Joint briefing – the Francis Inquiry
Part 1 – background information
About this briefing

A note on terminology used in this briefing
 ‘healthcare’ refers to the NHS
 ‘social care’ refers to local authority funded social care services
 ‘care’ refers to both health and social care
 The Francis Report refers to ‘patients’ but we use ‘service user’ to describe anyone
who uses health and/or social care services.
Sir Robert Francis’ final Inquiry report on the Mid Staffordshire scandal was published on the
6 February 2013. The inquiry he chaired was in response to what had happened at the NHS
Foundation Trust and in particular to explain how and why so many patients had died in
often appalling circumstances, without receiving even the most basic care.
Although the Inquiry focused on tackling deficiencies within the NHS, the Francis report has
wide ranging implications for both health and social care providers, which present challenges
and opportunities.
This is Part 1 of a two-part briefing for VODG & NCF members. It summarises the
background to the Inquiry, its main recommendations, and developments since the report
was published.
Part 2 expands on the recommendations that are relevant for social care providers and
suggests actions for VODG & NCF members.
Main findings and conclusions of the Inquiry
During the last decade conditions of appalling care were able to go unchecked in the Mid
Staffordshire NHS Trust, which included service users being left without food and water or
lying for days in their own excrement. In his inquiry conclusions, Sir Robert Francis makes a
total of 290 recommendations and states that these dreadful examples of defective ‘care’ at
Mid Staffordshire were primarily due to a serious failure on the part of the Trust Board.
Crucially the Trust Board did not listen to service users or staff, or correct failures even
where these were brought to the attention of the Board. Francis concluded that above all it
was the Board’s failure to tackle the growth of an “insidious, negative culture including the
tolerance of poor standards and disengagement from managerial and leadership
responsibilities”, that resulted in such a collapse in standards of care1.
Francis identified organisational culture as the central reason for the failings at Mid
Staffordshire hospital. In particular he listed the following negative cultural processes at the
Trust1:
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Lack of openness
Lack of consideration of service users
Defensive, inward looking, and secretive attitudes
Misplaced assumptions about the judgements and actions of others
Taking standards of behaviour of other peers as acceptable norms
Failure to put service users first

Francis also argues that this catastrophic failure was in partly due to the focus of the Trust
being on “meeting national targets, ensuring financial balance and seeking Foundation Trust
status”, instead of patient care. This contributed to the decline in standards. Worryingly, this
failure also happened in spite of the hospital achieving Foundation status during this period
and being scrutinised by the local Strategic Health Authority, the Department of Health and
Monitor. It was clear therefore that there had also been a serious and fundamental failure of
the regulatory system to pick up on the problems in Mid Staffordshire, partially because the
regulatory regime allowed for an overlap of functions. In the end it was essentially only due
to the persistence of a very determined group of service users and family members that the
failings at Mid Staffordshire were uncovered.
Recommendations of the Inquiry and lessons learned
To prevent another Mid Staffordshire scandal Francis concludes that there needs to be a
constant and continuing focus on the interests of service users and an absolute obligation to
keep all service users safe and protected from care that is substandard.
To achieve this, Francis does not believe there needs to be further radical re-organisation of
healthcare delivery, but a renewed emphasis on what matters –the care of service users.
Specifically, Francis identified a number of essential changes to culture and practice within
healthcare1:
 An emphasis and a commitment to promoting common values throughout the
healthcare system
 A set of truly accessible fundamental standards and an effective means of ensuring
compliance
 The importance of creating a culture in which there is no tolerance of noncompliance with these fundamental standards
 A new commitment to openness, transparency and candour throughout the
system
 Strong leadership in nursing and other professional bodies and support for
leadership within the healthcare system
 A level playing field concerning access to information to improve accountability
 Truly accessible information, which is usable by all stakeholders allowing for an
effective comparison of the performance of individuals, services and organisations
What has happened since the Francis Inquiry?
Government response
Following the publication of the Francis Inquiry, the Government launched Patients First and
Foremost2 in March 2013. This document sets out the government's initial response to the
Inquiry and its key proposals, as summarised below:
To put in place a culture of zero harm and compassionate care:
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This involves developing a new CQC regulatory model based on ‘rigorous and
challenging peer review’.
 To ensure the same rigour of inspection regime across both health and social care,
the Government proposed a new chief inspector of health care and a new chief
inspector of social care (both appointments have been made).
To detect problems quickly
 The Government agreed with Francis’ recommendation to introduce a statutory duty
of candour to ensure honesty and transparency in every organisation overseen by
CQC.
 The Government proposed introducing a new set of fundamental standards below
which care should never fall.
To ensure proper accountability for wrongdoers:
 The Government wants to ensure all health and social care professionals are ‘more
accountable’.
 To ensure accountability at the top of organisations, the Government proposes to
introduce new legal sanctions at board level for providers who knowingly withhold
information from service users or who give out misleading information.
To ensure real leadership and motivation of all NHS and social care staff:
 The Government proposed the introduction of a new code of conduct and training
standards for all healthcare, support and adult social workers.
Several of these early priorities in the Government's initial response are already being
implemented:
 In May the Government announced it was earmarking £650,000 to expand the
'Swartz Centre Rounds' scheme. This scheme allows NHS staff to get together once
a month to reflect on the stresses and dilemmas they have faced while caring for
patients.3
 Andrea Sutcliffe, (currently CEO of SCIE) has been appointed as the new chief
inspector of social care.
 Additional clauses have been included in the Care Bill, currently being debated in
Parliament. These include: provision for a 'single failure regime' to tackle quality
failures in the NHS; the introduction of health and social care ratings to pick up
problems with quality of care and measures to make it a criminal offence for
healthcare providers to give false and misleading information4.
Other independent reviews
There have been several additional independent reviews launched, related to issues raised
by Francis, including:
 The Cavendish Review considered the training and support of health and social care
assistants. Its recommendations, published in July, included common training
standards across health and social care including a new ‘Certificate of Fundamental
Care’ and a ‘Higher Certificate of Fundamental Care’ to allow progression.
 The Berwick Review considered the findings of the Francis report in relation to quality
of care and patient safety in the NHS. The review has now reported to the
government
 Sir Bruce Keogh’s review of 14 NHS Trusts identified as having higher than average
mortality rates reported in July. It proposed urgent actions to raise standards of care
in the 14 Trusts, as well as making longer term recommendation on use of data in
hospitals and patient engagement in service improvement.
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A review into the way the NHS handles complaints, chaired by Ann Clywd, due to
report before the Autumn.
 The NHS Confederation Inquiry into the bureaucratic burdens placed on NHS staff.
Initial findings were published in March 2013 and the second phase of the review is
due to report in the autumn.
CQC response
The CQC has responded to Francis, and also the Winterbourne View scandal, with
proposals for radically revised regulatory and inspection regimes. The CQC is currently
consulting on these proposals.
The CQC has identified five key questions that all services need to answer affirmatively to
ensure higher standards in care. Essentially services should be:
 safe
 effective
 caring
 responsive
 well led
To help accomplish this, the CQC set out five further areas they wish to focus on, namely:
1. Registration
The CQC wants more rigorous and legally binding registration procedures and, following
registration, named leaders within provider organisations who will be held accountable
for failings in standards of care.
2. Surveillance
The CQC will seek to continuously monitor providers and use more local and national
information to inform their inspections. In addition they are looking to increase the
amount of qualitative information they use from patients/service users.
3. Expert Inspectors
There will be a Chief Inspector for Social Care and expert teams of inspectors with
specific knowledge of the sectors they are inspecting. Inspections will also be longer and
more intensive and inspectors will be encouraged to use their professional judgement.
4. Clearer Standards
CQC proposes three levels of care standards. These are respectively: Fundamental,
Expected and High Quality standards.
5. Ratings
It is proposed there will be four levels of provider ratings: Inadequate, Improvement
needed, Good and Outstanding.
In terms of when these proposed changes will come into force, the CQC plans to focus on
acute care services at first. In 2014/15 the regulator will turn to learning disability and mental
health services. At the same time the CQC will change the inspection regime for adult social
care services.
Next steps
The Department of Health (DH) intends to publish a further response to the Francis' Inquiry
in the autumn. The DH has indicated that there will be further opportunities to feed into
proposals later this year.

4

