staff opening the doors 

 

• Visitors are being asked to sign in to the unit and identify which patient they are visiting 
 

• A Trust wide review of security had begun before this incident occurred however a more 
immediate review is being conducted in the light of the incident, which will report to the 



Chief Executive by the end of the month.  This will be led by Stephen Lloyd, Director of 
Estates and Facilities and feed into the outcome of the wider review 

 

• All staff involved in the incident have been offered access to counselling and support 
services 

 
4.  Recommendation 
 
The Board is asked to note the current position. 
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