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1. [bookmark: _Toc512590157]Preface 
This report has been written to examine the strategic planning processes of the National Health Service, looking at the triumphs and turmoil’s of the services provided by looking at the Staffordshire Health service, in particular focusing Stafford Hospital’s failures as an organisation and how the NHS are pursuing service change for a better service for patients.
The main objectives of this report is to research into the:
· An in-depth investigation into the Stafford Hospital scandal and how it is changed the way the NHS provides their services.
· Improvement of service transparency.
· The importance of a ‘patient-centred’ leadership.
· Difficulties of an ageing population.
The National Health Service was born in 1948, it was launched due to an ideal view that everyone within United Kingdom should have access to premium health care, which does not depend on your wealth or stature and after 34 years of service this is still remains to be one of the NHS’s key principle. The NHS provide a wide range of services than span from serious illnesses and end-of-life care as well as routine check-ups and minor injuries, however without the correct strategies put in place these principles can be forgotten which leads to the decline of the service provided, an example of this would be The Stafford Hospital Scandal.
[bookmark: _Toc512590158]1.2 The Stafford Hospital Scandal - What Happened?
Stafford Hospital is viewed to be one of the biggest scandals to have ever faced the NHS. Stafford hospital became a strong focus for the media and found a way to shine a light on the NHS’s failings, however the question must be asked how a hospital that had no systematic failures could then decline at such a rapid pace without detection. 
The events that unfolded within Stafford hospital saw the maltreatment of hundreds of patients, with wrong medication being given to patients and with some patients receiving none at all and even basic needs were being ignored as told in an article published by Donnelly (2013), according to witnesses, care was so poor within the hospital that “patients were left so dehydrated that some began drinking from flower vases.”, the Francis Report unearthed worrying information about nurses being unaware of how to use equipment, crucial decisions regarding patients treatment were being left to unexperienced student nurses and hospital receptionists, privacy and dignity weren’t provided even after death, patients were left in their own bodily fluids and in dirty beds for long amounts of time. It was found that the events occurring in Stafford had been ongoing for a long amount of time until the failings were unearthed in 2009 due to a large number of complaints. The enquiry found that 1,200 patients had knowingly died needlessly due to the shockingly poor conditions that were present. It was then found that the reasons behind the failings of the hospital were said to have been down to the pressure placed upon staff to meet targets and a board that was fixated on finance which left patients neglected. Nonetheless in a journal published by Lacobucci (2014) Francis states firmly that no matter the cuts and targets placed on an organisation the safety and care of patients must never be compromised and must be firmly placed at the forefront of the organisations priorities, also stating that if an organisation cannot provide the service at a safe and acceptable standard with the money constraints, then an organisation must cease to provide people with it.
After the events of Stafford Hospital unfolded and the Francis Report (2010) and the Berwick Report (2013) had identified the key areas that must be changed to make sure that patients do not come to any harm that could have been avoided, the NHS took this chance to evaluate in what way they are able to be able to better the service provided by reconfiguring the service. 
2. [bookmark: _Toc512590159]Can a change in culture change the NHS for the better?
[bookmark: _Toc512590160]2.1 Improving Service Openness and Transparency and Complaints Handling 
A key similarity in both The Francis Report (2010) and the Berwick Report (2013) is the need for openness and transparency and a need for better complaints handling throughout the service. All none personal data should be shared throughout the organisation and should also be shared with patients. Berwick’s Report (2013) states that the organisation must seek out the patients a careers voice as it is essential to the monitoring of the safety and quality of care given by staff. Francis (2010) found that there was poor communication within Staffordshire hospital as well as across the health system as a whole which became a disadvantage to the service when sharing information and concerns about the hospital, this was a key area that emerged within the recommendations of the Francis report as complaints made by patients and careers were handled correctly, the report then went onto give recommendations on how this can be improved stating that for a culture change be possible it is important to take in consideration three characteristics these are, openness which allows concerns to be raised and discussed without fear, transparency which allows information about performance and outcomes to be shared freely with all stakeholders as well as candour otherwise known as complaints handling ensuring that anybody harmed by poor healthcare is listening to effectively and a solution to the problem is offered. However it is important for the trust to be able to achieve this to be open, truthful and honest about what their patients say and must be truthful in their publications of this. 
After the Staffordshire Hospital failings the NHS published a report about the way they have applied the lessons learnt from the Francis report the Department of Health (2015) states how the government has made sure that a new statutory Duty of Candour throughout the service to ensure that when mistakes are made within the organisation both the organisation and staff are open and honest about them and to ensure that all stakeholders are notified when this happens ensuring complete openness and transparency. In The Department of Health’s Report (2015) Peter Walsh, Chief Executive, action against medical accidents states that “the introduction of the new Duty of Candour is potentially the biggest advance in patient safety and patients’ rights in the history of the NHS”.  Another way that the NHS is moving towards improvements for transparency is the use of the My NHS website, this site allows patients, staff and the public to share and compare the performance of different health services from across the country, this system was put in place to allow the service to identify and protect the patients against poor care by using the data provided on this site to tackle and improve the problems that the service is facing to ensure a good standard of care. Another way that the NHS is improving their transparency would be within their annual reports, the NHS collects data of events called ‘never events’ these are events that occur that are serious but are preventable patient safety incidents, a never event would be for example enlisting the wrong treatment for a serious health condition which led to the death of the patient, but these incidents would only be published annually but since December 2013 the NHS has been publishing these events quarterly but has now become even more transparent as they are now reporting these incidents monthly, to ensure that the service remain open and honest about the service provided which allows them to improve the service quickly and effectively to eliminate poor patient care. 
[bookmark: _Toc512590161]2.2 Patient Centred Care
The Berwick Report (2013) includes a recommendation that the patients and their career must be present, involved and hold a powerful voice at all levels or the health care system. This report goes on to state that patient involvement has a positive effect on the service provided when they have a say and have more control over the service they are provided with, Berwick calls for this culture change so that the organisation is able to ask ‘what matters to you?’ so that the service provided reflects the needs of the user, this helps to improve the safety and quality of care and health care professionals can gain an in-depth understanding of how the service is performing from a front seat perspective which would allow staff to be notified quickly and effectively about the standards and needs they are not meeting, which will allow early intervention before the quality of care decreases further.  Francis (2010) backs up Berwick’s (2013) view that patient’s must be placed at the forefront of policy making and service provision by stating that patients must be put first throughout all aspects of service delivery and must be the main priority to the service, however Francis (2010) goes on to say how the trust failed dramatically in this particular area of service provision as the Stafford scandal saw the voice of patients had been ignored on multiple occasions and felt that patients were excluded from any type of participation in the patient’s care. The Francis Report (2010) found that the trust was receiving a large number of complaints from patients and their families or careers which illustrated the worrying indicators of service failure, systems which were provided to give the public of Stafford a voice such as the Patient and Public Involvement Forums and the Community Health Councils failed to listen to the voices of the patients, leaving nothing but ill feelings and bitterness between member and the host. 
Mary Parker Follett is a key thinker within the strategic management process, her theory has a strong emphasis on co-operation and integration between all levels of an organisation this links strongly to the recommendations set by both Francis (2010) and Berwick (2013) as she states that “You must have an organisation which will permit interweaving all along the line” (Robinson, 2005) She goes on to suggest for the a lasting agreement between member of the organisation can only be achieved by sharing experiences between members. After these events occurred the NHS took on the challenge to improve patient safety throughout the UK by improving their collaborative working which led to the design of the National Patient Safety Collaborative Programme. This programme focuses on two key priorities these are leadership for the improvement of safety and developing a national safety measurement strategy. This programme was developed to be able to share best practice quickly throughout the organisation to ensure the safety of their patients, this enables the service to be completely patient and person centred. The Secretary of State for Health stated that there was a need to take action against avoidable deaths and came up with the Sign up to Safety campaign, it was put into place try and achieve a three-year goal to avoid avoidable deaths as well as save more than 6,000 lives. This campaign sets out to mobilize the NHS’s energy to put patient safety and care and the forefront of any health care service.
[bookmark: _Toc512590162]2.3 The ageing population in Staffordshire
Included in the recommendations proposed in the Francis Report (2010) is the need for the improvement of care given to elderly patients, in an article published by the BBC (2013) it became clear that a number of the patients who needlessly lost their lives were aged between 60 to 80 years of age who had complex health conditions. BBC (2013) goes on to give stories of the victims who needlessly lost their lives, the most shocking story give was about Peter Burnhill who was diagnosed with Leukaemia, he was taken to Stafford hospital because of breathing problems but was left to wait in on a trolley waiting for six hours without any food and was being ignored by nurses even though he had dangerously low oxygen levels, Mr. Burnhill then died at home a week later, members of Mr. Brunhill’s family states that he left the hospital “visibly shaken and much weaker.” (BBC News, 2013) This is a prime example of the failing of Stafford Hospital and illustrates the important in looking after patients especially patients with long terms illnesses. Jeffrey (2013) states that the NHS need to think of a plan of action to improve the care that the NHS is supplying to elderly and frail patients, with the ageing population throughout the UK rising it is becoming clear that the NHS aren’t adapting well to these changes so there is need for a service change or reconfiguration with the needs of elderly patients as one of the top priorities, within 65% of patients admitted to hospital within the UK being aged over 65 and in Staffordshire it is though that in 2013 there was 26,300 elderly and frail people in the county and it is thought to rise by 2023 to 40,500, so the question must be asked how can the NHS across the UK keep up with the increasing demand of elderly care? The Francis Report (2013) laid out several recommendations for appropriate care for the elderly these included recommendation such as Identifying who is responsible for that patients, Francis (2013) believes that there should be a practice to assign a senior clinician to be in charge of a patients case so that staff and patients are clear about who is in charge and so that there is no confusion in who is treating the patient to increase accountability, the report also gives a recommendation of the creation of “older person’s nurses”, these would be nurses who are specially trained in caring for the elderly population to ensure that an effective and a high standard of care is achievable, Mitchell (2013) states that “We need to ensure all staff are well trained in caring for frail older people and empowered to deliver excellent care supported by senior managers”, The Nursing and Midwifery Council (2013) state that they believe that they have already started to address the these recommendations proposed by Francis (2013) and they state that their needs to have  better education standards ensure that all nurses are educated in the caring of elderly patients across the UK and also state that their education standards meet the needs for the nurses to be vigilant to the needs of older people. In a journal about the problems of ageing detracts from the joy by Triggle (2014) Dawn Garrett who is the new Royal College of Nursing’s professional lead for the care of older people states that caring for the elderly isn’t as complicated and complex as it is initially thought and goes on to state that many elderly people have ‘beautiful lives’ and that they often ‘play an important role in their communities’, this journal has a strong focus on the need for preventative work rather than the care within hospitals such as ensuring elderly patients get regular medical checks to try and avoid hospitalisation, another focus is the problems with judging a patient because of their age, stating that “we have to be mindful of how ageing manifests in the individual” (Triggle, 2014) suggesting that care is based upon an assumption of an older persons needs due to their age but that it should be the polar opposite, care should be based on the needs of that individual alone not based on a commonly perceived idea of needs due to their age group. 
3. [bookmark: _Toc512590163]Conclusion
In general, the findings indicated that there was a complete failure within the Staffordshire Trust’s and that these failings are indicating the failings were stemming from the failure of training, transparency, complaints handling, patient centred care and a lack of motivation throughout the hierarchy of the trust. After the Francis Report (2010) and the Berwick Report (2013) set out recommendations on how to improve the trust, the NHS took them all on board and are now moving towards improving the services by new specialised nurses for the elderly and the introduction of new patient safety programmes to ensure that patients are always set as the main priority within everything the organisation does, to ensure that the failings that occurred within the Stafford Hospital Trust. 
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