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 “I remember Alan Johnson asking me what it 
was like in Mid Staffs and I commented that it 
seemed as though they had built the M6 and 
turned Stafford into Brigadoon.”  





 “…it did not have a grip on operational and organisational 
issues, with no effective system for the admission and 
management of patients admitted as emergencies. Nor 
did it have a system to monitor outcomes for patients, so 
it failed to identify high mortality rates among patients 
admitted as emergencies.” 

 





 Patients not being properly fed or given water 

 People being left to urinate and defecate in their beds 

 Patients being left smeared in their own faeces for 
extended periods of time 

 Patients with appalling and untreated pressure sores 



 A patient not being diagnosed with a stomach injury, 
having fallen off his bicycle, being sent home in agony and 
dying, a month before his 21st birthday – John Moore-
Robinson 

 A patient not receiving basic life saving medication, 
despite it being written up in her notes, and dying as a 
result – Mrs Gillian Astbury 

 



 The Inquiry was announced 9 June 2010 

 

 Why was there a Public Inquiry? 

 
 Factual context – Stafford January 2005- March 2009 

 The Independent Inquiry- report published February 2010  

 

 



  

  

 Terms of reference :  

 

 Examine the operation of the commissioning, supervisory 
and regulatory organisations and other agencies and seek to 
understand why problems were not identified sooner and 
appropriate action taken;  

 Build on the evidence given to the first Inquiry;  

 Identify the lessons to be learnt for the future to ensure 
that failing or potentially failing hospitals are identified as 
soon as practicable… 

 

 



 Roles:  
 Counsel to the Inquiry; 
 The Inquiry Solicitor; 
 The Secretariat;  
 Assessors; 
 Core Participants. 

 
 The Process:  
 Gathering evidence- July 2010 onwards 

 352 witness statements 
 1.2m pages on the Inquiry database.  

 



 Published 6 February 2013 
 
 290 recommendations  

 
 Main aims:  

 to ensure a patient centred culture; 
 no tolerance of non compliance with fundamental standards; 
 openness and transparency;  
 candour to patients;  
 strong cultural leadership and caring; 
 compassionate nursing; and  
 useful and accurate information about services.  

 

 





 Failure to control diabetes; 
 Failure to administer prescribed drugs; 
 Failure to undertake nursing handovers properly 

or at all; 
 Failure to complete nursing records adequately 

or at all; 
 Failure to conduct medical ward rounds 

properly; 
 Failure to make adequate or proper notes of 

ward rounds and care plans… 
 









 3.— General duties of employers and self-
employed to persons other than their 
employees. 

  

 (1) It shall be the duty of every employer to 
conduct his undertaking in such a way as to 
ensure, so far as is reasonably practicable, that 
persons not in his employment who may be 
affected thereby are not thereby exposed to risks 
to their health or safety. 

 



  

 33.— Offences. 

 (1) It is an offence for a person— 

 (a) to fail to discharge a duty to which he is subject by 
virtue of sections 2 to 7;… 

 

http://login.westlaw.co.uk/maf/wluk/app/document?src=doc&linktype=ref&&context=11&crumb-action=replace&docguid=I47E05280E44911DA8D70A0E70A78ED65


 

 HSE does not, in general, investigate matters of clinical 
judgment or matters related to the quality of care. HSE 
deal with the major non-clinical risks to patients such as 
trips and falls, scalding, electrical safety etc; and with 
some aspects of risks that apply to both staff and 
patients alike, such as manual handling… 

 



 Whatever is decided about the Mrs Gillian 
Astbury case, the regulatory gap needs to be 
closed as a matter of urgency. It should be 
recognised that there are cases that are so 
serious that criminal sanction is required, even 
where the facts fall short of establishing a charge 
of individual or corporate manslaughter. There 
will be cases, even where they involve clinical 
judgement, that expose serious system failings, 
and grossly incompetent management and 
procedures, not confined to issues of defective 
equipment. 

 



Every year –  

 nearly 28,000 written complaints are made 
about aspects of clinical treatment in hospitals; 

 the NHS pays out around £400 million a year 
settlement of clinical negligence claims, and has 
a potential liability of around £2.4 billion for 
existing and expected claims; 

 hospital acquired infections – around 15% of 
which may be avoidable – are estimated to cost 
the NHS nearly £1 billion. 

 



Research suggested that –  

  

 Adverse events in which harm is caused to patients 
occur in around 10% of admissions – or at a rate in 
excess of 850,000 a year. 

 



 “I understand that a number of organisations have sought 
to characterise themselves as wholly or largely blame-
free during the process, as one might expect. There is no 
doubt that there is that sort of spirit alive in the NHS, but 
I believe that the media also has an effect on that, as they 
quickly adopt an “off with their heads” attitude whenever 
anything seems to go wrong...” 

 



 “…In my view that does not encourage either 
organisations or people to promote “honest 
failure,” where they can hold up their hands to 
failings and openly seek to put them right. Instead 
there is a fear of retribution and reprisal. Honest 
failure is something that needs to be protected 
otherwise people will continue to live in fear, will 
not admit their mistakes and the knowledge to 
prevent serious harm will be buried with the 
patient.” 

 



 “…the story it tells is first and foremost of appalling 
suffering of many patients. This was primarily caused by a 
serious failure on the part of a provider Trust Board. It did 
not listen sufficiently to its patients and staff or ensure 
the correction of deficiencies brought to the Trust’s 
attention...” 

 



 “... Above all, it failed to tackle an insidious negative 
culture involving a tolerance of poor standards and a 
disengagement from managerial and leadership 
responsibilities. This failure was in part the consequence 
of allowing a focus on reaching national access targets, 
achieving financial balance and seeking foundation trust 
status to be at the cost of delivering acceptable standards 
of care.” 

 



  

 “The system requires a common positive safety culture. 
That is, one which aspires to cause no harm to patients 
and to provide adequate and where possible, excellent 
care and a common  culture of caring, commitment and 
compassion.” 

  



 “A shared positive safety culture requires: shared values 
in which the patient is the priority of everything done; 
zero tolerance of substandard care; empowering front-
line staff with the responsibility and freedom to deliver 
safe care; recognising them for their contribution; and 
that professional responsibility is accepted and pursued.” 



  

 “Such a culture requires the support of strong and stable 
cultural leadership, mutual support in teams, 
organisational stability, useful comparable data on 
outcomes, and expectations of openness, candour and 
honesty.” 



  

 

 “Leaders of organisations must not only require others to 
adopt the shared culture, they must do so themselves 
and be seen to do so.” 



 One way of describing safety culture is: "The way 
things are done around here." It's a combination of 
all the attitudes, beliefs, values, taboos, peer 
pressure and perceptions that your organisation 
holds, that influence how something is actually done 
where you work, rather than how it should be done. 
Health and safety professionals are increasingly 
looking at human factors, specifically 'safety culture' 
because of its ability to influence health and safety 
performance. 


