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TRUST BOARD MEETING – 27 May 2010 
 

 
Title of the Paper: 

 
Inquiry into Mid Staffs - The Francis report  

 
Agenda item: 

 
65/10 

 
Author: 

 
Colin Johnston, Medical Director and Director of Patient 
Safety 

 
Trust Objective: 

 
Patient Safety  

Key issues 
 

• To reflect on the work undertaken and the discussions that have taken place across 
the Trust on the report into Mid Staffordshire Hospitals NHS Foundation Trust by 
Robert Francis QC. 

 

Purpose 
The paper provides a summary of the analysis that has bee undertaken across the Trust in 
respect of some of the key issues highlighted in the Mid Staffordshire report and indicates the 
position within West Hertfordshire and areas where action is needed. 

Risk Implications for the Trust(including 
any clinical and financial consequences): 

 

Mitigating Actions (Controls): 
 
 The Board fails consider and address the 

recommendations and concerns raised in the 
report 

Actions outlined in the reports to address the 
specific issues relevant to the Trust 

Level of Assurance that can be given to the Trust Board from the report [significant, 

sufficient, limited, none]: 
 
Sufficient 
 
 Links to Key Line of Enquiry (KLOE 1 -  5) 
 
N/A 

Legal Implications: 
 
None 

Recommendation to the Trust Board: 
The Trust Board members are asked to: 
 

• Receive and note this paper 
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Agenda No. 65 /10 

 
 
Public Trust Board 27 May 2010 
 
INDEPENDENT INQUIRY INTO CARE PROVIDED BY MID  STAFFORDSHIRE 
NHS FOUNDATION TRUST  (‘THE FRANCIS INQUIRY’) 
 
Presented by: Colin Johnston, Medical Director & Director of Patient Safety 
 

Background 
 
The Board received a paper at its meeting in March on the report published on 24 
February 2010, of the Independent Inquiry into care provided by Mid Staffordshire NHS 
Foundation Trust January 2005/March 2009 Chaired by Robert Francis QC. This was 
followed up with a more in depth discussion of the issues arising in the report at the 
development session on 29 April.   
 
As a reminder the Inquiry reported on the following areas: 
 

• The patient experience 
• The culture of the Trust; 
• The experiences and perceptions of staff; 
• The management of significant issues; 
• Governance; 
• The Board; 
• Mortality statistics; 
• External organisations; 
• Conclusions and recommendations. 

 
This paper provides details of where the Inquiry report has been discussed, the reports 
that have been produced in response to the issues raised and the actions that are either 
being taken on considered. 

 

Action to date 
 
At its meeting in March the Board were advised that discussions would take place 
across the Trust reviewing the outcome of the Inquiry and considering the implications 
for our own delivery of services.  There have been extensive discussions in a variety of 
meetings since March and a number of reports prepared focussing on some of the key 
aspects of the Inquiry.  These reports are attached as appendices and have been 
discussed in some detail in the following groups/committees, with the exception of the 
one on complaints: 
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• Clinical Policy and Practice (CPOP) 

• Clinical Quality Committee (CQuaC) 

• Integrated Risk and Governance Committee (IRGC) 

• Nursing and Midwifery Strategy Group 
 
Additionally there have been discussions in training sessions on complaints, Divisional 
team meetings, clinical governance sessions and Divisional Board meetings. 
 
Since the last Board report a number of colleagues have reviewed the Mid Staffordshire 
report and produced papers specific to some of the key issues highlighted in the report.  
These are attached as appendices A to C.  Appendix A summarises the key medical 
issues, appendix B the nursing issues and appendix C issues arising from complaints. 
 
Many of the issues raised in the Inquiry related to the care and practice provided by 
nursing staff.  The Acting Director of Nursing prepared the report at appendix B which 
was discussed in some detail at the CQuaC meeting on 13 May (attached as Appendix 
D).  Whilst some of the recommended actions arising from this report will be 
implemented straight away, the Committee felt that others needed further consideration 
before they could be taken forward.  The Committee agreed to provide a focus for 
monitoring the progress with the implementation of the recommendations.  A summary 
of the discussion from IRGC will be presented at the Board meeting. 
 
At its meeting on 29 April CPOP reviewed the summary report presented at appendix A.  
Clinical Policy and Practice indicated that whilst there were issues within the Trust that 
could be considered similar to the failings in Mid Staffordshire it was felt that because of 
the organisational structures in place to monitor and review these there was not the 
same institutional acceptance of the failings that appeared to be the case at Mid 
Staffordshire.  CPOP acknowledged that greater emphasis was needed on effective 
communication, which was highlighted in the Mid Staffordshire report as contributing to 
the overall disconnection between clinical staff and management. 
 
The complaints report (appendix C) provides a summary of the key issues raised in the 
Inquiry in respect of the patient experience and indicates which of the issues have also 
been the subject of complaints within West Hertfordshire.  Picking up on the section in 
the Inquiry which reviewed the arrangements for complaints management within the 
Inquiry the report identifies where changes could be made to local processes and 
practice to further strengthen the current arrangements for handling complaints.   

 
 

Conclusions 
 
The Trust Board is asked to note the content of the appendices to this report and the 
specific actions identified in them. 
 
 
 
Colin Johnston 
Medical Director 
May 2010 
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Appendix A 
 

Medical Directors Synopsis on Mid Staffordshire Report for CPOP 
 

 
Whilst the actions of medical staff are not highly prominent within the report it is 
clear there was a dysfunctional relationship between medical staff and Trust 
management and also on some occasions between medical staff themselves.  It 
is essential for a well performing hospital that medical staff are integral not only 
into the delivery of patient care but also the running of the hospital and there 
needs to be good professional relationships between clinical teams and clinical 
managers.  Whilst I believe our organisation is reasonably strong in this regard 
there is no cause for complacency. 
 
PATIENT EXPERIENCE 
Many of the aspects of comprising patient experience within the report are being 
presented to CQUAC by colleagues.  I have also attached a brief resume of the 
areas in diagnosis and treatment that I think are important. 
 
COMMUNICATION 
It is clear from the external surveys done within our organisation for inpatient and 
outpatient care that medical staff do need to improve particularly in their 
communication skills.  This does need to be pursued via better training through 
the postgraduate medical centre for trainees, but also provision of a more 
supportive environment e.g. indicating how patients and relatives can contact 
medical staff for inpatients and encouraging outpatients to write down questions 
to ask in the clinic.  We do need to address the recent examples where there 
have been unacceptable delays completing death certificates.   
 
WARD CARE 
Many of the other issues regarding patient experience particularly food and 
hygiene, pressure areas, etc would benefit from the input of medical staff as a 
part of the ward team to ensure this care is received or raise concerns if not.   
 
DISCHARGE PLANNING 
Discharge arrangements are highlighted and it is important to keep these 
concerns highlighted as the pressure for rapid discharge increases which is not 
an excuse for inappropriate discharge, but we do need to ensure appropriate 
discharge arrangements.  Patients need to have dates of discharge planned 
appropriately and have adequate medical input into the ward care to ensure that 
it is being completed in a timely fashion.  It will also include involvement with 
adult care services and provider services which is underway.  The report 
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highlights the importance of multidisciplinary meetings in all wards caring for 
acutely and elderly people and we do need to ensure that these happen on all 
the medical wards and that there is appropriate medical input. 
 
THE CULTURE OF THE TRUST 
Concerns were raised about bullying, disengagement, the preoccupation with 
targets, a lack of openness, the acceptance of poor conduct, failure to respond 
appropriately to external or internal assessments and an overall sense of denial.  
I think we can probably all cite examples of this within our organisation but 
hopefully they are isolated and certainly not of the norm.  It is important to 
develop a sense of openness and support where staff with concerns are able to 
raise them without fear of prejudice knowing that they will be appropriately 
investigated and where necessary action taken. 
 
EXPERIENCES AND PERCEPTIONS OF STAFF 
EAU equates to AAU and I suspect many of the comments could also be applied 
to the AAU which is a highly pressurised environment.  I think we can look 
positively to the 100 day review and the more recent external review as well as 
other external data to make an assurance that the overall quality of care has not 
declined since this opening although there is clearly still much to do to improve 
some aspects of the quality of care and the patient experience particularly in 
relation to staffing both medical and nursing, patient assessment, correct patient 
care particularly with prolonged admission and handover. 
 
GOVERNANCE 
I think we have built up a much a stronger governance structure within our 
organisation.  We have ensured that the Medical Director has direct responsibility 
for clinical governance.  We have a clear structure with departmental meetings 
linking to divisional feeding to corporate (CQUAC) although there are still issues 
of engagement and attendance which hopefully can be improved via the 
appraisal process.  The Standards Executive is a good monitor of governance 
issues within the division although perhaps still needing refinement as a two-way 
process.  I think the Board can be more reassured particularly with the inception 
of the Integrated Risk and Governance Committee, chaired by a Non-Executive 
Director, that is getting appropriate feedback. 
 
AUDIT 
I think the criticisms that applied to audit at Mid Staffs could have applied to our 
organisation but less so.  We have now ensured that clinical audit is a part of the 
governance team and process.  We also have in place good links between 
clinical audit and the clinical divisions.  Although there is a tension between what 
the divisions might wish to do, especially externally driven, and the capacity for 
audit to deliver. 
 
SUI 



Page 7 of 18 

I think there is still uncertainty as to what can be classified as an SUI, however 
we do seem to have a good process for investigation. 
 
WHISTLE BLOWING/DISCIPLINE 
Unfortunately these two seem to have been linked at Mid Staffs.  It is important 
that disciplinary matters are investigated promptly and appropriately and I think 
we have good evidence that is the case led by the Associate Director with 
support from the Medical Director.  We also need to encourage a climate where 
physicians with genuine concerns can raise them without fear of reprisal.  I think 
the current mechanisms internally should be sufficient although I do have 
concerns regarding externally with a particular recent precedent in a report to a 
coroner.  We should not condone the organisation in particular the Medical 
Director trying to coerce colleagues into changing the content of reports 
inappropriately, but we do need to ensure that colleagues communicating 
externally particularly with legal bodies such as Coroners Courts are providing 
accurate reports appropriate to their expertise.  I think we do need to have a 
process whereby the Medical Director is aware of any such critical reports and to 
ensure that the report does meet the necessary criteria.  Part of this can be met 
by the policy with the media, but I think issues regarding Coroners Courts 
probably require a specific policy and this will be pursued with David McNeil. 
 
DYSFUNCTIONAL DEPARTMENTS 
It is clear that there were examples of this in Mid Staffordshire and almost 
certainly examples in every organisation.  These are usually not easy to resolve, 
are often particularly difficult for a clinical director who may not be able to provide 
the objectivity required.  It is important that these issues can be raised by the 
divisional directors and brought to the attention of the Medical Director and his 
associate.  I believe we have such a relationship with the clinical body at the 
moment. 
 
I also think overall we can be reasonably satisfied with our levels of clinical 
engagement.  We have a committed group of clinical managers who are meeting 
with the Executive at fairly regular intervals in different places.  Although the 
clinical managers are not accountable to the Medical Director the Medical 
Director can act as a useful link when differences or difficulties may occur in 
relationships with the Executive.  Again there is no cause for complacency and I 
do think we need to ensure that the wider consultant body is engaged within that 
process particularly at their own departmental level.  The MSC still seems to be 
struggling as a means of achieving the consultants voice and we do need to 
continue to review ways that we can improve communication and this process of 
two-way communication. 
 
MORTALITY RATIO 
We can be very pleased but not complacent that our ratios are coming down, the 
discrepancy between CHKS and Dr Foster in terms of HSMR should be resolved 
under guidance from the Department of Health.  We are developing closer links 
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between CHKS and the divisions to analyse their data in more detail and we do 
analyse the CHKS report extensively to the point of looking at specific 
departmental mortality or morbidity figures to search for any adverse trends. 
 
IN CONCLUSION 
There is much within the Mid Staffordshire report that must have resonance with most 
clinical staff who have been working in our organisation.  I think we can reasonably be 
reassured that such incidents are not currently happening to any large degree, but there 
can be no cause for complacency particularly in relation to the implementation of cuts.  It 
is going to be essential that clinicians are involved in the savings plans – The Big Ask – 
to ensure that a) ideally they are promoting the plans themselves in the knowledge that 
they can provide effective more cost effective care and also b) where plans are 
suggested by others that they are not going to have a detrimental effect on any of the 
criteria for the quality of care.   
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Appendix B 
Nursing Synopsis on Mid Staffordshire Report 

 
 
The Francis Report (2010) makes significant and repeated reference to the nursing 
care provided at Mid Staffordshire Hospitals NHS Trust as care that ‘often fell far 
below an acceptable standard’. The areas of care were all deemed basic and 
fundamental, many of which are included in the Essence of Care; a benchmarking 
tool launched by the Department of Health in February 2001 to address the 
unacceptable variations in quality of care being delivered nationally.  

 
The elements of care that were investigated in detail were: 

 
1. Continence, bladder and bowel care (EoC) 
2. Safety (EoC) 
3. Personal and oral hygiene (EoC) 
4. Nutrition and hydration (EoC) 
5. Pressure area care (EoC) 
6. Cleanliness and infection control 
7. Privacy & dignity (EoC) 
8. Record keeping (EoC) 
9. Diagnosis and treatment 
10. Communication (EoC) 
11. Discharge management 

 
Of these 11 elements of care 8 are included in the Essence of Care (EoC) 
benchmarking tool that was launched some nine years previously, to address poor 
practice. 
 
In order to assure ourselves that the quality of care delivered at West Herts Trust 
is not of a comparable poor standard to that identified at Mid Staffordshire a 
number of senior nursing and medical staff within the Trust was asked to review 
the Francis Report and draw direct comparisons between the two organisations. 
 
A meeting was held with the Chief Executive, Medical Director and Acting Director 
of Nursing to discuss the results of the review.  
This paper is a summary of the review meeting and details the areas of concern for 
the Trust, with the exception of diagnosis and treatment; this was covered by the 
Medical Directors Report (March 2010).  
 
 
Continence, bladder and bowel care 
Continence care can be seen as a marker of the quality of care provided in an 
institution. The Mid-Staffordshire Inquiry heard significant concerns in this category 
with particular issues that calls for assistance to use the bed-pan or the toilet were 
not responded to and there was an uncaring attitude of some of the nursing staff, 
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which resulted in loss of dignity and suffering for patients. In addition a lack of 
training in continence care was also identified 

 
WHHT is comparable to Mid Staffordshire in so far as the reality for many of the frail, 
elderly patients is that their calls for assistance with toileting and needs for regular 
toileting are not met and care plans available are not followed through despite policies 
and processes as above which are in place. 
The explanation for lack of regular toileting is usually given as lack of nursing staff 
availability. There remain unfilled vacancies in the nursing establishment and some 
areas where it is felt that this nursing establishment itself should be increased to cope 
with patient case mix. This issue of recruitment and retainment of nursing staff is of 
major impact on the shop floor. 
 
With respect to training in continence care: this is available at WHHT. However the issue 
has been poor attendance due to staff being pulled back into ward duties to make up the 
numbers on the shop floor. Additionally, 12 hour shift patterns of work of nursing staff 
has had a negative impact on training as there is now no longer the 12pm-1pm overlap 
between nursing shifts where there are larger numbers of staff available for in-situ 
training.  

 
In order to address this concern the following actions are recommended: 

 

• Review of 12 hour shift pattern 

• Raise awareness of referral to Medical Continence Service (established with 
Consultant and Nurse Specialist in post) 

• Improve use of Bladder scanners that are now available throughout the medical 
wards and AAU. 

• Reinforce use of Care Plans and Continence Policy through use of bedside 
handover 

  
Safety 
 
In his report High Quality Care for all, Lord Darzi states continuously improving patient 
safety should be at the top of the healthcare agenda for the 21st Century – Safety is the 
responsibility of all staff clinical and non-clinical. The Department of Health report Safety 
First (2006) found that ,  NHS Trusts that have evaluated the cost of patient safety 
incidents had estimated the cost from £88,000 - £400,00 per year, money that could be 
saved if patient safety is improved. 
The area of concern highlighted at Mid Staffordshire Trust was the incidence of falls, 
some of which led to serious injury and many of which were unobserved by staff and not 
reported to relatives. A number of patients had repeated falls due to a lack of 
precautions being taken after the first fall. The quality of incident reporting and 
documentation in the patient’s records was also very poor.   
 
The comparison between Mid Staffordshire and WHHT has identified some areas 
of comparable practice; failure to inform relatives and record/report incident and 
lack of staff to maintain close observation of high risk patients. 
 
 In order to address this concern the following actions are recommended: 
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• Need to consider developing guidelines on reporting of fractures prior and during 
admission under SAFA procedure 

• Review of staffing levels and skill mix to ensure ward establishments have been 
set at safe level and there is budget provision for 1 to 1 care if required 

• Proactive outcomes from Multidisciplinary falls group and monthly clinical 
indicator reports 

• Prompt box to be added to Datix form to ensure staff remember to inform family 
of any clinical incident at time it occurs 

 
 

Personal and oral hygiene 
 
The essence of care benchmark for personal and oral hygiene is that patients personal 
and oral hygiene needs are met according to their individual and clinical needs. The 
needs of each individual should be regularly assessed. In Mid Staffordshire this need 
was consistently not met with reports of relatives feeling obliged to provide care for fear 
that their relatives would be left unwashed and their hair and oral hygiene needs unmet 
or equally worrying that the standard of hygiene practice provided being of a very poor 
standard whereby razors and wash bowls were shared between patients. 
 
The only area of practice identified at West Herts Trust as being comparable to Mid 
Staffs is oral hygiene due to the inconsistent application and assessment of patient’s 
needs. 
     
In order to address this concern the following actions are recommended: 

 

• Review oral hygiene care plan and adapt as required to improve guidance and 
practice  

• Re audit oral hygiene practice Trust wide as part of the Quality Assessment 
process in September 2010 (last audited March 2010) 

 
 
Nutrition and hydration 

 

The provision of appropriate food and drink must be one of the most basic and 

fundamental responsibilities of a hospital and its staff. As with all other aspects of basic 

care, patients are often unable to provide for themselves as they would be able to do in 

the community.  
 
The deficiencies identified at Mid Staffordshire were not confined to one ward or one 
period of time. Often, matters would have been worse had it not been for remedial action 
taken by relatives and other visitors. While there is nothing wrong in principle in visitors 
being asked to contribute to care if they are willing and able to do so, the provision of 
services in a hospital should not be on the assumption that such help will be available. 
What has been shown to this Inquiry is more than can be explained by the personal 
failings of a few members of staff. 
 
Nutrition and hydration practice at West Herts Trust compared to Mid Staffs is better but 
there is still much room for improvement, particularly in some clinical areas. The key 
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areas identified are better adherence with the Protected Mealtime initiative by clinical 
staff and departments, provision of sufficient beverages at identified intervals throughout 
the day and better monitoring of patient’s food intake and suitability of the food provided 
for patients on special diets.    

In order to address these concerns the following actions are recommended: 

 

• Introduce a universal warning system for patients with a special need (allergy, 
special diet, monitoring required etc) that all staff can recognise and respond to 

• Improve record keeping through review of records at bedside handover 

• Reinforce Protected Mealtime initiative and address non compliant 
staff/departments through formal discussion and negotiation  

 
Pressure area care 
 
It is acknowledged that the incidence of hospital-acquired pressure ulcers is a formally 
recognised concern to the Trust where strategies are already in place to address 
shortfalls in care provision. In the main our standards of pressure area management is 
better than Mid Staffordshire but only nominally so.  In some areas, as detailed below, 
as a benchmark we would be comparable in practice, but our processes and frameworks 
already in place to improve practice is better than the findings of the Francis report. 
 
The key areas of concern are the failure of staff to complete accurate and timely risk 
assessments on patient’s being admitted to the Trust or transferred between wards and 
departments, lack of appropriate action to address the risk of pressure damage once 
identified and lack of appropriate equipment to manage the patients at risk. 
 
In order to address these concerns the following actions are recommended: 
 

• Review nursing establishments in wards were high incidence of hospital acquired 
pressure damage reported 

• Investment in pressure relieving equipment appropriate to the needs of patients 

• Financial support for the proposed mattress replacement programme business 
case(s)  

    
 
Cleanliness and infection control 
 
Patients and families remarked that there was a lack of cleanliness throughout Mid 
Staffordshire Trust, poor hand hygiene practice, an absence of systemic and 
effective cleaning with rooms not cleaned after patients with C.difficile had 
vacated. 
 
At West Herts Trust rates of C.diff and MRSA Bacteraemia have reduced significantly 
year on year. C.difficile inpatient rates decreased from 403 in 2007-2008 to 63 in 2008-
2009 and 57 for 2009-2010.  MRSA Bacteraemia rates have dropped from 37 in 2007-
2008 to 13 in 2008-2009 and 7 in 2009-2010.   
 
The reduction in infection rates and improved infection control practice is considered to 
be largely in part to the infection control team walkabouts, education and training, hand 
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hygiene and other audits, Think Clean week and ‘Clean your hands’ Campaign.  Due to 
the reduction in infection rates, complaints reported to the Trust have substantially 
dropped; all complaints have input from the infection control team.  
 
At present there are no specific actions deemed necessary for cleanliness and infection 
control other than to maintain the high profile, presence and input of the Infection Control 
team across the Trust.   
   

 
Privacy & dignity 
 
Privacy & Dignity are perhaps the most fundamental rights any patient is entitled to 
have respected in hospital. Respect for dignity must be a priority of care and must 
be at the forefront of clinicians’ minds. Many patients about whom the Francis 
Report referred to were confused or suffering from dementia and it can be argued 
that such vulnerable patients are entitled to greater protection as they are unable 
to protect themselves. 
 
The lack of dignity and respect afforded to patient’s at Mid Staffordshire ranged 
from the attitude of staff towards patients and relatives and the way in which 
patient’s were handled to the complete disregard for their dignity when using 
commodes or being left in bed exposed to passers by. 
 
The similarities identified at West Herts focus on the lack of responsive to patient’s 
call bells when they have called for the commode or bed pan and when the 
patients are seeking assistance to be taken back to their bed from the toilet or off 
the commode. The other area of concern that is comparable is the rude attitude of 
some staff towards patients and relatives. 
 
In order to address these concerns the following actions are recommended: 
 

• Snapshot audit of staff response to call bells to be undertaken as part of 
Dementia Audit  

• Improve calibre of clinical leaders through role modelling and development 

• Increase visibility of senior nurses and managers across clinical areas to 
demonstrate exemplary leadership behaviours and address poor attitude of staff 
‘on the spot’   

 
 

Record keeping 
 
The Francis report identified a number of deficiencies in note keeping at Mid 
Staffordshire that were deemed to be too frequent to be attributable to isolated 
poor practice of individuals. Although the Trust had standard documentation it was 
not completed fully or consistently leading to gaps in records that put patients at 
further risk of unsafe care. 
 
A recent audit of nursing records at West Herts Trust, completed as part of the 
Quality Assessment tool; patients benefit from records that demonstrate effective 
communications which support and inform high quality care, revealed generally 
good results overall but some clinical  areas need to improve. A Trust wide issue 



Page 14 of 18 

was identified in that staff did not consistently identify themselves clearly when 
making entries in the nursing records (best practice is signature, print name, date 
and time of entry).   

 
In order to address this concern the following action is recommended: 
 

• Issue reported through Nursing & Midwifery Strategy and Matrons Meeting for 
immediate action and improvement 

• Re audit of high risk areas within 6 weeks and Trust wide in September 2010  
 
 

Communication 
 
It is the very essence of modern medical care that it is provided in partnership with the 
patient. This requires a continual professional conversation with the patient and those 
authorised by his or her to receive treatment information. Communication in hospital is 
not a one way process. It is vital that patients and relatives are listened to as it is for 
hospital staff to provide information. 
 
The quality of communication described at Mid Staffordshire fell far short of this 
standard. In many accounts patients reported that the only person to engage in 
conversation with them was the cleaner. There was a lack of compassion and 
information for patients and relatives, who felt that staff did not care about them as 
individuals or the concerns and worries they may be experiencing due to their illness.   

 
The Trust Quality Assessment tool (QuAT) measured the level to which patients 
and carers experience effective communication, sensitive to their individual needs 
and preferences, which promote high quality care for the patient. The results 
identified two key areas for improvement that were comparable to the poor 
standards reported at Mid Staffordshire; failure to communicate between staff and 
a lack of information, engagement and involvement in decisions about care with 
patients. These findings are similar to those reported by the West Herts Trust 
Medical Director in March 2010.  
 
In order to address these concerns the following actions are recommended: 
 

• Review ward rounds as part of Productive ward process module to achieve 
consistency in quality and regularity 

• Promote good practice of some areas that have sister’s surgeries – protected 
time to meet relatives to discuss concerns and plans of care 

• Adopt a multi professional approach to the RCA (Root Cause Analysis) process 
for complaints and incidents  

• Promote bedside handover involving the patient and using the nursing 
documentation to inform discussion 

• Re audit as part of Quality Assessment Tool in September 2010 

• Review organisation of care in wards 

• Improve communication (written and verbal) on transfer of patients. 
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Discharge management 
 
The issues relating to discharge management identified in the Francis report focused on 
discharge from A&E without appropriate diagnosis or management, premature discharge 
from wards (home without diagnosis or alleviation of symptoms), protracted discharge 
processes (includes comments re discharge lounge i.e. needs to be in area to cater for 
patients’ needs and staffed by clinical staff; transport & TTAs), failure to communicate 
arrangements to patients and their families, discharge at an inappropriate time or in an 
inappropriate condition and failure to ensure adequate support. 
 
There are on average 500 discharges each week from Watford Hospital; most go well, 
but some patients do not consider this a positive experience, as shown in feedback from 
the patient survey.  Similar scenarios as detailed in examples from the Mid Staffordshire 
inquiry have happened at the Trust, however, a lot of work to improve the discharge 
process has taken place in recent years, for example: 
 

• Improved communication and information for patients on discharge 

• Re-location of discharge lounge to purpose built accommodation 

• PALS follow-up calls to monitor discharge process   

• Improved interagency working with colleagues in primary and community care and in 
social services 

 
Despite this work it is felt that a number of areas of discharge at the Trust are 
comparable to Mid Staffordshire, most notably discharge from A&E without appropriate 
diagnosis, delays for TTA’s and delay for transport. 
 
 
In order to address these concerns the following actions are recommended: 
 

• Continue to monitor the waiting times for TTA’s with Chief Pharmacist through 
Patient Experience Group, currently chaired by Chief Executive 

•  Continue present review and teaching arrangements and ensure all systemic 
issues are addressed 

• Undertake an audit of response times to requests for transport to quantify scale 
of problem as reported issues are largely anecdotal 

 
In conclusion 
There is much within the Mid Staffordshire report that must have resonance with nursing 
staff working in our organisation.  I think we can reasonably be reassured that many of 
the reported issues at Mid Staffordshire are not currently happening to any large degree 
within the Trust, but there are some very distinct areas of concern that, if not addressed 
could lead to similar standards of poor practice as reported at Mid Staffordshire.  The 
nursing workforce needs to work collaboratively with medical colleagues and allied 
health professionals to ensure the additional pressure of financial cuts and participation 
in the savings plans – The Big Ask – does not have a detrimental effect on any of the 
criteria for the quality of care.   
 
Tracy Moran 
Acting Director of Nursing  
May 2010 
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Appendix C 
 

Mid Staffordshire Independent Inquiry 
Assessment of the Complaints Related Aspects and West Hertfordshire 

Hospitals NHS Trust Related issues 
 
1.  Introduction 
 
This paper provides an analysis of the complaints issues raised in the Mid Staffordshire 
Inquiry report, whether there are similarities in West Hertfordshire Trust in relation to the 
types of complaints made and the system deficiencies identified in Mid Staffordshire with 
regard to complaints. 

 
2.  Mid Staffordshire Complaint Themes 
 
A significant element of the Inquiry report focussed on the outcome of oral evidence 
given by patients and relatives about the quality of care received at Mid Staffordshire 
between January 2005 and March 2009.  Whilst the report acknowledges that there 
were pockets of good practice and that there may be some occasions when perceptions 
of care and treatment from patients and relatives might have been different from the 
reality, the overall impression is one of poor levels of basic nursing care.  The Inquiry 
team were left with the impression that the sheer number of similar accounts could not 
be coincidence and were persuaded that the events they described did occur. 
 

3.  Comparisons with West Hertfordshire Complaint Themes 
 
The Complaints Team within the Trust produces quarterly data on complaint themes.  
These are discussed at the Complaints, Litigation, Incidents and PALs meeting before 
being summarised and presented to the Trust Board.   
 
Within the Inquiry report each of the main themes is broken down to highlight the specific 
issues that people were concerned about.   

 
4.  The Complaints System 
 
A significant concern raised in the Inquiry at Mid Staffordshire was the lack of an 
effective complaints system.  The reported indicated that the system in Mid Staffordshire 
failed to fulfil its essential purposes of providing complainants with remedies for the 
grievances and enabling the Trust to improve its services and avoid poor care.  This 
resulted in the issues raised in complaints being ignored, limited if any corrective action 
being taken and the situation allowed to deteriorate further. 
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The Inquiry was critical of the lack of knowledge at Board level of complaints, the 
seriousness of some of them and the key themes that were evident and the apparent lip 
service being paid to ensuring action was taken to improve services and care. 
 
West Hertfordshire Hospitals NHS Trust had many similar themes of complaints as 
those identified in the Inquiry Report.  However, the culture in the Trust is very different 
from that described at Mid Staffordshire. Taking the headings from within the Inquiry 
report a summary is provided below of the position within West Hertfordshire Trust as 
compared to what was seen in Mid Staffordshire 

 
Issue Mid Staffordshire Position West Hertfordshire Position 

Complaints 
policy 

Policy was not fit for purpose The Trust’s policy is written in line with 
the April 2009 regulations.  The focus is 
on ensuring that there is evidence to 
support outcomes rather than just having 
a system in place 

Complaints 
investigation 

Lack of objectivity in the 
investigation process and 
considerable degree of 
defensiveness in the final reports 
prepared 

The Trust has always had a thorough 
process of investigation.  However the 
Trust has recently implemented an 
independent (of the area being 
complained about) inquiry for more 
complex complaints in line with 
comments made in the Inquiry report 

Response to 
complaints 

Preoccupation with process rather 
than substance, with specific 
complaints not having been 
addressed or ignored, impression 
of complainant’s version of events 
had been rejected 

Whilst the Trust places importance on the 
process specific emphasis through the 
quality assurance process is to try to 
ensure that the issues raised have been 
addressed in a sympathetic and 
thoughtful way 

Remedial 
action 

Action plans sent with complaint 
letters were superficial and had not 
been actioned  

As part of the new complaints process, 
action plans are required following the 
conclusion of each complaint where 
action is identified which, when complete 
and implemented, has to be signed off by 
the relevant Divisional Board.  This is 
monitored through the Integrated 
Standards Executive meetings 

Information 
from 
complaints 

Lack of clarity as to whether the 
CEO read the complaint responses 
before being signed given the 
seriousness of concerns raised by 
complainants in their letters 

CEO reads all complaint letters before 
signing responses.  He often makes 
changes or seeks further clarification if 
unhappy with the level of investigation or 
tone of the response. The CEO has 
made specific connections from 
complaints with the work he leads on 
patience experience 

Speed of 
Response 

Failure to achieve the 25 day 
response time (as laid down 
regulations in force at the time) 

There have been issues with timeliness 
of response times and for this reason the 
Trust declared non compliance with C14c 
under Standards for Better Health.  This 
has since improved and the Trust is 
consistently achieving 80% plus for 
responding in the agreed timescales  

Impact on 
Complainants 

Lack of compassion to families 
going through the complaints 

Every effort is made to keep in regular 
contact with complainants from the outset 
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process of receiving their complaint until its 
conclusion in order to build a rapport with 
them and ensure that we address their 
issues fully and compassionately  

Reporting and 
analysis of 
complaints  

The filtering of information on 
complaints mean that the Board 
were unaware of the reality of what 
complaints were indicating.  
Limited detail was provided on 
content, no information presented 
on repeat issues in specific areas, 
no progress reports on actions 
being taken, poor data on 
complaint categories 

The Trust Board has received a regular 
quarterly report on complaints, litigation, 
incidents and PALs and has more 
recently received specific reports on the 
new complaints process and details of 
the types of complaints that have been 
received.  These reports will continue as 
a way of keeping the Board informed 
about the nature of complaints received 
and  the actions being taken 

Follow-up of 
action plans 

Lack of evidence that action plans 
were followed up and implemented 

This has been an issue within the Trust in 
the past.  The requirement within the new 
policy for action plans to be completed 
following conclusion of a compliant and 
for this to be signed off when complete 
by the Divisional Board provides a far 
greater degree of scrutiny and 
accountability than before 

 
 
5.  Summary 
 
Although many of the areas of complaint highlighted in the Inquiry report have 
resonance within West Hertfordshire this is likely to be the case with most Trusts.  The 
distinction that needs to be drawn is that within West Hertfordshire there is a greater 
focus on the patient being at the centre and trying to ensure that we respond to their 
concerns appropriately, in a way that addresses their issues.  It will never be the case 
that all complaints are resolved to the patient’s or relatives’ satisfaction, however, every 
effort is made to ensure that there is a satisfactory conclusion to each complaint. 
 
There are lessons that the Trust can learn from the Inquiry.  We do need to be robust in 
ensuring that responses are made in a timely manner and that they are investigated 
thoroughly and responses written with sensitivity and compassion.  The process of more 
independent investigations by people in other Divisions needs to developed further.  
Whilst we now do this for complex complaints it is something worthy of further 
consideration to a wider range of complaints. 
 
The Trust will continue to provide the Board with more information on complaints to 
enable the Board to have a good understanding of the issues of concern to patients and 
their relatives and the reassurance that action is being taken where needed.   

 
 
David McNeil 
Director of Communications and Corporate Affairs 
May 2010 
 


