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When I met people at conferences in the past and told them I
worked in Stafford it was often met with a non-committal reply,
remarks about the Shakespeare theatres (Stratford) or possibly a
discussion about the Potteries (the site of the larger North
Staffordshire hospitals). These days, people might still not know
exactly where Stafford lies, but they are all too aware of its repu-
tation. Stafford Hospital, or as it is more usually referred to in
the press, the ‘beleaguered’, ‘troubled’ or ‘scandal hit’ Stafford
Hospital, is a medium-sized district general hospital sited near
the centre of a small town surrounded by beautiful countryside
and a handful of small market towns. It is generally considered
to be a pleasant place to live and bring up a family, lying in a
rural oasis between the urban sprawls of the Black Country to
the south and the Potteries to the north.

When the Health Care Commission (HCC) published its
report in March 2009, this modest hospital was catapulted onto
the front pages of national newspapers and politicians queued
up to express their disgust on television and the radio.1 There
has been much discussion within the hospital and local papers
as to whether some accounts of poor care were exaggerated, the
use of hospital standardised mortality rate (HSMR) (one of the
key concerns in the HCC report) has been strongly questioned
and many colleagues elsewhere have expressed relief that it was
our hospital not theirs which had received such in-depth
scrutiny.2 It is difficult for anyone to maintain objectivity in the
face of such a media storm, and I suspect that similar instances
of poor patient care could have, and perhaps can still, be found
elsewhere. There was also no doubt that many, and I hope the
majority, of patients who had been treated in our hospital had
received good care. However, it soon became clear that the real
position of the hospital in the national league of awfulness did
not matter. What did matter was that many patients had
received poor care and, for some, their treatment was appalling.
The reason for this has been picked over at length but it essen-
tially boiled down to poor managerial and clinical leadership in
some areas, lack of clinical staff, particularly nurses, with
inevitable low morale and, to some extent, lack of equipment.

What kind of hospital is Stafford at the time of writing in
October 2010? Certainly not perfect, but by many measures
vastly improved. In the Dr Foster report of 2009, the hospital
was the most improved of the year and rates of methicillin-
resistant Staphylococcus aureus and Clostridium difficile had
fallen dramatically.3 There are more consultant posts in the
emergency department and the number of consultants in

acute medicine has increased. There has been a review of sur-
gical specialties and a significant increase in nursing numbers.
For the staff, it remains a work in progress and much is still to
be done to regain the confidence of the local population.

While many poor judgements were made and the need to
blame is entirely understandable, it is important to recognise
that nobody who worked at Mid Staffordshire Foundation
Trust came to work with the intention to do harm. However,
the entire senior management team has since been replaced,
many by short-term appointments. This has been necessary
and helpful, but also unsettling. How can a hospital be 
turned round to succeed after such public failure and what can
consultants who suddenly found themselves ashamed of where
they work do?

How did we let it happen?

No doubt all the consultants in Stafford have asked themselves
this question and it has arisen in many forums. There were 
certainly times when consultants raised serious concerns and it
seems that ‘the management’ did not listen or did not act. We
understood the very difficult financial situation and most of the
time we did as many in the health service do, and got on with
our daily jobs working very hard to make the best of difficult 
circumstances. It is important to understand that in most parts
of Stafford Hospital patients were receiving good treatment, but
it is sobering to realise how one can get used to such poor stan-
dards in other areas. In retrospect more of us should have made
it clear that there were unacceptable staffing levels and practices
in emergency care.

‘The new way of working’

If a hospital’s performance was measured by the number of
visiting agencies visiting the place, Stafford would be by far the best
hospital in the country. Of particular value to the consultant physi-
cians was the help offered by Dr Ian Sturgess and Russell Emeny of
the interim management and support team and Professor Sir
George Alberti who provided real inspiration. It seemed that this
terrible situation could be turned into an opportunity to make
genuine improvements. A small group led by myself and Dr Shaun
Nakash in acute medicine realised that consultant input was the
key to better and more efficient patient care. We practised the old
model of the acute medical take which was run by a specialist reg-
istrar with a morning consultant-led post-take ward round the fol-
lowing day. In the summer of 2009 a few of us informally trialled
a ‘new way of working’ in which all patients referred to medicine
would be seen by the on-call consultant as soon as possible, ideally
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within two hours of referral. The assessment was recorded by a
junior doctor on a specially designed page in the emergency care
pathway which prompted the consultant to make a clear
problem/diagnostic list, management plan and to estimate the date
and time of discharge, whether venous thromboembolism pro-
phylaxis was required and the most appropriate ward for the
patient, or if community care was possible. After what seemed to
be a successful trial, the entire consultant physician body accepted 
the new way of working and it was formalised from July 2009. The
acute medical consultants manage the weekdays between 8.00 and
16.00 after which the on-call physician takes over and is present on
the ‘shop floor’ from 17.00 to 20.30. A post-take ward round for all
the night patients is carried out at 8.00 the following morning.
This is consistent with the guidelines produced by the Royal
College of Physicians (RCP) for managing non-elective care.4

In December 2007, we introduced a Saturday morning
‘trouble-shooting’ round in which the on-call consultant visited
all the medical wards to see any sick patients and to aid weekend
discharges. More recently a similar Sunday morning ward round
has been introduced. The ‘new way of working’ at the weekends
involves the attendance of the on-call physician in the after-
noons and into the evening in addition to the Saturday and
Sunday morning post-take rounds.

We do not claim that this approach is unique, but it has led to
an increase in early discharges and appears to have coincided
with a reduction in mortality including at the weekend (trust
data).3 What has struck me particularly is the relative ease in
which this major change to our working lives was introduced. So
how did it come about? Consultants proposed the change and
tried it and their colleagues quickly accepted that it was good for
patient care. I have no doubt that it is the right thing to do if for
no other reason than that despite it being harder work for us, no
one has seriously suggested a return to the old system. The desire
healthcare professionals have to ‘do the right thing’ for their
patients should not be underestimated.

Work in progress

Having made some progress with the first 48-hour of acute med-
icine, we are currently focusing on care on the specialty medical
wards. Perhaps the greatest challenge to consultant physicians
(and our managers) is the recognition that a consultant-
delivered, not led, service is required. I suspect that most people
accept the principle, but the practice tends to be more difficult.
It is necessary for patient safety and because of the pace of life in
a modern hospital, including the need to reduce length of stay
and our inability to rely on junior doctors (not meant as a crit-
icism of our junior colleagues, but too large a subject for this
article) means that our patients need senior input every day.
This might be a discussion ‘board round’ for many, but should
involve seeing all new patients on the ward, all sick ones and
some of those planned for home. Many timetables (including
mine) are set up in such a way as to make this difficult. However,
daily review is best practice.4,5 I believe that we need to
remember that the reason we have hospitals is to care for the

acutely ill and while outpatient activity is very important, the
relative priorities, including financial ones, have become dis-
torted. A patient with stable angina can wait a while with little
risk. When a patient with an acute cardiac condition, severe
enough to be in hospital, is admitted to my ward on Monday
afternoon after my ward round, it is simply wrong for them to
have to wait to see me until my next planned round on
Thursday. I and my colleagues therefore squeeze in ward reviews
and in-patient referrals in between other activities, but we are
now working in job planning to make this core activity. (A daily
cardiology round on the coronary care unit is longstanding.) 

The role of other colleagues

I wrote this article at the kind request of the RCP and have
therefore concentrated on the physicians’ story. We are fortunate
to work with excellent consultant colleagues in other specialties.
Multidisciplinary team working underpins any success in
modern healthcare and my colleagues and I highly value the
nursing, technical, managerial and administrative staff who have
enthusiastically worked with us through these difficult times.

A personal view

In my opinion a major underlying cause of the ‘Stafford scandal’
was that most of us, including politicians and healthcare profes-
sionals, had lost sight of the fundamental priority of a national
health service. That is to provide excellent and immediate care to
those who become suddenly very unwell. There have been
tremendous improvements in many areas such as cardiac, cancer
and orthopaedic care. However, the importance of the care of
sick elderly patients who make up the bulk of our medical ‘takes’
have only rarely grabbed the headlines. Care of these patients is
expensive in staff time and resources, it is often difficult and
tiring and can only be delivered in a high-quality way by depart-
ments which are equipped appropriately, are well staffed by
motivated individuals and led by enthusiastic consultants.

What are the lessons to learn?

It might be comforting to imagine, but no one should fool
themselves into thinking, that the problems which occurred in
Stafford were unique. Our hospital did not have the worst
HSMR in the country during the period under investigation and
I suspect that a powerful pressure group and an in depth HCC
assessment might turn up similar horrors elsewhere. Delivery of
good healthcare is difficult, particularly in the pressured envi-
ronment of emergency care.

Much as I would love to return to the relative anonymity of
old, politicians, healthcare mangers and clinical staff must not
forget the lessons of Stafford. What does it say about this still
rich country if we cannot fund sufficient nurses and doctors to
look after our sick and elderly when they most need it? As con-
sultants we are the ones who need to lead change and we are the
most powerful advocates for our patients and sometimes have to
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muster the courage to state loudly and clearly when ‘care’ is
simply not good enough.
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