Procedural statement for the Public Inquiry into the operation of commissioning, supervisory and regulatory bodies for Mid Staffordshire NHS Foundation Trust January 2005 - March 2009

1. The terms of reference were announced by the Secretary of State on 9 June 2010, following the consultation, and are appended to this statement. 

2. Essentially, I am required to do two things:

a. To investigate the role of the commissioning, supervisory and regulatory organisations and systems, and the attendant culture in relation to their monitoring role at the Trust between January 2005 and March 2009

b. To identify the lessons to be learned as to how the deficiencies of the sort identified in my first report can be identified and acted upon earlier than they were.  In doing this, I must bear in mind the changes that have been made to the regulatory arrangements since then, and make the consequent recommendations.

3. The focus of the inquiry is to be the lessons to be learned from what was done or not done in relation to the Trust.  This will not prevent the inquiry considering criticisms of individuals where this is necessary for the identification of the lessons.  However the priority in the public interest must be to enable individuals to assist the inquiry process in a candid and constructive manner, including, where appropriate, open self-criticism.  

4. My provisional view is that I need to find out, among other things:

a. what were the responsibilities of the relevant organisations for monitoring the performance of the Trust during the relevant period

b. what did these organisations understand their responsibilities to be for monitoring the performance of the Trust

c. to what extent those responsibilities, and the understanding of them, have now changed 

d. the extent to which the systems operated by these organisations and the attendant culture supported their monitoring of the Trust

e. how each of the relevant organisations sought to fulfil their responsibilities to the Trust and its services during the relevant period, including an examination of the information they received from or about the Trust, what information they sought, and what use they made of that information
f. what, if any, action was taken in relation to any deficiencies or causes of concern they identified, and what explanation there is for deficiencies not being identified or action not being taken
g. what interaction there was between the relevant organisations over concerns about the Trust
h. The extent to which the relevant organisations, as constituted and operating today, would have identified and acted on the deficiencies at the Trust earlier than in fact was the case 
5. I have established a provisional list of the organisations
 whose actions and responsibilities should be the focus of this inquiry.  I would welcome views on this list, which is not exclusive and may be subject to change as I keep the scope of the Inquiry under review:

a. Department of Health

b. NHS commissioning and supervisory bodies:

i. South Staffordshire PCT (since 1st October 2006) and its predecessor bodies Burntwood, Lichfield and Tamworth PCT, Cannock Chase PCT, East Staffordshire PCT and South Western Staffordshire PCT.

ii. The West Midlands Strategic Health Authority (since 1st July 2006) and its predecessor bodies, Birmingham and the Black Country, Staffordshire and Shropshire and West Midlands South

c. Local supervisory bodies

i. The Local Authority (county and borough) Health Overview and Scrutiny Committees

ii. Local Involvement Networks (LINks)

iii. Patient and Public Involvement Forum (PPIFs)

d. Healthcare regulators and patient safety bodies

i. The Care Quality Commission
ii. Monitor (the Independent Regulator of NHS Foundation Trusts)

iii. National Patient Safety Agency (NPSA)

e. Investigatory and standard setting authorities

i. The Coroner for South Staffordshire

ii. The Health Service Ombudsman

iii. Independent Complaints Advisory Service (ICAS)

iv. Health & Safety Executive (HSE)

v. General Medical Council (GMC)

vi. Nursing and Midwifery Council (NMC)

vii. Audit Commission 

viii. The medical and nursing Royal Colleges?

ix. The Health Professions Council?

x. NHS Litigation Authority
6. Inquiry procedure

a. The Secretary of State has established the inquiry under the Inquiries Act 2005 and therefore the Inquiry is subject to the requirements of the Act and the Inquiry Rules 2006.

b. Subject to any restrictions imposed by notice under the Act, I must take such steps as I think reasonable to secure public access to the hearings and evidence taken by the inquiry.  It is my provisional intention to hold all oral hearings of submissions from interested parties and evidence from witnesses in public unless there is a good reason in particular instances for sitting in private outweighing the public interest in the transparency of the proceedings.
c. Subject to any restrictions that may be imposed it is also my intention that documentary material taken into account as evidence will also be made public via the Inquiry website.

7. I shall entertain applications from individuals and organisations to be regarded as core participants at the inquiry.  Such applications, if accepted, will entitle parties to be represented, including representation by a lawyer, at oral hearings and to make opening and closing statements.  They would be invited to assist Counsel to the Inquiry in the formulation of matters to be investigated with witnesses.  I will reserve the right to exclude from the proceedings interested parties and/or their representatives who do not conduct themselves in accordance with my directions.

8. I shall appoint Counsel to the Inquiry, a solicitor to the Inquiry and other members of the Inquiry team, including a panel of expert advisers.  In the meantime time, I have invited David Sims from the Treasury Solicitor’s Department to be acting Solicitor to the Inquiry.

9. I shall hold a preliminary hearing to consider procedural matters at a venue and on a date to be announced in the near future.  Any person or organisation which wishes to make any application or procedural submission should in the first instance make it in writing to me at the earliest opportunity so that I can decide whether I would be assisted by hearing oral submissions from them at the preliminary hearing.  Following the preliminary hearing a more detailed procedural statement will be published.    

10. In the initial phase the Inquiry will focus on obtaining documentary material and written information from the bodies mentioned above and other evidence.  Other bodies who appear to be likely to hold relevant information or to have relevant expertise will be invited to offer written evidence and submissions.

11. Members of the public are welcome to submit their views and can do so initially by post to: Mid Staffordshire NHS Foundation Trust Public Inquiry, 7th Floor, New Kings Beam House, 22 Upper Ground, London SE1 9BW or by e-mail to info@midstaffsinquiry.co.uk
12. They must understand, however, that this Inquiry cannot reinvestigate matters already dealt with in the first Mid Staffordshire Inquiry, or look into complaints about other NHS Trusts or NHS Foundation Trusts. 

13. The Inquiry will maintain a website on which relevant information will be available to the public.   This will be set up shortly.  In the meantime, copies of this procedural statement and the Inquiry’s terms of reference are available on the website of the previous inquiry at www.midstaffsinquiry.com
14. I retain the discretion to publish revised arrangements and additional rules as and when the need arises.  
Robert Francis QC

Inquiry Chairman
9 June 2010
INQUIRY INTO THE OPERATION OF THE COMMISSIONING, SUPERVISORY AND REGULATORY BODIES IN RELATION TO THEIR MONITORING ROLE AT MID STAFFORDSHIRE NHS FOUNDATION TRUST 

Terms of Reference 

Robert Francis QC recommended that the Department should consider an independent examination of the role of the commissioning, supervisory and regulatory bodies in the monitoring of Mid-Staffordshire NHS Foundation  Trust. 

Following that recommendation, he has been invited to build on the work of the Inquiry into the care provided by Mid Staffordshire NHS Foundation Trust between January 2005 and March 2009, by undertaking an investigation into the role of the commissioning, supervisory and regulatory bodies and systems in detecting and correcting deficiencies in service provision of the type he has identified. 

The systems in place are now different from those in place at the time of the events he has reviewed. The Inquiry will take into account these developments as identified by, among others, the National Quality Board’s Review of Early Warning systems in the NHS, in looking for the lessons to be learned. 

The Inquiry will be conducted under the Inquiries Act 2005. 

Comments were sought from interested parties on the draft Terms of Reference and we have considered these views in setting the Terms of Reference for this further independent inquiry.  

The Terms of Reference for this further inquiry are: 

· to examine the operation of the commissioning, supervisory and  regulatory organisations and other agencies, including the culture and systems of those organisations in relation to their monitoring role at Mid Staffordshire NHS Foundation Trust between January 2005 and March 2009 and to examine why problems at the Trust were not identified sooner; and appropriate action taken. This includes, but is not limited to, examining, the actions of the Department of Health, the local Strategic Health Authority, the local Primary Care Trust(s), the Independent Regulator of NHS Foundation Trusts (Monitor), the Care Quality Commission, the Health and Safety Executive, local scrutiny and public engagement bodies and the local Coroner. 



· where appropriate to build on the evidence given to the first inquiry and its conclusions, without duplicating the investigation already carried out, and to conduct the inquiry in a manner which minimises interference with the Mid-Staffordshire NHS Foundation Trust's work in improving its service to patients.

· to identify the lessons to be drawn from that examination as to how in the future the NHS and the bodies which regulate it can ensure that failing and potentially failing hospitals or their services are identified as soon as is practicable.; 
· in identifying the relevant lessons to have regard to the fact that the commissioning, supervisory and regulatory systems differ significantly from those in place previously and the need to consider the situation both then and now; and 

· to make recommendations to the Secretary of State for Health based on the lessons learned from the events at Mid Staffordshire; and to use best endeavours to issue a Report to him by March 2011. 

The Chair will decide the precise scope of the Inquiry and details of how, and where, the Inquiry will be conducted. 

The Chair will be able to appoint an expert panel with expertise in regulatory systems and NHS management to support the Inquiry’s work, including non-NHS experts, with expertise in regulatory, business and management structures.

� This will include predecessor bodies of these organisations where relevant in accordance with the time period the Inquiry is examining.


� This list should also include predecessor bodies of these organisations where relevant in accordance with the time period the Inquiry is examining





