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CANNOCK CHASE COUNCIL 

CABINET 

19 NOVEMBER 2009 

REPORT OF DIRECTOR OF SERVICE IMPROVEMENT 

RESPONSIBLE PORTFOLIO LEADER(S) – HEALTHIER COMMUNITIES AND OLDER PEOPLE 

REPORT OF THE IMPLICATIONS FROM THE PUBLIC INQUIRY INTO THE SEPTEMBER 2005 

OUTBREAK OF E.COLI O157 IN SOUTH WALES (THE PENNINGTON INQUIRY) 

KEY DECISION – NO 

 

1. Purpose of Report 

 The findings of the Public Inquiry into the September 2005 outbreak of E. coli O157 in South 
Wales were published in March 2009, and the full Inquiry can be viewed and downloaded by 
clicking here or by visiting www.ecoliinquirywales.org.  This report advises members of the key 
findings of the Inquiry and the actions being implemented to ensure the Council complies with 
its recommendations. 

2. Recommendation(s) 

 

 

 

 

3. Summary (inc. brief overview of relevant background history) 

3.1 The Outbreak of E.coli O157 in South Wales in September 2005 was the largest outbreak 
caused by this organism in Wales and the second largest to date in the UK.  A total of 157 
cases were identified, most cases were children in 44 schools across four local authority areas. 
Thirty-one people were admitted to hospital and there was one fatality, a five year old boy.  

 
3.2 The Inquiry’s terms of reference were: “To enquire into the circumstances that led to the 

Outbreak of E.coli O157 infection in South Wales in September 2005 and into the handling of 
the Outbreak; and to consider the implications for the future and make recommendations 
accordingly”. 

 
3.3 The Inquiry considered a substantial volume of written and oral evidence. All relevant evidence 

and transcripts of proceedings can be accessed on the Inquiry’s web site 
www.ecoliinquirywales.org 

 

2.1   That members note the findings of the Inquiry. 

2.2   That members endorse the actions taken and proposed to ensure
implementation of the recommendations of the Inquiry. 
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3.4 E. coli bacteria live harmlessly in the digestive systems of humans and animals, but some types 
of it, including E. coli O157, produce toxins that can cause serious illness.  E. coli O157 is 
highly infectious – just a few organisms can cause potentially fatal illness.  Survivors can be left 
with permanent brain or kidney damage.  Young children and older people are particularly 
vulnerable. 

 
3.5  The main source of E.coli O157 is the intestines of cattle and sheep. Abattoirs must take steps 

to prevent an animal’s flesh becoming contaminated with E.coli O157 in the first place. The 
organism is killed by cooking so action to prevent the cross contamination of ready-to-eat foods 
is an essential food safety measure. In both abattoirs and butchers, food safety is delivered by 
a system known as Hazard Analysis Critical Control Point (HACCP) which is a method of 
identifying and controlling food hazards. 

 
3.6 Because E.coli O157 can also be transmitted between people, good personal hygiene practices 

are vital to prevent its spread. This is particularly important for elderly people in residential care 
homes, for children and young people in schools, and for people in hospital. 

 
3.7 Food safety measures are underpinned by legislation, operated by businesses, and enforced 

by inspectorates. The regulatory systems in force at the time of the Outbreak were modern. 
 
3.8 The Outbreak was caused by food, cooked meats in this case, that had been contaminated 

with E.coli O157.  Extensive microbiological testing and typing showed a strong link from the 
farm via the abattoir and meat plant to the schools. 

 
3.9 The Outbreak occurred because of food hygiene failures at the premises of John Tudor and 

Son. There were serious, and repeated, breaches of Food Safety Regulations. He failed to 
ensure that critical procedures, such as cleaning and the separation of raw and cooked meats, 
were carried out effectively. He also falsified certain records that were an important part of food 
safety practice. The business’s Hazard Analysis Critical Control Point (HACCP) plan was not 
valid. In some respects it was positively inaccurate and misleading. 

 
3.10 William Tudor, the proprietor of the business, misled, and lied to, Environmental Health Officers 

on some issues.  William Tudor had a significant disregard for food safety and thus, for the 
health of people who consumed meats produced and distributed by his business. 

 
3.11 The inspections undertaken by Environmental Health Officers were made less effective by 

William Tudor’s dishonesty. Even so, the inspections did not assess or monitor the business’s 
management of food safety as well as they could, or should, have done.  Clues were missed. 
Those that were spotted were lost in the system because there was no way of alerting other 
Environmental Health Officers to issues or concerns for subsequent inspections.  Failures 
around the Hazard Analysis Critical Control Point (HACCP) approach were the most important. 
The fundamental flaws in John Tudor & Son’s HACCP plan could, and should, have been 
picked up.  There was insufficient focus on identifying and assessing working practices and 
procedures to ensure that the HACCP plan was being applied in practice.  The inspections 
failed systematically to assess the accuracy and effectiveness of the underlying HACCP 
documentation. Even when there is some indication that the underlying records were checked, 
inconsistencies and problems were not picked up. 
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3.12 Schools were supplied with meats by John Tudor & Son under a contract with Rhondda Cynon 
Taff, Bridgend, Caerphilly and Merthyr Tydfil County Borough Councils.  The process by which 
the contracts were awarded in 1998 and 2002 was seriously flawed in relation to food safety.  
The arrangements for the joint contract were inadequate, with a particular lack of clear and 
agreed roles and responsibilities between the organisations and key individuals. 

 
3.13 The system for contract monitoring was not operated properly and the system for recording 

complaints was seriously flawed.  Better arrangements might have thrown more light on 
weaknesses in John Tudor & Son’s approach to food hygiene and raised questions about his 
practices.  If anything was likely to have encouraged William Tudor to get his act together on 
food hygiene, it would have been the direct threat of failing to secure, or losing, what was a 
very significant contract. 

 
3.14 In 2004, the Children’s Commissioner for Wales highlighted a problem with school toilets. He 

recommended that the Welsh Assembly Government should assist schools and governing 
bodies to undertake audits.  Fortunately, the problems with toilet and hand washing facilities do 
not appear to have caused or contributed to the spread of the Outbreak. However, the provision 
of adequate facilities in schools is a basic requirement and it takes on a particular importance in 
terms of preventing the spread of an infection. 

 

4. Key issues and Implications 

4.1  At Cannock Chase Council the Food and Safety Team within Environmental Health have 
carried out a major review of all butchers’ premises in the District.  A total of 13 premises have 
been visited and a full review undertaken of hygiene practices, procedures and documentation.   
Full plans of premises have been drawn up, photographs taken and copies of all haccp plans 
placed on premises files.   Cannock Chase Council is the first authority in the County to 
undertake a comprehensive review of this nature.    

4.2 A total of 33 food samples, 22 environmental swabs, 11 samples of sanitiser and 8 cleaning 
cloths have been submitted for laboratory examination. Results showed that a significant 
number of the samples were unsatisfactory in some way, usually due to high counts of indicator 
organisms which, although not pathogenic (disease causing), suggests poor hygiene practices.  
None of the results revealed the presence of E. coli O157, although results from one premises 
revealed high counts of E. coli and this resulted in formal action (see Annex A). 

4.3 Results also showed that 4 of 11 samples of sanitiser were assessed as being ineffective as a 
bacterial cleaner due to failure to follow manufacturers’ dilution instructions. 

4.4 All unsatisfactory results have been followed up and, where appropriate, further sampling 
activity is scheduled. 

4.5  This review has revealed a number of issues to be addressed locally with butchers, including 
poor haccp documentation and monitoring of critical control points (ccps); use of  vacuum 
packing machines for raw and cooked products; incorrect use of sanitisers; use of 
contaminated wiping cloths; the need for improved training. 
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4.6  Environmental Health will be consulting with local butchers with a view to delivering refresher 
training in essential areas. It is envisaged that this may be delivered in partnership with other 
districts. 

4.7 In total, to date approximately 110 officer hours has been allocated to this project and further 
work will be required. 

4.8 The Pennington Inquiry Report makes a total of 24 recommendations, many of which apply to 
the way in which Councils carry out food inspections.  The main recommendations from the 
Inquiry, in so far as they relate to District Councils, are given below in a table, which also shows 
the response to date of CCDC 

Pennington Inquiry Recommendation  Action taken or proposed by CCDC 

Food Safety Practice  

Regulatory and enforcement bodies should keep 
the choice of “light touch” enforcement for 
individual food businesses under constant review. 

Appropriate action is taken against food business 
operators and is in keeping with the 
Environmental Health Enforcement Policy, which 
is currently being reviewed.  Annex A gives 
details of a recent incident involving E.coli 
contamination at  a local butchers’ premises. 

Food Hygiene Inspections  

The inspection of HACCP (Hazard Analysis 
Critical Control Point) plans must be audit-based. 

 

Where HACCP plans exist inspections are audit 
based. Where a critical control point (CCP) is 
verified this is recorded on our aide memoir. If a 
CCP is not able to be verified at time of inspection 
this is also to be recorded.   Review of all 
butchers’ premises undertaken (see 4.1 - 4.7 
above) 

Training provision should be developed to ensure 
that all officers who check HACCP and HACCP-
based plans, including those responsible for 
overseeing the work of those officers, have the 
necessary knowledge and skills. 

 

CCDC Environmental Health Division and Stafford 
BC have taken the lead in arranging externally 
delivered refresher training to be delivered to all 
local authorities in Staffordshire.  All relevant 
CCDC officers will attend this training in October 
2009. 

Further update training is to be provided nationally 
by the Food Standards Agency in due course 

Environmental Health Officers should obtain a 
copy of a business’s HACCP/food safety 
management plan at each inspection, which 
should be held on the business’s inspection file. 

 

In future copies of HACCP plans will be obtained 
for file. SFBB records (Safer Food Better 
Business) will not be put on file. Where generic 
Food Safety Management Systems are in place 
e.g. supermarket, pubs, education catering etc 
then one copy will be centrally located.  
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A system of logging issues, concerns or potential 
problems, whether by “red flagging” specific 
documents or by file notes, should be standard 
practice. 

 

All information regarding the premises is to be 
kept on the premises file, including reports, 
inspection summary, aides memoir.  

A front sheet will be placed in all food premises 
files to enable any issues or concerns to be 
recorded and accessed easily prior to subsequent 
inspections. 

Aide memoir to be reviewed to ensure all relevant 
information is captured.   

Decisions about confidence in a business’s 
management of food safety should be evidence-
based. 

 

An in-house training exercise is planned for 
November 2009 involving all CCDC food safety 
operational staff.  This will reinforce the need for 
evidence based judgements to be made.  A 
revised scoring matrix will also be developed 
following the exercise and used by all officers for 
consistency. 

All inspections, primary and secondary, must be 
unannounced unless, exceptionally, there are 
specific and justifiable circumstances or reasons 
why a pre-arranged visit is necessary. 

All inspections are unannounced.  If a pre-
arranged inspection is proposed, the reasons 
must first be discussed with the Food and Safety 
Manager. 

Discussion with employees must be a standard 
part of food hygiene inspection Visits. 

 

Observation of staff practices forms an important 
part of all food inspections and wherever possible 
discussion tackles place with employees of the 
food business. 

 

5. Conclusions and Reason(s) for the Recommendation(s) 

It is essential that inspections of butchers, and indeed of all food premises, are carried out by 
competent officers and that detailed records are held concerning the conditions found and the 
questions asked of proprietors and employees.   The actions proposed above will ensure that 
the Environmental Health Division fully complies with the recommendations of the Pennington 
Report and Officers will continue to act quickly to protect the health and wellbeing of our 
community.    

6. Other Options Considered 

 The report details the responses made by the Council to the recommendations in the 
Pennington report. 

7. Report Author Details 

David Prosser-Davies, Food & Safety Manager 

Tel: 01543 464202 
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SCHEDULE OF ADDITIONAL INFORMATION 

INDEX 

Contribution to Council Priorities (i.e. CHASE, Corporate Priorities) Section 1 

Contribution to Promoting Community Engagement Section 2 

Financial Implications  Section 3 

Legal Implications  Section 4 

Human Resource Implications Section 5 

Section 17 (Crime Prevention)  Section 6 

Human Rights Act Implications  Section 7 

Data Protection Act Implications Section 8 

Risk Management Implications Section 9 

Equality and Diversity Implications Section 10 

List of Background Papers Section 11 

Report History Section 12 

Annexes to the Report i.e. copies of correspondence, plans etc. Annex 1, 2, 3 etc 
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Section 1 

Contribution to Council Priorities (i.e. CHASE, Corporate Plan) 

1.1 The Council has adopted objectives based on the CHASE acronym which stands for: 

Culture and Sport - Increasing participation in culture and sporting activities 
Health - Developing a healthy community 
Access to Skills and Economic Development- A vibrant economy, A job for everyone, 

Learning opportunities for all 
Social Inclusion and Housing- Reducing Inequality, Decent Homes for all 
Environment- A clean, safe and sustainable environment 

 
1.2 Within the Health objective we have said “ We will work to reduce health inequalities and build 

healthier communities…and through …appropriate enforcement action…aim to minimise any 
dangers to our communities.”  We have further said that we will “Promote awareness of good 
health to residents of the district”.    

 
1.3 It is considered that the project work undertaken represents effective targeting of our resources 

to the areas of highest risk in terms of food safety.  Local retail butchers’ customers tend to 
include those with limited transport, or limited means, who may not be able to visit the larger 
supermarkets; this group will include older people who may shop in a more traditional way.  
Older people are particularly vulnerable should poor practices result in contamination of food.   

 

Section 2 

Contribution to Promoting Community Engagement 

None 

Section 3 

Financial Implications 

There are no financial implications associated with the recommendations of this report. 

Section 4 

Legal Implications 

4.1 The Council is under a statutory duty to enforce Food Safety Legislation to ensure, so far as 
reasonably and practicably possible, the safety of those using establishments that sell, serve 
and/or prepare food for consumption by the public. 

 
4.2 Cannock Chase Council a responsibility to effectively discharge its functions as a food authority 

and is overseen in this regard by the Food Standards Agency (FSA).  Members will be aware 
that an audit of the council’s food law enforcement service  was carried out by the FSA in 
August 2008, the findings of which were reported to Cabinet in February 2009. 
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4.3 The Council seeks to discharge its duty through regular and routine inspections of  
establishments falling within the district. Legislation provides various powers to authorised and 
qualified council officers to take action to ensure compliance with relevant food hygiene 
standards. Such powers extend to the closing down of establishments and the prosecution of 
proprietors, companies and other connected persons. 

Section 5 

Human Resource Implications 

There are no human resource implications associated with the recommendations of this report 

Section 6 
Section 17 (Crime Prevention) 
None 

Section 7 
Human Rights Act Implications 
None 

Section 8 
Data Protection Act Implications 
None 

Section 9 

Risk Management Implications 

9.1 The legal duty to comply with food hygiene legislation rests always with the food business 
operator.   The Council in its capacity as Regulator clearly has a role in ensuring that non 
compliant businesses are identified and that effective improvements in standards are achieved,  
whether this be through advice, education or enforcement.  The public expects this to be the 
case. 

9.2 There is certain to be major national public interest in any incidents such as the outbreak 
described.  As such, there is clearly potential for major damage to the authority’s reputation and 
to confidence in it’s Members and Services, should the local authority be found to have 
contributed to any incident by virtue of poorly managed or under-resourced services.  

9.3 Members will wish to be aware that the local authority responsible for inspecting the premises 
at the centre of the Welsh E. coli outbreak (Rhondda Cynon Taff Borough Council), it’s 
managers and officers were criticised in the Inquiry report.    

9.4 In order to mitigate against such risks, the actions detailed in the table at 4.8 of key implications 
have been implemented or are proposed.    

9.5 Failure to act on the Pennington recommendations would not in itself pose any immediate risk 
to the authority.  If an outbreak, or even just one serious case of E.coli poisoning, were to occur 
however, the authority would find itslef in a very difficult position in having to publicly, in 
possibly a national forum, defend its lack of action.  There is now considerable knowledge and 
awareness of the measures required to control E.coli and a high public expectation that prompt 
action is taken by Regulators to ensure the public is protected from risks to health of this 
nature.   
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9.6 Implementing the actions detailed at 4.8 of key implications will , in effect, constitute best 
practice.  The Pennington report did not recommend that local authorities provided training for 
local butchers; this item is included as feedback from the trade locally identified a gap in 
knowledge, the last training of its type having been provided through the Government nearly 
ten years ago, since when there have been huge changes in the industry.  It is considered that 
this training would create the supportive environment within which local butchers could 
effectively self regulate their activities.  Should this be evidenced in future, it may then be 
possible to reduce the likelihood of such an incident even further, though this is not considered 
appropriate at this time. 

9.7  In deciding on appropriate actions, consideration has been given to the residual risk to the 
authority and scores plotted on a risk matrix.  The matrix shows that implementation of these 
actions will significantly reduce the risk from ‘high’ (score of 15) to ‘medium’ (score of 9).    

 
Risk Impact 

Likelihood None  (1) Minor (2) Moderate     (3) Major  (4) Catastrophic (5) 
Almost Certain (5)      

Likely  (4)      
Possible  (3)   After (9)*  Before (15) 
Unlikely  (2)      
Remote  (1)      

      
Key to Risk Management Acton Level Tolerable Low Priority Medium Priority High Priority 

 

Matrix shows reduction in residual risk after full implemention of Pennington Recommendations  

*  It is not considered appropriate to reduce the likelihood below ‘possible’ at this time, as the Council is 
acting as a Regulator and is not directly in control of the activity being carried on.   Should sustained 
improvements in butchers’ ability to self regulate be achieved and evidenced in future, a reduction in 
likelihood may be appropriate.   

Section 10 

Equality and Diversity Implications 

None 

Section 11 

List of Background Papers 

All relevant evidence and transcripts of proceedings the full report, the summary and the press release 
can be accessed on the Inquiry’s web site www.ecoliinquirywales.org. 

           Section 12 

Report History 

No previous history. 
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Annexes to Report 

Annex A 

Copy of Press Coverage from recent incident at local butchers’ premises involving contamination with 
E.coli 
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