Reports and Inquiries
A list of reports to point you in thee right direction.  These reports were written in order to investigate issues within the NHS/Care sector, for example patient deaths, allegations of abuse, incompetent treatment.  As a result of these reports many recommendations were made in an attempt to ensure these issues were not repeated and that professionals could learn from these events in order to improve practice.
These reports are not exhaustive, these are only a few to get you thinking along the right track, but many recommendations were made from these alone.  The Sir Francis Report alone made 290 recommendations.
The Shipman Inquiry (2005)
· On the 31 January 2000, Dr Harold Shipman was found guilty of the murder of 15 patients under his care, although his total number of victims was believed to be approximately 250.  This report suggested fundamental reforms to health professional regulations.
The Bristol Inquiry (2001)
· Between 30 and 35 children undergoing heart surgery at Bristol Royal Infirmary died between 1991 and 1995 who would probably have survived if treated elsewhere, the long awaited report into children's heart surgery at Bristol led to the creation of the Commission for Health Improvement, and contributed to the development of clinical governance in the NHS.
Kark Review
· An independent review of how effectively the ’Fit and Proper Persons Test’ prevents unsuitable staff from being redeployed or re-employed in health and social care settings.  The test applies to directors in the NHS, the independent sector and the adult social care sector.  The current fit and proper persons test is designed to ensure that senior staff who are responsible for the quality and safety of care, are fit and proper to be in their roles.  The review highlights the need for developed competencies for directors, and for making a central database of director’s qualifications, training and appraisals.
The Winterbourne Inquiry
· An inquiry in to the criminal abuse by staff of patients at Winterbourne View Hospital, written by Stephen Bubb; it led to the Government pledge to move all people with learning disabilities and/or autism inappropriately placed in such institutions into community care.  The report recommended: transforming the commissioning of services for people with a LD and / or autism; a Charter of Rights for LD; Closure of inappropriate institution inpatient facilities; building on the skills of the work force; holding people to account. 

The Paul Ridd Inquiry
· The Public Services Ombudsman for Wales inquiry into the death of Paul Ridd, a man with severe learning difficulties who died from natural causes contributed to by neglect at a Swansea hospital. He died from respiratory problems after being transferred from intensive care to a general ward, there were omissions in a number of areas in his care.  The report highlighted the need for mandatory LD awareness training, the robust supervision of junior doctors, and the need for care plans to be in place for people with LD.
The Laming Report
· This report into the murder of child abuse victim Victoria Climbié in 2009, made 58 recommendations. Lord Laming suggested many changes including: Safeguarding and child protection performance indicators for Primary Care Trusts; the Department of Health and the Department for Children, Schools and Families must provide guidance, systems and training so that Accident and Emergency staff can tell if a child has recently visit A&E or is the subject of a Child Protection Plan; All police, probation, adult mental health and adult drug and alcohol services should understand referral processes; Children’s Trusts to ensure police, community paediatric specialists and health visitors send representatives to act as partners to children’s services departments.
The Francis Report
· The Francis Report was published based on a public inquiry into poor care at the Mid Staffordshire NHS Foundation Trust. The report examined what led to poor standards of care at the hospital, unnecessary patient deaths and why the warning signs of serious failings were not recognised.  The report made 280 recommendations, these included openness, transparency and candour throughout the health care system (including a statutory duty of candour), fundamental standards for health care providers; improved support for compassionate caring and committed care and stronger health care leadership.  It also identified the need for national change to nurse staffing levels, reforms to hospital inspection, reforms to protect whistle-blowers.

The best way to get your head around what a report should look like is to have a look at some of these reports.  The recommendations made within them are all centred around possible subjects for your own reports – remember just because the recommendations were made in these reports, does not mean that they were actually implemented or that a significant change has been made.  If you see anything that sparks your interest, then have a chat to Ben.


