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Observations by John L Green, Former SHFT Governor 

 
1. Little appears to have changed in the way some employees of this Trust operate and deal 

with customers in spite of all the criticisms by customers and coroners statements, 
investigations that identify repeated failings and the upheaval in Trust senior 
management over the past 18 months. Consultants in this Trust and the NHS England 
Commissioners are still failing to provide an appropriate healthcare service to prevent 
unexpected deaths.   There is still a serious the lack of involvement of family carers and the 
arrogance and indifference shown towards many customers (patients and carers) in general 
appears still to be similar to those experienced by six families who lost loved ones prior to the 
end of 2015, and who are continuing to press for the reform of NHS and Trust services. Recent 
cases reported by coroners of three unexpected deaths in October and November last year of 
Leanne Edwards, Kay Hillier and Ethan Hudson reflect the point I am making: 
 
‘ No one listened to Leanne or myself when she said the medication was not working, despite our begging 
and pleading.  They had a “we know better attitude” …… her care had been lacking in understanding, care 
planning and general competence. ‘  Source: The News, 11th April 2017. 
 
“The family of Mrs Hillier said that staff should not have let her leave …. Southern Health had tried to 
contact Mrs Hillier on Friday and Saturday and there is a protocol to cold call if someone does not answer 
the phone calls, but this did not happen.’ Source: Southern Daily Echo, 21st June 2017. 
 
‘They assessed him (Ethan Hudson) on November 23rd and a plan was put in place for him to be referred 
to Hampshire Autism and Fairbridge, A medical review was also planned for December 2nd.  Mental health 
staff had planned to call him on November 25th, the day before he died, but this did not happen……… An 
internal review by Southern Health Trust revealed they had missed a key opportunity…… record keeping 
was not of the expected standard and not in accordance with policy. ‘  Source: Southern Daily Echo, 21st 
June 2017. 
 

2. In addition to the major transformation of the management culture and quality 
improvement process required in this Trust, there is no doubt in my mind that reform of 
mental health and learning disability healthcare medical practices are also required.  It is 
increasingly clear to me (and no doubt others) that they do not meet customer needs and 
demands.  Complaints of inappropriate and poor service and coroners reports of unexpected 
deaths containing repeated basic errors and lack of family involvement in producing care plans 
and decision making continue unabated.  In spite of all the criticism of the past few years 
and claims by senior managers and consultants in the Trust that they are learning, it is 
clear that most are not learning and some are not even following laid down procedures. If 
they are learning, then they clearly do not know what and how to change things!   I 
observe many senior managers, clinician consultants and even junior doctors in this Trust still 
have no understanding that they serve customers (users and carers).  Customers that own and 
pay for NHS services and thereby their salaries and accordingly expect to be fully satisfied when 
receiving services in the same way as they would expect satisfaction and high standards of 
safety when they buy other products and services.  
 

3. The reality is that the vast majority of customers have nowhere else to go to obtain 
services.  They pay in advance for services, have no recourse to the refund of monies for 
poor services, and even worse have no access to a credible complaints system to 
influence change or obtain a remedy. For this reason it is absolutely essential that 
customers are fully involved with the NHS England Commissioners and the Trust in the 
decision-making process and the co-production of the design and delivery of services to 



meet customer need.  It is therefore deeply worrying that some Trust managers and consultants 
still ‘don’t get it’ and worse appear to have no understanding as to what involving users and 
family carers in the decision-making process and the co-production of services actually means in 
practice.  

 
4. Over the past year, a number of aggrieved families and I have met Alan Yates, Interim 

Chair and numerous people at the very top of Government and the NHS hierarchy in 
pressing for change and demanding reform of the NHS and the Trust (i.e. NHS 
Improvement, NHS England and the CQC, along with numerous politicians). As a part of 
this process, Alan asked me for my views on the Trust’s report ‘Mental Health and Learning 
Disabilities Statement of Strategic Direction’, March 2017.   Accordingly, I produced a 10 page 
document in which I endeavoured to reflect the views of many customer complainants and 
aggrieved governors (past and present), as well as my own.  This document, which is in the 
hands of the NHS top hierarchy, formed the basis of my discussions at a meeting with Ed Smith 
and Jim Mackey of NHS Improvement in April of this year.  As a result, approval and funding 
is now to be given by NHS Improvement to a major organisational and quality 
management transformation initiative in the Trust to include in depth system wide 
independent investigations into clinical practices and quality management methods of six 
historic cases, which resulted in unexpected deaths.  I will be meeting again with Jim 
Mackey and the new NHS Improvement Chair, to be appointed upon the retirement of Ed Smith, 
in October 2017.   

 
I wish to emphasise that none of the major initiatives now being proposed in this ‘Clinical 
Services Strategy Implementation Plan’ presented to this Board today have come about 
from within this Trust.  The document is very much welcomed as being a substantial 
move in the right strategic direction.  However, to my knowledge in producing this Plan 
none of us have been involved in the production of this document let alone asked to be 
involved in its implementation.  In other words it has not been co-produced involving customer 
representation.  In contrast, the six families have decided that the independent investigations into 
their complaints should be overseen in a co-produced manner with the Trust.  Accordingly they 
will be inviting 5 staff members, who show a passion to support the quality improvement 
initiatives proposed, to join them along with Board member representation to do so.  
 
It would seem that there is still a substantial disconnect between some of the executive directors, 
senior managers and consultants of this Trust and the NHS top hierarchy and customers, 
reflected by the fact that they continue to carry on in the same old isolated way.  Unlike the 
approach by Alan Yates, Interim Chair and the recent change of approach of the NHS top 
hierarchy, it seems that many continue to treat customer complainants as an enemy to 
defend themselves against and people to be ignored and avoided.  This is also in marked 
contrast to world-class organisations, which recognise that service quality standards are 
by definition actually defined by the customer - not by them - and that they ignore the 
views of their customers at their peril. Their management approach is that ‘the customer is 
always right’ and invite and treat adverse customer feedback as a vital resource for inspiring 
change and the quality improvement process.  Accordingly, they see complainants as people 
to be welcomed and embraced in the process of achieving that change.   When we see 
this happening in this Trust at every level others and I might actually start believing what 
we hear and read!  Personally, I believe that, without the full involvement of family carers, high 
quality standards of mental health and learning disability services are not possible.  In other 
words, this Trust should see them as a valuable resource. It cannot achieve the transformational 
change needed without them.      
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