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Hertfordshire Community NHS Trust’s Statement in respect of the
Francis Report

Background
In February 2013, Sir Robert Francis QC published his public inquiry report
outlining the failure of healthcare at the Mid Staffordshire NHS Foundation
Trust, which described a lack of care, compassion and leadership. Although
the public inquiry was focused on one organisation, it highlights a whole
system failure. A system which should have had checks and balances in
place, and working, to ensure that patients were treated with dignity, and
suffered no harm.
The Report has 290 recommendations for change in the NHS. The full report
and the Executive Summary, can be found on the Inquiry website at
http://www.midstaffspublicinquiry.com/
In March 2013, the Government published its initial response, which was
divided into five areas:
1. Preventing problems arising by putting the needs of patients first;
2. Detecting problems early;
3. Taking action promptly;
4. Ensuring robust accountability; and
5. Leadership.
The government’s initial response can be seen here:
https://www.gov.uk/government/speeches/the-government-s-response-to-the-francisreport
Both the report and the Government’s response will impact on everyone who
works in the NHS.

Hertfordshire Community Trust’s Position
Hertfordshire Community NHS Trust considers that the quality of our services
and the safety of patients, users and our staff are the first and paramount
considerations in the delivery of our services, and this is reflected in our
vision, values and strategic objectives.
We take great pride in the quality of our services, and this is monitored
through a number of processes and systems at all levels within the
organisation, up to and including the Trust Board. However, we are not
complacent, recognise that we do not always get it right and that there is
always room for improvement.
In this context, the Trust Board has considered the content and relevant
recommendations of the Francis Report and the Government’s initial
response.
The Trust is committed to learning from the report and continuing to be proactive in monitoring and improving how we:
*
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*
*
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*
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listen to our patients, service users, staff, commissioners and other
stakeholders
respond openly and transparently to concerns and issues raised
monitor and manage the quality and safety of our services
respond quickly when areas of concern are identified, from either
internal or external sources
spread and embed a culture of quality throughout the Trust and its
staff, as an integral and vital part of delivering “high value healthcare”
take accountability and share and make available information about the
quality of our services
learn from both good practice and any identified poor practice, and
effect changes, whether the practice under consideration be internal or
external
develop our systems and processes for the identification and
management of risk

We will also implement in a timely fashion any relevant recommendations or
directions received arising from the Francis Report, where the practice
identified in any such recommendations or directions is not already in place
within the Trust.

Declan O’Farrell
Chair
May 2013

&

David Law
Chief Executive

