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EXECUTIVE
SUMMARY

Robert Francis QC published his report into the quality of care
provided at Mid Staffordshire NHS foundation trust on 6th February
2013. The report looks across the whole system and emphasises
the importance of developing the right culture of care within the
NHS, through better leadership, training, information and
transparency. This paper provides a summary of the report as well
as the first Francis report in 2009 and considers ASPH’s response.

The Council is asked
to:

Discuss the paper

Submitted by: Suzanne Rankin, Chief Nurse and David Fluck, Medical Director

Date: February 2013
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Responding to Francis

The Report and Key Recommendations

Robert Francis published his second report into the poor care and treatment provided by Mid

Staffordshire NHS Foundation Trust between 2005 and 2006 earlier this month which follows

his first report published in 2009. His comprehensive report looks across the whole system

and emphasises the importance of developing the right culture of care within the NHS,

through better leadership, training, information and transparency. It is clear that the causes

of the Mid Staffordshire scandal are deep and complex and the solutions are equally diverse.

The report makes 290 recommendations across all elements of the NHS, from acute care

providers to the Regulators. The Government now has until late March to consider its

response and to give direction on which recommendations will be accepted and to what

extent legislation and statute will be used to drive implementation and accountability. Some

of the key recommendations from the report include:

 the creation of a single regulator (merging the Care Quality Commission and Monitor)

and the introduction of a new Chief Inspector of Hospitals;

 poor scores on the soon to be introduced Friends and Family test leading to

immediate CQC inspection;

o ASPH has already introduced the Friends and Family score and the score for

January 2013 is 72. No national benchmarking is yet available but we do

anticipate a score of this level NOT to trigger any regulatory action.

 immediate investigation into care at hospitals with the highest mortality rates;

o Summary Hospital-level Mortality Indicator (SHMI) data is being used to

determine which hospitals should be subject to immediate investigation. The

range for this 0.85 to 1.15. Currently ASPH is approximately in the middle of

the pack with a SHMI of 0.991 (dated June 2012 – the most recent data

available)

 senior managers to be given a code of conduct and the ability to disqualify them if

they are not fit to hold such positions;

 hiding information about poor care to become a criminal offence;

 a statutory obligation on doctors and nurses to be open with patients about mistakes

(known as a duty of candour);
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 an increased focus on compassion in the recruitment, training and education of

nurses, including an aptitude test for new recruits and regular checks of competence.

Francis 2009

After the publication of the first report in 2009, we responded with a detailed action plan

which has supported a steady improvement in the quality of our care and treatment. In

January 2012 we wrote to the Strategic Health Authority advising that we had completed the

action plan and those elements of work such as the Living our Values Programme, the Best

Care Programme and development programmes such as Team ASPH would embed the

principles in business as usual. We do however recognise that we must continue to be

relentless in our pursuit of excellence for all of our patients, all of the time. This includes our

work to collect and use patient feedback, to improve our responses to complainants and to

increase the time we spend meeting patients and carers and discussing their experience,

concerns and issues.

Considering the ASPH Response

We have decided not to rush into the generation of a new action plan but to take a

considered and reflective approach with our staff that will:

 acknowledge the distress that we all feel in reading the report but also to recognise

that much great work happens every day in our hospital and that many key indicators

of quality are on an improving trajectory;

 make time and space available to consider and discuss what is most important and

how we can work together to ensure that poor care is never tolerated in our hospital

and to ensure that patients, staff and others have access to effective routes of

feedback that are safe;

 give reassurance to patients, staff and stakeholders that care in our hospital is good

and clearly signpost the options for raising a concern; and

 develop a thematic analysis of the final report and Government response leading to

an action plan which we will deliver in partnership with our lead commissioner.

Progress so Far

In delivery of this response we have already delivered and planned some key events:

1. Consultant briefing on 12th February;

2. Trust Board Masterclass on 27th February; speakers include Professor David

Oliver, until recently National Clinical Director for Older People and President-

elect British Geriatric Society and Sally Brearley Chair of the National Nursing

and Care Quality Forum and member of the National Quality Board;

3. Trust wide “open” discussion 28th February; and
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4. Invitation to Peter Carter, Chief Executive Royal College of Nursing to visit the

Trust accepted for June.

Whilst the detail of the ASPH response is important and will be articulated more fully in time,

the Trust Board commitment to the creation and sustainment of an honest and open culture

at ASPH that recognises and reports poor care and that enables a swift and effective

response is unequivocal, as is the commitment to a culture without fear of retribution or

failure to respond.


