
Question1 
The answer confuses two different matters: an investigation into Connor’s death 
and, separately, actions to ensure that the STATT unit was immediately made safe 
for other patients. The latter does not require completion of a police investigation. 
Despite the claims in this response that ‘The Trust did take action in a number of 
areas’, the subsequent CQC report, based in information obtained during the on-
going police investigation, makes clear that the Trust failed comprehensively to 
make the STATT unit safe for others and needed to take urgent action, following the 
CQC report, to bring the unit up to a basic level of satisfactory operation. 
 
The statement issued by the Trust, on receipt of the CQC report, which welcomed 
having the need for various actions ‘brought to its attention’ is either disingenuous 
or serves only to confirm the incompetence of Trust senior management in relying 
solely on feedback from a team that had allowed a young man to die in wholly 
preventable circumstances. The lack of proactive intervention by senior managers is 
worryingly inept. 
 
Question 2 
The reply makes no mention of involvement of staff external to the STATT unit to 
ensure that the STATT team performed the duties claimed in this reply. This was the 
same team responsible for Connor’s death. Such an inadequate verification of 
actions being undertaken falls far short of the claim in the reply that ‘all efforts were 
made…’ by the Trust to support STATT patients. 
 
A further claim in this reply, that ‘most of the patients….were not immediately 
aware of what had happened’ is contrary to the facts of the matter as Connor was 
brought into the corridor connecting all the bedrooms.  The reply in respect of 
funeral arrangements is also inaccurate. 
 
It is astonishing how poorly informed the Chair appears to be in respect of his 
response to this question. 
 
Question 3 
The apology is timely but inadequate. This phrasing, claimed in this reply to be 
innocuous, is an example of the inward focus of the Trust on its own self-protection 
 
Question 4 
It is remarkable, and frankly incredible, that a wholly-inaccurate statement relating 
to the death of a patient cannot be sourced. Is it possible that the person who 
prepared the relevant quarterly Board Governance report is not known? This is an 
example of the Trust moving immediately into damage-limitation mode. This 
erroneous statement was made available for public consumption without the facts 
being known. 
 
The email sent to Monitor is also quite wrong in its statement relating to Connor’s 
seizures whilst on the STATT unit. The email also states that the Trust ‘will 



investigate accordingly; in addition the police are investigating’. This is wholly 
contrary to the claim in the answer to Q1. 
 
The statement that the phrase ‘natural causes’ was used by a non-clinical staff 
member to distinguish Connor’s death from foul play (yet to be determined in the 
context of criminal negligence) or suicide is to place an interpretation on the use of 
this phrase that is wholly implausible. 
 
These errors, that are serious in nature, should have resulted in an immediate 
withdrawal of the public statement. This did not happen. 
 
Questions 5/6 
The response on HR investigations reflects an organisation that places no emphasis 
on conducting these matters in a timely manner. As an example, the statement ‘we 
commissioned external investigators for all the different HR investigations and this 
took a while to arrange.’ suggests that the Trust has no contingency planning in 
place to deal promptly with such investigations when the need might arise. 
 
Question 7 
The response suggests that the Trust felt it was in its remit to ‘decide’ on whether 
the independent report would be published. This was clearly not the case (even if 
legal action had been necessary to ensure its publication) and reflects a culture 
wholly contrary to subsequent claims by Trust management that openness and 
transparency – the ‘modern way’ – are essential elements of effective governance. 
 
The response also implies that ‘an inclusive, non-threatening approach’ to staff 
during an investigation depends on some commitment to keep a resulting report 
from public view. This is a gross, and worrying, misinterpretation of the guidelines 
issued by the National Patient Safety Agency and undermines management’s 
relationship with staff in having an ambiguous attitude to full transparency in what 
should be an open and responsive organisation. 
 
This response is also a sad reflection on the complete lack of empathy and regard 
within the Trust for a grieving family whilst it worked to protect internal staff 
relationships. 
 
Question 8 
This response provides no reassurance that excessive redactions were not made to 
documents released, given the prior secretive culture of the Trust. 
 
Question 9 
The Trusts use of Twitter and its attempts to close down valid comment on its 
actions whilst maximising self-promotion is an example of an organisation 
attempting to manipulate social media without acceptance or understanding of its 
consequences. 
 



Question 10 
A single example of a tweet being sent is deemed to be conclusive evidence of 
hacking. This further illustrates the Trust’s ignorance of social media. Hackers do 
not spend time hacking accounts merely to send one tweet. Much more likely is that 
the member of staff in question was mistaken but this does appear to have been 
considered. 
 
Question 11 
This response offers no explanation as to why an edited version was ever created, 
other than to confirm that an offered was made to meet us, clearly an attempt to 
burnish the Trust’s image. 
 
Question 12 
This response falls well short of adequate. The records sent to us should have been 
scrutinised extremely carefully and the explanation that this was human error by 
staff trying to relieve pressure on us is wholly hypocritical in the context of the 
constant resistance of the Trust to be transparent and supportive when dealing with 
Connor’s family.  
 
Question 13 
The explanation offered is, again, one of human error. This and previous responses 
build a picture of an organisation riddled with human error unnoticed by senior 
management. 
 
Nor does this response explain why one set of minutes was sent to us and a different 
set sent to Verita. The material  difference between the two was that minutes for 
July 2 sent to us didn’t include discussion about Connor’s incontinence not being 
seizure related and stated that he wasn’t having seizures.  
 
Question 14 
There is no comment volunteered in this response on the status of the independent 
enquiry. 
 
Question 15 
The phrase ‘as soon as it was brought to our attention’ reflects an attitude of 
management that appears also in the Trust’s published response to the CQC report. 
There is clearly a lack of proactive management of the Trust that asks searching 
questions of its operational units rather than wait for matters to be ‘brought to its 
attention’. 
 
Question 16 
This last response is a motherhood statement that is in distinct conflict with the 
responses given to these questions – a litany of human error and incompetence in a 
closed and self-protective culture. 
 


