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HSMR published in the Good Hospital Guide was the
fifth highest of English acute trusts.3 The Department
of Health cautioned the public against using HSMRs to
judge the relative safety of hospitals.7 The Department
of Health was not informed of the high HSMR or
mortality alerts at Mid Staffordshire when they agreed,
in June, 2007, to approve the trust’s application to
Monitor, the Foundation Trust regulator, for final
approval.8 Monitor was told by the trust that Mid
Staffordshire’s apparently high HSMR was an artifact
of coding.8 David Nicholson, initially Chief Executive of
the Strategic Health Authority and later of the NHS, said
the data that were available to the regulators did not
indicate a problem at Mid Staffordshire,9 even though
the trust had logged on and seen its mortality alerts
847 times.10 Nicholson considered Mid Staffordshire
“singular” and not illustrative of a systemic problem,
an attitude described by the Mid Staffordshire NHS
Foundation Trust Public Inquiry Counsel as very
dangerous and not supported by evidence to the
Inquiry.11 The trust is now considered by Monitor to be
neither clinically nor financially sustainable.12
Robert Francis’ inquiry into the problems at, and
regulation of, Mid Staffordshire NHS Foundation Trust
found a widespread culture of denial, and he, his Harvard
experts, and Bruce Keogh, Medical Director of the NHS,
all considered that monitoring HSMRs had provided
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In the past decade, quality of care and patient safety in
British hospitals have become the focus of increasing
public, professional, political, and regulatory concern.
The 2001 inquiry into paediatric cardiac surgery at Bristol
Royal Infirmary concluded that the Department of Health
was unable to respond to an issue of quality of care,
even though the Department of Health accepted that
ultimate responsibility rests with it and the Secretary
of State for Health.1 The Bristol Royal Infirmary Inquiry
warned that quality of care problems could recur in
the National Health Service (NHS) in future. After the
recommendations of an external investigation of Bristol
were implemented, the adjusted death rate at the
paediatric cardiac surgery unit dropped from 29% to 3%
within 3 years.2 The families of children who underwent
cardiac surgery at Bristol should have been told of the
lower mortalities at other units.
In 2001, the Dr Foster company published the first
of their annual Good Hospital Guides in UK national
newspapers: these included hospital standardised mor
tality ratios (HSMR).3–5 The HSMR is the ratio of the
number of observed deaths in a hospital over a certain
time to the number that would be expected if the
hospital had the national death rate accounting for
the adjustment factors, such as age, sex, diagnosis, and
emergency admission. Although it has limitations, the
HSMR is a trigger to ask hard questions and understand
where performance may be falling short. Since 2003,
the Dr Foster website also reported monthly mortality
alerts6 for particular diagnoses or procedures for NHS
organisations and professionals. From April 2007, these
alerts were sent by letter from Imperial College London
to the chief executives of any English NHS hospital
trust that was found to have a risk-adjusted death rate
for a particular condition that was double the national
rate in the preceding 3 months, and the chance of it
being a false alarm was less than 1 in 1000. The letters
were copied to the hospital regulator, the Healthcare
Commission (and now to its successor the Care Quality
Commission [CQC]).
In 2007, when the Mid Staffordshire General Hospitals
NHS Trust was supported by its oversight Strategic
Health Authority for Foundation Trust status, its
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grounds for investigating the trust.8,13 The Department of
Health chief analyst suggested it was a “system failure”
not to have done so, and Keogh agreed that problems at
Mid Staffordshire would have been spotted earlier by the
Department of Health had that happened.8 The Francis
report documented the appalling care received at that
trust8 and as a result the Prime Minister David Cameron
asked Keogh to investigate the 14 trusts with the highest
death rates.14 Keogh’s report found that none of the trusts
could be given a clean bill of health and action plans were
produced for each.14 The Secretary of State for Health
Jeremy Hunt announced that 11 of the trusts would be
placed into special measures for fundamental breaches of
care.15 The HSMRs of 11 of the trusts had been identified
in the 2007 Dr Foster Good Hospital Guide as significantly
high, including ten of the 11 that were placed into special
measures in 2013.3,15 I notified seven of the 14 hospitals
to the then Secretary of State for Health in 2010 and he
referred them to the CQC.10 However, individual cases
of clinical quality were, and are, not investigated by the
CQC or the Health and Safety Executive; the NHS has no
investigator of poor clinical care. That is a regulatory gap
that should be closed.8
As with the Bristol Royal Infirmary, the national
systems for ensuring quality and patient safety had
failed at Mid Staffordshire and nationally. Why did that
happen? Before the Bristol Royal Infirmary Inquiry there
were systems in place that dealt with performance
management and clinical outcomes,10 and after Bristol
there were great promises16 with the formation of
the National Patient Safety Agency (NPSA) and the
Commission for Health Improvement (CHI), which
detected the problems at Mid Staffordshire in 2002.8
However, between 2003 and 2004 things went wrong.
Ian Kennedy referred to what Gordon Brown described in
a 2005 speech as a “bonfire of the regulators”.17 CHI was
abolished and replaced by the Healthcare Commission,
which was slow to detect the appalling events at Mid
Staffordshire.8,18 The NPSA acknowledged significant
under-reporting of safety incidents18 and was abolished,
with its functions incorporated into the CQC. The
Independent Review Panels that investigated patients’
complaints about hospital services not resolved at
the hospital were abolished, and in 2011–12 only one
of 375 written hospital complaints had been formally
investigated by the Ombudsman.19 The independent
Community Health Counsels were abolished in 2003.
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During the Mid-Staffordshire Public Inquiry, the
chairmen of the three main health-care regulators
commented on the difficulties they faced. Ian Kennedy,
of the Healthcare Commission, stated: “The engagement
of the Department of Health was one of interest…
quality of the care provided by the NHS was not part of
their agenda.”20 Barbara Young, of the CQC, stated: “The
reason the government didn’t like tough reports was
because they were running the services that were being
reported upon.”21 William Moyes, of Monitor, stated:
“The culture of the NHS, particularly the hospital sector,
I would say, is not to embarrass the minister.”22 The then
Minister Andy Burnham said “The impression of us all
was that we would just, you know, constantly do what
was meant to be the thing that Number 10 wanted or
that we were all, you know, unthinkingly piling this stuff
through. We weren’t.”23
Since the publication of the Francis Report8 things
are changing. The CQC Chairman, Chief Executive, and
most of the Board have been changed and, with the
Chief Inspector of Hospitals for England, the CQC will
undertake thorough inspections in future using trained,
professional investigators.24 The Parliamentary Health
Service Ombudsman has called for improvements in
the way hospital complaints are handled and said that
she will formally investigate ten times as many patient
complaints.25 There is an intention to abolish the
widespread so-called gagging clauses that undermine
the culture and transparency of the NHS.26 Francis has
recommended a statutory obligation to observe a duty
of candour for health-care providers and registered
medical and nursing practitioners, and a criminal
offence for non-compliance.8 However, as Don Berwick’s
recent report on patient safety for the Department of
Health makes clear, it is important that this judicial
intent does not lead to punishing or criminalising
clinicians for unintentional mistakes or involvement in
failed systems.27 The existing criminal law can deal with
bad cases. Continuous learning and improvement,28
monthly mortality alerts, adjusted death rates,8,27 regular
patient and staff feedback, and targeted, skilled hospital
investigations could lead to a safe NHS, ideally without
a culture of denial8 or gagging clauses.
To improve the quality of care in UK hospitals I
would reintroduce the Independent Review Panels
and Community Health Councils and develop monthly
complaints alerts similar to the mortality alerts.
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Regulation would be more independent if the CQC
reported in public to Parliament, and there would be
better communication if it were integrated with Monitor.
Additionally, it is important to ensure there are minimum
staff-to-patient levels12 of doctors and nurses, with 65%
trained nurses3 and regulation of health-care assistants. I
would aim for total physicians per head of population at
the EU average.29 Ideally I would also like to see training
introduced for the boards of trusts and for them to have
equal representation of patients, clinicians, finance, and
managers. There has been a decade of concerns about
the quality of care in our hospitals: patients have been
ignored, the regulatory systems have failed, and there has
been a culture of denial. With political will the proposed
reforms could lead to marked improvements.
Brian Jarman
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London EC4Y 8BN, UK
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I am employed part-time as the Director of the Dr Foster Unit at Imperial College
London. I am paid a consultancy fee by Dr Foster Intelligence for my international
work on advice and involvement with development of international relations and
am paid as a part-time Senior Fellow at the Institute for Healthcare Improvement
in Cambridge, MA, USA.
1
2
3
4
5
6
7
8

9

10

11

The Bristol Royal Infirmary Inquiry. Learning from Bristol: the report of the
public inquiry into children’s heart surgery at the Bristol Royal Infirmary
1984–1995. July 2001. CM 5207. London: Stationery Office, 2001.
Aylin P, Bottle A, Jarman B, Elliott P. Paediatric cardiac surgical mortality in
England after Bristol: descriptive analysis of hospital episode statistics
1991–2002. BMJ 2004; 329: 825.
Dr Foster Intelligence. Dr Foster April 2007 Good Hospital Guide. http://
drfosterintelligence.co.uk/wp-content/uploads/2011/06/The-HospitalGuide-2007.pdf (accessed Aug 8, 2013).
Jarman B, Gault S, Alves B, et al. Explaining differences in English hospital
death rates using routinely collected data. BMJ 1999; 318: 1515–20.
Bottle A, Jarman B, Aylin P. Strengths and weaknesses of hospital
standardised mortality ratios. BMJ 2011; 342: c7116.
Bottle A, Aylin P. Intelligent information: a national system for monitoring
clinical performance. Health Serv Res 2008; 43: 10–31.
Martin N. Revealed: lottery of death rates in hospitals. The Telegraph,
April 24, 2007. http://www.telegraph.co.uk/news/uknews/1549493/
Revealed-Lottery-of-death-rates-in-hospitals.html (accessed Aug 8, 2013).
The Mid Staffordshire NHS Foundation Trust. Public Inquiry Chaired by
Robert Francis QC. Report of the Mid Staffordshire NHS Foundation Trust
Public Inquiry. 3 vols. London: Stationery Office, 2013. http://www.
midstaffspublicinquiry.com/report (accessed Aug 8, 2013).
Hansard. The Health Committee, HC 982–ii. House of Commons, page 22.
Report of The Mid Staffordshire NHS Foundation Trust Public Inquiry.
March 5, 2013. Sir David Nicholson KCB CBE, question Q203. http://www.
publications.parliament.uk/pa/cm201213/cmselect/cmhealth/uc982-ii/
uc98201.pdf (accessed Aug 8, 2013).
Mid Staffordshire NHS Foundation Trust Public Inquiry. June 13, 2013.
Statement of Sir Brian Jarman. Paragraphs 25–27. http://www.
midstaffspublicinquiry.com/sites/default/files/evidence/Brian_Jarman_-_
witness_statement.pdf (accessed Aug 8, 2013).
Mid Staffordshire NHS Foundation Trust Public Inquiry. Oral hearings. Dec 1,
2011. Page 193, lines 5–6. http://www.midstaffspublicinquiry.com/sites/
default/files/transcripts/Thursday_1_December_2011_-_transcript.pdf
(accessed Aug 8, 2013).

www.thelancet.com Vol 382 August 17, 2013

12

Monitor. Monitor—contingency planning team, Mid Staffordshire NHS
Foundation Trust, assessment of sustainability, January, 2013. http://www.
monitor-nhsft.gov.uk/sites/default/files/publications/MSFT%20
Sustainability%20Final.pdf (accessed Aug 8, 2013).
13 Robert Francis, QC. Notes for presentation of letter to SoS submitting Mid
Staffs Independent Inquiry. Feb 5, 2010. http://www.midstaffsinquiry.com/
assets/docs/Report-presentation-by-Robert-Francis-QC.doc (accessed
Aug 8, 2013).
14 Keogh B. Review into the quality of care and treatment provided by
14 hospital trusts in England: overview report. July 16, 2013. London:
NHS England, 2013. http://www.nhs.uk/NHSEngland/bruce-keoghreview/Documents/outcomes/keogh-review-final-report.pdf (accessed
Aug 8, 2013).
15 Hansard. House of Commons. Hospital mortality rates. July 16, 2013.
Column 927. http://www.publications.parliament.uk/pa/cm201314/
cmhansrd/cm130716/debtext/130716-0001.htm#13071683000004
(accessed Aug 8, 2013).
16 Department of Health. An organisation with a memory. London: Stationery
Office, 2000.
17 Mid Staffordshire NHS Foundation Trust Public Inquiry. May 4, 2011.
Oral evidence of Sir Ian Kennedy, day 77. Page 33, lines 3–23. http://www.
midstaffspublicinquiry.com/sites/default/files/transcripts/Wednesday_4_
May_-_transcript.pdf (accessed Aug 8, 2013).
18 House of Commons. Patient Safety Health Committee. Measurement and
evaluation, paragraph 36. http://www.publications.parliament.uk/pa/
cm200809/cmselect/cmhealth/151/15106.htm (accessed Aug 8, 2013).
19 Jarman B. Professor Brian Jarman guest editorial: not many complaints are
investigated. nhsManagers.network, May 14, 2013. http://www.
nhsmanagers.net/guest-editorials/not-many-complaints-are-investigated/
(accessed Aug 8, 2013).
20 Mid Staffordshire NHS Foundation Trust Public Inquiry. April 4, 2011.
Witness statement of Sir Ian Kennedy, paragraph 39. http://www.
midstaffspublicinquiry.com/sites/default/files/evidence/Sir_Ian_Kennedy_-_
witness_statement.pdf (accessed Aug 8, 2013).
21 Mid Staffordshire NHS Foundation Trust Public Inquiry. Oral hearings,
day 110. July 4, 2011. Page 74, line 20. Page 75, line 9. http://www.
midstaffspublicinquiry.com/sites/default/files/transcripts/Monday_4_
July_2011_-_transcript.pdf (accessed Aug 8, 2013).
22 Mid Staffordshire NHS Foundation Trust Public Inquiry. Oral hearings,
day 93. June 1, 2011. Page 11, line 24. Page 12, line 1. http://www.
midstaffspublicinquiry.com/sites/default/files/transcripts/Wednesday_1_
June_2011_-_transcript.pdf (accessed Aug 8, 2013).
23 Mid Staffordshire NHS Foundation Trust Public Inquiry. Oral hearings,
day 115. Sept 6, 2011. Page 138, lines 2–5. http://www.
midstaffspublicinquiry.com/sites/default/files/transcripts/Tuesday_6_
September_2011_-_transcript.pdf (accessed Aug 8, 2013).
24 Care Quality Commission. Consultation on changes to the way we inspect,
regulate and monitor care services. July, 2013. http://www.cqc.org.uk/
public/sharing-your-experience/consultations/consultation-changes-waywe-inspect-regulate-and-monito (accessed Aug 8, 2013).
25 Donnelly L. Ombudsman: patients suffer from a “toxic cocktail” in NHS.
The Telegraph, Aug 12, 2013. http://www.telegraph.co.uk/health/
healthnews/10238221/Ombudsman-Patients-suffer-from-a-toxiccocktail-in-NHS.html (accessed Aug 13, 2013).
26 Hammond P. The NHS is still not safe for whistleblowers. The Times,
March 15, 2013. http://www.thetimes.co.uk/tto/opinion/thunderer/
article3713910.ece (accessed Aug 8, 2013).
27 National Advisory Group on the Safety of Patients in England. A promise to
learn—a commitment to act: improving patient safety in the English NHS.
Aug 6, 2013. London: Department of Health, 2013.
28 Robb E, Jarman B, Suntharalingam G, Higgens C, Tennant R, Elcock K. Using
care bundles to reduce in-hospital mortality: quantitative survey. BMJ 2010;
340: c1234.
29 OECD. OECD health data 2013. Paris: OECD, 2013. http://www.oecd.org/
health/health-systems/oecdhealthdata.htm (accessed Aug 8, 2013).

575

