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Agenda Item: 113/10 

 
Public Board Meeting -   29 July 2010  
 
Report on Airedale Report 

 
Presented by:   Natalie Forrest, Director of Nursing & Patients’ 
Champion 

 

1. Purpose  
 
1.1 This paper is to assure the Board that practice at West Hertfordshire 

Hospitals NHS Trust has been reviewed in light of the recommendations from 
this report. 

 

2 Summary 
 
2.1 Although this incident occurred in 2004. There was a significant delay in a full 

inquiry being set up.  The report was issued to the Strategic Health Authority 
in June 2010. 

 
Key issues to note: 
 The report is very much focused on an individuals practice however the 

inquiry demonstrated that the Trust in which the nurse worked did not have 
the governance systems in place to ensure that unlawful practice could not 
take place. 

 

3.  Recommendation 
 

This report details a review of the trust processes against the national 
recommendations made by the review.  The review recommends that all non medical 
prescribers become accountable to the chief pharmacist as well as the DoN. 
 

 
 
 
 
 
 
Natalie Forrest 
Director of Nursing & Patients’ Champion 
July 2010  
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Executive Summary 
 
 
Background 
 
1. In 2004 Sister Grigg Booth was charged with 3 offences of murder, one offence 

of attempted murder and 13 offences of administering noxious substances with 
intent to cause grievous bodily harm or harm.  The victims of the alleged offences 
were patients at Airedale NHS Trust where Sister Grigg Booth had worked as a 
Night Sister for over a quarter of a century.  Her case was listed for hearing in the 
Crown Court in April 2006.  She died on 29 August 2005. 
 

2. This Inquiry was set up in 2009, 4 years after her death and 7 years after the 
most recent of the incidents under consideration.  The delay was regrettable. 
 

3. There is no substitute for reading the report.  However, the purpose of this paper 
is to assure the Board that practice at West Hertfordshire Hospitals NHS Trust 
has been reviewed in light of the recommendations from this report. 
 
Anne Grigg Booth 
 

4. Sister Grigg Booth was not a Beverly Allitt or a Colin Norris in that her actions 
were almost entirely open.  She recorded what she was doing in clinical records, 
prescription charts, notes.  We think it unlikely that she deliberately set out to 
harm patients.  She was utterly convinced of her own clinical prowess; we have 
no doubt that on occasions she went well beyond the boundaries of acceptable 
nursing practice at that time and beyond the boundaries of her own clinical 
understanding.  We are satisfied that she acted unlawfully from time to time. 
 

5. Some staff in the hospital thought her intimidating, others considered her a bully.  
Almost without exception medical and nursing colleagues recognised that she 
was a hard working, experienced and caring nurse who could be relied on in a 
crisis.  We believe she enjoyed that reputation, and the fact that at night she was 
effectively in charge of the hospital. 

 
National Recommendations 
 
6.  When the scope of healthcare professionals’ roles are extended to incorporate 
new responsibilities that impact on patient career eg nurse prescribing, NHS 
organisations should ensure: 
 

i) that clear lines of responsibility are in place; 
ii) that training and development plans are fit for purpose; 
iii) that there is appropriate evaluation of the effectiveness of the role within 

the organisation; and 
iv) that there is effective dialogue and engagement with patients, carers and 

the public 
 
The current position within the Trust in respect of the above national 
recommendations is: 
 

i) All Non Medical Prescribers are professionally accountable to the Director 
of Nursing. A list of non medical prescribers is maintained by the 
Pharmacy Department and a copy held by the Director of Nursing. 
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ii) Medicines Management is an integral part of Trust Induction for clinical 
staff, providing an overview of the Trust Medicines Management Policy for 
healthcare professionals with responsibility for medicines management. 
Registered nurses are expected to complete a drug assessment as part of 
their local induction to the clinical area prior to administering medicines.  
There is a specific training programme and competency assessment for 
staff required to administer intravenous drugs.   

 
iii) Support to become a non medical prescriber is through appropriate role 

evaluation and clinical and managerial sponsorship. 
 

iv) There are many examples available that demonstrate the Trust’s 
compliance with this recommendation; use of the Being Open Policy, 
establishment of the Patient & Public Involvement & Experience Group 
and a committed Patient Panel.     

 
7. Governance systems in NHS provider organisations need to be designed to reflect 
Boards’ 24 hour a day responsibility for all areas of service delivery. 
 
Compliance with this recommendation can be demonstrated by the use of Datix, an 
electronic reporting system that is available and accessible to staff Trust wide 24 
hours a day, to record incidents and the participation of the executive team on the on 
call rota 24 hours a day.             

 
Conclusion 
This report provides assurance that the Trust processes compared to the national 
recommendations made by the review are sufficient at this stage.  There is a need for all non 
medical prescribers to become accountable to the Chief Pharmacist as well as the Director of 
Nursing and this action will be progressed accordingly. 

 
Natalie Forrest 
Director of Nursing & Patients’ Champion 
July 2010 

 
 


